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The psychological impacts of disaster are an increasingly recognized public health priority. Yet the 

management of mental health risks is often poorly coordinated in the aftermath of complex 

emergencies. This policy brief outlines best practice for disaster psychology and the implementation of 

trauma-informed services in Hong Kong. Recommendations for practice and policy include improving 

resources for healthcare staff training in disaster mental health intervention, strengthening 

communication and coordination in the field, and ensuring regulation of practice following disasters in 

Hong Kong.   

Best Practice for Psychological Services in Complex Emergencies 

Acute stress is a common and normal reaction to trauma. However, one in four people exposed to 

natural disasters will develop post-traumatic stress disorder(PTSD)1,2 that has potential to last months or 

years. Mental health difficulties such as PTSD may 

result in illness and disability, loss of work 

productivity, substance abuse, and breakdown of 

family structures.3-5 Given Hong Kong’s elevated 

disaster risk and large population there is a clear 

imperative to develop robust systems for 

psychological services dedicated to long-term 

disaster response.  

 

Best practice for populations affected by disaster 

follows a stepped-care model of treatment to 

ensure effective and efficient delivery of 

services.6,7 The stepped-care model (see Figure 1) 

incorporates a set of staged interventions that 

increase with intensity over time. It represents an 

efficient use of limited resources available for 

disaster-affected communities, to ensure that low-

Key Messages 
 

1. Psychological services are an integral component of the public health response in complex 
emergencies.  

2. Effective and efficient implementation of psychological services requires robust 
coordination within and between organizations, and the availability of resources for 
specialized training, applied practice and service delivery.  

3. Regulation of mental health providers is required to ensure that vulnerable populations 
receive evidence-based care, tailored to their specific needs.  

 

Specialised 
psychological 

trauma services

Focused non-specific mental 
health treatment

Community and family-level 
interventions

Population-based services and social security

Figure 1: A stepped-care framework for psychological disaster 

response [adapted from Tol, W.A.  et al. “Mental health and 

psychosocial support in humanitarian settings.” The Lancet 

2011. 378(9802):1585]. 
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intensity interventions reach the broader community, and specialized services are reserved for the small 

proportion of the population who experience elevated levels of distress. Local mental health services 

often operate at full capacity and a disaster surge adds significant pressure to an already busy system.11 

The stepped-care model acknowledges the added burden created during a disaster, and highlights 

efficient means to deliver best practice. Applicable to both child and adult populations, the increasing 

intensity of interventions will progress at similar rates for all populations, but cover treatments tailored 

to individual needs and the local stage of economic and technological development.  

 

Psychological First Aid 

It is essential in all disaster response, and particularly when considering mental health interventions, to 

be sure that that basic social safety and immediate health needs are met. Psychological first aid (PFA) is 

recommended as the first line of response.12,13 PFA was developed via expert consensus and involves 

eight core actions aimed at relieving initial post-trauma distress (see Text Box 1).14 Designed to enable 

individuals to draw on their natural coping strategies and social support networks, the core actions 

include helping individuals engage with practical 

assistance; ensuring their safety and comfort; aiding 

in stabilization and coping strategies; and linking with 

collaborative services and existing social support. 14 

 

For local, regional and international disasters, the 

Hong Kong Hospital Authority (HA) plays an important 

role as the government’s primary medical response 

service provider. Within the HA, Disaster Psychosocial 

Services Teams (DPSTs) are staffed by frontline 

psychology and social work professionals who 

volunteer their services in the hospital system. DPSTs 

provide PFA for patients and their families affected by 

local disasters, and the HA’s Corporate Clinical 

Psychology Services respond internationally. With 20 

PFA trainers and a large number of trained staff, the 

HA has scope to provide psychological first aid in a 

range of potential regional disaster scenarios. 

 

Similarly, the Hong Kong Red Cross (HKRC) has an in-

house clinical psychologist, 10 volunteer 

psychologists, 70 agency personnel and 300 voluntary 

community responders who have been trained in PFA 

with an aim to build community capacity for 

psychological recovery following trauma. HKRC providers work according to a roster system and respond 

to a range of emergencies including airport-related incidents, vehicle accidents, school-based trauma, 

natural and industrial disasters, and complex emergencies such as the 2014 Occupy Central movement. 

