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Preface 
There is no clear scientific basis for exactly how crisis support for exposed individuals or for 

operational personnel should be designed. However, there is some empirical grounds for how crisis 

support may be designed in general, and some recommendations also for crisis support for 

operational personnel. The design of crisis support should be in accordance with what is 

internationally perceived as evidence-based, evidence-informed or what has emerged from proven 

experience. The following description is therefore based on international literature, guidelines, and 

consensus reports.  

The path to today's view of crisis support for exposed individuals and operational personnel has been 

somewhat winding, and previous interventions that were widely disseminated turned out not to be 

able to reduce mental dysfunctions after serious events. Instead, the type of intervention that would 

apply to all those affected, proved to be harmful in some cases and is no longer recommended. 

Through research, however, new knowledge has been developed over the past decades. Anyone 

planning interventions with affected individuals in the acute phase or later, should thus ensure that 

the interventions are based on empirical foundations and are evidence-based, or that the 

interventions are considered by consensus to have positive effects (Forbes et al., 2010). This 

compilation describes the basics in the field of psychotraumatology and the support measures that 

may be taken in the acute phase after potentially traumatic events for those directly affected and for 

staff in operational organizations. 

This publication is primarily aimed at those who in their profession, or through voluntary activities 

may encounter potentially traumatic events and have the task of supporting people affected by such 

settings. Affected individuals may consist of people from the general population, and/or staff who 

work in organizations where various forms of stress are included in the work environment. The target 

group is thus primarily crisis support personnel in health care and municipalities as well as leaders 

and crisis support personnel in operational organizations, such as the Police, the Armed Forces, the 

Rescue Services, Customs, Maritime administrations, Coast Guards and in emergency medical care, 

among others. Other organizations and employers whose staff may be exposed to various forms of 

potentially traumatic stressors may also benefit from this publication, such as round-the-clock open 

service facilities or organizations, community facilities whose staff serve abroad in different conflict 

areas, or voluntary rescue services (first responders). 

Minor revision is made April 2024. 

Per-Olof Michel 
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1. Basic psychotraumatology  

Definitions 

Definitions of the area may vary in some parts, depending on who claims to be able to make them. 

The following definitions therefore may constitute some form of compromise which may form the 

basis of this publication. 

Accident  

Sudden and unintentional event that may lead to damage to life, health, environment, or property. 

Serious event  

An event that is so extensive or serious that available resources must be organised, managed, and 

used in a particular way.  

Disaster  

A serious event in which available resources are insufficient in relation to the urgent needs, and 

where the load is so high that, despite adequate measures, normal quality requirements may no 

longer be maintained.    

Potentially traumatic event or crisis  

An unexpected event, out of the ordinary that threatens basic functions and values or that may have 

major consequences on an individual's health and freedom and in which the individual's own 

resources to deal with the same, momentarily may be insufficient. 

Crisis support  

All practical, psychological, and social support that different societal bodies convey in connection 

with potentially traumatic events. 

Operational organizations 

This refers to organizations that are often described as high-risk organizations, in which employees 

are exposed to occupational stress (e.g., operational stress). Specifically, such organizations may be 

the military, or civilian societal organizations such as the police, firefighters, ambulance personnel, 

other emergency response organizations, or voluntary sea/mountain rescue services (first 

responders). 

Operational personnel 

Specially trained personnel serving in operational organizations mentioned above and who share the 

fact that they almost daily must manage different forms of stress. This might be trauma, 

bereavement, ethical or chronic (including intermittent) stress. 

Potentially traumatic events 

In the field of psychotraumatology, the consequences of potentially traumatic events are studied, as 

well as how support may be performed in the acute phase, how follow-up and assessment should be 

incorporated, as well as what treatment that should be used. There are diverse types of events that 

may be termed as potentially traumatic. Below is a description of various forms of such events. 

Accidents 

Accidents may range from less serious traffic accidents to severe bus or train crashes and other 

accidents. Aircraft accidents usually lead to many deaths, with relatives becoming the ones most in 

need of support. 

Natural disasters  
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There is a tendency for natural disasters to increase in the world. These include floods, tsunamis, 

earthquakes, volcanic eruptions, hurricanes, and severe fires. Many people remember the tsunami in 

Southeast Asia at Christmas 2004 when about 230,000 people lost their lives. 

Technological disasters 

In connection with the tsunami in Japan in 2011, about 19,000 people died. This, of course, attracted 

attention throughout the world. However, the western media quickly shifted their attention to the 

nuclear power plants in Fukushima, where the tsunami knocked out the electricity supply. This led to 

the cooling of those nuclear plants was put out of order, which in turn led to meltdowns in a some of 

the reactors. The result was that radioactive caesium leaked into the atmosphere. This is an example 

of a technological disaster in which, as in gas accidents, people cannot physically identify the danger. 

This, in turn, may lead to the fact that far more people in this type of disasters, compared to natural 

disasters, will seek help for non-specific symptoms because they believe they have been exposed. 

Other examples of a technological disaster are the house collapse in Bangladesh in 2013, when more 

than 600 people perished, and the explosion in the port of Beirut in 2020, resulting in thousands of 

wounded and more than 200 deaths. 

Acts of terrorism, war, and refugees  

The examples of this type of events are unfortunately many and they are often described as man-

made disasters. This means that it is about deliberately conducted actions by people, often directed 

at other humans with different purposes, and which are judged to lead to more serious psychological 

consequences than accidents and natural disasters. Wars often lead to large flows of refugees, which 

often also means exposure to additional stressors. This may be about potentially traumatic 

vulnerability during the flight itself, and the changes that it leads to when trying to find your way in a 

completely new country with a different culture and under completely different life circumstances. 

Interpersonal violence  

The consequences of interpersonal violence (violence from one person directed at other individuals) 

in cases such as rape, beatings or abuse during childhood are shown to be more serious than what 

results from accidents or natural disasters. Thus, adverse childhood experiences (ACE) may result in 

serious health problems in adulthood, in the form of psychiatric conditions such as depression or 

alcohol/drug addiction. In addition, a link to physical diseases, not least cardiovascular disease, is also 

seen (Felitti et al., 1998). In addition, pronounced exposure to ACE has been linked to 20 years 

shorter life expectancy. 

Work-related stress in operational organizations 

Specific to various forms of operational personnel, such as police, military personnel, emergency 

services or paramedics, is that they are trained and prepared in advance for potentially traumatic 

events. The background is that traumatic and chronic stress constitute a clear element in their work 

environment. For this reason, part of this publication is devoted to describing crucial factors 

regarding stress in operational organizations.  

Consequences of potentially traumatic events  

About 70 percent of a population will be exposed to potentially traumatic events during their lifetime 

(Kessler et al., 1995; 2017). In contrast, only 5-30 percent (on average around 10%) are at risk of 

more serious psychiatric conditions such as depression, post-traumatic stress disorder (PTSD), 

anxiety disorder, addiction disorder or other psychiatric conditions following potentially traumatic 

events. However, if you only study specific groups, such as individuals who have lost a loved one in 

traumatic circumstances or those who have been exposed to sexual violence, up to 50–60 percent 
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may have long-term problems. The incidence of PTSD in a population at a given moment is stated to 

be about 1–5 percent. For society, it may thus be a matter of relatively large costs in the form of 

suffering and sick leave. In the context of normal deaths, most people (50–60 percent) generally 

recover well. About 10–20 percent experience traditional grief symptoms but also recover over time. 

However, a smaller group, 10–15 percent (Mancini et al., 2011) may develop persistent complex grief 

reactions. 

Recovery 

Previously, the focus after potentially traumatic events was primarily focused on the risk of disease 

development. Today we know that, in most cases, those exposed to potentially traumatic events will 

recover with or without assistance. Potentially traumatic events take place, like everything else in our 

lives, in a societal, organizational, and cultural context. The latter may also be described as the 

influence of social interaction in each cultural context. The primary factors that affect the ability to 

recover are what the individual carries with her/him genetically, as well as from the growing up 

environment, which may be expressed in risk indicators and resilience. Another key factor is the 

event itself and the context in which it takes place. Examples of such contextual factors are primarily 

the nature and severity of the event, especially if there was a threat to life. Another crucial factor is 

also about the losses that the event may cause. Whether and how community or organization 

support is designed may also affect recovery. Figure 1 summarizes factors affecting recovery after 

potentially traumatic events.   

Figure 1. Factors affecting recovery 

 

Risk indicators 

Principal factors for recovery over time, according to Figure 1, are thus the relationship between the 

individual's vulnerability in the form of risk indicators, or their resilience and the nature of the event. 

The design of any support may also help to increase the chance of recovery. Individual factors that 

may impede recovery and indicate increased risk of later post-traumatic problems may be divided 

into those that affect before, during, or after a potentially traumatic event (Brewin 2000; Ozer et al., 

2003). Factors before the event include vulnerability due to previous exposure, for example adverse 

childhood experiences (Felitti et al., 1998). Other risk indicators before exposure may include 

ongoing parallel life stress, lower socioeconomic status, personality traits of introversion, emotional 

instability, passivity and dependency on others, lower aptitude/talent, and education, or being a 

child. In large epidemiological studies, women have suffered from PTSD to a greater extent after 
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potentially traumatic events, but if the trauma is clearly pronounced, one does not see such a 

difference between the sexes. In addition, it has been shown that women are more affected by 

sexual violence, which to a greater extent may lead to mental illness and which partly may explain 

noted gender differences in the incidence of PTSD. If, during the event itself, a victim experienced 

that her or his life was threatened or has pronounced reactions, this may indicate an increased risk of 

developing post-traumatic stress reactions. Dissociation (described in more detail later under 

"Consequences of stress") associated with the event, especially residual one, is linked to increased 

risk of PTSD over time. One of the most important risk indicators has been shown to be if the 

exposed individual does not have access to well-functioning social support after potentially traumatic 

events. In addition to these parts, in connection with the follow-up of affected individuals, it has 

been found that even continuous negative interpretations of the event, rumination and feelings of 

shame and guilt may also contribute to increased vulnerability (Bryant, 2014; Watson et al., 2014). In 

a study on traffic victims taken into care in emergency rooms, a couple of markers emerged that 

affected the risk of the exposed individual being diagnosed with PTSD 12 months after the accident 

compared to those who did not have PTSD at the time (Schultebraucks et al., 2021). These possible 

markers were lower levels of thyroid stimulating hormone (TSH); that the accident occurred late at 

night; lower levels of cortisol; the experience that life was threatened at the time of the accident and 

that the exposed individual had experienced more previous traumatic events. 

Event related factors 

Factors in the event itself that may affect the outcome are thus the context in which the event 

occurs. Such factors may include societal and cultural background, and, in the case of operational 

personnel, it may depend on the organization of which one is part. Other contextual elements are 

the type of event the affected are exposed to and the severity, impact possibilities and whether you 

know what is happening or how long the event lasts in time. Additional factors are what one is at risk 

of losing, or in fact has already lost in connection with the event. Such losses are described through 

the concept of Conservation of Resources (Hobfoll, 1989). Based on this theory, stress is created in 

humans when they lose different resources or when, after a potentially traumatic event, they find it 

difficult to recreate important basic life values that may also be described as different forms of 

resources. Such resources may be internal/individual, such as loss of self-esteem, status or mastery, 

the latter a collective term for the experience of control and trust in one's own ability to cope with 

the problems one has fallen into. Alternatively, it may be about external resources - social or 

material: loss of important close relatives, work, or objects such as homes and possessions or other 

important economic values. 

Coping affects recovery 

In addition to other individual differences between individuals affected by serious events regarding 

risk factors, there are some examples of mastery strategies for managing the experiences that have 

been shown to be able to limit resilience (Nash et al., 2015; Briere et al., 2006; Gupta et al., 2011). 

One example is exaggerated and negative rumination over the incident, such as a man who lost his 

wife in an accident and who for a long time afterwards focuses only on how difficult his life has 

become, which becomes the only thing he talks to others about. In this way, he risks wearing out his 

social network or resorting to other inappropriate mastery, such as, for example, alcohol. In terms of 

emotion regulation (see later in the text), the man in the example has difficulty changing focus and 

thus being able to distract himself, and problems with bringing about some kind of cognitive change 

in the way he emotionally manages the event. The latter not infrequently leads to the fact that the 
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individual in our example may find it difficult to change the meaning of what occurred to be able to 

move on with his life. Another example that may limit recovery is to avoid clearly and constantly 

thinking about or talking about the event. This does not lead to any change in approach to the event 

and may be an example of a variant of emotion regulation described as suppression, which is not 

usually successful. It may also lead to affected individuals having only limited access to social 

support.   

Resilience and stress resistance  

Thus, some may suffer from chronic problems after traumatic events, while a substantial proportion 

instead show stress resistance and resilience, which in the past may not have been given enough 

attention (Bonanno, 2004). Stress resistance means that affected individuals may maintain balance 

during and after an event. Resilience is seen in individuals who may relatively quickly regain balance 

after a temporary failure associated with a potentially traumatic event. The concept of resilience is 

not easy to define but Southwick et al., (2014; 2018) have tried from biological, psychological, and 

social-cultural perspectives. It is believed that resilience may look different for different individuals 

and is also dependent on the current situation and cultural aspects. Resilience may be described in 

diverse ways: as a stable process that is distinguished by maintaining health; a conscious effort to 

continue living insightfully and positively because of the experiences provided by the event; the 

ability of a dynamic system to adapt or as a process of using resources that strengthen or maintain 

well-being. Resilience may thus be personality factors that are linked to inheritance and upbringing in 

combination with other environmental factors such as economic or social resources. Examples of 

individual resilience may consist of more outgoing personality, perceived control, good self-

evaluation, independence, self-confidence, being flexible in your emotional expressions (cf. negative 

rumination or avoidance), optimistic basic attitude, altruism, meeting your spiritual needs, often 

intentionally focusing on the present moment (mindfulness), and having a good physical status. 

