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Abstract

Purpose of review In the context of an ongoing, highly uncertain pandemic, disaster mental 
health measures can increase community capacity for resilience and well-being, support 
formal mental health treatment, and help address the risk for mental health reactions 
in high-stress occupations. The purpose of this review is to summarize the literature on 
disaster mental health interventions that have been helpful both prior to and during the 
pandemic in a broad range of applications, including for use with high-stress occupations 
in an effort to mitigate risk for post-traumatic stress disorder (PTSD) and other mental 
health sequelae.
Recent findings Evidence-based and evidence-informed disaster mental health interven-
tions, frameworks, and treatments have been studied in pilot studies, non-randomized 
trials, and randomized clinical trials prior to and in the context of the current COVID-19 
pandemic. The studies have demonstrated feasibility and acceptability of these modalities 
and improved perceived support, as well as significant reductions in distress, and mental 
health symptoms such as depression, anxiety, and PTSD.
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Summary A disaster mental health approach to the COVID-19 pandemic can generate 
opportunities for prevention and support at multiple levels with timely interventions 
tailored for different concerns, cultures, and available resources.

Introduction

The COVID-19 pandemic has increased general aware-
ness of the impact of prolonged intensive stress. In 
the context of an ongoing, highly uncertain sense of 
threat, the existing literature on post-traumatic stress is 
not sufficient to capture the range of possible anticipa-
tory responses or helpful actions. The pandemic places 
the world in unique circumstances that call for flexible 
and creative ways to reduce pandemic-related distress 
and other mental health outcomes such as depres-
sion, anxiety, and PTSD. Public mental health meas-
ures are called for because the mental health impact 

is widespread and varied (i.e., cost of health services, 
loss of manpower, loss of productivity and economic 
performance), and is potentially preventable in some 
contexts [1]. Public mental health strategies in prior 
disasters have resulted in promising progress [2, 3]. 
These interventions may increase community capac-
ity for resilience and wellbeing, support formal men-
tal health measures for extended public health crises 
characterized by ongoing threat, uncertainty and com-
plexity, and help address the risk for mental health 
reactions in high-stress occupations.

The mental health impact of COVID‑19

The need for a public mental health approach to the pandemic, in which a 
full spectrum of psychosocial support measures is provided, is driven by the 
increased numbers of people reporting stress reactions in relation to the COVID-
19 pandemic. For instance, the most recent U.S. figures, gathered by the Center 
for Disease Control’s Morbidity and Mortality Weekly report have indicated that 
during the period from August 2020–February 2021, the percentage of adults 
with recent symptoms of an anxiety or a depressive disorder increased from 
36.4% to 41.5%, and the percentage of those reporting an unmet mental health 
care need increased from 9.2% to 11.7% [4]. Increases were largest among adults 
aged 18–29 years and those with less than a high school education. The US 
consensus pulse surveys for April 28–May 10, 2021, indicated that 35% of survey 
respondents reported depressive symptoms (7.6% nearly every day) and 40% 
reported anxiety symptoms (11% nearly every day). Ten percent of the respond-
ents reported that they received mental health treatment, 15% indicated that 
they took prescription medication for behavioral/mental health, and another 
7% reported that they thought they needed mental health counseling or therapy 
but did not get it [5]. In one study of those with pre-existing psychiatric disor-
ders, female gender and high-stress responses seem to be indicators of risk in the 
context of the pandemic [6]. Quarantine has been shown to result in increased 
risk of developing mental health problems, particularly when associated with 
inadequate supplies; boredom; frustration; and a sense of isolation, insufficient 
or conflicting public health information, fears about personal health or infect-
ing others, and socioeconomic distress or loss [7]. Direct exposure to the virus 
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creates an additional potential for grief and risk of stigmatization and rejection 
by others [8].

