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SUMMARY 

DH NHS EP Guidance 2009 
Planning for the psychosocial and mental health care of people affected by MI and disasters: 

interim strategic guidance 
 

 
Developing and managing the psychosocial and mental health components of disaster and 

major incident plans should be the responsibility of the agencies and persons who are 
responsible for all of the planning and preparations for disasters and major incidents.  This 
means that every area should have a multi-agency psychosocial and mental health plan for 
emergencies that is incorporated into the overall Major Incident Plan and regularly updated.  

Existing psychosocial services should be mapped fully and incorporated into local 
psychosocial and mental health plans. (Page 57) 

 

 
Main points: 
 

 Intended to provide frameworks for planning, delivering leading and managing integrated PS 

approaches to a wide range of emergencies such as: flooding; high winds; earthquakes; 

technological accidents and incidents; terrorism; pandemics and epidemics; outbreaks of animal 

diseases 

 Describes the arrangements for planning, preparing, managing and delivering PS and MH services 

that are required 

 Provides a strategic stepped model of care that offers assessments and interventions inclusive of 

individual needs 

 Applies to PS and MH needs of veterans of armed conflict and military service 

 Detail of how services might be organised are left for local determination 

 Local developments complement and integrate with mental health services for veterans 

 Enables organisations to review the services that they provide and to initiate implementation 

 Enables the design and planning of a co-ordinated response and to provide preparatory training for 

the staff of services required in the event of a MI 

 To link with wider area planning, response and recovery procedures 

 Suggests a model for PS and MH care not only from healthcare sector but from those people 

involved in humanitarian assistance, social care and the third sector 

 Based on a number of key themes: prevention and mental health; stigma; early intervention; 

personalised care; multi-agency commissioning/collaboration; innovation; value for money; 

strengthening transition. (New Horizons: Towards a shared vision for mental health, 2009) 

 Building personal psychosocial resilience and collective PS resilience for families and communities 

 Model of care proposed that: 

o Is empirically based 

o Is flexible across events, cultures and time periods 

o Takes account of potential resilience of people and communities 

o Accommodates the needs of vulnerable and at-risk groups 

o Realistic in terms of implementation given resources and personnel available 

o Takes account of population demographic and dynamics (i.e. age and culture) 

o Is capable of evaluation 

o Acknowledges anticipated reactions, resilience and the natural healing process 

o Primary principle of first do no harm 



2 
 

 All plans should include specific provisions for the PS care of staff, including those who are exposed 

to stressing materials, stories, unusual working hours and supporting those who are more directly 

involved. Such as pathology, radiology and facilities management and general managers 

 Organisations much have clear policies and procedures for assisting their staff 

 Moral and legal duty of care imposes tasks for occupational health services 

 PCTs, Foundation Trusts, NHS Trusts and Mental Health Trusts should consider how to collectively 

the recommendations in the guidance can be addressed 

 There may well be an advantage from drawing clinical, managerial and supporting staff together 

into part-time teams to achieve service developments 

 Occupational health specialists and departments can assist with tasks that are required to assist 

with planning and acting to sustain organisations’ staff 

The PS Approach 

 Refers to the psychological, emotional, social and physical experiences and processes that occur 

within and between people 

 Encompasses spectrum of emotional, cognitive, social and physical reactions and needs 

 Includes social, welfare, other non-healthcare and non-medical responses 

 Responsibility for providing PS care falls to the relevant agencies.  The NHS must liaise closely and 

plan jointly with all the other statutory and non-statutory agencies in order to provide a full PS and 

MH response 

 Agencies within each discipline need to work together to plan and agree which actions fall to the 

relevant agencies to lead delivery and review adequacy of joint plans 

 Based on certain service responses provided by individual agencies; other responses delivered by 

agencies based on inter-agency agreements; several agencies working together directly to deliver 

them 

 NHA should be able to refer people who require assistance from the humanitarian aid, welfare and 

social care services 

Scope 

 Everyone can benefit from social support and should be the core component 

 A minority of people may develop serious mental disorders where care and treatment are required 

over lengthy periods 

 Distinguishes those from people who are likely to develop a mental disorder and require specialised 

mental healthcare 

 The majority may have PS needs in the short, medium or long terms 

 PCTs, NHS Trusts, Foundation Trusts and Mental Health Trusts are recommended to create teams 

to advise them and lead on delivering the MH services 

 NHS should be mindful of the PS support needed by its own staff who are required to deliver the 

services required 

Principles to meet PS and MH requirements 

 People show spectrum of responses 

 Strategic preparedness supports resilience and reduces risk 

 Strategic planning of services should be continuous during an incident 

 Recovery may be defined by how well the PS responses to those affected are managed 

 Social fabric of communities is critical to the extent and impact of PS and MH effects 

 Co-ordination of services is vital to success 
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 Every organisation should have a MIP which integrates PS care 

 Senior staff with the responsibility for leading and managing MI planning and activation of the plans 

need to understand PS and MH risk factors 

 Senior offices, decision-makers should have available to them experienced advisors who are trained 

on the PS and MH aspects of MI and disasters 

 Professional responders are also vulnerable to PS impacts from MIs and disasters 

 Both rapid short-term responses and long-term services are required in meeting the PS and MH 

needs of those affected 

 It is important to distinguish resilience, distress and mental disorder when designing responses to 

