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Fag es say

Psychological interventions in disasters –  
re flec tions from pro fes sional experience
The re is no justification for men tal health re sponses to be delayed until weeks  
after a disaster happens. We hope that better sy stems for knowledge gath er ing  
will improve both the short and long-term re sponses to disasters.

Atle Dy re grov
Cen ter for Crisis Psych ology, Ber gen, Nor way

Wil li am Yule
In sti tu te of Psych iatry, King’s Col le ge Lon don

This art icle describes some of the chal len
ges involved in early and longterm inter
vention to reduce distress and prevent 
chronic men tal health prob lems. Psycholo
gical theory and prac tice are put to use in 
disaster intervention to a larger degree than 
before. Many of these disasters are cross
na tional and crosscul tural and pose com
plexities seldom met in more circumscri
bed na tional disasters. Over the last decade 
we have observed a steep in crease in both 
UN (United Na tions) and NGO (Non Go
vernmental Organisations) interest and 
willingness to provide psychological and 
social, often termed psychosocial, sup port 
to affected groups. Not only is psychologi
cal theory and intervention used for direct 
victims, but for in dir ect victims and hel
pers. So uni ver sal has this response become, 
and so eager are all the organisations to 
show their presence fol low ing disasters, 
that this causes logistical prob lems. In some 
recent disasters the influx of counsellors, 
therapists and other psychosocial helpers 

and the lack of coordination of the psycho
social re sources has taxed the organisatio
nal response and re sources instigated to 
help affected groups.

Only a few days before the 2004 Tsu na
mi Mollica and coworkers (2004), who 
have vast experience from disasters, pub
lished an art icle cal ling on all countries 
throughout the world to prepare 
themselves to deal with «Men tal Health in 
Com plex Emergencies». They stressed the 
need for each coun try to develop a plan to 
screen for adverse reactions after a disaster 
and then provide effective treat ment. Whi
le they acknowledged the men tal health 
consequences for sur vivors and be reaved, 
they were not cal ling for armies of coun
sellors or therapists to rush into a disaster 
zone. Disasters must be met with re sources 
that match the need of those affected, not 
the need for organisations to be seen or 
helpers’ need to help.

Ma jor disasters affect large groups of 
peop le, and they can compromise the soci
al infrastructure. Help from the outside 
may be warranted as wha te ver men tal 
health ser vi ces existed pri or to the disaster 
may be insufficient to meet the needs. In 
some of the countries where we have wor
ked, especially in Af ri ca, the men tal health 
infrastructure was underdeveloped before 

This art icle is an update of Yule, W. (2006). Theory, trai-
ning and ti ming. Psychosocial interventions in com plex 
emergencies. In ter na tio nal Re view of Psych iatry, 18, 
259–264.

the disaster and partly destroyed du ring 
the disaster (e.g., Rwan da). With large 
numbers of be reaved and sur vivors the 
rele vant au thor ities will have to use outside 
men tal health re sources while at the same 
time they find ways to work to improve 
men tal health through existing struc tu res 
such as schools. Ways have been found to 
de liver interventions to large numbers of 
peop le, but often they may need to be hel
ped in groups by helpers who are not highly 
trained men tal health specialists.

If nor mal men tal health ser vi ces are li
kely to be overwhelmed, how then are lar
ge numbers of sur vivors to be screened in 
order to de liver treat ment to the most se
verely affected? Mollica et al. (2004) re
cognised the need for each coun try to de
velop appropriate screen ing mea su res. 
They also rec om mended that each coun try 
develop appropriate, evidencebased inter
ventions that could be delivered on a large 
scale. For chil dren the Child ren and War 
Foun da tion, a Foun da tion we hel ped to set 
up, has made avail able both manuals and 
in stru ments that can be used to evaluate 
intervention efforts (see www.childre
nandwar.org). Only by dedi cated work to 
make sure that our interventions are able 
to provide re li able results are the affected 
groups hel ped in a real way.

Vi ten skap og psy ko lo gi
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Relevance to the psychosocial 
disasterfield
This illustrates that there is a great deal of 
careful planning, preparation and training 
required to meet the men tal health needs 
after a ma jor and com plex emer gency. It 
also shows how ad equate planning and 
training leads to desirable results when the 
unthinkable happens. The interventions 
and sup port started as soon as practicable 
after the earthquake. The gen eral wishes of 
sur vivors had been pre vi ous ly ascertained, 
and the most seriously distressed were 
identified by screen ing after a careful map
ping of where the sur vivors were located, 
so that none were mis sed. This was made 
pos sible, in part, by having suitable in stru
ments already translated, de veloped and 
stand ard ised.