Examples of external factors that may help strengthen resilience are related to 

society/culture/context and access to resources. One of the most important such resources is social 

support from the environment and in operational organizations, good leadership, good cohesion, 

adequate preparation, and training become principal factors (Bonanno et al., 2011; Southwick et al., 

2005, 2018). On the other hand, it seems that resilience is not so clearly prominent after severe 

interpersonal traumas such as rapes (Steenkamp et al., 2012; 2013) or after chronic traumatic loads 

during childhood (Bonanno et al., 2013).  

Personal positive change - Posttraumatic growth 

Some individuals, after exposure to potentially traumatic events, may describe experiences of 

positive personal or psychological changes, such as having gained a different outlook on life or that 

other things have become more important in their lives (Tedeschi et al., 1996). This has been 

referred to as Post-traumatic Growth (PTG). However, it has been found that PTG is not infrequently 

described by individuals who also exhibit various post-traumatic stress reactions. This has led to the 

assessment that PTG may encompass both a possible illusory aspect, in addition to also a 

constructive self-overcoming part, both as part of trying to deal with the current post-traumatic 

reactions (Zoellner et al., 2006). It has also been shown that PTG, may both precede PTSD symptoms 

as well as be a consequence of the same (Blix et al., 2016). 
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Neurobiological and neurophysiological aspects 

Stress 

There are many well-founded definitions of stress. Peters et al., (2017) describe stress based on more 

neuroscientific studies. They found that the essence of stress is uncertainty. The brain constantly 

evaluates all the stimuli to which an individual is exposed. In every situation where a new stimulus is 

identified, the brain has a certain expectation of the outcome, i.e., of what will happen, based on, 

among other things, recognition, and previous experiences. If the brain does not recognize the 

stimulus in question because it contains components that are unknown, unpredictable, non-

controllable or if a stimulus is perceived as a threat, it may lead the brain to fear that the outcome 

will be different from the expected, or a negative surprise. This gap between expectation and 

something that is feared leads to uncertainty. This uncertainty may lead to an energy deficiency in 

the brain, both in terms of the brain's most important fuel, glucose (sugar), and to a load in the 

brain's various hormonal systems. This, in turn, leads to activation of the stress system, which is 

described in more detail below. Depending on how pronounced the uncertainty is, different degrees 

of stress may occur. A reasonable degree of activation, good stress, may contribute to the 

achievement of the individual's goals, for example, an athlete who wants to perform at the top level 

in a competition. If the uncertainty and stress are greater, it may be described as tolerable stress, 

which over time requires habituation (adaptation) in the individual. However, if the uncertainty and 

stress are more pronounced, it may be described as toxic and thus lead to physical or mental 

suffering over time. See figure 2. 

Figure 2. The essence of stress is uncertainty.  

 

(Free after Peters et al., 2017) 

Individual differences 

Individual differences in how pronounced the uncertainty described above may be, may be related, 

among other things, to the ability to subjective cognitive assessment (Harvey et al., 2010). When the 

individual finds himself in a serious situation, she or he will first make a primary assessment that is 

about clarifying the requirements and challenges of the situation. A subsequent secondary 

assessment considers the adequacy of own resources. It may be about the individual's knowledge, 
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skills and access to adequate equipment or other things. In cases where the resources to deal with 

the current situation are deemed insufficient, and if the individual also feels she or he is being 

evaluated by other people, it may thus be perceived as a threat. The result may be a pronounced 

stress response with elevated cortisol levels. This in turn, may lead to negative influences on 

cognitive functions regarding memory, attention and decision making. If on the other hand, the 

resources are judged to be sufficient, and that the individual feels able to meet the demands of the 

situation and master the same, it is related to the event being seen more as a challenge, which in 

turn is linked to good health. It has also been shown in this context that individuals with a more 

optimistic attitude make greater use of more active mastery and less avoidance, more acceptance 

and less denial, and more humour. All this may lead to lower risk of fatigue syndrome (Gustafsson et 

al., 2012). 

Central nervous system (CNS) 

First, it should be mentioned that what happens in the human brain is still largely unexplored even 

though knowledge is increasing over time. This also means that the descriptions below in parts may 

be seen as relative simplifications of more complicated processes. Having said that, it may still be 

valuable to create picture of the neurobiological basis regarding the central networks and 

neurophysiological processes that may be relevant in connection with different degrees of impact on 

these systems, for example because of stress. 

What distinguishes man from most other mammals is, among other things, the development of the 

frontal lobe of the CNS. The cerebral cortex of the frontal lobe is activated in connection with our 

thinking, reflecting, and making judgments and values in our daily lives. Another of the functions of 

the frontal lobe is, among other things, to modulate, via different neuronal networks, the activity of 

our emotional systems, of which the amygdala (Latin for almond nucleus) is an example, see Figure 

3. The portion of the frontal lobe that is part of such a network is often referred to in the literature as 

the medial prefrontal cortex (mPFC). The amygdala is a small area located in both side lobes of the 

brain (temporal lobes). If the uncertainty regarding a stimulus is large, as described above (Fig.2), it 

leads to an activation of the Anterior cingulate cortex (ACC). This is the anterior area of one of the 

brain's all windings, called the gyrus cinguli. ACC in turn, activates the amygdala, see Figure 3. In 

addition, the amygdala participates in identifying threats in the context of emotional reactions, such 

as fear and horror, as well as in the storage of traumatic memories. That is why it is therefore 

sometimes referred to as a "threat centre". Something that is also evident in the context of 

activation of the amygdala is that the cognitive functions of the individual are impaired (exemplified 

by the red arrow in Figure 3 that is directed towards OFC). For example, this may lead to it becoming 

more difficult to make well-thought-out decisions (Arnsten et al., 2021). The hippocampus, located 

near the amygdala, is important for storing memories regarding time and facts. Thus, if our minds 

note something out of the ordinary or something frightening, the amygdala will be activated which in 

turn starts the defence cascade (often mentioned as the flight or fight reaction). Then the 

hypothalamus and pituitary gland are also engaged to activate the HPA axis (cortisol system) as well 

as other modulating systems, which are described in the next section. In individuals who have 

developed PTSD, an overactivation of the amygdala and/or a decreased ability in terms of mPFC 

depressant effect in relation to the amygdala has been noted (Rauch et al., 2006; Heim et al., 2016). 

It may help explain the symptom picture of this condition with the accumulation of traumatic 

memories, intrusive symptoms, and residual alarm conditions as a result. 
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Figure 3. Right hemisphere of the brain with frontal lobe, amygdala and other areas involved in the 

stress response.  

 

Activation in the CNS in case of threat or danger  

When we perceive the world around us with our senses, for example with vision, the signals go via 

our sensory organs to the thalamus where they are usually switched to the sensory cortex and 

frontal lobe (ACC and mPFC) for evaluation and reflection. The signals also reach the amygdala to 

determine if some kind of reaction is adequate (Long loop) (LeDoux, 2000; Nutt, 2000, Heim et al., 

2016). However, the amygdala is constantly involved in scanning the surroundings for threats and 

danger. In the context of uncertainty, ACC in the frontal lobe contributes to the activation of the 

amygdala and, above all, in the context of threat, fear or danger. In the latter cases, the amygdala 

becomes much faster activated via nerve pathways directly from the thalamus (Short loop). In these 

cases, the amygdala starts a stress reaction by activating other important networks that are part of 

the body's stress response. However, as mentioned earlier, mPFC in the frontal lobe helps to 

evaluate and modulate this stress response. See Figure 4. 

Figure 4. Activation of the central nervous system during stress 
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(Free after LeDoux, 2000; Nutt, 2000; Kozlowska et al., 2015) 

Networks activated by the amygdala  

Once the amygdala is activated in the context of the threat of danger, signals also go both via the 

thalamus and the amygdala "upwards" to the sensory cortex and frontal lobe. Thus, somewhat later, 

an awareness of the danger is also initiated. In addition, other networks are activated "down" to start 

the stress response. These networks consist of the hypothalamus which in turn activates the HPA axis 

(cortisol system) and activating sympathetic nerves in the autonomic nervous system as well as 

Periaqueductal Gray (PAG). PAG in turn, activates the attenuating parasympathetic nerves in the 

autonomic nervous system. In addition, the amygdala will to different degrees activate other 

modulating systems as well. These networks that are activated "down" are briefly described in the 

following.  

HPA axis; cortisol system  

The HPA axis refers to the hypothalamic-pituitary-adrenal axis which also is described as the cortisol 

system. Signals go with a hormone (Corticotropin-releasing hormone, CRH) via the hypophyseal porta 

system from the hypothalamus to the pituitary gland, where then another hormone 

(Adrenocorticotropic hormone, ACTH) is released, which then via the bloodstream reaches the 

adrenal cortex where cortisol is released. Cortisol is important for the release of glucose in 

connection with stress, but also has clear degrading effects which is why it is important that there is a 

good balance in this system. This balance is exercised through various feedback systems that are 

there to optimize the amount of cortisol over time. In the left part of Figure 5, it is shown how 

cortisol, through such feedback, attenuates the release of CRH from the hypothalamus and ACTH 

from the pituitary gland. The activity in the HPA axis is otherwise regulated primarily via three other 

areas of the CNS: the amygdala that activates the stress response, the mPFC and the hippocampus 

that instead attenuates the activity in the HPA axis (see right part in Figure 5). The HPA axis is also 

likely to have an important balancing effect in the storage of frightening memories as in PTSD and for 

the extinguishing of such memories. In PTSD, most often the HPA axis does not work in a balanced 

way, which is why the outflow of cortisol may then be impaired. This in turn leads to a lack of 

balancing/damping of the storage of frightening memories. This subfunction of the HPA axis may be 
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a vulnerability factor that some carry with them hereditary or through epigenetic changes because 

of, for example, traumatization in childhood. Via the hypothalamus, the activating sympathetic part 

of the autonomic nervous system that is so important for the flight or fight reaction in the defence 

cascade is also initiated. 

Figure 5. HPA axis - the cortisol system  

 

(-) indicates negative feedback, attenuation; (+) indicates stimulation, activation.  

Periaqueductal Gray (PAG) 

Another network that is activated "downwards" in connection with exposure to stimuli perceived as 

threatening via the amygdala, is an area of the brainstem called Periaqueductal Gray (PAG).  There 

are two parts in PAG, lateral, and ventro-lateral (LPAG, VLPAG), respectively, which have different 

tasks associated with the defence cascade described in more detail in the section on Stress and its 

consequences. The ventro-lateral part of PAG also affects the attenuating part of the autonomic 

nervous system – the parasympathetic nerves, which are activated in connection with the freezing 

and immobility reactions in the defence cascade, more on that below. 

Modulating system 

Thus, in addition to the HPA axis and PAG, there are some more modulating parts of the CNS that 

participate in the stress response: the Locus coeruleus which regulates norepinephrine; The dorsal 

raphe nuclei that release serotonin as well as the Ventral tegmental area consisting of dopamine 

neurons.  

Locus coeruleus; norepinephrine system  

From the Locus coeruleus (LC) found in the upper part of the brainstem, nerve pathways originate 

that supply large parts of the CNS with norepinephrine (NE) after activation from the amygdala.  LC 

and the norepinephrine system contribute to the storage of traumatic memories in the amygdala and 

contribute to the activation of the sympathetic nervous system. This system releases adrenaline and 

norepinephrine peripherally in the adrenal cortex and thus starts the defence cascade or the 

peripheral expression of the flight and fight reaction.  
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Dorsal raphe nuclei; serotonin system  

From this group of nerve cells proceed neurons with primary serotonergic (through serotonin) action 

in the CNS, which also are activated by the amygdala in connection with stress. Serotonin is 

important in the CNS for balancing the activation associated with flight or fight reaction, self-

defence, access to adapted fear and aggression needed for survival. However, a not well functioning 

serotonin system may contribute to increased impulsivity, depressiveness, anxiety/panic, 

aggressiveness and to suicide attempts. It is also shown that antidepressants that increase serotonin 

in the CNS may positively affect conditions such as PTSD.  

Ventral tegmental area; dopamine system  

Dopamine neurons originate in the ventral tegmental area of the brainstem. Dopamine is related to 

desire and reward and contributes to the modulation of the amygdala and to counteract 

inflammation in the CNS. Lower dopamine response has been noted in individuals with PTSD.  

The emergence and regulation of emotions  

Emotions usually arise by paying attention to external stimuli relevant to achieving our goals, for 

example, we may be exposed to danger that leads to the emotion fear, which in turn leads to the 

behaviour of seeking safety. Alternatively, emotions such as anticipation anxiety, may be generated 

internally. After we have thus paid attention to a stimulus, we then value the same. That in turn, may 

lead to cognitive, physiological, or motivational response, which then may lead to some form of 

behaviour (Gross et al., 2007; MacNamara et al., 2016). See Figure 6.  

Figure 6. Emotion regulation  

 

(Free after Gross et al., 2007; MacNamara et al., 2016) 

Our regulation of these emotions may take place in various stages. The first is that sometimes we 

may choose which situations we enter and refrain from certain ones, such as not going to the cinema 

and seeing a horror movie. If you still see this film, you may choose to walk out if it gets too 

unpleasant, which is an example of situational modification, or selection of the stimulus. You may 

also shift your attention away from the discomfort, for example by looking away from unpleasant 

scenes or distracting yourself by shifting the focus to something else or inner thoughts. When it 

comes to the appraisal of stimuli, individuals may regulate emotions through a reappraisal, to 
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possibly reduce its impact. A common way to do that is to change the meaning of the stimuli. For 

example, if you see a film with unpleasant scenes, you may tell yourself that it is just a movie. This 

way of regulating emotions also forms an important part in Cognitive behavioural therapy (CBT). 

Response modulation is another way of trying to deal with the consequences of an emotion. One 

way to do this is through suppression, for example, to try not to behave anxiously in front of others. 

However, this has been shown to be a non-adaptive way of dealing with emotions.   

Individuals may thus regulate their emotions to different degrees, but it may differ greatly between 

people due to inheritance and various aspects of the individual’s childhood and adolescence. 

Through psychotherapy, you could make changes, which may lead to more adapted emotion 

regulation. This may probably also be influenced to some extent through meditation, yoga, physical 

exercise and through other conscious practice and training.  