Recent meta-analyses focused on PTSD in coronavirus outbreaks have 
reported that the prevalence of outbreak-related PTSD symptoms was between 
15 and 22% [9, 10]. In one meta-analysis, PTSD symptoms were reported by 
about 30% of those who had survived a coronavirus infection, 20% of health-
care workers, and 10% of the general population [11]. However, a recent letter 
to JAMA by top PTSD experts notes that those conducting studies about COVID-
19-related PTSD are not using a structured clinician-administered diagnostic 
interview which allows for more fine-tuned assessment of both criterion A and 
severity of PSTD symptoms. This might overestimate both the prevalence of 
PTSD and the need for intervention. The experts recommended longitudinal 
studies to ascertain the course of covid-related PTSD, to identify factors associ-
ated with PTSD, and to determine protective measures that can promote better 
outcomes [12]. These efforts might be supported when we are better able to uti-
lize emerging biomarkers, multimodal early indicator assessment, and machine 
learning technology to increase the diagnostic accuracy of acute stress responses 
in order to prevent PTSD [13–17].

Medical practitioners and first responders may particularly be at risk for 
higher rates of PTSD, depression, anxiety, moral distress, and burnout [18, 19]. 
A recent meta-analytic review of 70 studies with 101,017 practitioners found the 
following estimated pooled prevalences: 30% anxiety, 31% depression, 56% 
acute stress, 20% post-traumatic stress, and 44% sleep disorders. The likelihood 
of having a clinically significant mental disorder has been associated with con-
cern about infecting others, inability to talk with managers, stigma and unreli-
able access to personal protective equipment (PPE) [20]. A recent meta-analysis 
examining long-term mental health impact 1–2 years after the SARS outbreak 
noted that a higher rate of significant psychological distress and burnout, as well 
as a marginally higher number of probable PTSD (13.8% vs 8.6%; p = 0.06) was 
present in those working with SARS patients compared to those who didn’t. An 
increase in maladaptive behavior was also reported (21% vs 8.1%; p < 0.001%). 
High-risk unit staff had worse anxiety and depression 1 year after the SARS epi-
demic. Occupational exposure and perceived stigmatization were risk factors for 
adverse mental health outcomes [21]. Other frontline populations, such as food 
and hospitality workers, have also indicated concerns around the unknown, 
isolation, being infected and infecting others, and work and customer demands 
[22]. Essential workers in New Zealand reported that their key stressors were 
role overload, job complexity, time pressure, lack of support from management, 
poor team coordination, feeling unsafe at work, job insecurity, work-life conflict, 
customer incivility and reliance on technology [23].

Impact of the pandemic on mental health providers

The pandemic created an increased demand on the mental health workforce. 
For instance, the Institute for Health Policy and leadership reported that the 
disaster distress hotline had a 1.000% increase in the number of texts or 
calls in April 2020 compared with the same month in 2019 [24]. The online 
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therapy service Talkspace reported a 65–70% jump in clients at that same 
time, mostly dominated by COVID-19 anxiety [25].

The New York Times reported that mental health providers have experi-
enced an increased demand for services and a resulting “disenfranchised 
grief,” defined as a sense of loss related to safety, goals, social connections, 
and activities, accompanied by a sense of not having a right to grieve these 
losses because others have it worse [26]. USA Today noted that mental health 
providers have reported a flood of new clients, an overwhelming need to 
train others, and increased demand to both help stressed coworkers and deal 
with tougher cases (i.e, more intimate partner violence, systemic racism, cli-
ents placing themselves at risk). Their workloads have resulted in teletherapy 
fatigue, and they have reported guilt regarding answers they could not give, 
people they had to turn away, potentially exposing loved ones to COVID-19, 
or for taking time off to recover from COVID-19. They also noted that they 
had lost their normal coping strategies, such as decompressing on the drive 
home, stopping to speak with colleagues between clients, and socializing 
with friends. Their ongoing needs included continued insurance coverage 
of telehealth services, and support from  coworkers and their organizations 
(e.g., granting time off, respecting boundaries around taking on more cases, 
and providing better pay [27].

