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This book is dedicated to those who have

experienced unthinkable loss in disasters.

And to those who help them recover
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Introduction

Preparing for and responding to disasters and large-scale emergencies make

for strange bedfellows. These tragic events require that individuals, groups,

and governments work in harmony if victims and survivors are to be opti-

mally served. As disaster response has become more standardized and for-

malized over the past several decades, the complexities, challenges, and

promises of integrating critical partners has become clearer. One of the most

challenging and promising integrative opportunities is between emergency

management (EM) professionals and behavioral health (DBH) professions

involved in disaster preparation and response. As the chapters of this book

will reveal, there are immeasurable advantages to be gained from the integra-

tion of these two professional domains. At the same time, this is not an easy

match. These are two rapidly evolving areas of theoretical, legislative, and

practical formalization grounded in conceptual structure, research, and real-

life experience.

Both the structure and content of this book are designed to guide the

reader through key areas of important integration, articulate the challenges

and opportunities involved, and provide practical guidance for implementa-

tion and application. The structure is designed to model an integrated

approach to the topics presented. Chapters will provide perspectives on the

topic from both professions as well as case examples or suggestions for

accomplishing integration.

The editing of this volume is also intended to model integration. Each of

us comes from a different profession and has designed the book based on not

only our own experiences. We have fully incorporated the suggestions from

both EM and disaster behavioral health communities to identify the most

relevant topical areas and contributing authors.

Fundamental to the foundation in designing and editing this book, both

us have walked the walk. Combined, the two of us have more decades of

hands-on involvement in disaster preparedness and response that we like to

contemplate. Our experience spans significant governmental, legislative and

policy development and implementation, consultation to national and interna-

tional leaders, knowledge development and dissemination. Perhaps most

important, is our real-time experience in disaster preparation and response in

some of the most complex and difficult situations the United States has

faced, such as in the aftermath of both natural and human-caused disasters.
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I, Brian Flynn, have lived primarily in the DBH and science world.

During my 31 years in the U.S. Public Health Service (USPHS), in addi-

tion to other responsibilities, I worked in, managed, and supervised the

federal government’s domestic disaster mental health program. In that role,

I served on-site with EM professionals at many, if not most, of the nation’s

largest disasters. Since I retired from the USPHS in 2002 at the rank of

Rear Admiral/Assistant Surgeon General, I have directed nearly all of my

professional efforts toward advancing the field of preparing for and

responding to large-scale trauma. I have provided training and consultation

to both public and private entities throughout the United States and interna-

tionally. I currently serve as Adjunct Professor and Associate Director

of the Center for the Studies of Traumatic Stress, in the Department of

Psychiatry at the Uniformed Service University of the Health Sciences in
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the Senior Housing Official responsible for disaster housing operations for

the entire Gulf Coast. After retiring in 2007, I continued EM involvement by

starting a Citizen Corps Council in my hometown and am now the leader of

a Community Emergency Response Team. I provide EM consulting services

to communities and emergency response training for volunteer groups. I suc-

cessfully integrated the operations of a Community Emergency Response

Team with a new Medical Reserve Corps team and made Psychiatric First

Aid a requisite part of the training curriculum.

We have both “been there and done that.” We have lived first-hand the

enormous opportunities that emerge where EM and DBH professions under-

stand each other and integrate our experience and expertise. We have also

witnessed situations where this was not the case. Failure to understand,

respect, and value the perspectives and responsibilities of the other field

have compromised preparedness and response. The stakes are high. In the

end, our ability to work together and integrate our professions makes a dif-

ference in the lives of countless disaster victims and survivors. We owe them

no less than our best.

Contrary to what the prior few paragraphs may have implied, this book is

not all about us. We and our supporters at Elsevier are providing the gateway

for the almost incalculable knowledge and experience represented by the

contributors to this volume. An introduction to this book would be incom-

plete without a discussion of who they are and what they have so generously

brought to this book.
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First, all contributors were selected because of not only their status and

credibility in their professional domains. A defining criterion for selection

was not only a conceptual grounding on specific topics, but their real-life

experiences in operationalizing their expertise. Every contributor has been in

a position to prepare for and/or respond to real disasters. This is not just the-

ory for them. They too have walked the walk. Think about the magnitude of

what this means. It means that you, the reader, hold in your hands almost

400 person years of collective experience, wisdom, and advice. We are proud

to have had their willing and eager participation in crafting this unique book.

Yet, for us, that is only part of the picture. Both of us know these contri-

butors well. Certainly as important as the knowledge they bring are the

values they represent. The writers of this book have spent much, if not most,

of their careers in service to protecting their national and global neighbors,

giving their all in helping others rebuild their lives and communities in the

darkest hours, and have brought comfort to the vulnerable, frightened, and

displaced. They have healed the broken. For their service, many, if not most,

along with their families and colleagues, have paid a price. One does not do

this type of work, no matter how noble, without testing the limits of health

and relationships. Yet, we know they would tell you, the reader, as they tell

us—they would not want to do anything else. In these pages, they serve once

again by sharing with you the lessons they have learned trusting that you

will continue to build on both their work and their values. We all hope that

you will use what you take from these pages to “pay it forward.”

TOPIC SELECTION

Together, pooling our collective decades of experience, we identified topics

that we felt were the most central to facilitating meaningful and practical

integration of EM and DBH. To assure that the content reflects the needs

and priorities of both fields, we distributed a draft of the book’s content

and structure to individuals and groups with credibility in both professional

domains, asking for their input both on topic and potential contributors.

The topics and contributors identified through that process are contained on

these pages.

STRUCTURE

The format of this book is a bit different than one might be used to. From the

start, we were determined to avoid a structure that would keep the two pro-

fessions talking only to the reader and not to each other. We have attempted

to model integration as not only a goal but as the foundation for this book.

We also were driven by a commitment to assure that content was not only

theoretical, conceptual, or practical—but rather, all of these, combined.
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As a result, in each chapter, readers will find a primary contributor repre-

senting either EM or DBH. This is followed by a commentary on the chapter

topic by a contributor from the other profession. Finally, each chapter will

contain a case example or practical advice to implement or make operational

the topical content in terms of integration.

TERMINOLOGY

Words matter. One of the challenges of a volume such as this is the inclusion

of different professions that have different terms, frames of reference, and

common acronyms. Assuming that most readers will read specific chapters

as their interest and responsibilities dictate rather than read from start to fin-

ish, we have done our best to include and often repeat terminology and key

references throughout the book.

We should mention from the start that we have chosen to use the terms

behavioral health (BH) and disaster behavioral health (DBH) in this book.

As Dr. James Shultz describes in more detail in Chapter 5, Integration in

Disasters of Different Types, Severity and Location, DBH is not a familiar

expression throughout the rest of the world. Instead, “mental health and psy-

chosocial support” (MHPSS) is the phrasing that is recognized and used

worldwide by the World Health Organization, United Nations agencies, and

numerous organizations involved in disaster and humanitarian response.

We have used the term behavioral health instead of mental health because

it is more inclusive, places a high value on behavior, and is rapidly become

the preferred term at least in the United States.

It is our hope that readers will understand that language is evolving, and

evolving differently in various parts of the world. We hope that these differ-

ences will not be distracting. Optimally, readers will see this as an ongoing

dynamic in the development of shared understanding.
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Section I

Context

If integration of emergency management (EM) and behavioral health in disas-

ters is to occur, it must rise on a foundation of mutual understanding and

respect. In practice, many in each profession often have little understanding or

awareness of the other. In preparation for each profession, there is little expo-

sure to the other field. When behavioral health experts find themselves partici-

pating in disaster preparedness and response, they seldom, at least initially,

know much about the field of EM. Likewise, when emergency managers first

encounter behavioral health experts while preparing for and responding to

disasters, they seldom have a comprehensive understanding of roles behavioral

health professionals can play.

In this section, readers will gain an in-depth understanding of what each

profession does. The authors provide examples where attempts at integration

have succeeded or fallen short. These examples show how an enhanced under-

standing of each other’s roles can help each profession complement the other’s

efforts.



Chapter 1

Where Emergency Management
and Disaster Behavioral Health
Meet: Through an Emergency
Management Lens

Nancy Dragani1 and Valerie L. Cole2
1Federal Emergency Management Agency, Denver, CO, United States,
2American Red Cross, Washington, DC, United States

An Emergency Management
Perspective

Nancy Dragani

Every day, somewhere in the United States, someone is recovering from a

disaster. The disaster may be small in scope, such as a house fire or localized

tornado or a major event that affects thousands like Hurricane Katrina or the

attacks on September 11, 2001. Regardless of size, the lives of those who are

impacted have changed. Each of these events leaves families in turmoil—homes

ripped apart and people forced to piece their lives back together. For most survi-

vors, recovery will take place—maybe not as soon as they would like, but even-

tually. Time will dim the terror, dull the pain, and ease the memories of their

struggles to regain the life they had before the disaster. On the other hand,

some impacted by disaster will experience psychological or emotional trauma

that will change their behavior and lead to potentially damaging outcomes.

In his work, A Treatise Concerning the Principles of Human Knowledge,

18th century philosopher George Berkeley posed a question, which is com-

monly paraphrased, “If a tree falls in the forest and no one hears it, does it

make a sound?” (Berkeley, n.d.). Berkeley’s theory posited that perception

creates reality—a concept that has application within an emergency manage-

ment (EM) and disaster response framework. One could argue that, if a

3
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physical disaster occurs and there is no impact on individuals, it is not really

a disaster. Of course, there are other serious situations that impact indivi-

duals and governments, such as ecological or financial emergencies. But, in

the world of EM, a disaster has an inherent and inextricable link to its effect

on people. The impact may be direct such as loss of housing, personal prop-

erty, or a job. It can also be indirect when essential government services like

transportation systems, utilities, or public buildings are damaged or

destroyed. Regardless, when people are impacted, effective preparedness,

response, and recovery must take into account the whole human—physical,

psychological, and emotional.

A sequence of events, including wildfires in the 1970s; Hurricane Hugo;

September 11, 2001; and Hurricane Katrina, led the EM profession beyond a

military-based, civil defense approach to disaster response and recovery.

Terms and processes accepted as the standard today, such as the National

Incident Management System (NIMS) or Incident Command System (ICS),

all hazards planning, resiliency, and whole community are relatively recent

evolutions in the field of EM (Federal Emergency Management Agency

(FEMA), 2004).

NATIONAL INCIDENT MANAGEMENT SYSTEM
AND THE INCIDENT COMMAND SYSTEM

Following widespread and deadly wildfires in Southern California in 1970,

an interagency fire group in southern California determined a better system

was needed to coordinate operations, particularly when multiple agencies

and jurisdictions were engaged in the response. This group, led by the U.S.

Forest Service, identified two key areas for improvement: the first was the

need for a standard terminology, operating procedures, and command struc-

ture; and the second was a way to prioritize and coordinate resources during

a multiagency, multijurisdictional response (FEMA, 2004). In 1972,

Congress allocated $900,000 to the U.S. Forest Service to develop a system

that addressed these deficiencies. The system evolved into the ICS and the

Multiagency Coordination System (MACS) (Neamy & Nevill, 2011).

However, for nearly 30 years, its use was limited primarily to the fire com-

munity, even though recognition was growing that ICS could be effective for

any response, regardless of cause, setting the stage for its use in an all hazard

environment. In response to the attacks on the United States in September

2001, President George W. Bush issued Homeland Security Presidential

Directive-5, commonly referred to at HSPD-5. This directive was released

on February 28, 2003, with a subject line that read, “Management of domes-

tic incidents,” and had a single, clearly stated purpose: “To enhance the abil-

ity of the United States to manage domestic incidents by establishing a

single, comprehensive national incident management system” (Department

of Homeland Security, DHS, 2003).
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The NIMS, based largely on the fire service ICS, differs only in the addi-

tion of an Information and Intelligence Management function, which can

provide analysis and sharing of intelligence during an event.

DHS launched NIMS in March 2004. When the federal preparedness

grants in 2006 rolled out, DHS made NIMS compliance a grant requirement

(FEMA, 2004). Ten years later, NIMS and ICS have been largely institution-

alized in EM agencies across the nation and are beginning to be used in plan-

ning efforts outside traditional EM areas, such as school safety plans and

major retail center emergency response planning.

So what are the core principals of NIMS and ICS? NIMS has five

components:

� Preparedness

� Communications and Information Management

� Resource Management

� Command and Management

� Ongoing Management and Maintenance

What NIMS and ICS Meant to Disaster Behavioral Health (DBH)

NIMS/ICS Element Relevance to DBH/EM Integration

Preparedness Integration begins in the preparedness phase. DBH practitioners
should take basic ICS and NIMS training, look for additional
opportunities to learn about the preparedness process, work with the
EM community to establish a seat at the table, and become
culturally competent in understanding EM.

Communications
and Information
Management

Communications is a behavioral health intervention. Chapter 11
“Risk and Crisis Communications” describes in detail integration
factors and strategies regarding communications and public
information activities.

Resource
Management

DBH resources are among the many resources of interest to EM.
By integrating EM and DBH efforts, DBH type, timing, nature, and
duration of DBH resources can be more accurately and efficaciously
determined. Chapter 7 “What Can DBH Actually Do To Make
Emergency Managers Jobs Easier?” describes how behavioral health
practitioners can make emergency managers’ jobs easier.

Command and
Management

In disaster situations, DBH, like all other elements of response
operations, will generally function under EM command and control
functions. However, there may be situations when an Incident
Commander wishes to incorporate DBH into an active operation,
either to support responders or to identify critical concerns with
survivors. DBH resources must understand these structures and be
prepared to function within either of these frameworks. Few DBH
professionals are familiar with these systems until they enter the
world of disaster preparation and response. Chapter 10 “Integration
in the Emergency Operations Center (EOC)” describes in detail how
DBH can integrate in various EM facilities and operations.

(Continued )

Where EM and DBH Meet: Through an EM Lens Chapter | 1 5



(Continued)

NIMS/ICS Element Relevance to DBH/EM Integration

Ongoing
Management and
Maintenance

There are DBH needs and considerations in preparedness, response,
and recovery. The nature of the DBH needs change over time and
the types of DBH expertise needed will also vary. Ongoing DBH
needs and requirement should be an integral part of EM ongoing
efforts through the event cycle.

ICS is one of three functions under Command and Management; the

other two are MACS and Public Information. According to the FEMA ICS

Resource Center, ICS is a scalable, standardized management tool that can

be used for emergency and nonemergency events. To illustrate its adaptabil-

ity, ICS trainers often use, only half-jokingly, the example of ICS as a man-

agement tool for planning a wedding or graduation party.

ICS has 14 core principals organized into six areas. The first focus area,

Standardization, only contains one principal. However, it is arguably one of

the key elements of ICS—common terminology. Using plain language, rather

than agency-specific codes or acronyms, is critical to a successful multi-

agency response. Imagine the challenges that would occur if two agencies

came together in an active response and used different codes. One agency

may use a 10�99 for “officer down” and another may use the same code for

“temporarily out of service.”

The second focus area, Command, has two essential functions. Establishment

and Transfer of Command address the question of “who is in charge” and how

command is transferred in such a way that all the essential information is pro-

vided to the incoming commander. Chain of Command and Unity of Command

identifies how the lines of authority flow within the incident management organi-

zation and stipulates that each person has a designated supervisor.

The third area is Planning and Organization and includes four features.

The first feature, Management by Objectives, establishes specific, measure-

able objectives for a defined incident period and then focuses efforts to

achieve the objectives. Modular Organization, the second feature, simply

refers to the scalability and flexibility of the ICS, or the ability to scale up or

down depending on the size and scope of the incident, as well as any specific

hazards. Incident Action Plans communicate the overall incident objectives,

addressing both operational as well as support activities. Manageable Span

of Control recommends the span of control or line of authority of any single

individual should be from three to seven directly reporting individuals.

The fourth focal point is Facilities and Resources and includes two fea-

tures: Incident locations and facilities encompass the various operational and

support facilities such as Command Posts, Bases, Camps, Staging Areas, and

Mass Casualty Triage Areas; and Comprehensive Resource Management, the

processes for categorizing, ordering, dispatching, and tracking resources.

6 SECTION | I Context



Communications and Information Management, the fifth area, has two

features. The first, Integrated Communications, addresses the need for a

common communications plan and interoperable communications processes.

Information and Intelligence Management, added to ICS as part of HSPD-5,

allows for the gathering, sharing, and managing incident information and

intelligence.

The final focus area, Professionalism, is the largest with seven features

but largely reinforces several of the preceding features, including Incident

Action Planning, Unity of Command, Span of Control, and Resource

Tracking. Three other areas of attention include ensuring Personnel

Accountability, by requiring Check-In before receiving an assignment and

reinforcing that personnel only respond when requested or Dispatched/

Deployed by an appropriate authority.

THREAT, HAZARD, AND RISK ASSESSMENTS

The first step in emergency planning is identifying threats, vulnerabilities,

and risk. A threat is anything that can cause harm to people, property, or the

environment. Vulnerability is a weakness that is exposed when faced with a

threat. Risk, then, is the combination of threat and vulnerability. An urban

environment faced with a threat that may require evacuation may be at

greater risk due to reliance on public transportation than a suburban environ-

ment where most families own personal vehicles. In this case, reliance on

public transit systems creates an increased vulnerability in an evacuation

scenario. In another example, an area with an active wildfire threat but little

population may be at a lower risk based on the limited vulnerability of a

population.

In 2013, FEMA released a new tool to measure risk—the Threat, Hazard

Identification, and Risk Assessment or THIRA. The THIRA is a four-step

process that helps the community and planners understand risk and identify

capability requirements. Communities can then begin to map their risks to the

capabilities needed to achieve their desired outcomes and the resources

required to achieve their targeted capabilities. FEMA has identified 32 capa-

bilities that are common and grouped them into five mission areas: prevention,

preparedness, response, recovery, and mitigation of disasters. Some core capa-

bilities are only in one mission while others can be found in multiple mission

areas. The capabilities run the gamut—from planning to mass care services,

search and rescue to supply chain integrity, cybersecurity to interdiction and

disruption. The result of the THIRA process is that communities know what

they need to prepare for, what resources (either owned by the community or

available through mutual aid) are needed to meet the required capabilities, and

what actions can the community take to avoid, limit, or eliminate a threat or

hazard. The risk assessment feeds into the planning process.

Where EM and DBH Meet: Through an EM Lens Chapter | 1 7



ALL HAZARDS PLANNING

Until President Jimmy Carter created FEMA in 1979, there was no single

agency in charge of coordinating the federal response to disasters. In 1988,

when the Robert T. Stafford Act became law, FEMA was required to

develop a federal response plan and each state was directed to develop a

state emergency operations plan. The Federal Response Plan (FRP) was

released in 1992 and heralded the advent of a new type of emergency plan.

Up to that point, emergency plans focused on specific events, such as

earthquakes or nuclear attack, or were written by individual agencies

focused on their activities. The FRP was the precursor to the National

Response Plan, and the current federal plan is called the National Response

Framework (NRF).

Each of these plans or frameworks is based on the assumption that there

are core activities that do not fundamentally change, regardless of the cause

of an event. For instance, if a building collapses, search and rescue must

occur, debris must be cleared, public information must be disseminated.

While the way a search proceeds, debris is cleared, or the content of a

message may change, the act of search and rescue, debris clearance, or pub-

lic information does not fundamentally change, regardless of whether the

building collapsed because of a tornado or a bomb. This is the core precept

of all hazards planning.

In FEMA’s planning guidance, Developing and Maintaining Emergency

Operations Plans, released in November 2010 (Federal Emergency

Management Agency (FEMA), 2010), several key planning principles are

outlined. Planners must use a logical, analytical approach to work through

complex problems. Plans must consider all threats and be able to address

traditional as well as catastrophic events. An effective all hazard plan should

identify actions and the resources required to implement a response. It will

clearly define roles and responsibilities as well as how other levels of

government can support the primary jurisdiction.

Planning must include participation from all the stakeholders in the com-

munity and be inclusive in its approach. In other words, the whole commu-

nity must be at the planning table.

WHOLE COMMUNITY

So what does the “Whole Community” mean? In 2011, FEMA Administrator

Craig Fugate launched a new concept that advocated ensuring the whole

community is involved in planning and response. FEMA (2011) released a

document describing the concept, “A Whole Community Approach to

Emergency Management: Principles, Themes, and Pathways for Action.”

This document outlines the intent of the program and offers suggestions for

implementation. Aimed primarily at the state and local EM community, the
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program recognizes “the importance of bringing together all members of the

community to collectively understand and assess the needs of their respective

communities and determine the best ways to organize and strengthen

their assets, capacities and interests” (FEMA, 2011). Through this approach,

FEMA hopes to build a more effective path to a secure and resilient society.

It also provides an impetus for EM to seek out and engage with DBH practi-

tioners to really fill out the whole community approach.

The whole community concept suggests a philosophical shift away from

a reliance on a standard set of actions. Instead, there is in an increasing

recognition that in order to build a prepared society, we have to engage all

members of the community, understand the needs and motivations of our

citizens, build on what currently works in community engagement, and

“move beyond the easy to looking at the real needs and issues a community

faces” (FEMA, 2011, p. 7).

RESILIENCY

Much has been said about the need for personal preparedness and a more

resilient population. In fact, one could argue that the more prepared indivi-

duals are, the more psychologically resilient they may become. They will

have positioned themselves to be a survivor; as such, they will be more

resilient.

A resilient population is one that has the ability to bounce back, to adapt

to adversity, and return to a state of normalcy. However, resiliency is more

than being prepared for a disaster; it includes understanding the risk, accept-

ing some measure of personal responsibility, and then proactively engaging

in solutions.

Likewise, one can understand a risk and yet choose not to accept personal

responsibility for that risk. Most drivers understand that having a vehicular

accident is a realistic risk of traveling by car. Yet, according to a press release

issued by the Insurance Information Institute, 12.6% of drivers are uninsured

(Insurance Research Council, New Study Reveals a Declining Trend in

Uninsured Motorists, 2014). Drivers may understand the risk, but choose not

to, or are not able to, accept personal responsibility and engage in a solution

by purchasing insurance. The challenge for emergency managers is to develop

messages that not only clearly convey risk but motivate personal responsibil-

ity as well as advocate multiple options to engage in solutions.

Positioning theory, which looks at the roles and rights, duties, and

responsibilities that individuals assume based on their perceived or actual

position in the world, is one way individuals can choose, or be placed in, the

role of victim or survivor. A 2009 article published in Theory and

Psychology called “Recent Advances in Positioning Theory,” by Harre and

colleagues, explored new applications of the use of positioning theory to

explain interpersonal encounters (Harre & Moghaddam, 2009).
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According to the website Changing Minds (http://changingminds.org/),

people define roles based on what they have learned from social interaction

and education. Once the roles have been defined, people develop expectation

about those roles and then encourage others to behave accordingly.

According to Davies and Harre (2007), in their article “Positioning: The

Discursive Production of Selves,” the challenge with role theory is that eval-

uating actions identified by roles is static and based on formal, ritualistic

aspects. They contend that how people position themselves may be a more

reliable precursor to their actions than their static role. A key element in

positioning theory is belief that language not only communicates but shapes

the way individuals act based on how they position themselves relative

to the language used (Davies & Harre, 2007, p. 2). Craig Fugate understood

this when he reframed those impacted by disasters from “victims” to “survi-

vors,” first, as director of the Florida Division of Emergency Management

and then as the administrator of FEMA.

Discourse, or dialogue, creates a framework in which one positions one’s

self or others. The assumption of position will determine where an individual

is placed in the narrative. Davies and Harre (2007, p. 4) assert there are two

ways individuals get positioned into the narrative: interactive positioning and

reflective positioning. In reflective positioning, the individual defines his or

her own position. In interactive positioning, the individual’s position is

defined by someone else. In both cases, the positioning may or may not be

intentional. However, just as conversations shift and change based on input,

an individual’s position can flex based on how the dialogue changes the

narrative, and, therefore where each player fits in into the storyline (Davies

& Harre, 2007, pp. 2�3).

FEMA Administrator Craig Fugate’s attempt to reframe victims of disas-

ters to survivors is consistent with the concept of positioning theory. By posi-

tioning individuals impacted by disaster as survivors, FEMA is helping them

assume the responsibility to be accountable for their own survival, as well as

an implied duty to help others. By assuming the role of survivors, they become

not only enablers in their own response and recovery, but also allow govern-

ment resources to focus on those who are positioned, regardless of cause, as

victims. In the role of survivors, people may even feel a responsibility to pro-

vide for others more impacted than themselves or their families.

Language matters. It matters from both psychological and operational perspec-

tives. DBH professionals should be aware of the history, importance, and evolu-

tion of the use of terms like victim and survivor and other EM terminology.

Individuals placed in the role of “victim” may feel justified in abdicating

any responsibility for preparedness, survival, or recovery, which requires the
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government to fill that role. In this case, they will also likely feel they have a

right to certain provisions and benefits, such as ice, food, water, and shelter,

in the immediate aftermath of an event as well as government grants or loans

during recovery. As victims, they may feel these rights are inviolable and can

feel betrayed if their needs are not met to the standard they believe is war-

ranted. The position an individual is placed in or places himself in is not

static. The environment, other individuals involved in the encounter, and out-

side stimulus all change the framework of the interpersonal relationship and

the position of the individual relative to role, rights, responsibilities, and

duties. Consequently, an individual may assume the role of a survivor for an

event that is either familiar or planned. For example, many individuals who

live along the Ohio River in southern and eastern Ohio are relatively sanguine

about the flood risk from the river. To them, the risk is part of river life, and

they have plans in place to move their possessions and their families to higher

elevation when river flooding is predicted. When the water recedes, they

clean up their homes and property and resume their daily activities. The most

responsible residents maintain flood insurance and understand that in the

event of flooding, flood insurance will provide the greatest assurance of

recovery. Within the framework of positioning theory, they have demon-

strated a closer nexus to survivor than victim. They accept the risk of flooding

as well as the responsibility to prepare and recover from that risk. However,

since positions are not static, rights and responsibilities shift as new patterns

emerge. In the event of a less common disaster, such as a tornado or chemical

event, they may be less prepared, and therefore more likely to assume the

role of victim. In this case, they may be more inclined to wait for outside

assistance and may feel betrayed if that assistance is not readily offered.

Individuals can choose, or be placed in, the role of victim or survivor.

They can choose or be placed in role of responder or casualty, which will

then influence their perception of their rights as well as responsibilities. If

messaging is reflective of personal perception of self and personal perception

is defined by language and dialogue, then it is critical that those who prepare

the messages use appropriate language to foster positive positioning. Craig

Fugate was spot-on when he reframed victims as survivors. He used words

to inspire a different context for those who have lived through disaster, and

by doing so, encouraged a stronger, more resilient self-image of disaster

survivors.

DBH professionals are acutely aware that individual perception often trumps

facts and heavily influences how individuals behave. Positioning theory is a

good example of a shared conceptualizing between DBH and EM, even if termi-

nology may vary. Finding common ground is an important first step in integrat-

ing DBH and EM.
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A Disaster Behavioral Health
Perspective

Valerie L. Cole

The premise of this book is that there is much that disaster behavioral health

(DBH) can bring to the EM table. This section will present a brief overview

of how DBH fits into the world of emergency management (EM) from the

perspective of the behavioral health lens.

There are many misconceptions about DBH that are held by emergency

managers, first responders, and others involved with disaster response. Some

of the misconceptions are:

1. The Office of Mental Health for the jurisdiction can and will handle any

behavioral health issues that may arise due to the disaster. Any mental

health practitioner is qualified to practice DBH.

2. The magnitude of a disaster is measured solely by number of homes

damaged or destroyed. If there has been minimal property damage, there

is very little need for DBH.

3. DBH is only needed when there have been fatalities or acts of terror.

4. DBH is only needed during the response phase, or it is only needed dur-

ing the recovery phase.

5. The only function of DBH practitioners is to recommend self-care or sug-

gest that the responder is not fit to handle the situation and should leave.

For responders who want to continue working on the disaster, it is dan-

gerous to talk to a DBH specialist.

These misconceptions will be addressed one at a time. Before we delve

into these misconceptions, we will look at how DBH fits in into the structure

of EM.

FOUNDATION: INCIDENT COMMAND STRUCTURE

In a typical Incident Command System (ICS) model, the focus is on a uni-

fied command that will allow for rapid response, interoperability between

agencies, and an emphasis on saving lives as well as protecting the commu-

nity. A typical command table of organization has five main sections:

Command, Operations, Planning, Logistics, and Finance/Administration

(FEMA, 2008). Within this command structure, there is not necessarily a

specific place for behavioral health. Following are examples of the multiple

positions that behavioral health specialists can assume under this command

structure.

Where EM and DBH Meet: Through an EM Lens Chapter | 1 13



The FEMA model taught to emergency managers has no specific place for

behavioral health. There is a Medical Unit in the Logistics section, but this

placement reflects the need to provide services to responders, not the impacted

community. This Medical Unit is responsible for staff force health protection.

Behavioral health is certainly part of the overall effort to ensure a fit workforce

but is meant to protect the emotional well-being of the community rather than

focusing on the wellness of the unit.

In California’s Hospital Incident Command System guidebook (California

Emergency Medical Services Authority, 2014), the Behavioral Health Unit

Leader works in the Operations section under the Medical Care Branch

Director, while Employee Health and Well-Being is situated in Logistics. This

placement allows for a logical connection to other medical units whose mission

is to provide care to patients.

During a mass casualty when a large-scale DBH response is indicated,

the Hospital Incident Command System (HICS) Guidebook calls for a modi-

fication of the typical Hospital Incident Management Team structure

(California Emergency Medical Services Authority, 2014). In that scenario,

the Guidebook recommends that DBH be a Branch with a Branch Director

reporting to the Operations Section Chief.

In some cases, a DBH specialist could be located in the Planning section

as a technical specialist. For terror incidents or incidents involving commu-

nity panic, fear, hysteria or anger, it may be appropriate to have a DBH

responder at the Emergency Operations Center (EOC) to advise EM leader-

ship on typical responses, risk communication, or management of community

support. As mentioned in the HICS Guidebook, behavioral health specialists

should be called upon to assist in planning for support to patients and their

families, as well as staff and their families.

DBH Myth 1: The Office of Mental Health for the jurisdiction can and will han-

dle any behavioral health issues that may arise due to the disaster. Any mental

health practitioner is qualified to practice DBH.

It is important here to provide some context for how disaster response is

structured nationally. There is an overarching structure, The NRF is estab-

lished by the Department of Homeland Security DHS (http://www.fema.gov/

national-response-framework). Within that document, there are specialized

functions identified as Emergency Support Functions (ESFs) in which the

scope of responsibility as well as governmental entities responsible for lead-

ership are identified (DHS, 2008, https://www.fema.gov/pdf/emergency/nrf/

nrf-overview.pdf). It should be noted that disaster preparedness in the United
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States is based on what is known as an All Hazards model meaning that

preparedness and response occurs based on identifying core principles and

procedures common to all types of disaster events and then response

becomes customized through selective applications of relevant ESFs.

Typically, states use this framework as the architecture upon which to struc-

ture their own response planning and strategies.

However, a challenge arises if the planners are focusing on the areas of

responsibility known as ESFs as the organizing principles when incorporat-

ing DBH into emergency planning. ESF 6 describes the mass care response

during a disaster whereas ESF 8 is concerned with the medical response.

Hospitals generally request resources under ESF 8 in the Operations section,

including behavioral health resources. However, for some response agencies

that often provide disaster mental health resources, such as the American

Red Cross, the agency liaison will be focused on ESF 6 services and DBH

may be overlooked as an asset by the agencies responsible for the medical

response.

UNDERSTANDING THE DIFFERENCE BETWEEN TYPICAL
COMMUNITY MENTAL HEALTH CARE AND DBH SERVICES

When planning for EM, often state or local mental health agencies are

included in planning and response. Emergency managers often believe that

this has covered the issue of DBH. However, the differences in mission and

focus between the behavioral health as it is practiced day-to-day and how it

is addressed in disasters have implications for EM’s ability to protect and

serve the community from the psychological effects of disaster.

DBH responders need to have specific knowledge and skill sets that are

not generally found in mental health practitioners in state or community

mental health systems (King, Burkle, Walsh, & North, 2015). In the

All-Hazards Planning Guidance distributed by the Substance Abuse and

Mental Health Services Administration (SAMHSA) in 2003, the Agency

recommended that all personnel in a disaster response be trained in appropri-

ate DBH interventions, typical disaster reactions, and effective interventions

(U.S. Department of Health and Human Services, 2003).

One difference between DBH and community mental health is the popu-

lation being served. The community mental health system is designed to

diagnose, treat, and monitor community members with mental illness. This

most frequently includes those with serious and persistent mental illness or

substance abuse disorders. While those populations are at increased risk for

impairment due to a disaster, DBH providers serve the whole community.

Disasters affect everyone in a community: from children to adults, from pro-

fessionals to workers in the service industry, and includes all ethnic

and socioeconomic groups. People who are not in “the system” need care,

and some even need high levels of care. Individuals and families who were
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not receiving services previous to a disaster often resist accessing behavioral

health services that are offered by the health and social services systems after

the event. Lebowitz (2015) stresses the need for planning and collaboration

among community mental health agencies but does not mention collabora-

tion or communication with EM. The two systems of community service are

not well-coordinated.

In some states and municipalities, the community mental health system is

composed of contracted agencies instead of the traditional public or non-

profit entities. In these cases, representatives of the contract agencies are less

likely to be at the planning tables and generally will not have providers who

have been specially trained in DBH. Because of contract content and obliga-

tions that do not address services in disaster situations, these agencies may

be even less likely to consider making practitioners available in a disaster

than agencies that are government entities and directly control their person-

nel. There is an increasing need for contracts to clearly address expectations

and understandings in times of emergency and disaster such as training, par-

ticipation in preparedness activities, and deploying staff. If these issues are

not addressed, especially the fiscal implications, there is increased likelihood

of delayed, misdirected, and compromised response.

In addition, community mental health systems are frequently functioning

at capacity or beyond before the disaster and have little, if any, room to

expand or redirect their level of service after a disaster. EM needs to plan for

and mitigate the effects of disaster on the community mental health system.

Some examples include: natural disasters may impede routine service deliv-

ery, the workers at community mental health centers may be affected by the

disaster themselves, or mass casualties may overwhelm current systems of

care. In a system that is typically overworked and overloaded on a good day,

a disaster can act as a breaking point that will disrupt the normal provision

of care and impact the whole community (Lebowitz, 2015). The inclusion of

community mental health agency representatives at the EOC allows for the

thoughtful and effective planning needed to minimize disruption to vital

services (see chapter: Integration in the Emergency Operations Center (EOC)

for more discussion of EOCs). This inclusion may help fill a necessary com-

munity need, but does not adequately fulfill the need for DBH services for

the entire community.

On the other hand, DBH is the provision of support and care to the whole

community to mitigate the psychological effects of a disaster in both the

short term and the long term. When a disaster hits, members of the commu-

nity that have been functioning adequately will find their coping mechanisms

challenged. Even such simple stressors, such as school closings due to

weather, can place emotional burdens on a family that a DBH intervention

may alleviate. Planning for the types of behavioral and psychological

responses that can be expected in a community after a disaster is a very dif-

ferent task than mitigating the impact of disaster on the community mental
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health system. When only one type of system is considered during planning

and response, the community suffers as a result. Consideration of the collab-

oration among agencies, such as fire departments, is especially important for

disaster response with vulnerable populations, such as school-aged children

(Bergstrand, 2008; California Emergency Medical Services Authority, 2014).

DBH Myth 2: The magnitude of a disaster is measured solely by number of

homes damaged or destroyed. If there has been minimal property damage, there

is very little need for DBH.

CHASING DAMAGE

Disaster response agencies, such as FEMA and the American Red Cross,

estimate the amount of assistance that a community will need based on

the amount of damage that has been done to a community. Usually that esti-

mate is determined by assessing the number of homes and other structures

that are damaged or destroyed. EM also takes into account damage to infra-

structure, such as utility service, roads, hospitals, and schools. The difficulty

for DBH is that the level of structural damage does not correlate directly

with the psychological impact of an event.

For example, an event that causes widespread property damage and

destruction, such as a slow-rising and long-lived flood, may have a low to

moderate psychological impact. If the residents know in advance of the

threat, have time to prepare to collect their most precious belongings, and

evacuate well before the flood reaches their homes, there will still be a sense

of loss for the houses and the community but the event will not be perceived

by many as a trauma. Response agencies will classify the disaster as a Major

Disaster (a higher level, or Level 4�7 in American Red Cross terms) which

then leads to resource allocation based on that assessment. However, from a

behavioral health standpoint, the likelihood of long-term psychological

effects is low, especially if the response is handled competently, and the

need for DBH is minimal.

In other types of events where property damage may not be great, the

traumatic effect of the event may be pronounced. For example, in the spring

of 2011, several southern and Midwestern states experienced a very active

and deadly tornado season. Tornadoes are typically fickle, shifting from one

area to another during their path, with very little warning. Because of the

recurring incidence of tornadoes, residents experienced the fear of being

caught in the tornado’s path repeatedly. Even when the tornado missed a

block of homes, the residents who had been hiding in their bathrooms or

basements hearing the winds and the debris being blown about only a block

or two away were traumatized. From an EM resource allocation perspective,
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the residents in those homes that the tornado missed had very little need.

However, from a behavioral health perspective, the risk of psychological

consequences of the disaster is high, based on type of exposure and previous

experiences. In order to minimize that risk, DBH assets should be allocated

to that area to provide immediate support and assess needs for long-term

services.

Emergency managers are unlikely to be aware of, or to appreciate the

behavioral health implications of, experiencing “near misses” and of multiple

disasters in a short period of time. If the goal is to prevent or mitigate

the impact of property destruction and damage, an emergency manager may

choose to ignore those areas where damage has not occurred and to allocate

resources, energy, and attention to only areas with significant damage. In

order to assess and respond to both types of needs, it is crucial for a DBH

specialist to be in the EOC from the beginning of the disaster threat.

Public health emergencies, such as the Flint water crisis, may have long-

term psychological impacts that may not be obvious to emergency managers.

Without having a behavioral health expert at the planning table, the commu-

nity may not have the opportunity to mitigate and address the emotional

impact of those events. As another example, a small-scale active shooter

event or terrorist event may not activate a “typical” EM response, but could

have long-term psychological implications.

DBH Myth 3: DBH is only needed when there have been fatalities or acts of

terror. In those cases, EM should call on the “trauma experts” for help.

MASS CASUALTY EVENTS

The one type of event in which most emergency managers will readily

recognize the need for DBH is a mass casualty event. Especially if the casu-

alties are due to intentional acts by humans, the level of trauma that is likely

to be experienced by the families of the casualties, the survivors, the bystan-

ders, and the responders is generally acknowledged as being potentially quite

severe.

Many behavioral health practitioners consider themselves “trauma

experts” and may come to the forefront in such a situation. While their inten-

tions are generally honorable and emergency managers have the commu-

nity’s best interests in mind when consulting with them, often the “experts”

do not understand the nature and structure of an active response situation.

Psychologists, social workers, and others who have been trained to treat post-

traumatic stress disorder (PTSD) have generally been taught to administer a

program consisting of hour-long sessions in a controlled environment, like at

a therapist’s office, which can span a period of weeks to months.
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Working with trauma victims at the time of the disaster is quite different

than a trauma intervention in the months after an event. The appropriate

response at the time relies on a strengths-based model which encourages the

survivor or victim to access their support system and their preexisting coping

skills and strategies. Reliving or retelling the details of the event and their

reactions to it is not helpful for prevention of long-term psychological conse-

quences and can actually be harmful to the survivor. This approach is in

stark contrast to generally accepted best practices for PTSD treatment—

many of which include repeated exposure to the trauma.

Emergency managers may not understand or appreciate the need for specially

trained DBH practitioners to provide services during a response to a mass casualty

event (King et al. 2015). Without this awareness, they may choose to take advan-

tages of services that are offered by well-meaning behavioral health providers

from the community. Not only might those services be ineffective, they may also

be harmful by re-traumatizing individuals who need comfort, support, and safety,

rather than consolidation of memories of the traumatic or life-threatening event.

The multiagency nature of the response to a mass casualty may create

unforeseen difficulties for emergency managers in the coordination of the

DBH response. Behavioral health practitioners from the community may not

be accustomed to working with law enforcement agencies or in a highly

structured incident command scene. Emergency managers need to clearly

communicate to the DBH responders the hierarchy of reporting and com-

mand, limits to access to survivors, and confidentiality challenges present in

a mass casualty response. Behavioral health practitioners need to respect and

acknowledge these conditions. Without mutual understanding, behavioral

health practitioners may overstep their authority or create confusion and con-

flict within a response effort. All parties are likely to become frustrated to

the detriment of service provision to survivors and their families.

DBH Myth 4: DBH is only needed during the response phase, or it is only

needed during the recovery phase.

PREPARING FOR THE DBH EFFECTS OF DISASTER

There are many opportunities to strengthen a community’s resilience and

prepare for the DBH effects of a disaster—just as emergency managers con-

vene, plan, exercise, and drill with first responders to prepare for rapid,

effective response. Emergency managers should similarly work with DBH

experts to build community capacity to anticipate and respond to likely com-

munity reactions that often occur in the aftermath of disasters.

A survey was conducted with Kansas mental health agencies to assess the

degree of disaster preparedness found that respondents felt that the state was
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not prepared for the mental health consequences of disasters (Hawley et al.,

2007). However, more surprisingly, the study authors did not question emer-

gency managers about their knowledge of mental health resources or their

plans for including mental health in recovery efforts.

There is a current emphasis on identifying and addressing the disaster-

related needs of various populations, such as those with disabilities, func-

tional and access needs, mental illness, or substance abuse (Bergstrand,

2008; Institute of Medicine, 2015). These initiatives need to include

vulnerable populations such as the elderly and children as well. Specific

recommendations regarding the need to prepare for meeting the needs of

children have been developed by the National Advisory Committee on

Children in Disaster—http://www.phe.gov/Preparedness/legal/boards/naccd/

Documents/healthcare-prep-wg-20151311.pdf.

DBH IN THE RECOVERY PHASE

The line between response and recovery is often quite fine and crossed very

early in the disaster response. For DBH, an effective response leads immedi-

ately into recovery from the traumatic effects of the disaster and optimally

reduces the need for long-term psychological care. When attention is paid to

the likelihood of long-term consequences of disaster, individuals who have

been most severely exposed should receive priority of care.

DBH responders should remain on the scene of a disaster even after the

immediate response has been concluded. For example, in October 2015,

there was a building in Brooklyn that exploded, killing two and injuring

more than a dozen residents (Crook, 2015). The New York Fire Department

responded quickly, and the Greater New York chapter of the American Red

Cross arrived on the scene to provide mobile canteen support (hot and cold

beverages and snacks), disaster mental health, and disaster spiritual care

DSC. The DMH and DSC responders remained at the scene for 50 h while

the firefighters continued to look through the rubble for another victim

(Ryan, 2015). All other emergency responders had left, but because of the

nature of the incident, both spiritual and emotional support was still needed

in order to assist the survivors in their efforts to begin their recovery.

DBH Myth 5: The only function of DBH practitioners is to recommend self-care

or suggest that the responder is not fit to handle the situation and should leave.

For responders who want to continue working on the disaster, it is dangerous to

talk to a DBH specialist.

In addition, DBH experts in the EOC can provide support to the emer-

gency manager and the other leadership in the EOC. During the long days
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(and often nights as well), a colleague who is charged with monitoring stress

levels while being active in the response can intervene to prevent and medi-

ate conflict, offer another perspective, provide distraction from the high-

stress environment, or simply provide comfort. If the DBH expert is in the

EOC from the beginning of the response, trust is developed that allows sup-

portive interactions to occur in a natural, spontaneous manner without threat

to the emergency manager’s sense of integrity and competence.

The DBH expert in the EOC can also prevent a slowdown or poor

decision-making due to an emotional crisis by offering guidance on manag-

ing the environment and the response. When needed, a DBH staff member

will provide much-needed support to other EM personnel in order to allow

the continuation of vital work. The intention is to minimize a need to release

anyone from duty throughout the response.

WORKFORCE BEHAVIORAL HEALTH PROTECTION

A DBH expert in the EOC can also provide consultation to emergency man-

agers on stress management and strategies to avoid conditions that are likely

to lead to burnout, compassion fatigue, or vicarious traumatization. Attention

needs to be paid to the effects of structural, organizational, and event-related

stressors on all responders. A DBH expert can advise emergency managers

on the conditions that could be improved to reduce stress on the responder

while still providing needed services to the community.

RECOMMENDATIONS FOR THE FUTURE

There is an urgent need for understanding and shared knowledge as well as

shared experiences between EM and DBH specialists. The community will ben-

efit from dispelling the myths described above and facilitating a dialogue

between the two professions. Rather than being seen as a hindrance and drag on

response efforts, DBH efforts should be recognized as facilitating and improv-

ing the emergency response for the whole community (Amaratunga, 2007).