We are well aware of the debate that has 
taken place in pro fes sional circ les descri
bing ac tive early intervention as insensitive 
to local cul tural needs. Fearful of acting as 
new colonial oppressors, they ar gue that 
many men tal health prob lems are socially 
constructed and should not be imposed on 
other cul tures. Unfortunately this critique 
has become widespread knowledge among 
many UN and NGO organisations, leading 
to less ad equate followup of the post trau
matic reactions than many, but by no me
ans all, sur vivors and be reaved of disasters 
experience. We have pre vi ous ly taken issue 
with this, often ungrounded, critique (Dy
re grov, Gup ta, Gje stad & Raun da len, 
2002), but must admit that all men tal 
health prob lems have both social and cul
tural dimensions and, as knowledge accu
mulates, the way we classify disorders 
changes over time. Hopefully we will con
tinue to improve on the way we respond to 
disasters in the coming decades – but to do 
that, we need evidence on which to base 
our decisions, not outmoded theories.

At one point, it became fashionable in 
some NGOs and UN organisations to deny 
the rea li ty of posttrau matic stress reac
tions and claim that this was an almost im
perialistic use of wes tern con cepts and the 
export of individualized ther apy to cul
tures where it did not belong. It was clai

The first two stu dies used stand ard sca
les and revealed high levels of men tal 
health needs concluding that 77% of survi
ving adults and 47% of chil dren had post
trau matic stress disorder (PTSD). They 
used a direct needs assessment asking 57 
questions about exposure, per so nal loss, 
need for in for ma tion and counselling, and 
type of social sup port received. Most sur
vivors said they needed more ac cur ate in
for ma tion, especially about rela tives. Some 
of the «help» they received had been in
appropriate: 64% had been told they must 
not cry; 43% of chil dren had not been play
ing since the disaster. But 97% had restar
ted school with in 3 months. 93% wanted 
emotional sup port, but only 22% got any 
from relief workers.

This in for ma tion was used to pi lot the 
na tional plan when an earthquake struck 
Avaj and Abgarm in Qazvin in 2002. A re
gio nal psychosocial team was es tab lished on 
the sec ond day, and the Child ren and War 
Re cov ery Ma nu al (Smith et al., 1999: www.
childrenandwar.org) formed the basis for 
trau ma counselling over four sessions with 
around 960 chil dren and 742 adults. Using 
the stand ard mea su res before and after in
terventions, they showed clinically signifi
cant reduction in distress on all mea su res.

Thus, when the earthquake struck Bam, 
the Min is try was able quickly to build on 
the training undertaken in the previous ye
ars and soon trained more than 2000 men
tal health professionals and (mainly) teac
hers to de liver the adapted 4 sessions from 
the Child ren and War Re cov ery Ma nu al. 
Selfcom pleted questionnaires and clinici
ans’ judgements indicated that 85% of the 
child sur vivors benefited from these brief 
group interventions that were based on 
Cognitive Be hav ioural Exercises. Although 
not de veloped for adults, the ma nu al was 
also adapted for adult groups, and nearly 
80% of them were re ported to benefit from 
the groups. In the first seven months after 
the earthquake, some 42,000 adults as well 
as chil dren received the intervention. 
Around twice that number of peop le were 
eventually reached over the first year after 
the disaster.

We examine part of the theory sur
rounding the men tal health needs after a 
ma jor disaster, when and how to in ter ve ne, 
and the need for training for both men tal 
health professionals and staff of NGOs and 
other first responders. But first we would 
like to provide an example of pro ac ti ve 
planning in this area.

