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This note

was drafted by Jim McManus, MEPS  Public Health Specialist, Barking & Dagenham Primary Care Trust, on behalf of the Healthcare Reference Group. Jim.mcmanus@bdpct.nhs.uk 

The Healthcare Reference Group 

Is a group of healthcare professionals drawn from nursing, medicine, healthcare chaplaincy, psychology, law, bioethics, healthcare management and public health who advise the Bishops’ Conference on issues relating to health care and health policy (but not bioethics or genetics, which is done by the Linacre Centre.) They advise the Bishops’ Conference on issues relating to healthcare. The group can be contacted through Liz Taite, taitel@cbcew.org.uk tel 020 7630 8220. The Group is Chaired by the Rt Revd Thomas Williams, Auxiliary Bishop of Liverpool.
The Purpose of this Note

1. This paper seeks to provide some basic information and guidance on the role of the Catholic Church and its ministries in responding to major incidents in England & Wales 

2. The paper identifies the legal and policy issues, and highlights the practical issues for the Church including responding to victims, providing initial and ongoing support, and the importance of responding effectively to trauma among those affected by major incidents, including clergy and other ministers involved in response. 

3. This guidance is intended to be a brief and basic guide to help initial planning and development and is not offered as an exhaustive statement of good practice.

Responding to Major Incidents

4. A major incident can be defined as “an emergency (including known acts of terrorism) that requires the implementation of special arrangements by one or all of the Emergency Services and will generally include the involvement, either directly or indirectly, of large numbers of people - for example”

· the rescue & transportation of a large number of casualties;
· the large scale combined resources of the Police, Fire Brigade and Ambulance Service;
· the mobilisation and organisation of the Emergency Services and support services, for example local authority, to cater for the threat of death, serious injury or homelessness to a large number of people;
· the handling of a large number of enquiries likely to be generated both from the public and the news media usually made to the Police

5. During the period 2000 – 2004 there were at least 56 declared major incidents in the UK (14 a year on average) with 116 fatalities and 659 casualties. These ranged from landslides, explosions and building collapses to chemical incidents and incidents involving schools. At the time of writing the London Bombings of 7th July resulted in 65 fatalities and injured about 700 people
. 

6. Every local authority and NHS Primary Care Trust (Local Health Board in Wales) has established emergency planning arrangements. In the light of a range of threats to the safety of the public, Government has in the past few years been further developing arrangements for response to major incidents and resilience, covering a range of issues such as:

1. Major transport Accidents (Hatfield Rail disaster, Lockerbie)

2. Natural Disasters and Incidents (e.g. Boscastle Floodings)

3. Chemical, Biological, Radiological and Nuclear (CBRN) incidents whether accidental or deliberate (e.g. tanker spillage or factory release of chemicals, “white powder” incidents etc.)

4. Power Failures (e.g. major winter disruptions to power for several days necessitating evacuation of elderly and vulnerable people.)

5. Severe Weather (heatwaves or severe cold spells have major consequences for vulnerable people including the elderly and homeless, and people with long term illnesses.)

7. A major incident may be declared by an officer of one of the Emergency Services, or sometimes the Director of Public Health, or the Local Authority Emergency Planning Officer. Despite the fact that what is a major incident to one of the Emergency Services may not be so to another, each of the other Emergency Services will attend with an appropriate pre-determined response. This is so even if they are to be employed in a standby capacity and not directly involved in the incident.
8. Every local authority area (22 unitary authorities in Wales; County Councils, London Boroughs and Unitary Councils in England) will have an emergency plan. These will also cover major incidents. 

9. The Civil Contingencies Act 2004 has resulted in a number of changes to the framework of emergency preparedness in the UK
. Local agencies will need to deliver a single framework for civil protection including emergency and major incident planning which covers the risks – accidental and deliberate – to the health and safety of the population. The Act, and guidance on implementing it, imposes a number of duties on local authorities, health bodies and emergency services and gives government certain prerogatives about declaration of emergency situations including major incidents. Statutory bodies cannot deliver everything by themselves, and will often need help from voluntary agencies and others doing everything from feeding people in rest centres to providing emotional support, notifying relatives .and the longer term work of getting back to “normal” life. 