PS and MH needs of people who are affected 

 Cornerstone is to support an individual’s resourcefulness 

 Services should be based on the principles of PS first aid 

 The first responders to people’s PS needs are usually the people involved 

 A stepped model of care is required, which needs to be managed 

 The staff who provide PS services require good leadership, management and care 

 Information gathering, research and evaluation are vital 

Anticipated Immediate Reactions 

Emotional Reactions Cognitive Reactions Social Reactions Physical Reactions 

 

Shock and numbness 
Fear and anxiety 

Helplessness 
Hopelessness 

Fear of recurrence 

Guilt 
Anger 

Anhedonia1 
 

 

Impaired memory 
Impaired concentration 

Confusion or disorientation 
Intrusive thoughts 

Dissociation or denial 

Reduced confidence or self 
esteem 

Hypervigilance 

 

Regression 
Withdrawal 

Irritability 
Interpersonal conflict 

Avoidance  

 
 

 

Insomnia 
Hyperarousal 

Headaches 
Somatic complaints2 

Reduced appetite 

Reduced energy 

 

 These reactions are best described as distress and dysfunction in the short to medium terms by the 
majority of those affected.  Other people who have similar experiences may go on to develop a 
mental disorder shortly afterwards or later.  

 Evidence indicates that first responders are vulnerable to PS and MH consequences.  First 

responders may include members of the public who are often first on scene, frontline rescue and 

emergency staff, along with staff of humanitarian aid, welfare and healthcare services 

Anticipating, Planning, Preparation and Advice 

 PS and MH services that are required  are more likely to work effectively if the need for them has 

been anticipated and defined 

 Requires an understanding of the connectedness of services providing humanitarian aid, welfare 

and PS needs 

 Knowledge of PS reactions will enable decision-making prior to an event 

 

                                           
1 Inability to feel pleasure in normally pleasurable activities 
2 Physical problems for which no physical cause can be found.  Physical symptoms are caused by underlying 

emotional conflicts, anxiety, depression where those affected are unable to confront and unconsciously displaces onto 
the body. Sufferer may find it easier to view the problem as physical rather than face the emotional conflicts from 

which they are trying to escape 
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Integrated resilience management        

           

  

The components of effective anticipation include the following: 

 Anticipation and assessment: professionally conducted risk assessments 

 Prevention: measures adopted as a result of a rigorous assessment of the risk, seeking to prevent 

crises occurring or reduce the severity which include risk redistribution 

 Preparedness: preparation of plans flexible to address known risks and starting point for handling 

unforeseen. Includes arrangements for identifying and calling out personnel, deploying and 

sustaining key assets, and arrangements for augmenting services.  Clear ownership of plans, 

regular exercises, lessons identified 

 Response: initial organisational professional response 

 Recovery: activities provided to aid as rapid as possible recovery. Organisations should be fully 

prepared for this phase, which may be long and complex and require interface and negotiation with 

other organisations 

There is not one model response to crisis.  Prevention strategies impact on recovery strategies etc., and 

response and recovery strategies should be treated as parallel strategies. 

 

 

 

 

 

 

 

 

Assessment 

Prevention 

Preparedness 
Plan 

Construction 

Response 

Recovery 
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Planning Process and Validation 

 

 

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

 

 

There should be clear evidence that each of these processes has been properly addressed and that the 

planning process is a dynamic and continuous one, reviewed regularly taking into consideration lessons 

identified and new information as it emerges. 

A strategic model of PS care 

Intent Nature of Activity Actions Time Scale 

Develop 

and sustain 

collective 
and 

personal 
psychosocial 

resilience 

Preparedness 1. Strategic planning Continuing 

2. Develop community 

resilience 

Public welfare, social and 

health care paradigms 

3. Humanitarian aid Immediate and 

continuing 4. Psychological first aid 

Deliver 
responses 

to personal 
psychosocial 

and health 

care needs 

Personal psychological and 
health care paradigms 

5. Primary care and social care 
and augmented primary 

healthcare 

Medium term 

6. Specialist mental healthcare Medium and long term 

 

The strategic stepped model of care has six main components that fall into three groups: 

Strategic and operational preparedness 

1. Establish Direction 

2. Information Gathering 

    3. Plan Writing 

4. Consultation 

5. Publication 

6. Training 
7. Validation 

 
 

 

 

  

 

 

8. Confirmation or Revision 
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Strategic planning – comprehensive multi-agency planning, preparation, training and rehearsal of the 

full range of service responses that may be required in which the roles of the NHS are agreed. 

Prevention services – that are intended to develop the collective PS resilience of communities which are 

planned and delivered in advance of disastrous events 

Public PS Care 

Families, peers and communities provide responses to people’s PS needs that are based on the 

principles of psychological first aid. 

Assessment, interventions and other responses that are based on the principles of 

psychological first aid and which are, often, initiated by staff of responding agencies or offered by 

trained lay persons, who are supervised by staff from the MH services, and social care practitioners 

Personalised PS and MH Care 

Access to primary mental health care services for assessment and intervention services for people 

who do not recover from immediate and short-term distress or who show sustained distress associated 

with dysfunction 

Access to secondary and tertiary MH care services for people who are thought to have mental 

disorders that require specialist intervention 

Roles, Responsibilities, Planning and Service Delivery 

 Responsibility for responding to the PS and MH care needs of falls to all of the sectors of care and 

agencies that could/should be involved in responding 

 Responsible agencies need to work together in order to: 

o Plan well-integrated, responsive and predictable services 

o Agree which of the actions falls to which agencies to lead on delivery 

o Keep under review adequacy of joint plans 

Humanitarian Assistance – multi agency activity; co-ordinated across a range of agencies, such as local 

authorities, NHS, Police services, commercial organisations (transport operators) and voluntary 

organisations.  Lead Government Dept : (DCMS) Dept for Culture, Media and Sport 

Local Authorities 

 County, Unitary, Metropolitan authorities and London Boroughs, all councils in Wales and Scotland 

are responsible for running children’s social services and education, adult social care. 