In addition, operational personnel, such as military personnel, police officers, emergency services 

personnel, and others, may improve their mastery skills through education and training, including 

through more customized cognitive assessments (Harvey et al., 2010) as described earlier. This may 

at best lead to chosen coping strategies becoming more adequate in each situation (Lazarus et al., 

1984).  

Consequences of stress  

As mentioned earlier, stress may be viewed as a reaction which, under normal conditions of our daily 

lives, should be seen as a normal and important reaction that may also improve for instance athletic 

performance in demanding situations. It is a necessary physiological response in the face of new 

challenges and may also positively affect the mental and emotional state of the human being. 

Athletes and different professional groups will therefore also try to balance their stress in certain 

situations when they need to maximize their physical or mental performance. In addition to that, 

humans and most mammals have inherited the defence cascade to increase the possibility of survival 

in threatening situations. However, the problem is when the stress response becomes too dramatic 

and reaches levels that impair function or performance or when it leads to reactions of different 

severity and possible psychiatric conditions. 

Reactions 

Defence cascade  

The defence cascade, often referred to as the flight or fight reaction, human beings share with other 

mammals. Its main task is to increase the chance of survival associated with threat and danger. When 

any stimuli is perceived as a threat of danger, the defence cascade is activated, which constitutes a 

primitive emotional state with coordinated patterns of a motor, sensory, and autonomous response 

(Baldwin, 2013; Kozlowska et al., 2015). This condition may be perceived by some as pronouncedly 

overwhelming and may additionally form the background to possible more severe psychological 

consequences for some individuals. The first part of the defence cascade consists of an activation, 

and if the situation is perceived as a danger, it may lead to a freeze, or a flight or fight reaction. In 

these situations, the central and peripheral stress systems are activated from the amygdala. These 

parts being activated are the hypothalamus, the lateral, respectively ventro-lateral Periaqueductal 

Gray (LPAG, VLPAG), the pituitary gland, and areas of the brainstem (dorsal motor nucleus, DMN; 

ventral medulla and pons). Further, via the spinal cord, various organ systems such as the adrenal 

glands, heart, and vessels, as well as muscles and pain sensors, may also be affected. See Figure 7. In 
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connection with the freezing reaction, the sympathetic nervous system (red), the cortisol system 

(dashed red), and other systems via LPAG are activated. At the same time, however, the inhibitory 

parasympathetic nervous system is also activated via VLPAG (blue). Overall, this leads to a 

simultaneous activation and damping, which distinguishes the freezing reaction. The individual may 

become paralyzed and the pulse in such cases does not go above a hundred beats per minute.  

Figure 7. The Freeze reaction 

 

(After Koslowska et al., 2015) 

When the danger is near, the defence cascade instead consists of a complete activation and in this 

case without any activity in the parasympathetic nerves, leading to the individual turning to flight or 

fight. The pulse goes up over a hundred beats per minute, the vessels are tightened and the muscles 

tense. See Figure 8.  

Figure 8. Flight or fight reaction 
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 (After Koslowska et al., 2015) 

In cases where an individual cannot escape, or if he or she is overwhelmed by the situation, a tonic 

immobility or, in the worst case, a collapse may occur. Here, only the inhibitory systems 

(parasympathetic nerves) in the body are activated with a low heart rate and low blood pressure as a 

result, which may lead to the individual fainting. See Figure 9. 

Figure 9. Tonic/collapsed immobility 

 

 (After Koslowska et al., 2015) 
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Acute Stress Reaction (ASR) 

When the amygdala initiates the neurophysiological flight or fight reaction, cognitive and emotional 

reactions are also activated at the same time, which are part of an Acute Stress Reaction (ASR) 

(World Health Organization, 2022). ASR may be seen as a normal reaction as it usually begins to 

subside when what has caused the reaction has passed or disappeared. The intensity of ASR varies 

between individuals and situations, but usually four different reaction clusters may be identified: 

bodily, emotional, cognitive, and behavioural reactions. The bodily reactions are a result of the stress 

hormones activating the muscles (tension), heart (elevated heart rate) and sweating as well as 

redirecting blood flow from the skin and intestines which may lead to pallor, and uncomfortable 

sensations in the abdomen, respectively. Emotional reactions of various degrees may manifest 

themselves in the form of worry, fear, helplessness, perceived loss of control, anxiety, anger, horror, 

or disgust. Cognitive reactions during this activation may manifest as tunnel vision and decreased 

ability to perceive things or difficulties in dealing with intellectual challenges. The behavioural 

reactions may refer to overactivity, inactivity, or evasion. The organism is thus primarily focused on 

survival which probably is the evolutionary purpose of ASR. 

Dissociation 

Another peritraumatic reaction (reaction that occurs directly in connection with the event) that may 

occur is dissociation, by which is meant that an individual may be cognitively cut off from what is 

happening. It may manifest itself in changes in perception, consciousness, memory, experience of 

presence and may also manifest itself in behaviour. There are two dissociative conditions that may 

become prominent in different degrees: depersonalization as well as derealization (American 

Psychiatric Association, 2022). Depersonalization refers to experiences of unreality, detachment, or 

being an outside observer with respect to one's thoughts, feelings, sensations, body, or actions (e.g., 

perceptual alterations, distorted sense of time, unreal or absent self, emotional and/or physical 

numbing). Derealization is described as experiences of unreality, or detachment with respect to 

surroundings (e.g., individuals or objects are experienced as unreal, dreamlike foggy, lifeless, or 

visually distorted). Someone may also experience dissociative amnesia, which usually means an 

inability to recall important autobiographical information related to the event. Some suggest that 

those exposed to adverse childhood experiences may to a greater extent experience pronounced 

ASR and peritraumatic dissociation (Inslicht et al., 2010). Dissociation is also related to increased risk 

of suffering from more severe post-traumatic stress reactions. 

Psychiatric conditions 

As mentioned, the acute stress reaction normally subsides after a couple of hours but in more 

complicated situations it may last for a few days or a week. In some cases, for example if the 

individual has been exposed to actual or threatened death, severe injury, or sexual violence, ASR 

possibly in combination with dissociative elements, may continue for more than 3 days. If a 

pronounced reaction thus persists from the fourth day, a so-called Acute Stress Disorder (ASD) 

(American Psychiatric Association, 2022) may have developed. ASD includes intrusive symptoms, 

negative mood, dissociative and avoidance symptoms, and symptoms of arousal (alarming) and may 

thus be a precursor to post-traumatic stress disorder (PTSD) (American Psychiatric Association, 2013). 

The criteria that make up PTSD are largely consistent with those included in ASD: intrusion 

symptoms, persistent avoidance of stimuli associated with the traumatic event, negative alterations 

in cognition and mood, marked alterations in arousal and reactivity (e.g., irritable, recklessness, 

hypervigilance, exaggerated startle response, problems with concentration, sleep disturbance). In 
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PTSD the duration of the disturbance is more than one month. In many cases, 50–80%, comorbidities 

with other conditions such as depression, anxiety or substance dependence may also be noted in 

those who have developed PTSD (Korte et al., 2021). 

Common types of trajectories 

Most exposed individuals will exhibit resilience and usually recover relatively well after potentially 

traumatic events (Bonanno, 2004; Norris et al., 2009; Bonanno et al., 2013; Joshi et al., 2017). Others 

recover a little slower with or without help, mainly in the first three months. Some may develop 

delayed dysfunction, which requires them to be followed up. However, a certain proportion (5–30%) 

may develop chronic dysfunction such as PTSD, adjustment disorder, depressive disorders, various 

anxiety disorders or addiction disorders. Figure 10 below shows a compilation of these different 

trajectories. The majority, about 70% or more, will thus recover in the shorter or longer term or may 

be characterized as resilient, depending on the nature and type of event. Thus, it is not necessary to 

assume that everyone is affected, but societal response organizations may instead focus support 

efforts on those who need it most over time. This means that these individuals should be monitored, 

those with pronounced risk indicators and those who develop chronic dysfunctions. However, one 

should also initially stay connected with and follow up those for a brief time who do not seem to 

have any pronounced needs in the acute phase.  

Figure 10. Trajectories 

 

(Free after Bonanno 2004, Norris et al., 2009 and Bonanno et al., 2013 and Joshi et al., 2017; 

Schultebraucks et al., 2021) 
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2. International recommendations  

Guidelines from ISTSS 

The International Society for Traumatic Stress Studies (ISTSS) is a worldwide association of 

researchers in the psychotrauma field. Every year, new research results and new knowledge is being 

presented by researchers at conferences in North America. ISTSS has also published updated 

recommendations in the field that correspond to evidence-based knowledge and best practice, most 

recently in the book Effective treatments for PTSD: Practice guidelines from the International Society 

for Traumatic Stress Studies by Forbes et al., (2020). In this book, a review of the literature is made to 

indicate recommendations primarily regarding the treatment of PTSD, see further under sections on 

treatment later. They note that there is no unmistakable evidence for how individuals should be 

treated in the acute phase but refer to the World Health Organization's (WHO, 2011) and other 

guidelines around the world that recommend Psychological First Aid (PFH) as primary support 

intervention for individuals exposed to potentially traumatic events.  

Handbook of PTSD 

The Handbook of PTSD also conveys literature-based recommendations (Friedman et al., 2021). This 

is the third version of this book in which the authors suggest that the basic concept for supporting 

sufferers may be described as a pyramid in this pyramid the basis for support is primarily about first 

meeting basic needs, and then following up on exposed individuals and conveying support based on 

individual needs. Such incremental efforts have also previously been emphasized, among other 

things, in the screen and treat model (Brewin, 2005; Brewin et al., 2008; Nash et al., 2012; O'Donnell 

et al., 2012; Pfefferbaum et al., 2013; tentsproject.eu; Watson et al., 2014; OPSIC Project, 2015). 

These interventions may be described as proactive follow-up, screening, and treatment. According to 

this model, the immediate interventions in the acute phase should involve informing about the 

event, providing support, informing about normal reactions, and following up individuals to catch 

those with residual symptoms. The latter should then be treated with evidence-based methods. A 

simplified variant of such an intervention pyramid is described in Figure 12, under the section on 

crisis support.  

NICE report 

In 2005, the British National Institute for Clinical Excellence (NICE) presented a scientific review in the 

field of post-traumatic stress disorder, which had a major impact internationally (NICE report, 2005). 

The recommendations of this report may be summarised as follows:  

• Those affected should be given the opportunity for empathic support that may be practical, 

emotional, and social  

• It is positive with information about common reactions and advice to master them, verbally 

and in writing  

• For exposed individuals with mild reactions that have lasted less than four weeks, watchful 

waiting may be a functional model. The emphasis here is on watchful, which means that you 

should proactively follow up these individuals  

• You should refrain from the old model of so-called psychological debriefing with individuals  

• After three weeks to a month, it may be appropriate to screen high-risk individuals with a 

simple instrument 
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• Those individuals who at the follow-up show pronounced symptoms should have access to 

trauma-focused psychotherapy within one month. See more about treatment below  

• If the initial reactions after a potentially traumatic event subside, they are likely to pass by 

themselves. On the other hand, the affected should be followed-up and the need for 

treatment assessed, if the reactions remain at the same level, if they increase or if they are 

particularly troublesome. 

TENTS  

In Europe, there had been a wide variety of interventions following serious events, many of which 

previously had insufficient scientific evidence. This is why the EU project TENTS (The European 

Network for Traumatic Stress, 2009) was created and a European consensus report in the field has 

been compiled. (Bisson et al., 2010; Witteveen et al., 2012). TENTS contains the following 

recommendations regarding community interventions after traumatic events: 

First week  

• Convey practical support with empathy  

• Neither encourage nor prevent people from telling their stories 

• Open a website for information and support  

First month  

• Exposed individuals with difficulties should be assessed regarding the need for interventions 

• Those with acute stress disorder (ASD) should be offered trauma-focused cognitive 

behavioural therapy (TF-CBT)  

From first to third month  

• Those with PTSD should have access to (TF-CBT) or Eye Movement Desensitization and 

Reprocessing (EMDR)  

• Individuals with pronounced symptoms should be approached proactively  

After three months  

• Those who have continuing difficulties should be offered professional assessment  

• Those with long-term ailments should by health care providers be offered rehabilitation. 

OPSIC 

Within the EU, further guidelines have been developed, The comprehensive guideline on mental 

health and psychosocial support (MHPSS) in disaster settings (OPSIC-Project, 2015). These guidelines 

indicate that support should follow international knowledge standards, be based on humanitarian 

and equality principles, be accessible to all based on current needs, and should be implemented with 

step-by-step efforts from simple support to professional assessment. When it comes to the 

dimensioning of crisis support efforts, this should primarily be determined by the nature of the 

event. Like TENTS, OPSIC is also based on the five elements described by Hobfoll et al., (2007) and 

the practical support consists of Psychological First Aid as described below. These guidelines also 

relate to the Screen and treat model. OPSIC guideline may be accessed via the link: 

https://www.uibk.ac.at/psychologie/fachbereiche/psychotraumatology/resources/opsic-mhpss-

comprehensive-guideline-june-2016.pdf 

Five essential elements of immediate trauma intervention 

After noting that previous support efforts could be too intrusive for some exposed individuals, a 

group of prominent researchers went back to the literature and were then able to identify five 

https://www.uibk.ac.at/psychologie/fachbereiche/psychotraumatology/resources/opsic-mhpss-comprehensive-guideline-june-2016.pdf
https://www.uibk.ac.at/psychologie/fachbereiche/psychotraumatology/resources/opsic-mhpss-comprehensive-guideline-june-2016.pdf
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essential elements that should form the basis for support for exposed individuals in the acute phase 

(Hobfoll et al., 2007). This compilation of the literature describes the scientific basis for these five 

basic principles and recommends that they should guide the design of support measures. These 

principals are about promoting:  

• A sense of safety  

• Calming 

• A sense of self– and community efficacy 

• Connectedness, and  

• Hope. 

To stage and implement these interventions, other concepts have been developed by support 

institutions: Psychological First Aid (PFA) and Skills for Psychological Recovery (SPR), which are 

described in more detail below. 