In May 2015, New York State convened emergency managers and disas-

ter mental health agencies and subject matter experts from around the state

to develop recommendations for moving forward to prepare the state for any

type of disaster that may arise. Among their recommendations were clear

mandates to both emergency managers and DBH representatives to commu-

nicate more effectively and comprehensively with each other, train and drill

together, and include DBH at EOCs when disaster strikes (Hawley et al.,

2007). The value of these recommendations is not limited to the state of

New York. There is broad applicability in all cases where the goal of effec-

tively integrating DBH and EM is being pursued (Fig. 1.1).
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Making Integration Work

Nancy Dragani

Although some progress has been made in terms of integrating DBH into the

EM system, much work remains to be done. The first hurdle to overcome is

differences in culture between the two. EM is a child of civil defense—a

military-based civilian operation. Many of the senior leaders in EM continue

to be drawn from the military or the first responder community. Within those

groups, there is often an unspoken bias against seeking out DBH or mental

health practitioners. The attitude too often continues to be, “if you can’t

stand the heat. . .get out of the kitchen.” This personally held belief can lead

some emergency managers to turn a blind “policy” eye towards involving

any type of mental health support, especially DBH, in their planning,

response or recovery efforts. Recognizing that DBH is a component of com-

munity healing is the first step in making integration work.

Behavioral health practitioners should automatically be inserted into the Public

Health and Medical core capability subset, or even better, the core capabilities

should be expanded from 32 to 33 with a specific capability focused on DBH.

This action would formalize the inclusion of DBH in the EM structure.

DBH must be at the table for all phases of EM—from prevention to miti-

gation, preparedness to response. All hazard planning already incorporates the

whole community into the planning process, but a specific call for behavioral

health professionals to participate in every phase will ensure they are part of

the dialogue. Any discussion of a resilient population cannot occur without

recognizing the part individuals play in determining their role—victim or

survivor.
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Chapter 2

Where Emergency Management
and Disaster Behavioral Health
Meet: Through a Disaster
Behavioral Health Lens

Rachel E. Kaul1,� and Ronald Sherman2
1U.S. Department of Health and Human Services, Washington, DC, United States,
2Independent Consultant, FEMA Federal Coordinating Officer (Retired), United States

A Disaster Behavioral Health
Perspective

Rachel E. Kaul

This comprehensive review of the intersection between emergency manage-

ment (EM) and disaster behavioral health (DBH) uses a historical perspective,

as well as first hand field experiences, to identify challenges, successes, and

opportunities for future growth within disaster response coordination.

INTRODUCTION

Disaster experts and practitioners have emphasized the need for comprehensive

integration of behavioral health into emergency preparedness, response, and

recovery in articles, books, and policy documents (Pfefferbaum, Schonfeld,

et al., 2012; Reissman, Reissman, & Flynn, 2007; U.S. Department of Health

and Human Services, 2003). In the aftermath of broad scale or particularly trau-

matic events such as 9/11, Hurricane Katrina, and the Sandy Hook Elementary

School Shooting, planners, responders, and health professionals began to

�Ms. Kaul is a Senior Policy Analyst with the US Department of Health and Human Services’

Office of Policy and Planning, but this chapter reflects her personal opinions and do not neces-

sarily represent the views of the Department of Health and Human Services or the United States.
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recognize the important role behavioral health plays in overall health and

in disaster response and recovery. However, consistent behavioral health inclu-

sion into broader EM operations and effective collaboration between the two

fields has remained challenging and inconsistently achieved at state and federal

levels (National Biodefense Science Board, 2010). There are deeply ingrained

differences in professional culture between the two. A lack of a systemized

approach to DBH makes psychological support strategies a difficult fit into an

EM paradigm. The limited attention emergency planners are able to pay to the

inclusion of behavioral health into preparedness activities limits coordinated

integration of behavioral health during response and recovery phases.

Personal Experiences From the Field:

A seasoned emergency management professional recently commented to me that,
although we had worked for the same agency for a number of years and had a posi-
tive professional relationship, he did not really understand what I do for a living. I am
currently a disaster behavioral health subject matter expert and policy analyst for a
federal response agency. Before this, I functioned as one of the original state disaster
mental health coordinators hired through a Substance Abuse and Mental Health
Services Administration (SAMHSA) grant established to encourage behavioral health
all hazards planning (an approach that incorporates planning for many types of events
in a single plan with annexes) across the country. Even after years of effort to establish
effective collaboration between those in the field of emergency management and
those in the disaster behavioral health community, I realized my colleague’s question
points to an ongoing disconnect and lack of understanding of roles and function
between the two arenas.

Rachel Kaul, Disaster Behavioral Health Professional.

Many emergency managers report they rarely interact with mental health

and substance abuse practitioners, and that they feel uninformed about behav-

ioral health practice. In addition, most policy guidance and operating proce-

dures make little mention of behavioral health and, even if they include it,

offer no concrete direction on how integrations should occur. As a result,

emergency managers may be unsure about how to identify the need for behav-

ioral health personnel, uncertain about the appropriate time to engage them,

and in possession of little knowledge about what exactly they do once they are

involved in response or recovery activities. The DBH community continues to

struggle to find effective methods of encouraging participation in and consis-

tent inclusion into preparedness activities on the part of funders and from EM.

This is further complicated by a lack of standards in terms of practice in the

DBH field and a limited evidence base to support assessment and intervention

approaches (Andrew & Kendra, 2012; North & Pfefferbaum, 2013).

Planners at the state and federal levels are not in the habit of routinely

incorporating behavioral health professionals into medical response teams,

often considering behavioral health concerns an aspect of response to be
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addressed after the initial life-saving and medical response activities have

begun to wind down. Opportunities to connect people with much needed

information, emotional support and assessment, or resources early—which

literature suggests is valuable (Ruzek, Young, Cordova, & Flynn, 2004) —

are missed in this approach. One contrast to this occurred during the Super

Storm Sandy response, in which federal health and medical response teams

deployed with an embedded mental health capability along with medical

assets. The response was further augmented by mental health teams deployed

through the US Public Health Service. Anywhere medical services were

available; there was also a behavioral health capacity. Both responders and

leadership highlighted this aspect of the operation as very successful during

unpublished after action reviews. The presence of professionals to assist with

psychological triage, referral, and resource provision enhanced the ability of

the medical staff to swiftly meet the needs of those with significant health

issues. In addition, the mental health professionals provided staff support for

all the responders and enhanced their stress management and overall func-

tioning. These outcomes validate the need for health, behavioral health, and

emergency response workers to train together, work together, and develop

relationships so that integrated response is possible.

Challenges to interdisciplinary collaboration prior to events continue to

exist. It is often up to DBH professionals to devise ways to be part of the

emergency response community, such as leveraging personal relationships to

gain access to preparedness projects.

Comments From the Field:

I would often show up at planning meetings or exercises without a formal invitation
or role. I would call this ‘crashing the party’

Rachel Kaul, Disaster Behavioral Health Professional.

Though there may be informal mechanisms for getting to the table, most

emergency planners would agree that early and intentional inclusion in the

process for every necessary capability of response is preferred. In order for

behavioral health to be seen as an essential function, it must be included

throughout the emergency cycle as a matter of course and not just because of

certain relationships or individual planner preferences.
This chapter will explore ways to achieve behavioral health and EM inte-

gration and strategies to address challenges. It will argue that, for real progress

to occur, emergency managers must better understand what behavioral health

clinicians do for a living so they can appreciate what this brings to health and

medical preparedness, response, and recovery. To make this happen, DBH

practitioners need to function within the EM context and communicate using

like terms and concepts. Approaches to consider for enhanced collaboration

and effective public health and medical response will be discussed.
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THE FORMATION OF THE FIELD

The events of 9/11 created an undisputed need for large-scale psychological

support across the country (Kaul & Welzant, 2005; Ozbay, Auf der Heyde,

Reissman, & Sharma, 2013). In response, increased efforts to adopt an EM

framework in relation to meeting the behavioral health needs of disaster

survivors and responders began to emerge (Uhernik, 2008). One of the most

significant developments occurred in 2003 when the Substance Abuse and

Mental Health Services Administration, (n.d.) provided a funding opportunity

(mentioned previously) accompanied by a planning document (U.S.

Department of Health and Human Services, 2003) for states to develop an

all-hazards DBH plan. Most states applied and used the funding to hire

someone to write this plan to enhance their ability to deliver a behavioral

health response. Though unintended, a valuable consequence of this initiative

was the creation of a community of interest of DBH planners and coordina-

tors who worked within their states to elevate the inclusion of behavioral

health into emergency planning and response.

The new role created through the grant required behavioral health profes-

sionals to engage with nontraditional partners, such as emergency managers

and public health professionals. Additionally, DBH coordinators provided

stress management and crisis counseling training to emergency partners and

tried to help other behavioral health colleagues understand the consequences

of trauma and disaster for their populations and for the public at large. They

wrote plans that sought to describe how, ideally, the DBH function fit into

emergency planning, response, and recovery.

THE IDEAL OF INTEGRATION

Efforts toward effective integration described in most disaster plans created

during that time recommended incorporating activities specific to behavioral

health during all phases of response and broad collaboration with stake-

holders. Even today, most state plans emphasize that behavioral health prac-

titioners participate on emergency planning committees at the state and local

levels and contribute to exercise development and play. Many of these plans

describe how to create a response capacity by forming voluntary or funded

teams to be available to provide crisis services during emergency events.

Creating referral and resource linkages through coalition building or memo-

randums of understanding to the existing behavioral health and social service

system are essential to support recovery. Fig. 2.1 provides an overview of

potential DBH activities by phase of disaster that, if consistently utilized,

can enhance any overall response.

Even after states created their all-hazards plans, challenges to implemen-

tation persisted. After the Substance Abuse and Mental Health Services

Administration funding expired, many of the DBH coordinators and planners
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struggled to maintained their positions or garner support for activities.

However, some were successful in not only maintaining what had been

established but were also able to expand their position with additional staff

by leveraging other preparedness funding available through public health,

mental health authorities, and EM agencies. The state coordinators continued

to rely on their connections with each other by interacting at meetings, con-

ferences, and training opportunities. There was general agreement that it was

important to continue to learn from one another and strategize ways to

further improve the preparedness and response capabilities of behavioral

health in relation to emergencies, even as discrete funding for this lan-

guished. New driving factors had to be identified that could be leveraged to

FIGURE 2.1 Disaster behavioral health action timeline. This figure illustrates behavioral health

action steps that can enhance overall disaster response.
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enhance understanding of the role behavioral health plays for individuals and

communities in all phases of disasters. Among these drivers were evolving

health policy documents and guidance for overall preparedness and health-

care system surge plans.

EMERGING FORCES DRIVING POLICY

It is important to consider the role policy plays in establishing practice stan-

dards and procedures. For emergency managers, policy guidance provides a

roadmap to enhancing preparedness and response and establishes national pri-

orities to promote at state and local levels. This encourages consistency and

efficacy of disaster response. For DBH professionals, policy provides the legit-

imacy of their inclusion in nontraditional areas, such as emergency prepared-

ness and disaster response and recovery. Policy opens doors to integration.

The primary plans that guide national and state emergency related activi-

ties are accomplished through interagency workgroup processes that include a

wide array of federal partners, such as the Department of Homeland Security,

various elements of US Department of Health and Human Services (HHS),

and the Department of Transportation. Input from all areas of the federal gov-

ernment is essential. Vastly diverse agency priorities often compete for inclu-

sion. Significant preparedness documents, such as the 2008 National Response

Framework, mention mental or behavioral health as part of the overall public

health and medical response but say very little about defined capabilities and

activities (National Response Framework, 2008). However, following

Hurricane Katrina, many in the DBH field realized that inclusion in national

policy initiatives would be an important strategy to elevate behavioral health’s

place in disaster planning and response. Essential policy directives such as the

2006 Post-Katrina Emergency Management Reform Act (PKEMRA) (U.S.

Department of Homeland Security, n.d.), the 2007 Homeland Security

Presidential Directive (HSPD-21) (White House, 2007), the National Disaster

Recovery Framework (2011), and the National Health Security Strategy’s

Implementation Plan (NHSS-IP, 2015�18) (Public Health Emergency, n.d.)

were developed in response to the gaps and shortcomings realized during the

Katrina response. All emphasize the importance of mitigating the mental

health consequences of disasters to facilitate effective response but give no

measures or examples on how this is to be done.

For emergency managers tasked with implementing preparedness and

response policy, the lack of practical strategies and defined activities hin-

dered efforts to accomplishing more broadly understood mitigation of health

and behavioral health concerns. In addition, although behavioral health is

defined as an integral part of Emergency Support Function #8 as part of

Public Health and Medical Services, this capability is not routinely activated

or included in medical response. It is often up to emergency managers to

determine whether or not to request or include this capability in response.
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For readers unfamiliar with the emergency support function (ESF) structure,

these are a set of 15 standardized special activities frequently used to provide

federal support in disasters (Federal Emergency Management Agency, 2008).

To address the ongoing challenge of defining the role of behavioral

health in disasters and emergences, HSPD-21 called for the establishment of

a Federal Advisory Committee for Disaster Mental Health. Established under

the National Biodefense Science Board (NBSB), the Disaster Mental Health

Subcommittee’s recommendations included strategies to improve integration

with EM and led to the development of the US Department of Health and

Human Services Disaster Behavioral Health Concept of Operations

(CONOPS) (Pfefferbaum, Flynn, et al., 2012). This CONOPS were the first

national document to describe the conceptual framework and coordination

for federal-level behavioral health preparedness, response, and recovery for

disasters and public health emergencies. In the service of harmonizing a vari-

ety of federal efforts, its language is intentionally consistent with the

National Preparedness Goal (NPG), the National Response Framework

(NRF), and the NDRF. It also supports the goals and objectives of the

National Health Security Strategy (U.S. Department of Health and Human

Services, 2014).

The improvement in the understanding of the need to consider behavioral

health has begun to emerge in other policy guides as well. An important

example as a force for broader emergency preparedness standards is the

HHS Centers for Disease Control (CDC) and Prevention’s Public Health

Preparedness Capabilities (2011). Released in 2011, it provides a fairly

recent example of a critical planning document that describes the capabilities

required to set national standards for state and local planning and inform

cooperative agreements as well as grant activities. It emphasizes community

resilience as one of five cross-cutting domains in the capabilities and inte-

grates behavioral health capabilities as important to this throughout the docu-

ment (Center for Disease Control (CDC), 2011). Resilience as a focus for

emergency preparedness and response activities will be further discussed in

this chapter.

Even with the inclusion of behavioral health in these EM policy initia-

tives over time, there is still a lack of concrete benchmarks and measures

related to mental and behavioral health in the actual funding programs

directed toward health preparedness. It seems that measures tied to funding

are necessary to provide sustainable opportunities for behavioral health to be

included in emergency preparedness activities. The HHS Assistant Secretary

for Preparedness and Response’s (ASPR) Hospital Preparedness Program

(Public Health Emergency, 2016) had, at one time, emphasized mental health

training and services as important elements to include in overall hospital pre-

paredness effort. Due to an increasing number of mandated priorities linked

to this funding, this specific benchmark was not included in the 2008 revi-

sion of the grant guidance. Many state DBH coordinators report this resulted
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in a decrease in their access to training inclusion in exercises and planning

events. The CDC’s Public Health Emergency Preparedness Program updated

its guidance to awardees in 2015 and specifically requires coordination with

behavioral health, a significant change from previous years. However,

concrete indicators or strategies are left up to the awardees and there is little

evidence that widespread effective coordination is occurring across the coun-

try (Center for Disease Control (CDC), 2015).

THE FOCUS ON RESILIENCE

In recent years there has been an increasing emphasis on resilience as a focus

for preparedness, response, and recovery initiatives (Wulff, Donato, & Lurie,

2015). From a health and medical perspective, resilience relates to the behaviors

people can learn or develop to withstand, adapt to, and recover from stress and

adversity (Chandra, Acosta, Stern, Uscher-Pines, & Williams, 2011). Resilience

is grounded in strong behavioral health core elements such as coping skills and

social support. The growing interest in resilience has led to a greater general

appreciation for the importance of incorporating psychological and emotional

well-being into broader goals related to resilience building.

This is not a new concept. Behavioral health has been considered a criti-

cal element to overall human health, adaptability, and coping with adversity

for decades (Plough et al., 2013; U.S. Department of Health and Human

Services, 1999). As previously discussed, over the past 10 years, there has

been a push to incorporate mental and behavioral health into the EM context

which has led to efforts at the state and local levels to develop all-hazards

DBH plans, enhance cross-disciplinary training, and increase exercise partici-

pation (Hawley et al., 2007; Reissman et al., 2007; Robertson, Pfefferbaum,

Codispoti, & Montgomery, 2007). Federal emergency and disaster partners

have worked to incorporate language pertaining to behavioral health into

preparedness guidance and plans. Despite many promising steps, the recent

Institute of Medicine (IOM) report, “Healthy Resilient, and Sustainable

Communities after Disasters,” emphasizes evidence of an ongoing lack of

behavioral health policy integration into other disaster-related foci (Institute

of Medicine, 2015). It points to a need for a national policy on DBH, beyond

what now exists, to achieve successful and consistent collaboration between

the EM community and the behavioral health professionals who engage in

disaster and emergency response and recovery (Institute of Medicine, 2015).

However, realities in the current funding environment make such policy

development and implementation an uphill battle. There is an ongoing ten-

sion between current behavioral health reimbursement practices that rely on

diagnosis and treatment and the emerging interest in health promotion and

prevention as a priority in the health and behavioral healthcare sectors.
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Preparedness funding designed to target and address health and medical

related concerns began to decline in the years following Hurricane Katrina

and continues today (Bevington, 2014; Schnirring, 2013; Weems, 2010). In

addition, funding for mental health services has seen deep declines in almost

every state (National Alliance on Mental Illness, 2011). The consistency and

degree to which states have been able to support DBH preparedness has

suffered. Recent assessments, such as a formal evaluation conducted by the

Council of State and Territorial Epidemiologists in 2013 (Gould, 2014) and

an informal survey project conducted by the Division of At Risk Individuals,

Behavioral Health, and Community Resilience in 2014, conclude that states

are struggling to develop or maintain adequate DBH planning capability.

The numbers of original DBH coordinators who remain in the role have

declined and newcomers face difficulty connecting with one another across

state lines (Moskowitz & Klatt, Personal interview, 2014). As a result, ongo-

ing improvement to integration of behavioral health into public health- and

EM-based disaster planning varies greatly from state to state. There are lim-

ited numbers of experienced and trained DBH professionals who can rely on

lessons learned and established relationships within the disaster community

to support their efforts.

These developing limitations in the DBH field should raise serious

concerns for emergency managers and leaders. They could result in inade-

quate health and medical emergency planning that, as evidence suggests,

may increase health risks to public health and well-being of vulnerable popu-

lations prior to and after disasters (Herrman, 2012; Oldham, 2013; Osofsky,

Wells, & Weems, 2014). Ineffectively incorporating behavioral health into

health assessments impacts resource allocation and intervention application.

This also limits the ability of the public health emergency preparedness and

response system (of which behavioral health is an integral part) to gather

relevant pre and post disaster data, thus creating an evidence base from

which to enhance health and medical response (Pfefferbaum, Flynn, et al.,

2012). The ongoing disconnect between the EM community and behavioral

health continues to create barriers to effective collaboration, weakening

broader preparedness efforts.

CENTRAL CHALLENGES TO ADDRESS

The challenges go beyond funding. Many are rooted in the day-to-day issues

affecting collaboration between behavioral health and EM. Differences in

culture, language, and mission objectives for those in either profession pres-

ent major obstacles that need to be addressed (Robertson et al., 2007).

Whether at the local, state, or federal level, separate and uncoordinated oper-

ational approaches are evident in many responses.

Emergency Management & Disaster Behavioral Health Meet Chapter | 2 33



The State of State Behavioral Health Systems

Across the nation, state behavioral health systems are fragmented, under-

resourced, and over-taxed with trying to meet the needs of existing

consumers of services. This makes introducing and implementing emergency

planning and preparedness or expanding services to new clients seeking

help following a disaster extremely challenging for those interested in DBH.

Many state mental health authorities do not have the capability to engage in

preparedness strategies such as continuity of operations planning, capacity

assessments, and risk analysis, or in providing training to staff on crisis inter-

vention approaches such as Psychological First Aid (PFA). Stakeholders in

the day-to-day systems must understand their defined roles and activities in

relation to disasters before an event occurs in order to achieve coordinated

engagement during an actual response.

Standards and Plans

A lack of yet agreed-upon standards and practices for DBH, such as those

laid out for EM activities in National Incident Management System (NIMS),

impedes planning and policy development (Reissman et al., 2007). Popular

DBH approaches, such as PFA and crisis counseling, actually have little

evidence to support them (North & Pfefferbaum, 2013). In addition, there is

a lack of agreement in the disaster mental health community on data collec-

tion measures, processes, and use for both service provision and program

evaluation. Psychological triage or program evaluation models vary, making

clear conclusions about community assessment and intervention efficacy

difficult. This is troubling to many in the health and medical response com-

munity and makes arguing a case for DBH inclusion in planning and funding

problematic. In addition, while overall preparedness funding has increased in

relation to physical consequences of disasters, mental and behavioral health

preparedness remains unfunded and overlooked (Hawley et al., 2007; North

& Pfefferbaum, 2013). Practitioners must focus on developing and instituting

programs and approaches that can be evaluated and replicated to demonstrate

value for the healthcare and emergency response communities.

Culture

Differences in professional culture are perhaps the largest obstacle to over-

come in terms of integration of behavioral health into EM. Research indi-

cates there are specific cultural and personality factors that exist in

emergency response professions (Kronenberg et al., 2008; Paoline, 2003).

People who gravitate toward these professions tend to form close-knit com-

munities who trust each other more than those in other types of professions.
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They frequently work in teams and adhere to documented protocols, proce-

dures, or operational guidance. They rely on extensive training and planning

together to excel. It may be the case that changing or adapting to new meth-

ods and approaches may require some convincing for people typically in

these professions. Historically, there has also been significant stigma within

the EM community associated with behavioral health needs (Rutkow, Gable,

& Links, 2011). The need to recognize and address emotional impacts of

emergency response is often downplayed in planning and response phases

within EM. Approaches that rely on peer support strategies rather than on

professional mental health intervention have historically been preferred by

members of emergency service populations (Brown, 2003; Everly, Eyler, &

Flannery, 2002).

Behavioral health practitioners typically display different characteristics

in terms of personality and work style than EM and response professionals.

The nature of the work requires great ability to relate to feelings and emo-

tions as well as to empathize with distress. Clinicians often work indepen-

dently and enjoy a great deal of autonomy in deciding practice methods.

Confidentiality is a central tenant of the profession which often leads practi-

tioners to keep their own counsel rather than seek input from others. Even as

part of interdisciplinary medical care teams, the behavioral health role is

usually distinct and often operates with little direction or oversight, unlike

what is typically provided within a formal command structure. Most thera-

peutic approaches are eclectic, and there is not necessarily any single

approach to addressing the needs of someone in crisis or exhibiting distress.

In fact some research indicates that the success of interventions relies more

on the qualities of the person conducting the intervention and less on the spe-

cific element of any approach (Wampold, 2001). In other words, there are

few standard operating procedures for behavioral health like the ones emer-

gency managers develop to which they can refer. There is not common lan-

guage or a list of terms that can be used to bridge the differences between

the two fields. With little understanding of what behavioral health activities

and with issues around stigma contributing to a reluctance to consider the

psychological elements of disasters, emergency managers are challenged to

prioritize incorporating behavioral health into their day-to-day tasks and

response work.

FUTURE DIRECTIONS

Even with promising developments in policy and practice, the disconnections

between EM and DBH persist today. In order to continue to make progress,

the behavioral health community may benefit by adopting EM strategies.

Establishing standard operating procedures and mission assignments that
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align with other types of medical response capabilities would allow for

greater understanding of what behavioral health professionals do during a

response. The Health and Human Services Disaster Behavioral Health

Concept of Operations promotes the inclusion of a Behavioral Health

Liaison Officer (Behavioral Health LNO) in an Incident Command Structure.

The Behavioral Health LNO is intended to responsible for ensuring coordina-

tion of DBH efforts for the federal response in collaboration with existing

state, local, and voluntary organizational efforts. Some states include a

behavioral health role in their all-hazards plans that describe their incident

command structure. Including behavioral health professionals into structures

familiar to EM and codifying their role promotes better understanding of the

emergency culture for behavioral health practitioners and creates an appre-

ciation for as well as a validation of behavioral health efforts for emergency

managers.

Further emphasis is necessary to stress the lack of preparedness funding

specifically aimed at including behavioral health. It is desperately needed if

advances in practice and policy are going to be made. As federal grant appli-

cations and guidance are updated and revised attention should be given to

include measures and examples of how behavioral health is best integrated

into preparedness initiatives should be included.

Promoting a broader research agenda that can validate the contribution

behavioral health makes to community resilience and to disaster recovery is

of high importance. The limited evidence available indicates that early

access to behavioral health can help disaster survivors and responders avoid

the development of adverse and chronic psychological symptoms (Dieltjens,

Moonens, Van Praet, De Buck, & Vandekerckhove, 2014; North &

Pfefferbaum, 2013). A lack of rigorous evaluation of the benefits of specific

approaches to disaster mental health has made it difficult to make the case

for behavioral health integration to emergency managers and leaders in the

response community. An evidence base that truly establishes best practices

and identifies outcomes will help overcome doubt and the disconnect

between the two fields that continues to exist.

In order to achieve true integration between behavioral health and EM,

efforts toward greater understanding of culture, priorities, and practice must

be prioritized for both disciplines. DBH practitioners could benefit from true

immersion in the EM context and environment. Language and mission

approach could be better aligned in relation to one another. Practice methods

that establish a science base and standards could be developed and tested.

Evidence could then be used to establish the need for funding and resources

that would enhance DBH preparedness, and thus response and recovery. In

this way, the psychological and emotional needs of disaster survivors and

responders could be consistently and more effectively addressed, communi-

ties could more rapidly recover from adverse events, and be more prepared

for future ones.
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An Emergency Management
Perspective

Ronald Sherman

The words “hope for the best and plan for the worst” or some variation,

hang on the walls of many EM offices. When emergency managers are not

involved in response or recovery activities they are planning, exercising, and

revising strategies based on exercise and real-life results. Then, where does

DBH fit into all those plans? The National Disaster Recovery Framework

(2011) prescribes the use of 15 ESFs that includes ESF-8, Public Health, and

Medical Services (U.S. Department of Health and Human Services, 2009).

Many, if not most, emergency managers (including this writer) assume

that ESF-8 covers everything related to health, including DBH. Indeed, it

should. However, experience shows that it is not included on a routine basis.

At the federal level, we tend to think of ESF-8 when there may be a need for

widespread vector control or mass immunization after a disaster event. When

DBH enters the picture at the federal level it is usually in the form of the

Crisis Counseling Program (CCP), which is covered in Chapter 4, Why Is

Integrating Emergency Management Essential to Disaster Behavioral Health?

Challenges and Opportunities.

I was a member of Federal Emergency Management Agency’s Federal

Coordinating Officer (FCO) cadre and served many times in this capacity during

my 29-year EM career. Being in the FCO cadre and having been involved in over

250 Presidentially declared disasters, including some of our nation’s worst, I may

be in a unique position to talk about how DBH came to be of value to me.

One of the first disasters I ever responded to on was a tornado that destroyed

a small, rural town in Wisconsin in the late 1970s. Over 10% of the town’s pop-

ulation was killed. The damage assessment team and I arrived the morning after

the storm and began walking the tornado’s path through the town. On my left, a

woman, wearing a torn nightgown and barefoot, walked across our path. She

was holding a dead cat by the tail and paid no attention to our team as

she swung the cat’s body onto a debris pile. There were tears streaming down

her face as we asked her where she lived. She pointed across what might have

been a street to a concrete slab that had been swept nearly clean by the twister.

She then walked away in a daze as we stood there speechless.

Later that morning we ran into the pastor from one of the destroyed churches

and told him about the woman. He told us he had already driven to several

surrounding towns (his truck had somehow survived the tornado) and had

arranged for clerics from many faiths to come to his town to provide pastoral

(Continued )
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(Continued)

services. I had no clue what “pastoral services” were and asked the pastor to

explain. He quickly described to me what I thought sounded very much like

grief counseling. I thought I understood.

A few days later a Disaster Assistance Center opened in a school bus storage

facility outside of town and the center manager had a “Pastoral Services”

table set up with the available cleric sitting there. Almost no one stopped at that

table due to two main issues: The privacy issue had not been addressed nor had

we taken into account that most people had never heard of pastoral services.

Sadly, we had not considered asking mental health professionals to help us to

help others. This experience was a learning moment I carry with me to this day.

MEETING THE NEEDS OF DISASTER SURVIVORS

Many of my coworkers, including local, Voluntary Organizations Active in

Disasters (VOAD), state, and federal colleagues, thought (and some still

think) that the psychological response to a disaster is something that a per-

son, community, or country should and can “work through” by themselves.

I believe this attitude leads to providing less adequate services to disaster

survivors because it does not encourage the inclusion of DBH in the overall

recovery. It also explains the reason that some EMs may not work to include

DBH in their plans, exercises, or response operations.

Since Hurricane Katrina, I have seen this attitude become much less prev-

alent in the EM world. Our collective Katrina experience, in building and

trying to manage many travel trailer parks in three states, exposed the need

for what has become known as “wrap-around services.” These services ran-

ged from garbage pickup, mail delivery and laundry facilities to counseling

(financial, spiritual, mental health, etc.), childcare, and recreation facilities.

In the aftermath of Katrina, meeting emerging DBH needs was a huge chal-

lenge and we had many gaps in services as a result of our not seeking DBH

assistance or there being a lack of DBH resources. The following are offered

as first hand observations, rather than empirical findings:

� In the parks where we were able to successfully tie in social services

agencies with DBH capability, there were far fewer incidents of drug and

alcohol abuse, violence, domestic, and otherwise.

� Where DBH services were present, survivors seemed more capable of

making decisions about their plans for housing, schools, and so forth.

� In those same parks, residents showed a higher level of resiliency—the

ability to adapt to significant life changes, rebound, and move ahead with

their lives.
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� In parks where DBH was not integrated into wrap-around services, we

saw troubling levels of substance abuse and physical violence and a

marked lack of forward movement by the residents. These were the last

of the temporary parks to close as their residents either would not or

could not make decisions on the housing options offered to them.

So, where do DBH and EM meet? We need to meet in hallways, parking

lots, cafeterias, planning sessions, and exercises—all prior to an incident.

One reason for a lack of integration is the simple lack of knowledge by EMs

about the nature and scope of what DBH can bring to the cause.

The lead writer of this chapter describes an encounter with a coworker,

from her own agency, who asks, “What do you do?” Many emergency man-

agers would probably ask the same question. Many EMs just do not know

what to ask about the DBH aspect of Public Health. We do not know what we

do not know. As EMs, our main responsibility is to link resources with needs.

As emergency managers, we need to be aware of DBH as a vital component

of successful disaster recovery. We need to be aware of the need to ask ESF-8

to obtain and provide DBH support. There are two points to be made here.

1. In our planning we need to list DBH as a needed resource and actively work

to include it as another tool in our disaster toolbox.

2. Public health partners need to inform emergency managers of the full spec-

trum of services they can provide and push to include DBH in the planning

process.

MEETING THE NEEDS OF DISASTER WORKERS

Another critical aspect of integrating DBH into ongoing disaster operations

involves providing support to all disaster workers, at all levels, and in all

disciplines. After Hurricane Andrew in 1992, there was a growing awareness

of high stress levels among many disaster workers. These workers with high

stress levels were often involved in the recovery process, especially those

whose job was to deal directly, by phone, or in person, with survivors, and

heard their compelling, upsetting, and often gut wrenching stories of loss.

There was a recognition that stress in response personnel, including leader-

ship was contributing to compromised decision making, productivity, and staff

turnover. In response, Federal Emergency Management Agency funded a Stress

Management Cadre that was comprised of mental health practitioners and man-

aged by the Substance Abuse and Mental Health Services Administration. Their

efforts were directed toward all the disaster workers in the Joint Field Office

(JFO) and any satellite offices. Their presence and availability were made

widely known to all staff and use of their services was openly encouraged by
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management. As FCO, I would very publicly visit the Stress Management office

hoping to show there was no stigma in visiting the “quiet room.”

The services included one-on one talking sessions, group sessions, and

even, if space allowed, providing a quiet room with a cot so an employee

could simply remove herself or himself from a stressful situation. The stress

management counselors, as they were called, would also wander through the

office checking in on people and observing behavior. They would provide

senior leadership with periodic updates on the overall psychological state of

the staff.

Not all staff welcomed the counselors. Some saw their visits as intrusive,

annoying, and stressful. Counselors had wide discretion in how they did their

jobs. Some counselors led group sessions involving activities that were diffi-

cult to relate to stress management. Employee and management complaints

about the counselors from very vocal individuals, coupled with a new admin-

istration that held a very different view of staff support, led to the demise of

the program. In my opinion, this was the wrong move. I always told my

staff, “If you don’t take care of yourself, you cannot take care of the survi-

vors.” The stress counselors helped people take care of themselves. In retro-

spect, Substance Abuse and Mental Health Services Administration could

have focused more effort on defining the appropriate range of counselor

activities and their supervision. Federal Emergency Management Agency

could have used DBH expertise to work with its own leadership to promote

the importance of managing stress and ease the Stress Management Cadre’s

integration into the organizational culture.

Another approach to staff support was to provide an on-site First Aid

Station staffed by nurses from the Public Health Service or the Veteran’s

Administration. They would check blood pressures, administer over-the-

counter medications, provide first aid, and monitor any trends of stress-

related health issues. While not delivering direct DBH services, the nurses

could at least provide management with an assessment of staff well-being.

This model of staff support has been readily accepted is routinely activated

in large, long-term Joint Field Office operations. I believe its acceptability is

rooted in the name. What is there not to like about First Aid?

OPPORTUNITIES FOR PROMOTING INTEGRATION

This section will explore, from a very local and personal perspective, areas

where, when, and how emergency managers and DBH practitioners can meet

and complement each other’s efforts.

After a career at the national and federal level with Federal Emergency

Management Agency, I am now involved with EM at the local level in a

small Chicago suburb as Operations Chief for our Community Emergency

Response Team (CERT) and as a Medical Reserve Corps (MRC) Unit

Leader. Here is just one thing I recently experienced and learned.
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As a thought experiment, imagine that as a local emergency manager you have just

performed the annual review of your Emergency Operations Plan (EOP). Is ESF-8,

Public Health and Medical (or something similar) included? If yes, does that section

mention DBH? If your plan is like ours used to be, the answer is, “no.”

We recently completed a review and updated our EOP. One of the glaring

omissions was DBH. We were then driven to establish a relationship with our

local hospital consortium whose members all offer standard mental health

services. The lead member hospital does have a DBH Team and their points of

contact are now in our Emergency Resource List. Additionally, the DBH contact

is now on our notification list when our village activates the EOC. Our CERT

and MRC members now attend the hospital consortium’s meetings and their

lead representative attends our planning meetings. As a result of this new rela-

tionship, we also met and have the local senior services agency and their crisis

counselors as part of our volunteer team.

If your locality has a CERT or a MRC, you may be able to use them as a

conduit to access DBH services if your public health entity is unable to do that

for you. In fact, some of their members may be disaster behavioral specialists. If

you do not have one of these groups, start one.

Visit either https://www.ready.gov/citizen-corps-partner-programs or https://

www.medicalreservecorps.gov/ for reference and additional information.

We have developed the following checklist that may be used by both pro-

fessions as they review plans, conduct exercises, or actually respond.

Activity Area EM Indicators of DBH Integration

Planning ü ESF-8 included in EOP
ü ESF-8 includes DBH
ü DBH elements include appropriate health partners

(e.g., hospitals, clinics, etc.)
ü DBH elements include appropriate other partners

(e.g., schools, workplaces, private providers, etc.)
ü Community has CERT/MRC
ü CERT/MRC has DBH capability/resources

Exercises ü Public Health players include DBH
ü DBH included as exercise evaluators

EOC participation ü DBH has a separate seat next to ESF-8
Responder safety and
health

ü Public Health with DBH capability is on-site with
responders

Public information
guidance

ü Public Health/DBH personnel are in the review chain for all
outgoing public information, regardless of the medium used.
See Chapter 11, Risk and Crisis Communications, for some
excellent thinking on this topic.
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As an emergency manager, one has to balance many critical and competing

requirements. We are trained to ask:

1. “What are the needs out there?”

2. “Do they include search and rescue, water, food, shelter, debris

removal?”

The challenge is deciding what the critical, current priority needs are, as

well as finding, obtaining, and deploying the resources required to meet

those needs. At the same time, we must deal with the many voices pushing

their need as paramount. Responder and staff safety will always take first

place in any needs list. However, where do DBH, stress management, and

needs assessment fit in? These are all tough questions to answer, and we, in

all professions, should remember that we rarely know what demands are on

the plates of our partners. Additionally, our partners most likely do not know

what demands are being placed on us. This is why we must meet in hall-

ways, parking lots, cafeterias, planning sessions, and exercises—all prior to

an incident. You cannot exchange business cards in the middle of a

response.
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Making Integration Work

Rachel E. Kaul

There are examples of behavioral health personnel working in concert with EM

and there are strategies that have proven effective to improve these efforts.

Perhaps the best-known example is Federal Emergency Management Agency’s

Crisis Counseling Assistance and Training Program (CCP). This program,

established through the Robert T. Stafford Disaster Relief and Emergency

Assistance Act (1988), provides states with the opportunity to secure funding to

address the psychological needs of disaster-affected communities. It exemplifies

a collaborative approach between EM and behavioral health in that it is funded

by Federal Emergency Management Agency, administered by Substance Abuse

and Mental Health Services Administration, and implemented by state mental

health entities. The mission of the CCP is to assist individuals and communities

in recovering from the effects of natural- and human-caused disasters through

the provision of community-based outreach and psycho-educational services.

Federal staff at Federal Emergency Management Agency and Substance Abuse

and Mental Health Services Administration essentially role model an integrated

approach by working closely with each other to provide coordinated technical

assistance and guidance to grantees to ensure program success and adherence to

the grant’s service parameters (Substance Abuse and Mental Health Services

Administration, n.d.).

Work that resulted from the Substance Abuse and Mental Health Services

Administration All-Hazards Preparedness grant referenced earlier provides

more examples of strategies to enhance the behavioral health role within

EM. Many of the original mental health coordinators found that staffing state

emergency operation centers during disaster responses, as well as sitting side

by side with planners, logisticians, and responders, created relationships and

provided them with allies and proponents. Working long hours in the same

environment as the other emergency response professionals created a com-

mon understanding of the vast needs created by a disaster and allowed DBH

professionals to informally educate others about the psychological needs of

the community and of the responders. The coordinators were not seen as out-

siders but as part of the overall response, trusted, and respected.

An essential activity for the coordinators, which remains so today, is

participation in exercises and tabletops put on by EM, hospitals, and public

health agencies. In the beginning, the scenarios rarely included behavioral

health injects. It was up to the coordinators to develop relationships and advo-

cate for their inclusion. This proved to be extremely effective as professionals

across disciplines were pushed to consider how people in varying degrees of

distress could adversely impact response conditions. This helped them realize
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how important having response personnel who were trained and in mitigating

distress involved in order to make operations run more smoothly.

Leveraging existing national preparedness priorities, such as whole com-

munity planning and coalition, development as a preparedness strategy is

another way to promote behavioral health inclusion. Federal Emergency

Management Agency’s emphasis on whole community planning encourages

engaging human service and nontraditional stakeholders in preparedness

efforts. Additional opportunities for resources and funds can be achieved by

determining where these efforts are executed and how one can contribute.

3 Actions to create and sustain integration

Inclusion of both DBH and EM planners during disaster
preparedness, response, and recovery meetings, including
tabletops and exercises

• Develops working relationships; bridges cultural differences

• Allows EM planners to see DBH as an essential component

• Provides educational opportuniteis for enhanced understanding of
disaster needs

Allocation of resources toward prevention and resilience-
strengthening efforts

• Includes both funding and personnel

• Directs funding to prevention, in addition to dx/tx

• Provides incentives for ongoing development of state-level all
hazards plans

• Leverages existing national preparedness priorities to yield
additional funds and resources

Development of measures and standards in policy guidances and
frameworks

• Improves ability to assess, coordinate, and maintain dashboard data

• Aligns EM planner and DBH practitioner standards

• Increases capabilities during disasters through the development of
new tools and guidances with stakeholder partners, includingEM

FIGURE 2.2 Actions to create and sustain integration. This figure highlights three main recom-

mendations to further support integration between EM and DBH.
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Public health preparedness efforts of recent years have emphasized the

formation of healthcare coalitions as a means to increase the capacity and

ability to respond to emergency events. The inclusion of behavioral health

entities in these coalitions has been encouraged. Planning tools and guidance

developed by HHS provide examples of partners and strategies for building

coalitions that include behavioral health personnel (U.S. Department of

Health and Human Services, n.d.). The benefit of this approach is that it

allows community-based programs to consider ways to leverage resources to

alleviate negative community impacts of emergencies or to address needs

when everyday services are taxed by a disaster.

These kinds of strategies are effective because they address some of the

central challenges to integration: They allow cultural differences to be

bridged by building relationships and trust, provide EM with a better under-

standing of the value of having behavioral health professionals on the team

to maximize response and recovery efforts, and build broader stakeholder

communities that allow different services and resources to be leveraged prior

to, during, and after events (Fig. 2.2).

REFERENCES

Substance Abuse and Mental Health Services Administration. (n.d.) Crisis counseling assistance

and training program (CCP). Retrieved October 30, 2015, from , http://www.samhsa.gov/

dtac/ccp. .

U.S. Department of Health and Human Services. (n.d.). Disaster behavioral health coalition

guidance. Retrieved July 12, 2016, from , http://www.phe.gov/Preparedness/planning/abc/

Documents/dbh_coalition_guidance.pdf. .

48 SECTION | I Context

http://www.samhsa.gov/dtac/ccp
http://www.samhsa.gov/dtac/ccp
http://www.phe.gov/Preparedness/planning/abc/Documents/dbh_coalition_guidance.pdf
http://www.phe.gov/Preparedness/planning/abc/Documents/dbh_coalition_guidance.pdf


Chapter 3

Why Is Integrating Disaster
Behavior Health Essential
to Emergency Management?
Challenges and Opportunities

Albert Ashwood1, Steven Moskowitz2, Brian W. Flynn3, and
Ronald Sherman4
1Oklahoma Department of Emergency Management, Oklahoma City, OK, United States,
2New York State Office of Mental Health, Albany, NY, United States, 3Uniformed Services

University of the Health Sciences, Bethesda, MD, United States, 4Independent Consultant,

FEMA Federal Coordinating Officer (Retired), United States

Through an Emergency Management
Lens

Albert Ashwood

AN EMERGING PROFESSION

I have yet to ever meet someone who said they grew up wanting to be an

emergency manager.

There is a simple reason for this. There is no agreed-upon definition of

what an emergency manager is or what the responsibilities of the job entail.

Some view the position as a planning job, consisting of the cubicle hours

necessary to fill countless three-ring binders with reams of paper essential to

document their many unread response and recovery plans.

Others feel that the position requires the physical prowess necessary to

achieve the acts of heroism an emergency manager must display during

times of disaster. Visions of Tommy Lee Jones rappelling out of a helicopter

to rescue a victim perched on their flooded house come to mind.
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Unlike the disaster behavioral health (DBH) professional, emergency man-

agers usually have very few, if any, capital letters following their name on their

business card. Doctors of emergency management are few and far between,

and, quite frankly, I would be leery of anyone who promoted such a title.

The truth is that emergency management (EM) is an emerging profession. It

does not have the long history of fire service, law enforcement, or emergency

medical services. The Federal Emergency Management Agency (FEMA) was

just recently created in 1979. The Robert T. Stafford Act, the federal law that

provides disaster assistance, was passed by Congress in 1988. In terms of occu-

pational history, EM is a comparatively recent addition.

When I began working for the Oklahoma Civil Defense Agency in 1988

our mission was very simple—prepare for nuclear attack. We spent 90

percent of our time writing Population Protection Plans, designed to relocate

population in “target areas” to “host areas” in a short period of time.

Numerous four-inch binders were filled with detailed steps on how people in

metropolitan areas of Oklahoma City and Tulsa would be rapidly moved to

the smaller communities of Stillwater and Bartlesville, respectively.

Of course, there were a couple of problems with this mission:

1. It is impossible to move that many people in the short amount of time

between verified threat and impact. Readers can review any previous

coastal hurricane evacuation with a week of lead-time to confirm this

point.