The Bam earthquake
On 26 December 2003 a large earthquake 
hit the city of Bam in Sou thern Iran, de
stroying 85% of the city, including the mud 
and wattle fortress that had stood for cen
turies. An es ti mated 26,000 peop le were 
killed and a further 30,000 were injured. 
With in a few hours, teams of trained men
tal health workers were on site arranging 
one of the largest men tal health interven
tions in his tory. This did not happen by 
chance. A few years earlier, Dr M T Yasamy 
had been appointed as Di rec tor of the De
part ment of Men tal Health in the Min is try 
of Health in Iran. In the 1990s, the UN had 
declared this decade to be an «inter national 
decade of disaster reduction», and this was 
ratified into law by Iran in 1991. Knowing 
that Iran experienced earthquakes regular
ly, he decided that his de part ment should 
be better prepared to respond to them. The 
Min is try of Health set up a subcommittee 
to prepare a proposal on «Men tal health 
ser vice de liv ery to sur vivors of nat ural 
disasters». A se ri es of needs assessments 
were undertaken and the results of five 
projects pub lished in 1997. Based on this 
they drafted a na tional pro gramme. This 
included executive, edu cational and re
search strat egies and was fol lowed by the 
preparation of a se ri es of manuals aimed at 
the gen eral pub lic, relief workers and rele
vant professionals, fol lowed by hu man 
resource de vel op ment.

From around 2000, Dr Yasamy and col
leagues undertook a se ri es of «training of 
trainers» work shops for Red Crescent Trai
ners who in turn began training relief wor
kers in ba sic skills of psychosocial sup port. 
Further training with the help of UNI CEF 
through the Cen ter for Crisis Psych ology 
in Ber gen, Nor way was also undertaken.

We are well aware of the debate that has taken place in pro fes sional  
circ les describing ac tive early intervention as insensitive to local cul tural needs
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pos sible. In particular, adults were ad vised 
to lis ten carefully to the chil dren’s acco
unts of what happened and of their reac
tions, normalise these, and help chil dren 
get back into a nor mal rhythm of life, in
cluding an early opening of schools, even if 
they were held in makeshift set tings.

Vari ous members of this group visited 
Sri Lan ka by invitation towards the midd le 
of January 2005. They were asked to parti
cipate formally and informally in planning 
the men tal health re sponses. Knowing that 
there were likely to be many inter national 
vi si tors who would want to undertake eva
luations and re search, a conference was 
held on the ethics of re search in post disas
ter situations. From this came a recommen
dation, subsequently acted on, that profes
sionals should get eth ical approval for any 
stu dies being undertaken. Besides this, the 
group participated in the training of trai
nee psychiatrists, paedi at ri cians and pri
mary care workers (cf. Nikapota, 2006). 
They also visited the worst affected areas 
to give work shops to local vol un teers who 
were already providing sup port to sur
vivors. The approach was to lis ten carefully 
to the prob lems they had encountered and 
described and then give such advice as was 
rele vant. By such form of collaboration lo
cal initiatives and expertise can be de
veloped.

Bureaucratic prob lems
The re are often governmental and nongo
vernmental bar ri ers to help, such as the be
lief that trau ma does not exist, and work fol
low ing disasters can be a training in patience 
and parliamentary skills to get things done. 
In Sri Lan ka, fol low ing the Tsu na mi, for 
months no de ci sion could be made about 
the depth of the exclusion zone, and the re
sult has been a great delay in providing even 
temporary housing. The temporary tents 
that aid agencies quickly es tab lished (with 
their lo gos prominently displayed) could 
still be seen a year la ter. Many peop le took 
refuge in temp les and schools, indeed in any 
build ing that was standing. This, of course, 
interfered with the nor mal usage of that 
build ing, but at least peop le were in groups 

veloped has worked in sev eral countries in 
Af ri ca and in Sri Lan ka, fostering local ini
tiatives. The Child ren and War Foun da tion 
has worked with colleagues in the Midd le 
East, Sri Lan ka and Chi na, providing trai
ning in ma nu al intervention and access to 
free screen ing in stru ments. In simi lar ways 
professionals are linking up with local re
sources to use, develop and adapt culturally 
appropriate helpful intervention methods 
that have at their base modern evidence
based pro ced ures. It is imperative that we 
are able to provide the most updated, sci
entifically based re sources and adapt these 
to the local situations in the de velop ing 
world.