10. Most major incidents can be considered to have four stages:
· the initial response  to the incident
· the consolidation phase where agencies work together to minimise disruption and ensure people get essential services
· the recovery phase where we repair, restore, clean up and try to get things working again
· the restoration of normality – where people return to normal living. This phase can take weeks or months, physically, economically and emotionally.  At the time of writing New Orleans is still in the recovery phase, and some would say is still in the consolidation phase.
11. The role of the Church in all of these can be important, from providing initial emotional support and contacting loved ones to supporting people in making sense of the incident across the year, remembering the event as it passes and understanding the theological and other challenges such an incident brings. While some churches may prefer not to get involved, a Church which proclaims the relevance of the Gospel to every area of life cannot avoid dealing with major incidents and the response to these as part of its mission, and demonstrating the relevance of the Gospel. Living out a witness to major incidents and the rebuilding of life afterwards is an important sign of the Kingdom, and an aspect of the Church’s mission.
12. Recent years have seen an increasing trend for the involvement of the Church in major incidents. This work has often focused on the role of hospital chaplaincy teams in responding to major incidents when survivors and victims reach hospital. NHS Scotland has defined in its major incident procedures the role of Hospital Chaplains:
“Hospital Chaplains Hospital chaplains have an important role in a major emergency; not only do they offer a ministry to the sick and dying but they provide comfort for hospital staff, patients and their relatives.
 “

13. Increasingly local Emergency Planners have recognised the value of the Church in responding to major incidents. This guidance discusses these roles and what the Church can and should do to play its part. 

Hospital Chaplains and Major Incidents

14. The Churches have an important role in responding to major incidents
 This can be seen, for example, in the work of clergy who were involved in responding to the London Bombings
.

15. Within the health care context in England, the work of Chaplains has been defined in major incidents by Department of Health Policy
 This policy states that:

Spiritual care givers have an important role to play in disaster and emergency planning, as their range of skills and services may be needed by a wide variety of users at short notice. Chaplaincy teams should be fully involved in preparing NHS Trusts’ emergency plans, and their roles should be clearly defined with major incident plans, so that their contribution can be readily accessed. Chaplaincy teams can also be a valuable resource for major or critical incident support and debriefing. Chaplains-spiritual care givers involved in any such incident may also be in need of support.

16. Despite this, there are still some aspects where the role of Chaplains is not clearly defined. NHS Trusts should include hospital chaplains within their Major Incident Plans. It is also important that Chaplains should be properly trained for Major Incidents and this should include as a minimum:

1. Nomination of a lead Chaplain for liaison with the emergency plan and major incident 

2. Attendance by RC Chaplains, Asst Chaplains and Chaplaincy Visitors at appropriate training, and regular refreshers

3. Arrangements for rapid call-in of chaplaincy teams should a major incident occur

4. Arrangements for on-call rota systems so the emergency and major incident team can reach chaplains when the plan is activated (e.g. an on call bleep and cascade system for telephoning chaplain assts etc)

5. Arrangements for appropriate training of all those likely to be involved

6. A shift system where people who are likely to be called in to assist can be allowed to get rest and recover, rather than remain for long periods beyond the time they are useful or become exhausted.

7. A means of supporting chaplains involved identify their own emotional and spiritual reactions and obtain appropriate support/ take appropriate self-care measures

8. A means of monitoring signs of trauma among chaplains involved in responding to a major incident

17. It will be important for Ordinaries and Bishops’ Advisors, with NHS Trust Chaplains, to identify how they can provide services which meet these suggested minimum standards above, and ensure these are part of the mainstream major incident plan for the Trust. 

18. Similarly, training programmes for Chaplains should encourage and include major incident training, both familiarisation with the arrangements for the Trust and other agencies, and specific training on safe ways of interpersonal helping.