2. As director of the Department of Emergency Management, it might be

the case that I would need to take a sick day even if the Governor were

to call this morning and tell me to get to work because there are nuclear

bombs on the way. If I, as Director, did that, can law enforcement

personnel be on the interstate highway directing traffic?

Regardless of what our primary mission was in those days, natural disas-

ters were responded to on an “as requested” basis. The entire state could be

leveled by a tornado or be three feet under water, but we would not leave

our desk or even pick up the phone unless a local jurisdiction relayed to us

that the situation was beyond their capability to respond and state assistance

was requested. Names of places and people like Hugo (hurricane), Loma

Prieta (California earthquake), Andrew (hurricane), Northridge (California

earthquake), Katrina (hurricane), and Sandy (hurricane) have changed the

way of doing business.

There are other differences between DBH professions and EM. Unlike

the professional, whose background is assumed to include many years of

education and experience, the typical emergency manager is someone who

has been trained as a first responder. Many times the emergency manager is

someone who has retired as a firefighter, law enforcement officer, or

Emergency Medical Technician (EMT).

With this very limited history, it is obvious that the profession can be

considered little more than a “work in progress.”
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Who are Emergency Managers and What Do They Do?

The Federal Emergency Management Agency (FEMA) training doctrine will

say that the emergency manager will perform tasks associated within any of

the four phases of EM: preparedness, response, recovery, or mitigation. It

also indicates that each of these phases completes a continuous cycle from

event to event. Nowhere in this doctrine does it say anything about the back-

ground, education, or experience of the emergency manager. It also says

nothing about responding to the scene, performing search and rescue mis-

sions, enforcing the law, or providing emergency medical services.

My view of the role of the emergency manager can best be described

by two simple words: support and coordination. If emergency managers

concentrate on supporting others and coordinating resources necessary to

supplement that support, then emergency managers can realistically be an

asset to our first responders and, hopefully, make their jobs easier.

Of course, this support and coordination mission is irrelevant unless there

is an assumed “customer” included. Therefore, despite significant differ-

ences, EM and DBH share the role, like all government, of serving the

customer.

Who Is the Customer?

Every state emergency manager, including myself, has many customers: the

FEMA, local jurisdictions, first responders, disaster victims, our staff, the

general public, and so forth. I have always considered my primary customer

to be at the local rather than the federal level.

The local level customer can be defined differently depending on which

of the four overlapping phases of EM are being implemented. These are

summarized in Table 3.1. During the response phase, the local customer

might be the city, county, or tribal government requesting state resources to

lessen the effects of the emergency incident. The local customer could also

be individuals seeking information on where to go and what to do during

their own personal crisis.

During the recovery phase customers are usually local governments seek-

ing federal and state funds to help cover their emergency costs and long-

term infrastructure damages. They can also be the individual disaster victim

seeking financial assistance for immediate housing, asset replacement, and

lost revenue needs.

In the mitigation phase, customers consist of local governments seeking

funds necessary to implement actions to lessen the effects of future events.

Customers can also be individuals seeking assistance to lessen their own

potential crisis through the purchase of resources, such as storm shelters.

In the preparedness phase, customers encompass the entire population, as

well as all levels of government and the private sector. Everyone needs to be

prepared.
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In each of the phases, it is important to remember that others providing

services, like the DBH professional, are also our customers. Emergency man-

agers are also customers of DBH professionals. With this customer service

model in mind, it makes perfect sense that the services we offer are best pro-

vided when we take the time to learn the needs of our customers. The private

sector has known this simple truth and profited greatly from it for many

years. Government at all levels is a service industry.

Customers of EM have the same general profile as those identified in the

private sector. They have needs, passions, and feelings regarding every

service provided and they are not afraid to share them with anyone who will,

or they hope will, listen. When the customers are disaster victims, their nega-

tive feelings are often shared via every imaginable type of media or with

other disaster victims, resulting in the development of an adversarial relation-

ship between the customer and the service provider.

Impassioned customers often convey their discontent as a taxpayer who

has been wronged by the bureaucratic machine. Government providers will

respond to the accusations diplomatically in public, and, under their breath,

refer to their antagonists as undeserving ingrates. In the many disasters I

have worked over the years, I have found neither description to be accurate.

This is an important area in which EM and DBH can jointly monitor, assess,

TABLE 3.1 Primary Customers for Emergency Managers in Various Event

Phases

Event Phase Examples of Primary Customers

Preparedness Entire population

All levels of government

Private sector

All service providers

Response Victims/survivors

All governmental levels

All service providers

Recovery Victims/survivors

Local governments

All service providers

Mitigation Victims/survivors

Local governments

All service providers
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and integrate efforts to promote understanding and reduce stereotyping, as

well as promote effective communication and understanding.

Enter the need for a DBH professional—for both the customer and the

service provider. Emergency managers, like first responders, usually shy away

from victims’ needs, when these needs are other than clothing, food, or shelter.

At the same time, we are typically reluctant to ever view anyone who is provid-

ing the service as a potential victim, especially ourselves. Again, since many

emergency managers come from first responder backgrounds, there is very little

interest or desire to delve into the needs for what is sometimes seen as “touchy,

feely” assistance, regardless of who needs it. In my experience, the need to inte-

grate the services of both professions is obvious, yet rarely acknowledged.

Perhaps the best way to illustrate the need for this integrated effort is by

sharing my own story of being both the victim and the service provider.

Being able to see from both views has allowed me to realize how essential it

is to address, in an integrated manner, the needs of customers and provided

services following any natural or manmade disaster.

LOOKING AT CLOUDS FROM BOTH SIDES: A FIRST PERSON
ACCOUNT FROM AN EMERGENCY MANAGER

Sunday, April 16, 1995

The Easter service at church was perfect. The minister discussed the women

in the story of resurrection and the significance of God choosing women to

perform practically every essential element. This was especially gratifying

because my wife Cindy and I were accompanied by her sister Susie, a kin-

dred spirit who led her own personal crusade to defend all underdogs, right

all social wrongs, and, above all, promote the importance of women and their

equality in every aspect of life on this earth.

I too have always believed women to be equal, if not superior. However,

I often thought Susie would try out new arguments on me when I might

unintentionally say something she could attack as general male thinking. I

knew that the blessing of the minister’s message would set the stage for a

wonderful, uneventful Easter dinner we would be hosting after church.

Susie, an attorney for the Department of Housing and Urban

Development (HUD) in Oklahoma City, had invited a new coworker to

dinner, George, who had recently moved to the Oklahoma City office from

California. He made a good impression on us by bringing gifts to our five-

year-old son Donald and one-year-old daughter Rachel.

This was a different Easter for us. A few days earlier Cindy and I had

been watching The Ten Commandments on television and began discussing

Judaism and, particularly, the Passover Seder. After realizing how little we

knew, Cindy called Susie, who we knew had a close Jewish friend. Never

one to pass up a teaching opportunity, Susie began our Easter afternoon by
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preparing a traditional Seder, complete with matzo, bitter herbs, and, of

course, wine, all while retelling the story of Exodus from Egypt.

Following this solemn and educational offering, we enjoyed our

American Easter feast of ham, baked beans, and potato salad, before adjourn-

ing to the back yard for the children’s Easter egg hunt. It turned out to be

such a wonderful day. None of us would have ever believed that it would be

our last day together.

Wednesday, April 19, 1995

I clearly remember thinking, during my 40 minute commute to work, how

beautifully blue the sky was. The sun was shining and spring had officially

sprung.

My day would consist mostly of office work and reviewing FEMA

reimbursement documents for previously declared disasters. As the state’s

Recovery Manager, most of my time was spent with infrastructure project

proposals, project closeouts, and educating local governments on documenta-

tion requirements. There was not much to my career that would fall under

the umbrella of “exciting” or “sexy.”

My office was small and stacked with reams of paper. It was adjacent to

the state operations area or “bullpen” as we called it. I was shuffling papers,

seated at my desk, when the first notice came. “Albert, you better come out

here! There has been an explosion,” said our duty officer. “They say it’s the

federal courthouse!”

All local television stations had interrupted their programing to announce

that an unexplained explosion had indeed occurred in downtown Oklahoma

City. One station had a news helicopter in the air, streaming live video of a

nine-story structure with half of its entirety missing in a cloud of billowing

smoke. The reporters said it was the federal courthouse, but they were

wrong. I knew they were a block too far south. It was the Alfred P. Murrah

Federal Building, home to numerous federal agencies, including HUD.

It was where Susie worked. In fact, the video showed in great detail where

her office was located, or more accurately, where it used to be. I immedi-

ately rushed back to my office, grabbed the phone and frantically attempted

to call her, but the lines were all busy. Looking back, I see how ridiculous

this idea was. The helicopter clearly showed her office gone. Why I thought

phones would still be working is beyond me. My director entered the bullpen

and told me to head to the scene with a couple of hand-held radios for

backup communications.

While traveling my three-mile journey downtown, I thought of Susie,

prayed for her safety, and wondered how such a terrible accident could have

happened. Surely, it was some sort of freak natural gas explosion. As I drew

closer to the building, the plume of black smoke loomed larger, yet the sky

around it was still that beautiful blue I had noticed earlier.
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I parked my truck two blocks away and ran to the site of the disaster.

Approaching from the south, I engaged victims who were wandering aim-

lessly with cuts and abrasions. Private business workers from downtown tried

to assist them. On the upper floors of the building, I observed two women

leaning out of what used to be a window, screaming for help with their evac-

uation. I thought, “Where are the professionals? The firefighters, police offi-

cers, EMTs? Why aren’t they here?”

As I made my way around the building, I found them. The north side of

the Murrah Building consisted of what used to be an exterior wall on three

sides, with an enormous pile of rubble in between. Medical triage was being

performed at the corner of the structure and first responders were coordinat-

ing all rescue missions. I was amazed by the number of civilians in the

debris pile. They were feverishly trying to locate coworkers who had been

standing next to them 20 minutes earlier.

My job was simple. Locate the Incident Commander (IC) and offer any

and all resources the state owned. I could see the Command Post at the other

corner of the building and I worked my way through the debris to get there.

I kept my eyes scanning the scene for Susie. Her blonde hair would be easily

recognizable. Then, I realized there was no color, only shades of gray pro-

vided by the falling ash.

As I approached the Command Post, I heard response personnel discussing

the need to cordon off the scene and evacuate civilians still in harm’s way. I

also heard the discussion of the bomb and where it was located.

The bomb? It was the first time I even considered this was not

some tragic accident. Terrorism? In Oklahoma City? It made no sense. This

was not Beirut. It was not even New York City or Los Angeles. This was

Oklahoma City—the heartland, the buckle of the Bible Belt. Why would

foreign terrorists come here?

“Move north!” came the scream. “We’ve located another device!” In an

instant, individuals emerged from the pile and formed a mob, sprinting north to

safety. I too moved north, with the Command Post. In a matter of minutes, the

only personnel left at the scene were the dedicated firefighters, police officers,

and EMTs performing their duties, with disregard to their personal safety.

Fortunately, the threat was based on some confiscated ordnance located in

one of the federal law enforcement offices. In retrospect, this warning allowed

us all to establish a defined perimeter at the scene with accountability of each

first responder present. It also allowed us to begin to compile a list of those

who were missing.

We had cell phones in 1995, but they were few in number. Most of them,

like mine, consisted of a phone, similar to the one connected to your land-

line, complete with cord and battery. However, cell phones were useless

due to the high volume of users. I was able to communicate with my office

through my hand-held radio. After relaying my initial situation update, the

department’s executive secretary told me that my wife had called and wanted
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to know if I had located Susie. My heart sank. I had hoped the two had

already connected. After all, Susie was constantly late for work or perhaps

she was not even scheduled to be in the office that day. I asked the executive

secretary to call Cindy and have her go to a local hospital that was receiving

disaster victims. By going there, she would be connected with other hospitals

and churches, serving as reception areas.

The remainder of the day included a tornado warning, the arrival of

FEMA Urban Search and Rescue (USAR) Teams, countless responders from

every governmental agency, and a never-ending army of reporters. Everyone

was accounted for except for the presumed victims, which included Susie.

Sometime late in the evening, I was able to call my wife. She had joined

her parents at a friend’s house. “Have you heard anything?” Cindy begged.

“No, but there are still on-going search and rescue missions,” I said. I

crumbled a bit as we talked. I had been in what was left of the building. She

had merely watched the television. I knew in my heart that if we had not

heard anything, the odds of finding Susie alive were not good. Before we

ended our call she told me how proud she was of me and the job I was

performing. It made me feel ashamed. I felt like I was not only giving her

and her parents false hope, but also not doing all I could to locate her sister

in that pile. It was my opportunity to provide the good news to my family,

but I had nothing to offer. I have never felt so depressed.

The last survivor, a young lady who was freed after having her leg ampu-

tated by a surgeon using a pocket knife, was pulled from the debris pile on

the night of the 19th. Then the spring rains came.

Saturday, April 22, 1995

Since the previous Wednesday, much had transpired. Search and rescue, or

more accurately, search and recover missions continued at the site. At the

same time, field offices for the Federal Bureau of Investigation (FBI) and

FEMA were established. I relocated with FEMA and initiated my duties as

State Coordinating Officer (SCO) for the Presidential Declaration.

The Oklahoma Restaurant Association adjourned from their annual con-

ference and immediately established an impromptu hostel for rescue workers

at Oklahoma City’s local convention center. The facility set a standard I

have yet to see surpassed, complete with gourmet meals (not military meals

ready to eat or MREs), secluded sleeping areas, fresh apparel, and even mas-

sage stations. Members of the USAR teams from across the country were

impressed beyond belief. Perhaps most impressive was the operation per-

formed by the State Medical Examiner’s (ME) Office in conjunction with

the State Funeral Directors’ Association. They joined forces to establish

“The Compassion Center” at a Christian church located three miles north of

the disaster site. The center was designed to house all family members of

those missing. The ME’s operations officer provided regular briefings on the
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recovery and identification process. Clergy and professional counselors were

available at all times to meet the ongoing needs of those experiencing the

agonizing wait.

The process was simple. When a loved one was recovered and identified,

the family contact was phoned at their provided number and asked to come

to the Center at an agreed-upon time. The family would be greeted at an iso-

lated door, away from the crowd still waiting, and led upstairs to a private

room. The Compassion Team usually consisted of one or two funeral direc-

tors, professional counselors, representatives from the American Red Cross

and the Salvation Army, and clergy of the family’s faith. The lead spokes-

person would convey the bad news and offer any details regarding the loca-

tion of the body. Prayers were offered and the family was allowed all the

time necessary to share their feelings and attempt to figure out their next

step. I honestly do not believe a more caring, compassionate process could

have been developed if the parties were given a year to plan. I am so proud

of my fellow Oklahomans and truly amazed by their efforts.

I remember walking from the site to the field office that Saturday morn-

ing in the hardest, coldest rain I feel I have ever experienced. My US Army-

issued poncho seemed to do little more than keep the water out of my eyes.

The phone rang and I hurried under a nearby tree to answer it. “Honey, we

got the call,” Cindy said. “They want us to be at the Compassion Center at

four. Can you make it?” “Of course,” I said. “I’ll meet you outside.”

Over the next few hours I felt nauseous, waiting for 4 p.m. to arrive.

I continued to do my job. The fact is, it was the one thing that kept me from

thinking about everything else that was going on. To this day, people tell me

how amazed they were that I could continue to do my job with all that was

happening in my personal life. I tell them all the same thing, “Work was

easy. Going home was hard.”

We met at the church at the assigned time. Cindy and her parents looked

beaten. We all felt helpless. The process was carried out as described. We

shared prayers and hugs, and slowly adjourned to face the tasks we each had in

front of us. For me, it was back to work. For my family, it was additional notifi-

cation to family and friends, the obituary, and arrangements for the memorial

service. As I said, work was much easier. As I walked back to my truck, I felt

the pain of loss, but I also felt relief that the search was over. I looked back at

the Compassion Center, knowing there were still so many waiting.

Back in the truck, I immediately called my brother to give him the news.

His family had been watching our children at our home 40 miles away. For

some reason, in the middle of telling him the news, I burst into tears. I am

not even sure why. It was not that I received news I was not expecting. For

some reason, this simple act of talking to my brother brought on emotions

like I have never experienced.

The next evening, I took a break from work. Cindy and I drove home to

tell our son about the bad man who destroyed the building where his Aunt
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Susie worked and that she would always be with him, but she would not be

able to visit him anymore. He actually took the news better than we had

hoped. I think we entered a long discussion on how Batman could catch the

bad man and justice could be served.

May Through June 1995

The remains of the building were imploded at the end of May. There were

three victims still in the pile. The firefighters felt sure they knew where they

were located, but the engineers nixed any recovery effort due to the contin-

ued instability of what was left of the Murrah Building. Following the implo-

sion, the firefighters’ theory on location proved correct and the last three

families were notified.

During this period, memorial services were held, the President visited,

funds were raised, and the Compassion Center evolved into Project

Heartland, an institution that provided free mental health services to any and

all victims of the disaster for as long as was necessary. For the responders

and administrators, such as myself, the hot topic was Post Traumatic Stress

Disorder (PTSD). Professional counselors provided by the Federal Public

Health Service would take a seat at your workstation once or twice a week

to ask you how you were feeling and try to engage in a more in-depth con-

versation. I hated these inquiries. I do believe my blood pressure rose each

time one of these “touchy-feely” types approached. Work and structure ruled

my world. The busier I could be and the more hours I could work was just

fine with me.

I attended Susie’s memorial service. I also retrieved her personal belong-

ings from the police department, her autopsy report from the ME’s office,

and, with her father, her undamaged Honda Accord parked in the building’s

underground garage. It seems she was on her way to the ninth floor for com-

puter training when the explosion occurred. As usual, she was running late.

Many in her training survived. Her friend George and 166 others did not. He

had been in this city for such a short time. I often think about the wonderful

Easter Sunday we shared.

Editor’s Note by Brian W. Flynn

When we received and reviewed Albert’s contribution to this book, we were

powerfully moved. His insights are invaluable, his credibility is unquestionable,

and his first person account of simultaneously being an emergency manger and

a victim is remarkable. His disclosure of the difficulty he had in writing the most

personal portions of this has only heightened our admiration and gratitude.

His first person account has also prompted me to share an incident regarding

Albert that might be instructive to readers. It illustrated a pitfall and a misstep

made by me in my attempt to integrate DBH and EM.

(Continued )
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(Continued)

I was in Oklahoma City very shortly after the bombing as part of the Federal

Emergency Management Agency operation there. My job was to lead the

Federal effort in attempting to assure that behavioral health (BH) needs were

adequately and appropriately addressed. As my role rapidly evolved, I needed to

meet with Albert, in his role as SCO, to discuss and get his support for BH

operations. To that end, I called his office and asked for an appointment that

day to see him. I was told by his assistant that he was not available. Never being

one to be easily deterred, I went to his office in person and repeated my request

to his assistant. I got the same response. I got even more assertive. After all, this

meeting was important. Finally, she gave me a look of professional but unques-

tionable firmness (and annoyance) and said, “Mr. Ashwood cannot meet with

you today because he is attending his sister-in-law’s memorial service.”

I cannot remember ever being so embarrassed and regretful in my profes-

sional career than I was on that moment. My insensitivity and distorted sense of

self-importance was stunning. However, I learned several important lessons that

day that have guided my work ever since. They are:

� As important as DBH or any other specific issue/program is, it may and

should not be the top priority at all times.

� In the wake of disasters, especially the immediate response phase, we never

know the personal impact of the event on our colleagues. This is especially

true for those of us who are coming to a locality from far away.

� Those of us in BH need to take great care in practicing what we preach.

� One cannot get it right every time, but one sure better try to.

Lessons Learned

The Oklahoma City Bombing was a watershed in my life, both personally

and professionally. Every significant event in my life is now categorized as

occurring before or after the bombing.

I have learned that I do not like being a victim. I do not like sharing my

feelings and I prefer to live a private life with my family. I work hard to

keep the bombing out of my mind but hate the fact that others forget.

I cringe every time I hear a disaster survivor say, “God was watching over

me.” They have no idea how that sounds to the families of the fatalities.

Each year I despise the month of April and beg for May 1st to arrive, yet I

refuse to ever miss an anniversary service. Above all, I have struggled to

share my story in this writing. However, with all this said, I must admit that

I believe the bombing has made me a better emergency manager.

Through my experience, I realize words like closure are offered by the

unaffected. There is no such thing. Watershed events are never forgotten.

They are simply kept in a place where life is allowed to continue. I also real-

ize these events do not have to be of a magnitude similar to the bombing.
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Loss is loss. It does not matter whether it is an act of terrorism, a tornado, or

a traffic accident. How can I expect my customers to feel or act any differ-

ently than I do?

I also realize that BH is a needed service in which I have no expertise.

Luckily, there are subject matter experts in this field. DBH professionals

have been integrated in every event this department has had a part in since

that April day in 1995. The well-being of both victims and service providers

are incorporated in all planning efforts. We have also worked hard to train

all response and recovery staff that words matter and sensitivities exist when

discussing disaster situations. We have worked hard to assure that phrases

like, “We’re lucky there were so few fatalities,” or, “There was a great deal

of damage, but we’ve had worse tornadoes,” will not be uttered by service

providers in the state.

These training practices and DBH integration should be mandated

throughout the EM profession at all levels of government. Surely, this will

occur as these professions continue to evolve. We must all realize that true

recovery encompasses more than a check from the government. After all, is

this not simply just good customer service?

As a fire chief friend likes to say, “Our work day is somebody’s worst

day.”
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Through a Disaster Behavioral Health
Lens

Steven Moskowitz

One of my favorites reads in my youth was a classic science fiction novel by

Robert Heinlein, entitled Stranger in a Strange Land. It tells the story of

Valentine Michael Smith, a human who comes to Earth in early adulthood

after being born on the planet Mars and raised by Martians.

This would pretty well sum up my entry as a social worker and former

not-for-profit administrator entering the world of EM by way of my new job

within our state mental health agency. While not from Mars, my education

and professional background was vastly different from what I encountered

entering the world of EM. Concepts like the “strengths perspective of

personal interaction” and “cognitive behavioral interventions” had guided the

world I left, while this new land of EM spoke in a language called “ICS” and

possessed a laser-like focus on broad planning strategies, processes, and pro-

cedures within a highly defined structure.

It may not have been as significant a transition as Valentine Michael

Smith encountered in trying to fit into earth culture after being raised on

Mars, but the difference in basic philosophies and priorities I found upon

entering the world of EM was meaningful. That is not to say that I did not

find aspects of this new environment somewhat familiar or others even com-

fortable. There was a sense of competent efficiency I could relate to in this

highly organized environment where comprehensive planning was not only

valued, but seen as essential. My previous work in the management of

human services had given me a deep respect for the kind of commitment to

the processes of planning I found when I attended my first meetings of our

Human Services Group as part of Emergency Support Function (ESF) 6.

I was impressed as well by the respect our state emergency management

organization was demonstrating toward the needs of the people impacted by

the disasters as our group met to build plans for recovery centers, mass shel-

tering, housing, and feeding. As the lead of the sub-group on Mental

Health,1,2 I was included in all of these planning efforts—a level of respect

1. New York State uses the term mental health to represent both the mental health and substance

abuse efforts represented by the term behavioral health found in some other states and at the

federal level.

2. While this section diverges from use of DBH throughout the book, it should not detract read-

ers from the content. It reflects the author’s real-world work environment and the editors’ desire

to respect that context.
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and inclusion for the role of mental health that I had not always found out-

side of my own domain of social work.

Over time and with training, I became familiar with the basics of

Incident Command Structure and how the National Response Framework

guided our planning efforts on the state level. Our Human Services Group

was well integrated into the emergency management organizational structure

and as a result, I had the opportunity to interface with the full-time EM staff

and other support agencies across the full spectrum of activities found in a

large state’s emergency management organization.

With that exposure however, I had a growing awareness of how mental

health assistance and perspectives were narrowly defined as a specific

element within our emergency management agency’s recovery operations.

Disaster mental health (DMH) assistance was always included as a key sup-

port element at shelters and assistance centers following a large-scale event.

However, the broader perspective and implications of the emotional and psy-

chological impact of disasters on those both directly and indirectly affected

was not considered helpful in the broader scope of comprehensive planning

beyond those ESF-6 recovery activities at that time.

This awareness was somewhat slow to evolve. After all, when your state

faces three major natural disasters within a 13-month span, as New York

experienced with Hurricane Irene, Tropical Storm Lee, and Super Storm

Sandy, EM prioritized ensuring the safety and well-being of the population,

restoring critical services, and supporting the community in the daunting pro-

cess of recovery. These experiences, both in the field directing direct ser-

vices and back in the Emergency Operations Center (EOC) (see chapter 10:

Integration in the Emergency Operations Center (EOC) for more on EOC

integration) directing recovery activities, provided me with opportunities to

see that the perspectives and knowledge I brought from the world of mental

health were working well along side of the world of EM. However, they

were far from being integrated in a way that could benefit overall EM.

Within EM, mental health seemed to be a narrowly defined commodity; one

of the resources to be quantified and, then deployed, if and when, the resource

was requested. This is very much in keeping with the structured, hierarchical

culture of EM in which the control perceived to be necessary to function effec-

tively rests in part with the ability to readily access and utilize any needed

resources as efficiently as possible. This is reflected in the Federal Emergency

Management Agency federal resource typing system, which commodifies virtu-

ally every type of physical resource that may be needed during response, which

includes BH personnel as a part of Public Health and Medical Teams.

What makes BH more than just a deployable resource, however, and why

the integration of mental health more broadly into EM planning is critical to

its continual evolution, lies in the nature of what disaster behavioral specia-

lists know. By education and training, BH folks have insight into the impact

on the people that are ultimately affected by a disaster event. This insight is
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based on several areas of knowledge. First, sufficient research has been done

to provide BH professionals with a keen sense of the emotional and psycho-

logical impact large-scale traumatic events have on individuals and groups.

This, in turn, informs the core training for DMH professionals.

For example, DBH professionals approach each event aware that its

nature, be it human-caused or natural, will provide strong indicators as to

what may be expected as typical reactions. Further, these reactions will vary

widely in their expression from affecting emotions to altering typical beha-

viors to challenging a survivor’s spiritual beliefs. This ability to anticipate

how individuals may react to a given critical incident can dramatically

improve EM planning.

This became apparent during our state’s response to the Ebola virus out-

break in 2015, when EM worked, under great social and political pressure, to

define procedures to protect the public from the disease. The most commonly

developed plans called for the quarantine of individuals who had, or may

have been exposed to, the virus and isolation of those infected. Our state

plan called for a comprehensive screening program primarily at key interna-

tional airports for all individuals returning from one of the three Ebola-

affected countries. Individuals who had symptoms were moved immediately

to isolation into one of the designated Ebola treatment facilities in the state.

Those who may have had direct contact with people with the virus but were

asymptomatic were placed in quarantine for 21 days.

As might be expected, the plans for the screening program were a product

of extensive discussion and reflected consideration of not only of the imme-

diate health issues, but also security concerns, travel logistics, and hospital

staffing. However, what went unappreciated until after the first individuals

were placed in quarantine and isolation, were the significant issues tied to

the emotional and behavioral impact of such a program on the individuals

and immediate families of those in isolation and quarantine, as well as of the

healthcare workers engaged in the care and support of those directly affected.

In the first instance, several individuals placed in isolation began expressing

considerable stress as a result of the uncertainty of their health status and

was exacerbated by the physical barriers of their isolation. Their isolation

limited access to the common means of support usually provided by partners,

family, and loved ones. When facing fears associated with acquiring a life-

threatening disease and yet deprived of usually available emotional supports,

isolation eventually led to severe stress reactions and considerable anxiety.

In response to these needs, mental health assistance was requested and DMH

counselors were made available for counseling via Skype connections.

The effect on the healthcare workers in the designated Ebola hospitals

became the second set of BH issues experienced during the outbreak. While

nurses and health aides are regularly confronted by life-threatening illness and

physical trauma, some of the psychosocial aspects of infectious disease lead to

a greater-than-usual level of stress and anxiety for these professionals.
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In both instances, these issues had a significant impact as anxiety and

stress reactions related to infectious disease have a particular quality because

they represent anxiety related to uncertainty and the unknown. Uncertainty

as to whether the individual was exposed or may be exposed to the pathogen,

and the unknown nature of the ultimate health outcomes of such exposure.

That infectious disease events generate fear that exceeds the reality of the sit-

uation is a result of a process referred to as the “social amplification of risk”

where the occurrence of an adverse event in which the risk was either previ-

ously unknown or ignored represents the potential for significant conse-

quences (Slovic, 2001).

Further adding to the challenging psychosocial environment was that

expert knowledge (in this case, on causes and transmission of the virus) was

compromised as widely conflicting information was provided by the media,

medical community, and politicians. This generated an overall atmosphere of

a lack of trust in otherwise trusted “official sources.” Thus, the act of seeking

objective information—often a tool that aids in coping—instead served to

further raise anxiety about the future.

The inclusion of a BH perspective could have aided the front end of

response planning in several ways, such as providing psychoeducation in the

form of tips sheets with practical techniques for addressing the stress and

anxiety of working in an environment of unknowable fear and social stigma.

Such tip sheets were eventually created and distributed. If the tips sheets

were to have been part of proactive planning, this may have served to dimin-

ish the negative consequences felt by so many in the course of the outbreak.

A BH perspective could also have helped to frame crisis messaging, both to

the public and to the healthcare workers implementing the isolation and

quarantine plans. Hopefully, the lessons learned from the Ebola virus out-

break will inform response plans for the next inevitable encounter with

responding to infectious disease.

WELLNESS IN CHAOS

Few engaged in EM and/or response would argue that terms such as “vicari-

ous trauma,” “coping strategies”, and “self-care” are not the stuff of casual

workplace conversation. Yet, the very nature of being an emergency man-

ager or responder means that each and every person doing such work will

invariably find themselves exposed to trauma on multiple levels, which will

have an effect on their emotional and psychological reactions to those events

(Palm, Polusny, & Follette, 2004). This is due to a number of factors, includ-

ing the impact that even indirect exposure to trauma has on those who

choose a profession that, simply by its nature, will bring them into contact,

either directly or indirectly, with circumstances that result in the suffering

and or loss on the part of the people they are committed to serve.
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Being responsible for the organizing and training of a statewide cadre of

DMH responders, I became increasingly familiar with the psychological impact

of disaster on those exposed to traumatic events as I coordinated several large-

scale event responses. Interacting directly with the counselors I assigned to

recovery centers and shelter operations who became first-hand witnesses to

grief and loss in their work, I gained an acute awareness of the emotional chal-

lenges they experienced. Often, they described how emotionally challenging it

was to simply drive up to and enter a recovery center. It required them to pass

through neighborhoods of flooded homes where damaged furniture and belong-

ings were piled at the side of the road-damaged beyond repair. The keepsakes

and heirlooms gathered over lifetimes reduced to rubbish spoke silent stories of

loss and heartbreak for the survivors of the storms.

Time spent in the Emergency Operations Center (EOC) following several

major events, where operations ran for days and weeks, broadened our perspec-

tive to include the men and women who staffed the various elements of the

EOC operation—the Planning and Logistics Branches, the Individual and

Public Assistance teams, the functional branch representatives, even the Public

Information staff. Many of these folks had begun working the event days before

the storm made landfall. Days into the response, the stress brought on by the

intensity of the effort to find a means to counter the damage and destruction

wrought by the storm was becoming palpable. Gone was the easy jocularity of

the days before zero hour and the easy banter of professionals who were confi-

dent that that they possessed the skills and knowledge necessary to do their best

when crunch time came. I came to realize that the staff in the Operations

Center, just like the DMH counselors working in the field, were exposed to

many of the unique stressors that are particular to disaster response.

Disasters occur with little or no warning and unfold in ways that cannot

be too accurately predicted. By definition, the damage they cause is wide-

spread, affecting large groups of individuals or whole communities. While

DMH responders and emergency managers are not placed in situations where

they are personally at risk of injury, disasters still place biological demands

on them as they lead to repeated activation of the physiological stress

response (Halpern, Tramontin, & Vermeulen, 2010). This is especially true

of emergency managers who, unlike DMH responders—deployed only on

occasion and then returned to their “day jobs”—emergency managers

respond regularly to many types of potentially stress inducing events and

thus remain constantly prepared for action in rapidly changing circum-

stances. This reinforces the hyperarousal, hypervigilance, and threat-

scanning elements of the stress response.

As taught to DMH responders, the impact of these stressors can compro-

mise one’s ability to think clearly, make sound judgments, or set priorities—

all of which can undermining one’s effectiveness to do their job. These

challenges are not limited to the job site either. It may manifest in home life

as well, such as having difficulty sleeping, a sudden loss of appetite, or even
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adverse changes in mood leading to being more prone to conflicts with cow-

orkers, friends, and loved ones. DMH responders are taught to recognize

these stressors, to acknowledge their existence as well as their effect. This

insight represents a first step in planning how best to manage stressors and

avoid compromising job performance and/or personal life.

Since such stress may be considered an occupational hazard, DMH train-

ing emphasizes, what is broadly termed, “self-care” as an essential compo-

nent of preparing to go into the field. Good self-care integrates numerous

elements which focus on both mind and body, such as maintaining social

supports both at home and at work, engaging in activities that are pleasurable

(whether physical sport or quiet reading), and continuing faith practices if

relevant.

All emergency managers and disaster responders can benefit from

identifying the symptoms of stress and learning how to engage in self-care

activities. While disaster-related stress affects all who engage in the work, self-

care can decrease the negative outcomes of such exposure. Understanding self-

care concepts and skills, such as identifying and seeking support, scheduling

self-care activities, and monitoring your level of burnout, are effective ways to

break a cycle of stress. These strategies could be easily generalized to fit into

the basic training for all staff who work in an EOC. Self-care training, with its

discussions of self-awareness, self-regulation, or the need to make a plan to

share one’s stress indicators with a coworker are admittedly foreign to the tradi-

tional culture of EM. It will, nevertheless, lead to greater effectiveness—an eas-

ily recognized shared goal of both DMH and EM.

The concepts and skills of the field of mental health may seem just as alien

and initially unwelcome to professionals in the world of EM as the earthbound

characters found Michael Valentine Smith, but science fiction has existed for

generations. Ultimately it is just another way to convey meaningful values and

inspire a new way to consider much of what we already know.

It is not by coincidence that topics of mental health are more and more

prevalent at EM Planning Division meetings and professional emergency

preparedness seminars. It is due to the maturing of both the fields of EM and

mental health. As each begins to recognize that at its core, the effort to assist

individual and communities adversely affected by disaster will benefit

greatly from the hard-earned wisdom and knowledge of the other.
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Making Integration Work

Brian W. Flynn and Ronald Sherman

The authors of the prior sections of this chapter have described why inte-

gration of EM and DBH is important. They have explained why integra-

tion is not just desirable but mandatory if meeting the needs to survivors

and those who serve them is to be accomplished. So, how can this be

accomplished? Since this chapter has EM as the lead, let us explore sev-

eral steps that emergency mangers can take to bring the content of this

chapter to life.

IDENTIFY BEHAVIORAL HEALTH RESOURCES

Depending on the nature of the location and level at which disaster prepared-

ness is taking place, the availability of BH resources will vary considerably.

These variations are the result of several factors, including the nature and

type of BH professionals in the area (e.g., psychiatrists, psychologists, clini-

cal social workers, etc.), the level of interest and training in DBH activities,

and a wide array of organizational, administrative, and financial factors. The

latter include the ability of these BH workers to take time away from exist-

ing service requirements, the ability to absorb financial loss from existing

income sources and streams (e.g., individual or organization loss of patient

care reimbursement), and options available to continue services to pre-event

patients and clients.

Part of this identification process involves the potential need for, identifi-

cation of, and availability of BH sub-specialists. Examples might include

specialists in child and family issues, substance abuse, and geriatrics to name

a few. It is also important to recognize that BH professionals are employed

in many ways that may make them more or less available for disaster work.

Examples include private business and industry, schools, health care systems,

government entities, and individual and group practices.

Implicit in the above discussion is the recognition, described in other

portions of this book, that very few BH professionals have the specialized

training to optimize their contributions in all phases of disasters. Assessing

the appropriateness of the training and experience of these professional is

critical. Emergency managers might consider linking with a known and

trusted DBH professional to help, and even lead, this vetting process. As

noted in this chapter and others, the integration of a skilled DBH profes-

sional is invaluable to emergency mangers. At the same time, well-meaning

and well-intentioned DBH professionals can actually create additional

challenges.
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EXPLORE SCOPE AND LIMITS OF PRACTICE
AND AVAILABILITY

Even when available and appropriately trained BH professionals are identi-

fied and able to provide services, there are important factors to consider

regarding what they do, when, and for how long. As noted above, emergency

mangers are advised to enlist a known and trusted BH specialist to help in

considering these issues. Key questions include:

� What are the applicable licensing/certification factors involved? How do

these affect not only the ability of DBH professionals to serve, but the

scope and nature of what they can do under applicable laws and regula-

tions? See Chapter 12, Navigating External Factors: Legal, Ethical and

Political Issues for more detail on this topic.

� Through what organizations and processes can DBH resources be

activated?

� How long will these resources be available?

� How will replacements and transitions be handled?

� How will information flow between EM at various levels and DBH

leaders?

� How will feedback in areas such as unmet or changing needs be provided

and obtained?

ORIENTATION TO THE WORLD OF EMERGENCY
MANAGEMENT

The world of EM is foreign to most BH professionals. Few are exposed to

the nature, culture, and language of EM. For that reason, it is important that

BH professionals working in disasters be exposed to, and trained, in a wide

variety of elements of the emergency manager’s world. This includes an

awareness of the Incident Command System, a strong relationship with the

local Public Health entity, and at least the contact information for the local

EM person or agency.

Both emergency managers and DBH professionals often come to their

jobs in disaster with other backgrounds and, too often, insufficient training to

perform optimally in their newly acquired occupational roles. To the extent

possible, early training should include at least introduction to the similarities

and differences between their primary training and what is allowed and

required to function optimally in disaster situations.

ASSURE BH FOCUS ON BOTH SURVIVORS AND WORKERS

Emergency mangers are acutely aware in all their activities, policies, and

actions that they have many core responsibilities. This is far from a singular
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task. Among these EM responsibilities are the support for survivors and the

support for response personnel.

At the risk of overgeneralizing, DBH professionals typically focus on the

needs of primary victims and survivors. They may need increased awareness

that their services are also needed by responders and other workers also.

Similar to how the provision of various types of support to disaster survivors

is different then traditional BH work, appropriately supporting emergency

managers and other disaster responders is different than servicing survivors.

Albert Ashwood’s compelling account of his experiences at the start of this

chapter could not have conveyed this point more powerfully.

As part of the training and orientation for DBH professionals, emergency

managers play an important part in helping make these important distinc-

tions. They can also help DBH workers understand the most efficacious

ways of relating to and interacting with emergency managers.

As Mr. Ashwood’s account so clearly demonstrates, disasters activate

professional roles as well as our very personal and often idiosyncratic reac-

tions and responses. Both professions need to understand and accept this

reality. Through acknowledging this dual process, leaders can be aware of

how professional roles and personal responses impact each other. This will

allow them to become aware of how this process enhances and/or impairs

the junction of occupational roles and human response.

For their part, DBH professionals will need to be able to support and edu-

cate EM and other workers in a number of areas such as self-care, referral,

consultation, and communication as a BH intervention. The latter is

described in more detail in Chapter 11, Risk and Crisis Communications.

ESTABLISH AND SUPPORT A POSITIVE EM CULTURE

It is often said that the best way to reduce adverse BH consequences in

disaster work is to effectively and appropriately manage the response. In

practice, this requires meeting three criteria:

� Existence of sound preparation.

� Availability of scalable, appropriate, and adequate resources.

� An EM organizational and operations culture that places this as a core

value, focuses on shared values and responsibilities and is positive and

supportive of all workers.

As a result, these three requirements encourage acknowledging and

addressing individual and collective psychosocial reactions of personnel.

INCLUDE DBH PROFESSIONALS IN EXERCISES AND DRILLS

Only through drills and exercises can plans, including plans for integration,

become viable. Without these elements, plans are likely to remain as

Why Is Integrating Disaster Behavior Health Essential to EM? Chapter | 3 69



ineffective shelf documents. DBH workers should be incorporated into all

drills and exercises. Emergency mangers should consider using DBH in the

design and evaluation of exercises, in addition to full participation of DBH

professionals as players in drills and exercises.

FOCUS ON SHARED NEEDS AND CHALLENGES

Emergency managers have specialized needs that link nicely with the knowl-

edge and skills of many BH professionals. Strategically, it makes sense to

identify these natural matches. It is the low-hanging fruit of more complex

integration. As examples, communications challenges as well as handling

survivor desires and expectations come easily to mind.

As noted by Mr. Ashwood, there is almost a guaranteed friction between

what victims want and need and what disaster response and recovery person-

nel are able to provide. While seldom being able to actually address most of

the practical recovery needs of disaster survivors, DBH can play a critical

role in helping all parties understand the dynamics behind this type of con-

flict and provide consultation regarding how to retain productive communi-

cations during times of tension.

With regard to communications, words matter. What we say and how we

say it matters in every domain. Chapter 11 contains extensive information in

this regard. Even well-meaning words can sometimes cause more pain. All

disaster workers, and especial leaders in all disaster-related professions, should

be trained in and continuously sensitized to how language impacts others,

promotes shared understanding, and can unfortunately create more pain.

Emergency managers and DBH professionals have shared experience and

expertise in this area that can and should form a very productive alliance.

MONITOR, EVALUATE, AND REVISE THE NATURE
AND SUCCESS OF INTEGRATION

No attempts at integration between EM and DBH will get it all correct, all

of the time, in the first attempts. For this reason, early discussions between

the two professions, in addition to the factors stated in this section above,

should explore how to monitor, evaluate, and based on these processes, adapt

integration strategies and approaches.

Many have said that, because of the diverse needs in disaster prepared-

ness, response, and recovery with which BH professionals can assist, there is

some role that most every DBH professional can play. Not everyone needs

to provide, or is necessarily good at, direct services to survivors or workers.

Many DBH professionals have extensive training and experience in monitor-

ing and evaluating programs and processes. These types of skills can be very

helpful in assuring that appropriate changes are made over time and that

these changes are based on objective information.
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Similarly, many emergency managers are skilled in monitoring and eval-

uating programs and processes and in implementing immediate changes. The

progression of debris removal, power restoration, opening of critical trans-

portation routes, and restoring the fresh water supply are usually highest on

the priority list. Changes in priorities or methods can be made very quickly.

DBH professionals need to understand that their EM counterpart does not

have the luxury of waiting for the results of a long-term study or survey

before making decisions.

Why Is Integrating Disaster Behavior Health Essential to EM? Chapter | 3 71



Chapter 4

Why Is Integrating Emergency
Management Essential
to Disaster Behavioral Health?
Challenges and Opportunities

Anthony H. Speier1 and Ronald Sherman2
1Louisiana State University Health Sciences Center, New Orleans, LA, United States,
2Independent Consultant, FEMA Federal Coordinating Officer (Retired), United States

Through a Disaster Behavioral Health
Lens

Anthony H. Speier

The term “integration” has increasingly become synonymous with transfor-

mational change strategies in health care and emergency management (EM).

In the arena of health care, the Patient Protection and Affordable Care Act

(Public Law 111�148) has dramatically changed the landscape for both pub-

lic sector and private sector health care. Based on a population-based health

and wellness model, integrated care emphasizes a team approach involving

health professionals of various disciplines working collectively with the

patient as an active partner in the direction and delivery of their care. The

most notable characteristics are the emphasis on collaboration, shared

responsibilities, and problem-solving approaches for both immediate patient

health care and long-term patient well-being (Johnson, Sanders, & Strange,

2014; Kohl, Brach, Harris, & Parchman, 2013; Kuramoto, 2014).

In a similar fashion, the practice of EM is being transformed through

evolving compliance strategies associated with operationalizing Presidential

Policy Directive 8 (PPD-8) (U.S., DHS, 2011) (http://www.fema.gov/pdf/pre-

pared/npg.pdf). Issued by President Obama in 2011, it directs the federal gov-

ernment to develop a National Preparedness Goal and a National Preparedness
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System for keeping the nation safe. Of special importance is the emphasis on

an integrated “all-of-nation” approach to preparedness which specifies the

shared responsibility at all levels of government, public and private sectors of

communities, and individual citizens. The basic approach is an emphasis on

building resilient communities through mastering the core capabilities outlined

in the national preparedness system. The National Preparedness Goal and

related federal documents stress the importance of resilient communities

and the necessity of a wholly integrated approach across the various levels of

government and society. Detailed content is readily accessible on this process

as an updated second edition of the National Preparedness Goal and Strategies

(2015). (https://www.dhs.gov/presidential-policy-directive-8-national-prepared-

ness; http://www.fema.gov/media-library/assets/documents/25959) http://www.

fema.gov/core-capabilities Retrieved July 11, 2016.