These findings were echoed in a sampling of mental health providers who 
responded to an online survey conducted in mid-2020. Eighty-two percent 
shared that the pandemic had negatively affected their ability to serve clients 
and their own mental health, in part because of limited access to social and 
emotional support. While they felt connected to clients because of shared 
experiences, they also reported feeling empathic distress and burn out, feeling 
overwhelmed and exhausted, and experiencing traumatic stress symptoms. 
Their experiences resulted in increases in depressed mood, anxiety, isolation, 
and fear. Many indicated teletherapy fatigue, decreased sense of clinical effi-
cacy, dissatisfaction with work, and questioning the meaningfulness of their 
work [28]. Findings were similar in the UK, with mental health clinicians 
working with healthcare workers reporting both professional growth and 
vicarious traumatic stress. They were anxious and uncertain about how best 
to support their clients, felt professionally isolated, and tended to neglect 
their own health and well-being [29].

Disaster mental health–informed interventions and factors 
during the COVID‑19 pandemic

In response to the many large-scale extended risk factors associated with 
the COVID-19 pandemic, a disaster mental health approach can provide 
both preventive and augmentative support for mental health providers and 
systems [30]. This is particularly salient because while effective treatment for 
mental health conditions like PTSD can alleviate suffering, engagement in 
that treatment is often low for many reasons, including perceived stigma, 
privacy concerns, distance, cost, lack of mental health providers, avoidance 
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associated with PTSD, or negative beliefs about psychotherapy [31–35]. When 
these obstacles are coupled with the additional barriers imposed by the pan-
demic, engagement in mental health treatment can be significantly hampered 
[36–38]. Similar to the way telehealth, electronic communications, and infor-
mation technology aim to deal with common barriers to healthcare [39, 40], 
disaster mental health strategies during the pandemic aim to provide support 
and mitigate barriers to care [41–43].

One of the most common challenges imposed by large-scale public health 
crises is their impact on community capacity to provide psychosocial support 
or formal mental health treatment. Another challenge is that those experi-
encing distress and reduced functioning are often unlikely to seek mental 
health treatment. Low-intensity, evidence-informed skill-building models that 
can be delivered by lay professionals aim to ameliorate these challenges. For 
instance, in the immediate aftermath of disasters, prevention efforts such 
as psychological first aid (PFA) typically aim to promote safety, attend to 
practical needs, enhance coping, stabilize intense distress, and connect peo-
ple with additional resources. They also identify and refer those at-risk for 
psychopathology [44]. While PFA research outcomes have been difficult to 
obtain, provision of PFA has yielded more rapid functional improvement in 
a sample of crime victims, and PFA training following a broad range of acute 
adversity has yielded greater sense of preparedness knowledge, self-efficacy, 
and understanding of appropriate psychosocial responses [45–47]. PFA has 
been utilized in many healthcare settings during the COVID-19 pandemic 
[48, 49]. So far, qualitative results have reported favorable response in these 
settings, with recommendations made for managerial support of staff PFA 
training, as well as time allowed for breaks, quality rest spaces, and access to 
peer support [49, 50]..

More in-depth interventions which aim to coach individuals on the use 
of effective coping skills have also been applied in the aftermath of disasters. 
Interventions such as Skills for Psychological Recovery (SPR), Skills for Life 
Adjustment and Resilience (SOLAR), and Problem Management Plus (PM +) 
are different from PFA in that the PFA is designed to take place in the imme-
diate aftermath of a disaster or adverse event, and the PFA provider is more 
likely to do things for a person (give advice, validation, reassurance, resources, 
etc.). In contrast, SPR, SOLAR, and PM+ are more likely to be implemented 
in the weeks and months after the initial threat has subsided, and the pro-
vider takes more of a coaching or training role as a way to empower peo-
ple to better cope for themselves [51–53]. The low-intensity, collaborative 
culturally-scalable, and skills-building nature of these interventions improve 
reach via provision by lay professionals and typically are well-received. As 
with PFA, conducting controlled research with these interventions is chal-
lenging because of their flexible implementation and the chaotic nature of 
post-disaster settings. Empirical findings for these types of interventions have 
primarily been with providers, case studies, or have been qualitative in nature 
[54–58]. However, at least two randomized controlled trials with PM + and 
SOLAR have found promising results in reduction of PTSD symptoms, anxiety, 
depression, psychosocial functioning, and self-identified problems, and fur-
ther controlled research is underway to gather more support [59, 60]. Research 
with adaptations of PM+ and SPR for the pandemic is currently underway, 
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with preliminary results showing promising improvements in mental health 
symptoms [61, 62•, 63, 64•]. Highly accessible, scalable options such as these 
provide a feasible way to respond quickly to client needs and might there-
fore prove helpful for practitioners, supervisors, and organizations looking 
to meet the mental health needs of their communities.