Clergy, Religious and Lay Ministers and Major Incidents

19. The Church as a whole, from parishes to religious communities, has a range of skills and resources which can be put at the service of civil society and its agencies in responding to major incidents. A suggested list of these is as follows:

1. Provision of immediate post-event befriending, emotional support and care

2. Spiritual and sacramental care including prayers and worship

3. Physical resources (buildings) for Rest Centres and displaced persons and hosting family and victim assistance centres

4. Networks of volunteer based support for practical assistance to people displaced by Major Incidents (e.g. St Vincent de Paul Society could help with clothing and furniture as well as other practical needs.)

5. Initial counselling support and emotional befriending after an incident to survivors and to emergency and other personnel

6. Provision of retreat houses and quiet places for debriefing sessions for those involved in responding to incidents and for survivors groups and for hosting support groups

7. Support for relatives and loved ones of those who were victims

8. A potential role in ongoing support in responding to trauma:

i. At low level for those who are survivors in terms of general pastoral care

ii. Through provision of respite and retreat space and space for meetings

iii. Through specialised appropriately qualified and supervised post-trauma counselling as part of the NHS and Social Care networks of services

20. The following are suggested aspects of good practice for local dioceses and religious communities:

1. Identify on a deanery or Diocesan or community basis what emergency planning areas exist  (e.g. in London a pan London faith community plan is in development as part of London resilience. Surrey Churches have a plan. The (CofE) Diocese of Bath and Wells also has such a plan.) It may often be sensible for a Diocesan agency to undertake a co-ordinating role for this on behalf of the Diocese, so that some common standards can be applied. 

i. This will be especially important where the Church has little or no involvement with Emergency Planning at local level. 

2. Appropriate application of standards at a Diocesan Level can prevent risk to the public from badly developed plans or inappropriate choice of people, and can bring dividends from liaising with other churches. Religious within a diocese should consider how they can best respond within the Diocesan framework, or the framework of the local authority area they have a ministry or witness in.

3. Identify a lead for the Church or community on Emergency Planning who should be trained, and psychologically mature.

4. Religious communities may often do well to be part of Deanery or Diocesan response, especially where they have specialist resources they can offer

5. Wherever possible engage with other churches in the plan and never plan without fully engaging with Emergency Planners in the local authority and taking a lead from them

6. Identify a local action plan to ensure the Church or religious community takes the following steps:

i. Identifies its potential role in collaboration with statutory emergency planners

ii. Identifies suitable, mature and well grounded people who can fulfil these roles

1. Lead Clergy

2. Response volunteers (clergy, religious and lay to befriend, staff Rest Centres, etc)

3. Volunteers for ongoing response

iii. Identifies training need for them and uses the courses offered by the Emergency Planning College or local Emergency Planning Teams as a proxy standard for this (see Resources section below.)

iv. Organises training in conjunction with other churches and faith communities, and other agencies, where possible

v. Identifies issues of keeping safe those involved (i.e. self-care skills, skills in spotting trauma in oneself and others, debriefing clergy, religious and laity involved etc) and puts arrangements in place for these

vi. Participates in exercises

vii. Attends debriefs and also planning meetings if possible

7. Develop links with other churches to develop a churches major incident plan and group such as exists in Surrey, Bedfordshire or Bath and Wells.

8. Ensure that volunteers and others are, in particular, well-trained on the interpersonal boundaries of what they are doing. Befriending is likely to be a key role. This is not the same as pastoral counselling, psychotherapy or other detailed interventions. These latter interventions are most likely to be inappropriate in such a  situation as a major incident and could, far from being helpful, do harm. Training for anyone involved in emergency planning should take notice of the National Institute for Health & Clinical Excellence [NICE] guidance and of suggested good practice. (See resources section below.)

9. Ensure that the following arrangements are in place:

i. Arrangements for the emergency planners in the Local Authority and NHS to arrange rapid call-in of the church should a major incident be declared

ii. Arrangements for on-call rota systems so the emergency and major incident plan can reach the church when activated (e.g. on call bleep and cascade system for telephoning)

iii. A shift system where people who are likely to be called in can be relieved if an incident occurs (so you may need two waves of church responders)

iv. A means of taking those who have responded through a process of working through their feelings about the incident, and identifying how they can self-care as a result.

v. A means of monitoring signs of trauma among those involved in responding to a major incident

Key Principles: Do no harm

21. Coping with a Major Incident
 can result in both short term and longer term challenges and issues. Stress and anxiety reactions are common, and sometimes people can take to adverse ways of coping with these such as alcohol, avoiding stressful situations, overworking, bottling up emotions or becoming angry and withdrawn. Fatigue, memory problems and tearfulness are also common reactions which are perfectly natural.