From a readiness-for-change and systems perspective, EM and DBH are

experiencing broad change initiatives within their respective disciplines.

These dynamic changes foster an organizational environment conducive for

sustainable change to emerge and become integrated into the larger system

initiatives (Chang et al., 2012; Cutter et al., 2013; Medina, 2015). The readi-

ness for organizational change coupled with a philosophical orientation,

which emphasizes risk reduction models, makes the integration of EM into

DBH a change process for which the time has come.

While it is heartening that the culture supporting organizational change is

present in both disciplines, the hard work necessary for operationalizing inte-

gration of EM into DBH is still in its infancy. Historically, EM and DBH,

have essentially functioned as parallel activities that infrequently share a

common mission. EM is the comprehensive process associated with prepar-

ing, planning, responding, and recovering from major disaster incidents. EM

occurs at the community, county, state, regional, and national levels. DBH is

the practice of addressing the psychological impact of such incidents on peo-

ple (survivors and responders) and their communities. As this broad process

of building national preparedness evolves, the relationship between EM and

disaster behavioral health (DBH) is being encouraged by policy makers as a

positive strategy with significant potential for advancing improved public

health and enhanced national preparedness.

In the pages which follow, the following will be addressed: (1) the ori-

gins and evolution of EM and DBH as unique disciplines within the disaster

response and recovery environment; (2) how the disaster management cycle

of prevention, preparedness, response, and recovery can be strengthened; and

(3) the approaches available for integrating EM into DBH.

THE CULTURE OF EMERGENCY MANAGEMENT

Modern EM has evolved from the Civil Defense (CD) activities of the mid-

twentieth century Cold War era, which focused primarily on preparations for
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potential nuclear bomb attacks. Adults, who were school-age children in the

1950s, may recall the emergency preparedness drills in schools across the

nation that required getting under your desk and waiting until told to return

to your seat. Your job as a child participant was to learn the drill, known as

“Duck and Drop,” and to assure your class was flawless in its response

(Heath, Ryan, Dean, & Bingham, 2007). Both the drill and the instructions

were clear and easy to follow. Fortunately, the nation was never tested by an

actual nuclear incident, so there is no direct evidence that lives would have

been saved by using this response strategy. However, we know well that exist-

ing science certainly suggests otherwise. During the 1950s, the culture of

emergency preparedness was decidedly quasi-military, with the central gov-

ernment firmly managing the preparedness agenda (Palmer & Sells, 1965).

The response culture within federal EM regarding natural disasters did

not formally develop as a comprehensive program on a large scale until the

middle of 1970s. Prior to the Disaster Relief Act of 1974 (U. S. Government

Printing Office, 1974), major disaster incidents were handled at the local and

state level with federal assistance and provided on an ad-hoc basis through

legislation specific to the incident. Response and coordination issues contin-

ued to challenge the effectiveness of federal response initiatives through the

1980s. Further reorganization and the appointment of trained emergency man-

agers turned Federal Emergency Management Agency into a recognized global

leader in EM—specifically regarding preparation, mitigation, and response to

natural and human-caused incidents. Post-9/11 reorganization of national secu-

rity and the creation of the Department of Homeland Security led to additional

changes in Federal Emergency Management Agency’s organizational structure

and functional role in disasters. Criticism of the functionality and response

capabilities of the federal government in response to Hurricane Katrina called

for additional reform of the agency (Drabek, 2007; U. S. Government Printing

Office, 2006). Additional policy and regulatory changes have occurred continu-

ously throughout the years following major incidents.

With respect to domestic disasters, emergency managers operate within

a command and control environment, specifically the National Incident

Command Structure. This is the operational conduit for information-gathering

and decision-making regarding the mobilization of resources in response to an

event. Preparation and mitigation activities are also addressed in a tightly man-

aged organizational model. The current mission statement for Federal

Emergency Management Agency is to support our citizens and first responders

to ensure that as a nation we work together to build, sustain, and improve our

capability to prepare for, protect against, respond to, recover from, and miti-

gate all hazards (https://www.fema.gov/media-library/assets/videos/80684).

Over the last 40 years, the roles of EM agencies at the local, state, and

federal levels of government have changed both in priority and operational

policies. Today, emergency managers at all levels of government engage in

training activities. This systematic training process assures the development
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of expertise within the five mission areas of prevention, protection, mitiga-

tion, response, and recovery, which are specifically identified in the Nation’s

National Preparedness Goal. (U.S., DHS, 2011).

The dynamic relationships between stakeholders and responders in any

large scale disaster have increased awareness among disaster responders

and emergency managers of additional interpersonal characteristics, skill

sets, and situational factors that can influence the overall success of any

response initiative (O’Sullivan, Kuziemsky, Toal-Sullivan, & Corneil,

2013; Paturas, Smith, Albanese, & Waite, 2016). Emergent issues which

require further planning include the interpersonal dynamics of the individ-

ual stakeholders, the role of critical thinking, decision-making styles, inter-

agency communications, agency relationships, and personal flexibility.

Situational factors as reported by Glick (2014) include the complexity of

the disaster incident, its severity, and a variety of situational factors associ-

ated with the uniqueness of the event. Emergency managers at all levels

of government must respond to the threat of disasters by identifying

vulnerabilities in communities to certain threats, such as flooding, earth-

quakes, and so forth. When a disaster incident occurs, emergency managers

must also recognize a host of factors when shaping their response strate-

gies. This includes real-time assessment of impact, damages, and the level

of threat to survivors and the community’s infrastructure. In addition to

assessment and initiating various response actions, emergency managers

must assure the accurate recording of disaster-related damages and the

mobilization of resources necessary to assist survivors and their communi-

ties return to their pre-disaster status.

THE CULTURE OF DISASTER BEHAVIORAL HEALTH

The discipline of DBH is relatively new as a specialty area within the

professional behavioral health community. DBH’s origins come from the

traditions of community mental health, substance abuse, public health, and

human services. Morris (2011) provides a comprehensive review of the

disaster crisis counseling model, tracing early response models from more

generic crisis intervention programs of the early 1970s. Project Outreach,

created in 1972, was the first example of a NIMH funded Crisis

Counseling Program (CCP) designed as a human services model for crisis

counseling services implemented in response to a major disaster incident.

Project Outreach employed 50 trained workers under the supervision of a

licensed mental health counselor, providing brief supportive counseling

and outreach services to survivors of the flooding associated with

Hurricane Agnes which inundated the Scranton/Wilkes-Barre Pennsylvania

metropolitan area. During the same year, two additional major flood inci-

dents occurred in West Virginia (Buffalo Creek Dam failure), and in

South Dakota (Rapid Creek). In all three incidents, communities
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experienced loss of housing and infrastructure, and over 480 persons were

killed. The psychological impact was so substantial that it prompted

Congress to include “Crisis Counseling” as a federal program within the

1974 Disaster Relief Act. The CCP is authorized under Sec. 416. Crisis

Counseling Assistance and Training (42 U.S.C. 5183) of the Robert T.

Stafford Disaster Relief and Emergency Assistance Act which states:

“The President is authorized to provide professional counseling services,

including financial assistance to State or local agencies or private mental

health organizations to provide such services or training of disaster workers,

to victims of major disasters in order to relieve mental health problems caused

or aggravated by such major disaster or its aftermath.” (p. 47)

Today, the Crisis Counseling Assistance and Training Program is adminis-

tered by the Federal Emergency Management Agency (FEMA) through the

Substance Abuse and Mental Health Services Administration (SAMHSA).

The State Mental Health Authority (SMA) applies for CCP grants in compli-

ance with program guidance provided by SAMSHA to the SMA. The CCP

provides short-term crisis counseling to survivors and responders, as well as

education and training to other relief agencies involved in disaster recovery

operations. The CCP is basically a parallel program that is not directly

involved with EM recovery activities, except on a limited situation-specific

basis. Examples of collaborative endeavors include training of various Federal

Emergency Management Agency staff regarding the program services and

how counseling or other CCP services can be accessed. Major activities of the

CCP include having a presence in the Disaster Recovery Centers where survi-

vors go to access various disaster relief programs, providing assistance in shel-

ters, and providing door-to-door outreach to survivors in areas affected by the

disaster incident. The CCP is not a clinical treatment program. The CCP is a

short-term supportive counseling and coping resource designed to assist per-

sons during the response and recovery phases of the disaster.

From a mental health historical perspective, the CCP was a novel

approach based on human services, psycho-educational model which

assumes most people are mentally healthy before the disaster incident and,

with supportive counseling, will recover and move forward. As an interven-

tion model, CCPs rely on three basic strategies which include:

1. Outreaching to disaster survivors

2. Identification of persons who are experiencing symptoms of acute stress

disorders, or persistent psychological or psychiatric disorders

3. Implementation of educational and training strategies for providers and

survivors

For more information, it is possible to find more information online about

the Crisis Counseling Assistance & Training Program (https://www.fema.

gov/recovery-directorate/crisis-counseling-assistance-training-program).
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In contrast to the CCP model, the original Community Mental Health

Center model (CMHC) was based on a medically-driven approach consistent

with reducing and managing the psychiatric symptoms of persons with psy-

chiatric disorders. CMHC staff roles did not accommodate easily to the needs

of disaster survivors. Early CCP evaluation reports generally noted the appar-

ent disconnect (including poor communication and cooperation) between

CMHCs and the disaster-related CCP. Much of what providers experienced

was not necessarily reluctance to respond, but a lack of synchrony between

the CMHCs organizational design and the human services model of the CCP

(Baisden & Quarntelli, 1981; Heffron, 1977; Rochefort, 1984).

Today, many of these organizational and funding obstacles, especially

prevalent during the 20th century, have significantly less impact on the

CMHC’s ability to effectively deliver CCP program services. CMHCs in

many communities have undergone several organizational transformations,

such as introducing new funding streams, workforce development initiatives,

and innovative program models, which include a range of community-based

as well as clinic-based services (Parks, 2015). New funding and program

models are positioning former CMHC programs into more flexible and com-

prehensive community program models, which are consistent with current

population health service delivery models (Findley, Pottick, & Giordano,

2015; Hoge, Wolf, Migdole, Cannata, & Gregory, 2016; Peek, 2013).

In fact, in many communities CMHCs are now the primary contractor for

CCP programs following a disaster. However, with respect to access and delivery

of clinical services to survivors, significant barriers remain. The Stafford Act, as

currently interpreted, assumes that sufficient pre-disaster community resources

are available to address the increased surge in demand for short- and long-term

clinical treatment services. Currently, formal clinical treatment models are not

routinely funded following major natural disasters (Madrid et al., 2015; Norris &

Bellamy, 2009; Pandya et al., 2010; Scheeringa, Cobham, & McDermott, 2014).

A BRIEF REVIEW OF DISASTER BEHAVIORAL HEALTH
LITERATURE (1977�2016)

In the mid-twentieth century, opinions regarding the extent of mental health

treatment needed following a disaster incident varied among academics and

practitioners. Views among practitioners varied from believing extensive inter-

vention was needed whereas others believing only minimal interventions were

necessary (Morris, 2011). Still, another perspective was to actively address the

disorganized features of the disaster response process as a means for reducing

the stress many disaster survivors experienced. Logue, Hansen, & Struening

(1979) conducted one of the first quantitative inquiries into the extended

recovery period experienced by some survivors of natural and technological

disasters, such as Three Mile Island and Love Canal. The results from the

early study of the Hurricane Agnes flooding in Pennsylvania indicate that

numerous stressors are associated with prolonged recovery. These include both
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physical and psychological stressors. Flood survivors reported a recovery

period from emotional distress from one to 24 months, with 54% reporting a

recovery period of 18 months and 39% of flood survivors reporting physical

distress for more than six months. Reports on the difficulties associated with

implementing the CCP programs included a number of organizational and pre-

paredness issues among local providers (Heffron, 1977; Logue et al., 1979).

These early reports emphasized the need for improvements in four arenas:

(1) participating in disaster preparedness activities; (2) building strong inter-

organizational relationships; (3) developing policies specific to disaster com-

munications and response/recovery conditions; and (4) addressing how outside

assistance can be effectively managed during and after an incident.

From a contemporary perspective, researchers and program planners have

continued to refine and document their methods for investigating the complex-

ity of human responses to disasters. Numerous articles have been published

regarding the characteristics of disaster incidents, the people most and least

vulnerable to exposure, human stress reactions in the short- and long-term,

individual coping strategies, and the relative health status (or resilience) of

communities (North & Pfefferbaum, 2013, Norris et al., 2002). This body of

published literature provides planners and emergency managers access to

empirical evidence across many natural and technological disasters. As an aid

to planning, this information can foster the integration of DBH (information

about the impact and recovery of survivors) with EM (procedural elements).

For example, the diversity and complexity of human reactions described

in the literature suggests the relationships among an individual’s psychologi-

cal status, level of exposure to the disaster, environmental conditions, having

a prior mental disorder, possible prior trauma disorder/exposure, and other

risk vulnerabilities for individuals and communities are often associated with

prolonged recovery trajectories in both natural and human-caused technologi-

cal events (Masten & Obradovic, 2008; Palinkas, 2012; Picou, Marshall, &

Gill, 2004). Additional factors which can influence an individual’s recovery

include the following (Goldman & Galea, 2014; Lowe, Tracy, Cerda, Norris, &

Galea, 2013; Norris et al., 2002):

1. One’s perception of loss is as devastating as one’s actual loss;

2. Elevated and persistent stress coupled with a sense of a loss of control

regarding one’s personal and collective future;

3. Pre-existing mental disorders;

4. Prior trauma exposure including PTSD;

5. Female gender;

6. Younger age;

7. Middle adulthood;

8. A history of chronic stressors;

9. Minority status;

10. Low socio economic status;

11. Low levels of social support.
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Over the last decade, researchers have also investigated factors that may

influence positive recovery outcomes for individuals and communities.

Studies show that the vast majority of persons who experience disasters

demonstrate the ability to “bounce back” from the paralyzing emotions

encountered and move forward with constructive decision-making (Bonanno,

2004; Bonanno, Brewin, Kaniasty, & LaGreca, 2010; Bonanno, Galea,

Bucciarelli, & Vlahov, 2007; Norris, Stevens, Pfefferbaum, Wyche, &

Pfefferbaum, 2007). Interest in resilience as a critical component for recov-

ery has generated evidence that multiple factors influence its emergence at

the community as well as the individual level. Additional factors associated

with recovery include the availability of social support within the family and

community and the perceived availability of that social support (Norris,

Tracy, & Galea, 2009). The role of social support and related concepts have

produced broader and multi-faceted perspectives on our understanding of

how people manage and resolve stressors under a range of contexts and cir-

cumstances (Chang, 2010; Weil, Lee, & Shihadeh, 2012).

INTEGRATION THROUGH THE ASSIMILATION OF
TWO CULTURES

In its simplest form, when large-scale incidents occur, it is the role of govern-

ment (at the local, state, and federal levels) to respond by helping the affected

people recover and communities to return to pre-incident status. The difficulty

for responders is that people react differently to disasters based on a number of

external and internal factors. Some of us face different challenges and experience

more extreme exposure to disaster-related trauma. Some circumstances are more

challenging than others making the recovery process more difficult and pro-

longed. However, the research evidence clearly indicates that the vast majority

of persons exposed to disasters recover without formal behavioral health treat-

ment (Bonanno et al., 2010; Masten & Obradovic, 2008; Norris et al., 2009).

EM and DBH have very distinct cultural traditions, orientation, and perspec-

tives regarding their roles and responsibilities within the disaster cycle. As

such, the demands of any situation or response activity may be interpreted, and

a response solution built on, entirely different information and analysis of the

same situation. Hence, solution building is often driven by the different disaster

response roles of either DBH or EM. For example, as an emergency manager,

the primary mission is to move communities toward a return to social and eco-

nomic viability, which often initially involves actions necessary to keep people

safe and domiciled in secure and sanitary conditions. From a DBH perspective,

people experience better recovery outcomes when they have a choice in devel-

oping their recovery strategies, and when social networks and communities stay

intact. As such, issues of preference and choice are not always considered a pri-

ority for temporary housing plans. Emergency managers are acutely aware of

the necessity of working within their defined protocols, which will also involve

other local, state, and federal entities.

80 SECTION | I Context



SYSTEMIC CONSIDERATIONS

People who have survived a large-scale disaster incident will often recall

many of the negatives associated with their individual response and recovery

experience. In contrast, participants in an “After Action Review,” where

responders assess the incident, much time is spent recalling and analyzing

what went well as well as what systems issues need to be improved. Both

perspectives (survivor and responder) are equally valid and are driven by

personal experience. However, neither can be considered a comprehensive

perspective. In order for sustainable and systemic change to occur, it is nec-

essary to begin addressing our performance in disaster incidents within the

context of the disaster cycle phases of preparedness, prevention, mitigation,

response, and recovery. By utilizing the frameworks for all phases of a disas-

ter incident, we create a multifaceted and dynamic context for taking into

account multiple perspectives from a widespread and diverse group of survi-

vors and responders. This is the optimal context for initiating sustainable

integration of EM and DBH.

The systemic demands of responding to disasters increases in complexity

as the event unfolds—the response contingencies escalate and task demands

on responders become more intense. For example, during the response phase

of a disaster, emergency managers spend much of their time reacting to

unfolding and often unanticipated mini-events which are embedded in the

macro-level event. Examples often involve replacing failed generators at

shelters, getting emergency food supplies such as “Meals Ready to Eat”

(MREs) to a hospital suddenly without power, providing crisis interventions

to persons with symptoms of mental illness exacerbated by their current

exposure to traumatic material, securing additional water craft for expanded

search and rescue missions, and addressing flooded cemeteries with the diffi-

cult issues of recovery of gravesites and re-interment of loved ones. Within

the “chaos” of the incident-response environment, emergency managers are

confronted with high stress levels. Prior exposure to traumatic events,

chronic stressors, and personal characteristics of emergency managers and

responders increase the likelihood of high stress reactions (Benedek,

Fullerton, & Ursano, 2007; Gordon & Lariviere, 2014; Schutt & Marotta,

2011). DBH staff assigned to operations centers mitigates these effects by

providing a range of stress management activities and techniques which are

non-threatening and help responders maintain response functionality.
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Through an Emergency Management
Lens

Ronald Sherman

WHY DOES DISASTER BEHAVIORAL HEALTH NEED
EMERGENCY MANAGEMENT?

This may sound a bit harsh or absolute, but the primary answer to that ques-

tion is that EM “owns” most disaster preparation, response, and recovery

activities. All actions in every phase are becoming increasingly formalized.

Just as in professional sports, nobody plays without not only understanding

who owns the team, but also agreeing to the owner’s contract. Basically, in

order for DBH personnel to effectively do their jobs, they must understand

the structure and agree to play by EM rules and within EM structures. Those

in all specialty fields coming into an EM structure or collaborating with

emergency managers need to know this, and DBH is no exception.

While this may be a new playing field for many behavioral health practi-

tioners, it is the reality of today’s EM world. We, the emergency managers,

are the ones who can open the door for you, show you the ropes, and get

you a seat at the table.

DBH needs EM information to appropriately target its resources, under-

stand changing situations, evolving priorities and changes in operational direc-

tion. EM has access to the damage assessment information, especially the

locations and demographic profiles of affected populations that can be used to

start the DBH needs assessment. While there are limitations on what informa-

tion EM professionals can share about individuals affected by the disaster, we

are still the best source. Please see Chapter 12, Navigating External Factors:

Legal, Ethical, and Political Issues for a detailed description of the possibilities,

limitations, and challenges of sharing of personal information.

DBH needs access to EM in order to describe their contributions, obtain

sanction, and be recognized as a legitimate partner in the emergency commu-

nity. Emergency managers need to know what the field of DBH is doing and

it is in the best interest of DBH for EMs to know what is being done, where

needs are most acute, and what new needs are emerging. That will happen

only if you attend the regular planning meetings and provide input for situa-

tion reports.

Let us explore a basic example. Depending on the incident, special

credentials (badges) may be needed to access a disaster area or an

Emergency Operations Center. EM can facilitate getting those credentials for

DBH personnel. If DBH personnel cannot gain access, they cannot attend the

meetings and verbally report on behavioral health related activities. If they

cannot get in, and are not part of the team, you will not be asked for input
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that could be included in the EM reports. The DBH information might

include a request for resources or support from another agency or group that

DBH professionals need to do their job.

If DBH personnel need support, in any form, they will not receive it

from emergency managers, unless the emergency managers know what is

required to address DBH needs. Frankly speaking, emergency mangers

control almost all types of resources in disasters. Emergency managers can

provide support to DBH personnel in many areas including:

� Public Affairs—Emergency managers can offer support in getting out the

message DBH needs to disseminate.

� Logistics—Emergency managers may be able to offer workspace and IT/

communications assistance.

� Situation Updates—DBH personnel need to know what is going on;

either through regular briefings or situation reports.

� Planning—Emergency managers can support DBH personnel by sharing

information on future actions and by incorporating DBH into the overall

plan.

Three reasons DBH needs EM on its side:

Information

Access

Support

The public health group (typically Emergency Support Function 8),

including the DBH component, need to ensure that their requirements and

activities are coordinated as well as integrated with other initiatives. These

initiatives can include basic public health measures like boiling guidance for

drinking water, evacuations, mobile home park construction for temporary

housing, power restoration, town meetings, and any number of other event

specific initiatives.

While all of these examples may not seem related to DBH, they are.

Each activity has some element of assuring that messages are heard and

understood, and that those responsible for these seemingly unrelated activi-

ties understand the psychological and emotional impacts of the event.

In these examples, DBH specialists can offer support that can not only

help other domains, but can also perform critical DBH missions. Remember,

DBH is far more than counseling. A prime example of this is the role of

DBH in assisting in the crafting of public messages by helping to create real-

istic expectations and address fears and rumors. Please see Chapter 11, Risk

and Crisis Communications, for insight and ideas on how DBH specialists

can assist emergency managers in the realm of monitoring trends and

disseminating information.
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HOW CAN INTEGRATION BE FACILITATED?

Now we have addressed why DBH needs to integrate with EM, we must con-

sider factors that help or hinder DBH in becoming integrated with EM. First,

we will examine several factors that can facilitate integration.

Within the EM community, there is an increasing appreciation for the

need for, and the value of, DBH. When I first started working in the field of

disaster assistance, as it was known in the 1970s, our awareness of any DBH

issues related to disasters was quite limited. In the years that followed, EM

became increasingly aware during our work with survivors that DBH factors

were making our jobs more difficult. Survivors could not give information

accurately because they were so stressed. Some survivors lashed out at

responders out of fear and frustration. Applicant stress was causing errors in

applications being filed for disaster assistance and emotionally overwhelming

the unprepared application takers. There was hostility toward damage assess-

ment personnel who were visiting survivors’ homes to verify losses. Disaster

workers quit their jobs because of the high levels of stress. There was a

general inability, among all involved, to manage the stress.

Since that time, two important trends have developed. First, as emergency

managers, our awareness of the mental health component of disasters has

dramatically increased. We are also starting to get comfortable with using

the words “disaster behavioral health.” Second, as emergency managers’

awareness has increased, so has willingness to include more partners, espe-

cially BDH professionals, in the preparedness, response, and recovery pro-

cesses as active participants and advisors. There was a very practical reason

for this shift; we realized that stress among survivors and disaster workers

were compromising our ability to do our job.

More emergency managers are now trained to understand and appreciate

how the inclusion of other professions and disciplines in all of our work can

yield benefits for the disaster survivors and disaster workers. It is no longer

unusual to see a faith-based organization as part of the disaster preparedness

and response organization. Twenty-five years ago that would not have been

the case. The same change is also slowly occurring in regards to the DBH

profession. Sometimes it is even driven from a surprising source— EM.

I recently attended a meeting of our local hospital consortium. This was a quar-

terly emergency planning gathering. During the all-day session, two major ques-

tions emerged:

1. Who should be involved in emergency planning and exercises?

2. What other partners are we missing and how do we find them?

The host hospital has a robust psychiatric division with both in-patient and

out-patient services, and is also a teaching hospital. When I asked about their

(Continued )
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DBH capabilities, I was met with blank stares. The first response was something

along the lines of, “Do you mean disaster mental health?” My response was,

“Yes, and much more.” A robust discussion followed and DBH will be the focus

of the next quarterly meeting. All eight member hospitals promised to bring a

representative who could address the issue.

While there are not any new laws that require either EM or DBH to

explore integrating their activities, there are emerging practices within the

EM community that show more openness to engaging with partners who

have not traditionally been at the emergency planning, response, and recov-

ery tables. An example is the inclusion of faith-based organizations as

mentioned above. In order to facilitate integration, DBH personnel needs to

educate emergency managers and help to expand EM’s traditional notion and

understanding of what the world of public health truly encompasses.

FACTORS HINDERING INTEGRATION

Now, consider a few factors that can hinder integration.

Some emergency managers react to hearing the words “disaster behav-

ioral health” with an immediate leap to thinking it solely means dealing with

mental illness issues. For some, there is likely a stigma attached to mental

illness. Some will say it is not their job to deal with that type of problem.

DBH specialists need to break through that wall in ways that are non-

threatening to the emergency managers. Or, perhaps not break through the

wall, but find a creative way around it. The behavioral health profession is

very accustomed to facing and combatting stigma (http://store.samhsa.gov/

shin/content/SMA06-4176/SMA06-4176.pdf). It is worth reminding the DBH

community that stigma is alive and still an issue in the EM community.

Past negative experiences with an individual DBH practitioner can pro-

foundly and negatively influence an emergency manager’s attitude toward

the entire field and lead them to exclude DBH from being part of the team.

The bad experience could have come from the rare experience of dealing

with someone who showed up with a pushy, know-it-all attitude, or someone

who chose to act solely on their-own without informing EM of their activi-

ties. This is a tough challenge for all to overcome. It can be overcome by

DBH professionals who can demonstrate an understanding of where they fit

into the EM structure and convincingly explain how they can support all

aspects of the organization. In the end, it will be new and positive experi-

ences that will overshadow old, negative ones.

Identifying who is a credentialed and verified responder, who can be

allowed access to a disaster area/site, or be allowed to join the response team
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can be quite difficult. How is an emergency manager to know that a

purported DBH professional really is just that? Without help, there is no way

for an emergency manager to know who is legitimate and appropriately

trained. In this writer’s experience it is not unusual for supposed “experts” to

suddenly appear at disaster sites, usually when we are grasping at straws for

solutions. At that point, emergency managers may accept any perceived help

we can get which can lead to the experiences described in prior paragraph.

This is a great example of how a solid DBH-EM relationship developed

prior to an incident can eliminate, or at least reduce, this concern.

Most emergency managers do not know a lot about the public health

structure (e.g., state and local), let alone the DBH structure, or even its exis-

tence. They may know about federal entities like the Substance Abuse and

Mental Health Services Administration (SAMHSA), but that will do little to

help them understand the social services delivery systems (often already bro-

ken) in their local area and state. Emergency managers are used to dealing

with people from other public entities and government agencies. If a state or

local Behavioral Health Authority uses contracted private individuals or

companies to provide social services, hopefully include the DBH component,

the average EM may balk at having a private sector person involved. This

can be solved by addressing two challenges covered earlier:

1. Having an established relationship between EM and DBH.

2. Ensuring proper and acceptable credentialing and badging.

STRATEGIES TO HELP DBH GAIN AND SUSTAIN
INTEGRATION

Culture and History

Understanding the culture, mission, and structure of EM will help enable

DBH to create and pave paths to integration. A short history of one emer-

gency manager’s culture and history may be useful as an example, especially

since emergency managers’ career paths can be quite varied.

When I entered the field of EM, it was with a very small federal agency named

the Federal Disaster Assistance Administration. The Federal Emergency

Management Agency (FEMA) did not yet exist. The job announcement listed two

requirements: the ability to adapt and respond to rapidly changing requirements

and to travel nationwide and to all United States territories and protectorates on

short notice. Who could turn down such an offer?

“Emergency management” was not even a phrase or concept then. We were

called disaster assistance specialists. There were 10 full-time employees in the

Chicago Regional Office of the then Federal Disaster Assistance Administration,

(Continued )
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which was one of ten nationwide. I was the only one who had any previous

exposure to the mental health world, and it was for 18 months as a psychiatric

intern at a state mental health hospital where the patient population consisted

almost entirely of physically violent males. Most of the other staff came from

military, legislative, or public works backgrounds. Our training as disaster

specialists today would be categorized as on-the-job or just-in-time training. My

experience is not unique. Many of us found ourselves in EM through prior

experiences that one might think would never lead to this career. This stands in

stark contrast to the current state of the EM profession, and it is now a profes-

sion. See Chapter 8, Expanding the Tent: How Training and Education

Partnerships With other Professions Can Enhance Both EM and BH, for some

excellent thoughts on this topic.

Although great strides have been made to making EM a profession there is

still variations in how the role is fulfilled. Depending on location and funding,

the position or responsibilities of an emergency manager is variable. It may be

a part-time job held by someone who is also the Township Road Commissioner

and a full-time farmer in the township. He or she is a staff of one.

On the other end of the spectrum, in a large city or county, the position

may be titled Director of Homeland Security and Emergency Management.

Depending on locale and funding, the job may be one of the many hats the

person wears or it may be their sole endeavor. The job may be a full-time

profession, consist of a once-a-month meeting with the county board, or just

a once-a-year review of an Emergency Operations Plan.

In the field of behavioral health, in general, there is a more structured,

academic road to certification and licensure that might be unfamiliar to

many EM professionals. Many of them may not know the difference between

a social worker and a psychiatrist. They may not have even heard about

DBH. Emergency managers may ask, “What is DBH and can you help? We

have to get a generator over to the hospital, bring in a portable control tower

to re-open the airport and open ice and water distribution stations. What do

you do and where do you fit in?” These types of questions present a

challenge for both professions. It also provides the opportunity to open a

discussion about how the two can complement, and even enhance the perfor-

mance of both. As stated throughout this book, these discussions are far

more productive when they occur before a disaster happens. Nobody, espe-

cially emergency managers, has any time for these discussions in the midst

of a response. Frankly, if an emergency manager is faced with someone

trying to start this dialog when an active response is underway, the reaction

is likely to be frustration and hostility. This will make future discussion even

more complex and difficult.

90 SECTION | I Context



Mission

This chapter’s title asks why DBH would want to integrate its capabilities

with those of EM. The answer is easy. Both professions share a common

mission to help disaster survivors respond to, recover from, and move on

from life-changing incidents. If DBH is not part of the EM package, then it

is not possible to deliver the full spectrum of services that survivors require.

This means that, collectively, we are not doing our jobs.

A sense of shared mission can also help DBH and EM through times

when integration is difficult. In the military, the sense of shared mission and

unit cohesiveness has long been acknowledged to produce better results. As

DBH and EM work increasingly closer together, a reminder of our shared

mission will help through the most trying circumstances.

How Can DBH Become Indispensable to EM?

As discussed throughout this section, there are many advantages to both DBH

and EM when integration occurs. As noted in the prior paragraph, strain and

challenges will inevitably occur. One of the ways that DBH can insure that

integration persists is to establish and nurture a relationship where EMs

believe they need DBH to accomplish their work, and vice versa. As noted

earlier, it is true that neither can optimally do their jobs without the other.

Following are a few examples of what EM will always need from DBH:

� Messaging guidance: Starting with evacuation notices, DBH integration

with all public information and messaging activities, as described in

Chapter 11, can provide EM with anticipatory guidance for survivors and

workers.

� Needs assessment: EM needs, and DBH can provide, assessments of

existing and changing survivors’ needs and mood, identification of geo-

graphic areas where needs are expanding or contracting, and explanations

of human needs assessment techniques.

� Worker monitoring: DBH can alert EM to signs of workforce stress, iden-

tify stress differentials by role and function/work location, point out the

impact of personnel and operational policies on reducing or exacerbating

stress, and teach how to identify and intervene when decision-making

ability is impaired.

DBH professionals can make themselves indispensable to EM profes-

sionals by first recognizing that emergency managers are professionals, albeit

at different levels of experience and engagement. Then, they can further

enforce collaboration by providing at least the three critical services

described above. Emergency managers can encourage integration by doing

what they do best: identifying needs and resources, locating the gaps, and

recognizing DBH as a resource that can fill many gaps.
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How Does All This Look at the Various Parts of the
Disaster Cycle?

A very simplified view of the disaster cycle includes three phases: prepared-

ness, response, and recovery. These phases are notional at best and can overlap.

However, for the purpose of this section, the phases do provide a framework

for describing what DBH practitioners can do to further integration.

In the preparedness phase, DBH can get to know the culture and history

of EM and, most importantly, the EM organizational structure, in order to

find out where DBH can fit in. It may be necessary for a DBH person to lit-

erally invite themselves to the party. During this phase is the time to make

sure there are established relationships with any local public health entity or

private services provider. This is also the time to learn about credentialing

and badging requirements and to establish a process through which DBH

authorities can assist in the vetting process.

A small part of EM preparedness is training in classroom-type settings.

More importantly, this includes participation in plan review meetings, exer-

cises, drills, and simulations. These provide great opportunities for DBH pro-

fessionals to showcase how they can support and enhance EM efforts as well

as receive valuable training. Several factors need to be observed during

emergency response exercises. First, the levels involved need to be noted.

Depending on the event, there may be local, state, and federal agencies

involved. Second, the types of organizations engaged in the efforts can range

vastly. This can include school districts, social services groups, and faith-

based and other volunteer organizations. Third, the type of event is also

important to note. It is necessary to think about scenarios such as an active

shooter exercise at a local elementary school, a hazardous materials drill

near a senior citizen’s residential facility, or a simulated flood that destroys

thousands of homes. Who would be involved in the response? How does

DBH become part of that planning and preparedness? These preparedness

activities offer many opportunities for DBH integration.

In the response phase, DBH professionals can expect to be part of a seem-

ingly hectic situation, especially if they are in an Emergency Operations

Center. This is the time when it can seem there is no role for DBH. Nothing

could be further from the truth. A response may last a few hours, a few days, or

span several weeks depending on the disaster event. During this phase, DBH

specialists can contribute by providing worker and survivor monitoring, assess-

ments, and recommendations. It is also the time for DBH to show flexibility in

supporting EM as the situation evolves and needs and resources change.

The recovery phase presents a different array of opportunities for DBH to

support EM. This is the time when ongoing needs assessment of survivors,

who may be making crucial and life-changing decisions about their recovery

process, is important information to provide to EM. Again, assistance in

crafting public messaging can go a long way toward explaining to survivors
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how long it will take to build a mobile home park, how much longer they

can expect to be in a hotel room with no kitchen, or why flood insurance

payments may be smaller than expected.

As the recovery phase comes to an end it leads into the preparedness

phase, completing the cycle. This is the time for program evaluation for

all involved in delivering disaster services. DBH professionals should be

fully involved in after-action meetings and help document areas for future

improvement. The areas for improvement then become part of the prepared-

ness and planning effort for the next event. There will be another.

Hopefully, in this section, readers have gained an increased appreciation

for why DBH needs integration with EM. In addition, specific steps that can

be taken to enhance integration have been provided. In my several decades

as an emergency manger, I have seen the relationship between EM and DBH

change dramatically. It continues to evolve. For an increasing number of

emergency managers like myself, DBH has evolved from a question mark to

an exclamation point. Behavioral health is an essential part of all EM consid-

erations at every phase.
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Making Integration Work

Anthony H. Speier

As discussed earlier in this chapter, the authorization in the Stafford Act is, in

effect, the national policy statement regarding the legitimacy of DBH

services. Under the Stafford Act, funding has been available to provide DBH

services for over the past 40 years. However, this legislated legitimation has

not led to an integrated emergency response culture. Why is this? The reasons

are perhaps similar to the divide between physical health and mental health.

For many decades, mental health has been conceptualized as separate from

general health issues of the body. Over the last decade, there has been signifi-

cant effort at reintegrating the care and management of physical and mental

health (Mollica et al., 2004; Osofsky, Osofsky, Wells, & Weems, 2014; Shim

& Rust, 2013), in particular addressing the person as a whole and the impact

physical disorders have on an individual’s mental health and vice versa.

Federal Emergency Management Agency’s whole community framework

for prevention, mitigation, response, and recovery provide the beginnings for

advancing the integration of DBH and EM. Embracing the whole person

mind/body perspective opens the door for considering the behavioral aspects

of EM as a logistics issue. Emergency managers have significant expertise

compiling essential data to inform decision-making and its consequences.

Incorporating the DBH into ESF #8 related EM decisions will improve the

outcomes of decisions, increase the efficiency of operations, and reduce the

likelihood of unintended consequences.

The fundamental strategy for initiating change involves introducing a series

of psychological and social decision-making considerations prior to moving

forward with action at all stages of the disaster cycle. This approach requires

replacing the planning principle of a “one-size fits all,” hierarchical decision-

making model with a collaborative decision-making model based on the princi-

ples of community-based participatory planning (O’Sullivan et al., 2013;

Viswanathan et al., 2004). Recent work with the whole community approach

has also documented the value of reaching out to diverse communities and the

benefits of encouraging inclusion within the larger community (Chandra et al.,

2013; Plough et al., 2013; Sobelson, Wiginton, Harp, & Bronson, 2015). The

box below provides a few reminders of behavioral actions and attitudes that

can build trust, demonstrate the power of transparent of community partner-

ships, and empower disaster survivors as partners in their recovery.

Reminders for Disaster Recovery via an Integrated EM and DBH approach

� What we can predict we can communicate.

� Sharing information dissolves ambiguity.

(Continued )
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� We can mitigate the impact of our psychological and social vulnerabilities.

� We can anticipate human responses to certain situations.

� We can strengthen our whole community through engagement in All

Hazards preparedness.

EMPOWERMENT AT WORK: AN EXAMPLE OF STATE SYSTEM
INTEGRATION

The Louisiana Office of Homeland Security and the Department of Health

and Hospitals (DHH) have enjoyed a close and dynamic relationship

throughout a wide range of historic and routine disaster incidents. The state-

level ESF #8 is tasked through Department of Health and Hospitals and

works closely with other state agencies in managing all public health disaster

events. The Office of Behavioral Health leads DBH preparedness, response,

and recovery operations. Over the years of building collaborative working

relationships, a large measure of trust and respect has been nurtured and con-

tinues to be reflected in the broad areas of integration enjoyed by these agen-

cies. Since Hurricane Gustav, the state’s ESF 8 Command Center maintains

a DBH resource desk and serves as staff advisors on DBH to the incident

commander. DBH staff provides stress management teams to emergency

managers and first responders. At local and state levels, DBH professionals

provide support to EM staff and leadership. As personnel change, the poten-

tial for losing certain aspects of the integrated response is a concern. To

mitigate this institutional loss, DBH administrative staff continue to update

DBH planning and response procedures and exercise formats to include

DBH responsibilities. DBH roles are now an expectation within the activities

tasked through ESF #8 and codified into many of the planning response and

recovery operations at the state and local level (Speier & Prats, 2015).

THE PROMISE OF AN INTEGRATED DBH AND EM

It is well-established common knowledge in the professional literature that

early intervention mitigates general psychological distress and may reduce

the later onset of post-traumatic stress disorder and other related mental

disorders. Based on this evidence, the National Biodefense Science Board

(NBSB) commissioned the Disaster Mental Health Subcommittee to study

and make recommendations regarding DBH and EM integration. The

National Biodefense Science Board unanimously put forth the subcommittee

recommendations for the integration of DBH into mainstream EM proce-

dures (ESF#8) across the disaster cycle (Pfefferbaum et al., 2010).

The National Biodefense Science Board recommendations focus on inte-

gration activities at the federal level and recognized organizational, financial,
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and other administrative impediments at the state and local levels. Reflecting

on the lack of progress since 2010 suggests that the motivation for meaning-

ful integration at the national level has not reached the critical threshold of

acceptance, which must clearly proceed implementing an integrated model.

Another approach toward integration is starting at the local level. A basic

principle of disaster response and planning is that all disasters are local

incidents, meaning that the people and communities directly affected are the

most invested in their recovery. At the local and state levels, sustainable inte-

gration can be achieved if we embrace the importance of behavioral health

as a crucial public health initiative. By investing in local health initiatives,

communities can begin to advocate for the integration of DBH into their All

Hazards planning and response models.

In this chapter, we have demonstrated that the pre-conditions for organi-

zational change require stakeholders within communities to learn to work

together. It is through collective initiatives, such as emergency preparedness

drills, that we learn about each other’s organizations and job responsibilities.

Getting to know each other builds trust and facilitates positive communica-

tion as well as problem solving. My experience in Louisiana taught us that

working, training, and planning together required an investment of time and

a long-term commitment to become a member of the team. Limited integra-

tion is possible independently on multiple levels. However, without strategic

initiatives in place at the federal level, which formalizes disaster roles and

funding throughout the disaster cycle, integration initiatives will continue to

have only minimal success. Integration of systems is successful when the

people involved see value for all involved. Simply stated, if DBH staff and

emergency managers learn how to utilize the strategies that have been

successful for both entities in carrying out their mission, then both parties

will be able to move forward with integration. Our core responsibility is to

do better at our jobs and improve recovery outcomes for survivors and their

communities. There is an ethical obligation to move forward with an inte-

grated model of EM and DBH.
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Section II

Key Areas of Integration

This section explores several specific factors critical to establishing and sustain-

ing integration. While sharing many characteristics, every disaster is different,

every community that experiences a disaster is different, and every disaster

response is different. Chapters in this section explore how these variations

impact the roles and functions of both emergency managers and behavioral

health professionals, and what this means in terms of integrating their efforts.

These chapters also explore the creative ways in which training and edu-

cational opportunities might be integrated and expanded. They also review

the benefits for disaster survivors that can result from the integrated efforts

of the disaster behavioral health and emergency management professions.
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Emergency management (EM) and disaster behavioral health (DBH) integra-

tion is progressively evolving but varies markedly by level of disaster

response (ranging from local to multinational). Prior to discussing multiple

levels of response, it is important to explain how the complexity of disaster

events underlies the need to achieve coordination among levels of response.

COMPLEX SYSTEMS THINKING FOR EM AND DBH
INTEGRATION IN DISASTERS

The application of “complex systems thinking” provides useful insights that

are particularly relevant to the theme of integrating EM and DBH across dif-

ferent levels for disasters and catastrophes (Cavallo, 2014; Cavallo &

Ireland, 2014). It is evident that as disasters increase in scope, they require

the activation of higher levels of incident management, bringing more

response assets into play and involving more expansive jurisdictions.
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The ability to enlarge the response network to match the demands of the

disaster is a mainstay of EM worldwide.

As incidents scale up in magnitude and intensity they frequently acquire new

properties and transform in complexity. It is important to discern that disasters

(or catastrophes) are not simply large-scale emergencies. Conversely, crises and

emergencies are not “mini-disasters.” Whatever the metric that is used to mea-

sure the size or force of a disaster hazard, frequently a twofold increase in

“dose” produces more than a “double batch” of disaster consequences.

Physicist Dirk Helbing, a renowned complexity scientist, captured this in a

disarmingly simple phrase when he wrote, “disasters cause disasters” (Helbing,

Ammoser, & Kühnert, 2005). Beyond the small-scale emergency level, the

propagation of a hazard is not a linear process. One explanation for why disas-

ter effects can mushroom unpredictably is that we live in a world of “globally

networked risks” (Helbing, 2013). Human communities dwell within densely

populated “risk landscapes” that influence the occurrence, types, and severities

of disaster events (Shultz, Espinola, Rechkemmer, Cohen, & Espinel, 2016;

Shultz, Galea, Espinel, & Reissman, 2016). The take-away for EM/DBH inte-

gration is that management of larger events is not just a matter of increasing

proportions; the level of difficulty also amplifies rapidly (Helbing et al., 2015).

As a pragmatic example, a multidisciplinary author team worked together to

elucidate the cascade of events that were set in motion during the deadly railway

crash that occurred in Santiago de Compostela, Spain on the evening of July 24,

2013 (Shultz, Garcia-Vera, et al., 2016). Authors described the physics of train

derailment, the patterns of physical injury sustained in a tumbling passenger car-

riage, and the expanding rings of psychosocial impact that subsumed injured

crash survivors, bereaved loved ones, rescue personnel, citizen responders, local

community residents, and the national population of Spain.

DIFFERENT LEVELS OF DISASTER RESPONSE

One of the defining dimensions of EM/DBH integration is the level of

response necessary to manage the extreme event. Response levels range

from local to international. The scale of the disaster is a primary determinant

of the scope of the response that must be activated to manage the event.

The Event Dictates the Level of EM Response

As the disaster enlarges to affect a larger population or geographic area,

event management necessarily expands to include EM offices for all

disaster-affected communities and the overarching EM command structure

for the region. However, there is more to matching the level of the EM

response than just the spatial dimensions of the disaster.