 Responsible for co-ordinating welfare support to their communities and play an important 

leadership role, which includes: 

o Providing rest centres and transport arrangements 

o Providing information from the electoral roll to assist with accounting for evacuees 

o Ensuring suitable arrangements are in place to meet welfare needs 

o Providing refreshments for those in rest centres 

o Establishing arrangements for GPs it issue emergency prescriptions at rest centres 

o Providing temporary accommodation where evacuation is extended 

o Producing and exercising evacuation and shelter plans, including mutual aid arrangements 

with other authorities across the border and for large-scale incidents 

o Leadership of the recovery phase of an evacuation 
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o Leading the community rehabilitation and restoration of the environment with the assistance 

from the (GDS) Government Decontamination Service if necessary 

o Co-ordinating work to meet the long-term social and welfare needs of survivors, their 

families and friends 

Healthcare Agencies delivering strategic stepped model of care   

Strategic Planning 

 Role of NHS is to fit seamlessly within a multi-agency framework 

 The PS plan should be revisited and reviewed regularly 

 NHS organisations should: 

o Develop and test plans for improving the PS resilience of every NHS organisation 

o Develop, in conjunction with partner agencies, a major incident psychosocial and mental 

health care plan to sit within local major incident plans 

o Establish a team to advise on the PS and MH aspects of delivering healthcare services in 

emergencies locally 

o Make arrangements to provide healthcare advice and contributions to plans to develop the 

PS resilience of communities 

 Strategic planning must continue throughout each incident and afterwards and through the 

recovery stages. All plans require adjustment and further development as new information becomes 

available 

 Major incident commanders are likely to benefit from skilled PS and MH advice.  The NHS should be 

engaged in that activity.   

 Training staff of the NHS strategic and commissioning organisations on the PS aspects that should 

affect their planning and commissioning activities 

Arrangements should be put in place for NHS organisations to: 

 Provide NHS staff to work with NHS organisations and partner agencies to develop roles and 

responsibilities for major incident response advisers on PS and MH care 

 Deploy skilled persons as PS and MH care advisers to strategic and tactical commanders in the 

anticipatory, response and recovery phases 

 Work in conjunction with other agencies to select, train, rehearse and support staff who are made 

available to act as advisers on the PS aspects to strategic and tactical commanders in preparation 

for and for the duration of the major incident response 

 Requires good commissioning of service components required and training. 

Prevention services 

 Intended to develop collective psychosocial resilience of communities, which are planned and 

delivered in advance 

 NHS has advisory and contributory roles in the development t of PS resilience and mental well-being 

of families, local communities, workplaces and other agencies through public mental health 

programmes 

 The NHS should provide advice on matters pertaining to health inequalities, PS development and 

public mental health 

Public PS Care 

 The NHS has indirect roles to play in supporting families at critical times. 
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 NHS responders are required to attend to the initial distress of survivors (victims) and this demands 

awareness of the PS impacts and certain skills for initial intervention 

 It is implicit on NHS to provide training, supervision and support for frontline staff. 

Assessment, interventions and other responses that are based on the principles of 

psychological first aid 

 Increasingly, access is being made available to talking therapies and other PS interventions that are 

provided by trained and supervised lay persons.  Depending on local arrangements, it might be 

agreed that social care practitioners, and staff of the NH care services may take on explicit roles in 

training, supporting and supervising lay therapists. 

Personalised PS and MH Care 

 NHS role in planning, advising, training, resilience building and early recognition of people’s needs, 

shared with strategic and operational partners.  

 NHS leads the responsibility for providing personalised healthcare interventions 

Access to primary mental health care services 

 To provide assessment and intervention services for people who do not recover from immediate 

and short-term distress 

 Lead on delivering primary MH care and augmented primary MH care services for people who 

develop mental disorders  

 Ensuring staff with the required skills are available from specialist MH care services to work with 

staff in primary care to develop their knowledge and resilience 

Access to secondary and tertiary MH care services 

 Provide timely, appropriate and responsive specialist MH care services for people who have either 

developed or thought to have mental disorders requiring specialist intervention, requiring medium 

and long-term specialist mental healthcare as a result: 

 The NHS should work with partner agencies and lead on delivering specialist mental healthcare 

services 

 Identified staff in the specialist MHcare services should be made available to work with and offer 

supervision and advice to primary care staff , following major incidents/disasters, in order to 

augment primary healthcare responses 

 Identified staff in the specialist MHcare services should be made available to deliver liaison MHcare 

services for responders of all agencies 

People are conceived as falling into four main groups on the basis of how they respond psychosocially.  

Those groups are: 

Group 1: Resistant people who show transient distress 

People in this group are minimally or not upset.  They are described as resistant people. 

Group 2: Resilient People 

There are 2 subgroups of resilient people who are distressed. 