22. People who are involved in a major incident may experience shock, disbelief, anger, grief and a range of other emotions and also may demonstrate physical symptoms of anxiety, depression, grief or significant fatigue. They may also display a need to be involved, to be seen to be doing something, and to go on and expend themselves beyond what is reasonable or possible. This is true regardless of whether the person is a victim, an onlooker or a member of emergency or other service personnel, including a minister.  They may experience short term and sometimes long term reactions. Some people will develop Post Traumatic Stress Disorder (PTSD) and may not present for months or years with symptoms. Estimates for those who will develop PTSD vary but some sources suggest it is up to 30% of those who experience a catastrophic incident. Experiencing a major event such as major accident, war, terrorist incident, rape or witnessing a violent death can result in PTSD. The recent National Institute for Health & Clinical Excellence [NICE] information for the public
 identifies that repeated and intrusive memories of the event, often called “flashbacks.” People may avoid stressful situations to cope with this. Shame, insomnia, guilt and depression can all be things which people with PTSD experience.

23. People in such circumstances – whether short term shock or longer term grief or PTSD - are often extremely vulnerable, and it is important that no additional harm be done to them through commission or omission on the part of the Church. What we do, and how we do it, is important lest we compound existing problems. Those involved in providing support should be given appropriate training and supervision, and this should be approved by emergency planning professionals and NHS professionals expert in these areas.  A strong emphasis on good communication and maintaining professional boundaries – knowing what is outwith one’s realm of competence and how to refer on – is vital to ensure people benefit from, rather than be harmed by, interventions.

24. This means that those involved in responding to incidents need appropriate screening and development. This is not just in terms of screening for work with Children and Vulnerable Adults but also in terms of being people of maturity, having strong personal boundaries, having good emotional and physical resilience, an ability to care for themselves, a good and grounded faith and prayer life, existence of support networks for them and a sense of their own limitations. 

25. Supporting people involved in an incident, whether as a responder or service provider or a victim or onlooker is important
. This needs to be conducted by someone who is trained to a standard recognised by the local Emergency Planning Team as effective. Good and sensitive initial emotional support after an incident can help people understand how they are likely to react, and express their feelings. This can be important for later on. The Churches in many local emergency plans have important roles in providing this kind of service at rest centres and near the scenes of incidents.

26. That said, it is in the nature of civil society that those involved in an incident may not share our faith. It is important that we show sensitivity to diversity and in particular that the church does not impose its beliefs on others. A Major Incident is an opportunity to show our love and exercise a ministry of hospitality and healing. Treating it as an opportunity to evangelise can compound the shock and trauma of those who are already vulnerable.

27. A detailed theological exposition of the presence of the Church in responding to a major incident is outwith the scope of this paper, but such a presence is an important living out of the Gospel and of following the example of Christ’s ministry of being with those in need and in crisis.  It also presents a sign of hope, Moreover, it provides an important testimony to the ongoing work of the Spirit through all aspects of human life, and in an eschatological sense points to the fact that even through disasters we are upheld by God. 

28. Ministers may often be confronted with questions about the nature of evil and the action of God in major incidents. It requires maturity, strength of faith and strong empathy to recognise that these are natural responses to major incidents, and the minister will provide better support by being present to the person rather than seeking to convince people of her or his own theological standpoint. This does not negate or remove the need to think theologically through what has happened, but immediately during response to a major incident is unlikely to be the most appropriate or useful venue for such exploration.