Psychological First Aid  

The National Child Traumatic Stress Network and the National Center for PTSD in the United States 

developed a compilation of evidence-informed knowledge in the field of emergency crisis support 

(Brymer et al., 2006). The compilation is called Psychological First Aid, Field Operations Guide (PFA) 

and is available at: http://michelmentor.se/files/Psychological-First-Aid-manual.pdf 

PFA is designed to reduce the immediate effects of traumatic events, as well as to support adaptive 

functions in the short and long term. PFA follows the previously stated principles of support in the 

acute phase and includes the following objectives: 

• Contact and engagement: Establish human contact in a compassionate and non-intrusive 

way  

• Safety and comfort: Meet basic needs. Amplify the experience of safety and security both 

physically and emotionally  

• Stabilization: Calming exposed individuals who are emotionally overwhelmed and panicked 

• Information gathering about needs and current concerns: Help those affected articulate their 

immediate needs  

• Practical assistance: Convey support so that those affected may meet their needs  

• Connection with social supports: Contribute to the contact with loved ones and other help 

agencies 

• Information on coping:  Convey information that may support those affected in mastering 

the psychological effects of the event  

• Linkage with collaborative services: Facilitate continued contacts with society's other support 

bodies 

There is the opportunity to take a course in PFA in English, on The National Child Traumatic Stress 

Network: http://learn.nctsn.org/course/index.php?categoryid=11 

Skills for Psychological Recovery (SPR) 

In addition to PFA, the National Child Traumatic Stress Network and the National Centre for PTSD in 

the US have also developed an evidence-informed model for continued support over time in what is 

known as Skills for Psychological Recovery (SPR), (Berkowitz et al., 2010). This concept contains 

http://michelmentor.se/files/Psychological-First-Aid-manual.pdf
http://learn.nctsn.org/course/index.php?categoryid=11
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elements that may support the recovery when the immediate needs of the acute phase have been 

met. SPR may be viewed as a model for secondary prevention. In other words, it is an intermediate 

intervention with the aim of reducing existing reactions, identifying mastery abilities, and improving 

the level of functioning, as well as possibly reducing the need for later treatment. SPR is available at: 

http://michelmentor.se/files/Skills-for-Psychological-Recovery-manual.pdf 

SPR contains the following elements: 

• Building problem solving skills. This is about defining a problem and goal, "brainstorming" 

about several paths to solve the problem, evaluating those paths and then evaluating the 

ways that seem most appropriate  

• Promoting positive activities. Finding ways to improve mood and functional level by 

identifying and trying positive and pleasant activities  

• Manage reactions. Strengthening the ability to master and reduce worrying, bodily and 

emotional reactions in certain demanding situations  

• Promoting helpful thinking. The respondent is challenged to find diverse ways to identify 

worrying thoughts and counteract such with other ways of thinking  

• Rebuilding healthy social connections. This element provides pathways for re-establishing 

important relationships and societal support. 

  

http://michelmentor.se/files/Skills-for-Psychological-Recovery-manual.pdf
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3. Crisis support 
Crisis support may hence be defined as all the compassionate, practical, psychological, and social 

support that various instances of society convey in connection with potentially traumatic events. The 

purpose may be described as conveying adequate information, emotional and practical support and 

then following up on exposed individuals or groups and ensuring that those who need it are subject 

to professional assessment. Those who are later judged to suffer from some form of trauma-related 

ill health should then have access to adequate treatment.  

 

In order to implement practical crisis support for individuals in the community affected by a serious 

incident, it is internationally recommended to use Psychological First Aid (PFA). As previously 

described PFA includes measures that correspond to the mentioned five basic elements of support in 

the acute phase. For support to operational personnel, a similar concept has been developed based 

on the same literature, Stress First Aid (SFA), which is described in more detail in the section on work-

related stress. In connection with follow-up, components of the also previously described Skills for 

Psychological Recovery (SPR) may contribute to the competence of crisis support personnel.  

 

The following describes additional components that may be included in the primary support. Such 

parts may consist of how acute stress reactions may be managed, how crisis support personnel may 

contribute to supporting recovery, for example through support for self-help. Further, how to 

encourage social support, which is also one of the most important means of counteracting mental 

illness after exposure to potentially traumatic events, is also discussed. With the support of 

algorithms, it is stated among other things what society's system for crisis support may look like in 

the form of distinct levels of interventions. How crisis support may be implemented when children 

and young people are affected. How group support may be implemented is also briefly described. 

Community support organizations should consider the needs in distinct phases after a serious 

incident, as well as plan how, for example, a public support centre may be designed, which is also 

described below. Finally, this section describes international recommendations for the treatment of 

post-traumatic stress disorder.  

Management of pronounced Acute stress reactions  

The Acute Stress Reaction (ASR) is to be considered as a normal reaction to experiences of threat. 

Nevertheless, a more severe variant may manifest itself as a freezing reaction with different degrees 

of dissociative elements. The reactions may take the following forms:  

Bodily: increased heart rate, sweating, shaking.  

Cognitive: being like in a fog, confusion.  

Emotional: sadness, anxiety, anger, despair.  

Behavioural: overactivity, inactivity, evasion. 

Thus, the consequences of a pronounced ASR may be described as a hyperactivation of the amygdala 

that leads to a feeling of helplessness, an experience of loneliness or abandonment, or different 

degrees of confusion. If you notice an affected individual who at some point reacts with a 

pronounced ASR, you may use the support model “CEICI” (acronym based on the measures), which 

includes five points developed by Farchi et al., (2018) and Svelitsky et al., (2019). See Figure 11 

below.  

Figure 11. Management of ASR with "CEICI.” 
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(Free after Farchi et al., 2018; Svelitsky et al., 2019) 

Support and recovery 

Thus, as a basis for crisis support, previously described parts, Psychological First Aid (PFA), and First 

Aid for Stress (SFA) are recommended to be used for affected and operational personnel, 

respectively. Elements described in Skills for Psychological Recovery (SPR) may also be used for 

additional support. The following describes other components that affected individuals may be 

encouraged to try for themselves as support for recovery, in terms of regaining balance, self-

confidence and to support their own resilience. Here are some parts regarding support for self-help, 

which crisis supporters in dialogue form may raise with exposed individuals based on what seems 

necessary and/or reasonable. The examples of doing things differently, individual stress 

management, and strengthening self-efficacy are further developed below.  

Support for self-help 

• Connect with others to enjoy social support   

• Try to maintain regular daily routines, which is proven to be good especially for children   

• Writing a diary, for example, writing for 15 minutes about current thoughts and feelings. The 

next day, the individual may take notes on the reflections they make on what was recorded 

the day before  

• Do differently – behavioural changes that may strengthen recovery 

• Manage thoughts and reactions. Try to replace disturbing thoughts with other more helpful 

ones based on Skills for Psychological Recovery (SPR) 

• Individual stress management  

• Strengthen self-efficacy  

• Seek help when needed. 

Doing things differently   

Below are some behavioural changes that may strengthen recovery (Almén, 2022).  
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• Make sure to create opportunities for good sleep  

• Relaxation: Psychophysiological deactivation, try individual stress management instead of 

television watching and mobile scrolling  

• Control: Take part in activities that provide the experience of control, both at work and in 

leisure time  

• Focused attention: Mindfulness in everyday life: e.g., feel what food tastes like – distraction  

• Physical activity  

• Cultural activities and listening to favourite music  

• Staying in nature  

• Social activities: Self-selected; possibility of laughter  

• Psychological separation: From things that burden; distraction may counteract negative 

rumination  

• Engaging in self-confidence-strengthening challenges. 

Individual stress management 

Below are some parts that in diverse ways may help to manage thoughts, emotions and to stimulate 

the activity of the calming parasympathetic nervous system which may help to support recovery. 

Regulate emotions 

Sometimes we cannot opt out of what happens to us and then emotion regulation becomes a vital 

component of our mastery arsenal. Three common ways of regulating our emotions are through 

distraction, reappraisal, and suppression. 

Distraction   

Note that emotion regulation through conscious distraction may be adequate in the beginning after a 

serious event, but less adequate over time when it is better to slowly begin to face your memories 

and feelings. In the context of distraction, try to accept the current emotion and, if possible, give it a 

name, then – think of something else; engage in some physical activity – a walk in nature or listening 

to your favourite music. 

Reappraisal   

Reappraisal is described as perhaps the most important way to regulate our emotions. Begin, as 

described above, by accepting the current emotion, giving it a name, and then – try to change the 

meaning of what happened, or try to look at what happened differently. Perhaps you can remember 

that other people did honourable deeds in connection with a demanding situation, thinking about 

such things can also contribute to re-evaluation.  

Expressive suppression 

Be aware of when you begin to suppress your feelings, i.e. when notice that you do not want to 

approach them or show them to others. It can lead to more negative feelings and reduce learning 

and the realization that you can manage the difficult feelings over time. 

Regulate hyperarousal 

Slow breathing 

Close your eyes and use slow breathing technique which is shown to reduce stress if used 5 minutes 

daily (Balban et al., 2023). Inhale slowly through your nose, and once the lungs are expanded, inhale 

again once more to maximally fill the lungs – even if the second inhale is shorter in duration and 

smaller in volume than the first, and then exhale all your breath slowly and fully through your mouth. 
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Presence or grounding techniques 

Do a couple of breathing exercises as above, then focus on your senses here and now: quietly 

mention to yourself three things you saw before you closed your eyes; mention any sound you hear; 

feel how the chair cushion feels against your body and how your feet feel in your shoes or against the 

floor. 

Interested curiosity 

When negative and difficult thoughts arise, it can be of value to remind yourself that thoughts are 

just that – thoughts, and that these are not always related to reality. For this reason, at such times, it 

can be good to just curiously note when worrying thoughts occur and then try to avoid asking 

yourself "why" you think that way. If, on the other hand, you often let such worrying thought cycles 

take command, it can contribute to negative rumination, which in turn can lead to depression over 

time. 

Bodily relaxation 

Inhale deeply and hold your breath while tensing the major muscle groups in your body, exhale 

slowly and release all tension in your muscles. Engage in physical exercise: powerwalking, jogging or 

just going for a slow walk. 

Meditation 

Focused meditation with, for example, the use of different mantras, alternatively mindfulness 

exercises focusing on the breath, or yoga may also help to support the calming parasympathetic 

nervous system. 

Other stress management tools 

Visualization 

Close your eyes and do a couple of slow breathings and then try to see for your inner vision how you 

cope with the difficulties in a positive way. 

Positive self-dialogue 

Again, first do some calming breathing exercises and then speak in a calming voice to yourself, where 

you may, for example, use the following comments and repeat them a number of times: "This 

situation does not last forever", alternatively "You can handle this", or repeat a couple of times 

soothing mantras such as: "Calm – safe – secure”. 

Balance in everyday life  

It has also been shown that what may contribute to good stress management is to strive for balance 

in everyday life. It may be about continuously striving to change behaviours to deal with everyday 

stressors, if the ways previously used have not led to positive changes (Almén, 2022). See under the 

section Doing differently above. Being flexible in your stress management may thus contribute to 

strengthening recovery.  

Avoid the following 

• The use of alcohol or drugs to calm yourself 

• Withdrawing from family and friends  

• Eating too much or too little 

• Working too much  

• Aggressiveness or violence  

• Blaming others  

• Doing risky things like driving a car recklessly  
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• It may be relieving to occasionally take a rest from thinking or talking about your experiences 

when being overwhelmed, but it is recommended not to avoid that in an extreme way 

• Excessive use of various media or computer games. 

Strengthen self-efficacy 

A consequence of stress that is not uncommon is that our cognitive abilities are affected, which may 

lead to us falling into various forms of thought traps or cognitive distortions. Examples of such may 

be: 

• All or nothing: Everything is black or white; if you do not perform flawlessly, you consider 

yourself a complete failure. 

• Overgeneralization: One negative event is perceived to be part of an endless pattern of 

dismay and defeat. 

• Mental filter: One negative episode shades everything, filters out all the light and you see 

only darkness. 

• Disqualifying the positive: Unable or unwilling to accept a compliment or praise. Deflecting 

all compliments with self-deprecation. 

• Jumping to conclusions: Drawing negative conclusions without checking to see if they have 

any foundation in fact. 

• Magnification or minimization: Exaggerating problems or mistakes into catastrophe. 

Minimizing anything that might make you feel good. 

• Emotional reasoning: Assuming your negative emotions are reflecting the way things are 

because it “feels like so.” 

• ” hould” state ents: Adhe ing to a  igid set of beliefs and inte nal  ules about what you 

“should” do and feel guilty when you do not. 

• Labelling: Rather than describing a mistake or challenge in your life, you label yourself 

negatively: “I’  a sc ew-up.” 

• Personalization: Self-blame, everything that doesn´t go as planned is your fault. 

 

To deal with these cognitive distortions, it is recommended to support affected individuals to note 

these thought traps and to try to help manage them through so-called cognitive restructuring. By it is 

meant to support the individual to try to think differently, rationally, and more realistically (Harvard 

Medical School, 2020; Darnall et al., 2021). 

Cognitive restructuring 

An example of this is to try to persuade the individual to deal with their thought traps based on the 

acronym SBRC:  

Stop: Consciously call a mental time-out when you feel st essed. By saying “ top,” you can halt the  

negative stress cycle in its tracks. 

Breathe: Take a couple of slow breaths to reduce physical tension and step back from the stressor 

before you react. 

Reflect: Ask yourself the following questions: Is this thought or belief true? Did I jump to a 

conclusion? What evidence do I have? Is there another way that I could view the situation? What is 

the worst that could happen? Does it help me to think this way? 

Choose. Decide how to deal with the source of your stress. For example: 

• Problem-solve what you can control. Gather information, ask advice, plan, and act. 
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• Accept what you cannot change and try to draw meaning from it, if possible. Have empathy 

for yourself; seek social support, as appropriate; express feelings and seek counselling if 

needed; use your stress management tools. 

• Challenge distorted, irrational thinking and adjust your view of reality using cognitive 

restructuring techniques. Remember, many things we worry about never come to fruition.  

Ask yourself: How else can I think about this? What else can I do to cope more effectively? 