People in the first sub-group are proportionately, mildly, temporarily and predictably upset, but which is 

not associated with any substantial level of dysfunction.  They are resilient people. 



9 
 

Other people in this group are more substantially distressed, but are able to function satisfactorily in 

the short- and medium-terms.  They are resilient people who have greater distress, but not amounting 

to mental disorder, of longer duration  

Group 3: People who have more sustained or persistent distress associated with 

dysfunction and/or impairment 

People in this group are disproportionately distressed or distressed and dysfunctional in the short-to 

medium terms (this group includes people who may recover relatively quickly if they are given 

appropriate assistance, befriending and other interventions as well as people who may develop mental 

disorders) people in this group require a thorough assessment. 

In summary there are two subgroups 

 People who are likely to recover, but whose recovery takes more time 

 People who may be in the course of developing a mental disorder 

Group 4: People who develop a mental disorder 

People in this group are those who develop a defined mental disorder in the short, medium or longer-

terms. They require specialist assessment followed by timely and effective mental healthcare 

 It is likely that people from each of these groups may seek consultation with healthcare 

practitioners.  Therefore healthcare practitioners should have a general awareness of how people 

react to major events so that they are able to reassure people who consult them, and identify those 

who should receive humanitarian aid and welfare assistance from the other responding agencies, 

and those who require healthcare interventions such as assessment and treatment 

 NHS is required to provide assessments for those people whose reactions fall into groups 3 and 4. 

The PS approach and psychological first aid 

The screen and treat model proposes that: 

 Immediate intervention is restricted to providing information, psychosocial support, psychological 

first aid and education, rather than crisis counselling 

 People who are involved should be followed up to detect people who have persistent symptoms 

who can be treated with empirically supported interventions 

 There are several PS assessment programmes that can be provided by non-healthcare staff who 

have been trained to assess how people are dealing with their experiences at the time and for a 

month or so afterwards. 

 Premise is the basis for the approach adopted by Trauma Risk Management (TRiM) Programme, 

however reference to TRiM is not included to suggest that the NHS should necessarily adopt it as a 

screening programme, but it is an example of the feasibility of employing trained volunteers rather 

than healthcare staff 

Triage 

 as well as providing information in the immediate aftermath and acute phases, rescuers, staff of 

the emergency services, trained volunteers, humanitarian aid and welfare workers, and healthcare 

staff have roles in PS triage 

 a means of identifying affected people who have mental disorders or serious clinical symptoms that 

require further assessment, diagnosis or treatment 
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 based on the judgement of volunteers and professionals involved in rescuing people, and on 

primary and secondary level practitioners, and on the judgement of the affected persons 

themselves 

 PS triage should also take place at a later phase, when an affected person consults a care giver 
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Specific Components of the Initial Responding Services that are required within the: 

 

                                           
3 NB: people should neither be encouraged nor discouraged from giving detailed accounts.  They should provide them when ready to do so to people they know well – 

relatives, friends and colleagues 

First Week First Month First Three Months Beyond Three Months 

Practical help and pragmatic support 

provided in an empathic and flexible 

manner 

Identify people with: 

 high levels of distress  

 dysfunctional levels of distress  

 distress of longer duration 

this will enable services to maintain contact with 

them 

Further contact offered to people and 

their families who continue to experience 

distress for more than a month, or, who 
are dysfunctional 

Professional practitioners should 

assess those who have 

continued, developing and  
substantial psychosocial 

problems  

Information should be provided 

openly, honestly and understandably 

Further contact should be offered to people (and 

their families) who are distressed for more than a 

fortnight 

Professional practitioners (within primary 

healthcare, social care and voluntary 

sector services to: 
 Maintain contact with people to 

identify their needs 

 Offer formal assessment  

Assessment should take place 

before any intervention is 

offered and consider emotional, 
social, physical and 

psychological needs 

Written leaflets tailored at the average 
reading age of the community – 

although these should not be the main 

form of communication 

Formal assessment of need for health and social 
care services for those who have unwelcome, 

distressing psychosocial experiences, problems 

that are not resolved by humanitarian aid, welfare 
services and social support from families and 

communities 

Formal assessment should cover : 
 Emotional 

 Social 

 Physical 

 Psychological needs 

 

Interventions should be 
available for those who have 

mental disorders 

Launch telephone helplines (staffed by 

trained personnel) providing emotional 
support 

Treatment with Trauma Focused Cognitive 

Behavioural Therapy (TFCBT) should be available 
for those assessed as having stress-related 

disorders 

Any psychological/formal psychiatric 

interventions should be offered on the 
basis of assessed and agreed need 

Work and rehabilitation 

opportunities should be provided 
to enable those who require 

them to re-adapt to the routines 

of everyday life 

Launch websites concerning 

humanitarian, welfare and 
psychosocial matters 

TFCBT and other interventions should be available 

for those assessed as having other mental 
disorders 

Treatment with TFCBT should be available 

to those with post-traumatic stress 
disorder (PTSD) with Eye Movement 

Desensitisation and Reprocessing (EMDR) 

 

Establish Humanitarian Assistance 
Centres (One Stop Shops) with an 

appropriate range of the humanitarian 

aid, welfare and psychosocial services 
that are required3 

 Interventions should be available for 
people who have other mental disorders 
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Major Incident Plans therefore need to include: 