29. Equally, there is a need to ensure that the clergy, religious and laity involved in responding are kept safe. They too can be vulnerable. Their loved ones may be caught up in the incident or missing, communication may be difficult, and the sheer shock of there being an incident, coupled with having to deal with the trauma and pain of others, can deeply affect those who respond. Self care should be an important aspect of both training and ongoing support of those who respond. Good self-care should comprise having, good support, a living church connection, relaxation, an ability to relax, an ability to talk and work through feelings resulting from an incident and an ability to take “time out” from being a responder to deal with any issues which arise.

30. The following information from Camden & Islington Mental Health & Social Care NHS Trust was circulated following the London Bombings in July 2005. It emphasises the importance of understanding how to respond, and how not to respond, after a major incident:

There are three main groups who may need psycho-social care: survivors; those who witness events (such as emergency staff) who may also be 
tandardize, and the families of those who have been injured and/or who have died. It is important to be sensitive to the differences between adults and children’s needs, and the needs of those from minority ethnic communities and diverse faith groups.  

Most people involved have an emotional reaction. Grief following bereavement, injury and distress (or all three together) may be present. People may appear dazed and confused. However, the outward signs vary widely. Some (including children) will appear unaffected at first, only to experience symptoms a few hours, or a long time later. 

The use of Standardized individual or group `de-briefing’ should be avoided as this is likely to be of no benefit, and may do harm. This is in line with NICE guidance.

The use of anti-depressants for adults in this early phase may be helpful if clear symptoms of depression are present, but not otherwise. For children and young people extra caution is needed. If an antidepressant is prescribed, this should be under the supervision of a specialised doctor.

31. Much talk is made of “debriefing” without often defining what debriefing means. In most cases what is meant is an after-incident “post-mortem” or team meeting to share lessons, discuss what happened and resolve feelings. This can help individuals and agencies learn and should be encouraged for teams. Equally, individual supervision sessions for those involved in response after they have finished are often extremely helpful to share reactions and emotions and identify ongoing issues.

32. More formal psychological debriefing is a different issue. Current NICE guidance indicates this should be avoided, especially where it focuses on the incident rather than the person. There are a range of models for this
, but often the process consists of allowing people the opportunity to talk and express their feelings, discuss learning from the incident and response to it, evaluate how to do it better in the future, discuss any other concerns arising from the incident and enable them to deal with it psychologically, rather than ‘bottling up’ feelings and emotions. Dyregrove 
describes the group debrief process as: "a group meeting to review the impressions and reactions that survivors, bereaved or helpers experience during or following critical incidents, accidents or disasters. The meeting aims at reducing unnecessary psychological after-effects."
  It is also often used with individuals. 
33. It is important not to equate the immediate emotional support offered by churches with any kind of formal debriefing – whether a “post-mortem” to identify lessons or detailed psychological debriefing. Emotional support is offered to provide initial support and can be done by people with a sufficient level of training and maturity. Debriefing or any kind of long term or in-depth psychotherapeutic intervention requires proper assessment of the need for it, formal qualifications and training of much greater length and duration than for emotional support, and appropriate clinical supervision. It can also do great harm if offered inappropriately, or by those not suitably qualified or experienced.
34. It is important to note again, as stated above, that in relation to current best practice guidance from the National Institute for Clinical Excellence
 a single session debriefing which focuses on the incident (and not the person) is not best practice and should not be offered routinely. Moreover, specific recommendations about Cognitive Behavioural Therapy and other therapies are made.
35. All of this should clearly signal to churches that detailed response to trauma in individuals is something which must be left to appropriately qualified and specialised staff.  This is something which clergy and most ministers within the Church will rarely have the qualifications and time to deliver effectively. 
36. Moroever, the use of formal debriefing focusing on the incident rather than the person within an ongoing pastoral counselling or spiritual direction situation, or within the focus of the Sacrament of Reconciliation or a retreat programme, should be avoided. It is better for people to be referred on to skilled and specialist services through GPs. Given the specialisms of many in religious congregations in counselling and psychotherapies, the Church could consider whether it is suited to developing into the ministry of responding to Post Traumatic Stress Disorder. But this should only be done in conjunction with the NHS and local emergency planners. For immediate emotional support, churches would do well to plan together.
37. Ensuring people – whether responders or victims/onlookers - have information about identifying trauma and whether they may be experiencing it is important. There are many examples of good websites and guidelines, and some of these are listed in the resources section below. A useful example of a leaflet widely shared among Emergency Planning networks is Coping with a Major Incident which can be found at http://www.barking-dagenham.gov.uk/2-emergency-bulletin/pdf/coping-with-major-incident.pdf. Equally, the Royal College of Psychiatrists leaflet is reproduced in Appendix 1, and this is as well as the Coping With a Major Incident leaflet is often useful for clergy and ministers who have been involved to monitor their own needs. It is not, however, sufficient to “debrief” them by giving them this. Some Churches Groups after major incident exercises have one to one or group meetings to talk through the experience and then have an act of worship afterwards. Some form of interpersonal contact to talk through the experience of working in a major incident should be provided.