Social support 

A more modern view of crisis support in the acute phase is thus that due to the risk of being too 

intrusive, one has moved away from focusing primarily on "emotional processing" in the acute phase 

after a potentially traumatic event. Instead, the support is focused on creating safety and security for 

the individuals as well as on the specific needs of the individual. For most people, it is natural to 

primarily receive support from their loved ones, and from colleagues and managers in the workplace 

after potentially traumatic events. Studies have shown that such social support may lead to lower 

rates of psychiatric morbidity after exposure to serious events (Brewin, 2000; Ozer et al., 2003). The 

social support is described as having a buffering effect because it may increase the feeling of control 

and self-confidence. Mastery may be strengthened by the fact that social support also makes it easier 

for people to reappraise the event they have been through. A key factor is also that exposed 

individuals may expect to be surrounded by others who want them well, who assist and who are on 

hand over time if necessary.  

Crisis support systems - intervention levels 

The focus of a modern crisis support system according to the Screen and Treat Model should thus be 

to convey support in the emergency phase to all affected. Crisis support personnel should then follow 

up exposed individuals proactively. This means that those whose reactions and symptoms do not 

subside within a couple of weeks, or those who develop symptoms over time should be offered 

professional assessment and, if necessary, offered evidence-based treatment. This crisis support 

system with intervention levels is described in more detail below and summarised in Figure 12. 

Support  

- Psychological First Aid from support persons  

- Appoint a contact person  

- Proactive contact  

- Use the concept of Skills for Psychological Recovery after 2-3 weeks for those who need support in 

managing thoughts, feelings, and behaviours  

Follow-up  

- Conduct any interventions as needed  

- Refer to other support bodies if necessary  

- Activation of support centres, websites, social media, and telephone support lines  

- Organization of support groups, for example for bereaved individuals 

Professional assessment/treatment  

- Screening of those who do not recover after 3 weeks to 1 month (and after 3 and 12 months for 

possible evaluation purposes)  

- Evaluate treatment needs  

- Treatment offered should be evidence-based. 
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Figure 12. Intervention levels 

 

Screening for PTSD 

Screening instruments are not primarily for diagnosis. Instead, they may be used by crisis support 

staff as well as by leaders and peer supporters in operational organizations to find those who may 

have more pronounced problems through dialogue with affected individuals. The instruments may 

be used for follow-up of exposed individuals, thereby providing information on when an individual 

should be transferred for professional assessment and possible treatment. A screening questionnaire 

that is easy to use to support the follow-up of affected individuals is the Trauma Screening 

Questionnaire (TSQ) (Brewin et al., 2002). TSQ is recommended not to be used before 3 weeks after 

an event. The form includes 10 questions and if individuals answer affirmatively to 6 or more of these 

questions, there is a high probability that they may develop PTSD. Another such instrument for 

screening is the Primary Care PTSD Screen for DSM-5 (PC-PTSD-5), developed by Prins et al., (2016). 

PC-PTSD-5 is recommended to be used about a month after a defined serious event. It consists of 5 

items, where 3 or more positive answers best balanced the false-negative and false-positive and 

corresponded to risk of being diagnosed with PTSD (Bovin et al. 2021). Both instruments are set out 

in Annex 1.  

Algorithms for support and follow-up 

To further clarify the intervention levels and the model regarding support, follow-up, assessment and 

treatment, the content has been transferred in a slightly more detailed form in several algorithms 

below. These are freely based on algorithms from VA/DoD (2017) and discussed by Nash et al., 

(2012), and relate to the international recommendations described above. Thus, the first algorithm 

(Figure 13.) describes support in the acute phase that includes initial assessment and Psychological 

First Aid.  

Figure 13. Algorithm regarding support in the acute phase 
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(Free after Brewin 2005; Watson et al., 2014; Nash et al., 2012; tentsproject.eu; Pfefferbaum et al., 

2013)  

In the next algorithm (Figure 14.), the first follow-up in the acute phase is described with possible 

measures that should primarily take place through societal crisis support organizations or healthcare 

systems. This may also involve support at workplaces, schools, at established support centres, via 

telephone lines, or through the initiation of support groups and information via websites/social 

media. 

Figure 14. Follow-up in the acute phase 

 

 (Free after Brewin 2005; Watson et al., 2014; Nash et al., 2012; tentsproject.eu; Pfefferbaum et al., 

2013)  
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The third algorithm (Figure 15.) refers to assessment and treatment in the intermediate and long-

term phases. 

Figure 15. Assessment and treatment in the middle and long-term phase 

 

 (Free after Brewin 2005; Watson et al., 2014; Nash et al., 2012; tentsproject.eu; Pfefferbaum et al., 

2013) 

Support for children and adolescents 

In a meta-analysis, it was found that the main risk factors for children and teens to develop PTSD 

were related to subjective experiences surrounding the event as well as post-event variables. Such 

variables were low levels of social support, peritraumatic fear, perceived life threat, social evasion, 

concomitant psychological problems, lack of family function, pre-event PTSD, and trying to keep 

thoughts away from things that are troublesome (Trickey et al., 2012). 

PTSD in children under 6 years of age is like what was previously described for adults, but some 

aspects may seem different. Exposure may specifically be about the child knowing that a parent or 

important guardian has been affected. Intrusive symptoms are not always obvious and clear and may 

instead be seen in the context of play. The content of nightmares does not have to be clearly linked 

to the event itself.  

Children's grief reactions are also similar in many ways to those seen in adults but may differ in some 

areas. Among other things, they will depend on the age and level of development of the child. 

Children of preschool age find it more difficult to understand what, for example, the concept of 

death means. Children who are exposed to sudden and violent death may be preoccupied with 

fantasies and ruminations around the death. This may make recovery more difficult and may require 

professional assessment if these reactions do not diminish over time. 

Other aspects regarding support for children and adolescents 

In a large literature review, Pfefferbaum and others, (2013) summarize several interventions that are 

suitable for children in these contexts. The principles of support for children and adolescents after 
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potentially traumatic events mainly follow the same model as for adults. Such interventions include 

Psychological First Aid in the acute phase, proactive contact with families, psychoeducation, social 

support, screening, as well as techniques for anxiety reduction in the intermediate phase. Children 

and young people should be assessed and followed up in terms of risk factors and resilience during 

all phases of the event. When treatment needs have been identified, it is stated that there is the best 

basis for cognitive behavioural therapy in groups or individually for children. It has been shown that 

depression, anxiety, and sadness may be improved by treating trauma symptoms. Psychotherapy for 

grief should be reserved for those with complicated grief reactions. Schools may be natural places to 

make assessments and provide support when many children have been affected. 

Psychopharmacological interventions are generally not used but may be necessary in some cases in 

children with severe reactions or psychiatric conditions.  

In grief, good support from adults and friends is important in the grieving process. Children and 

young people who are in grief need a safe and stable framework, such as continuity in everyday life. 

They need open communication and concrete information about what has happened. Making the 

loss real by, for example having the opportunity to see the dead person or attending a funeral may 

be helpful. Adults should support children and adolescents in managing thoughts and regulating 

emotions after a loss. 

Crisis support for children and adolescents 

Below are paragraphs that may be considered in the context of crisis support for children (Michel et 

al., 2018). 

• Parents should be informed of children's reactions and needs, and they should find an 

approach to what has happened. They must understand children's reactions and needs, as 

well as find out where they may seek more information and knowledge.  

• It is important to counteract separation between children and parents.  

• Strive to maintain daily routines regarding going to kindergartens, preschools, schools, and 

extracurricular activities. School and recreation staff should be informed of what has 

happened.  

• It should be explained to children what is happening. Let them talk about their own 

experiences, as well as give them the opportunity for play, leisure activities and creative 

creation.   

• Children should also be indirectly supported by providing support to parents, so that they 

may function as compassionate and responsible adults.  

• Just like adults, children should be given open and honest information. An attempt should be 

made to provide age-appropriate explanations for what is happening to reduce children's 

confusion. Abstract, complicated, and diffuse explanations should also be avoided and, as far 

as possible, reality should be described.  

• It is important to give time for children to think and emotionally deal with what has 

happened and give the opportunity for conversations and questions even if you must accept 

that the conversations may be short. Together with children, you may look at pictures from 

the scene of the accident and at the deceased if they are not physically injured and 

frightening. 



35 
 

• Accept and give the opportunity for children's play. It is often their way of processing their 

experiences and feelings. Children who have experienced war may therefore play war and in 

connection with deaths they may play funerals.  

• One may try to make any losses real by having the adults open about sharing parts of their 

own experiences.   

• Children should essentially be allowed to attend funerals and rituals around death but 

without forcing them to do so. After funerals, children should also be allowed to visit the 

cemetery together with related adults. 

• One should talk to children about their fear of their own and of the death of their parents, as 

such thoughts may arise in the event of serious events.  

• One should also be aware that children may have feelings of guilt. May they have fantasized 

in their thoughts and dreams that the dead man was just about to die?  

Support for groups 

The literature describes diverse types of group interventions depending among other things on the 

number of sessions. Some often occur on only one occasion, such as psychological debriefing. This 

type of intervention is no longer recommended for exposed individuals in the acute phase, above all 

because there are no controlled studies that show unambiguously positive effects and because the 

intervention does not reduce the risk of PTSD. In addition, the intervention may be harmful in some 

cases. Alternative models for operational personnel are described later in the text. 

In reviews of the literature on group treatment of PTSD, it was found that the most studied group 

treatment for multi-session PTSD is TF-CBT, which has been shown to be better than waiting list 

(Shea et al. 2007; Beck et al., 2021). As for other forms of group therapy in PTSD that are based more 

on psychodynamic foundations and mindfulness-related group treatments, more research is required 

according to the authors. Group treatment with CBT is also listed as the standard recommendation in 

the ISTSS Practice Guidelines (Forbes et al. 2020).  

Post-trauma interventions for couples and families may involve reducing PTSD symptoms or have 

other goals such as improving family function, but regardless of the purpose, there is only limited 

data on their effectiveness. More research is needed in this area.  

Grief groups for loss-affected people are relatively common but there is no published, reliable data 

on their effectiveness. However, some positive effects of group therapy, family therapy and internet-

based therapies, all with elements of cognitive behavioural therapy, have been described (Mancini et 

al., 2012). The effects are especially evident if the treatment is conducted with those who have more 

pronounced symptoms. 

Unique needs in separate phases 

After potentially traumatic events, exposed individuals exhibit unique needs over time (Seynaeve, 

2001). In the acute phase, the needs are primarily about safety and security as well as practical, 

emotional, and social support. In this phase, particular attention should be paid to individuals 

exposed to very severe interpersonal traumas that after some time show signs of pronounced 

psychological impact and disabilities (Litz et al., 2014). In an intermediate phase, the needs depend 

more on how those affected adapt to the consequences of the event. In this phase, society needs to 

coordinate efforts from various societal functions such as health care, social insurance, social 
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services, and schools, as well as other actors such as NGOs and different faith communities. It is 

important that schools, day-care centres, and after-school recreation centres get their activities up 

and running as soon as possible. In the intermediate phase, family associations and self-help groups 

have often started, and it is possible to identify those who need treatment for their problems. In the 

long-term phase, it is about treating and rehabilitating those who have suffered from physical and 

mental sequelae. 

Support centre 

From countries like the Netherlands and the United Kingdom, there is experience in organizing so-

called Information and Advice Centres (IAC) after disaster events or terrorist attacks (Smeets et al., 

2006; Seynaeve, 2001). The following description is based on a knowledge base from the Swedish 

National Board of Health and Welfare (2018). There is talk of a one-stop shop, which means that 

those affected should only have to turn to a single centre for help with their various needs. Such a 

support centre may be in a convenient place where affected individuals, loved ones and others may 

turn after a potentially traumatic event, to get answers to questions and get the support they need, 

or get referrals to other support functions in the community. A support centre may include the 

following functions: 

• A reception where exposed individuals are received  

• Spaces for various support functions 

• Information, counselling, and referral of affected individuals to different faith communities 

or support functions for diverse cultures  

• Mediation of crisis support, proactive follow-up, and assessment. Vulnerable groups, such as 

children, individuals with special needs and minority groups, should receive special attention 

• Coordination of support from other bodies and referring victims to other institutions 

• Collection and management of various data relating to the serious event  

• Preparation for the intermediate and long-term phases  

• Media centre. 

Established support centres may form part of the community's organizational structure for crisis 

support in the acute phase after potentially traumatic events and facilitate planning for effective 

work during the intermediate and long-term phase. However, this does not necessarily mean that all 

activities need to be concentrated in one place. In addition, several support centres may need to be 

set up in large cities if there is a long distance between the site of the serious incident and the 

natural collection points, or a long way between the various hospitals where the victims have been 

taken. Support persons involved in the work could come from health care and from the 

municipalities' crisis support organizations. Staff should be educated, trained and co-trained to work 

in these circumstances. The management and coordination of possible support centres will vary 

depending on local conditions and presuppose good interaction between different community 

institutions. Larger companies and organizations today, as a rule, have their own crisis support 

organizations that may function in an analogous way. Similarly, NGOs, such as the Red Cross or Save 

the Children, may be able to contribute staff and resources to such support centres. 

When should professional assessment take place? 

The time when professional assessment should take place is recommended to be approximately 

three weeks after the current potential traumatic event if it is noted that the affected individuals 
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suffer from more severe and persistent reactions that have significantly impaired their well-being. 

Examples of such persistent reactions may include: 

• That the individual no longer feels like himself or experiences loss of control  

• Depressive thoughts: pronounced feelings of guilt and/or shame or negative rumination  

• Intrusive memories ("flash backs") and/or obvious avoidance  

• Attacks with panic or anger  

• Impaired functional capacity at work or in social life. 

Treatment 

The treatment of PTSD needs to be adapted individually based on the individual patient's conditions 

and needs. An accurate diagnosis should precede the decision on a treatment plan. Psycho-educative 

interventions and stabilization may be needed before initiating trauma-processing treatment. In 

general, it emerges from the recommendations that psychotherapy is the first choice, but 

pharmaceutical treatment may be relevant in some cases. The international recommendations are 

based on the descriptions in the book Effective treatments for PTSD: Practice guidelines from the 

International Society for Traumatic Stress Studies by Forbes et al., (2020).  