 Arrangements for establishing telephone helplines 

 Arrangements for preparing websites concerning humanitarian, welfare and PS 

matters 

 Website should only be available when required and when in use, must be 

continually reviewed and updated 

Managing MH care 

 an ethical framework for planning and delivering services, along with a framework 

for good decision making should be adopted 

(http://www.dh.gov.uk/en/Publichealth/Flu/PandemicFlu/DH_065163)  

 frameworks for corporate governance and clinical governance need to be adopted 

Developing services  

Key elements are as follows: 

 consultation with and involvement from each community 

 planning health and social care systems contributions to major incident plans 

 involve education and school systems, employers and welfare organisations  

 consultation and advice on managing psychosocial consequences provided for  

o leaders at all levels 

o first responders 

o health and social care providers 

o those managing the behavioural and psychosocial responses and health 

interventions required 

o staff who brief and work with the media and other communication systems 

 developing screening so that it can incorporated in the model of care 

 conducting triage so that needs-led services can be provided 

 identifying high risk groups for surveillance and intervention according to need 

 offering assessment to those who develop acute and longer term psychosocial 

conditions to determine the need and intervention required 

 services need to be developed locally 

The aims of PS care for NHS Staff 

 to ensure staff are prepared to cope with long-sustained demand  

 provide care for staff that is sensitive and responsive to their needs, before, during, 

and after emergencies 

The roles of Occupational Health Services 

Preparation and planning actions before a major incident/disaster: 

 providing executive directors with strategic advice 

 providing senior managers with advice about health practices in the workplace 

http://www.dh.gov.uk/en/Publichealth/Flu/PandemicFlu/DH_065163
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 providing advice on staff management policies 

 contributing to employees’ professional development 

Actions taken during a major incident/disaster: 

 providing advice on sustaining collective and personal resilience 

 assisting in identifying staff who may be at greater risk 

 providing managers with advice about monitoring and exposure of staff to traumatic 

situations 

 training managers to recognise distress 

 providing a skilled team that can provide intervention services for staff 

Actions taken to promote transition back to ordinary circumstances and to promote recovery 

of services and their staff: 

 advising and monitoring staff who are returning to work after their exposure to 

debilitating distress or dysfunction 
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Checklist for Organisational and Workforce Development 

Organisational Development 

Building Service Capacity and Capability 

 
Does the Major Incident Plan make provision for a Psychosocial and Mental Health 
service response which is fully co-ordinated and integrated?  

 

 
Are each of these elements included within the psychosocial and mental health 
component: 

 Monitoring of its development has been undertaken by a multi-agency 
psychosocial expert advisory committee (including mental health professionals)? 

 Have clear roles and responsibilities been agreed in advance and provided for 
rescuers, responders and other staff involved, along with training and 
supervision? 

 Do front-line agencies provide a lead on psychosocial matters during the 
response and plan and deliver psychosocial care interventions in the aftermath? 

 

 
Have the general principles of good psychosocial care and service organisation been 
stated, planned into service contingencies, trained and rehearsed? 

 

 
Have arrangements been made to raise public awareness (including the media) 
about the range of psychosocial responses to traumatic events? 

 

 
Have the key facts, such as routine intervention is not required for everybody; that a 
minority or people will require more specialised services, and that there are effective 
interventions available? 

 

 
Has training for key groups of staff (i.e. professional responders) been conducted?  

 
Have the psychosocial and mental health service components of the Major Incident 
Plan been tested through exercises? 

 

 
Has a plan been developed which co-ordinates the activities of those responsible for 
training such as: 
 General and professional managers 
 Corporate and clinical governance managers 

 Human resources departments 
 Training departments 
 Occupational health services 
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 Public relations staff? 

 
Do mental health professionals have a good understanding of the emerging discipline 
of disaster mental healthcare? 

 

Workforce Development and Protection 

 
Have the following Ten Essential Shared Capabilities4 of all mental health services 
staff which are required for those involved in a disaster, been planned to provide: 

1. Working in partnership 
2. Respecting diversity 
3. Practicing ethically 
4. Challenging inequality 
5. Promoting recovery 
6. Identifying people’s needs and strengths 
7. Providing service user-centred care 
8. Making a difference 
9. Promoting safety and positive risk taking 
10. Personal development and learning? 

 

 
Have workforce development strategies been developed that deal with recruitment 
and retention of staff and their education, training, monitoring and supervision? 

 

 
Has the most appropriate culture been created within organisations and the provision 
of persons, facilities and resources to enable support and care to be offered? 

 

Developing the attitudes, knowledge and skills of the workforce 

 
Do staff poses the following core skills and knowledge: 

 The procedures and steps to protect their own health, safety and wellbeing and 
that of their teams and the community? 

 Understanding the impact of an event on their own mental health and that of 
their families, teams and others? 

 Their communications role and processes concerning response partners, media, 
the general public and others? 

 The ability to follow procedures for assignment, activation, reporting and 

 

                                           
4 National Institute for Mental Health in England (2004) 
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deactivation? 

 Limits to the skills, knowledge and abilities as they pertain to the role of their 
organisation? 

 Understanding how to support transitions? 
 Their role in multi-agency working? 
 Their role in sharing information? 

 
Have commissioners and education providers considered how to adapt current 
competencies to different demands and circumstances, and providing specific 
training in, for example, Psychological First Aid (PFA)? 

 

 
Has the strategic stepped approach been applied to capture and develop the 
knowledge and skills of NHS staff to enable them to deliver the services envisaged? 