38. Some Catholic Churches have established networks of people who provide emotional support for those involved in responding to a major incident. These are people who pray for those from the church who are responders (whether in their church capacity or in their employed capacity from the emergency services) and after an incident offer appropriate support (practical and emotional) to the person, as well as watch for signs of trauma. This does not replace more formal support, but provides a network of support to identify early intervention and where referral for more formal support may be needed.

39. From all this it can be seen that it is important for local Ordinaries to nominate someone who is mature, skilled and able to work well with the existing Emergency Planning system. The Church can be a major asset to local Emergency Planners. It can also be an obstacle if its work is badly thought through or badly delivered. 

Appendix 1: Royal College of Psychiatrists Leaflet Coping with Trauma

This leaflet is reproduced by kind permission of the Royal College of Psychiatrists. It can also be found on their website at http://www.rcpsych.ac.uk/info/trauma.asp along with a range of other valuable resources on trauma. Leaflets can also be ordered from 


Leaflets Department
The Royal College of Psychiatrists
17 Belgrave Square
London SW1X 8PG
leaflets@rcpsych.ac.uk.
Coping with Trauma

Introduction

A sudden illness, an accident or an assault - these are all traumatic experiences which can upset and distress us. They arouse powerful and disturbing feelings in us,which usually settle in time without any professional help. 

This leaflet may be useful if: 

· you have been through a traumatic experience and want to understand more about how you are feeling. 

· you know someone who has been through a traumatic experience, and want to get a better idea of how they might be feeling. 

It describes the kind of feelings that people have after a trauma, what to expect as time goes on, and mentions some ways of coping and coming to terms with what has happened.

What happens immediately after a trauma?

Shock - you feel: 

· stunned or dazed or numb 

· cut off from your feelings, or from what is going on around you. 

Denial - you can't accept that it has happened - so you behave as though it hasn't. Other people may think that you are being strong, or that you don't care about what has happened.

Over several hours or days, the feelings of shock gradually fade and other thoughts and feelings take their place. 

What happens next? 

People react differently and take different amounts of time to come to terms with what has happened. Even so, you may be surprised by the strength of your feelings - you may feel: 

Frightened …. that the same thing will happen again, or that you might lose control of your feelings and break down.

Helpless …. that something really bad happened and you could do nothing about it. You feel helpless, vulnerable and overwhelmed. 

Angry …. about what has happened and with whoever was responsible. 

Guilty ….. that you have survived when others have suffered or died. You may feel that you could have done something to prevent it.

Sad …. particularly if people were injured or killed, especially someone you knew. 

Ashamed or embarrassed …. that you have these strong feelings you can't control, especially if you need others to support you.

Relieved …. that the danger is over and that the danger has gone. 

Hopeful …. that your life will return to normal. People can start to feel more positive about things quite soon after a trauma.

What else might I notice?

Strong feelings affect your physical health. In the weeks after a trauma, you may notice: 

· sleeplessness 

· tiredness 

· dreams and nightmares 

· poor concentration 

· memory problems 

· difficulty thinking clearly 

· headaches 

· changes in appetite 

· changes in sex-drive or libido 

· aches and pains 

· heart beating faster 

What should I do?

Give yourself time
It takes time - weeks or months - to accept what has happened and to learn to live with it. You may need to grieve for what (or who) you have lost. 

Find out what happened
It is better to face the reality of what happened rather than wondering about what might have happened. 