International recommendations 

Psychotherapy is the first choice (Forbes et al., 2020).  

Strong recommendation  

• Cognitive Process Therapy (CPT)  

• Cognitive Therapy (CT)  

• EMDR  

• Individual Cognitive Behavioural Therapy with Trauma Focus (TF-CBT)  

• Prolonged Exposure Therapy (PE) 

Standard recommendation  

• CBT without trauma focus  

• TF-CBT in groups or internet-based  

• Narrative Exposure Therapy (NET) 

• Present-Centered Therapy (PCT)  

o Change behaviour, psychoeducation, problem solving 

Pharmaceuticals 

• Medicines with some effect to adults with PTSD  

o Fluoxetine  

o Paroxetine  

o Sertraline  

o Venlafaxine  

• Other medicines for which there is emerging support  

o Quetiapine  

Treatment of persistent complex bereavement disorders 

One should refrain from engaging in psychotherapy with those who exhibit mild to moderate grief 

 eactions because the e is a  isk that one  ay inte fe e with the individual’s  ecove y (Mancini et al., 

2011). However, some individuals may need access to various forms of support measures. Recent 

studies suggest that any psychotherapeutic treatment should be targeted at those who have a high 
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degree of symptoms, such as those who show signs of loss-related adjustment disorders and 

persistent complex bereavement disorders. It has been shown that cognitive behavioural therapy 

(CBT) with elements of exposure may produce satisfactory results in the latter group, and 

antidepressant medication may help to better tolerate this type of therapy. The state of research 

knowledge is relatively new when it comes to the treatment of complicated grief disorder, and it 

must so far be regarded as preliminary. 



39 
 

 4. Work-related stress 

Different forms of stress 

The stressors that staff in operational organizations may often be exposed to are part of the work. 

That makes stress reactions among staff an important work environment issue. In many countries 

the work environment regulations regarding organizational and social work environment, most often 

make clear that the employer, through its managers, is responsible for the work environment 

conditions. Work environment-related stress in operational organizations may be described based on 

the intensity of the stressors and how long they affect the individual. Intense or prolonged stressors 

may consist of internal conflict, life-threat, losses, or chronic stress (wear and tear).  The 

consequences may be ethical stress, traumatic stress, grief, or fatigue. See Figure 16 for summary. 

Figure 16. Intense or prolonged stress 

 

 (Nash et al., 2010; Watson et al., 2013) 

Chronic stress  

Staff working in operational organizations may have to deal with events that contain various levels of 

stress daily, albeit not necessarily traumatic ones. Daily hassles together with negative mastery may 

also increase staff stress (Larsson et al., 2016; Larson, 2021). If opportunities for rest and recovery 

are limited, this may eventually lead to wear and tear and chronic stress. See Figure 17.  

Figure 17. Development of chronic stress 
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Beyond exposure to stressful events, organizational factors such as ineffective training, lack of 

preparation, poor planning, or inadequate leadership may also contribute to the development of 

chronic stress. These aspects are summarized in the demand-control-support model described by 

Karasek et al., (1990). If the work conditions means that one's own control over work (autonomy) is 

low, if the support from leaders and organization is weak, and if the demands are also too high, it 

may contribute to an increased risk of fatigue syndrome or physical illnesses, such as cardiovascular 

disease. See Figure 18. It is also shown that if there is an Effort Reward Imbalance (ERI) involved in 

the work, it may also contribute to stress in the work environment (Siegrist et al., 2004). 

 Figure 18. Demand-control-support model 

 

Stress continuum model 

The consequences of work-related stress may be described as a stress continuum model (Nash et al., 

2010; Watson et al. 2013), see Figure 19. In such a continuum, the green zone staff is prepared and 

             

    

            

                   

                    

                                    

                           

                            

             

             

        
               

                

                        
                    

        

    

      

       
                      

                  

             

    

   

       
              

                    

                                                                                   



41 
 

ready for action. Once you have made a certain work-related effort, you may have been affected by 

some kind of stressor and may then be in the yellow zone. If staff have been subjected to more 

serious stress, such as trauma, loss, moral injury or intermittent or chronic stress, it may lead to 

these individuals ending up in the orange zone. From yellow zone, affected personnel usually recover 

well through support from the organization, leadership, peer support and from their own social 

network. Recovery normally also occurs largely from the orange zone. In this zone, however, there is 

the risk that some may end up in the red zone since they have developed mental distress due to 

more serious strain and may thus need professional assessment and treatment. 

Figure 19. Stress continuum model 

 

Organizational factors 

Higher levels of past stress is linked to more negative views of the organization's support (Barnes et 

al., 2013). Through management, structure, processes and policies, the organization has a major 

impact on operational personnel's job satisfaction, ability to master stress, adaptability, and 

resilience (Burke, 2006). Various forms of imbalance, uncertainty and lack of clear values and respect 

at work have been shown to be risk factors in workplaces (Harvey et al., 2017). These aspects 

illustrate the necessity for the organization to deal with stress in staff early on. Training and 

preparation are important to strengthen operational personnel's assessment of their own abilities 

(Ablah et al., 2008). Factors that may reduce the risk of staff suffering from work-related PTSD, 

include a healthy organization and psychosocial work environment, systematic training of staff, social 

support from colleagues and managers, and effective follow-up of workers after potentially 

traumatic events (Skogstad et al., 2013). Other parts that have proven to promote employee well-

being are that workplaces are characterized by a safety and security climate (Petrie et al., 2018). The 

fact that organizational processes have such a profound impact on the general well-being of 

employees makes it urgent to focus more on how organizations should develop mechanisms of 

preventive measures to deal with potentially traumatic events and work-related stress.  
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Leadership and cohesion 

Ambiguities about roles as well as role conflicts are related to stresses in the workplace (Örtqvist et 

al., 2006) and to depression and anxiety (Schmidt et al., 2014; Finne et al., 2014). High demands, low 

control, and low degree of support from leaders have been shown to be related to increased risk of 

developing depression (Rugulies et al., 2006; Regehr et al., 2007) and vice versa, good guidance and 

support from leaders have proven to be one of the most important factors in reducing stress in 

various organizations (Finne et al., 2014; Britt et al., 2004; Bliese et al., 2000; Petrie et al., 2018). In 

addition to good support from leaders, lower degree of role conflicts, higher degree of clear roles 

and a higher degree of predictability may reduce stress among staff after traumatic events (Skogbrott 

Birkeland et al., 2015). The stated importance of good leadership, good cohesion, and spirit in 

reducing the risk of affected health after work operations, has also been shown in large studies on 

primarily military personnel in the United States (Booth-Kewley et al., 2013; Wright et al., 2009) and 

in the UK (Jones et al., 2012). Personnel who ranked their leaders higher in terms of managing 

combat-related stress, also exhibited better mental health (Adler et al., 2014). These factors may also 

lead staff to seek more help when needed (Britt et al., 2012). 

Crisis support systems in operational organizations 

There is currently no straightforward evidence background on how crisis support should be organized 

in operational organizations. Once that is said, it may still be stated that there is some empirical 

support for various interventions, which are described below. Previous interventions such as 

psychological debriefing and the like are no longer recommended as this type of intervention (one 

intervention fits all) was not shown to have any effect, and because they took far too little account of 

different individual needs. At the same time, it has been shown that newer knowledge may 

sometimes have difficulty making an impact, as some organizations continue to use support models 

that are no longer recommended (Hugelius et al., 2014). Others have also shown that supportive 

leadership, the ability to accept individual needs, supporting individuals to master stress, and good 

cohesion are important means of managing work-related stress (Heir et al., 2021). Operational 

organizations that seriously consider stress as an important health and safety issue, are thus 

distinguished by a good organization that trains and prepares staff well; good leadership and good 

cohesion, as well as developing systems for support, follow-up, assessment, and treatment of staff. 

The basis of such systems should be the five principles of support described previously established by 

Stress First Aid (SFA). In this way, SFA may provide a framework for support and continued follow-up 

by gathering the unit after a work-related operation. At such an After action meeting, the focus may 

be on social support and informally evaluating the event through so-called After Action Review (AAR). 

Furthermore, a Battle Buddy peer support programme may help strengthen resilience and recovery. 

These parts are described in more detail below. 

Practical crisis support in operational organizations 

Since good leadership and good cohesion have proven to be so essential to strengthen the resilience 

of staff in operational organizations, support efforts within the framework of SFA should especially 

focus on social support for both groups, as well as for individuals. Social support for individuals and 

groups in operational organizations may, just as for other affected, thus contribute to the individuals 

being able to take care of each other and receive support from empathetic leaders (Halpern et al., 

2009). Together, staff may also identify positive, general mastery strategies and possibly also support 

abilities to master the guilt and shame of those who feel they have failed during an operation. 
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Another important part of the support is to focus on the learning of what you have implemented, 

which has also proven to be strengthening for intervention units. Since it is all about managing work 

environment related stress, these components may be included as a routine within operational 

organizations.  

Stress First Aid (SFA) 

Based on the previously described five important principles of support and Psychological First Aid, 

support variants have also been developed for operational organizations. Thus, there is such a 

compilation for military units, Combat and Operational Stress First Aid (COSFA) (Nash et al., 2010), as 

well as for civilian operational organizations in the form of Stress First Aid (SFA), the latter developed 

by the National Fallen Firefighters Foundation (NFFF) in the United States (Watson et al., 2013). SFA 

describes measures that are intended to be used as needed for staff who are affected by pronounced 

stress reactions, or whose functional capacity has been impaired because of stress reactions. SFA 

consists of seven parts: Check, Coordinate, Cover, Calm, Connect, Competence and Confidence 

(Seven Cs). The purpose of SFA is to enable operational personnel who have been exposed to varying 

degrees to return to the green zone according to the stress continuum model in Figure 19. Managers 

and peer supporters should therefore continuously keep the first two points, Check and Coordinate 

up to date. The other five points of SFA are considered as needed and are identical to the  obfoll’s 

five principles (Hobfoll et al., 2007). 

For graphical summary, see Figure 20.  

 

FHS Figure 20. Summary Stress First Aid (SFA) 

 

(Nash et al., 2010; Watson et al., 2013 

 

In Figure 21, a reduced summary of main measures in each part of the Seven Cs is given. SFA should 

be incorporated into the organization's operations in a natural and non-constructed way to be used 

when needed. In most cases, it will not be necessary to use all the SFA parts. 
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Figure 21. Reduced summary of content in SFA 

 
 

 

The original manual may be accessed via the following link: http://michelmentor.se/files/Stress-First-

Aid-manual.pdf 

After action meetings  

To achieve the purposes of SFA, primarily strengthening social support as well as focusing on post-

event learning, there are advantages to operational units routinely gathering After action meetings 

after different events, especially after serious ones. Managers and peer supporters then can do the 

following based on SFA at such meetings: 

• Convey information  

• Reflect on current efforts by, for example, conducting After Action Reviews. 

• Convey psychoeducation and normalization  

• Continuously check employees  

• Focus on “Connect” - social support and cohesion  

• Act on other SFA parts such as: coordinate, cover, calm, competence, and confidence as 

needed  

After Action Review (AAR) 

Another important purpose of After action meeting, in addition to the focus on social support, is that 

the staff in the unit are also given the opportunity to communicate about and evaluate their own 

efforts. One instrument that has proven to have several different positive effects is the 

implementation of an informal review of the event - AAR. It is important to point out that the AAR 

does not aim to criticise each other, but instead to strengthen learning and cohesion. Thus, the focus 

is on what happened and not on who did something. The time required during these sessions is only 

about 15 minutes at the end of each day of service. Examples of the questions used and what the 

goal is with AAR is shown in Figure 22 below. This simple and informal form of AAR may be included 

as a first step in the SFA crisis support also for civilian operational personnel as previously 
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mentioned. If operational organizations continuously gather after different operations and provide 

the opportunity to communicate about what has been done, for example through such simple 

informal AAR, it may have a positive effect on the effectiveness of units (Tannenbaum et al., 2013; 

Keiser et al., 2020). AAR may also enhance communication and cohesion in the unit (Villado et al. 

2013). The effects may thus be, improved efficiency and strengthened abilities, and it may further 

increase self-confidence among staff, strengthen social support and cohesion and thereby reducing 

stress impact. See Figure 22. These effects are fully in line with other knowledge about how social 

support may counteract post-traumatic stress reactions. To achieve these positive effects, the well-

functioning of the working groups is also required. What distinguishes successful teams are the 

following five points (Rozovsky, 2015): 

Psychological safety 

• Team members feel safe to take risks and be vulnerable in front of each other  

Dependability 

• Team members get things done on time and meet the employers high bar of excellence  

Structure and clarity 

• Team members have clear rolls, plans, and goals  

Meaning 

• Work is personally important to team members   

Impact 

• Team members think their work matters and creates change.  

 

According to Rozovsky (2015) it is possible to investigate how successful a specific team is by trying 

to answer the following five questions. The more yes-answers, the more of a successful team. 

Five questions to investigate whether a group is a high-performing team: 

• Psychological safety: Can we take risks on this team without feeling insecure or 

embarrassed? 

• Dependability: Can we count on each other to do high quality work on time? 

• Structure & clarity: Are goals, roles, and execution plans on our team clear? 

• Meaning of work: Are we working on something that is personally important for each of us? 

• Impact of work: Do we fundamentally believe that the work we are doing matters? 

 

Figure 22. After action review and its relation to crisis support 



46 
 

 

Battle Buddy support programme (BB) 

As a result of the strain that the pandemic contributed to on healthcare professionals, the concept of 

the Battle Buddy support programme (BB) was developed (Albott et al., 2020). The aim was to help 

better manage work-related stress and to strengthen resilience and recovery of exposed staff. BB 

builds on what has been used in military systems in the form of "Battle buddies,” where soldier 

comrades support each other to deal with all the extreme stressors they may be exposed to in 

combat situations. The implementation of BB in civilian circumstances, which is briefly described 

below, thus seems like an easy and effective way to make use of social support and reflection 

without requiring any extraordinary administrative measures in a work unit. 