Evidence from Hong Kong indicates that training in PFA not only improves the mental wellbeing of first 

Text Box 1: Psychological First Aid 
 
1. Respond to Contact 
  Respond to contact initiated by survivors in a 
compassionate manner. 
2. Safety & Comfort 
  Enhance immediate and ongoing safety, help 
obtain food, water, shelter and emergency 
medical assistance.  
3. Stabilization 
  Provide an environment that reduces stress, 
stabilizes people who are overwhelmed or 
disoriented. 
4. Identify Immediate Needs 
  Determine immediate concerns, and tailor 
early interventions. 
5. Practical Assistance 
  Offer practical help in addressing immediate 
concerns.  
6. Promote Connectedness 
  Help people contact family and friends, and 
establish connections within the community. 
7. Promote Self-Efficacy 
  Enable people to meet their own needs and 
problem solve. Reassure people that their 
feelings are normal, and convey an expectation 
that they will recover.  
8. Linkage with Collaborative Services 
  Refer survivors to available services as needed. 
 

Adapted from the Australian Red Cross and the 
National Child Traumatic Stress Network Guides 

to Psychological First Aid (2013). 
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responders to disasters, but also enhances self-efficacy in their ability to offer emotional support to 

victims.15-17  For example, emergency responders who received training in PFA reported significantly 

more knowledge about disaster mental health, higher frequencies of helping behavior and greater 

psychological well-being than individuals who did not receive PFA training. 15 

 

Community-Level Mental Health Interventions 

Re-establishing normal routines are vital for psychological recovery after disasters. For children, 

returning to school and usual activities with peers fosters a sense of belonging, custom, predictability, 

and normality. Similarly for adults, the ability to re-establish routine and access to regular services is 

vital, providing an avenue for social and occupational support which is closely associated with being able 

to adapt to stress and adversity.18,19 

 

Services that build on the strengths of a community may also help individuals cope with post-traumatic 

distress.20-22 HKRC’s Psychological Support Teams (PST) aim to provide community-level support to 

reduce emotional distress among people adversely affected by emergencies. For example, during the 

acute phase of a disaster, PSTs focus on psychological first aid and acute grief support. Their 

psychological support services include education about psychological responses to trauma, hotline 

psychological support, family reunification, and outreach support tailored to the nature of the crises.  

 

Within hospitals, the HA has implemented a stepped-care model, where services are interlinked and 

adjustable so that care can be “stepped up” or “stepped down.” As a first step (i.e., basic social services 

and social security), the Hospital Authority distributes disaster psychology educational materials 

targeted at patients, their families and healthcare workers, outlining common acute stress reactions and 

recommendations for facilitating recovery. For example, “Smile Again”, an educational pamphlet for 

children and adolescents, outlines common grief reactions and self-help techniques. The development 

of a website to convey this material is currently in progress.  

 

Specialized Care 

One in four people affected by major natural disaster will develop post-traumatic stress disorder.1,2 

Acute stress is a normal reaction to sudden shocks, but continuing distress and dysfunction in the 

months following a disaster require comprehensive psychological services. A number of treatments have 

demonstrated effectiveness for post-traumatic stress, depression, anxiety, and grief across high, middle 

and low-income countries.8,23 A significant evidence base supports the use of Cognitive Behavioral 

Therapy,24 Trauma-Focused Cognitive Behavioral Therapy,23 Narrative Exposure Therapy,25 and Eye 

Movement Desensitization and Reprocessing (EMDR)26 to improve psychological wellbeing among 

disaster survivors. Randomized controlled trials, which represent the highest standard of scientific 

evidence, have shown that Interpersonal Therapy27 and Narrative Exposure Therapy28 significantly 

reduced psychological distress among adult survivors of the 2008 Sichuan earthquake. For children and 

adolescents, Cognitive Behavioral Therapy was found to effectively decrease psychological distress 

following the 2003 Bam earthquake in Iran,29 and Brief Trauma-Focused Psychotherapy significantly 

improved wellbeing when provided 1.5 years after the 1988 Armenian Spitak earthquake.30 There is 

robust evidence to support the use of specialized psychological treatments for post-traumatic 



 

 4 

psychological disorders. However, humanitarian responders attending to acute crises will not be able to 

assist with this level of care in the short-term, and so partnership with existing providers is critical to 

ensure ongoing continuity of care. 