The “five essential elements” framework for early and mid-term recovery 
in situations of ongoing threat has provided broader guidance about sug-
gested actions to take in the pandemic because the elements are related to 
better recovery in a variety of ongoing adverse situations[65]. The elements 
are (a) promoting a psychological sense of safety, which can reduce biological 
aspects of stress reactions, positively affect cognitive processes that inhibit 
recovery, and reduce exaggerations of future risk; (b) promoting calming, which 
can reduce the anxiety that may generalize to other situations, interfere with 
engagement in life tasks, and increase risk for mental health disorders; (c) 
promoting sense of self-efficacy by increasing a person’s belief in their ability to 
endure through adverse events; (d) promoting social connectedness, one of the 
strongest research-based protective factors for better emotional well-being 
and recovery following adverse experiences; and (e) fostering hope, which is 
related to more favorable outcomes in a variety of adverse circumstances, via 
positive expectancy, a feeling of confidence in resources, faith, making mean-
ing, or other hopeful beliefs.

Following disasters or public health crises, this type of broad, flexible 
framework is important because most of those affected are often over-
whelmed and in need of a “map” that can guide them in through a variety 
of circumstances in a way that can be tailored to their existing capacity. It 
also allows for multiple strategies for recovery in those who are unwilling 
or unable to engage in more formal “processing” of their experiences until 
their life is more stable [66, 67]. This framework has been used in many 
settings since its inception and continues to guide program development 
during the pandemic [68–75]. It has broad applicability in part because it 
allows communities or systems to apply the relatively simple framework to 
plan programs public health messaging and program development, while at 
the same time giving permission to self-identify the most appropriate specific 
actions that best fit ever-changing contexts.

Disaster mental health–informed principles for high‑stress 
occupations

Disaster mental health-informed approaches can play an important role in 
guiding ongoing support and being a bridge for more formal mental health 
support [30, 65]. This is particularly salient because while effective treatment 
for mental health conditions like PTSD alleviates suffering, engagement in 
that treatment is often low for many reasons, including perceived stigma, 
privacy concerns, distance, cost, lack of mental health providers, avoidance 
associated with PTSD, or negative beliefs about psychotherapy [31–35]. The 
EU Field Guide to Managing complexity (and chaos) in times of crisis, built 
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upon the Cynefin model for leadership and decision-making, recommends 
using a flexible approach in the context of complex public health situations 
such as the pandemic [76]. The Cynefin model suggests that for a system 
to be able to solve problems that it cannot yet anticipate, it needs to build 
informal networks based on trusted levels of working together, then create 
a level of “entanglement” across silos, whereby informal networks become 
channels of information and support. Informed actions can be based on what 
the system will permit (affordances), and patterns that naturally emerge in 
time via shared experiences (assemblages). It recommends taking a “lessons 
learning” approach to making sense of rapidly gathered feedback that can 
inform innovative attempts at solving problems. In essence, it allows a system 
to define and move towards doing “the next right thing,” which can often 
involve actions that have the “lowest energy gradient,” particularly in over-
taxed systems. Frequent monitoring and communicating with others will also 
facilitate necessary next steps from moment to moment.