Purpose of BB 

• To validate individual experiences 

• Identify and address stressors early  

• Keep work at work – and not to bring it home  

• Develop and maintain resilience and to support recovery   

Implementation 

• Contact a colleague with the same level of responsibility at work, someone with whom you 

think you may communicate in this way. It does not have to be your best friend but someone 

you feel you may work well with in a professional context  

• Aim to contact your colleague 2-3 times per week, or daily if needed  

• Contact may be a quick text to check in, a short call or a digital meeting  

• Listen, validate, and provide feedback; identify any issues that need more support or 

attention  

• Identify any operational issues that need escalation  

Sample questions for check in 

• What is hardest right now? 

• What worried you today? 
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• What went well today? 

• How are things at home? 

• What challenges are you facing with sleep/rest, exercise, healthy nutrition?  

Follow-up, assessment, and treatment 

The purpose of follow-up is to identify, together and in dialogue with the employees, where in the 

stress continuum model exposed staff are located. If after serious events the initial reactions subside, 

they are likely to pass by themselves and the individual will be able to return to the green zone of the 

stress continuum. Those who have been affected will be strengthened by support from co-workers, 

peer supporters, good leadership and from social support in the private life. If, on the other hand, 

reactions remain at the same level, if they worsen or if they are particularly troublesome, as in the 

orange zone for three weeks or more, the individual should be transferred for professional 

assessment in occupational health care or equivalent. Such follow-up, assessment and treatment 

systems should be well known and established in operational organizations.  

For operational organizations, the system may thus be summarized as follows:  

Support 

• Stress First Aid (SAF)  

• After action meeting 

• Implementation of AAR  

Follow-up  

• Through managers, peer supporters and peers 

• Proactive contact  

Assessment and treatment  

• Through occupational health care or equivalent  

o Screening after 1 month  

o Evaluate treatment needs  

• Treatment offered should be evidence-based and trauma-focused 

 

It is important to note that support through SFA, with after Action meeting and AAR are not 

individual elements, but rather that these elements together form a system for managing work-

related stress. The system is based on managers and peer supporters also continuously following up 

their employees/colleagues individually. This is to identify those who need coordinated efforts, 

possibly including professional assessment, and to help them regain their functional level. It may 

contribute to building an organizational culture that cares about the health of the staff and thus also 

meets the work environment authority's regulations. 

Peer support 

Increasing focus has also been on developing peer support in operational organizations in the form of 

appointing special peer supporters and training staff in stress management (Steenkamp et al., 2013). 

Because there was a lack of literature on peer support and to improve support for staff in high-risk 

organizations, Creamer et al., (2012) conducted a study with the goal of creating guidelines for more 

knowledge-based peer support. The project led to consensus on the identification of eight points 

that may constitute recommendations for peer support activities in operational organizations. A 

starting point for these recommendations is that in organizations where staff are at elevated risk for 

exposure to stress, should have well-planned, integrated, and tailored peer support activities for 
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their employees. The recommendations should not be interpreted strictly, but rather should be 

implemented in accordance with what fits into the specific context. A vital component of such peer 

support systems is the need for timely access to professional assessment and treatment for those 

who need it. It should be seen as a requirement for organizations to ensure that these pathways and 

services are available. Below are the eight points that emerged from the project. 

1. The goals of peer support 

Peer supporters should: (a) provide an empathetic, listening ear; (b) provide low level psychological 

intervention; (c) identify colleagues who may be at risk to themselves or others; and (d) facilitate 

pathways to professional help. 

2. Selection of peer supporters 

In order to become a peer supporter, the individual should: (a) be a member of the target 

population, (b) be someone with considerable experience within the field of work of the target 

population, (c) be respected by his/her peers (colleagues), and (d) undergo an application and 

selection process prior to appointment that should include interview by a suitably constituted panel. 

3. Training and accreditation 

Peer supporters should: (a) be trained in basic skills to fulfil their role (such as listening skills, Stress 

First Aid, information about referral options); (b) meet specific standards in that training before 

commencing their role; and (c) participate in on-going training, supervision, review, and 

accreditation. 

4. Mental health professionals 

Mental health professionals should: (a) occupy the position of clinical director, and (b) be involved in 

supervision and training of the peer supporters. 

5. Role 

Peer supporters should: (a) not limit their activities to high-risk incidents but, rather, should also be 

pa t of  outine e ployee health and welfa e; (b) not gene ally see “clients” on an ongoing basis but 

should seek specialist advice and offer referral pathways for more complex cases; and (c) maintain 

confidentiality (except when seeking advice from a mental health professional and/or in cases of risk 

of harm to self or others). 

6. Access to peer supporters 

Peer supporters together with ordinary leaders should normally be the initial point of contact after 

exposure to a high-risk incident unless the employee requests otherwise. In other situations, 

employees should be able to self-select their peer supporter from a pool of accredited supporters. 

7. Looking after peer supporters 

In recognition of the potential demands of the work, peer supporters should: (a) not be available on 

call 24 hours per day, (b) be easily able to access care for themselves from a mental health 

practitioner if required, (c) be easily able to access expert advice from a clinician, and (d) engage in 

regular peer supervision within the program. 

8. Program evaluation 

Peer support programs should establish clear goals that are linked to specific outcomes prior to 

commencement. They should be evaluated by an external, independent evaluator on a regular basis 
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and the evaluation should include qualitative and quantitative feedback from users. Objective 

indicators such as absenteeism, turnover, work performance, and staff morale, while not primary 

goals of peer support programs, may be collected as adjunctive data as part of the evaluation. 

Algorithm for crisis support for operational personnel 

Practical crisis support for operational personnel may also be summarized in an algorithm (Nash et 

al., 2012; VA/DoD, 2017). See Figure 23 below. 

Figure 23. Algorithm of support for operational personnel 

 

 (Free after Nash et al., 2012 and Watson et al., 2013) 

Management of chronic stress 

The literature in the field on how individuals may manage chronic stress is limited. In addition, 

important parts that contribute to the development of chronic stress are often beyond the 

individual's ability to influence. This may apply to private life as well as to working life conditions. At 

the workplaces, as mentioned, it is the organization and leadership that have the main responsibility 

for the organizational and social work environment. Therefore, in addition to the responsibilities of 

the organization and managers, through training, practice and preparation, staff must become aware 

of potential risks and stressors in the work environment to be able to cope with chronic stress. 

Organizations must therefore put a lot of effort into raising awareness of current risks and stressors. 

It is also important to create work-private-life balance, stressing the importance of social support and 

good cohesion to reduce the effects of stressors and thus to promote resilience and mastery of staff. 

Although the literature is limited on how the individual may counteract chronic stress, there is still 

some experience, linked to science, that may possibly reduce stress effects. In addition to the 

methods of individual stress management described in previous sections, here are some examples of 

points that may distinguish a well-functioning organization. 

Staff is the most valuable resource 
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• Necessary and adapted training and realistic exercises  

• Continuous discussion of  

o Morality, ethics, and values  

o Clarification of employees' role and function  

• Work-private-life balance  

• Create systems for support and follow-up regarding stress management 

Organizational work environment 

• Risk analyses  

• Awareness of the workplace challenges  

o Demand-control-support model  

o Effort Reward Imbalances 

• The opportunity for reflective conversations about different stresses at work  

Social work environment 

• Good leadership  

• Well-functioning teams  

• The value of friendship, good cohesion and good support from managers and colleagues. 

Screening of operational personnel 

The use of screening forms should be done with discernment. It is neither desirable nor reasonable 

to conduct screening of all staff but should primarily be conducted on individuals who do not recover 

in a reasonable time, perhaps 2-3 weeks after severe strain. Examples of different instruments for 

mental health screening in the context of follow-up may be found in Annex 1. 

Access to prevention, professional assessment, and treatment 

As stated earlier in the text, the ability to easily access professional assessment and treatment 

becomes an important cornerstone of a developed support system in operational organizations. The 

most usual form of this is access to a well-adapted occupational health care (OHC). This may be a 

major challenge as the use of OHC is not always adapted to the nature of the specific organization. It 

has been described that in some organizations the HR departments (human relations, human 

resources departments) are often responsible for contact with OHC, and that it is unusual for 

collaboration to take place via safety representatives and line managers, which primarily should be 

the case. OHC is often used in remedial services such as rehabilitation, work ability assessments or 

for individual-oriented health promotion services, and only to a small extent for preventive work 

environment interventions in some workplaces. For operational organizations where different forms 

of stress are included in the work environment, preventive efforts should be prioritized along with 

opportunities for quick access to professional assessment and treatment as needed.  

Support for staff in foreign services 

As in the case of crisis support for operational personnel described above, there is also no 

straightforward evidence on how support systems for staff in foreign services, civilian or military, 

should be organised. However, there is some description in the literature of some aspects of what 

may be done before, during and after overseas service. Examples of such aspects is described below. 
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Before the foreign service 

The risk of staff in foreign services ending up with physical or mental illnesses is of course dependent 

on the type of operation, the degree of conflict level in operation, the staff's preparation, and 

training and how the support is organized. In connection with service in the most high-intensity 

conflicts, up to 35% may suffer from stress related illness both after military (Milliken et al., 2007; 

Felker et al., 2008) as civilian operations (McFarlane et al., 2009). The motivation for service abroad 

may also have some significance. The most common motives for service abroad are often self-

oriented and self-fulfilling (Hedlund, 2011; Tassel et al., 2011). In a supplement to a survey of veteran 

soldiers, it emerged that if, on the other hand, the dominant motives for participating were more of 

an idealistic nature, it was related to the fact that more people needed contact with a psychologist 

after returning home (Michel et al., 2014). The descriptions in the previous part of this compilation 

show the significant importance that organizational aspects, including leadership, have for the staff's 

view of the organization, on efficiency, job satisfaction, as well as on resilience and ability to manage 

stress. The major challenge for organizations is that the importance of these factors often increases 

in connection with operations abroad because of other contextual conditions. It is also about the fact 

that operational organizations, as employers, must fulfil their responsibility regarding the work 

environment. Where an organization only deploys individuals, but not units in missions abroad, it 

may require specific measures to meet the requirements for adequate support to them in line with 

what is set out below. It is therefore essential to prepare and train staff well before such operations. 

The following points are examples of parts that may then be included: 

• Accurate assessment of risks during the operation, which requires relevant intelligence on 

threats and risks to the personnel in the actual area of operation, including medical threats 

and risks  

• Developed selection of both leaders and personnel - medically and psychologically to be able 

to deploy competent personnel  

• Relevant education and training for the operation in question. In addition to strengthening 

capacity and self-confidence, staff's ability to evaluate risks also increases through adequate 

training and experience (Prati et al., 2013)  

• Ensured relevant vaccination and access to adequate and modern equipment (Aitken et al., 

2009) 

• Training of leaders and employees in stress management (Varker et al., 2012). The focus in 

such context may be to: 

o Understand that stress reactions are reasonable and normal in the context of foreign 

service and learn to recognize such reactions in oneself and one's peers to know 

when to seek support (Steenkamp et al., 2013)  

o Strengthening cohesion in units through training in mastering stress; strengthen 

relationships; improve sense of belonging; get to know their peers; listen better and 

not to criticize others (Williams et al., 2007)  

o Strengthen the ability to deal with moral/ethical issues that may arise in the 

encounter with a suffering population (Almonte, 2009), especially suffering children 

(Sloand et al., 2012)  

o Discuss one's own motives for the service and one's own expectations of oneself, of 

the organization, of leadership, and of colleagues 

• Plan for communication with, and support for, loved ones at home  
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• Organize and inform about systems for support in the field and after returning home. 

During the foreign service 

Operational personnel 

The grounds for crisis support described above are applicable in both military and civilian foreign 

operations. The basic principles according to Hobfoll and others, (2007) and according to the model, 

support, follow-up, assessment, and treatment may thus be systematized and adapted based on 

organizational and intervention context. Leaders should thus be well acquainted with the basics of 

primary support, for example: Stress first Aid, After action meeting, social support individual/group 

according to the algorithm in Figure 23 above. What may differ, depending on the organizational and 

intervention context, is how to organize the follow-up, assessment, and treatment parts. In the case 

of large-scale operations with many personnel or when there are pronounced stressors, such as 

military combat operations in each area of operation, the latter three functions should be on place in 

theatre. It may be in the form of psychiatric and psychological competence, part of some kind of 

health care organization (cf. US military mental health teams) and correspond to the follow-up, 

assessment and treatment that would have taken place even at home. If the operation is not of the 

same numerical importance or with lower threat levels, systems should be in place to be able to 

deploy staff quickly and easily for follow-up and assessment. In such situations, any treatment may, if 

possible, take place in the operational area or after repatriation in special cases.   

Family, children, and relatives at home 

A literature review on military service abroad reveals the impact that such service may have on 

family members, family, and children at home (Michel, 2014). Service in international operations and 

then possibly being injured or suffering from mental illness, may have a negative impact on the 

family at home and may lead to mental illness even in the home partner or children. Problems in 

reintegration may also contribute to impaired health of those involved.  What in one study negatively 

affected family relationships was whether the homecoming suffered from PTSD, exhibited emotional 

numbing, anger or tendencies to isolate themselves. When this occurred, families needed more 

support. A well-functioning partner relationship, on the other hand, led to veterans seeking help to a 

greater extent. Conversely, it was also found that the mental health of expatriate staff may be 

negatively affected if the family back home does not receive support as needed. Stresses in 

relationships were shown to be best described by examining satisfaction with the relationship, the 

presence of infidelity or plans for separation. Families that do not work well may negatively affect 

the treatment of veterans, which is why such treatment should also include family support.  

Difficulties in communicating with home partners during service may increase difficulties in 

reintegration after returning home. Communication with the serving parent through information 

technology means may be problematic for children. Access to support groups for people at home, on 

the other hand, reduced depression, and anxiety in them. Children may develop problems if one 

parent is serving, for example because the mental illness of the serving parent may negatively affect 

children, with depression and suicidal thoughts as a result. This was especially pronounced if the 

partner at home was also affected. Children to those serving abroad exhibited more sadness, 

hopelessness, depressiveness as well as suicidal thoughts and lower quality of life in a dose-response 

pattern, related to how long the serving parent was absent. Lack of parental function also negatively 
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affected children. Child abuse may also have an effect if parents suffer from depression, parental 

stress, and family conflicts.  