 

 
In order to measure the knowledge and skills of staff, against the needs of those 
affected, is it possible to be provide the following: 

 Empathic, practical and pragmatic support for everyone delivered by professional 
first responders, families and community groups in accordance to principles of 
PFA? 

 Assessment of people who remain distressed for a month following an event 
accompanied by access to psychosocial therapies as required? 

 Access to a full range of mental health services for people who develop a mental 
disorder or who have severe symptoms earlier than 28 days? 

 Management of staff, their working environments, and their training so as to 
sustain and develop their psychosocial resilience and reduce the potential 
psychosocial impacts on their health and wellbeing? 

 Access to services for responders and staff of the rescue, recovery, welfare and 
health services due to their direct and indirect exposure to risk 

 

 
Do all professional persons see the psychosocial needs of people involved in 
emergencies as falling within their remit to conduct initial assessments and initiating 
effective responses? 

 

 
Are local members of the Medical Emergency Response Incident Teams (MERITs) 
able to: 
 Interact effectively with distressed persons? 
 Calm people whose behaviour at the scene presents risks to themselves and 

other people? 

 



17 
 

 Include the psychosocial circumstances and impacts in their assessments of risk? 
 Conduct first-line assessments and initiate management of people who may have 

acute confessional states or other common psychiatric disorders? 

 
In order for members of MERITs to avoid becoming casualties themselves, have the 
following topics and areas of skill included within training and practice support: 
 Common myths about emergencies, disasters and major incidents? 

 Definitions of key terms? 
 The nature of psychosocial resilience, both personal and collective? 
 Common psychosocial responses of people? 
 The DH model of psychosocial care? 
 The nature of distress? 
 Identifying people who are most at risk of developing mental disorders? 
 The principles of psychological first aid? 
 Effective assessments and early interventions that should be conducted by first 

responders, including: 
o Actions that should be taken by first responders to manage the 

psychosocial context and improve psychosocial outcomes 
o Active listening skills 
o Distinguishing distress from disorder 
o Actions to avoid adverse psychosocial reactions including panic 
o Effective communications with the public for managing the potential 

psychosocial effects 
o Roles and practice of psychosocial assessment and triage 
o The psychosocial aspects of teamwork 
o Psychosocial care for staff? 

 

 
Has training for teams involved in responding to major incidents been provided in the 
following required competencies: 

 Practice support 
 Interventions to promote teamwork 
 Precautionary actions to sustain capability 
 Hardiness and psychosocial resilience? 

 

 
Are agency staff who provide mental health services familiar with public mental 
health and psychosocial health interventions and their roles in supporting their 
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application?  

Education and Training Framework 

 
Has the organisation organised the curricula and training required by incident 
response commanders, managers and professional staff according to a four-tier 
model: 
Tier 1: General training in core knowledge, attitudes and skills (required by all 
professional responders) 
Tier 2: More advanced training for those who deliver PFA, basic psychological 
therapies and assessment of people who may require more specialised mental 
healthcare 
Tier 3: Specialist training required by staff who deliver Levels 3 and 4 in the model 
of care5. This includes training to supervise staff whose work includes delivering 
psychosocial care at Levels 1 and 2 in the model of care6. 
Tier 4: Advanced specialist training for professionals who are appointed to provide 
advice to major incident response commanders at strategic, operational and tactical 
levels. These appointments require disaster-related training in psychosocial and 
mental health care and major incident management, consultative skills and selected 
aspects of strategic leadership and management? 

 

Sustaining the workforce before, during and after major incidents and disasters 

Sustaining the psychosocial resilience of staff 
Providing more substantial support and interventions for those staff members who need them 

 
Has the organisation developed people’s personal resilience and the collective 
resilience of teams before a major incident and supporting their resilience during the 
course of a major incident? 

 

 
Is the organisation aware of the following seven occupational factors that influence 
the physical, psychosocial and mental health of staff in differing combinations: 

 Perceived job control 
 Career development 

 

                                           
5 L3: Primary Care Augmented by Mental Health Assessment and Psychological Therapies and L4: Care Provided by Specialist Mental Health Services   
6 L1:Support and Care Provided by Families and Communities and L2: Psychological First Aid (PFA) 
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 Workplace climate or culture 
 The job and workload 
 The home-work interface 
 Role clarity 

 Relationships at work 

 
Is the organisation aware of the following inherent and non-inherent stressors NHS 
staff are called on to cope with: 
 
Inherent stressors: 
 Exposure to events 
 Exposure to on-site dangers 

 Exposure to affected people’s suffering and their relative’s stories 
 Feelings of powerlessness – inability to provide help at the level and at the time 

that it is needed 

Non-inherent stressors: 

 Lack of skills or training needed to do the job 
 Lack of materials (supplies, equipment) to do the job 
 Poor role definitions and unclear expectations 
 Poor organisation of work 
 Unnecessary policies and practices 
 Unnecessary poor conditions 

 Poor scheduling of work (long hours, few breaks, lack of leave time) 
 Lack of opportunities for recreation 
 Arbitrary leadership and/or management practices 
 Conflict and mistrust within and between teams 
 Poor communications (within teams, agencies and families) 

 

 
Are employers aware of and endeavour to assist staff to mitigate the inherent and 
non-inherent stressors by taking active steps to develop collective psychosocial 
resilience to staff teams? 