The Cynefin model recommends the use of research- or theory-informed 
frameworks to create an “endoskeleton” which empowers adaptive actions. 
Stress First Aid (SFA) is a self-care and coworker support model that oper-
ates in alignment with this recommendation. It was developed for those in 
high-stress occupations where values like selflessness, loyalty, a strong moral 
code, and excellence give strength but also potentially create vulnerabilities 
(e.g., prioritizing other’s need above one’s own) [3, 77–85]. SFA offers simple, 
practical actions to identify and address stress reactions in oneself and others 
in an ongoing way. It incorporates the five essential elements [65] (re-named 
to facilitate memory) and includes two additional components to support 
ongoing stress mitigation. The resulting seven functions of the SFA model 
are as follows: (1) check, check on self and others regularly; (2) coordinate, 
inform and coordinate with others, including referral to additional care as 
needed; (3) cover, increase both physical and psychological sense of safety; (4) 
calm, reduce physiological and emotional arousal with distraction, support, 
soothing, and replenishing; (5) connect, facilitate or restore social support; (6) 
competence, bolstering or restoring self-efficacy in occupational, well-being, 
and social spheres; and (7) confidence, restore self-esteem, confidence in oth-
ers, meaning, and hope. It uses a stress continuum as its foundation to help 
reduce stigma, create a common language about stress reactions, and to recog-
nize when SFA actions are needed. The stress continuum highlights that early 
awareness and response can bring a person back into a less severe stress zone 
before the need for more formal intervention. When leaders or departments 
use it as a shorthand way to discuss work stress, it can facilitate problem-
solving and communication. When a person uses it to recognize the signs 
of stress in themselves or others, it can prompt them to be more disciplined 
about self-care or help them identify when to support a coworker. Figure 1

SFA has generally been well-received, in part because learning the basic 
framework does not take a lot of time. One of the core characteristics of the 
model is that the actions included within each element were derived from 
focus groups with members of the culture for which it was developed. This 
approach ensures that the actions are practical and feasible. It is also well-
received because it was not designed to specifically prevent any particular 
disorder, but rather to enhance individual and system capacity to weather and 
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withstand adversity over time. Table 1 includes some of the suggested actions 
for each core function of SFA.

Because SFA is meant to be used in a very flexible way, empirical evalua-
tion has been challenging. A firefighter study was conducted in 2014, which 
indicated that while stress indicators did not reduce significantly (possibly 
because initial stress levels were not substantial), the model was extremely 
well-received, and participants felt their departments were more prepared 
to provide stress mitigation and support [86]. Similar implementation trials 
in healthcare settings are currently underway (https:// www. pcori. org/ resea 
rch- resul ts/ 2020/ does- stress- first- aid- progr am- impro ve- well- being- among- 
healt hcare- worke rs). The SFA model will continue to incorporate data on 
healthcare worker coping and resilience factors during the pandemic such 
as organizational resources and support, self-efficacy, purpose, social sup-
port, positive emotions, non-engagement in maladaptive coping, individual-
ized adaptive coping strategies, and general resilience identified [87–92], as 
described in Table 2 which is not systematic /exhaustive, but intended to sup-
port a recent review of the SFA targets in the context of the Covid pandemic.

The Stress First Aid model has circulated widely during the pandemic via 
articles, webinars, and SFA implementation materials on the NCPTSD website 
[93–96] (https:// www. ptsd. va. gov/ profe ssion al/ treat/ type/ stress_ first_ aid. asp, 
https:// edhub. ama- assn. org/ steps- forwa rd/ module/ 27797 67, https:// www. 
thesc hwart zcent er. org/ webin ar/ caring- for- yours elf- others- during- the- covid- 
19- pande mic- manag ing- healt hcare- worke rs- stress/, https:// thisc hange dmypr 
actice. com/ stress- first- aid- as-a- form- of- peer- suppo rt/, https:// growt hzone sites 
prod. azure edge. net/ wp- conte nt/ uploa ds/ sites/ 799/ 2021/ 02/ NMHCA LTCSt 
ressF irstA id. pdf). Typically, healthcare settings will implement Stress First 
Aid across the entire facility with 15-min briefings as a way to raise awareness 
and educate about the importance of regularly implementing SFA actions 
for stress mitigation. The organization then empowers SFA “coaches” with 
behavioral health experience to train, mentor, and provide resources for SFA 
unit leads and champions, who continue SFA-informed actions or trainings 

Fig. 1  The stress continuum model.
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in their units. They also regularly assess the unit’s overall stress levels on the 
stress continuum and shape dialogue about the resources that exist to build 
resilience and capacity.

SFA implementation is consistent with qualitative findings from a 
Cochrane review regarding work-related resilience interventions in the con-
text of disease outbreak [97]. Successful implementation of programs depends 
upon flexible interventions that are culturally appropriate and adaptable to 
local needs. Also important are effective communication, cohesion through 
networks, a positive learning climate where team members feel valued and a 
part of the change process, and sufficient time and space for reflective think-
ing and evaluation.