One of us (W.Y.) belongs to the UK Sri 
Lan ka group, a charity or NGO set up to 
provide training, help and advice to peop le 
in Sri Lan ka affected by the civil war. It 
consists of men tal health and trau ma ex
perts, most of whom have Sri Lankan con
nections, and has been ope ra ting for nine 
years to raise awareness of the men tal 
health consequences of the civil war and to 
train men tal health professionals and com
munity vol un teers to de liver help to the 
affected. The UKSL Trau ma Group has 
been work ing with the go vern ment and 
NGOs to in crease the local cap acity to 
meet the men tal health needs in a sustaina
ble way. They have worked with officials to 
sup port new courses in psych ology and 
most recently have collaborated with 
King’s Col le ge Lon don, the Sri Lankan Fo
rum for Re search and De vel op ment, CA
FOD and the Nor thern Ire land Cent re for 
Trau ma and Reconciliation to establish 
four men tal health resource centres in dif
fer ent parts of Sri Lan ka where rele vant 
personnel can access uptodate in for ma
tion as well as have ongoing supervision in 
rele vant skills.

Like in Bam, where pro per planning 
and training could be put to use when the 
earthquake hit, this group could rapidly re
spond to the Tsu na mi when it struck. In 
the first few days the main advice was to 
help peop le be aware of nor mal bereave
ment reactions and to get things back to as 
nor mal a way as pos sible and as soon as 

med that such few selfcom pleted screen
ing tools as were avail able were culturally 
inappropriate for use in other than wes tern 
com mu nities. But the critics never ad
vanced any empirical data to sup port the 
view that stress reactions were substantial
ly differ ent ly ex pressed in other cul tures. 
Wor se still, they never sug gested what else 
should be done, thus laying the way open 
for emer gency responders to ignore suf fer
ing or delay intervention.

Although they argued against wes tern 
«talk ing ther apy» they only presented va
gue exhortations to use «local healers» 
with out defining who they were or what 
they did, or even whether there was any 
evidence that al ter na ti ve therapies were 
effective, as guidance to what to do to re
duce men tal distress.

The Bam intervention shows that mea
su res de veloped in wes tern men tal health 
set tings proved appropriate, rele vant and 
helpful in identifying peop le in greatest 
need. Brief but ac tive interventions that 
had their ori gins in evidencebased cogni
tive be hav iour ther apy translated well into 
effective tools to help not only chil dren 
but also adults with in a very dif fer ent Isla
mic culture. Other methods, even indivi
dually based interventions for trau ma, such 
as Nar ra ti ve Exposure Ther apy (Neu ner et 
al., 2008) has also proven effective un der 
dif fer ent cul tural set tings, challenging the 
claims made by the «anti trau ma and 
PTSD» proponents.

Unfortunately, some of these beliefs 
about cul tural imperatives continue to in
fluence prac tice and po li cy even with in the 
World Health Or gan iza tion (WHO) and 
other United Na tions (UN) agencies.

Collaborating with local 
professionals
Pro fes sio nal groups work ing in the trau ma 
field from many uni ver sities, institutions 
and foundations or charities in Eu ro pe and 
the US have set up regular collaboration 
with professionals in many countries in 
what is often called the de velop ing world 
or in global hot spots. VIVO, an Ital ian or
ga ni sa tion un der which NET was de

The Bam intervention shows that mea su res de veloped in Wes tern men tal health set tings 
proved appropriate, rele vant and helpful in identifying peop le in greatest need
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The re needs to be agree ment on how 
NGOs and other governmental and inter
national organisations should cooperate so 
that scarce re sources are used well. Sadly, 
competition be tween agencies is not a rare 
phenomenon. Sometimes called the «hostile 
do nor soci ety», it reflects how the disaster 
ground has become an area of showing off, 
getting press attention and secure fu tu re 
funding. Helpers need to be screened for 
suit abil ity; there must be a balance of peop
le, i.e. multicultural back ground, with pro
per training and interagency coordination 
by des ig nated coordinators. The In ter
Agency Standing Committee’s (IASC, 
2007) Guide lines on Men tal Health and 
Psychosocial Sup port in Emer gency Set
tings of fer im port ant advice that will help to 
facilitate an integrated and effective men tal 
health response in emer gency situations.

Men tal health needs in disasters
Nor ris (2005) in a re view of 220 samp les 
from nat ural and manmade disasters 
found that the over all impairment was very 
severe for 20.9% and severe in 38.2% of 
the samp les. Disasters have ser ious conse
quences for both men tal and phys ical 
health. From Nor ris’ study it is evident that 
the sheer number of affected peop le de
mands a pub lic health or col lect ive appro
ach. The re is a need to provide sup port and 
ser vi ces at all levels with in a community 
and adopt a pub lic health perspective and 
provide largescale but brief interventions 
that can reduce distress suf ficient ly so that 
sur vivors can benefit from wha te ver other 
sup ports are avail able in their community.