 

 
Do managers recognise that staff and healthcare staff have to balance their 
professional values and obligations with the needs of their families and respond 
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effectively to the professional, psychosocial and leadership needs of staff?  

 
Have the leadership and management of the organisation been prepared for the 
response and trained with the intention to build personal and collective resilience and 
to prevent long-term consequences? 

 

Implementation and monitoring 

 
Has the organisation considered implementing the following four activities, pertinent 
to training and supporting staff to reduce the psychosocial impacts: 
 

 Strategic planning and leadership – includes clarification of what is expected of 
staff and consideration of any impact on the availability and standards that are to 
be applied to services in a major incident 

 Provision of real-time supervision and support for staff during the response and 
recovery phases 

 Actions to make available clinical services for the minority of staff who may 
develop sustained psychological problems 

 Activities undertaken in the recovery phase to enable staff to make the transition 
back to usual working practices and to identify the lessons from their experiences 

 

Psychosocial Resilience 

 
Is the organisation aware that psychosocial resilience is about recognising: 

 How people adapt to and recover realistically from adverse events/circumstances 
 The abilities of people to accept and use social support and the availability of it 

are two of the most important features of resilience 

 Adequate support reduces the effects of exposure to challenging events and 
emergencies 

 

 
Are plans for sustaining resilience of staff during the course of an event(s) based on: 
 Reducing inherent stressors so far as is possible 

 Planning to recognise and intervene to mitigate non-inherent stressors 
 Providing training and social support 
 Basing interventions for people who are more than mildly distressed on the 

principles of PFA and access to more specialised services that are related to need 
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Delivering psychosocial care for staff  

 
Has the organisation a process for: 

 Identifying and responding to the needs of particular staff members whereby 
each member of staff is encouraged to maintain their own resilience? 

 Building teams to develop trust and support? 
 The selection of managers and professional leaders by agencies on the basis of 

their abilities to maintain team cohesion, and to provide training on monitoring 
staff members’ stress and to provide support, as needed? 

 Strategic and operational consideration within and across agencies of the possible 
challenges that organisations, departments, teams and staff may face in 
returning to deliver more ordinary services when the emergency/incident/disaster 
is over? 

 

 
Has the organisation taken cognisance of the three temporal domains, which are: 

 Preparation and planning prior to major incident/disaster? 
 Actions taken during a major incident/disaster? 
 Actions taken to promote transition back to ordinary circumstances and to 

promote recovery of services and their staff following the major 
incident/disaster? 
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The Six Level Framework of Actions to Support Staff 

 

 
LEVEL 1 

 
Strategic Leadership and Management 

 
Planning, leadership, management and training sustains services and 

promotes teamwork and therefore helps to prevent unnecessary anxiety for 

staff by creating confidence in the plan 
 

 

Strategic planning and 
preparation 

 

Making arrangements for strategic leadership and planning to continue throughout 
and after each emergency. Although designing and testing a plan for psychosocial 

care prior to events is very important, no general plan can be assumed to be 
appropriate to each situation. Usually, plans require adjustment in the light of events 

in each major incident and review afterwards is also important in order to learn 
lessons for the future.  

 

 
Logistic and resource 

planning  

 
Ensuring that comprehensive planning, preparation, training and rehearsal of the full 

range of service responses that may be required is undertaken familiarises staff with 

the plans, builds their confidence in those plans, allows staff to be engaged through 
suggesting changes, and builds their resilience. 

  

 

Developing models of 

care  

 

Staff should have confidence in the models of care that are to be offered in a major 

incident or after a disaster. This involves reviewing services available to ensure all the 
relevant providers of care and agencies work to jointly agreed models of care and 

case management. This includes working to minimise gaps and to develop clarity 
about mutual responsibilities.  

 

 
Managing public and 

professional expectation  

 
Planning and enacting a good public risk communication and advisory strategy that 

involves staff, the public and the media and which provides timely and credible 
information and advice also supports staff confidence and psychosocial resilience.  

 

 

 
LEVEL 2  

 
Operational leadership, service management and setting standards for 

practice  
 

Translating plans into action requires excellent tactical management. Plans 
should be templates that are used to initiate services and later be adjusted to 

fit better with events as they unfold. This requires good intelligence, 

leadership and review.  
 

 

Clarify expectations of 
practice and practitioners  

 

It is necessary to develop clarity about practical and professional expectations of staff 
and realistic standards for practice and practitioners during a major incident or disaster. 

This requires effective leadership, recognition of the potential impacts of a pandemic on 
the standards of care and negotiation of mechanisms for decision-making when services 

are under pressure.  

 

 

Develop an ethical and 
professionally acceptable  

 

Triage should be based on the judgement of professionals at preliminary, primary, 
secondary and tertiary level, and also on the judgement of the affected persons  
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LEVEL 2  

 

Operational leadership, service management and setting standards for 
practice  

 

Translating plans into action requires excellent tactical management. Plans 
should be templates that are used to initiate services and later be adjusted to 

fit better with events as they unfold. This requires good intelligence, 
leadership and review.  