A public-facing version of SFA called Curbside Manner that was developed 
for fire and EMS [98] has been adapted for helping professionals working 
with those affected by adversity. It is now called “Person-Centered Stress First 
Aid for Patients, Clients, and Customers”. It has been used in crisis counseling 
programs, hotlines, and healthcare settings in the context of the pandemic 
[99, 100] (https:// www. thesc hwart zcent er. org/ webin ar/ caring- with- compa 
ssion- suppo rting- patie nts- and- famil ies- in-a- crisis/). The framework is the 
same as the model for self-care and coworker support, but the descriptive 
actions were derived from those who have worked in different public health 
settings. The suggested actions are meant to be used as needed and as time 
allows, in a natural, seamless way and only when they do not interfere with 
primary duties. Use of the same framework for both patient/customer sup-
port and self-care/coworker support reduces the learning burden for helping 
professionals who are also themselves affected by pandemic stress.

Disaster mental health–informed principles for more 
intensive responses to the pandemic

For more intensive pandemic-related mental health interventions, evidence-
based clinical practice guidelines typically recommend manual trauma-
focused psychotherapies with a primary component of exposure and/or cog-
nitive restructuring [101, 102•]. Online, video teleconference, and mobile 
applications have also been endorsed for those who prefer to receive sup-
port virtually [103–108, 109•, 110, 111]. From a public health perspective, 
technological application of telehealth, mobile apps, and online treatment 
can increase engagement in early intervention, meet the specific needs of 
populations, be used at low or no cost by large numbers of people, and be 
implemented at the exact moment they are needed [112, 113].

In the context of multiple stressors at play during the pandemic, person-
alized approaches are also recommended to optimize choice and person-
centered care [114–117]. Expert guidance on pandemic-related modification 
of PTSD treatment has included (a) using person-centered practices such as 
asking about and addressing current concerns and needs, (b) incorporat-
ing specific pandemic-related circumstances into exposure protocols (such 
as mask-wearing), (c) addressing pandemic-related moral distress and moral 
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injury, (d) including mobile apps and telehealth in treatment planning, and 
(e) planning for potentially reduced capacity to engage in intensive treatment 
(https:// www. ptsd. va. gov/ covid/ list_ healt hcare_ respo nders. asp).

Another factor to be considered is the anticipatory anxiety and lack of 
certainty about the future that is inherent in pandemics. Research into reduc-
ing anticipatory anxiety related to terrorist threat has shown some success 
utilizing a five-session intervention that includes education about trauma 
reactions, relaxation exercises, prolonged and in vivo exposure, assistance 
in modifying unrealistic thoughts, evaluation of the absolute risk of being 
harmed, recognition of the benefits of accepting a level of risk in order to 
permit normal functioning, and relapse prevention. Significantly more of 
those in the intervention group achieved higher end-state functioning and 
reductions in complicated grief reactions compared to those in the treatment 
as usual condition [118]..

Uncertainty distress and intolerance for uncertainty have been linked to 
heightened distress during the pandemic [119, 120]. Theories about this topic 
have hypothesized that aversive or traumatic experiences in early life can 
cause one to have trouble distinguishing “unsafe” or threatening situations 
from “objectively-safe-but-unknown” situations, resulting in an “intolerance 
for uncertainty” [121]. This then reduces the capacity to endure one’s own 
distress when there is a perceived absence of enough information to make a 
situation seem safe. Those who have trouble tolerating uncertainty may use 
the following strategies: (a) over-engagement, such as over-planning, prepa-
ration, or prediction; (b) under-engagement, such as avoiding preparing for 
something or not engaging in activities to reduce uncertainty-related dis-
comfort; and (c) impulsivity, or acting impulsively, which leads to quick and 
less thought-out choices [122]. Behavioral treatment components related to 
intolerance of uncertainty aim to (a) teach about the effects of uncertainty 
and the difference between “uncertain” and “unsafe”; (b) target the “threat” 
component through cognitive restructuring; (c) increase awareness of pre-
ferred responses to uncertainty discomfort; and (d) “stretch” the capacity to 
experiment with uncertainty in a variety of areas of one’s life [122]. Experts 
on this topic are currently developing and testing a model to clarify how 
actual and perceived threat, actual and perceived uncertainty, and situation-
specific tolerance for uncertainty can make unique contributions to variance 
in uncertainty distress [121].