If large scale, group interventions are to 
be implemented, as Bam showed they can 
be, then this means that the is su es involved 
in de velop ing group screen ing in stru ments 
have to be addressed. WHO (2005) rightly 
says that it is unethical to provide screen
ing if that will iden tify a need that cannot 
be met. How ever, it is surely eth ical to as
certain the extent and nature of any unmet 
needs.

Recommendations
Disasters not only challenge our re sources 
but also demand that we stretch our abili
ties to the outmost. Our the or et ical and 
clin ical knowledge has to be built into 
prac tical interventions that can reach a lar
ge number of peop le. Although most evi

We have over and over again experien
ced the altruism among helpers in disaster 
situations. As we both are well known in 
pro fes sional circ les for our in volve ment in 
disaster situations, we get of fers from many 
colleagues with rele vant lan guage skills 
who immediately want to go to help whe
never there is a new disaster. They are so 
eager to help, but do not know how to go 
about it. Unfortunately fol low ing the Tsu
na mi it was not unheard of for parties to 
arrive in a coun try for two weeks intending 
to «do ther apy». All this with out any know
ledge of local circumstances or the ways in 
which men tal health and other ser vi ces 
were organised. The result was chaos – 

some places re ceiv ing of fers of «help» from 
multiple agencies, some being ignored. 
One of us got contacted by an influential 
leader of a large pro fes sional asso ci ation 
who wanted to send a hos pital ship of co
unsellors along the South East Asi an cost 
to conduct ther apy!

Far too many NGOs and con cerned in
di vid uals flocked to Tsu na miaffected areas 
and offered to provide «training». Whether 
those offering had any track record in pro
viding appropriate training was rarely qu
estioned (at least before the training), but 
very few such trainers pro vided any ongo
ing supervision, troubleshooting and fol
lowup. These aspects are costly but very 
necessary if new skills are to be properly 
learned, applied and sustained. High mo
tiv ation is no guarantee for an appropriate 
response, and we do well to be careful in 
selection and deployment.

Mollica et al. (2004) concluded that «A 
men tal health sys tem of primary care pro
viders, trad itional healers and relief wor
kers, if properly trained and sup ported, can 
provide costeffective, good men tal health 
care». The plan which they proposed «…
emphasises the need for standardized ap
proaches to the assessment, moni tor ing 
and outcome of all related ac tiv ities».

with others they knew. But it was decreed 
that it would be better (for the distributors 
rather than the sur vivors) to build large sets 
of temporary dwellings – lit tle more than 
huts with corrugated tin roofs – so that aid 
could be more efficiently distributed.

A PLAN re port es ti mated that 500–600 
in sti tu tional actors were involved with re
lief by the end of January after the Tsu na mi 
in 2004, excluding in di vid uals and informal 
groups. They write: «It led to a situ ation 
where there were too few affected villages 
to accommodate all the play ers. Inappro
priate aid was often deposited at the first 
avail able relief camp or community, whether 
it was wanted or not, while others were ig
nored. Wellmotivated attempts to coordi
nate relief ac tiv ities led to a pro lif er ation of 
INGO–NGO co ord in at ing fora that added 
to the confusion. Instead of providing a 
common voice, a unified purpose and com
bined ac tion, the prob lems of duplication 
and competition persisted.» (Child ren and 
the Tsu na mi, PLAN, 2005, p. 19.)

It is not only the overwhelming influx 
of organisations and helpers that pose a 
pro blem, it is also that pol it ical factors may 
compromise the pro fes sional qual ity of in
terventions. When UN and NGOs need to 
be seen doing some thing (and showing 
their logo) they can start implementing 
psychosocial sup port that may have lit tle 
empirical documentation. It is our impres
sion both fol low ing the Tsu na mi, and in 
other war and disaster situations where we 
have been involved, that far too many 
NGOs provide op por tun ities to play with 
no fo cus on how to address more spe cific 
post trau matic reactions.

Af ter the Tsu na mi money was donated 
in such amounts as to overwhelm the aid 
agencies. Press re ports have stated that for 
example the Nor we gi an Red Cross still has 
much money left over from the donations 
(http://www.nrk.no/ny he ter/okono
mi/1.4 382 075). Many NGOs were una
ble to expand their ac tiv ities to meet the 
needs. Many stated that they were invol
ved in «psychosocial» work, including trau
ma counselling. It has proved difficult to 
obtain any sen se of what this involved, 
what skills their workers had, and how ef
fective their programmes were, from read
ing their re ports on their websites. Evi
dencebased prac tice has yet to en ter the 
vocabulary of most NGOs.