 

 
triage system and ethical 

frameworks for clinical 
and managerial decision-

making  

 
themselves. Thorough training is necessary to achieve effective triage. Staff should have 

confidence in the triage systems that are put in place.  
The ethical framework for commissioners, services and practitioners, devised by CEAPI 

has been summarised in the NATO guidance. It contains the principles of good decision-

making.  
Psychosocial triage should distinguish the following groups of affected people:  

 
 those people who do not have mental disorders or serious clinical symptoms but 

who are distressed – this is likely to be the largest group of people who are 

affected;  
 those people whose experiences are thought as possibly indicating that they might 

have serious clinical symptoms that might amount to mental disorder - information, 

and advice should be given and follow-up should be arranged for people in this 

group;  
 those people who have mental disorders or serious clinical symptoms, for whom 

appropriate diagnosis and treatment should be offered straightaway.  
 

 
Educate, train and 

rehearse plans  

 
The psychosocial plan to support staff should be included in exercises to test the 

strategy and practice delivery of the plans. Strategic advice on psychosocial and mental 

healthcare for patients and staff is required by planners when they design, test and 
implement the plans and by incident response commanders at strategic, tactical and 

operational levels.  
 

 

Develop ethical guidelines 
and staff competency 

framework  

 

Commissioners, services and practitioners should adopt an ethical framework for 
planning and delivering services. Professional and general managers should also be clear 

about the competencies required of practitioners, managers and others during a major 
incident or disaster. Many staff have the necessary competencies as part of their current 

role, but others require specific training if they are to contribute appropriately.  

 

 

 

LEVEL 3  

 

Day-to-day leadership and management of staff and services  
 

Ensuring the psychosocial welfare of all people involved directly with 
delivering any response to the pandemic s a key part of that response. Risks 

to psychosocial wellbeing can be minimised by planning and implementing 

good management procedures and by ensuring that staff have adequate 
supervision and access to advice.  

 

 

Provide accurate up-to-

date and relevant 
information about the 

situation  

 

Staff must have confidence in the plans for day-to-day service delivery that are made, 

and this requires that they are fully informed about them and their anticipated roles. The 
feeling of being ill informed is a factor that can most erode psychosocial resilience. 

Conversely, if staff are well-informed, consulted and involved, their confidence in the 
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LEVEL 3  

 

Day-to-day leadership and management of staff and services  
 

Ensuring the psychosocial welfare of all people involved directly with 

delivering any response to the pandemic s a key part of that response. Risks 
to psychosocial wellbeing can be minimised by planning and implementing 

good management procedures and by ensuring that staff have adequate 
supervision and access to advice.  

 

plans and their equipment is enhanced, their uncertainties are reduced and their 
psychosocial resilience is augmented.  

 

Provide opportunities for 
operational and technical 

and personal discussions  

 

Less formal discussion about clinical experiences ordinarily occurs in workplaces. In 
challenging circumstances, the support that comes from having access to team 

members, peers and others for discussion and advice and to share challenges and 
frustrations is invaluable. It is important to ensure that opportunities for informal peer 

support are valued and continue to made available during a major incident or disaster. 
More formal peer-based reflection on and reviews of practice should also be 

encouraged.  

 

 

Ensure staff take rest, 

adhere to duty rotas and 
have opportunities for 

recuperation  
 

 

Whenever possible, staff (particularly senior staff with substantial responsibilities) must 

be enabled to take rest and work to realistic rotas to avoid them becoming overtired and 
‘burned out’  

 

Monitor practice and 
provide enhanced clinical 

advice and supervision  

 

The work of staff should be monitored so that they have access to clinical supervision; 
this is likely to become more rather than less vital in stressful situations when critical 

and sometimes controversial decisions may have to be made.  
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LEVELS 4, 5 and 6  

 

Psychosocial and mental healthcare for certain members of staff  
 

Occasionally, some members of staff may develop distress that is, most 

usually, short-term, but, much less often, temporarily disabling or of longer 
duration. A much smaller number may develop more substantial problems 

with their mental health. Therefore, facilities should be available to support 
staff who are distressed or to enable access to mental healthcare according to 

need by providing appropriate psychosocial support and pathways to mental 
healthcare in the few instances in which it is anticipated that those services 

are required. Such a stepped approach should include:  

 
 approaches that are based on psychological first aid;  

 assessment and intervention services for people who do not recover from 

immediate and short-term distress; and  

 access to primary and secondary mental healthcare services for people 

who are assessed as requiring them.  
 

 

Level 4: Psychological 

First Aid  

 

PFA is an approach that is intended to reduce people’s initial distress in the immediate 

aftermath of traumatic events and foster adaptive functioning. PFA assumes that the 
majority of people who are affected emotionally by events, such as a major incident or 

disaster, are not likely to develop mental health problems, more serious disorders, or 
long-term difficulties in recovery. Instead, it is based on an understanding that survivors 

of disasters, and other people who are affected by major incidents, experience a broad 
range of early reactions (for example, physical, psychological, behavioural, and 

spiritual). Some of these reactions cause enough distress to interfere with adaptive 

coping, and people’s recovery may be helped by support from compassionate and caring 
responders.  

 

 
Level 5: Offer health 

assessment and 
intervention in primary 

care  

 
The care pathway should rely, initially, on support provided by people’s families, 

communities, colleagues in workplaces and then progress, according to need, to the 
primary or occupational health and social care services and voluntary agencies. 

Assessment and intervention procedures should take account of local circumstances.  
 

 

Level 6: Deliver specialist 
mental health services for 

staff  

 

Despite estimates that the numbers of staff who will require referral being small, 
arrangements should be negotiated in advance for staff to have access to appropriate 

specialist healthcare, including mental healthcare according to their assessed needs.  

 

 