Finally, when people are at a reduced capacity to engage in standard evi-
dence-based PTSD protocols, disaster-related adaptations to standard CBT 
models may prove helpful. For instance, Cognitive Behavioral Therapy for Post-
disaster Distress (CBT-PD) uses non-diagnostic psychoeducation and cognitive 
restructuring for a broad range of post-disaster reactions [123–125]. Skills 
Training in Affective and Interpersonal Regulation/Modified Prolonged Exposure 
(STAIR/MPE), which includes social and emotional regulation skills in addi-
tion to prolonged exposure protocols, has also been shown to be helpful 
following disasters and terrorism [126]..

Models like these, as well as PM+, SOLAR, SPR and other brief skills-based 
approaches, offer present-centered skills-building options that provide flex-
ibility, increase community capacity, reduce distress, and support resilience 
[51–61, 62•, 63, 64•, 127, 128] (Table 3).
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Practical implementation considerations

The disaster mental health approach to dealing with the stress of the pandemic highlights the use of multiple 
strategies that are preventive and scalable to context and capacity. One of the primary reasons for this approach 
is the issue of multiple disaster-related barriers to traditional mental healthcare such as reduced help-seeking 
or capacity to engage in formal treatment, and insufficient community capacity. Specific strategies to counter 
these barriers to care could include:

1. Provide proactive supportive outreach and education to those affected by the pandemic, to normalize distress, 
help them be better informed about their top concerns, and foster actions or skills that facilitate recovery. 
Consider sharing these tips:

• Seek out trusted information on how to protect health and well-being, be aware of early warning signs of 
illness, or prepare for a range of possible scenarios in order to increase sense of safety.

• Build in calming actions, which can include:

Finding ways to reduce tension such as breathing exercises, meditation, exercise, stretching, yoga, prayer, 
music, writing in a journal, or spending time outdoors.
Engaging in satisfying or rewarding activities.
Reducing any unhelpful actions which seem to help in the short term but can make things worse in the 
long term, such as exclusive reliance on alcohol to relax, or excessive exposure to the news, particularly 
prior to sleep.

Table 3  DisasterInterventions Recommended for Covid‑Related Contexts

Evidence-Informed Interventions
Self-Care and Peer Support in Organiza-

tional Settings
Stress First Aid [3, 77–87].

Community and Organizational Settings Psychological First Aid (PFA) [44–50].
Five Essential Elements [65].
Person-Centered SFA for Patients, Clients, and Customers [104]. 
Skills for Psychological Recovery (SPR) [51, 54, 58, 64].

Skills-building Interventions
Problem Management Plus (PM+)[55, 59–63].
Skills for Life Adjustment and Resilience Program (SOLAR) [52, 55–57].
Cognitive Behavioral Treatment for Post-disaster Distress [123–125].
Skills Training in Affective and Interpersonal Regulation/Modified Prolonged 

Exposure (STAIR/MPE) [126].
Virtual / Online Settings Covid Coach Mobile App (https:// www. ptsd. va. gov/ covid/ list_ healt 

hcare_ respo nders. asp).
Cognitive Behavioral Treatment delivered via telehealth or online approaches 

[103–111, 127, 128].
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Practicing helpful, less extreme ways of thinking, with the goal of modifying thoughts so that they move 
from being just realistic (“bad things might happen”) to being realistic and helpful (“if bad things hap-
pen, I can handle them with help.”).

• Maintain connection with others by being flexible and creative, whether by phone, email, text messaging, 
or video calls. Consider getting guidance on conflict resolution, if needed.

• Aim to boost self-efficacy (the feeling that one has the skills or resources to get through difficult times). 
It can be improved by seeking out advice or information to help in making decisions or taking actions. 
Also consider revising priorities and expectations, being patient with oneself and others, making concrete 
plans to mitigate stress reactions, and setting achievable goals.

