
Editorials

After the Flood

With each passing decade, the num-
ber of people affected by disasters world-
wide is escalating. The reported inci-
dences of floods, storms, earthquakes,
drought, and famine have all increased
and in total occur more often than civil
strife.' Floods accounted for more than a
third of all disasters occurring in the 1970s
although earthquakes caused the most
deaths and financial losses.2 Whatever the
cause, however, the poorest suffer most in
calamities: their houses are less sturdy and
they have fewer resources and less means
of social security.2 Thus, disasters cause
most devastation in developing countries,
where the death rate is three to four times
higher than in developed countries and
survivors are 40 times more likely to be
affected.

Bangladesh, which has a dense pop-
ulation of nearly 120 million, is one of the
world's poorest countries, with a per cap-
ita gross national product of $200. Esti-
mates of infant mortality there are 101/
1000, and life expectancy is 52 years.3
Bangladesh also has the highest rates of
flooding in the world, and floods, together
with typhoons and cyclones, caused
633 000 deaths in that country between
1960 and 1981. As with many so-called
natural disasters, human activity has
played a role in the floods, which are
thought to be associated with deforesta-
tion and consequent erosion in the higher
reaches of the Ganges and Brahmaputra
rivers, and with the absence of an ade-
quate regional plan to cope with the dry
and monsoon seasons in the Ganges
delta.46 Bangladesh thus exemplifies the
problems produced by the interaction of
environmental degradation, poverty, ca-

lamities, and political factors.
Early studies of children affected by

situations of extreme stress such as

floods,7 storms,8 and bush fires9 reported

high levels of psychological symptoms, in-
cluding nightmares, fears, and aggressive
behavior. The use of standardized ques-
tionnaires and interviews now allows
comparable data to be collected, and has
demonstrated high rates of symptoms of
posttraumatic stress disorder after catas-
trophes.10

These psychological responses are
influenced by many factors: the extent of
destruction and loss for individuals and
the community, the meaning of the disas-
ter to the population, and the short- and
long-term consequences for the popula-
tion.1' Children, especially young ones,
are particularly affected by the emotional
reactions of their parents and by separa-
tion from family either during or after the
disaster."I

The long-term results of disasters are
not always immediately apparent: as with
the nuclear accident at Chemobyl in 1986,
the degree of threat may become evident
only gradually. Such results can also be
evidenced in a chain of events of increas-
ing hardship when means of livelihood are
lost, families are displaced, or deaths oc-
cur. The persistence of symptoms after
the 1988 Armenian earthquake was linked
to economic and housing difficulties and
separations. Because their shoddy hous-
ing collapsed in the earthquake and prom-
ises of reconstruction were not fulfilled,12
people became angry with the authorities.
And with the slow pace of rehabilitation,
children were continually confronted with
the rubble of the earthquake and remind-
ers of their devastating experience.

Thus, the short-term psychological
results of a particular disaster merge with
the long-term results of living in adverse
circumstances and impede the process of

Editores Note. See related article by Dur-
kin et al. (p 1549) in this issue.
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recovery. Longitudinal studies suggest
that, although most people recover over
time from a disaster, mental distress may
persist, especially in those who were al-
ready vulnerable or who continue to live
in chronic adversity.13

The magnitude of these chronic dif-
ficulties will depend to some extent on the
degree of social security and other support
that families are able to draw upon. In
developing countries, communities ex-
posed to recurrent disasters like famine
develop strategies of risk management-
for instance, the sharing of risks and ben-
efits at the village level, and the ability to
draw upon patronage relationships for
support.14 Even where such strategies ex-
ist, however, they prove inadequate when
millions are displaced and thousands die.

Most of the literature on the psycho-
logical effects of disaster deals with devel-
oped countries. Thus, the article by Dur-
kin et al.15 in this issue, about the effects of
a flood in Bangladesh on child behavior, is
of particular interest because it deals with
children from a developing country. For-
tunately, the authors were able to take ad-
vantage of a natural experiment and pro-
vide data on the same children both before
and after the disaster.