As the severity of disaster impact increases, event management moves

upward to higher administrative levels. One way to conceptualize the level
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of EM coordination is to consider the relationship between the demands

posed by the disaster and the response capabilities of the disaster-affected

community. Quarantelli (2005) has created a rank ordering of terms to

describe critical incidents that trigger an urgent response, to which “crisis”

has been added (Shultz, Espinola, Rechkemmer, Cohen, & Espinel, 2016;

Shultz, Galea, Espinel, & Reissman, 2016):

� Crisis Capacities exceed demands—with capacity to spare.
� Emergency Capacities meet (and may somewhat exceed) demands.
� Disaster Demands exceed capacities.

Outside help is needed and may direct the event.
� Catastrophe Demands overwhelm and obliterate capacities.

Outside help takes over direction of the event by default.

A community can deal with a crisis or emergency using local resources.

Indeed, most events are crises or emergencies that can be handled by dis-

patching a small number of trained and experienced responder units. The

incident command for many of these events does not flow through the local

emergency operations center but is handled, for example, by fire/rescue ser-

vices at the station level or by law enforcement at the precinct level.

An important boundary is crossed when the event rises to the level of a

disaster (or catastrophe). The concept that a disaster crosses a critical thresh-

old is implied in the definition: “a disaster is an encounter between forces of

harm and a human population in harm’s way, influenced by the ecological

context, that creates demands exceeding the coping capacity of the affected

community,” (Shultz, Espinel, Flynn, Hoffman, & Cohen, 2007; Shultz,

Espinel, Galea, & Reissman, 2007; Shultz, Espinola, Rechkemmer, Cohen,

& Espinel, 2016; Shultz, Galea, Espinel, & Reissman, 2016). In contrast to

crises or emergencies, disasters are population phenomena, affecting entire

communities or larger geographic areas (Shultz, Espinola, Rechkemmer,

Cohen, & Espinel, 2016; Shultz, Galea, Espinel, & Reissman, 2016). A

disaster event is too big for a community to respond adequately utilizing

only its own resources. Therefore, outside assistance must be requested, or

assistance will be offered proactively, pending acceptance by the local

authorities. The EM response typically shifts from the community jurisdic-

tion, guided by local leadership, to an overarching incident command struc-

ture managed at a higher level.

Major disasters are locally rare but globally common, so disaster profes-

sionals should heed the guidance to “think locally, act globally” (Shultz &

Cohen, 2015). Disasters often call upon EM professionals to deploy to

events occurring outside their home territories. Actually, this is a funda-

mental precept of incident command management, creating mobile

resources that can be directed where they are needed, guided by flexible,

interchangeable command structures. Not unlike a set of nesting Russian

dolls, incident command is scalable; as the event enlarges, the command
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system expands upward and outward until it reaches the level that can

completely encompass the dimensions of the event and organize the under-

lying layers of response assets.

The Event Defines the Level of DBH Response

Most crises or emergencies do not warrant, and do not generate, a formal

DBH response. This makes sense based on classic and much-cited DBH

research. Norris et al. (2002a, 2002b) found that events characterized by:

(1) few deaths or injuries, (2) limited destruction and property loss, (3) mini-

mal disruption of social support systems, and (4) no malicious human intent

produce minimal psychological impact for the affected population.

Numerically, most critical incidents fulfill all four of these criteria, do not

cause pronounced psychological effects for the population, and typically do

not trigger a DBH response.

Local DBH Response for a Crisis or Emergency

In the instance where “DBH-related” services are provided in response to a

crisis or an emergency, the goal is to match these services to the specific

psychosocial needs generated by, or exacerbated by, the event. This may

entail practical assistance (e.g., housing and basic needs provided by the Red

Cross to a family that has been displaced following a house fire), bereave-

ment support (e.g., grief counseling following the deaths of two community

members in a tornado that has damaged several homes), or individualized

psychosocial patient care available within the health system (e.g., psycholog-

ical consultation or vocational rehabilitation for a school van crash survivor

who has sustained an amputating injury).

Local DBH Response for a Disaster or Catastrophe

At the level of a natural or technological disaster or a human-perpetrated

act of mass violence, it is appropriate to assess the need for a DBH

response and to provide DBH intervention if warranted based on the

results of the assessment. Due to the magnitude and demands placed on

the affected community by a disaster or catastrophe, local resources are

insufficient to mount a concerted, coordinated DBH response during the

impact, response, and early recovery phases. Moreover, DBH, as well as

EM personnel may be affected by the event. Those responders who are

affected in the line of duty will have diminished capacity to help others

and will, in fact, require prioritized psychosocial support for themselves.

Taken together, it is clear that outside resources will undoubtedly be

needed. DBH efforts are likely to be coordinated, or at least initiated, at

higher levels based outside the local community even if local DBH
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teams and mental health resources are incorporated into the response.

This will be discussed in the next section on state-and-regional DBH

response.

An Example of State-and-Regional Level DBH Response
for a Disaster or Catastrophe: State of Florida, USA

DBH response at a regional, subnational level—the level that subsumes one

or more states, provinces, or territories—takes many forms. In the United

States, progress toward achieving EM/DBH integration varies considerably

by state. Several states have designed and operationalized a comprehensive

DBH response capability. The State of Florida is at the forefront and will

serve as a case example.

Within Emergency Support Function 8 (ESF-8), “Health and Medical

Services,” Florida’s public health system is charged with deploying DBH ser-

vices, specified as Core Mission #9 (http://www.floridadisaster.org/documents/

CEMP/2014/2014%20Finalized%20ESFs/2014%20ESF%208%20Appendix_

finalized.pdf). In turn, ESF-8 is one component of Florida’s all-hazards

Comprehensive Emergency Management Plan (CEMP, available at: http://

www.floridadisaster.org/cemp.htm). DBH services are provided not only to

disaster-affected citizens but also to disaster response personnel who experience

distress, anxiety, grief, and loss during state- and federally-declared disasters in

the State of Florida. In the State of Florida, DBH services include mental health,

stress, and substance abuse considerations for survivors and responders, and

also addresses the behavioral health care infrastructure, persons with preexisting

serious behavioral health conditions, individual and community resilience, and

risk communication and messaging (Florida Department of Health, 2015). The

provision of DBH services for responders is a key part of ensuring responder

“force protection.”

A Standard Operating Guidelines document describes the coordination of

DBH activities among the Florida Department of Health (FDOH), Florida

Department of Children and Families (DCF), Florida Crisis Consortium

(FCC) partners, American Red Cross, and Florida Crisis Response Team.

The FCC is the FDOH-designated organization that provides behavioral

health response personnel to support public health operations within the

State Emergency Response Team (SERT) and respond to mission requests

from Florida counties. The DBH concept of operations stipulates that DBH

is a subfunction of ESF-8, coordinated by FDOH in partnership with the

FCC to perform two types of activities: (1) monitoring the need for DBH

services and (2) providing DBH resources as necessary for actual mission

requests.

Monitoring needs for DBH services. As one aspect of EM/DBH integration,

DBH services are directed using the incident command management structure.

Specifically, the FCC Clinical Director is the Technical Specialist (TS) for
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DBH within the ESF-8 Planning Section. Provision of DBH services and sup-

port is recommended based on the presence of multiple event-related “triggers”

including high levels of traumatic injury, mass fatalities, disproportionate

impact on children or vulnerable populations, severe damage and destruction,

disruption of mental health services, prolonged event duration, and widespread

loss of personal property. If one or more triggers are present, the Situation Unit

is tasked with collecting indicator data to forecast the behavioral health effects

on the community with special emphasis on disruption of mental health treat-

ment infrastructure and impacts on vulnerable populations. DBH resources are

only deployed if there is a reviewed and approved mission request from the

disaster-affected county.

Deployment of DBH resources based on a mission request. The selection

of resources assigned for the DBH mission request is determined on a hierar-

chical basis: (1) existing service provider from the area, (2) established

response team, and (3) ad hoc response team identified through the FCC.

Based on situational assessment, preidentified, drilled, and trained Florida

DBH resources may be selected based on event-specific needs. During a

Presidentially declared disaster, Florida DBH assets may be supplemented by

federal mental health teams (MHTs). The FCC also maintains a pool of quali-

fied DBH responders through contractual agreement with the FDOH.

Importantly, DBH responders provide appropriate—nonclinical—interventions

under the supervision of the licensed clinician. DBH teams do not provide

mental health services; if such services are required, referrals are made by the

team’s clinician or the FCC Clinical Director.

Additionally, ESF-8 provides the following additional “DBH-related”

services: Public information, clinical guidance, and transition to recovery

support. Included among the options is a direct request from DCF to bring in

Crisis Counseling Program (CCP) personnel and services to Florida.

Regional level response. At the regional level, the State of Florida has

established Regional Disaster Behavioral Health Assessment Teams

(RDBHATs) to conduct onsite DBH needs assessments in the early aftermath

of disaster and DBH Response (“Strike”) Teams to provide services in the

field. All team personnel have been carefully vetted predisaster including

background checks and “asset-typing” based on credentials and skills. This

allows the formation of response teams composed of a specified complement

of assets.

The mission of the DBH Response Teams is “to support counties in mitigat-

ing the adverse effects of disaster-related trauma by promoting and restoring

psychological well-being and daily life functioning in impacted individuals,

responders and communities” (Florida Department of Health, 2014).

The response teams work with the FCC in a manner that exemplifies

EM/DBH integration by providing information to assist State and county
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DBH planning and also enriching the understanding of behavioral health

needs throughout all phases of a disaster. Teams are created and trained to

be able to continuously improve community and county behavioral health

preparedness, monitor behavioral health, and facilitate local partnerships

to meet identified behavioral health needs following disaster impact, and

provide guidance to meet identified behavioral health needs of disaster

responders.

National DBH Response for a Disaster or Catastrophe:
United States of America

Within the hierarchy of the executive branch of the US government, the

DBH response, and this includes EM/DBH integration, is coordinated by the

Division for At-Risk Individuals, Behavioral Health, and Community

Resilience (ABC); Office of Policy and Planning (OPP); Office of the

Assistant Secretary for Preparedness and Response (ASPR, 2014); based

within the US Department of Health and Human Services (HHS). This fed-

eral level DBH structure is described in the HHS Disaster Behavioral Health

Concept of Operations (DBHCONOPS), 2014, available at: (http://www.phe.

gov/Preparedness/planning/abc/Documents/dbh-conops-2014.pdf).

The DBH concept of operations’ document defines DBH in this manner:

“disaster behavioral health . . . includes the interconnected psychological,

emotional, cognitive, developmental, and social influences on behavior, men-

tal health, and substance abuse, and the effect of these influences on pre-

paredness, response, and recovery from disasters or traumatic events.”

Aligned with the EM approach that focuses on the EM life cycle, DBH

actions are classified by disaster phase into those focusing on preparedness,

response, and recovery. DBH preparedness activities, including planning,

training, and conducting exercises (up to and including full field simula-

tions) aim to “mitigate the behavioral health impacts of disaster.” DBH

response activities emphasize risk communication, disaster responder force

protection, and early supportive interventions for survivors [psychological

first aid (PFA), crisis counseling] that can be delivered by trained parapro-

fessionals. DBH recovery activities focus on the evolving behavioral health

needs for disaster survivors as they grapple with losses and hardships in the

aftermath.

The DBH concept of operations document is comprehensive in scope and

many of the operational elements that are described receive focused attention

in other chapters within this volume. Pertinent to the current discussion,

what distinguishes the national level of DBH response in the United States is

the strong integration of DBH into the overarching public health response

priorities. This acronym-rich document provides detail regarding the linkages
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among multiple public health entities (DBH is located within ASPR but

coordinates with many other parts of HHS) as well as numerous prepared-

ness and response partners both governmental and nongovernmental. The tie-

in to EM is clearly evident; when the National Response Framework

(FEMA, 2015) and National Disaster Medical System activate in response to

a disaster declaration, the DBH activities are mobilized as part of ESF-8

(Health and Medical Services). DBH functions operate within well-devised

incident command-and-control structures.

Another defining feature of the national response level is the description

of the roles played by national DBH leadership. DBH leaders serve at the

federal level as members of the Federal Disaster Behavioral Health Group

and in a liaison capacity to the HHS Incident Response Coordination Team.

Depending upon the nature of the incident, federal DBH resources and assets

may be made available to disaster-affected jurisdictions; examples include

the CCP, the Disaster Distress Hotline, and federal MHTs. Equally impor-

tant, behavioral health force protection is implemented to safeguard HHS

personnel who are responding to the disaster in a variety of capacities that

frequently subject them to high stress and potential health and mental health

risks.

As described in the previous section, much of the DBH response is

orchestrated at the state or community level close to the disaster scene, so an

important part of the federal DBH leadership role focuses on federal-to-state

support and coordination of resources and personnel.

International DBH Response for a Disaster or Catastrophe
Focusing on Contrasts to United States National Response

International DBH response diverges in important ways from the national

level, particularly if the national comparison is the United States. Here are

several distinguishing features.

1. Terminology. Although the United States preferentially uses “disaster

behavioral health” as official jargon, DBH is a relatively unfamiliar

expression throughout the rest of the world. Instead, “mental health and

psychosocial support” is the phrasing that is recognized and used world-

wide by the World Health Organization, United Nations agencies, Inter-

Agency Standing Committee (IASC), and numerous organizations

involved in disaster and humanitarian response. MHPSS is the “coin of

the realm” for international communications on the theme of DBH.

2. Types of disaster events. In the United States, DBH services are usually

activated for sudden-onset disasters that are circumscribed in time and

space. Internationally, for similar discrete disaster events occurring

elsewhere in the world, MHPSS services resemble the DBH response in

the United States in important respects. The DBH/MHPSS response for
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such events tends to occur in the early postimpact phases when expo-

sures to hazards have ceased or greatly diminished and while the disas-

ter survivors are dealing with losses and hardships in the aftermath.

However, across many international settings, MHPSS is frequently

applied to individuals who are affected by protracted humanitarian cri-

ses and complex emergencies. Often these events involve active armed

conflict where exposures to the forces of harm are ongoing and

continuous.

3. Survivors’ prior exposure to trauma. In the United States, many disaster

survivors have experienced relatively few traumatic life events or signifi-

cant losses and life changes prior to their disaster experience. DBH ser-

vices therefore are targeted for the disaster stressors associated with this

rare, isolated, and distressing experience. Examples include DBH

responses to “flood fighters” along the rising Red River in Fargo, North

Dakota (Shultz et al., 2013), storm surge victims of Hurricane Sandy in

New Jersey (Neria & Shultz, 2012), and surviving family members of the

students and teachers killed in the rampage shooting in Newtown,

Connecticut (Shultz, Muschert, Dingwall, & Cohen, 2013).

In other nations, MHPSS services are often used with individuals who

have sustained a multiplicity of traumas and losses lifelong. Even when

the MHPSS response is activated in response to a sudden-onset disaster

event, the exposures associated with the immediate disaster are overlaid

upon a lifetime of prior trauma. Examples include MHPSS support for

survivors of the 2010 Haiti Earthquake (Shultz, Marcelin, Madanes,

Espinel, & Neria, 2011) or the 2013�16 West Africa Ebola outbreak

(Shultz, Baingana, & Neria, 2015).

4. Settings for delivery of DBH services. In the United States, DBH services

may be provided in disaster recovery centers, shelters, public health

clinics, neighborhood centers, other community venues, or even the

homes of survivors. Only a subset of DBH service recipients have been

displaced from their homes and some of these have already returned

home but are grappling with losses and trauma exposures. The numbers

of survivors specifically served by DBH services are typically dozens to

hundreds.

International MHPSS responses, particularly during humanitarian cri-

ses, are often provided in camp settings where survivors are conflict-

induced forced migrants, either refugees or internally displaced persons

(IDPs). The most fluid and dynamic complex emergency calling for

MHPSS resources during the 2014�16 time period is the war in Syria and

Iraq. MHPSS can only be provided in rare instances within Syria but mas-

sive refugee flows have arrived in Jordan and Lebanon and more recently

throughout Europe. The harrowing mass exodus of Syrian refugees to

Europe has challenged the ability of receiving nations to accommodate the
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influx. MHPSS services lag behind the priorities of resettlement and provi-

sion of basic needs. Almost all refugees and IDPs have been traumatized

and through forced migration, they have lost homes and all possessions as

well as livelihoods and community connections. The numbers in need of

MHPSS support are in the millions from this event alone.

5. DBH providers. In the United States, the DBH providers include a lim-

ited number of volunteer mental health professionals including American

Red Cross disaster mental health personnel and trained paraprofessionals

such as Medical Reserve Corps members. For international responses,

MHPSS services are provided by humanitarian actors working under the

aegis of the United Nations organizations that comprise the disaster

response “cluster system” or for a broad array of disaster relief and

response organizations such as Doctors Without Borders (MSF). Training

is provided for laypersons to become MHPSS paraprofessionals, super-

vised by clinicians, and delivering nonclinical interventions in camp and

community settings.

6. Scientific basis for DBH interventions. In the United States, most DBH

providers are volunteers. Selection of interventions often depends upon

the preferences of the available providers. In general, there is a lack of

evidence to underpin many, if not most, individual and collective inter-

ventions aimed at disaster survivors who have not been diagnosed with

clinically significant symptom elevations for common mental disorders

(CMDs).

Developing an evidence base for low intensity early psychosocial

support is extremely difficult methodologically. Nevertheless, the need

for a scientific underpinning for early DBH interventions has been

widely recognized (NBSB, 2008; Shultz & Forbes, 2013). Popular

interventions, even those informed by evidence, remain largely untested.

The federally funded Crisis Counseling Program, in use for decades, has

never undergone evaluation regarding its efficacy. The various versions

of PFA that have been promoted and widely used during responses in

the past decade have not been assessed for efficacy. Many states have

response teams certified in the application of critical incident stress

management (CISM), including critical incident stress debriefing (CISD)

that has been scientifically discredited as ineffective for preventing psy-

chological consequences following disaster exposure. The National

Organization for Victim Assistance (NOVA) also promotes DBH inter-

ventions that have not been evaluated.

Nationally within the United States, there is a lack of uniformity in

terms of the choice of DBH interventions and differences in the types

and training of DBH response team members. The intervention options

generally lack scientific evidence; usually there is no systematic screen-

ing of survivors to determine possible symptom elevations for CMDs;
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there is a general absence of scientific evidence for the intervention effi-

cacy; referral systems for patients with severe symptoms or suicidal idea-

tion, intent, or plan are lacking; and follow-up of survivors who have

received DBH services is rarely performed.

7. DBH/MHPSS response: Response sophistication and coordination turned

upside down. On the international front, global guidelines for MHPSS in

emergency response were developed by consensus and released in 2007

by the Inter-Agency Standing Committee (IASC, 2007). In the past

decade there has been an acceleration of both the evidence base for

MHPSS assessment and intervention and the transformation of science

into applied tools and interventions.

At the international level there is a very strong connection between

global mental health (GMH) and MHPSS applications in emergency set-

tings. There is a very favorable relationship to academia. Research and

practice operate symbiotically. The multinationals that work continuously

with vulnerable populations on a broad spectrum of sustainable develop-

ment initiatives, and are onsite to support the populations during humani-

tarian emergencies and armed conflicts, are the same “players” that

provide MHPSS services during disasters, pandemics, and other emer-

gency situations.

So here is an irony; as this chapter goes to print, the author (a US

citizen based at a US university) is actively working with the World

Health Organization professionals and a large cadre of students based

in the United States and European universities to conduct a rapid

“desk review” for the nation of Ecuador that just sustained a 7.8 Mw

earthquake on April 16, 2016. The protocol for the desk review has

been modified directly from the battery of assessment tools prepared

by the World Health Organization. This review will be used to coordi-

nate MHPSS response using in-country resources, supplemented by

international personnel from multiple agencies that are already operat-

ing in Ecuador, informed by culturally-appropriate guidance from sea-

soned GMH researchers from multiple universities. Earthquake

survivors will be assessed using validated screening instruments, and

for those with elevated symptoms, evidence-based and field-tested psy-

chological interventions that will be applied by a variety of profes-

sionals from Inter-Agency Standing Committee-affiliated agencies,

with appropriate training, supervision, and evaluation. The ultimate

irony is that, if there was a similarly destructive earthquake occurring

later this year inside the United States, it is unlikely that any of this

coordination�especially with the World Health Organization, the

United Nations, and an international network of researchers—would

take place. The DBH response would depend upon the local makeup

of the available volunteer teams. Any research would likely be
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conducted by local researchers from the affected area (research dollars

flow to local universities following a disaster), many of whom do not

routinely work in DBH/MHPSS.

CONCLUDING COMMENTS AND TAKE-HOME LESSONS
FOR EM AND DBH PROFESSIONALS

First, internationally, MHPSS (DBH) in emergency settings has grown up,

guided by the World Health Organization and supported by the United

Nations cluster system. Science and practice are operating in close partnership

to the benefit of disaster-affected populations. These quantum advances are

available for use by EM and DBH professionals who are willing to consider

the merits of international perspectives, best practices, and lessons learned.

Second, hierarchical, incident management organizational structures are

not optimal for MHPSS (DBH). Dealing with the psychosocial needs of

disaster-affected populations does not fit well with a regimented, top-down,

command-and-control framework. EM personnel and DBH personnel need to

find flexible structures that adapt to the longer time horizons and the nonlin-

ear processes that operate when dealing with MHPSS (DBH) concerns.

Effective response needs to be tailored to the cultural, community, family,

and individual needs of disaster survivors.

Third, protocol-driven, one-size-fits-all approaches do not work for

MHPSS (DBH). As one example, perhaps some of the appeal of the early

debriefing approaches (after a tough call or deployment, everyone partici-

pates, everyone talks about the “worst part”) was the systematic nature of

this approach—just add a page to the incident command flip-book and dedi-

cate an hour at the end of the shift. However, it is clearly known that

debriefing is not psychologically healthy or helpful for all responders and

debriefing is especially inappropriate for civilian survivors.

Fourth, researchers need to think like responders. And response personnel

need to take on the “mind” of a researcher. The brain vs brawn dichotomy

serves no one well, especially for DBH response. We need more practical and

pragmatic researchers who are field-experienced. We need more curious and

observant responders who have flexible minds to develop themselves and their

teams into “learning organizations.” Disasters keep morphing in complexity.

Rigid systems are no match whether the “challenger” is Mother Nature or

very clever, independently thinking humans who plot to cause harm.

Fifth, adding the international dimension to the consideration of response

levels creates opportunities to learn from the best practices of other types of

responder units facing a broader spectrum of disaster challenges. This

includes observing how EM and MHPSS (the rest of the world’s DBH) is

integrated across the globe (Table 5.1, Fig. 5.1).
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TABLE 5.1 Current Developments in Mental Health and Psychosocial

Support (MHPSS�) for International Disasters and Humanitarian Emergencies

1. Global mental health (GMH) inform MHPSS

Global mental health (GMH) initiatives are ongoing and continuous regardless of
disaster occurrence. The primary role of the World Health Organization (http://www.
who.int) based in Geneva, Switzerland, is to direct and coordinate international health
within the United Nations (UN) system. Mental health (http://www.who.int/
mental_health/en/) is one of the World Health Organization focus areas and currently
much of the activity is coordinated around the Mental Health Gap Action Program
(mhGAP, http://www.who.int/mental_health/mhgap/en/).

The GMH focus is appropriate and increasingly valued. Globally, mental,
neurological, and substance use disorders (MNS) account for 14% of the global burden
of disease, affecting an estimated 450 million persons. Mental illnesses represent the
leading cause of disability-adjusted life years (DALYs), accounting for 37% of DALYs
from noncommunicable diseases (NCDs, http://www.nimh.nih.gov/about/director/
2011/the-global-cost-of-mental-illness.shtml).

MHPSS during emergencies (http://www.who.int/mental_health/emergencies/en/) is
one subset of the GMH activities provided by the World Health Organization, other
United Nations organizations, and non-United Nations partners.

2. Mental health is included in the Sustainable Development Goals, 2015�30

The United Nations Sustainable Development Goals (SDGs) for 2015�30 provide
internationally recognized guidance for worldwide humanitarian action. Based on
international advocacy, rallying under the banner of “there is no health without mental
health,” the SDGs do include mental health as one of the “targets” subsumed under
Goal 3: Health and well-being (“Ensure healthy lives and promote well-being for all”).
A set of indicators to assess progress toward achieving improved mental health will be
incorporated into the SDGs. This is an important advance; mental health was not
included in the predecessor set of Millennium Development Goals (MDGs), 2000�15.

The World Health Organization (2015) publication, Health in 2015: From MDGs to
SDGs provides a detailed description of Goal 3 (http://www.who.int/mediacentre/
news/releases/2015/mdg-sdg-report/en/).

3. MHPSS and the United Nations “Cluster System” for humanitarian response
in disasters

Regarding EM/MHPSS integration, when disaster strikes, the United Nations organizes
a multicomponent response using the “cluster system.” The work of the clusters is
guided by the United Nations Office for the Coordination of Humanitarian Assistance
(UNOCHA) and response actions are triggered by disaster impact. The World Health
Organization is the lead agency for the Health Cluster and this includes mental health
and MHPSS services.

The clusters (listed alphabetically) focus on:
� Agriculture: [Food and Agriculture Organization (FAO)]
� Camp Management: [Office of the High Commissioner for Human Rights

(UNHCR), International Organization for Migration (IOM)]
� Early Recovery: [The United Nations Development Program (UNDP)]

(Continued )
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TABLE 5.1 (Continued)

� Education: [The United Nations International Children’s Emergency Fund (UNICEF),
Save the Children]

� Emergency Shelter and Non-Food Items: [Office of the High Commissioner for
Human Rights (UNHCR), International Federation of the Red Cross and Red
Crescent (IFRC)]

� Emergency Telecommunications: [World Food Program (WFP)]
� Food Security: [World Food Program (WFP), Food and Agriculture Organization (FAO)]
� Health: [World Health Organization/Pan American Health Organization

(WHO/PAHO)]
� Humanitarian and Emergency Relief Coordination: [Office for the Coordination of

Humanitarian Assistance (OCHA)]
� Information Management: [Office for the Coordination of Humanitarian

Assistance (OCHA)]
� Logistics: [World Food Program (WFP)]
� Nutrition: [The United Nations International Children’s Emergency Fund (UNICEF)]
� Protection: [Office of the High Commissioner for Human Rights (UNHCR), with

UNICEF for Child Protection and the United Nations Population Fund for
gender-based violence]

� Water, Sanitation, and Hygiene (WASH): [The United Nations International
Children’s Emergency Fund (UNICEF)]

Disasters create demands across multiple dimensions and the cluster system is
designed to meet these needs in a flexible manner, dividing tasks and responsibilities
among agencies best suited to assess needs and deliver goods and services.

Regarding MHPSS, the actions of many clusters that provide practical assistance to
disaster survivors also may have favorable mental health effects by diminishing stress
and distress. It is well known that the key elements of early psychological intervention
and support are the provision of safety, calming, connection, self-efficacy, and hope
(Hobfoll et al., 2007) and the work of most clusters contributes to these elements.

4. Scientific and programmatic guidance for MHPSS services

Mental health experts within the World Health Organization have spent the past
decade creating a comprehensive set of guidelines and tools for the provision of
MHPSS. They work collaboratively with many GMH scientific experts and
humanitarian response organizations.

When disaster strikes, the MHPSS response is guided by the “4Ws”: Who is Where,
When, doing What (4Ws) in Mental Health and Psychosocial Support (IASC, 2012).
This guidance is highly pragmatic; the 4Ws come with Excel worksheets, activity
codes, and mechanisms for monitoring activities and coordinating with the clusters.

One of the foundational documents, the Inter-Agency Standing Committee Guidelines
on Mental Health and Psychosocial Support in Emergency Settings (IASC, 2007) was
developed by the Inter-Agency Standing Committee, comprised of multiple United
Nations agencies (generally those involved with the cluster system) and multiple
outside (non-United Nations) entities including several international Red Cross
societies (ICRC, IFRC) and InterAction, an umbrella organization for more than 100
response agencies. This publication introduces the Intervention Pyramid for MHPSS in
Emergencies. The Pyramid has four tiers and the services provided by multiple
“clusters” contribute to all tiers: (1) basic services and security, (2) community and

(Continued )
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TABLE 5.1 (Continued)

family supports, (3) focused, nonspecialized supports, and (4) specialized services. The
Health Cluster includes teams of GMH generalists and specialists who deliver the tier
3 and 4 support that is specific to MHPSS.

Especially relevant for tier 1, understanding that humanitarian emergencies create
demands for practical needs—and that lack of survival needs also produces
psychological distress—the World Health Organization has created the The
Humanitarian Emergency Settings Perceived Needs Scale (HESPER). Early assessment
using the HESPER helps to organize the optimal levels of involvement of the relevant
clusters that must be brought to bear for effective response.

The World Health Organization and Inter-Agency Standing Committee have designed
a complete toolkit of assessment instruments. These instruments are subdivided into
three categories of tools: (1) for coordination and advocacy (these include the 4Ws
and HESPER), (2) for MHPSS through health services, and (3) for MHPSS through
different sectors, including through community support.

The World Health Organization, in collaboration with The War Trauma Foundation and
World Vision, has together developed a PFA field guide to help structure early
intervention for disaster-affected populations. This is one of the interventions subsumed
under tier 3, focused Although there is lack of evidence for the efficacy of PFA (Shultz &
Forbes, 2013), the World Health Organization developers of this simple, well-illustrated
PFA model (now available in more than a dozen languages), are taking steps to evaluate
the intervention, beginning with qualitative analyses of actual field applications.

5. Evidence-based intervention guidance

The World Health Organization Health cluster interventions are based on scientific
evidence (e.g., trauma-focused cognitive behavioral therapy, TF-CBT). As one of the
steps in recent, the World Health Organization has commissioned extensive evidence
reviews to assess the efficacy of psychological interventions when used with survivors
in disasters and humanitarian emergencies.

Some of the GMH science is supported by Grand Challenges Canada, the US National
Institute on Mental Health (NIMH), and Wellcome Trust. Numerous GMH pilot studies
and a number of transition-to-scale studies have been conducted with disaster-affected
populations demonstrating the efficacy and effectiveness of various interventions.

Guidelines for the systematic implementation of evidence-based treatments have been
developed (e.g., the World Health Organization’s mhGAP Humanitarian Intervention
Guide). This guide covers all mental health, neurological, and substance abuse (MNS)
conditions and disorders. In 2016, the World Health Organization will officially receive
transfer of copyright from Columbia University to adapt interpersonal psychotherapy
(IPT) for global dissemination. IPT and the briefer interpersonal counseling (IPC) version
have demonstrated efficacy for reducing symptom elevations for major depression,
posttraumatic stress disorder (PTSD), and anxiety disorders in both clinical and
humanitarian emergency settings. An IPT/IPC expertise and training center is planned in
Medellin, Colombia with the World Health Organization participation.

6. EM/MHPSS integration when providing GMH interventions

Matching response partners to disaster needs, including MHPSS, is complex. As one
critical resource for organizing and monitoring the response, OCHA has established

(Continued )
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TABLE 5.1 (Continued)

ReliefWeb (reliefweb.int) as a shared online portal for the humanitarian community.
ReliefWeb that serves as a repository for current and historical information on disaster
events and complex emergencies. Cross-referenced by disaster, country, and
organization, this service compiles information in real time from disaster situation
reports and response organization updates to provide a comprehensive look at the
human impact of disasters.

Once responder organizations are in the field and MHPSS has been prioritized,
personnel must be trained and supervised to deliver the psychosocial assistance and
the evidence-based interventions. However, in many Low and Middle Income
Countries (LAMICs), there is a lack of trained mental health providers. Fortunately,
excellent science has been brought to bear on this almost-universal need for MHPSS
providers. It is possible to rapidly train community health workers and
paraprofessionals to serve as counselors to deliver the interventions such as IPC/IPT.
This “task-shifting” approach has been found to be effective therapeutically and offsets
the extreme shortages of mental health professionals in LAMICs. This success is now
leading to the training of paraprofessional volunteers in highly developed nations also.

Another recently launched online resource for GMH initiatives generally, and MHPSS
applications specifically, is the Mental Health Innovation Network (MHIN, http://
mhinnovation.net). Based at the Center for Global Mental Health at the London School
of Hygiene and Tropical Medicine, MHIN serves as a platform for promoting state-of-
the-art GMH innovations and cutting-edge advances to the evidence base. MHIN also
facilitates networking among researchers, policy-makers, humanitarian actors, and
multinationals including the United Nations, the World Health Organization and the
Inter-Agency Standing Committee.

Note: MHPSS� is the international terminology that is equivalent to DBH in the United States.

FIGURE 5.1 The cluster system for multisectoral coordinated response in disasters. From

Cluster Coordination, by r United Nations. Reprinted with the permission of the United Nations.

Retrieved from http://www.unocha.org/what-we-do/coordination-tools/cluster-coordination.

http://mhinnovation.net
http://mhinnovation.net
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Through an Emergency
Management Lens

Marianne C. Jackson

AN EMERGENCY MANAGEMENT PERSPECTIVE

Through the years and much trial and error, the EM community, in part-

nership with colleagues in DBH, has begun to develop experience in

building integration between these two essential disciplines. The EM

communities in some locales have extensive experience in integrating

these two disciplines.

In an ever-changing world, a look at lessons learned from different types

of incidents helps illustrate ways to build and sustain EM and DBH integra-

tion. This section will present four case studies that demonstrate how EM

and DBH did successfully integrate and how that partnership resulted in pos-

itive outcomes. Each of the situations described here indicate the diversity of

the types of situations that can, and will, arise beyond more typical types of

disasters. In addition, they illustrate integration with DBH that reflects need

for, and value of, innovation and creativity.

INTEGRATION IN AN URBAN EVACUATION:
YONKERS MUDSLIDE

In this author’s opinion and experience, on March 11, 2015, the rapid

response to the Yonkers, New York mudslide illustrates how local govern-

ment, in this case the City of Yonkers in Westchester County, and the

American Red Cross (ARC) of Greater New York, partnered to help resi-

dents of two senior citizen high-rise apartment buildings evacuate when a

mudslide threatened the structures. The site had been a source of concern for

local officials because of known threats. The geology of the area, surround-

ing development, recent rain, and melted snow had raised awareness of the

potential danger.

Both the city of Yonkers and Westchester County, directly north of New

York City, are large entities with strong staffing. The American Red Cross

of Greater New York, with a large number of volunteer licensed mental

health experts with DBH experience, was available on short-notice. The

actions of all responding organizations were managed at an onsite Incident

Command Post. This is where the integration between EM and DBH staff

initially occurred.

In addition, many of the responders from the various organizations had

experience with other area emergencies and had worked together in the past.
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They had also participated in disaster exercises together. They were able to

build off their existing relationships and integrate their activities. They were

not strangers to each other.

The scene of an incident is not the ideal time for responders to meet face-to-

face. There is an underlying need, in whatever jurisdiction, for essential staff to

know each other prior to an event. These relationships are an essential part of

integrating EM with DBH professionals.

The 109 seniors, some of whom had mobility issues but were largely

independent, were evacuated in the afternoon, leaving personal property

behind, including medications and clothes. With Yonkers EM and

Westchester County officials, a wheelchair accessible reception center was

set-up by the ARC while hotel rooms were located. The ARC team of

licensed mental health professionals, led by a seasoned ARC mental health

expert, provided a compassionate presence to the displaced residents. The

Westchester County Commissioner of Health was onsite, writing prescrip-

tions for residents, which were delivered by hand messenger to a nearby

pharmacy, filled, and hand-carried back to the reception center.

Within 12 hours, beginning with the mandatory evacuation order, all

residents were safely lodged, either in hotels or with family and friends.

Throughout the event, the residents were protected from the media. This was

accomplished because no responding agency released any names or reloca-

tion information. This ensured the survivors’ privacy and eliminated the

need for anyone to relive or retell their stories of going through something

they could neither control nor respond to themselves. Because temporary

slope stabilization was not feasible, the residents were eventually perma-

nently relocated to other senior living facilities.

INTEGRATION IN A MULTICULTURAL MASS VIOLENCE
EVENT: BINGHAMTON NEW YORK SHOOTINGS

The Binghamton New York shooting took place in the afternoon of April 3,

2009. A young man killed 13 people, took hostages, and wounded others

before committing suicide at the American Civic Association (ACA)

Immigrant Center (McFadden, 2009). Binghamton, a city with a population

of 50,000, is in Broome County, which is about 180 miles northwest of New

York City. It is home to Binghamton University. The shooter was a natural-

ized US citizen from Vietnam and had taken English language classes at the

center. The police responded within minutes of receiving a 911 call from a

wounded victim hiding under a desk.
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This incident required coordination with many entities from the city,

Broome County, and New York State—especially from the law enforcement

community. Language and cultural differences were a significant factor in

both immediate and ongoing communications. Immediate access to language

translation services, especially for the coroner’s office, was essential. The on-

scene commander immediately called in a Professor from a local college who

was fluent in Vietnamese to help communicate with the shooter in the event

of contact. Following the incident itself, most information was initially pro-

vided in English only. The fatalities, the wounded, and the survivors were

from Pakistan, Brazil, Haiti, China, and Iraq. Binghamton University was able

to provide translations services to help deal with the language challenges.

Crime victim assistance agencies at the state and federal levels, along

with the Broome County Mental Health Department, mobilized to assist

those impacted by the horrific event. Broome County opened a Victim

Assistance Center which offered assistance, such as counseling, legal advice,

and translator services. After the center closed, a Victim Assistance Hotline

was established that was staffed by local and state mental health specialists

and social workers.

This incident was primarily a law enforcement response and required the

mental health counselors to coordinate with the officers as survivor inter-

views were conducted. This coordination required the quick development of

a new relationship between law enforcement and DBH groups. While the

response to this incident was appropriately led by law enforcement, not EM,

the Broome County Office of Emergency Management (OEM) initiated an

after action review process, which included all parties involved in the inci-

dent. The After Action Report (AAR) contained several key recommenda-

tions for all of the responding agencies. They make the case and point the

way for EM/DBH integration.

Summary of After Action Recommendations

� Increase capability to communicate with those for whom English is not their

first language

� Host and promote training in the Incident Command System (ICS) to ensure

complementary response and recovery actions

� Predesignate inter-agency points of contact, and develop and share a list that

includes a DBH component as well as sources of translation services

� Participate in discussions and exercises with law enforcement and EM that

involve all of the agencies who may need to provide resources

All of these recommendations present opportunities for the EM and DBH

professions to reach out, collaborate, develop joint resource lists, and ensure

everyone knows whom to call, as well as when to make the call.
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INTEGRATION IN A HUMAN EXPLOITATION CASE:
FORCED LABOR OF DEAF MEXICANS

The prior case examples were both no-notice events. They were visible, dra-

matic, and the types of events that, when preparedness occurs, are not

unusual. They are examples of natural disasters and human-generated events.

This case example is another less typical no-notice event requiring law

enforcement involvement and support from DBH and other social service

professionals. It involves the 1997 escape and subsequent rescue of enslaved

Mexicans, all of whom were deaf and forced to sell trinkets in the subways

of New York City.

Editors’ Note: Deaf Mexicans is a social identity label (Davis, 2016;

Goldstein, 2006; Ojito, 1998).

The event began when a couple of men entered the 114th New York Police

Department (NYPD) precinct in Queens, appearing to want help, but not able to

communicate with police officers. The Mayor’s OEM brought in staff from the

Mayor’s Office for People with Disabilities (MOPD) to help evaluate the situa-

tion. By then, the group had grown to 64 people, all deaf, ranging in age from

babies to adults. The liaison from MOPD, fluent in American Sign Language

(ASL), reported that the Mexicans did not know ASL, and only a few even used

Mexican Sign Language. Most used forms of “home sign” systems (National

Institutes of Health, 2015) used by deaf children who live in isolation. The vic-

tims needed interpreters, were in distress, and indicated that some of the slave

ringleaders were in the group pretending to be victims.

With information gathered from the group, police soon discovered two

crammed houses where the victims were held. Law enforcement personnel

from city, state, and federal agencies quickly gathered, with officers keeping

the news media two blocks away. More victims were found inside the

houses. Rather than deport the victims back to Mexico, the Mayor declared

the victims to be “material witnesses” who were detained in protective cus-

tody. A team of interpreters was coordinated by the MOPD and assembled

by the Lexington School for the Deaf, including those with knowledge of

Mexican Sign Language. To protect the victims from further stress, inter-

views were conducted by a small team which included interpreters and

women police officers for the female victims.

The victims were witnesses in the subsequent trials of the criminal lea-

ders. Eventually, some chose to return to Mexico, while those remaining

were given green cards. Special visas were distributed for people who made

significant contributions to criminal cases. Social workers and mental health

specialists continued to support them during the many years they were in

protective custody. The human traffickers were eventually convicted in

2006.

As told by Elizabeth Davis, MOPD liaison and Incident Commander for

this incident (Davis, 2016).
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INTEGRATION IN A TERRORIST EVENT: THE BOSTON
MARATHON

The Boston Marathon Bombing took the lives of three people, injured hun-

dreds, and shook the country. Unlike the earlier case example of the

Binghamton shooting where the perpetrator committed suicide on-scene, the

capture of the bombers was complicated by the multijurisdictional law

enforcement response, resulting in the death of a police officer, the death of

one of the two bombers, and the capture of the other.

The marathon was a planned event, and EM had developed an incident

response plan and structure in preparation for the Marathon with a broad

range of agencies and volunteer organizations standing by. After the bomb-

ing, significant additional resources were rapidly mobilized, including the

Massachusetts National Guard (MNG) and US Department of Health and

Human Services.

Massachusetts Office of Emergency Management coordinated the thor-

ough after action report, addressing delivery of DBH in a number of sections.

While there were many substantive recommendations, two were of signifi-

cant interest to both EM and DBH.

� Develop a disaster mental health coordination plan1

� Develop a centralized source that preidentifies disaster mental health

specialists

1. Editors’ note: As discussed in the Introduction, the editors have chosen to use the term
behavioral health (BH) rather than mental health (MH) throughout the book. Since the report
referenced uses the term mental health, that term is used here.

Other observations found in the report include:

� Mental health counseling was quickly provided at the Unification Center,

primarily used by international runners trying to retrieve personal prop-

erty and return home

� Law enforcement personnel did not receive adequate mental health support

� Mental health care needs of nonpublic safety personnel and human ser-

vices providers were not adequately addressed

� Lack of a Disaster Mental Health Coordination Plan resulted in confusion

and duplication of efforts amongst the many responding professionals

� Some responding disaster mental health organizations came in from out

of town without logistics support to obtain lodging and communications,

stressing the overall operation

The entire report can be found at http://www.mass.gov/eopss/docs/mema/

after-action-report-for-the-response-to-the-2013-boston-marathon-bombings.pdf.
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We can all learn from the recommendations and observations. EM has to

ensure that disaster mental health is part of the overall planning and pre-

paredness process, as well as for individual, high-profile events. EM must

also have a plan to deal with spontaneous volunteers and uninvited or unpre-

pared groups from all professions, including DBH specialists.

UNDERSTANDING VARIATIONS IN LOCAL, STATE,
AND FEDERAL DISASTER AUTHORITIES

Disaster preparedness and response is not based on unconstrained flexibility

to meet all needs. There are limits, permissions, and definitions that apply at

all levels of government and to nearly all elements of preparedness,

response, and recovery. In order to assure an integrated response and a

reduction in misunderstandings, all parties benefit when the various authori-

ties are understood and tested in exercises.

Local, state, and federal chief executives have various disaster authorities

for imminent or actual disaster events. The disaster authorities of Mayors,

county executives, Governors, and the President carry the greatest power.

Other government agencies may have more limited disaster authority. For

example, at the federal level, the Administrator of the Small Business

Administration (SBA) can approve a request from a Governor for low-

interest disaster loans for businesses, homeowners, and renters in impacted

counties. Similarly, the US Department of Agriculture and US Department

of Transportation have disaster programs which can be triggered by agencies

heads.

At the local level in New York City, the Mayor can declare a local state

of emergency, empowering him or her to issue curfews and open emergency

shelters for the duration of the state of emergency, or for such periods of

time as is necessary to respond to existing conditions. The Mayor can request

state assistance to supplement local efforts to save lives and to protect prop-

erty, public health, and safety, or to avert or lessen the threat of a disaster.

At the New York state level, the Governor can declare a state of

emergency, like all state Governors, in response to a request from a chief

executive or on his own initiative. The Governor may direct any and all state

agencies (including the State Mental Health Authority and/or Health

Authority) to provide assistance and temporarily suspend specific provisions

of statutes, rules, and regulations. Additionally, the Governor can activate

the National Guard and reach out to other states for help through the

Emergency Management Assistance Compact (EMAC). More information on

EMAC can be found at www.emacweb.org.