Psychological first aid 
should be avail able for all 
sur vivors and be reaved  
immediately after disaster
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dent fol low ing wes tern disasters, peop le 
around the world are expecting more and 
more psychological sup port fol low ing trau
ma and disasters. This chal len ges us to fos
ter peop le’s own re sources and stimulate 
social sup port. We can also reduce the 
number of peop le needing therapeutic in
terventions by teaching them coping skills 
that will reduce men tal health prob lems 
and stimulate growth. Psych ology is more 
and more integrated in disaster plans, and 
psychologists have, and will increasingly 
play, an im port ant role in early and long
term intervention after disasters.

Recently we, as part of the EFPA Stan
ding Committee on Disaster, Crisis and 
Trau ma Psych ology, ad vised the Eu ro pean 
Com mis sion on what every Eu ro pean 
coun try should have in place in this regard. 
This is an excerpt of what we ad vised the 
council to send to their member sta tes:

Ad equate psychosocial intervention fol

low ing disasters can reduce ill health and 

fos ter resilience if handled appropriately. 

The Council of Eu ro pe wants the citizens 

of Eu ro pe to have access to comparable 

ser vi ces regardless of where they live. By 

a more sys tem atic fo cus on psychosocial 

sup port with in each member state’s emer

gency planning, by pro per training of vol

un teers and professionals, and by descri

bing a mi ni mum level of care for those 

who experience disasters, this aim can be 

reached. The fol low ing recommendations 

to member sta tes will ensure that a simi

lar level of care will be accessible for those 

who become victims of a disaster throug

hout Eu ro pe:

Fol low ing disasters, sur vivors, be reaved 

and rescue personnel have the right to 

access appropriate help and ser vi ces free 

of charge. To guarantee this, psychosocial 

sup port has to be integrated in na tional 

laws and regulations, and be part of all 

emer gency plans. Ac tion plans should be 

avail able on na tional, re gio nal and local 

level and include the fol low ing elem ents: 

a) coordination of psychosocial re sources 

and acti vation plans from federal to local 

level, b) mapping the trau ma risks with

in a coun try with its pos sible psychosocial 

consequences, c) mapping re sources avail

able for psychosocial sup port, d) designate 

parties re spon sible for or gan is ing and de

livering psychosocial sup port, e) include 

psychosocial re sources in emer gency drills 

and exercises, f) description of the ser vi ces 

that sur vivors and be reaved have the right 

to access, including community sup port, 

and the dur ation of ser vi ces.

To ensure that professionals and vol

un teers who work with the victims of 

disaster have ad equate and sufficient trai

ning for the work, training programmes 

have to be instigated at all levels, fol low

ing recommendations to be de veloped by 

the Council of Eu ro pe.

Psychosocial sup port and ser vi ces 

should include the fol low ing im port ant 

elem ents:

a. Psychological first aid should be avail able 

for all sur vivors and be reaved immediate

ly after disaster. Ad equate in for ma tion sy

stems that secure early identification of 

those involved, embedded in a caring en

vi ron ment, reduce the men tal strain of 

in di vid uals and fa mi li es, and should be 

prioritized in the early help efforts

b. Outreach early interventions should be 

actively offered to be reaved fa mi li es and 

sur vivors

c. Screen ing should be undertaken (1–3 

months after the disaster) to ensure that 

effective treat ment is avail able for peop le 

at risk

d Culturally sen si ti ve long term followup 

for in di vid uals, fa mi li es and com mu nities 

that experience significant men tal distress 

over time as a result of the disaster

e. Spe ci al efforts should be taken to ensure 

that chil dren get appropriate ser vi ces and 

assistance

f. Spe cific concern and approach for vul ner

able or highly ex posed groups.

g. Mo dern disasters often cross bor ders, and 

the Council of Eu ro pe will coordinate 

coun try plans to ensure that re sponses 

that require across bor der co oper ation 

can be undertaken in a smooth man ner.

Atle Dy re grov
Cen ter for Crisis Psychology AS
For tu nen 7
5013 Ber gen
Tlf. 55 59 61 80
E-mail atle@uib.no
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