Intimate partner violence was related to antisocial traits, aggressiveness, childhood trauma, 

relationship factors, and PTSD after exposure to combat, alcohol problems, financial difficulties, and 

shorter time on duty. Protective factors against domestic violence were being a parent, support from 

neighbours and from the community and individual mastery.   

Although the above descriptions are primarily based on studies in the USA, adapted support for loved 

ones, such as family at home during the service abroad, may be of immense value to everyone 

involved. The need for such support for relatives, families and children may of course vary greatly. 

However, some basic elements should be present during the service, such as:  

• Opportunity for regular information about the service abroad  

• Opportunity for regular communication between serving and family members at home 

• Proactive contact from local and central support resources and establishment of support 

groups for family and children back home as needed. 

After the foreign service 

The purpose of follow-up after foreign service, whether it is after a military or a civilian operation, 

may be to support recovery and reintegration to return the individual to the green zone according to 

the stress continuum model. This may be done by following here again the crisis support model 

(intervention pyramid, Figure 12) described in the first part of this document: support, follow-up, 

assessment, and treatment. Thus, one may start by conducting evaluation of the entire duty cycle. 

Compared to crisis support in operational organizations back home, where one commonly uses an 

informal evaluation, it seems more appropriate to conduct a more formal evaluation in connection 

with returning home from service abroad. This seems important both for the organization and for the 

individual. Other essential elements may be social support for the individual and group, which may 

help to create a story about the service and to facilitate the reintegration of staff into the home 

situation through a family support programme. Part of this may also include a high-ranking 

representative of the organization, who in numerous ways conveys recognition to the participants 

for taking part in the specific international operation.  Finally, an essential part of homecoming 

activities consists of follow-up, assessment, and treatment of physical or mental health if needed.  

Evaluation 

Conducting a more formal After Action Review (AAR) may include various elements such as: 

preparation/training, the service itself and about the support for loved ones, family, and children. 

AAR is about describing what was the task, what went well, what could have been done better or 

differently. The results are compiled and should form part of the organization's lessons learned. 

Social support individual/group 

From what has been described earlier, social support has significant importance for recovery, both 

through colleagues and through support from loved ones. This part therefore consists of two 

components: firstly, that the staff individually or unitarily should be able to meet to create a 

narrative about the service and, secondly, to provide the opportunity to conduct a family support 

programme as needed. 
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Creating a narrative about the service 

It seems reasonable that after an operation abroad, the organization should try to strengthen the 

recovery of its staff and examine various needs, as well as conduct formal evaluation as described 

above. In addition to this, the staff should also be given the opportunity to talk (individually or in 

groups) about what they have experienced. In addition, creating a common narrative is likely to 

strengthen social support and thereby facilitate recovery and reintegration. The conversations may 

by advantage take place unit-wise, most commonly with a conversation leader and may include the 

following parts, adapted to the type of foreign service: 

• Feedback regarding the pre-service training and interventions, including talks about the 

motivations for the service and expectations before service  

• Incidents and experiences during the service, such as work itself, cohesion, and leadership  

• Relationships at home and communication with loved ones, family, and children during the 

service  

• Homecoming and its challenges (partner, family, children, and other relatives; ordinary work)  

• Own function (social and professional function, feel-good ability)  

• Trust (trust in the organization; hope, trust in oneself, meaningfulness)  

• Psychoeducation, in oral and in written form. 

Family support programme 

This part intends to provide an opportunity for the on-duty person to a meeting with a competent 

conversation leader where partner, family and children may participate. Participants, time, and place 

should be possible to adapt according to needs and wishes. This family support programme should 

be adapted to the situation and may include the following components: 

• The involvement of relatives in decisions about the service?   

• Communication opportunity during duty?  

• The impact of the service on loved ones, partners and/or children?  
o Work, school, friends, or health?  

• Impact on relationships? 

• Received support from the organization/others?  

• Homecoming: challenges/uplifts 

• Psychoeducation  

• Need for follow-up and or contacts with other support institutions such as family counselling.  

Support, follow-up, and assessment 

• Convey recognition to the staff for their efforts through responsible representatives, for 

example through, speeches to the staff, recognition via the mass media, closing dinner and, 

where appropriate, medal awards (Halpern et al., 2009)  

• Follow-up and assessment of health. Examination and screening usually do not need to be 

conducted on everyone. Instead, this should be adapted based on individual needs and on 

the threats and risks that different services may have led to and what different individuals 

and entities have been exposed to. This part may include: 

o Health examination, from simple health declarations to full physical and mental 

examination  

o Identification of individual stressors: trauma; grief; ethical or chronic stress  
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o Identification of current level of stress referring to the stress continuum model for 

everyone  

o Screening and assessment of need for support. For mental health assessment, simple 

questionnaires may be used, see example Appendix 1  

o Treatment or referral for treatment. 

• Identify need for other support  

o Finance  

o Law/insurance  

o Work/function  

• Information on continued proactive follow-up of health status (after 1, 3, 6 and 12 months 

on indication and as needed) and contact routes for further support as needed. 
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5. Education and training on traumatic stress and crisis support in operational 

organizations 
This education and training program is an example of training for all employees in operational 

organizations regarding general aspects of psychotraumatology and more specific training in stress 

management for leaders and peer supporters. 

Purpose and objectives 

The purpose of this training programme is to prepare the organization to better manage work-

related stress. The overall goal is to increase knowledge in general for all employees and specially to 

prepare leaders and peer supporters in terms of their ability to function in their respective roles 

within the organization. The sub-goals of the education may therefore be to: 

Increase knowledge about  

• Basic parts in the field of psychotraumatology  

• Stress management in operational organizations  

Educate leaders about the necessity of 

• Developing preventive measures to be able to manage potentially traumatic events as well as 

daily work-related stress  

• Early identification and management of stress in employees  

• Developing effective support programmes to reduce stress impact in the organization 

• Reducing role conflicts and increasing predictability in the workplace.  

Prepare peer supporters in their ability to  

• Be an empathetic listener  

• Accommodate basic psychological support  

• Identify peers who may pose risk to themselves or others  

• Facilitate access to professional assessment and treatment as needed 

• Not only limit their activities to serious events, but also contribute to support peers in the 

everyday work environment  

• Not in more complicated cases take responsibility alone for too long, but instead, if needed 

early seek specialist advice and offer referral avenues for professional assessment and 

treatment  

• Maintain confidentiality (except when there is a risk of harm or violence)   

Content 

Basic psychotraumatology 

• Consequences of potentially traumatic events  

• Recovery  

• Risk indicators and resilience  

• Brief insight in neurobiological and neurophysiological aspects  

• Stress and its normal and more severe consequences  

• Trajectories following potentially traumatic events  

• Social support, peer support 

• Important principles for support  

• Basic self-help after potentially traumatic events and individual stress management. 
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Crisis support in operational organizations  

• Work-related stress – the stress continuum model 

• Chronic stress  

• Organizational factors  

• Leadership and cohesion  

• Preventive interventions – use of occupational health care (OHC)  

• Practical crisis support  

o Stress First Aid (SFA)  

o After action meeting (including informal After Action Review, AAR)  

o Social support individual/group  

o Basics about Skills for Psychological Recovery (SPR) 

o Peer support  

o System for support and follow-up/algorithm for support. 

Implementation 

Initially, this proposal implements a half-day lecture for all employees in each workplace, including 

employees, leaders, and peer supporters. After that, managers and peer supporters may be trained 

for another half-day of short lectures with repeated case discussions. This could then be followed up 

with a couple of repeated group exercises. 

Example of timetable 

Participants Time Content Form 

All 
employees, 
including 
leaders and 
peer 
supporters 

Half-day Overview of  
Basic psychotraumatology and  
Crisis Support in operational organizations 

Lecture 

Leaders and 
peer 
supporters 

Half-day 
 
 
 
Followed 
by 
repeated 
group 
training 

Practical Crisis Support  

• First Aid for Stress (FHS)  

• After action meeting (including informal AAR)  

• Social support individual/group  

• Basics about Skills for Psychological Recovery 
(SPR)  

• Peer support  

• System for support and follow-up/algorithm 
for support 

Short lectures 
followed by 
case 
discussions 
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Appendix 1. Instruments for screening 
The purpose of screening should be to provide a basis for the assessment of exposed individuals. A 

screening form does not replace a professional assessment but may provide guidance as to whether 

such an in-depth assessment is needed. The various forms below touch on topics that experience, 

and science have previously shown to be associated with psychiatric disorders in affected individuals. 

The various instruments deal with post-traumatic stress reactions, depression, substance 

dependence and the individual's assessment of their own need for help. Note that the questions in 

the various forms may contribute to excluding those individuals who do not need support. In cases 

where there is an indication for in-depth examination, a dialogue should be conducted with the 

individual in question about transfer for professional assessment. 

The different instruments 

Below are five different instruments that may be used for screening purposes, where deemed 

appropriate. 

Questionnaires regarding reactions following serious events 

A. Trauma Screening Questionnaire (TSQ)  

B. Primary Care PTSD Screen for DSM-5 (PC-PTSD-5)  

A two-question scale for depression  

C. Patient Health Questionnaire - 2 (PHQ-2)  

Substance dependence questionnaire  

D. Two Item Conjoint Screen (TICS)  

One question regarding need for support  

E. Psychological screening (PS). 

A. Trauma Screening Questionnaire (TSQ)  

Background  

TSQ (Brewin et al., 2002) consists of ten questions regarding the diagnosis of post-traumatic stress 

disorder (PTSD). Studies have shown that with a 90% probability, six or more affirmative answers 

could accurately classify someone with PTSD or non-PTSD, diagnosed with structured clinical 

interview a week later.  

TSQ form 

Your own reactions now to the traumatic event. 

Please consider the following reactions which sometimes occur after a potentially traumatic event. 

This questionnaire is concerned with your personal reactions to the potentially traumatic event which 

happened to you. Please indicate (Yes/No) whether you have experienced any of the following, at 

least twice in the past week. 

 

1. Upsetting thoughts or memories about the event that have come into your 
mind against your will. 

 
Yes 

 
No 
 

2. Upsetting dreams about the event Yes  No 
 

3. Acting or feeling as though the event were happening again Yes  No 
 

4. Feeling upset by reminders of the event Yes No 
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5. Bodily reactions (such as fast heartbeat, stomach churning, sweatiness, 
dizziness) when reminded of the event 
 

 
Yes 

 
No 
 

6. Difficulty falling or staying asleep Yes No 
 

7. Irritability or outbursts of anger Yes No 
 

8. Difficulty concentrating Yes No 
 

9. Heightened awareness of potential dangers to yourself and others Yes No 
 

10. Being jumpy or being startled at something unexpected Yes No 
Evaluation 

Affirmative answers to 6 or more questions suggest that there is a likelihood that the individual may 

develop a post-traumatic stress disorder. 

□ Fulfilled, indicates need for in-depth investigation. 

B. Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) 

Background 

PC-PTSD-5 developed by Prins et al. (2016), may be used one month after a defined serious event.  

PC-PTSD-5 form 

If you have previously been exposed to any potentially traumatic event, or several of them, have you 

in the past month… 

1. Had nightmares about the event(s) or thought about the event(s) when you 
did not want to?  

 
Yes 

 
No 
 

2. Tried hard not to think about the event(s) or went out of your way to avoid 
situations that reminded you of the event(s)?  

 
Yes  

 
No 
 

3. Been constantly on guard, watchful, or easily startled? Yes  No 
 

4. Felt numb or detached from people, activities, or your surroundings? Yes No 
 

5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any 

problems the event(s) may have caused? 

 
Yes 

 
No 

Evaluation 

In general, a cut point score of 3 Yes-answers best balanced the false negatives and  

false positives and corresponds to risk of later being diagnosed with PTSD (Bovin et al. 2021). 

□ Fulfilled, indicates need for in-depth investigation. 

C. Patient Health Questionnaire - 2 (PHQ-2)  

Background 

PHQ-2 is an excerpt from PHQ-9, a form developed for screening depression (Kroenke et al., 2003).  

PHQ-2 form 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

1. Little interest or pleasure in doing things. 

□ Not at all   0 points   

□ Several days   1 point  
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□ More than half the days   2 points  

□  early every day  3 points  

2. Feeling down, depressed, or hopeless. 

□ Not at all   0 points  

□ Several days   1 point  

□ More than half the days   2 points  

□  early every day  3 points  

Evaluation 

Scores can range from 0 to 6. The recommended cut point is a score of 3 or greater. Such cases 

should lead to a professional assessment to determine if there is a major depressive disorder. 

□ Fulfilled, indicates need for in-depth investigation. 

D. Two Item Conjoint Screen (TICS)  

Background 

TICS contains two questions about alcohol and drug habits tested by Brown et al., (2001).  

TICS form 

Have you in the last year… 

1. Have you ever drunk or used drugs more than you meant to?  
□ Yes 
□  o 
2. Have you felt you wanted or needed to cut down on your drinking or drug use? 
□ Yes 
□  o 
Evaluation 

Of those who gave 1 affirmative answer, about a third met criteria for substance dependence 

according to the DSM. Of those who gave two affirmative answers, 72% met substance dependence 

criteria. 

□ Fulfilled, indicates need for in-depth investigation. 

E. Psychological screening (PS) 

Background 

One simple question that may help clarify the condition of individuals exposed to potentially 

traumatic events.  

Psychological screening form 

Would you like to speak to a psychologist or psychiatrist? 

□ Yes 

□ No 

Evaluation 

If the individual himself does not wish to see psychological or psychiatric staff, there is a high 

probability (> 90%) that the individual does not currently suffer from PTSD (Wright et al., 2007). 

Thus, affirmative answers to the question indicate the need for professional assessment. 

□ Fulfilled, indicates need for in-depth investigation. 