Whenever the Governor finds that a disaster is of such severity and mag-

nitude that an effective response is beyond the capabilities of the state and

affected jurisdictions, he/she may request federal assistance from the

President through the Federal Emergency Management Agency (FEMA)
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under the Robert T. Stafford Disaster Relief and Emergency Assistance Act.

The President of the United States has the authority, under the Stafford Act,

to approve an emergency declaration and/or a major disaster declaration,

usually at the request of a Governor.

Local, state, and federal staffs conduct Preliminary Damage Assessments

(PDAs) to determine the extent of the disaster and its impact on individuals

and public facilities. However, when an obviously severe or catastrophic

event occurs, such as the 9/11 attacks, the Governor’s request may be substi-

tuted for the PDA.

There are two types of Presidential disaster declarations authorized in the

Stafford Act—an Emergency declaration and a Major Disaster declaration.

Both declaration types authorize the President to provide supplemental federal

disaster assistance. An Emergency declaration provides federal assistance to

lessen or avert the threat of a catastrophe. The President can declare a Major

Disaster for any natural event or, regardless of cause, fire, flood, or explosion.

Not all programs are triggered for every disaster; determination is based on

needs. The two major programs are Public Assistance, which aids government

and nonprofit entities, and Individual Assistance, which is aid given to indivi-

duals and businesses. Federal regulations require consideration of certain fac-

tors concerning aid to individuals. These factors include considerations of the

effects to special populations, such as low-income, the elderly, and the unem-

ployed (Code of Federal Regulations, 44 CFR Part 206.48b).

A program often triggered by a Major Disaster Declaration for Individual

Assistance is the Crisis Counseling Program administered by the state in part-

nership with US Department of Health and Human Services. In addition to

government-based local, state, and federal DBH resources, the broad resources

from Voluntary Agencies Active in Disasters (VOAD) provide critical support

to disaster-impacted communities. Voluntary organizations at all levels can be

an integral part of the preparedness, response, and recovery framework, with

DBH professionals working closely with social services providers.
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Making Integration Work

Brian W. Flynn and Ronald Sherman

The title of this chapter, “Integration Across Levels and Locations of

Response: From Local to International,” required a great deal from both

contributors. Their experiences and chapter contributions range from the

hyper-local response perspective to the challenges our international counter-

parts encounter.

Each of them has provided a unique perspective. Their combined experi-

ences highlight the many differences that disaster incidents possess and how

those differences can drive response and recovery activities, especially from

the EM and DBH communities.

Emergency managers love checklists. They are a tool they routinely use

to make sure they have not forgotten to alert a partner agency or request a

resource—whether the resource is a truckload of generators or a team of

DBH professionals. There are concrete ways both professions can make sure

they are making strides toward integration and collaboration. Based on the

authors’ contributions in both parts of this chapter, following is a checklist

both EM and DBH can use or adapt to begin to frame and guide that process

(Table 5.2).

TABLE 5.2 Checklist for Integration of Emergency

Management and Disaster Behavioral Health

Planning Action Items Lead Due Date

Identify lead agencies/organizations

Include law enforcement

Build relationships via meetings/calls

Identify capabilities at all levels

Ensure understanding of ICS

Identify vulnerable populations

Identify/designate human services lead

Identify/designate DBH lead

Create DBH Coordination plan and add to
Emergency Operations Plan

(Intended as a guide to be modified, as needed by users. Partners decide who
has the Lead)
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Dr. Shultz’s section, earlier in this chapter, provides two perspectives that

can provide overarching guidance for integration steps:

� Internationally, DBH in emergency settings has developed from a differ-

ent process than in the United States, and resulted in different

approaches. International advances in both EM and DBH can provide

fresh and helpful perspectives for those EM and DBH professionals will-

ing to explore these approaches, practices, and lessons learned

� The hierarchical incident management organizational structures are often

not familiar to, or ideally suited to, DBH approaches. Integration efforts

should focus on identifying where structures can be flexible to accommo-

date the needs and priorities of emergency managers, while also recog-

nizing the longer-term, nonlinear aspects of DBH

Within DBH, researchers need to think like responders and response

personnel need to take on the “mind” of a researcher. Practical and prag-

matic researchers who are field-experienced are needed.
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Chapter 6

Not All Disasters Are the Same:
Understanding Similarities and
Differences
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1McGowan Enterprises, Inc., Helena, MT, United States, 2CT Dept Mental Health and

Addiction Svcs., Hartford, CT, United States

Through an Emergency
Management Lens

Daniel W. McGowan

The definition of a disaster is relative to those experiencing the event. For

the purpose of this discussion, the term disaster will include incidents, emer-

gencies, or disasters. An incident is usually an occurrence that is managed

by the local jurisdiction. The local jurisdiction does not necessarily equate to

a governmental entity; it could be a school district. In these cases, usually a

single first response agency responds to the incident and handles the situa-

tion. Limited resources and assistance are needed to manage the effects of

the incident. An emergency is more complex requiring more than one

response entity, an elevated level of resources, has a greater impact on the

community, and possibly requires assistance from outside the jurisdiction,

which could include state involvement. A disaster, on the other hand, is

much more complex than an incident or an emergency. A disaster involves

multiple agencies, requires resources from outside the jurisdiction, and typi-

cally involves state and/or federal assistance. Regardless of the type of the

disaster, workers and victims can be affected from a disaster behavioral

health (DBH) perspective because they are involved in abnormal situations

and potentially need help normalizing the effects of their involvement on

their lives. By the very nature of these definitions alone, it is easy to see the
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complexities involved with trying to integrate two or more disciplines and

occupational cultures especially in light of the variances among events.

At the onset of any disaster, there are a multitude of issues and circum-

stances bombarding the initial response and recovery efforts. Some of these

elements are connected and others have no real relationship to each other.

As the event continues, cascading events often occur and elevate the com-

plexity of dealing with the situation. For emergency managers, there can be

a sense of disconnectedness between the original mission and the demands

of newly emerging challenges.

The challenge for emergency management (EM) is to provide leadership

and a sense of organization resulting in an environment where circumstances

can be managed.

At the start of a disaster response, the emergency manager can be likened to an

artist. When the artist begins, he or she splatters the canvas with all different col-

ors. As they begin connecting the colors together, a recognizable picture begins

to form. The outcome is a picture that is a cohesive unit and the artist has man-

aged to represent a thought, idea, occurrence, thing, or place.

The EM’s output is a well-constructed action plan for the response.

The integration of a DBH initiative becomes even more complicated when

you consider that no two disasters are the same. It is true that floods, torna-

does, hurricanes, and wildfires are a common occurrence in various parts of

the country and have taken place multiple times. Each event, however, differs

in size, geographical coverage, magnitude, severity, and complexity.

There are major differences among even frequently occurring event types when

they strike different areas at different times. To demonstrate the point, the follow-

ing is a synopsis of several hurricane disasters (National Oceanic and

Atmospheric Administration, 2015):

� The Galveston Hurricane of 1900 was a Category 4 hurricane that buffeted

Galveston Island with 8�15 foot waves. The storm was noted as the deadli-

est hurricane in US history. The death toll reached 8000 and the estimated

damages were B30 million dollars

� The New England Hurricane of 1938, known as the Long Island Express, started

as a Category 5 storm and diminished to a Category 3 by the time it struck the

North Carolina coast. The storm brought sustained winds of 121 mph with

gusts up to 183. The storm surge brought 10�12 foot waves and inundated the

coast from Long Island and Connecticut to Southeastern Massachusetts. The

storm caused 600 deaths and 308 million dollars in damage

� In 1999, Hurricane Floyd was a Category 2 storm that struck the coast of North

Carolina and continued up the coast to New England. The storm was noted for

(Continued )
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(Continued)

its widespread rainfall of 10�19 inches. Flooding caused the majority of the

3�6 billion dollars in damage and was responsible for 50 of the 56 deaths

� In 2005 Hurricane Katrina struck Miami/Dade area of Florida and moved

southeast while gaining intensity to a Category 5 hurricane with 175 mph

sustained winds. It turned in the northerly direction and brought destruction

to Louisiana, Mississippi, and Alabama. The storm caused an estimated 75

billion dollars in damage in the New Orleans area alone. Storm surge flood-

ing capped 25�28 feet above normal tide and brought anywhere from 8 to

14 inches of rain. Katrina was responsible for 1000 deaths

The text box above represents a subset of 36 different hurricanes. The

parameters and effects of each are entirely different with regard to geograph-

ical area, severity, magnitude, and complexity. This same principle applies

to all disasters regardless of the cause—flood, fire, tornado, winter storm,

etc. The only like qualities between and among each incident, emergency, or

disaster are that each of them occur in a different manner, cover an entirely

different geographical area, and present their own unique set of challenges.

The real challenge will be developing a DBH initiative and strategy that

encompasses the scope and breadth of almost infinite disaster possibilities.

NATURE OF PREPAREDNESS

Another element to disasters that reminds us of the variety of event similarities

and differences is the level of preparedness among and between jurisdictions—

local, state, tribal, and federal. Not unlike the variations in disasters, the level of

jurisdictional readiness varies across the country in direct correlation to the

robustness of the EM program. The EM discipline is one of the most, if not the

most complex and diverse areas of professional concentration. Being prepared

requires major planning efforts in collaboration, communication, coordination,

cooperation, and network development. It is difficult to fully understand the full

scope of EM and the degree of complexity required to ensure that a jurisdiction

is prepared.

Not only must preparedness, response, and recovery take place, its ele-

ments must be able to be communicated in many ways to many audiences. It

is especially hard to describe the scope of EM in a thirty-second elevator

speech. Instead, I defer to the pictorial in Fig. 6.1. During my tenure as a

State Emergency Management Director in Montana, I felt compelled to

develop a pictorial of the EM discipline to help explain the dynamics and

scope of the complex relationships involved in an integrated EM system. I

call the pictorial The Department of Emergency Services (DES) Spiderweb.
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The diagram depicts the myriad of potential relationships that need to be

developed and nurtured. Each contributor at the federal, state, local, tribal,

private, and voluntary level has something to bring to the table in mitigating,

preparing for, responding to, and recovering from a disaster. These relation-

ships, vertically and horizontally, have some kind of cause and effect rela-

tionship affecting the development of the preparedness program or the

delivery of response and recovery efforts at the jurisdictional level. The com-

prehensiveness of the system and the level of preparedness are directly corre-

lated to the level of stakeholder involvement and integration of the initiatives

FIGURE 6.1 Department of Emergency Services (DES) Spiderweb.
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between and among jurisdictions. Further complicating the issue is the fact

that the state realizes an expanded responsibility to foster network develop-

ment. The state is the pivotal partner. In order to implement an effective

program, state EM must coordinate preparedness efforts with the federal

government, develop the state’s preparedness, and assist the local and tribal

jurisdictions with their efforts. One may think that the state does not have to

worry about further developing relationships at the federal level. The state,

however, does work with some federal agencies individually with regard to

agency only declarations. Some federal agencies, like the Farm Service

Agency and the Small Business Administration, have the authority to issue

agency only declarations for assistance they can provide to a state or local

jurisdiction without a presidential declaration.

In the case of tribal government, there is a quite different picture affect-

ing the complexity of preparedness. The network is affected by how services

are performed on the reservation. Services are rendered by compact or con-

tract. Under the compact scenario, the tribe relies on the federal government

to provide services on the reservation. The federal government providing law

enforcement on a reservation for the tribe is an example of such a compact.

On the other hand, some tribes contract with the federal government for so

much in funding and take on the responsibility to provide the service them-

selves. In this case, the tribe would have its own law enforcement structure.

Taking the complexity one-step further, not all tribes receive services by one

method; it is usually a mix of compact and contract services. The difference

in authorities makes the coordination and collaboration at the tribal level

much more multifaceted. The implementation of programs will vary based

on the level of involvement of the federal stakeholders and the coordination

networks that must be developed vertically and horizontally. The variance in

jurisdictional authority on a reservation has a direct effect on achieving the

desirable outcome of assembling a comprehensive EM program. The tribal

picture is further complicated by the fact that there are two avenues to seek

assistance. After the Hurricane Sandy Recovery Improvement Act of 2013

was passed, tribes were granted the authority to deal directly with the

President to request a declaration. The tribes, however, still have the option

to partner with the state and submit a request through the Governor. The ave-

nue of choice depends on what the tribe perceives as the most effective out-

come for them (i.e., which approach will yield the most disaster aid in the

shortest time).

Keep in mind, the network depicted in the DES Spiderweb is not entirely

the same in every state and will vary according to the relationships built

among companion stakeholders as well as their degree of involvement

toward the preparedness program efficiency and delivery of assistance. The

variances in relationships and the degree of organizational development pres-

ent many challenges to forming a strong foundation for response and recov-

ery. Not unlike disasters, no two response or recovery efforts are exactly the
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same. Most will have some core elements in common, like the Incident

Command System (ICS), Communications, Damage Assessment, and Public

Information. Beyond those, the requirements of the disaster drive the activa-

tion of other response or recovery elements. The robustness of the prepared-

ness element is directly related to the depth of relationship development and

the available funding that fuel the effort. Funding for programs across the

country varies by jurisdiction. Funding is a major contributor to the robust-

ness of the program. It is important to realize that not all jurisdictions place

the same priority on the EM program development. Consequently, there are

varying levels of program development across the country. As an example,

some local jurisdictions do not have full-time EM Coordinators. Some juris-

dictions are lucky to fund quarter-time coordinators. Based on the complex-

ity of the discipline, a quarter-time EM coordinator barely has the time to

open the mail. Underfunding the EM Coordinator function directly impacts

the level of program effectiveness, degree of relationship development, and

the thoroughness of initiative integration.

Variations in the nature of employment for EM management personnel cre-

ate another level of complexity across the country. On the state level alone,

some EM Directors are appointed by and serve at the pleasure of the Governor,

others work under the direction of The Adjutant General, and some work under

the direction of the Public Safety Commissioner. This scenario creates a real

dilemma with respect to program consistency across the country. For example,

when the EM function is part of the Governor’s cabinet, the respective program

direction can be altered each time there is a change in a state’s Governor.

Likewise, not all program direction will be coordinated between Governor’s,

Adjutant Generals, or Public Safety Commissioners responsible for the EM

development across the country. The key is to bring all of the stakeholders

together to develop a collaborative national approach. The outcome can be

likened to the development of a major league baseball effort. In order for the

league to be effective, the league must collectively work with the teams, the

teams must coordinate with the league and among themselves, the finances

must be available to develop the program and fund equipment needs, and all

the teams have a different subset of players. The common focus is winning.

The lack of any foundation elements will weaken the league and create a multi-

tude of variances across the country.

NATURE OF FOUNDATION ELEMENTS

The foundation elements of any program must be aligned in order to develop

an effective program and accomplish full integration of initiatives.

Homeland Security Presidential Directive 5 (HSPD 5) mandated the imple-

mentation of the National Incident Management System (NIMS). Federal

grant funding for program development required local, state, and tribal
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jurisdictions to be National Incident Management System compliant. One of

the components of the system is the use of the ICS. The ICS is prescribed as

the common management system for any event in whatever jurisdiction is

experiencing the disaster. The jurisdictions across the country have inte-

grated ICS into their preparedness efforts. To this point, ICS is institutional-

ized as the core management architecture for response and recovery efforts

at the local, tribal, state, and federal levels of engagement.

The key to an effective integration of DBH into EM is reaching the point where

the initiative is institutionalized as part of disaster response and recovery. In

order for the full integration to occur, the foundation elements must be present.

If the program elements or policy guidance is not well developed, the integration

of a DBH initiative will be ineffective.

At this point in history, all the foundation elements are not aligned, fully

developed, or articulated for integrating a DBH component like HSPD 5 and

ICS. Remember, these foundation elements are the guidance documents for

all local, state, and tribal EM preparedness and initiative development. The

critical component of the foundation is the National Preparedness Goal,

which is comprised of 32 core capabilities. These core capabilities are dis-

tributed over five mission areas: Prevention, Protection, Mitigation,

Response, and Recovery. The capabilities are the backbone elements for pre-

paring our nation to deal with disasters. Many of the capabilities are integral

parts of various frameworks like response and recovery. The Public Health

core capability is structured to “provide lifesaving medical treatment via

emergency medical services and related operations and avoid additional dis-

ease and injury by providing targeted public health and medical support and

products to all people in need within the affected area” (U.S. Department of

Homeland Security, 2011, p.15). The DBH component is not even mentioned

in any of the core capabilities.

Presidential Policy Directive 8 is the federal document that establishes

the foundation for preparedness and mandates the framework for how the

nation responds: National Response Framework (NRF) (The National

Response Framework, 2013). The NRF includes Emergency Support

Functions (ESFs) that outline the responsible entities for various elements of

assistance delivery. The NRF outlines the purpose, scope, policies, concept

of operations, and actions necessary for the identified initiative. The docu-

ment also establishes the ESF Coordinating Agency, Primary Agency, and

lists the support agencies.

The NRF references the term mental health in ESF #8—Public Health

and Medical Services Annex. It is interesting to note that the construct of

DBH for this publication mirrors the tenants of ESF #8. According to the
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Federal Emergency Management Agency (Federal Emergency Management

Agency, 2008), “Public Health and Medical Services include responding to

medical needs associated with mental health, behavioral health, and sub-

stance abuse considerations of incident victims and response workers” (p. 1).

The scope of ESF #8 provides for the assessment of public health and medi-

cal needs as well as behavioral health care. The concept of operations

includes the responsibility for the assessment of public health needs to deter-

mine the appropriate response capabilities. The primary agency, US

Department of Health and Human Services (HHS), may task other supporting

agencies and ESFs to assess mental health and substance abuse needs

(Federal Emergency Management Agency, 2008, pp. 2�6). The very word

“may” provides that implementing a DBH component is optional.

Interestingly enough, the American Red Cross (ARC) is a supporting agency

to ESF #8. The American Red Cross “provides supportive counseling for

family members of the dead, for the injured, and for others affected by the

incident” (Federal Emergency Management Agency, 2008, p. 15). The only

way that the American Red Cross can provide these services is to be aware

of the need. Current procedures do not provide for a thorough needs assess-

ment. Without a structured comprehensive needs assessment and follow-up

program, the needs will only surface if the individuals are referred to the

American Red Cross or they are identified in a Disaster Recovery Center.

The real concern with ESF #8 is that the system is set up to help the victims

and does not address the behavioral health component for workers as refer-

enced above in the Federal Emergency Management Agency ESF #8 purpose

statement. It is true that the Worker Safety and Health support annex coordi-

nated by the Department of Labor is referenced in ESF #8, but it is geared

toward occupational safety issues and does not address the behavioral or

mental health needs of workers. The salient point is there are several incon-

gruities within ESF #8 that prevent it from fully establishing the policies and

guidelines for an integrated DBH component.

The National Disaster Recovery Framework (NDRF) “focuses on how

best to restore, redevelop and revitalize the health, social, economic, natural

and environmental fabric of the community and build a more resilient

Nation” (Federal Emergency Management Agency, 2015). The National

Disaster Recovery Framework is comprised of six Recovery Support

Functions (RSFs). The RSF for Health and Social Services, led by HHS, is

responsible for “the ability to restore and improve health and social services

networks to promote the resilience, health, independence and well-being

of the whole community” (Federal Emergency Management Agency, 2011,

p. 2). This foundational recovery element makes no mention of any DBH

elements and focuses on the social service network restoration.

The Target Capabilities List (TCL) is another federal effort comprised of

37 core capabilities. The document is used to assess the level of our nation’s

preparedness. The TCL, at least, acknowledges the need for mental health
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services for victims and workers under the planning assumptions section.

The TCL elements, however, fail the litmus test for a comprehensive DBH

initiative. From the worker perspective, the Responder Safety and Health

Capability acknowledges, “providing behavioral health and substance abuse

services as a critical task under demobilization of responders” (U.S.

Department of Homeland Security, 2007, p. 255). Demobilization is after the

fact for circumstances that could have drastically impacted active efforts dur-

ing response and recovery. Community members are addressed under the

response Medical Surge Capability as providing “short-term mental health

and substance abuse behavioral health services to the community” (U.S.

Department of Homeland Security, 2007, p. 455). In this case, the provision

only addresses the short-term needs. Neither of these approaches is compre-

hensive. The worker element only addresses the mental health needs at

demobilization and does not address the response or recovery phases or

related issues that surface long after the disaster. The community element is

only short-term and affected victims may surface months after the disaster.

The ESF #6—Mass Care, Emergency Assistance, Housing, and Human

Services Annex is the closest to providing for a mental health component

with some sense of action. ESF #6 is designed to provide crisis counseling

services to victims and training for EM professionals. The main emphasis

is placed on children and those who require assistance with daily living.

This ESF relies primarily on the National Voluntary Organizations

Active in Disaster to provide services. Once again, there is not a compre-

hensive approach to DBH, given the fact that services are rendered on a

short-term basis. There is no provision for a thorough needs assessment,

follow-up process, or consideration for issues that develop long after the

disaster.

Federal Emergency Management Agency does have a preparedness guide.

According to Federal Emergency Management Agency (2010),

“Comprehensive Preparedness Guide (CPG) 101 provides guidance for devel-

oping emergency operations plans. It promotes a common understanding of the

fundamentals of risk-informed planning and decision making to help planners

examine a hazard or threat and produce integrated, coordinated, and synchro-

nized plans” (p. Intro-1).

This guiding document describes guidance for ESF #8 with regard to

mental health as “identify and describe the actions that will be taken to

assess and provide mental health services for the general public (including

individuals with disabilities and others with access and functional needs)

impacted by the disaster” (Federal Emergency Management Agency, 2010,

p. 20). The guidance here is incomplete, provides a general scope of the ini-

tiative, offers no real details toward developing a comprehensive initiative,

and only pertains to the general public.
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The foundation elements formed by the major federal guidance docu-

ments are filled with inconsistencies and have no coordinated in-depth con-

nectivity. The focal points are not comprehensive in nature. There is no

consistency in providing services for the workers and victims in any kind of

structured format. Each element hints at only part of the necessary functions

toward developing an integrated DBH initiative.

NATURE OF CURRENT SERVICES

The governmentally employed and private professionals are the most com-

mon providers for mental health services. In the case of tribal government,

Indian Health Services provides for mental health initiatives. Most state sys-

tems provide services through an institution or contract with regional mental

health centers or private providers. The institutional setting has mental health

professionals, but state statutes require them to provide service to the resi-

dent clients. The caseloads in most institutional facilities are at or beyond

capacity, and therefore are unable to reassign professionals for other pur-

poses, such as DBH disaster initiatives. On the other hand, state public health

agencies contract with local mental health centers and private practitioners to

provide services for eligible clients. The scope of eligible clients is often

limited to those who qualify for government sponsored health programs,

excluding the majority of workers and victims affected by a disaster. Like

their institutional counterparts, these provider organizations are often operat-

ing at capacity and have waiting lists for service.

States and local governmental jurisdictions do have the option to refer

affected workers to their Employee Assistance Program (EAP). The adminis-

tration, however, can only make the referral and cannot make any further

inquiries as to progress, unless offered by the employee. They do have the

option to design Human Resource policies to enable them to require employ-

ees to seek assistance. Even in these cases, information sharing is limited.

The limitations of EAPs often make their use as a resource challenging.

However, constructive personnel actions aimed toward a positive outcome

for an employee can occur if appropriate policies exist.

Critical Incident Debriefing Team development has been around for some

time. In 1994, I coordinated an initiative to establish a statewide Critical

Incident Stress Management Network in Montana. The network is still active

as of 2016 and consists of 17 teams. The network is comprised of trained pri-

vate practitioners and peers that volunteer their involvement on a team to

help first responders deal with abnormal situations through a Critical

Incident Debriefing. The sheriff of a particular county understood the value

of such debriefings. By policy, the sheriff required all employees engaged in

a critical incident to take part in a debriefing.
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Author’s Note: Not all response agencies have applied the same philosophy. The

use of these single session debriefing strategies varies depending on the

approach, history, and resources of the department and their network of relation-

ships. It should be noted the use of Critical Incident Stress Debriefing (CISD) has

become an increasingly controversial and a less frequently used intervention

tool. This has resulted from research emerging over the years that questions its

efficacy and its potential to cause harm. This topic is addressed in other chapters

in this book including Dr. Shultz’ section of Chapter 5, Through a Disaster

Behavioral Health Lens. This topic highlights the importance for integrating EM

and DBH to assure that the important psychosocial needs of workers are

addressed with evidence-based interventions.

It is not uncommon for private organizations and practitioners to have

developed services to help victims and workers of localized events, such as

plane crashes or train derailments. These services are normally on a contract

basis with the transportation company experiencing the serious incident. In

these circumstances, there is a defined universe of primary service recipients.

The manifest identifies the victims. The workers are on location. Family out-

reach can be coordinated. Area security is often manageable with minimum

interruptions. Large-scale disaster settings, on the other hand, present an

entirely different dynamic. The audience is not a contained group due to the

geographical expanse covered by the disaster and the workforce varies expo-

nentially as a function of the magnitude and type of the event.

The services of private behavioral health practitioners are available to

any worker or victim through direct payment or health insurance coverages,

assuming that the recipient has these resources and these services exist in the

area where the recipient works or lives. The key is the individual’s acknowl-

edgment that they need help. In some cases, a referral can be the catalyst for

seeking help, but that means some type of assessment occurred to identify

the need. In the EM world, DBH assessments are not common practice, so

identification of those in need is solely based on the robustness of the local,

state, or tribal programs or policies.

Voluntary agencies also have mechanisms to provide limited DBH ser-

vices. Typically, the primary reason for voluntary agency involvement in a

disaster is to provide shelter, housing, feeding, and temporary housing

repairs. DBH services are not always provided by or through voluntary agen-

cies. Often, if they exist, they are usually only employed if a victim is identi-

fied through a recovery center or through an assistance caseworker.

Nationally, the Department of HSS does have a mechanism in place for

providing information, referral, and mental health and substance abuse ser-

vices related to disasters. The website of the Substance Abuse and Mental

Health Services Administration (SAMHSA) outlines their services. Their
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web page provides information for a national suicide hotline and access to a

crisis center, a disaster distress hotline that directs viewers to information

and contact information, a national helpline for treatment referral of mental

health and substance abuse issues, and a behavioral health treatment locator.

SAMHSA also provides a grant, under a presidential declaration, for out-

reach and educational services. The agency can provide training on the

behavioral health effects of disaster to jurisdictions (U.S. Department of

Health and Human Services, 2015). These resources provide much valuable

information to support and facilitate establishing DBH integration initiatives.

The DBH resources that are available during disasters have great value,

but the mechanism for providing services is not fully developed or integrated

into EM. Adequacy is also questionable as not all provisions address the

needs of both victims and workers. There is no mechanism for conducting a

comprehensive needs assessment or implementing a follow-up plan for those

affected. There are no comprehensive mechanisms providing assistance

beyond the debriefing possibilities for first responders. The guidance and

policy documents are not aligned to proved for a coordinated and seemless

integration into EM and the relationship network necessary to drive integration

is far from developed.
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Through a Disaster Behavioral
Health Lens

James Siemianowski

Disasters have wide-ranging psychological effects that significantly impact

individuals and communities, highlighting the importance of behavioral

health to response and recovery. Disasters like the Boston Marathon bomb-

ing, Sandy Hook School shooting, and Hurricane Sandy are examples of dis-

asters that had pervasive and lasting psychological effects. “Unfortunately

governments have seldom emphasized the psychological consequences of

disaster as a critical part of disaster preparedness even when plans to deal

with other issues are in place” (Gerrity & Flynn, 1997, p. 105). This state-

ment, which was made almost 20 years ago, remains true today and serves

as a reminder that DBH is still not well integrated into disaster management.

While some progress has been made, the role of DBH is not understood well

within the larger behavioral health community or by emergency managers.

The quote below related specifically to integration following Hurricane Katrina.

However, it is applicable to the current relationship between DBH and EM.

“Whenever we think of disaster response and responding to protect the pub-

lic’s health it will require the integration of our public health system, medical

care system, and emergency response system. And as we all know, those do not

fit together well. At best, they are a patchwork quilt when they are working

well” (Ursano, 2006, p.23).

The National Response Plan (NRP) places behavioral health under the

health support function, which may obscure the unique contributions the disci-

pline may make in a disaster (U.S. Department of Homeland Security, 2013).

Emergency managers are often unfamiliar with the essential role behavioral

health plays in response and recovery. At the same time, behavioral health

assets may not be clearly defined or well organized. On the local level, disaster

plans often ignore the role of behavioral health or bypass mental health

resources that may exist within the community. Instead, they may look to orga-

nizations like American Red Cross to meet this need without developing their

own behavioral health resources. Regardless of the explanation, greater empha-

sis must be placed on more fully integrating DBH into EM.

For behavioral health, these challenges to integration increase or decrease

based on the type and scope of a disaster. Each disaster is unique, affected

by the degree of warning, which community or communities are affected,

Not All Disasters Are the Same Chapter | 6 141



traumatic effects, the extent of the physical damage, specialized needs of

victims and survivors, the geographical size of the impact zone, and the

scope of the needed response. The kind of disaster, where it occurs, and its

magnitude can dictate who manages the incident. It can also affect what

DBH assets exist in the community, remaining infrastructure, interventions

used, and the funding available to support response and recovery efforts. The

nature of the disasters impacts the degree to which the event response

expands, adding complexity as the response becomes multijurisdictional and

multiorganizational. Table 6.1 below illustrates how some recent disasters

differ in key areas.

TABLE 6.1 Unique Aspects of Recent Disasters

Event

Characteristics

Hurricane Sandy Sandy Hook

School Shooting

Boston

Marathon

Bombing

Presidential
declaration

Yes, across multiple
states

No Yes

Warning/
preparedness

Days in advance None None

Incident
command

Emergency
Management
Authority (EMAs)
and Federal
Emergency
Management
Agency

Law enforcement Law enforcement

Impact zone Multiple countries,
states, regions,
locales

Confined largely to
one town

Boston, suburbs,
national and
international

Victims Spanned the life
cycle

Mostly young
children

Local, national,
multinational

Fatalities/
injured

147 direct deaths
(Blake, Kimberlain,
Berg, Cangialosi, &
Beven, 2013)

26 dead, 2 injured 3 dead, 286
injured

Psychological
effects

Moderate with long-
term effects of
relocation,
rebuilding

High traumatic
exposure, small
community with
high degree of
social relatedness

High traumatic
exposure,
prolonged due to
search for
bombers

(Continued )
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Mass shootings like the Sandy Hook shooting in Newtown present unique

challenges for behavioral health responders because of the sudden nature, the

traumatic effects, and the size of the response. Compared with the response

to natural disasters, command and control are more fragmented and resources

are less integrated for mass shootings. This complicates the implementation

of behavioral health interventions (Shultz et al., 2014). Tragedies like this

include sanctioned responders representing local, state, and national interests

and many uninvited mental health personnel who self-deploy.

Events like the Newtown shooting present a problem of multiples: multiple

responders, representing multiple jurisdictions and organizations, providing ser-

vices at multiple community sites, and using multiple models of intervention.

Unlike natural disasters, the nature of these types of events place law

enforcement in the lead role for the incident. In Newtown, there was no

Presidential Disaster Declaration so mental health response and recovery

efforts were largely supported by the Federal Department of Education

TABLE 6.1 (Continued)

Event

Characteristics

Hurricane Sandy Sandy Hook

School Shooting

Boston

Marathon

Bombing

Damage to
infrastructure

Considerable
damage to
infrastructure
(homes, roads, and
power)

Minimal damage
to infrastructure
(school)

Businesses in
bombing area

Available
behavioral
health
resources

Multiorganizational,
multijurisdictional,
across many states

Limited public
behavioral health
resources in town,
Scope led to
increased need for
DBH assets

Substantial
behavioral health
resources in
Boston

Funders of
response

Federal Emergency
Management
Agency, Crisis
Counseling Program
(CMHS)

Department of
Justice (DOJ)
Victims of Crime,
Federal Dept. of
Education School
Emergency
Response to
Violence (SERV)

Federal Emergency
Management
Agency, DOJ, and
Massachusetts
(MA) Victims of
Crime
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and the Federal Department of Justice. These funding sources were unfa-

miliar to the state’s mental health authority. The lack of familiarity

creates delays in securing funding as states “learn” new funding require-

ments on the fly.

Hurricane Sandy challenged behavioral health responders in different

ways. The hurricane affected the Caribbean, the continental United States, and

Canada over a 1-week period, with clean-up and recovery efforts spanning

years. While communities had significant warning, the hurricane devastated

local infrastructure over multiple states on the eastern seaboard, killing at least

147 people (Blake et al., 2013). The hurricane led to massive relocation of

affected residents. Presidential declarations were approved in a number of

states, triggering provisions of the Stafford Act (Robert T, Stafford Disaster

Relief and Emergency Assistance Act) that placed Federal Emergency

Management Agency in a lead role for response and recovery efforts.

The Boston Marathon bombing created other challenges for behavioral

health responders because of the terrorist nature of the act and subsequent

manhunt over the following days. There were three deaths, but local hospi-

tals treated over 260 injured requiring trauma level care (Massachusetts

Emergency Management Agency, 2014). Emergency Medical Services

(EMS) played a key role due to the high numbers of wounded. The postinci-

dent behavioral health response was made even more challenging because

victims and witnesses were not only going to be returning to their Boston

area homes, but also returning to other states or countries. Victims from

other states or countries did not receive the same level of community support

that locals did and creative solutions needed to be implemented to build a

recovery network for these individuals in their distant communities. One

example included reaching back to local running clubs to enlist supports.

Within Massachusetts, a Presidential Disaster Declaration was issued with

funding of long-term behavioral health efforts supported by Federal

Emergency Management Agency, the Federal Department of Justice, and

State Office of Victim Assistance.

The unique aspects of these disasters highlight how DBH and emergency

managers may be challenged. Challenges may include any combination of

the following:

� Providing psychological support based on the magnitude of the traumatic

effects

� Responding across huge geographic areas

� Addressing specialized needs of victims

� Having limited DBH resources immediately available

� Managing the influx of invited and uninvited responders from multiple

jurisdictions

� Establishing clear lines of command, control, and ongoing responsibility

� Coordinating the funding of response and recovery activities with funders

with distinct eligibility requirements and program restrictions
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These challenges impact EM and DBH leadership alike. Basic questions

need to be answered by emergency managers and DBH leadership. Ideally,

they are considering the same set of questions, but this is often not the case.

In order to integrate behavioral health into the broader response, the follow-

ing questions must be considered:

1. Has the disaster had a significant psychological effect on the impacted

community?

2. How can behavioral health support response and recovery?

3. What will the behavioral health mission be?

4. Are there clearly identified behavioral health resources in the commu-

nity that can assist?

5. Are they sufficient or will other resources need to be identified?

6. If so, how are those assets accessed?

7. Does the town, state, etc. have a DBH plan?

8. Does the plan specify the lead organization for the provision of disaster

mental health support?

9. Does the plan specify how to manage an influx of uninvited

responders?

10. Does it specify who is responsible for applying for and administering

DBH funding for victims and the community at large?

The EM function may be less complicated if a DBH plan exists and iden-

tifies a lead mental health agency. Addressing the other questions listed

above would be part of the lead agencies’ roles and responsibilities following

the disaster. Too often, this is sorted out postdisaster. The After Action

Report from the Boston Marathon specifically identified the lack of a disas-

ter mental health coordination plan and the negative effects this had on the

immediate response (Massachusetts Emergency Management Agency, 2014).

The report went on to specify components that should be included in the

plan to address some of the questions listed above. The Final Report of the

Sandy Hook Advisory Committee contained similar recommendations related

to the need to better integrate behavioral health into the Unified Command

Structure (Sandy Hook Advisory Commission, 2015).

Common barriers that emergency managers and DBH face as they

attempt to integrate a support function like behavioral health into the overall

response are found in Table 6.2. The table identifies strategies that can be

used by DBH leadership and emergency managers to more effectively blend

DBH into broader response and recovery activities. Coordination must be

built on structures that formalize the authority and roles of DBH responders

and leadership.

Table 6.2 demonstrates that the integration of DBH and EM can be

strengthened in a number of ways. Some of the strategies fall under the

purview of DBH leadership while other strategies require actions by emer-

gency managers. Integration will not magically occur following a disaster
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TABLE 6.2 Integration Barriers and Strategies to Enhance Integration

Barriers Impact on Integration Strategy

No DBH plan Roles and responsibilities are

negotiated during or

postdisaster creating a

delayed/fragmented response

Ensure local and state All

Hazards Plans include DBH

plan

No preidentified

behavioral health assets

EM has no clear options for

BH response

Create local and state

behavioral health strike/

response teams

No established working

relationships between

EM and DBH

EM has no clear idea about

the support role DBH can

play following spectrum of

disasters

Integrate DBH into local and

state disaster planning efforts

DBH not included in

disaster drills

No opportunities to drill or

practice collaboration

between EM and DBH

Include DBH in meaningful

role in drills and exercises

No “authority” for DBH

response

No point of accountability

for oversight of the DBH

response

Create/modify legislation to

formalize role of DBH in

civil preparedness and

response

No designated DBH

lead agency

Confusion and delayed

response as leadership is
negotiated during/postdisaster

leading to a fragmented

response

Designate and formalize in

state and local plans the
DBH organizational lead and

responsibilities pre-post

disaster

No DBH representative

in incident command

post

Decisions with major

ramifications for DBH are

made without DBH input

Require DBH representation

at incident command post

Multiorganizational

and multijurisdictional

DBH response

“Mission confusion,”

duplication of efforts,

disagreements over response

strategy, adverse political

consequences

Use DBH lead to form DBH

Coordinating Committee,

identify needs and gaps,

assign roles, obtain

additional DBH assets

Limited DBH capacity

to sustain response

efforts for more than

2�4 weeks

Gaps in DBH service

delivery

Immediately begin planning

for long-term recovery

DBH Strike Teams do

not understand incident

command

DBH response is not

effectively integrated into

broader response

Incident command training

for DBH personnel

Unfamiliar “funders” of

DBH recovery efforts

May delay long-term

recovery and restrict

available programs and

eligibility

Immediately involve DBH

planners in the development

of recovery model/program

based on unique criteria of

“funders”
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and must evolve during planning and preparedness phases. These preevent

actions provide the foundation for formalizing the DBH structure. They are

designed to provide behavioral health with a seat at the EM table, offering

behavioral health leadership with an access point to EM. Other strategies

relate to actions that can be taken following the disaster. These actions can

strengthen integration in the mental health support function and collabora-

tion with EM.

PREDISASTER STRATEGIES

Develop Local and Statewide Disaster Behavioral Health Plans

The Boston Bombing After Action Report (Massachusetts Emergency

Management Agency, 2014) recommended the development of a disaster

mental health coordination plan. Emergency planners on the local and state

level must incorporate DBH into their planning efforts. Local emergency

personnel should forge relationships with existing mental health resources,

requesting that they participate in local disaster planning efforts. State and

local plans should address leadership of the DBH response, roles and respon-

sibilities, credentialing of responders, and development of the incident action

plan. By doing this before the disaster, roles and responsibilities are clear

and do not have to be renegotiated during a disaster.

Develop DBH Annexes in State All Hazard Plans

At times, the DBH plan may be “lost” under the health support function.

Some states have created separate annexes for mental health within the All

Hazards Plan, elevating it to a distinct function. This may be important

because on many governmental levels, health and mental health are orga-

nized in separate departments and do not have significant overlap. While

some states or localities may have health superagencies with closer collabo-

ration between these two disciplines, this is not always the reality. A separate

annex may place greater emphasis on the role of DBH.

Develop Local and Statewide Disaster Behavioral Health Assets

DBH assets are not always apparent to emergency managers or may be

poorly organized. Local and state planners must develop DBH capacity. This

is often ignored or difficult to create after a disaster has occurred. State,

county, or regional mental health agencies can clarify the assets that can be

tapped by locals and they can be instrumental in providing basic DBH train-

ing. Training should minimally include Psychological First Aid along with

Incident Command training and its importance for disaster management.

DBH capacities can also be extended by directing DBH training at funded

mental health crisis programs that may be called upon postdisaster.
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Provide Basic Psychological Training to Emergency Personnel

Emergency personnel should have a basic understanding of Psychological

First Aid in order to better understand basic principle that can applied

regardless of roles. The training can provide skills while serving to educate

emergency responders and managers about the important role DBH can play

following a disaster.

Include Behavioral Health Representatives in Emergency
Planning Efforts

Behavioral health is not always included in local and state planning efforts,

meaning important relationships do not exist predisaster. Leadership within

behavioral health organizations or state agencies must commit staff to partici-

pate in planning efforts. Active participation by behavioral health in these plan-

ning efforts can educate local and regional planning entities on how they can

bring local resources into their response. DBH representation serves to familiar-

ize emergency planners with how DBH can support response and recovery.

Successful EM is driven by collaborative relationships and these relationships

are developed, nurtured, and formalized during the planning process.

Incorporate Disaster Behavioral Health into Exercises and Drills

Too frequently, mental health is minimally involved in disaster drills, if at

all. Even when DBH is involved in drills, the scope of their “play” is not

consistent with their actual response roles. Greater attention should be

focused on identifying missions or roles for mental health in exercises. This

strengthens relationships and increases awareness about the ways mental

health can contribute to the response. This is another tool to foster integra-

tion prior to the disaster. The manner in which familiarity enhances integra-

tion was evident in Connecticut shortly after the Sandy Hook shooting. The

local health director and the state’s regional emergency administrator imme-

diately contacted one of the leaders of the state’s disaster mental health

network to request assistance (author’s direct experience). The rapid activa-

tion and deployment of mental health assets was the result of relationships

that had been nurtured over a period of years in regional planning activities

and exercises.

Formalize the DBH Role Through Legislation

Integration may suffer because DBH teams do not have a formal state

sanction. Legislation can be used to sanction the DBH support function or to

formalize the role of DBH Strike Teams. Connecticut codified their state’s

Disaster Behavioral Health Response Network (DBHRN) in legislation as
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civil preparedness forces (Civil Preparedness and Emergency Services). This

legislative action has increased the integration of mental health into overall

EM because the request for DBH assets and authorization to deploy is a

function of the state’s EM agency. The legislation formalized not only the

role of DBH but also the relationship between the state’s EMA and DBH.

POSTDISASTER STRATEGIES

Integrate Senior Mental Health Officials
into the Command Structure

The Sandy Hook Advisory Committee Final Report recommended that men-

tal health representatives must be included in the Unified Command

Structure (Sandy Hook Advisory Commission, 2015). A senior mental health

official from the lead agency must be integrated into the incident command

center. Since state governmental structures vary considerably, this individual

in many cases may be part of an agency that is not organized under Public

Health. Senior is underscored because this person must have decision-

making authority and must also be at an organizational level that allows him

or her to freely assert their positions about the mental health disaster

response. This individual becomes the bridge between EM and the DBH

response.

Use Mental Health Experts in a Consultative Role

Placement of mental health personnel in the command center is important

for another reason. It creates opportunities for emergency managers to use

mental health experts in a consulting role—a role that is often underutilized.

As subject matter experts, mental health personnel can provide valuable

information regarding issues that impact the mental health of individuals,

communities, and responders. Integration into the onsite command center

provides mental health responders with opportunities to impact on those

decisions that are certain to have psychological implications. This consulta-

tive role that mental health can play is often overlooked and its absence can

lead to decisions that have harmful, unintended effects.

Link Disaster Behavioral Health Leadership and Experts
to Other Decision-Makers

While integration at the command center is important, critical decisions are

being made outside of the command center. As a response expands, decisions

may be made at multiple sites. For example, in Newtown, town and school

officials were making decisions about how to reach out to families, where to

move the school, when to begin school, how to support students and staff
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who would be out for a prolonged period of time, and where memorials

should be located. These decisions have huge implications for the mental

health response and it is essential that senior mental health leadership is inte-

grated into other settings beyond the incident command post or emergency

operations center. If mental health leadership cannot be incorporated into all

of these sites, it is important to establish regular feedback loops so key deci-

sions are filtered back to the incident command process and structure.

Require the Lead Mental Health Agency to Develop a DBH
Incident Action Plan

The designated DBH lead must be responsible for developing a DBH

Incident Action Plan that addresses immediate and longer-term needs. This

often overlooked when disasters are rapidly unfolding. The DBH plan

provides a structure for improving integration within the DBH discipline. A

primary function of the mental health lead is to clarify the extent of the com-

munity’s needs and to identify the behavioral health resources available to

meet these needs. This begins by identifying all of the groups that have been

affected by a disaster, finding who is tasked with responding to them, and

further clarifying potential roles for the mental health responders.