• Foster hope by modifying negative or unhelpful thoughts so that they are more helpful, or by keeping a 
long-term perspective while remaining focused on the positive actions one can take in the moment. Also 
remember to pay attention to what inspires or increases gratitude and make time for engaging in actions 
that support personal values, faith or spirituality.

2. Provide outreach to other service providers and systems (e.g., public health and health professionals, 
employee assistance programs, and volunteers), to support the integration of mental health principles into 
all phases of  response.

3. Offer a variety of flexible, present-centered, skill-building interventions such as CBT-PDD, PM+, SPR, SOLAR, 
or STAIR to those in need who may not have the capacity, resources, or desire to receive formal mental health 
treatment.

4. Modify evidence-based treatment components to fit the context of the pandemic (e.g., asking about and 
addressing current concerns and needs, incorporating specific pandemic-related circumstances into treatment 
protocols, addressing pandemic-related moral distress and moral injury).

5. Use technology to deliver of evidence-based and evidence-informed support and treatment.
6. Incorporate ongoing self-care and coworker support interventions such as SFA into self-care and coworker 

support, or when working with high-stress occupations such as first responders and healthcare workers. A 
long-term approach includes regular self-checks and adjustment of self-care strategies based on stress level 
and current concerns. It is important to be adaptive and flexible based on what is happening, and regularly 
find ways to practice small healthy habits or set necessary boundaries. A big part of the process is sharing 
and learning from colleagues, consulting with mentors, and making time for the small actions that provide 
support.

7. Evaluate any services that are provided, with an eye towards determining optimal timing, and optimal com-
ponents to use. It will be particularly important to incorporate findings from studies that integrate multiple 
personal and organizational risk and resilience factors, adopt prospective designs and analyses, examine 
long-term patterns of mental health rather than cross-sectional prevalence rates, incorporate cultural/com-
munity factors and individual preference, and consider flexible adjustment strategies across the course of 
the pandemic [129–131].

8. Use the five elements to guide conversations with existing overwhelmed clients, particularly if a present-
centered and client-centered approach is indicated. It can be used to assess how clients have been affected 
by the pandemic, such as asking how the pandemic affected their: a) sense of safety, b) ability to sleep or 
remain calm, c) social support, d) feeling that you have the skills or resources to persevere, e) sense of hope, 
confidence, or meaning. It can also be used to help identify preferred coping strategies, by asking what best 
helps them to: a) feel safer, b) calmer, c) more connected, d) better able to cope, e) more hopeful or confi-
dent".  
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Conclusion

A disaster mental health approach to the COVID-19 pandemic can gener-
ate opportunities for prevention and support at multiple levels. It aims to 
improve safety, calming, social support, self-efficacy, and hope for individu-
als, families, organizations, communities, and policymakers. This approach 
calls for early and ongoing actions to be incorporated within a multi-disci-
plinary, multi-layered stepped-care approach. Any models should anticipate 
a variety of needs and provide personalized, flexible interventions. Many of 
the approaches described in this paper involve collaborative efforts aimed 
towards reaching larger numbers of affected individuals and communi-
ties with timely interventions tailored for different concerns, cultures, and 
available resources. Because research is so challenging in these contexts 
with such necessarily flexible approaches, testing of innovative data gath-
ering approaches is recommended, such as streamlined real-time mobile 
applications. Generally, because these efforts are often utilized with sub-
clinical populations, and unlikely to yield substantial gains, additional 
effort is needed to measure the effectiveness of these approaches in being 
a bridge for those in need of more intensive treatment for PTSD and other 
mental health conditions [132]. Given that the pandemic context is an 
extended public health crisis with multiple mechanisms for potentially 
traumatic stress and loss, it is expected that the longer it lasts, the more 
likely it is that rates of PTSD and complicated grief will continue to be 
elevated. Resources should particularly be allotted towards high-risk indi-
viduals, organizations, occupations, and communities, as well as towards 
determining which strategies will better persuade affected individuals to 
accept the resources and treatment that might help them recover more 
quickly and thoroughly [133].
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