The sample of 2667 2- to 9-year-old
children on which Durkin et al. relied had
already been identified 6 months before
the flood in an epidemiological study of
neurodevelopmental disability. Five
months after the flood, the investigators
undertook a search for the 64 children
originally identified as having a disability
and selected a random sample of 140 other
children from the remainder. Of those 204
children, 49 from the disabled group and
113 from the random group were reeval-
uated. (Two had died and the rest ofthe 40
children could not be traced.) Seven per-
cent of the children had experienced a
family death; 4% were separated from
their family for more than a day; and half
were exposed to the flood formore than 10
days. In the sample seen at follow-up, lack
of sphincter control, rather than decreas-
ing over time as expected, increased from
16.8% to 40.4%. Sixteen children were re-
ported to be very aggressive, compared
with none before the flood; these 16 chil-
dren also had more behavioral symptoms
on behavioral screening scales.

More extensive study would be
needed to determine whether the kinds of
posttraumatic reactions descnibed by oth-
ers (e.g., flashbacks of the event) were
present in this population. Even without
this knowledge, however, the paper by
Durkin et al.5 raises the issue ofproviding

psychological help to developing country
communities exposed to disaster.16 Men-
tal health professionals throughout the
world are deploying "disaster teams" that
can respond at short notice with the aim of
reducing immediate distress and prevent-
ing long-term difficulties. Simple methods
of group work and counseling have been
shown to improve symptoms of posttrau-
matic stress in treated children compared
with control subjects.'7

An impressive example of the help
provided to disaster victims followed the
Armenian earthquake in 1988. Between
25 000 and 100 000 people died, and
530 000 were left homeless out of a total
population of 3.5 million. The Armenian
Relief Society of the Western United
States mobilized a team of European and
North American volunteer mental health
workers, manyofwhom spoke Armenian.
TogetherwithArmenian colleagues, these
volunteers worked in relays to provide
first aid to 10 000 people over a period of
2 years. Briefpsychotherapywas given to
those who needed extra help. A special
clinic was built in each of the two main
towns where the affected population was
concentrated.'2 High rates of chronic
posttraumatic stress reactions were found
in children, who were helped through
classroom discussions as well as through
group work, play therapy, therapeutic
booklets, and individual counselingwhere
needed.'8

The World Health Organization2 em-
phasizes the need for similar programs of
psychosocial help in disaster-prone coun-
tries. However, one must ask how realis-
tic this recommendation is for a poor,
crowded country like Bangladesh, where
hundreds of thousands of people are af-
fected by recurrent disasters. In all, Bang-
ladesh has only nine small psychiatric
units within medical college hospitals, two
mental health units in militaxy hospitals
and one in the university hospital, one
small mental health hospital, and 30 prac-
ticing psychiatrists.'9 With a population
that is more than 90% rural, few people
would find access to these limited urban
mental health services. Given this situa-
tion, then, is not investment in disaster
prevention the most urgent priority?
When resources are limited, poorvillagers
might prefer relief money to be used for
income-generating projects that would in-
crease their resources to withstand disas-
ter and buffer misfortune.20

Before investing in a disaster re-
sponse program, a traditional society
might find some other steps to be more
helpful. The coping strategies and support

systems that are already available need to
be explored in consultation with the vil-
lage population. This exploration might in-
clude the role of traditional healers, the
ways inwhich the community and families
are able to reestablish themselves when
floods subside, and what kinds of help the
communities feel they need. Mentally dis-
tressed village people generally have re-
course to traditional healers, priests, and
astrologers, and they might not look to
Western-style psychiatry for help in any
case.20 As has been noted,

many potential users do not come to a
facility which is openly labelled as a
mental health service, since they do not
see themselves as people needing spe-
cialized help but consider themselves
only as victims of extreme adversity.2

More practical than special mental
health programs would be approaches
aimed at helping affected populations
through welfare and primary care. A pri-
ority should be a family tracing program
for unaccompanied children and adequate
protection for those children whose fam-
ilies cannot be found.21 Efforts could be
made to raise awareness both of how di-
sasters affect children and of how such
children can be helped. These measures
could be integrated into general programs
aimed at promoting child development.