Develop a Disaster Behavioral Health Coordinating Committee

Integration problems are magnified when the response quickly expands to

include mental health responders from multiple organizations and jurisdic-

tions and are responding at multiple community sites. A DBH Coordinating

Committee, chaired by the designated mental health lead, is the vehicle for

managing the DBH Incident Action Plan and the rapid expansion that often

occurs in major disasters. The composition of such a committee becomes a

critical initial task and should involve organizations that have responsibility

for any victims or responder groups. This might include school personnel,

local, state, and national mental health resources, health departments, the

American Red Cross, and other Voluntary Organizations Active in Disasters

(VOADs). This could also include EAPs serving affected communities or

responder organizations. There are sometimes common problems that emerge

related to the DBH role, missions, and interventions used. Behavioral health

needs may shift or response capacities of organizations may diminish over

time. A DBH Coordinating Committee becomes the mechanism for identify-

ing or anticipating problems or emerging needs.

THE FUTURE OF INTEGRATION

All of the strategies described in this section can be used to enhance integra-

tion between emergency and DBH. Integration is fostered through
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relationships and structures that help to formalize and document those rela-

tionships. Disaster response is often seriously compromised because leader-

ship and roles are unclear. These problems are exacerbated in certain

disasters because of the traumatic impacts or the catastrophic proportions of

the event. These strategies identified here can be used to better organize the

DBH response and align DBH with the broader response.

While disasters are unique and may present distinct challenges to EM

and DBH leadership, much can be done to improve the effectiveness of the

response. Fostering improved integration must be cultivated over time and

should be a shared responsibility of leadership within each discipline.

Integration does not magically occur after a disaster. There must be a foun-

dation for integration that begins with planning and preparedness activities

and extends into incident command following a disaster. Many states and

communities have taken steps to effectively integrate mental health into the

broader EM community, but more work remains.
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Making Integration Work

Daniel W. McGowan

There are multiple challenges on the road toward developing an integrated

DBH component with EM. The critical challenge is aligning the foundation

elements to provide comprehensive guidance for developing such a system.

The current foundation has barely scratched the surface toward completing

such an initiative. There is no evidence of horizontal or vertical connectivity.

The nature of disasters provides a challenge that requires any system to be

dynamic, as no two disasters will present the same circumstances. DBH pre-

paredness plans and their effectiveness will be challenged by the breadth and

scope of the EM relationship network. Another challenge is coordinating and

developing the robustness of current services to provide a comprehensive

mechanism for effective service delivery to affected victims and workers.

The ultimate challenge will be involving the private behavioral health sector

as a partner to the initiative on either a voluntary basis or some type of fee

for service.

While the challenges are many, there are many benefits, to developing an

integrated DBH initiative with EM:

� The first is a consistent manner with which to address victim and worker

DBH issues regardless of the disaster, as no structure exists now.

� Second, an integrated and consistent approach will leave less room for

victims and workers to slip through the cracks leaving critical needs

unaddressed.

� Third, the safety of the workforce will be enhanced and stress-related

workforce problems can be reduced.

� Fourth, a more coordinated effort toward helping victims and workers

will relieve some future pressures on the already challenged mental

health system.

� Fifth, the development of a horizontally and vertically integrated network

will provide for a more comprehensive DBH assistance delivery

mechanism.

� Finally, the health of the whole community will improve enabling those

affected to heal more quickly and move on with their lives.

The public health, behavioral health, and EM communities increasingly

see the need for an integrated DBH element to disaster response and recov-

ery. The beginning of an integrated effort is in its infancy. As noted at the

beginning of this chapter, the ultimate challenge is checking all the boxes.

All potential elements with a stake in developing a DBH initiative need to

be identified. The landscape of elements then needs to be massaged into an
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understandable and manageable delivery mechanism. True integration devel-

opment must include all stakeholders, including private practitioners, with

something to offer toward such an initiative. The development of effective

horizontal and vertical network relationships between and among the federal,

state, tribal, local, voluntary, and private providers will be critical to a suc-

cessful initiative. Doctrine, policy, and guidance must be aligned and support

DBH integration into EM.

Following are some simple and concrete steps to help emergency managers get

started on integration.

1. Create a list of potential stakeholders, including private behavioral health

practitioners, voluntary organizations, and faith-based groups

2. Convene an introductory/brainstorming meeting; capture the behavioral

mental health resources each stakeholder can provide and how

3. Identify capabilities and gaps

4. Establish communications’ links and notification protocols

5. Establish a subcommittee of the stakeholders present to design a table top

exercise that tests what you have assembled

6. Review the results of the exercise with the stakeholders and draft DBH proto-

cols for inclusion in the emergency operations plan

DBH practitioners could follow the same six steps and initiate the outreach

process.

The program development will need to provide for a thorough assessment

process, matching needs to available resources, follow-up case work, and a

mechanism to assist those victims or workers who are detected in need long

after the disaster. The collaborative development of planning and prepared-

ness efforts is paramount to a successful effort. DBH integration cannot be

an exclusively consultative approach where one entity develops the guidance

and consults with the stakeholders to finalize the outcomes. The real test of

success will be whether the DBH initiative becomes an institutionalized part

of disaster response and recovery regardless of the disaster size or the juris-

diction experiencing the event.
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Chapter 7

What Can DBH Actually Do
To Make Emergency Managers
Jobs Easier?

April J. Naturale1 and Lesli A. Rucker2
1ICF International, Fairfax, VA, United States, 2Cenibark International, Inc., Richland, WA,

United States

Through a Disaster Behavioral Health
Lens

April J. Naturale

In the early years after 9/11, many government agencies stressed the need for

disaster behavioral health (DBH) interventions to be integrated with emergency

management (EM) planning and response activities. There was a lot of discus-

sion about this concept and some funding mechanisms even added a brief refer-

ence about requiring integration. However, they did not describe how it was

expected to be done, or by whom, thus responsibility remained largely unas-

signed. Many state disaster EM and behavioral health response coordinators have

worked toward this goal, as have regional and local governments. But it remains

a challenge. Like much of the disaster preparedness and response activities, local

communities are working to forge partnerships with those aimed toward the

same goal of supporting those affected by natural disasters, human caused acci-

dents, incidents of mass violence and terrorism. This chapter attempts to address

the various aspects needed for successful integration of DBH into EM.

CONSULTATION TO LEADERSHIP

As the psychological effects of disasters are second only to injury and death

(Center for Mental Health Services, CMHS, 2001), DBH subject matter experts
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can provide invaluable supports to EM staff starting at the highest level of lead-

ership in government and including the ground level Incident Command team

members. DBH consultation to leadership can have several foci including:

1. informing leadership of the types of responses to expect in grieving vic-

tim’s family members, those injured, and other directly affected commu-

nity members based on the size, type and scope of the event;

2. providing basic crisis intervention and crisis counseling techniques allowing

leadership to focus on rescue, safety and other urgent public health issues;

3. helping leadership to form the most effective risk communications and pub-

lic messaging that may assist in mitigating panic, lack of compliance with

safety instructions, and the development of serious mental health disorders;

4. conducting needs assessments to inform leadership of the most highly

impacted populations requiring priority attention and supports;

5. providing monitoring and surveillance assessing the psychological effects

of the events on their staffs determining who may be experiencing an

inability to function safely and effectively in their assigned roles.

Concerns for the mental health status of victim’s families and survivors

are at the core of the field of DBH. DBH specialists are well versed in asses-

sing and addressing victim’s families and other loved ones needs by:

1. helping organize safe spaces such as family assistance centers where fam-

ilies can obtain situational updates including information about the status

of their missing or injured loved ones, access resources to help with

disaster related needs (e.g., shelter, food, clothing, funds, etc.), and

receive DBH interventions such as psychological first aid;

2. collecting vital pre- and post-mortem data sensitively;

3. providing support for family members who are accessing services;

4. bringing homogenous groups (those survivors who have experienced sim-

ilar losses) together to support each other.

In every disaster, risk communications and public messaging are essential

tools for the response. This will be discussed in detail later in this section.

A disaster needs assessment is another tool that DBH staff can provide to

support the efforts of leadership to design and implement the most effective

disaster response program (United States Code 5121, 2013). Key partnerships

can include public health and mental health service providers, universities,

local and state governments, and the Federal Emergency Management

Agency (FEMA) (in a presidentially declared event). Note that the commu-

nity may already have a disaster response plan in place, and if so, the goal of

the needs assessment is to help hone in on the details as they relate to the

specifics of the particular disaster. The needs assessment looks at:

1. the size of the event (large/small geographic areas affected)

2. the scope (large/small numbers of people killed, injured, number whose

homes were destroyed or partially destroyed; business and infrastructure
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destroyed and those otherwise displaced from their homes or

communities)

3. the type of event (natural disaster that was forewarned giving people

time to evacuate versus a human caused explosion or terrorist attack that

occurred without warning to unsuspecting victims) and other high-risk

populations in the affected areas.

The needs assessment can help inform each aspect of the incident command

system-planning, operations, logistics, and finance/administration providing esti-

mates for creating a response that is appropriate to the effects of the disaster.

The needs assessment will be key in helping emergency managers deter-

mine if the required response can be managed by the community or if they

need to request help from neighboring communities, the state, or even the fed-

eral government. DBH services are mission-driven to address the unique

needs of those in the affected areas. Thus, staff are well versed in conducting

needs assessments via focus groups, existing public document review, door to

door canvassing, and telephone surveys. They can also participate in analyz-

ing how the results will inform the overall response plan. Working collabora-

tively, EM and DBH can plan where the most intensive staffing may be

required, which high-risk groups exist in which geographic areas and what are

the most culturally appropriate approaches for each. Collaborative efforts can

help to increase community and individual agency buy-in, which, in turn, can

ensure that survivor’s needs are identified and are more effectively addressed.

SURVIVOR STRESS

The reach of the psychological effects of many types of traumatic events is

much broader than solely victim’s family members, those injured, and those

whose home were damaged or destroyed (Briere & Elliot, 2000). The nega-

tive mental health effects can extend to friends, neighbors, and the commu-

nity at large especially in those incidents that are human-caused either by

accident or with malicious intent (Galea et al., 2005; National Institute of

Mental Health, 2002; Norris, Byrne, & Diaz, 2001).

Thus, family members of victims, those injured, and responders are popu-

lations considered at highest risk for negative mental health outcomes, par-

tially due to their usually high level of exposure to the incident, death,

injuries, and grief, as well as their capacity for empathy (Norris, Friedman,

& Watson, 2002a; Norris, Friedman, & Watson, 2002b). For some people

(particularly responders), their lack of recognition for the need or acceptance

of help can cause their distress to worsen over time and risk becoming

chronic (Fullerton, Ursano, & Wang, 2004). The research also indicates that

over time (e.g., as the timeframe moves toward and then past the first anni-

versary of the event), a percentage of victims directly exposed to the event

(30�40%), rescue workers (10�20%), and the general population (5�10%)

are at higher risk of developing a diagnosable mental illness (e.g.,
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posttraumatic stress disorder (PTSD)) or other diagnosable mental disorders

such as depression (Galea, Boscarino, Resnick, & Vlahov, 2002; Kessler,

Sonnega, Bromet, Hughes, & Nelson, 1996).

These mental health impacts are often psychologically denied in the general

population of those who have never seen themselves in need of mental health or

substance misuse services. Denying the need for behavioral health services has

historically been seen in the emergency response staff (Naturale & Pulido, 2012).

They may be at risk of losing their jobs if they access mental health services and

substance use and misuse has traditionally been an accepted part of the culture

(Fullerton et al., 2004). This denial can serve both as a strength that allows them

to continue working at their height of performance when needed in the acute and

immediate response. Often, as the response activities slow, the denial can be

problematic as it may prevent people from acknowledging and attending to the

negative physical and psychological consequences of chronic stress.

RESPONDER STRESS

Emergency managers in charge of the response and the field staff themselves

can experience a compounded negative impact when experiencing high levels

of pressure related to leadership responsibilities, exposure to life threatening

situations, seeing comrades injured or killed, seeing and hearing gruesome

events such as dismemberment, people screaming in pain and fear, handling

body parts, and recovering bodies in water (Leffler & Dembert, 1998; Marmar

et al., 1999). These experiences can worsen when staff members are addition-

ally stressed by the concern for their own family members, or when their own

homes and communities are damaged or destroyed as a result of the disaster.

EM, staff, and responders are typically part of a larger collective that cre-

ate tight, close knits teams as they work together in the recovery process and

when responding to events that directly affect them. They are often required

to make rapid adaptations to manage the changes in their perceptions and

in their sense of meaning and safety in the world around them. These adapta-

tions may appear similar to those in survivors. However, these workers are

different because of the necessity that they continue to do their jobs effec-

tively, often without having the time to give conscious thought to themselves

or their personal concerns (Stellman et al., 2008; Wee & Meyers, 2002).

The health and productive functioning of leadership at all levels of govern-

ment, EM, fire and rescue, law enforcement, EMTs, public health/medical staff,

crisis counselors, mental health staff, and other first responders is a priority con-

cern. Historically it has been presumed that disaster response leaders and field

staff have learned to be immune or at least inoculated against the negative men-

tal health effects of disasters, but more recent research indicate that they too

may experience direct or indirect exposure putting them at high risk of

experiencing traumatic stress (Fullerton et al., 2004), shared trauma (if they are

experiencing the same trauma as victim’s families and survivors) (Tosone et al.,

2003), and community trauma particularly in large-scale events.
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Friends and loved ones of the injured and other survivors, behavioral

health response staff, and responders may experience compassion fatigue

(CF) or secondary traumatic stress (STS). This is a phenomenon that can

occur when one is exposed to another’s trauma and fear, usually someone

they care about. In the case of responders, it could occur as a result of wit-

nessing the trauma or fear of someone whom they have helped. CF and STS

usually involves experiencing the same symptoms as the survivor them-

selves, and may be accompanied by extremes of fatigue, sadness and for

responders, and a loss of meaning in their work (Figley, 1995; Figley, 1999).

Experienced DBH specialists deployed alongside EM leadership, respon-

ders, and into the affected community can work collaboratively with EM to

provide the needed assistance to family members, the injured, responders in

the field, and leadership themselves. This relationship is likely most effective

when they already have a working relationship with EM leadership prior to

the event. Pre-existing relationships and an understanding of what each has

to offer can serve to provide the best and most effective disaster response

program that each person has to offer individually and as a team.

UNDERSTANDING THE BODY AND BRAIN RESPONSES
TO EXTREME SITUATIONS: WHAT IT MEANS FOR INTEGRATION

The psychological impacts of critical incidents, such as disasters, which are

sudden, unpredictable events that have a catastrophic or life-threatening

impact, create responses in the brain that significantly impact adaptation pro-

cesses. These include both conscious and unconscious thinking. It can extend

to automatic impulse, judgment, impulsivity, even in the most seasoned EM

staff. Instinct may be affected by a previous experience with a traumatic

event and the imprint that these events have left on the brain.

Everyone has traumatic imprints in their memory and often these imprints

or memories come flooding back when there are reminders or feelings simi-

lar to earlier trauma memory. The most recent research tells us that most of

the population has experienced at least one traumatic event by 18 years of

age (Centers for Disease Control and Prevention (CDC), 2014).

EM staff know the feeling of getting “pumped up” with the recognition

or even perception of danger and responding to the threat of injury or death.

This is often the result of long hours, days, and months in a highly dangerous

environment that keeps the person in a constantly “hyper-alert” state. Over

the long term, when a person who has experienced a stress response does not

engage in stress reducing or stress releasing activities, they can become ill as

a result, with cardiac problems, depression, anxiety, substance misuse, and

other health and mental health concerns (Stellman et al., 2008).

Our reactions can result in poor or dangerous behaviors in response to a

crisis. For example, a crisis or trauma survivor will often say, “I don’t know

what happened. I don’t even really remember. I just reacted.” Thus, while

these automatic reactions can serve to protect us against certain threats,
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many situations require a rapid, but more thoughtful evaluation. Anyone

exposed to a dangerous situation, including EM staff, may experience an

instinct to run, freeze (find they are unable to move), fight or even act dan-

gerously, if faced with imminent death or other threats.

Here is where DBH can be helpful. DBH specialists can work with EM

throughout all phases of a disaster to help with preparing for events and

responding with immediate on-site assistance. This can include guiding EM

staff in the development of cognitive tools to help them function at peak per-

formance, mitigate the build-up of stress, and offer additional crisis interven-

tion techniques to help EM staff to cope and control their reactions.

A brief example of the use of cognitive shifting in the field:

A behavioral health staff member came upon the scene of a disaster survivor

who was highly agitated and was focusing his anger on a nearby responder by

getting “in his face” and challenging the responder to hit him- and to fight him.

The disaster environment was particularly dire with many responders working

for days with very limited food and water and no rest due to a lack of sufficient

staffing. Survivors were criticizing responders and taking their anger out on them

despite the help offered by these hard working staff. Everyone was frustrated.

The responder stopped what he was doing and stared angrily at the survivor.

The behavioral health staff, staying a close but safe distance away, speaking

directly behind the responder, stated quietly enough for only the responder to

hear, “Tell yourself that you will stay focused on your job. This angry survivor’s

challenge is not worth losing your dignity or your job. You are here to help. Tell

yourself to walk away and get back to work.” While a supervisor or co-worker

may have been able to provide support to the responder in such a circumstance,

none were available to help. Behavioral health staff were on the scene and able

to support both the responder and then address the survivor directly as well.

Everyone who experiences a disaster will be impacted in some way

(Substance Abuse and Mental Health Services Administration (SAMHSA),

2015a; Substance Abuse and Mental Health Services Administration

(SAMHSA), 2015b). For some, responses can have profound and lasting

effects interfering with such things as their:

� sense of safety

� ability to control their emotions

� sense of who they are and their beliefs

� self-efficacy (their sense of their ability to take care of themselves)

� intrusive and/or disturbing memories

� relationships (the way they respond to people in their lives).

Many people become fearful that their responses mean they are becoming

mentally ill. One of the priorities for DBH responders is to provide psychoeduca-

tion to provide reassurance that many of these responses can seem like mental ill-

ness, but they are not the same and that they are expected to resolve in a

reasonable amount of time, especially with good social supports and coping skills

(Kaniasty & Norris, 1995; Norris & Kaniasty, 1996; Hamblen et al., 2009).
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DBH staff who work behind the scenes, and sometimes side by side, with

the EM staff can monitor workers to determine if they are functioning well

cognitively and if they are experiencing strong reactions that could poten-

tially create unsafe or even dangerous situations for other responders and sur-

vivors. Additionally, DBH staff can train EM Incident Command liaisons,

team leaders, and supervisors in using techniques to rapidly identify team

members who may be experiencing a serious stress or traumatic stress

response in several domains (such as physical, cognitive, emotional, behav-

ioral and spiritual). The following text box highlights examples of responses

that can interrupt or compromise the functioning of EM staff.

Negative Cognitive Reactions Can Create a Dangerous Situation for EM Staff

and Survivors.

Confusion and disorientation are particularly problematic as they can lead to

impaired thinking, judgment, and decision-making. Poor concentration, poor atten-

tion span, and impaired memory problems can inhibit EM staff from effectively

doing their jobs. These stress responses are sometimes difficult to self-identify.

An emergency manager acting as a commander or a team lead needs to be

able to recognize these problems in themselves immediately. Ideally, they

should collaborate with a DBH person they know and trust. This allows the

emergency manager to check-in when such problems arise and obtain help in

identifying the nature and severity of the difficulty. In most cases, workers are

just overwhelmed, exhausted, and in need of food, drink, sleep or just some

down time to repair their cognition. Identifying a trusted DBH professional prior

to going into a crisis situation can also serve to relieve an impaired responder

with minimal attention or stigma.

A good rule of thumb for all response personnel, including EM and DBH

staff, is to establish a “buddy system.” For each pair, if your “buddy” says you

need to take a break, you do not argue. You remove yourself, and then work out

what needs to be done in a confidential space. Typically, only when necessary,

the appropriate team lead or commander who has a “need to know” is apprised.

(Continued )
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(Continued)

The following tables are examples of what these responses can look like in

common terms.

Physical Domain Reactions

Faintness, dizziness

Hot or cold sensations in the body

Tightness in throat, stomach, or chest

Sudden sweating

Heart palpitations (fluttering)

Agitation

Nervousness

Hyper-arousal (easily startled by noises or unexpected touch)

Fatigue and exhaustion

Aches and pains

Gastrointestinal distress, nausea, constipation or diarrhea

Appetite decrease or increase

Changes in sleep patterns

Loss of interest in sex

Headaches

Lower immune function (including susceptibility to colds and illnesses)

Exacerbation of pre-existing health conditions

Cognitive Domain Reactions

Confusion and disorientation

Poor concentration/poor attention span

Impaired thinking, judgment, and

decision-making

Impaired memory

Disorganization

Sense of powerlessness

Complete or partial amnesia

Repeated flashbacks, intrusive thoughts and images

Obsessive self-criticism and self-doubt

Preoccupation with protecting loved ones

Questioning of spiritual or religious beliefs

Emotional Domain Reactions

Shock, disbelief, minimizing the experience

Anxiety, fear, worry about safety

Intrusive thoughts of the trauma (nightmares, flashbacks—feeling like the

trauma is happening now)

(Continued )
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(Continued)

Attempts to avoid anything associated with the event

Tendency to isolate oneself

Feelings of helplessness

Panic feeling out of control/need to control everyday experiences

Sadness

Grief longing and pining for the deceased

Feeling numb or detached

Disorientation

Denial

Feeling helpless, powerless, and vulnerable

Disassociation—feeling in a dream-like state

Outbursts of anger, rage, and desire for revenge

Irritable, short-tempered, and restlessness

Feeling hopelessness and despair

Blaming self and/or others

Guilt/shame

Unpredictable mood swings (such as crying then laughing)

Re-experiencing pain associated with previous trauma

Behavioral Domain Reactions

Sleep disturbances and nightmares

Jumpiness, easily startled

Hyper-vigilance/scanning for danger

Crying and tearfulness for no apparent reason

Conflicts with family and co-workers

Irritability

Angry outbursts

Fatigue

Unresponsiveness

Avoidance of reminders of trauma

Inability to express feelings

Hysteria or inability to control emotions

Diminished desire for activity

Using excessive sick leave

Isolation or withdrawal from others

Increased use of alcohol or drugs

Spiritual Domain Reactions

Questioning faith, a higher power, and beliefs

Challenging or anger at a higher power

Promising

Bargaining with a higher power

(Continued )
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(Continued)

Loss of faith/spiritual crisis

Sense of betrayal and unfairness

World feels unsafe

Separation from the rest of humanity

Loss of meaning

Realization of mortality

Withdrawal from faith and religion

Questions about good and evil

Questions about forgiveness

Redefining moral values and intangible priorities

Concerns about vengeance

In addition, for many disaster survivors, circumstances such as legal and

economic issues (e.g., ongoing interactions with insurance or legal entities

related to their involvement with the event) can add to stress and distress as

well as drain time and emotional reserves, resulting in an exacerbation of their

stress responses. EM staff too, can have the layered concerns of caring for their

own family and community members when their local community has been

affected by a disaster. Their work often mandates them to be in the field and

not attending to the needs of their family members as they would like. This is

an added stress that can be more difficult than the EM work itself.

Some survivors and responders have stress indicators that cross all of the

domains while others’ responses will only show up in one or two areas.

Many signs are tied to what is culturally acceptable. For example, many men

are taught very early in life that “men don’t cry.” Thus, despite great sadness

or depression, they might resist crying at all costs. This sadness will some-

times be concealed through anger, acting out, substance misuse, or silence—

all of which are more socially acceptable for men in most Western societies

and is historically, part of the responder culture. In some cultures, expres-

siveness is expected, or else one may be seen as inhumane-cold and uncar-

ing. People in expressive cultures may cry together, with some members of

the community being charged with wailing to ensure there is sufficient hon-

oring of a crisis, loss, or death. Still, across the globe, the human responses

to crisis are the same: these domains are seen in every culture but they may

just be played out differently by different genders, disciplines, communities,

or societies (Naturale, 2006; Stamm & Friedman, 2000).

The experienced and skilled DBH responders can act to provide the fol-

lowing information to those affected to help them understand:

� These responses are quite human and expected because these are reac-

tions rather than signs of illnesses.

164 SECTION | II Key Areas of Integration



� These responses will likely decrease with time and that most people will

return to their prior level of functioning or experience sufficient adapta-

tion to their disaster affected environment.

� Information about reaching out for assistance if distress remains and is

significantly bothersome and/or interrupts functioning.

� The reality that they may need more than crisis intervention services to assist

in the mitigation of the development of a diagnosable mental health problem

(in the cases of those at high risk who have been assessed for indications).

The provision of this type of information, while vital in helping support

and control extreme reactions in those exposed, is secondary to the issues of

immediate safety that the EM staff have to address. As psychosocial factors

are a priority for the DBH staff, they can help influence the emotional envi-

ronment and promote calm, provide reassurance, and help create a supportive

environment. This will relieve emergency managers from this task, enabling

them to focus on priorities of safety and security.

Another important aspect of how human react in the face of danger that is

important to note involves the part of the brain that processes and stores mem-

ories. During high stress situations, that area of the brain is essentially turned

off. As a result, memories of the traumatic event are retained in a very frag-

mented way, resulting in a lack of logical sequence or details. What tends to

be most easily recalled are traumatic sights, sounds, and smells that elicit very

strong emotion. Because of this, trauma survivors often have a hard time

retelling their experiences. This is very important in emergency situations that

are considered crimes and larger offenses, such as terrorism that involves vic-

tim interaction with the criminal justice system. Affected survivors may not

be able to explain or describe the event or their experiences in a logical way.

The importance and credibility of their telling of events should not be disre-

garded because of their sporadic or initial lack of clear memory.

DBH specialists can work with law enforcement to calm survivors,

decrease their stress responses, and help them to access whatever information

may be available to them of ultimate value to any criminal investigation.

These same problems around impaired thinking, decision-making, and mem-

ory can affect EM staff in high stress situations. DBH professionals can help

emergency managers by assisting them in mitigating, decreasing, and addres-

sing stress reactions. DBH techniques can help EM staff to focus and regu-

late their responses by making the cognitive shifts necessary to access the

information they need to do their job, react safely, and be able to report

events accurately.

RISK COMMUNICATION/MEDIA INFORMATION

Risk and crisis communication is discussed in detail in Chapter 11, Risk and

Crisis Communications, yet it is important to highlight in this chapter as
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well. In some disaster environments, public communications may be the only

intervention that is provided to the community. There are two types of public

communications that are as important as any other aspect of DBH services.

The first of these is public risk communications, which refers to the provi-

sion of information that tells the disaster affected community what the poten-

tial hazards or risks are that remain as a result of the disaster. This may

involve the lack of water, the loss of electricity in certain areas, or the risk

of exposure to viruses, disease, hazardous materials, or biochemicals

(Substance Abuse and Mental Health Services Administration (SAMHSA),

2002).

In such situations, survivors may create significant challenges for emer-

gency managers. These challenges can include demanding information, creat-

ing and spreading rumors, overwhelming police stations or emergency

rooms, and possibly delaying care for those with the most acute needs. Ill-

informed and highly agitated survivors can also cause disruption in the sup-

portive environment of the family assistance centers where family members

have gathered for a peaceful, private place to meet together and grieve.

Alternately, fear can cause survivors to avoid expressing their distress

and concerns, leaving them isolated (which can make their distress worse),

and inhibiting or delaying them from seeking behavioral health services

should their symptoms continue.

Planned, scheduled, and carefully designed public risk communications

delivered by leaders who have established legitimacy, especially emergency

managers, with confidence and caring, can reduce problematic responses to

difficult and highly emotional situations (such as reports of death, injury and

coping with the unknown). EM leadership through designated liaison officers

(from communications or operations command functions) can benefit signifi-

cantly from working closely with DBH specialists in this realm. Together,

they can carefully craft and properly deliver public risk communications

materials to identified populations, such as victim’s families, families of

missing persons, direct survivors, and the affected community at large.

Emergency management services (EMS) and DBH can also work with the

media to provide information and guidance, helping ensure that accurate

information is made available to specific and general target audiences in a

timely manner.

There is a high cost to be paid when accurate communications do not

take place. An example of flawed public communications (resulting in

increased fear and anxiety rather than decreasing it) was evident in the

Anthrax event of 2001, when misinformation was provided to the media and

postal workers who were given different medical treatment than what Senate

members received. The result was unrest, widespread anger, and perceptions

of racial discrimination around the inequality of treatment provided (Quinn,

Thomas, & Kumar, 2008).
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The second type of public communications involves the provision of psy-

choeducational information that helps survivors of disasters, responders, and

the general public to understand the nature and meaning of what they may

be experiencing. This includes factors such as the nature of the stress

response, the likelihood that these will subside over time without the devel-

opment of a mental illness, or receiving formal mental health treatment

(SAMHSA, 2015a; SAMHSA, 2015b). Psychoeducational information typi-

cally includes identification of what to expect in terms of basic responses

and simply-stated, practical coping tips to various high risk populations (e.g.,

children and their care-takers, frail elderly, or responders). This would help

them manage distress and provide a sense of self-efficacy that may facilitate

recovery (National Child Traumatic Stress Network (NCTSN) & National

Center for Post Traumatic Stress Disorder (NCPTSD), 2005). Targeted and

normalizing messaging can reduce stigma associated with behavioral health

problems. An additional suggestion includes the use of a disaster or crisis

hotline or other resource that leads to more information. Including this infor-

mation provides an opportunity for the public to ask questions or find out

how to access a referral. These services can strengthen psychoeducational

messaging and facilitate treatment when indicated.

Comprehensive media plans can be a highly effective component of a

comprehensive behavioral health response plan serving to provide the mes-

sages of support, hope, recovery, and resiliency, as well as information about

accessing available hotlines and referral resources (Norris et al., 2006).

There are several good examples of sound media strategies, such as during

the aftermath of 9/11 in New York City where various commercials for the

DBH response program tailored to specific high-risk populations (e.g.,

responders, children and parents, and elderly survivors) increased the calls to

the crisis counseling program’s hotline, as suggested in the messaging

(Draper, McCleery, & Schadle, 2006).

New York 9/11/01 media campaign Ad aimed at seniors.
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New York 9/11/01 media campaign Ad aimed at caregivers of children.

Callers expressed that the messaging in the commercials was helpful and

made them feel like they were not “crazy” and that they were not alone.

Fortunately, it is increasingly common in large disasters to find DBH specia-

lists integrating with EM leadership to develop comprehensive media out-

reach messaging to help provide support and link survivors with appropriate

resources.

DBH involvement in the development of media messaging can ensure

that messaging is appropriately targeted, addresses the needs of the affected

community, and “does no harm.” For example, some media messaging can

include information, images, or sounds that can “trigger” survivors and their

family members. “Triggering” means that the person who experienced the

original trauma can be brought right back to the same negative feelings they

had at the time of the incident by seeing, hearing, smelling, or somehow

being reminded of the trauma. Military members and their families too com-

monly report this phenomenon in the context of PTSD: “I felt like I was

right back at the front, seeing my buddy get blown apart, hearing the

screams, and smelling the smoke.” Sometimes, media triggers can be so

strong that some people can suffer the intense trauma responses similar to

being physically present when seeing an incident on television (Dugall,

Berezkin, & John, 2002).

The 9/11 media plan specifically included EM responders as one of the

targeted groups for the messaging in order to acknowledge their concerns as

well as offer support (Fig. 4). As a result, many responders and their family

members contacted the disaster hotline to access resources for themselves

and their children.
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New York 9/11/01 media campaign Ad aimed at responders.

The psychoeducational messaging developed by the Massachusetts Office

for Victim Assistance (MOVA) in response to the Marathon bombing terror-

ist attack was aimed at the general population. This included people from all

over the state and the country, since many of whom participated in the

Boston Marathon were from a large number of varied locations. Many others

witnessed the bombing live on television. The “Boston Strong” tag line and

“strong” theme was seen as a positive public message in many communities

along with variations (e.g., “Boston’s Getting Stronger,” “Boston’s Still

Strong,” and “Boston’s Strong When We’re Together”). After conducting a

needs assessment, MOVA created additional messages to address the con-

cerns from survivors who reported that they did not feel strong and did not

want to feel like there was something wrong with them because they were

still suffering. Many EM staff also reported that they felt like the media mes-

sages applied to them and that it was helpful too for their family members to

hear about what the experience was like for their loved one. A media cam-

paign by MOVA, called “AskMOVA,” stated that “reactions to violence are

normal” and encouraged the public to “know the signs of trauma” as a means

to normalize the distress many were still feeling, along with providing a

website and hotline number to call for more information (L. Lowney, per-

sonal communication, July 12, 2016).

Massachusetts office for victim assistance media campaign.
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Spontaneous survivor response message.

Providing psychoeducational information that reassures people in the

affected areas that having distressing responses to a disaster are quite common

and can serve to decrease concerns that there is something wrong with them

or that they are alone in their feelings. Effective messaging can also reassure

people that their distress is likely to be short-lived and that the symptoms will

subside over time, especially by using simple coping skills. These skills might

include elements such as reaching out to social supports, talking to people

who are willing to listen, understanding and accepting how the survivor feels,

and practicing gentle exercise and breathing techniques. DBH professionals

can provide assistance to EM staff to tailor messaging that can speak directly

to the EM staff as well as survivors and the general public.

Various modalities can be used to distribute DBH information, including:

� television commercials which have the capacity to reach the largest num-

ber of people in the general public;

� radio advertisements which are accessed by varied cultures speaking lan-

guages other than English or aimed at a specific homogenous group;

� print advertisements which serve to provide resource information;

� pamphlets and brochures which are useful for situations where it is neces-

sary to leave information for reference at a later time or during commu-

nity meetings and gatherings that do not allow a sufficient amount of

time for personal exchange.

Social media has become a necessary mode of communicating with youth

as well as with adults across the age and gender spectrum. As social media

use has increased in the past decade, the field of EM has embraced its popu-

larity using texting, blogs, websites, and smartphone apps to provide pre-

paredness information, emergency alerts, and instructions as to how to be

safe and stay in touch with loved ones in an emergency. Substance Abuse

and Mental Health Services Administration’s (SAMHSA) Behavioral Health
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Disaster Response App has been developed to provide quality support to sur-

vivors by both survivors and responders. Users can navigate pre-deployment

preparation, on-the-ground assistance, post-deployment resources, and can

also can share resources, like tips for helping survivors cope, finding local

behavioral health services, and self-care support for responders (Substance

Abuse and Mental Health Services Administration (SAMHSA), 2014).

EM staff can work closely with DBH professionals to create and deliver

media messaging as a means of expanding their efforts to provide informa-

tion and support to survivors. This can be accomplished by referring to exist-

ing public messages, distributing informational brochures, providing

information about accessing the social media sites and apps that are engaging

survivors in dialog around preparedness, awareness, and communications

during times of disaster.

TRAINING AND EDUCATION

DBH is a unique sub-discipline of mental health with a strong focus on normal-

izing and not pathologizing the typical stress reactions of survivors. This is

quite different than what traditional mental health and substance abuse service

administrators require of skilled providers. Typically, mainstream work in

behavioral health requires rapid diagnosis of an identifiable disorder (often for

reimbursement purposes as well as treatment planning) and implementation of

a treatment plan as soon as possible. With the recent initiatives in the mental

health field to create trauma-informed providers, many mental health profes-

sionals mistakenly believe that because they have learned about implementation

of trauma-informed care, they can apply psychodynamically based principles to

disaster response work. For this reason, DBH service delivery plans should

include training requirements for providers to assure that appropriate crisis

response counseling and disaster-specific interventions are being used at vari-

ous phases of the response and recovery and that interventions are applied in a

consistent manner (Young, Ruzek, Wong, Salzer, & Naturale, 2006).

DBH should also be a segment of EM staff training to assure that they

are well informed of the DBH specialists’ role and know the variety of roles

DBH staff can play. Examples include:

� Addressing various levels of distress in the affected population.

� Monitoring and surveying the affected areas while being ready to inter-

vene with survivors whose distress levels are severe or interruptive of

safe and effective rescue and recovery operations.

� Supporting emergency managers as they interact with victims and survi-

vors and being ready to help with necessary interventions and resources.

Conversely, as discussed in detail in other chapters, DBH staff needs

training and education in the roles, structures, terminology, and culture of

EM. Clearly, training and education is a two-way street.
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Providing what is referred to in the field as psychological first aid (PFA)

is an increasingly popular approach for many who have experienced highly

stressful or traumatic events and may be helpful training for emergency man-

agers. Basic PFA training can be easily and efficiently provided to emer-

gency managers at no cost via web-based training. This training will also

provide EM staff with an enhanced understanding of the role of DBH profes-

sionals, such as assisting rescue and recovery efforts by addressing the dis-

tress responses of the survivors and their families. The training will also

provide EM staff the skills to address survivors and family members when

necessary, in a manner that is neither a formal clinical approach nor does

harm (Young et al., 2006).

Many DBH staff receive additional training in a number of interventions

that can assist in performing their functions in areas such as:

� Monitoring and surveying disaster survivors, responders, and their loved ones

� Helping support those who are grieving

� Creating outreach strategies

� Making referrals for services and/or treatment

� Providing more intensive interventions as appropriate.

Specifically, this type of trainings may include but is not limited to:

� Assessment

� Suicide prevention

� Stress management and self-care

� Talking to children about traumatic events

� Grief and bereavement

� Survivor guilt in a post-disaster environment

� Substance misuse and abuse

� Working with high risk populations

� Building resiliency

� Cognitive behavioral therapy (CBT) for post-disaster distress

� Trauma-focused cognitive behavioral therapy (TF-CBT) for children and

parents

� Prolonged Exposure/stress inoculation

� Eye movement desensitization and reprocessing (EMDR).

Several of the intensive treatments noted above, specifically CBT, TF-

CBT for children and parents, prolonged exposure and EMDR, are special-

ized, short-term treatment modules delivered in an average of 8�10 sessions.

They have been used with EM staff to assist with continuing distress symp-

toms related to working in or witnessing a traumatic event (M. Freire, per-

sonal communication, June 14, 2016). These interventions have been well

received by emergency managers due to their focus on the current symptoms

rather than past familial or relational issues, their short duration, and their

level of effectiveness in helping staff get back to their jobs.
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PROGRAM EVALUATION, MEASUREMENT,
AND MONITORING

Documentation of interventions with survivors by the DBH service providers

needs to be collected in a manner that maintains confidentiality and accu-

rately records (coded) identification and demographics of the recipient. This

generally includes items such as:

� Demographic information

� Screening scores

� Referral details

� Determination of acceptance by the recipient

� Record of all service provided with the dates and results

� Any follow-up interactions conducted.

In Presidentially-declared disasters, this information is used by FEMA

and the Substance Abuse and Mental Health Services Administration

(SAMHSA) to improve the design and implementation of their DBH sup-

ported activities. It also informs both funders and program leaders so they

can determine where to focus service delivery for which population at each

phase of the disaster response.

Confidentiality of information is an important consideration to both emer-

gency mangers and DBH service providers. Both parties have a legal and eth-

ical need to appropriately protect certain types of information. At the same

time, effective integration of effort requires regular and ongoing information

sharing. This has been an area where EM and DBH have had differing views

and sorting out those differences has sometimes resulted in valuable time lost

and distraction from other priorities. Both EM and DBH will benefit if, before

an event, they agree on the specifics of what information can/cannot and

should/should not be shared, by and with whom, and for what purposes.

Sound documentation of the interventions provided to EM staff, while

respecting confidentiality can be a significant help in program debriefing and

review activities, developing lessons learned reports and improving future

responses. While respecting appropriate confidentiality, sharing aggregate

DBH documentation can help identify trends in complex EM issues specific

to a particular event types (e.g., flooding vs tornadoes), staffing concerns,

roles and responsibilities, time management and staffing levels.

TRACKING, DOCUMENTING, AND PROJECTING
BEHAVIORAL HEALTH CONSEQUENCES

The EM incident action plans (IAP) can help inform the DBH staff of the

numbers of survivors and family members that EM staff have engaged with

and who may need immediate or priority attention. The IAP may also be
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used to help DBH staff plan for monitoring of EM staff and their responses

to a particular incident.

DBH goals, completed activities, planned activities, and the resources

brought to the response may assist emergency managers in providing a more

comprehensive reporting on the IAP. Some examples of the types of DBH

activities that can be integrated into EM plans to assist EM staff include:

� identifying the DBH liaison for EM staff to refer survivors

� family members or responders in need

� providing the number of DBH staff assigned to the incident

� identifying the number/percentage of survivors who have been paired

with DBH staff and those who are still outstanding/waiting for services

� describing what resources and referrals are available so that EM staff can

appropriately refer if necessary.
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Through an Emergency Management
Lens

Lesli A. Rucker

INTRODUCTION

What are the benefits of incorporating disaster behavior health professionals

(DBHPs) in response and recovery operations and how does doing so make

an emergency managers job easier from an EM perspective?

Before answering this question, there needs to be a distinction in the use

of the title emergency manager and how it is applied. Typically, when you

hear someone is an emergency manager, you think of a person, elected or

appointed, at the local city/town, township/county, tribal, state, or federal

level. Day-to-day responsibilities of the emergency manager involve coordi-

nating and overseeing EM planning and exercising, implementing programs

and activities, and leading response and recovery efforts. For the purpose of

this discussion, the distinction of emergency manager is broadened to include

anyone that has a role in the coordination, planning, exercising, educating,

and implementing EM plans, programs, and activities at any level before, dur-

ing, or after a disaster event. This includes individuals whose emergency

manager role is as an additional duty, reassignment, or specifically hired in a

temporary, part-time, or full-time position. Responsibilities may be broad

based or singularly focused. Therefore, anyone with EM responsibilities that

either directly or indirectly impact individuals and families have something to

gain by incorporating DBH considerations into the decision-making process.

Just like people, neighborhoods and communities have their own unique

characteristics and personalities. How adverse events affect individuals and

families living in those neighborhoods and communities will differ.

Although the basic cause and effect may be the same (e.g., flood waters

impacting homes and businesses), how communities plan for, respond, and

recover from these events is unique to the individual community and those

individuals and families in the community. Behavioral health professionals

can help emergency managers understand these unique characteristics and

personalities. Emergency managers will benefit from this understanding as

they consider and tailor specific response and recovery actions and activities.

Timely, effective, and efficient response and recovery are operational goals

for any emergency manager following an event requiring response and recov-

ery. On any given day, emergency managers are faced with events and success-

fully achieve these operational goals. What happens, then, when an event

exceeds the responsible EM capacities? Depending on the size and scale of the

event, EM support may be required beyond the affected jurisdiction, relying on
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outside resources from neighboring jurisdictions, state and federal agencies,

relief organizations, and the private sector. With this outside support comes the

increased need for an understanding of the affected entities’ character, culture,

and anticipated behaviors to aid in making decisions that are timely, effective,

and efficient in a compressed timeframe.

TOPIC AREAS

The following six topic areas illustrate the ways emergency managers benefit

by incorporating DBH into response and recovery operations. The topic areas

include:

� Awareness and Understanding

� Messaging

� Operations

� Sheltering

� Strategic Locations

� Program Implementation.

Awareness and Understanding

To facilitate the delivery of assistance it is important to gain awareness and

understanding of a community’s complexities. Regardless of location or size,

reactions and actions to an event will vary. Working with DBHPs to increase

emergency managers’ awareness and understanding of the intricacies of the

affected communities and neighborhoods will support emergency managers

as they move through the various response and recovery operational phases.

Following are some examples where having better awareness and under-

standing can assist the emergency manager.

No Trust in Government

In the emotionally charged aftermath of a disaster, there can be a lack of trust in

the government. There may be a perception that information gathered may be

utilized for other purposes than relief efforts. If perceptions such as this exist,

individuals in need of assistance may not come forth and avail themselves to

what is being offered. The perception may be perpetuated and, as such, an atti-

tude of mistrust may prevail in the community. Working early on with DBHPs

to understand these existing or developing perceptions, emergency managers can

develop and implement strategies for addressing these misperceptions. Energy

and focus can then be put toward the ongoing response and recovery efforts.

Fear of the Government

There is any number of reasons individuals and families may have a fear of

the government. Understanding those fears will assist emergency managers
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in determining how to best communicate and provide assistance. The earlier

in an operation the understanding that fear exists, to include the basis of the

fear, the easier it is to determine how to communicate and provide assis-

tance. As an example, individuals legally present, such as agricultural work-

ers, may fear their credentials will be revoked and they can no longer remain

in the United States. There may be a need to work with an entity sponsoring

workers to determine if assistance is required and identify ways to provide

assistance to the sponsor or directly to the workers. Individuals may remain

in unsafe and/or unhealthy situations due to a real or perceived fear. For

example, an individual or family staying in a damaged property on a leased

site may not vacate the site for fear their lease will not be honored if they

leave the property. In this instance, losing their lease means nowhere to live

in a limited, affordable housing area. Working with DBHPs to identify exist-

ing and developing fears allows emergency managers to develop and imple-

ment strategies to address and reduce the fears. Addressing the fear early

will keep the fear from spreading, save time, and allow emergency managers

to focus on the delivery of assistance.