Be involved with other survivors
If you go to funerals or memorial services, this may help you to come to terms with what has happened. It can help to spend time with others who have been through the same experience as you.

Ask for support
It can be a relief to talk about what happened. You may need to ask your friends and family for the time to do this - at first they will probably not know what to say or do. 

Take some time for yourself
At times you may want to be alone or just with those close to you.

Talk it over
Bit by bit, let yourself think about the trauma and talk about it with others. Don't worry if you cry when you talk, it's natural and usually helpful. Take things at a pace that you feel comfortable with. 

Get into a routine
Even if you don't feel much like eating, try to have regular meals and to eat a balanced diet. Taking some exercise can help - but start gently. 

Do some "normal" things with other people
Sometimes you will want to be with other people, but not to talk about what has happened. This can also be part of the healing process. 

Take care
After a trauma, people are more likely to have accidents. Be careful around the home and when you are driving.

What should I NOT do?

Don't bottle up your feelings
Strong feelings are natural. Don't feel embarrassed about them. Bottling them up can make you feel worse and can damage your health. Let yourself talk about what has happened and how you feel, and don't worry if you cry.

Don't take on too much
Being active can take your mind off what has happened, but you need time to think to go over what happened so you can come to terms with it. Take some time to get back to your old routine.

Don't drink or use drugs
Alcohol or drugs can blot out painful memories for a while, but they will stop you from coming to terms with what has happened. They can also cause depression and other health problems.

Don't make any major life changes
Try to put off any big decisions. Your judgement may not be at its best and you may make choices you later regret. Take advice from people you trust.

When should I get professional help?

Family and friends will probably be able to see you through this difficult time. However, you may need to see a professional if your feelings are too much for you, or go on for too long. You should probably ask your GP for help if: 

· you have no one to share your feelings with 

· you can't handle your feelings and feel overwhelmed by sadness, anxiety, or 

· nervousness 

· you feel that you are not returning to normal after six weeks 

· you have nightmares and cannot sleep 

· you are getting on badly with those close to you 

· you stay away from other people more and more 

· your work is suffering 

· those around you suggest you seek help 

· you have accidents 

· you are drinking or smoking too much, or using drugs to cope with your feelings. 

What professional help is available?

Your GP might suggest that you talk with someone who specialises in helping people cope with traumas. They will usually use a talking treatment, such as counselling or psychotherapy. For example, a talking treatment called cognitive-behavioural therapy has been shown to be helpful. 

You may find that there is a support group for people who have been through a similar trauma to yourself. It can be helpful to hear that others have had similar feelings and experiences.

Can my doctor prescribe any medication to help me cope?

Medication can sometimes be helpful following a trauma, but it is still important to see your doctor regularly to check how you are doing. 

Tranquillisers
There are drugs that can help to reduce the anxiety that can follow a trauma. They can also help you to get off to sleep. They are often called "tranquillisers". Common ones include diazepam (Valium), lorazepam (Ativan) and temazepam. 

In the short term tranquillisers can help you to feel less anxious and to sleep. However, if they are used for longer than a couple of weeks: 

· Your body gets used to their effect and they stop working 

· You have to take more and more to get the same effect 

· You may get addicted to them 

Antidepressants
You can become ill with depression following a trauma. Depression is different form normal sadness - it is worse, it affects your physical health and it goes on for longer. Depression can be treated with either antidepressant medication, or with talking treatments such as counselling or psychotherapy. 

Useful web links

UK Trauma Group has links to a selection of materials which helpful information for the general public and for health professionals about Post Traumatic Stress Reactions. www.uktrauma.org.uk
David Baldwin's Trauma Pages website: up-to-date comprehensive information about trauma including leading articles
www.trauma-pages.com
Appendix 2: Resources and Further Information

General Information

Aberdeen Centre for Trauma Research http://www.gpct.org.uk/actr/ 

UK Resilience http://www.ukresilience.info/home.htm
National Steering Committee for Warning & Informing the Public http://www.nscwip.info/
The Emergency Planning College http://www.epcollege.gov.uk/
Coping with a Major Incident http://www.barking-dagenham.gov.uk/2-emergency-bulletin/pdf/coping-with-major-incident.pdf 