Additionally, advantage could be
taken of local experience from women's
associations, community development
schemes, village family welfare workers,
and teachers. School-based programs
aimed at helping children affected by war
have proved feasible in other developing
countries such as Mozambique.22 Other
programs have trained community activ-
ists to provide support to families affected
by war.23 Local training materials, book-
lets, and radio programs about the effects
ofdisaster on children andways ofhelping
them could support the programs and in-
form administrators. While the level ofex-
pertise would be nowhere near that sup-
plied by the teams that worked in
Armenia, such an approach could reach
large numbers of people and, if it proved
useful, be gradually extended.

This model of support not only re-
duces the need for scarce professionals but
has an important developmental perspec-
tive as well. It could be sustained largely
through local resources and could contrib-
ute to the growth of mental health services
that are sensitive to local needs. O

Naomi Richman
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The Bell Tolls for a School of Public Health-and for Thee?
The School of Public Health of the

University of California in Los Angeles is
under threat of dissolution. It is one of the
leading schools in the United States, not
only large but also distinguished. The study
of medical care here and abroad, the pio-
neering of packaged programs for health
research, the demonstration of the ill ef-
fects of ozone, the clarification of numer-
ous methodological problems that beset
epidemiology, and, in the immediate pres-
ent, the elucidation of the biological re-
sponses and social transmission of human
immunodeficiency virus (HV), as well as
assistance rendered in the control of HIV
through sentinel surveillance in several
Southeast Asian countries, are a few of the
school's many contributions to research
and scholarship. To these must be added
its production of public health profession-
als and scholars who grace public health
departments, schools, hospitals, and other
institutions throughout the country and the
developingworld. This is not a place strug-
gling to survive in any academic sense.

The broad array of achievements and
performance noted above is typical ofgood
schools in the United States. Itfollows then

that the threatened dissolution is a message
for all of us in public health. Regardless of
standing and academic productivity, no
school can be considered invulnerable.
And because graduate education is an es-
sential proponwhichmodem public health
must and does rest, in the longview public
health itself becomes vulnerable.

Impelled by the economic and social
change of industrialization in England in
particular, the public health movement
grew in momentum from the beginning of
the 19th centuly. This growth can be cred-
ited to the energy and efforts of socially
conscious individuals. Forthe first 50years
at least, allwere essentially amateurs. Over
the next centuly, professional education in
the field took shape. In this phase, public
health in England was dominated by phy-
sicians, and their public health education
was a special but minor addition to their
training in the form ofmedical school stud-
ies and diploma courses.

In the United States, by contrast,
public health has generally been more
open to recruits from a variety of back-
grounds. Here, a little more than 75 years
ago, the initiative ofthe Rockefeller Foun-

dation led to the founding of The Johns
Hopkins School of Hygiene and Public
Health, the first graduate institution for
public health to be independent of other
schools or departments. Just as the med-
ical school at Johns Hopkins was the har-
binger and model of modern medical ed-
ucation, so was the new public health
school to be for public health. On this
foundation, the basic disciplines of public
health could evolve and grow to an inten-
sity sufficient to match the rapid and com-
plex changes of the modern world. Other
schools followed suit and made their own
particular contributions.

Before public health education
achieved independence, it languished and
often wilted. In the medical school, in the
shadow of a philosophy committed to the
care of sick individuals, a contrasting phi-
losophy of resolutely public commitment
to the prevention of disease in populations
seldom flourished. Thus, schools ofpublic
health liberated public health to pursue its
proper goal.

A second major public health inno-
vation cradled in the United States, the
multidisciplinary effort to prevent disease,
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