 

In Hong Kong, citizens have access to specialist psychological services through private providers, 

community clinics and hospitals. In the community, private clinical psychologists are available to deliver 

specialized care, although regulation of evidence-based practice following disasters is lacking. Hospitals 

provide a range of stepped care psychosocial services. Clinical psychologists and medical social workers 

trained in disaster mental health deliver evidence-based therapies including acute grief support, 

cognitive behavioral therapy (CBT) and eye movement desensitization and reprocessing (EMDR). The HA 

has recently established an integrated training model to expand the scope of psychological services 

provided within Hong Kong’s hospitals.   

 

There is a well-recognized risk of psychosocial 

stress for healthcare workers attending to 

emergencies. In response to staff needs within 

Hong Kong’s hospital system, the HA has 

established Critical Incident Support Teams (CIST) 

that comprise 500 staff volunteers from various 

disciplines, poised to provide psychological 

assistance to frontline staff. CISTs are peer-

support mechanisms that operate across all 

hospitals in Hong Kong. Members of the CISTs 

deliver early crisis intervention within the 

stepped care model of disaster response 

(outlined above). A second tier of clinical 

psychologists provide treatments for healthcare 

staff who require more intensive care, such as for 

a staff member who might report suicidal 

ideation, acute stress or psychopathology.  

 

Current Gaps in Disaster Mental Health Policy 

and Practice  

 

The treatment of psychological trauma requires a 

complex set of specialized skills. Without 

recognizing the specialist nature of services 

required, Hong Kong is limited in its capacity to 

engage with the public and promote effective 

services. Although the professional body, Hong 

Kong Psychological Society, has established a 

Text Box 2: Psychological Practices to Avoid 

Recent disasters in the Asia Pacific, Americas, Middle 

East. and Sub-Saharan Africa have seen the rise of “low 

impact/non-specialized” interventions commonly used 

to manage acute stress shortly after exposure to 

trauma. Often delivered by psychologists and 

counsellors who attend an emergency with limited 

experience in the affected setting, and provided 

outside the realm of local services, there is little 

evidence to support the use of these brief, non-specific 

therapies.  A key example is the use of psychological 

debriefing, once highly popular as a treatment for 

traumatic exposure, critical incident debriefing has 

since been found to be ineffective and potentially 

harmful.8 WHO guidelines advise against using 

psychological debriefing or equivalent methods of 

intervention.9  

 

Similarly, a range of creative arts activities show 

promise as interventions to improve wellbeing and 

emotion regulation, but do not yet have empirical 

support for use with survivors of trauma. The few 

studies that exist have been plagued by methodological 

constraints and poor fidelity to study protocols.5,10 

Indeed, the paucity of research on using these types of 

interventions with trauma survivors suggests that more 

evidence is needed before low-intensity interventions 

are adopted as standard practice. Strong governance 

will ensure that practice is regulated in disasters, and 

therapies that have robust evidence to support their 

use are implemented for trauma-affected populations.  
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dedicated Critical Incident Team, the scope for evidence-based trauma response in the system is limited. 

For example, within the Hospital Authority’s DPSTs, clinical psychologists and social workers who 

respond to crises are deemed to be acting in a volunteer capacity rather than as specialty responders. A 

formal governance system is needed to provide infrastructure, such as an “on-call” system, necessary 

for clinicians to mobilize during and after a disaster. Coordination between Hong Kong’s government 

and organizational bodies, including the Hospital Authority, Bureau of Education, Social Welfare 

Department, Auxiliary Medical Service and Red Cross, would enhance opportunities for expanding 

mental healthcare coverage, advanced training in psychological support in disasters, and promoting 

recognition of the field.  

 

The 2015 Hong Kong Disaster Preparedness Scoping Study highlighted a need for more training 

opportunities in Psychological First Aid.31 Among 676 healthcare workers interviewed, more than one 

third expressed a desire for training in PFA – a greater need than any other area of training. Although 

the HA and HKRC have implemented PFA training for staff and volunteers, ongoing professional 

development opportunities and structured activities for applied practice are lacking.  

 

An additional area of concern is that community awareness about the importance of disaster psychology 

and services in Hong Kong is low.31 While the provision of a disaster psychosocial service is still in its 

initial stage of development, more effort is needed to promote public awareness of these services.  