Preparing for Emergencies http://www.pfe.gov.uk/
Disaster Action http://www.disasteraction.org.uk/default.htm
London Prepared http://www.londonprepared.gov.uk/ 

Local Government Association www.lga.gov.uk 

Links to each local authority can be found on the LGA website, and from their into their emergency plan sections

The Emergency Planning Society http://www.emergplansoc.org.uk/  The Society operates a range of thematic groups, including a human issues group, and published useful materials. Membership grades include Associate, which is open to people with an interest in Emergency Planing.

Centre for Crisis Psychology http://www.ccpdirect.co.uk/ 

UK Trauma Website, including Post Traumatic Stress Disorder http://www.uktrauma.org.uk/index.html 

NICE Post Traumatic Stress Disorder Page

http://www.nice.org.uk/page.aspx?o=248114 

Information and Guidance for Churches

Church of England Diocese of Bath and Wells Major Incident Plan

http://www.bathwells.anglican.org/leadershipdigest/pages/major_incident.php
Surrey Churches Major Incident Plan

http://www.cofeguildford.org.uk/html/major%20incident%20plan%202002.pdf 

Charities Disaster Recovery Network http://www.charitylogistics.org/cdrn/category_index.php?id=6
Can help charities and voluntary groups plan for recovery from disasters and major incidents affecting their business

Contingency Planning and Disaster Recovery Guide

http://www.contingency-planning-disaster-recovery-guide.co.uk/ 

A guide for agencies wanting to recover from major incidents

Luton Borough Council Emergency Plan Website http://www.luton.gov.uk/internet/policing_and_public_safety/accidents_emergencies_and_safety/emergency_planning/Civil%20emergencies%20-%20Trauma%20Support%20Services#
Has a useful explanation of emergency planning issues including a short section on clergy roles.

Swindon Council Major Incident Guide http://www.swindon.gov.uk/major_incident_guide_foi_version.pdf 

Appendix 3: Reading

Church of England (1997)  Guidelines for Faith Communities when Dealing with Disasters Brodie Publishers 1997 £5.00 + £1.44p&p

Emergency Planning Society (1998) Responding to Disaster: the Human Aspects
EPS 1998 £10.00 + £1.33p&p
The above books can be ordered from the Emergency Planning College. For enquiries telephone 01347 825007. 

Those below can be obtained through good libraries (journal articles) or bookshops.
Adshead G., Canterbury R., & Rose S. (1994). Current provision and recommendations for the management of psychosocial morbidity following a disaster in England. Criminal Behaviour and Mental Health, 4, 181-208.

Bisson, J.I., Roberts, N. & Macho, G. (2003). The Cardiff traumatic stress initiative: an evidence-based approach to early psychological intervention following traumatic events. Psychiatric Bulletin, 27, 145-147.

Bonanno, G.A. (2004). Loss, trauma, and human resilience. Have we underestimated the human capacity to thirve after extremely aversive events? American Psychologist, 59, 20-28.

Galea, S., Ahern, J., Resnick, H., Kilpatrick, D., Bucuvalas, M., Gold, J., & Vlahov, D. (2002). Psychological sequelae of the September 11 terrorist attacks in New York City. New England Journal of Medicine, 346, 982-987.

Hobbs, M., & Adshead, G. (1996). Preventive psychological intervention for road crash survivors. In M. Mitchell (Ed.), The aftermath of road accidents: psychological, social and legal perspectives (pp.159-171). London: Routledge.

Mellman T.A., Bustamante V., David D., et al. (2002). Hypnotic medication in the aftermath of trauma. Journal of Clinical Psychiatry, 63, 1183-1184. 

References










































































































� Source: London Emergency Services Liaison Panel. � HYPERLINK "http://www.leslp.gov.uk/major.htm" ��http://www.leslp.gov.uk/major.htm� 
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� Raphael, B and Wilson, J (2000) Psychological Debriefing: Theory, Practice and Evidence. Cambridge : Cambridge University Press.
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