Furthermore, prior research suggests that individuals experiencing mental health problems in Hong 

Kong reported feeling stigmatized due to their illness and often experienced social withdrawal as a 

result.32  Mental health stigma may act as a barrier to engaging with psychological services post-disaster.  

Similarly, a recent study following Hurricane Ike in the USA found that the majority of people with 

unmet psychological needs cited at least one barrier to engaging with psychological services.33 Barriers 

included stigma associated with mental illness and the desire to resolve the problem on their own.  

 

Long-term policy direction and more resources are needed to support the current system of 

psychosocial services, including promotion of the stepped care model of psychological services during 

and after disasters.  Educating the community, training healthcare workers in psychological first aid, and 

implementing evidence based specialized care should be prioritized as part of disaster response 

planning.  

 

Recommendations for Mental Health Practice in Disasters 

 

1. Disaster mental health must be recognized as a specialty practice. Post-traumatic mental health 

difficulties can have significant and lasting social and economic impacts at an individual and community 

level. Awareness of the range and severity of mental health needs that arise from exposure to complex 

emergencies is vital for effective response. In doing so, there is potential for greater efficiency and 

effectiveness in health services and disaster response.  

 

2. Disaster mental health intervention training is required across health and community services. Hong 

Kong has the infrastructure and expertise available to ensure timely and effective delivery of services, 
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but recognition of the specialized nature of trauma-focused response will enable the development of 

training programs and intervention delivery tailored to trauma-affected populations. Applied training 

courses ranging from Psychological First Aid to intensive trauma-focused treatments, conducted by 

reputable organizations and accompanied by robust supervision and professional development, will 

build capacity for response across service providers.  

 

3. An integrated preparedness and response plan is needed. It is vital that an integrated plan for 

emergency preparedness and response be developed to mobilize both government departments and 

community organizations in times of crisis. The formal response plan should identify and engage 

community organizations in auxiliary roles to activate and assemble the resources required to address 

the surge in psychosocial needs during an emergency. The Hong Kong Jockey Club Disaster Preparedness 

and Response Institute may play a critical role in developing the plan, formalizing collaborations and 

delivering the training needed to build capacity across multiple stakeholders.  

 

4. Formal governance structures are needed to support the implementation of evidence-based care. 

There is ample evidence to guide the delivery of effective treatments in disaster-affected settings. Local 

mental health providers play a pivotal role in alerting the community to the long-term impacts of 

disaster, combating stigma associated with mental illness through information dissemination, and 

providing stepped care as needed. Accordingly, mental healthcare providers should be familiar with and 

expertly trained in evidence-based treatments for trauma, grief, depression and anxiety. Regulatory 

processes and coordination of service delivery across hospitals, clinics, schools, non-government 

organizations and community settings will be required to ensure that evidence-based practices are 

implemented for the safety and protection of vulnerable populations.  

 

5. Monitoring, evaluation and research should accompany best practice. Integrating the scientist-

practitioner model in routine practice will facilitate the development of an evidence base for disaster 

mental health. Hong Kong has significant capacity for research and evaluation in this field that will 

elevate its standing as a leader in disaster mental health intervention. Facilitating the tracking and 

evaluation of outcomes both during and after disasters will enable informed decision making for future 

response.  

 

6. Parameters must be developed for involvement in international assistance. Upon the request of 

foreign governments or senior stakeholders, Hong Kong may choose to provide international assistance 

in large-scale disasters. A number of Hong Kong-based NGOs including the HKRC and Medecins Sans 

Frontiers have a long history of responding to international crises. The wealth of experience already 

available in Hong Kong should be built on when developing Foreign Medical Teams and response 

protocols. Working within the WHO Guidelines for Foreign Medical Teams,9 it is important that 

international responders create minimal burden for traumatized populations and maximum opportunity 

for sustainable benefits. The following measures are recommended: (1) responding teams create 

partnerships with existing services to reduce duplication; (2) psychologists contribute to efforts to build 

capacity in local services; (3) government and NGO responders identify service providers with expertise 

and interests relevant to the affected population (including appropriate language skills, familiarity with 
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the setting, where available); and (4) responding teams ensure that evidence-base practice is employed 

for the safety and security of the community, with particular attention to the most vulnerable groups.  
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