Community Leadership

DBHPs can also provide an awareness and understanding of respected com-

munity leadership, not only of a political nature but also community and

social leadership. Understanding the leadership dynamics within a commu-

nity provides the opportunity to move the community forward in the

response and recovery efforts avoiding loss of time, ineffective efforts, and

delays in the delivery of assistance, as well as the opportunity to incorporate

community leaders as stakeholders.

Community Diversity

Communities throughout the country are made up of people from different

cultures and backgrounds. Working with DBHPs to understand and become

aware of a community’s diversity following an event aids in effectively com-

municating and implementing the provision of assistance. For example, a

community with a neighborhood made up of individuals and families from a

country where there is a significant housing shortage. They are legally work-

ing in the United States and living in housing units that may be one-, two-,

or three-bedroom unit with 10 or more adults sharing the one unit. Although

the living situation is perhaps not typical in the United States, understanding

this situation early into the operation allows emergency managers the oppor-

tunity to evaluate resource needs and communication methods that can reach

all affected by the event. In this example, in assessing required resources, it

is important to be aware and understand these dynamics as the number of

damaged structures may not equate to the number of individuals and families

requiring assistance. This is particularly important when temporary housing
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resources are limited and emergency managers are determining ways to

create temporary housing.

An additional example would be a multi-generational area or neighbor-

hood where families have lived for years and real property has been passed

down generation to generation. Proving who actually owns and maintains the

property may become an issue. Not addressing an issue such as this early on

will result in contention, confusion, and frustration as assistance programs

with proof of ownership requirements are implemented. In this instance,

being aware and understanding the situation early can allow program

managers to put in place specific processes and procedures to address legal

ownership documentation.

Questions Versus Statements Posed as Questions

Throughout the response and recovery process meetings involving the public

may be held to discuss any variety of topics: operational progress of an

event, specifics of any given program, explanation of decisions. Community

meetings for any number of reasons may be emotional, energy charged and

confrontational. The reason behind these emotions may have nothing to do

with the topic being presented. However, the forum provides an opportunity

to release frustration and anger and be heard. Individuals may be asking

questions, but in reality they are making a statement posed as a question. In

that instance, while no specific response is necessarily required, a simple

acknowledgment may suffice. DBHPs awareness and understanding of the

current state of the community can help with the preparation for these meet-

ings, suggestions for conducting the meetings, informal interaction with

attendees at the meetings, and help to support and provide feedback on com-

munity reaction. Working together, the DBHPs can help those conducting

and presenting at meetings understand the root of emotions that may emerge,

how best to address statements posed as questions, suggestions for conduct-

ing productive meetings and strategies for addressing and achieving positive

meeting outcomes. The behavioral health staff can also interact directly, but

informally, with attendees. Chapter 11, Risk and Crisis Communications, dis-

cusses further how DBHPs can assist emergency managers with preparing

for and understanding the psychosocial dynamics of meetings that have

potential for being emotionally charged.

Perceptions

There is any number of possible perceptions that develop following an event.

Individuals may be too proud to avail themselves of the assistance being

offered. Individuals from a specific area believe that assistance is not being

provided to their area and that another area is receiving preferential priority.

There have been instances where elderly recipients have not wanted to apply

for aid as they are worried their children or others need the funds more than
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they do, or they are worried the funds are going to run out. Similarly, recipi-

ents receiving assistance, however, do not cash their assistance check for the

same reason. In addition, emergency managers who are responding to and

assisting with recovery from an event, at all levels, may bring their own per-

ceptions of what needs to be done, how it needs to be done, who needs to be

involved, and when something needs to be done. Working together, emer-

gency managers and DBHPs can identify, understand, and determine the best

communication strategies and methods for addressing individuals, organiza-

tions and agencies misperceptions. By dispelling inaccurate perceptions, both

internally and externally, emergency managers are able to address other

emerging issues and focus on the delivery of assistance.

Messaging

As response and recovery operations move forward, relief activities and pro-

grams are initiated and a wide array of assistance is made available and pro-

vided. If an event is federally declared, federally-funded recovery programs

may be authorized and implemented. These programs fall under federal law

and regulation1 and have very specific criteria for recipient eligibility. States

and tribes may also administer or have their own disaster aid programs with

specific criteria for who may apply for and receive the assistance.

Additionally, not-for-profit organizations, private sector assistance, and

insurance proceeds may also be available with specific recipient require-

ments for eligibility to receive funds and for making claims. With the myriad

of available assistance, what assistance is available and who qualifies for the

assistance can become confusing. Misunderstandings and misinformation

develop and emerge. When today’s reality of instantaneous communication

is added to the mix, inaccurate and incorrect information can spread very

quickly. In the absence of information, people will fill in the gap whether or

not the information is true or accurate. As misinformation and negative per-

ception develop and grow, the more time emergency managers spend addres-

sing the emerging issue, taking personnel and time away from program

delivery. DBHPs working with program managers can help to identify misin-

formation and negative perceptions developing within the community.

Working together, the DBHPs and emergency managers can determine the

best methods for clarification, correction, and dissemination of information.

This includes not only the method, but also the message itself.

1. Code of Federal Regulations, Title 44, Emergency Management and Assistance, Chapter 1,

Federal Emergency Management Agency, Subchapter D, Disaster Assistance, October 1, 2002.
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Operations

As events unfold and grow, so will the need to expand emergency operations

in response to the scale of the event. With this expansion comes the require-

ment to staff a multitude of positions and, in the case of large-scale events,

expand to a 24 hour operation. The staff for these positions comes from a

variety of sources: internally from responsible agencies or organizations,

neighboring jurisdictions, mutual aid agreements, EM assistance compacts,

federal agencies, and those hired locally. Individuals may be brought in from

locations all over the country. As the operation continues to grow and the

event moves through simultaneous response and recovery phases, decision-

making is made in a condensed time frame. The number of emergency man-

agers who have specific experience and knowledge of the affected areas

characteristics, culture, and politics becomes diluted, thus increasing the

need to include local DBHPs into the operation. It is important to coordinate

and integrate DBHPs into the decision-making processes as soon as possible

as operational objectives, strategies, tactics, and plans are being determined

and implemented. Operational benefits for emergency managers include less

duplication of effort, informed decision-making and maximization of limited

resources.

Sheltering

As response and recovery operations go forward, the congregate sheltering

requirement shifts from an immediate need to provide a safe secure location

for individuals and families evacuated and/or dislocated from their homes to

a need for individuals and families to transition out of the congregate shelter.

Shelter occupants may go back to their homes, apply for and access disaster

related housing programs, utilize personal insurance funds, or make alterna-

tive arrangements with friends, families, and acquaintances. Some of the cir-

cumstances that may be encountered during the transition to closure and how

DBHPs can help emergency managers follow:

Internal Shelter Dynamics2

Those experienced with shelter operations understand that a variety of

dynamics may develop within a shelter. Shelter occupants may not want to

vacate the shelter, as they believe they will soon be returning to their home.

They may also want to stay, as they have come together as a community

within the shelter and they do not want to leave this newly formed commu-

nity. DBHPs can help with understanding these dynamics, such as what it

means to the shelter operations and how to best address these dynamics to

2. For additional information regarding shelters contact the American Red Cross. http://www.

redcross.org.
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help facilitate successful shelter transitions. Emergency managers can then

focus their attention on other operational priorities.

Prioritization

Local, tribal, and state officials, including the Governor’s or Tribal Leader’s

office, may be asked to establish priorities for who will receive a specific

type of assistance. For example, it may be required to prioritize which shelter

occupants will be the first to be offered limited transitional or short-term

lodging resources. The DBHPs can assist in the development of a well-

thought out strategy for prioritization that will help facilitate a smooth,

acceptable transition. Integrating DBHPs as soon as possible in a disaster

operation means familiarity with the overall operation, not only singular

issues and priorities. By being included in briefings, meetings, and discus-

sions throughout the operation, the DBHPs will have a better understanding

of the very dynamic and rapidly changing operational goals, objectives, and

priorities.

Transitional and Short-Term Housing Assistance

In large disaster operations, the demand for transitional and short-term hous-

ing assistance may be immense. The shortage of short-term housing solutions

may require emergency managers to come up with creative alternatives.

Although on the surface these alternatives may seem reasonable to the emer-

gency managers, the shelter occupants may not be so accepting of the

resource. An example of a solution that on the surface seemed straight for-

ward, required a significant amount of time, communication, funds, and

energy to implement involved a cruise ship.

A cruise ship was brought in to house individuals and families living in a

congregate shelter. A priority was established for the ship to first house older

adults and families with young children. The nearest accessible port was in a

neighboring state. The ship was brought in and the priorities were

announced. The reaction from the shelter occupants was unexpected to those

who were not experienced with shelter operations. Hardly any of the occu-

pants wanted to leave the shelter. In the days that ensued to sort out con-

cerns, it was discovered people did not want to be located several hours

from their community, and others thought the ship was going to go set out to

sea once they were on board. Those without transportation were worried

about how they were going to get around. Some parents were worried about

schooling for their children and wanted to remain in their community, albeit

significantly impacted, for when school reopened. The sheltering plan

that was developed and put into place was very comprehensive and included

a variety of counseling support to include disaster mental health counseling.

Having DBHPs integrated throughout a shelter operation will help EM at all

levels to understand how transitional and short-term housing alternatives
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may be received. DBHPs can also aid in determining strategies for present-

ing and implementing this type of nonconventional housing resource from

concept to closure. For emergency managers, an effective, efficient, strategy

will help alleviate fears, maximize resources, and move individuals and fam-

ilies into an improved situation.

Closing a Shelter

There comes a time when it is time to close shelter operations. Shelter occu-

pants may return home, move in with family and friends, receive additional

living expense funds from insurance, be provided with a form of temporary

housing assistance, or locate a permanent housing option. Moving the

remaining occupants out of the shelter(s) may be a challenge. Those remain-

ing may have been homeless prior to the storm, are afraid to apply for assis-

tance, may not qualify for housing assistance, and as such present a

challenge for shelter closure. Working with shelter managers, local DBHPs

familiar with the area, and emergency managers a plan can be developed for

how to transition remaining individuals out of the shelter. A well-planned

transition will not only be of benefit to emergency managers, focusing on

emerging issues, and continuing operational priorities, but it will also benefit

shelter managers and shelter occupants with a smooth transition to closure.

Strategic Locations

To provide a variety of services, such as information dissemination, com-

modities distribution or provisions of assistance, publicly accessible mobile

or fixed sites and centers will be identified and established. If there is not an

awareness of the dynamics of a community, sites and centers may be estab-

lished in less than optimal locations. Individuals may not go to the location

due to social, cultural, or historic divides that are largely invisible to outsi-

ders, but are very real to the individuals within the community. Individuals

from one area will not conduct business or go to a neighboring area, even if

it is just across the street. The location is out of the way or unknown, so indi-

viduals may have a difficult time finding the location. The site or center

location is important to reach the total population, those affected may have

specific transportation, communication, and/or access needs. For emergency

managers, establishing sites and centers that will not be accessed or utilized

to their maximum may require the site or center to be relocated or closed,

and as such result in a loss of valuable time, energy, and expending of

resources—including people, materials, and dollars.

In addition to the intended purpose, these locations may serve unintended

purposes, such as central gathering points for those affected or become cen-

tral meeting sites to gather information and answer questions. DBHPs can

help to identify the significance of these unintended purposes and work with
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emergency managers as they determine a site or center’s purpose, importance

and timing for closure.

Program Implementation

Following an event, and in particular an event that has significant impacts

such as loss of life and high degree of destruction, numerous programs will

be authorized and implemented from the federal, state, tribal, and local gov-

ernments. As assistance programs are authorized and implemented, program

managers will encounter a variety of challenges working with individuals

and families as they go forward with program implementation, delivery, and

closure. Working together, DBHPs and emergency managers can develop

and implement strategies that will not only benefit emergency managers but

also those impacted and receiving assistance. How working together can be a

benefit is illustrated below:

Interim Housing Solutions

In large events, in addition to financial assistance to rent alternative housing,

there may be a requirement to create temporary housing solutions. One solu-

tion to a lack of post-disaster housing is to bring in manufactured housing

units. Use of the temporary housing units may be provided for up to 18

month or longer.3 Along with providing a place for individuals and families

whose homes have been destroyed a temporary place to live, often perceived

or real concerns from past events emerge. If these concerns and fears are not

adequately addressed, it may delay the timely provision of the temporary

housing assistance. Partnering with DBHPs emergency managers can antici-

pate, eliminate, or lessen the stress, and concerns prior to them becoming

larger and impacting the delivery of assistance.

Property Acquisition and Buy Outs

Following an event, funds may become available for property acquisition or

buyouts. Local officials make the difficult decision to apply for and imple-

ment a program to remove properties from hazard situations. These decisions

may be met with skepticism, unease, and criticism. They may reflect long-

standing concerns regarding social justice and, as mentioned earlier, distrust

of government. With limited funding, one family’s home is bought out; how-

ever, the property nearby is not part of the buyout. This may create a resent-

ment as the neighbor(s) might ask, “why did they get it and I didn’t?”

Homes and land holdings may have strong symbolic values, reflecting family

3. Code of Federal Regulations, Title 44, Emergency Management and Assistance, Chapter 1,

Federal Emergency Management Agency, Subchapter D, Disaster Assistance, Part 206-110,

October 1, 2002.
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and community history. This may make emotional responses seem out of

proportion to the decisions/actions at hand. Working with DBHPs will not

make these decisions easier; however, they may be able to help emergency

managers appreciate the psychosocial dynamics involved, develop strategies

regarding how to best present the program, and provide perspective and

assistance throughout the numerous steps of the process.

Rebuilding

As rebuilding begins following an event, building permits are going to be

required prior to beginning construction/rebuilding projects. In instances

where significantly damaged properties are located in a special flood hazard

area, as part of the permitting process, there may be a requirement to elevate,

or otherwise flood proof, the home. As a condition of funding, there may

also be specific requirements, such as to purchase and maintain flood insur-

ance. Even in non-flood events, there may be specific requirements due to a

properties location in a flood hazard area. As the rebuilding process goes for-

ward and these requirements become known, emotions can run high espe-

cially if rebuilding in certain areas is significantly restricted. Working

together, emergency managers and DBHPs can help local officials, program

managers, and the community understand requirements, decisions, and pro-

vide support going forward with the rebuilding process.

Redevelopment

Communities will be faced with a number of post-disaster, redevelopment

issues, such as land use, location/relocation of public infrastructure and facil-

ities, economic redevelopment, permanent housing solutions, and restoration

of health and social services. Developing and implementing post-disaster

redevelopment plans is an all-inclusive process, involving not only emer-

gency managers and DBHPs but also local officials, community stake-

holders, and the general public. Redevelopment planning is locally driven

requiring leadership, participation, and commitment. As with the rebuilding

process, emotions can run high, particularly when not everyone in the com-

munity may be accepting of the redevelopment plans. DBHPs can assist with

the overall planning process, as well as helping in understanding the specific

health and social services issues and impacts of the redevelopment plans.

BENEFITS TO EMERGENCY MANAGERS

The benefits of incorporating DBHPs in pre-event planning, exercising, and

post-event response and recovery, including long-term recovery, are that the

emergency manager’s job will be made easier to include time and energy

savings and improved efficiencies and effectiveness in the delivery of assis-

tance. Additional benefits include:
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� Understanding of how the two disciplines, EM and DBH, fit together and

support one another.

� Early issue identification and resolution.

� Communication efficiencies.

� Distribution of quality information.

� Identification, understanding, and resolution of real or perceived assis-

tance barriers.

� Limiting duplication of effort.

� Informed decision-making.

� Maximizing efforts in the successful implementation and delivery of

assistance.

� Making the most of limited resources.

� Smoothly transitioning between operational phases.

Disasters are change-makers, and no amount of money or technology will

bring individuals, families, neighborhoods, and communities back to exactly

the way they were pre-event. Working together BDH professionals can not

only make the emergency manager’s jobs easier, but also make it an easier

road to travel for those impacted.
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Making Integration Work

April J. Naturale

Many organizations use formal programs to help them assist their employees

with individual/family and community events involving concerns such as sui-

cide, domestic violence, substance misuse, sudden death, and disasters. The

disaster field itself needs a comprehensive implementation strategy to integrate

behavioral health into its overall plan of response. This strategy should become

part of the disaster and EM organizational culture that is implemented from the

top down with modeling, encouragement, and support for the activities targeted

to each population that may need general or specialized attention. These

include but are not limited to victim and survivor family members, those

injured, witnesses, and members of the general population who are experienc-

ing severe levels of stress, physical exhaustion, and even re-traumatization.

A plan to address these issues should include provision of information,

education, assessment, and, where necessary, disaster-specific interventions.

Such interventions can mitigate the development of consequences such as

(US DOJ/OVC & CMHS, 2004):

� Prolonged mourning

� Physical and mental exhaustion

� Substance misuse

� Aggravation or exacerbation of health problems (which often result in

greater health care utilization)

� Poorer quality of life and relationships

� Job and/or school-related problems and on both individual and commu-

nity levels

� Higher long-term disability costs

� Increased personal and financial burdens

Emergency managers will find that DBH staff are more accepted and

welcomed because of the legitimacy that emergency manager leaders bestow

upon them and when they are included in all communication as well at the

Incident Command Center, Family Assistance and Information Centers, and

in the respite sites for responders. If the behavioral health staff can blend

more easily with all of the emergency response staff and survivors, they are

more likely to be approached as part of a comprehensive and cohesive team.

This enhances the potential for DBH professionals to avoid standing out as

separate from the primary effort and to reduce the potential that they will be

seen only as staff who are seeking to identify “troubled” survivors or respon-

ders. The more casual and integrated the initial interactions between behav-

ioral health staff, other responders, and survivors are, the more likely their
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information about managing traumatic stress reactions and later recommen-

dations for specific interventions will be accepted.
One of the best examples in recent times comes from one of the worst

hurricanes in the history of the United States, Hurricane Katrina, followed by

two almost equally devastating storms within just a couple of weeks,

Hurricanes Rita and Wilma. These storms effected the five Gulf states for

several years. An integration strategy was born out of necessity. The

Mississippi Emergency Management Agency (MEMA) needed all the trained

personnel, it could find from every agency available. DBH staff were

assigned to every shift and included in every Incident Command briefing

from the start of the response to the end. This inclusiveness provided the

DBH staff opportunities to design and integrate their specific activities as

part of the response program in an ideal structure, with representatives desig-

nated to address survivors, family members, responders, and the general pub-

lic from the most highly affected coastal areas of the state to the more

northern counties with different types of damage. The EM staff had the bene-

fit of input from the DBH staff in planning and implementing a comprehen-

sive response. This plan included assessing needs and strategically detailing

staff across the state using information from the MEMA to geo-map the

areas with populations at highest risk. EM staff was relieved of the burden of

addressing severely distressed survivors because the DBH staff immediately

assumed those tasks. They were pleased to find that DBH staff could assist

in problem-solving unusual concerns brought to the Federal Coordinating

Officer. For example, early in the response, New Orleans EM leaders called

to say that 90 nurses from Charity Hospital were just laid off and would dis-

perse, possibly leaving the state to find opportunities for income. The DBH

program was able to hire these staff into the crisis counseling positions and

build their capacity to provide supports in a way that supplemented their

existing knowledge. Not only were these survivors able to remain in their

home area reducing their distress, but then were then able to return, later to

local nursing positions. Additionally, the disaster intervention techniques

they learned as part of the DBH team remained a part of their skill set.

A simple exercise for any state EM agency would be to go through each of

their checklists including Incident Command Briefings, Safety Briefings, IAP,

Communications Plans, and all others, making sure to add a DBH designee to

each of these EM activities. This would allow for representation of DBH

throughout the disaster recovery, response, and resiliency-building phases.

REFERENCE

U.S. Dept. of Justice, Office for Victims of Crime and the Center for Mental Health Services,

the Substance Abuse and Mental Health Services Administration (2004). Mental health

response to mass violence and terrorism: A training manual. Rockville, MD: DHHS Pub.

No SMA 3959.
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Chapter 8

Expanding the Tent: How
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Partnerships with Other
Professions Can Enhance Both
EM and BH

Laurence W. Zensinger1, Gerard A. Jacobs2, Brian W. Flynn3, and
Ronald Sherman4
1Director of the Recovery Division for the Federal Emergency Management Agency (Retired),

United States, 2University of South Dakota, Vermillion, SD, United States, 3Uniformed Services

University of the Health Sciences, Bethesda, MD, United States, 4Independent Consultant,

FEMA Federal Coordinating Officer (Retired), United States

Through and Emergency Management
Lens

Laurence W. Zensinger

A focus on training and education for both emergency management (EM)

professionals and colleagues in other professions with whom emergency

managers work can be an effective means of expanding the understanding

and appreciation of the role of behavioral health in the EM process. It is my

guess that most practicing emergency managers, not to mention members of

other professions that have EM responsibilities in their job description, have

had little or no formal training or education that has addressed behavioral

health, particularly as that topic intersects with the planning for and manage-

ment of disasters. Nevertheless, the behavioral health impacts of disasters

have been well recognized in the United States since the inception of

national level disaster programs. Many emergency managers may be familiar

with the Crises Counseling Program (CCP) administered by the Federal
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Emergency Management Agency (FEMA), or if such a program has at some

point been activated in their state or local jurisdiction in the aftermath of a

disaster. Emergency managers are rarely part of the delivery mechanism of

this program.1 Even an awareness of this specific program is not very helpful

for emergency managers in understanding the importance of disaster behav-

ioral health (DBH) in the execution of their emergency response rolls.

Emergency managers need to know about DBH well beyond the Crisis

Counseling Program (CCP).

In this chapter, I hope to accomplish three objectives. First, I will address

what I believe to be the critical role emergency managers play in influencing

the stress levels disaster survivors experience in the aftermath of a disaster

or emergency. There are a number of specific disaster response and recovery

functions, which, depending upon how they are executed, can make the dif-

ference between exacerbating or alleviating the inherent stress of a disaster

on significant portions of the affected population. Second, there are some

related professions which, if included in the EM/Behavioral health process,

can help to enhance the overall disaster behavioral objectives and thereby

“expand the tent.” Finally, I will offer some thoughts on the current status of

training for emergency managers in topics related to DBH, and suggest

potential resources that are or could be available to “expand the tent” of

understanding in the emergency community to enhance partnerships between

emergency managers and disaster behavior health professionals.

THE COURSE SYLLABUS: DISASTER BEHAVIORAL HEALTH
FOR EMERGENCY MANAGERS

Most emergency managers understand that emergencies and disasters can

adversely impact behavioral health for those individuals and families who

have the misfortune of experiencing direct or indirect effects. These impacts

are often obvious and, as discussed in other chapters, well-documented.

Damage to public infrastructure can cause the loss of basic community ser-

vices that everyone takes for granted, such as transportation systems, electric

power, water supply, and health and medical facilities. Disasters impact the

lifelines upon which all depend, such as food supplies and other basic com-

modities. Loss of personal property, one’s dwelling, income, or social net-

works can disrupt lives significantly and often for extended periods of time.

These effects alone create very high levels of stress, leading to issues impact-

ing behavioral health, in the lives of people who otherwise cope effectively.

1. FEMA’s Crisis Counseling Program (CCP) underwrites grants, following federally declared

disasters, for community based counseling and referral services focusing on the unique effects of

the disaster on the general population. The program is administered through the Substance

Abuse and Mental Health Services Agency (SAMHSA, 2016), part of the Department of Health

and Human Services.
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What is less understood or appreciated throughout the extended EM com-

munity is the extent to which the actions of response and recovery agencies

in the aftermath of a disaster contribute to behavioral health of both indivi-

duals and the community as a whole. They do not always contribute to the

behavioral health “healing” process but in many instances actually amplify

the traumatic effects of the disaster. There will always be a sense of disillu-

sionment among the affected population following a disaster,2 no matter how

well the response and recovery plans were executed and no matter how well

available forms of assistance match the needs created by the disaster. That

said, it is still always possible to make things worse. In the aftermath of one

of the great U.S. disasters of the late 20th century which overwhelmed not

just the Federal Emergency Management Agency but federal disaster pre-

paredness capabilities as a whole, one observer, who did not want to be iden-

tified, noted “first there was the earthquake, then there was the federal

response, then there was the disaster.”

How can certain EM functions and activities lead to greater or lesser adverse

DBH effects? The answer to this question revolves around how EM officials

relate to and communicate with the public in the aftermath of disasters.

I believe there is no greater role for emergency managers than to understand that

the specific actions they take and how they characterize the evolving disaster sit-

uation in communication with the public following disasters can significantly

influence DBH outcomes.

There is an old military adage that says “no battle plan ever survived con-

tact with the enemy.” This similarly can be said for disaster response and

recovery plans. Emergency managers invest a lot of their time in developing

plans to address the response to the range of potential hazards that have been

identified in their communities. Nevertheless, no plan can anticipate every

situation that will arise. A certain degree of improvisation will always be

necessary, and, even then, things will not always go as smoothly as hoped.

The question is not whether things will go wrong, but how we handle unan-

ticipated problems that invariably arise.

It is difficult to say if the response and recovery to a specific major disas-

ter or significant emergency has been “successful” from a DBH perspective.

However, a case can be made that the overall response and recovery from

some disasters has been less harmful than others in impacting behavioral

health impact. Based upon my personal observation of the outcomes of

nearly eight hundred federally declared disasters over the course of 25 years,

I believe it is possible to generalize a list of common themes or factors

2. See “Common Stages of Disaster Recovery”, North Carolina Cooperative Extension Service,

1999. The four phases are Heroic, Honeymoon, Disillusionment, and Reconstruction.
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which can help to move the disaster response and recovery process in a posi-

tive direction along the scale of success in terms of DBH.3 These common

themes are summarized in the following questions:

Who Is in Charge?

Just as the concept of “unified command” is essential to get a range of enti-

ties to work cooperatively following disasters, it also essential that someone

assume the mantle of “comforter-in-chief.” This person gives reassurance to

as many people as possible that there is a process in place, in capable hands,

aggressively addresses needs, and moves the recovery process forward.

Whether it is at the local, regional, state, or federal level, a leader must be a

positive presence in the eyes of the public, preferably a chief-elected or

appointed official with the most authority and responsibility for the disaster

response and recovery.

As the face of the government response structure, the leader needs to dem-

onstrate empathy, offer hope, transmit useful information, and do all of this

consistently, as well as at regular intervals for as long as necessary. In the

aftermath of the 9/11 attacks on the World Trade Center, for example, New

York City Mayor Giuliani filled this role in a manner which many believe to

be the classic model. Mayor Giuliani conducted daily press conferences dur-

ing which he gave updates on key activities, such as the search and rescue

program, which became the most anticipated and most trusted source of infor-

mation available. He was authoritative and accurate in the information he

reported. He inspired confidence in the eyes of most New Yorkers that the

response and recovery process was in good hands. As a result, even though

this event resulted in a great many deaths and destruction of an iconic part of

the city if not the nation, there was much less of the stress induced adverse

outcomes to this disaster than for many others of less significant impacts.

Do Expectations Reflect Reality?

If not realistic and met to some tangible degree in response to the disaster,

the expectations of the public will increase disillusionment and distrust and

result in adverse DBH effects. Elected officials and their EM staff, at every

level of government, walk a very tight line between projecting competence

and setting reasonable expectations.

3. While there is no tested and calibrated quantitative means for measuring the DBH outcome of

a disaster, it has never been difficult for senior FEMA staff to discern which operations had the

most egregious outcomes. Widespread dissatisfaction among the population of the disaster

affected area results in negative media coverage. Extensive and justified adverse media reports

get the attention of the national political leadership, congressional oversight committees,

Inspectors General and the Government Accountability office (GAO). Congressional hearings

are held, remedial actions are demanded and occasionally agency heads lose their jobs.
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During my 26-year tenure with Federal Emergency Management Agency, the

expectations of the public with respect to Federal Emergency Management

Agency’s response to disasters grew exponentially. The Federal Emergency

Management Agency evolved from an organization that most people had not

heard of to the organization that many people believe has the primary responsi-

bility for all disasters throughout the nation. While rising expectations are not

bad if they are the motivation for concomitant advances in capabilities and per-

formance, they can be problematic if they reach levels that cannot be practically

achieved. Even though the Federal Emergency Management Agency’s statutory

role has never changed, expectations for what it should and could do have sig-

nificantly risen in the minds of the public.

This rise in expectations is probably the result of a variety of factors, one

of which is the notion that a President and his or her administration are

responsible for what occurs on their watch. In actuality, governors of the 50

states retain the primary responsibility for responding to disasters in their

states. Yet, an increasing range of disasters and emergencies can be politi-

cally damaging if a President fails to show up at the scene.

The presence of high-level public officials at the scene of a disaster can

be very reassuring and the “comforter in chief” can have very positive

impacts on DBH. Nevertheless, in this process, there is also a tendency with

many governmental officials at all levels, often inadvertently, to create

unreasonably high expectations. If the chief-elected official promises that

something will occur, or some problem will be solved in a certain way or by

a certain date, the EM director and staff will do everything within their

powers to meet the objective, even if they know it is impossible to do so.

Misguided withholding of accurate information that might reflect badly on

the recovery effort and those in charge seldom succeeds; the truth usually

prevails. When disclosed, intentional misinformation increases disillusion-

ment and erodes trust, thereby increasing stress in disaster survivors.

Unfortunately, bad news does not go away if it is ignored or worse yet, if it

is disguised as something else.

The challenge is this: in communicating with the public during disaster opera-

tions, how can you strike a balance between honestly discussing the severity of

the situation and the enormity of the recovery task at hand while, at the same

time, offering hope and optimism for the long-term outcomes? For the emer-

gency manager, their staff, the leaders of all the relevant emergency support

functions, private nonprofit agencies, and private commercial enterprises

engaged in the recovery process, one of the most important and challenging

jobs is to help strike this balance. It is essential to do so for support of positive

DBH outcomes.
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Disasters and emergencies create innumerable situations in which expec-

tations are set. When will the power be restored? How much of my losses

will be covered? Will disaster assistance “make me whole?” When will I be

able to leave the shelter and get into temporary housing? When will the

roads be open? When will the mobile homes be ready for occupancy as tem-

porary housing? Emergency managers must be expert at not only knowing

how these programs work. Accuracy and credibility matter. Emergency man-

agers must also be expert at ensuring that the standard answers to these ques-

tions are adjusted to reflect the impact of leadership credibility and guard

against the tendency to over-promise when the only feasible outcome will be

to under-deliver. Credible leadership that delivers what it promises and pro-

mises only what if can deliver has a positive impact on the psychological

health of survivors and impacted communities.

What Is Your Approach to the Media?

We are blessed (and some would say cursed) in the United States with the

right to freedom of the press. It is especially important for emergency man-

agers to understand two things about the media. First, most reporters and

other representatives of the media have very little, if any, understanding of

how disaster response and recovery processes work. Many of them are

reporting about a disaster for the first, and perhaps last, time in their careers.

They may bring a range of preconceptions about disaster processes to the

job. If these notions become part of the narrative espoused by reporters, they

can have a very negative effect on the psychosocial impact on the general

public. It is important that emergency mangers and behavioral health experts

have patience and take care to do the education necessary to improve media

coverage.

Second, if the managers of the disaster response and recovery process do

not “tell their story” as a narrative for the media to embrace, the media will

design its own narrative. Nature abhors a vacuum, and this is certainly true

when it comes to media reporting. Any adverse perceptions that develop in

the disaster-affected population about the quality or timeliness of disaster

relief and recovery efforts, unless countered, will be reflected in media cov-

erage. The degree of accuracy of these perceptions does not matter. Negative

media reports will exacerbate the stress of the disaster. Most emergency

managers do not have direct responsibility for designing media strategies. By

the same token, most public affairs officers do not understand the subtleties

of disaster relief or recovery programs or strategies. Emergency managers

must ensure that public affairs personnel understand that “good press” and

DBH impacts are two sides of the same coin. Much more detail regarding

how integration of communication can enhance both EM and DBH is con-

tained in Chapter 11, Risk and Crisis Communications.
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BRINGING ALLIED PROFESSIONS INTO THE TENT

EM as a profession is a relatively recent phenomenon. As a result, higher

education in the field of EM is still emerging. As in other professions, there

is considerable variability among the programs in EM offered at many col-

leges and universities. There is ongoing debate around the question of what

constitutes the central discipline of EM. However, one attribute shared by

many degree programs in EM is a highly interdisciplinary approach. Higher

education programs in EM tend to reflect the reality that emergency man-

agers need to have at least some degree of understanding of a very wide

range of core knowledge, but are not expected to be experts in all of them.

There are already a great number of professions, of which their sub-

disciplines contribute to the recommended core knowledge for EM. The list

is still growing.

The variety of professions or that contribute to EM constitute a starting

point for identifying those allied professions that would benefit from a

greater understanding of EM and behavioral health. This takes the concept of

interdisciplinary training of emergency managers, stands it on its head, and

begs other questions: How can the profession of EM contribute to and

enhance these other professions? By doing so, how can it bring a more com-

prehensive and unified understanding of behavioral health?

A workshop held in October, 2003 brought together 55 leaders from the

“hazards” community to discuss higher education opportunities in EM and

to help promote the “professionalization” of the profession of EM.4 One of

the products of this workshop was identification of 21 professions contribut-

ing to EM and which were considered areas appropriate for interdisciplinary

research to advance the field of EM. While this list was useful for develop-

ing research priorities, it is not of great value in identifying which profes-

sions or occupations that are traditionally allied with or work in partnership

with emergency managers. I developed my own list of candidate profes-

sions. For each of these professions, I have highlighted either the signifi-

cance of that profession in impacting DBH, or the potential role that a

greater understanding of DBH could have in improving outcomes after dis-

asters. This list should be considered a starting point and can be used as a

blueprint in identifying additional relevant professions and disciplines

(Table 8.1).

4. Designing Educational Opportunities for the Hazard Manager of the 21st century. Workshop

Report, October 22�24, 2003, Denver, Colorado, By Deborah Thomas, University of Colorado

at Denver And Denis Mileti, Natural Hazards Center, University of Colorado At Boulder,

Working Paper No. 109, The Natural Hazards Center, University of Colorado, Boulder,

Colorado (Thomas & Mileti, 2003).
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TABLE 8.1 Associated Disciplines with Emergency Management Roles

Profession/

Discipline

EM/Behavioral Health Role

Business Importance of business continuity planning, especially as it
relates to continuing income streams for employees: corporate
programs for helping employees recover from disasters.

Communications The communications industry is the means by which
information is transmitted. It has a critical role in getting
accurate and reliable information to the disaster affected
pubic.

Economics Broadly speaking this could include the insurance and
financial services industry, among others. These two
professions/functions have a critical role in the recovery
process by providing the financial resources. They need to
perform their services with an understanding of the potential
psychological issues their customers may be facing in the
aftermath of disasters.

Education Awareness for educators of emergency managers roles and
processes used and potential student behaviors that may be
driven by disaster effects and tools for addressing them.

Engineering Engineers and engineering organizations perform damage
assessments, and in many instances, such as earthquakes,
play an important role with helping the public to understand
whether structures remain safe for occupant. Reliable and
well-crafted statements from the engineering community can
help to alleviate concerns and stress among disaster survivors.

Environmental
management

Environmental Managers may have responsibility for
preparing public statements, in the aftermath of disasters,
regarding the safety of water supplies or waste treatment
systems, or the potential for the spread of contagious disease.
They have key role in both providing necessary safety
precautions as well as reassuring the public regarding
potential health and safety concerns, all of which affects the
DBH following a disaster.

Journalism Specific training in journalism schools on covering disasters
and emergencies which includes reference to DBH and the
crucial role of the media.

Law Disaster Legal services, rule of law and support for law
practices impacted by disasters.

Law enforcement/
criminology

Recognition of role of DBH in certain criminal behaviors and
the need for appropriate, case-specific interventions.

Political science Political science programs at the undergraduate and graduate
level should touch upon the politics of disasters and should

(Continued )
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EMERGENCY MANAGEMENT TRAINING AND EDUCATION
AND DISASTER BEHAVIORAL HEALTH

As higher education in EM has evolved and expanded over the past 25 years,

the number of degree programs available has increased substantially, and the

focus and specialization of these programs has broadened. According to

FEMA (2016),5 there are 49 colleges and universities in the United States

which offer Bachelor’s degrees in EM, with additional programs that offer

an EM “concentration” in a different degree program or certificate programs

in EM. Federal Emergency Management Agency also identifies 39 master’s

degree and nine doctorate programs currently offered by U.S. colleges and

universities.

An analysis of required courses and electives to those with an EM major

reveals the extent to which the subject of DBH may be included in

the undergraduate studies for EM degrees.6 I have attempted to be as

inclusive as possible in performing this analysis to include any required or

TABLE 8.1 (Continued)

Profession/

Discipline

EM/Behavioral Health Role

incorporate an understanding of DBH outcomes to enhance
the effectiveness of political leadership.

Psychology Create the curriculum for DBH training and education for the
range of EM partners in concert with emergency managers.

Public
administration

Most city managers and many other key government officials
come out of a public administration background. Many of
these individuals ultimately have key responsibilities in
disaster response and recovery operations. It is critical that
they understand the EM and DBH nexus.

Public health An importance with feet in both the EM and mental health
camps that can help promote awareness of behavioral health
issues and messaging to lessen adverse impacts.

Sociology Training for those working in social services/social work to
understand and work with the EM/DBH nexus.

Urban planning Dual use of public participation mechanisms to include
outreach into disaster affected communities to achieve
consensus and support for disaster recovery proposals.

5. FEMA Emergency Management Institute, Higher Education Project, “The College List.”

Information taken from FEMA website (https://training.fema.gov/hiedu/).

6. This analysis is drawn from the description of required and elective courses published for

each degree program on the FEMA website (https://training.fema.gov/hiedu/).
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elective course that could potentially touch upon the subject of DBH. I have

not reviewed specific course content to determine the nature or extent of

DBH topics covered in these courses, if any (Table 8.2). Nevertheless, if

each of these courses (a total of 28) includes at least some relevant DBH

material, it still appears that no more than about half of the B.A. or B.S. EM

programs require any preparation which connects EM with issues of psychol-

ogy or behavioral health.7

If the topic of DBH gets very little emphasis in formal academic educa-

tion, how is it treated in the realm of postgraduate or career oriented train-

ing? To answer this question, I reviewed material published by the two

organizations that do the most to promote training and skill development of

EM: Federal Emergency Management Agency’s Emergency Management

Institute and the International Association of Emergency Managers’ Certified

Emergency Manager (CEM) program.

Federal Emergency Management Agency delivers the majority of its

training course through its independent studies (IS) series of courses. These

courses are available on the internet to virtually anyone that wants to take

them, completely free of charge. The courses are self-guided and easy to use

and offer continuing education credits that can be used for a variety of pur-

poses (including qualifying for CEM training and education requirements).

Federal Emergency Management Agency’s website identifies B200 IS

TABLE 8.2 Behavioral Health Related Bachelor Degree Required or

Elective Courses in U.S. Universities and Colleges

Number

Introduction to/principles of psychology 4

Psychology of disasters 5

Social media applications to EM 2

Social dimensions of disaster 6

Public information skills for emergency managers 2

Psycho-social aspects of disasters 4

Community psychology 1

Crises and disaster psychology 1

Socio-behavioral foundations of emergency management 3

7. For an excellent example of a curriculum for an emergency management post-graduate level

course which brings together EM and DBH, see “EMGT 607: Emergency Mental Health and

Trauma Syllabus,” Millersville University of Pennsylvania, Center for Disaster Research and

Education, Master of Science in Emergency Management.
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covering the full range of EM topics and programs, with the exception of

any courses dealing with behavioral health or mental health issues in disas-

ters. Once again, I have not reviewed in detail the course content of each of

these courses. One or more of them may touch upon DBH, but the absence

of a single course that deals with DBH issues exclusively is significant.

The International Association of Emergency Managers (IAEM) confers

recognition for two levels of professional experience in EM: Associate

Emergency Manager (AEM) and CEM. The CEM is considered the gold

standard recognition for professional emergency managers and requires the

demonstration of knowledge, skills, and abilities based upon training and

education, and professional experience as well as professional accomplish-

ments. The qualification requirements are fairly rigorous and require exten-

sive documentation, including multiple professional references.

The range of categories of training that can be used to meet this require-

ment is relatively broad and flexible. Nevertheless, in order to qualify under

the “emergency management” category, training in a related discipline (such

as behavioral health) must be substantially related to EM. Training uniquely

related to behavioral health, however, would qualify under the “general man-

agement” training requirement. Since they are free and easily accessible,

Federal Emergency Management Agency’s IS courses serve as a very useful

and convenient source of training credit for members of the EM profession

or those striving to receive one of the IAEM certifications. Yet, the absence

of a Federal Emergency Management Agency IS course serves as a con-

straint which limits the promulgation of information about DBH for emer-

gency managers as part of their ongoing professional development.

SUMMARY AND FURTHER THOUGHTS

There is very limited emphasis on DBH in the core or elective requirements

of colleges and universities that offer undergraduate degrees in EM. There is

virtually no DBH content in the single greatest source of continuing educa-

tion (and professional certification training) for emergency managers. This

poses a major challenge expanding the tent for the field of DBH among

emergency managers. One of the primary underlying reasons for the dearth

of these types of courses is the highly interdisciplinary nature of the subject.

Instructors with extensive training and experience in both DBH and EM are

fairly rare. For Federal Emergency Management Agency’s resident on-

campus courses, the scarcity of this combination is a serious challenge.

However, developing an IS course that integrates DBH and EM could be

easily achieved. Such a course, freely available from Federal Emergency

Management Agency’s online IS program, especially if it were adopted by

the IAEM as eligible for meeting the CEM training requirement, would go a

long way toward “expanding the tent” of the DBH/EM nexus.
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Through a Disaster Behavioral Health
Lens

Gerard A. Jacobs

When disasters occur, some people are directly affected (i.e., those who are

usually labeled “victims” or “survivors”) and some are indirectly affected

(e.g., families of those directly affected, witnesses, law enforcement, fire/res-

cue personnel, emergency medical care providers, and disaster relief staff

from governmental agencies and nongovernmental organizations [NGOs]).

Those indirectly affected also include some people who are not often thought

about, including civic officials, political figures, and emergency managers as

well as their staff. Some of those directly or indirectly affected may find the

experience overwhelming. Those people are likely to experience overwhelm-

ing (traumatic) stress. Traumatic stress itself is not a disorder. It is not psy-

chopathology. Rather, it is an ordinary response to an extraordinary event in

life. Being overwhelmed is not a sign of weakness, merely a sign of being

human. No matter how good one’s coping skills are, or how “strong,” tough,

or macho someone is, a specific event can be experienced as overwhelming

or traumatic. The large majority of those who experience traumatic stress

will work through that reaction in 4�6 weeks. A minority of those who

experience a traumatic reaction may develop psychopathology.

Many people, when they see someone who is feeling overwhelmed after

experiencing a disaster, empathize with the overwhelmed individual and feel

that it would be a good idea to comfort that person with some caring support.

Disaster relief directors and emergency managers may also be moved by this

humanitarian scenario, yet until the 1990s, deliberate psychological support

was not included in disaster relief efforts. Disaster relief managers have tra-

ditionally been trained to focus on the physical aspects of disaster relief

(e.g., how many pounds of food and gallons of water were delivered, how

many people were sheltered, how many people cured of illness, etc.). Their

focus has been on the logistical needs following a disaster. It is not that they

did not care. They just did not know how to provide that support in the midst

of chaos when there were so many physical and logistical needs. In fact, the

first grant the Disaster Mental Health Institute (DMHI) ever received was an

unsolicited contribution from the South Dakota Association of Emergency

Managers, who asked DMHI to just keep doing our work.

One Federal Emergency Management Agency regional director, a former

urban firefighter, told an audience that when he was a firefighter responding

to a house fire, he always thought about what the family must be going

Expanding the Tent: How Training and Education Chapter | 8 203



through. He said he would remind himself that the Red Cross would take

care of them, to focus on fighting the fire effectively to try to minimize the

damage, and to keep his colleagues and himself safe. His job was not to help

with the psychological support, but he was glad that there was someone des-

ignated to provide that support. (However, it is also important to realize that

the DBH professionals are also there to support the firefighters, when

necessary.)

A Fatal Fire

In a rural Midwestern community, the local fire/rescue service responded to a

fire call at a trailer park. Although their response time was impressive, they

arrived to find the trailer already 80% involved. They could hear cries coming

from inside the trailer, but no entry seemed possible through doors or windows.

While someone brought tools to open the trailer wall, firefighters could hear a

young boy screaming for help next to them. The boy died before they could res-

cue him. It was a tough call—a multiple fatality. However, what stuck with the

firefighters was hearing the boy die while they stood by helpless. A few months

later, several of the wives of the firefighters went to an experienced DBH profes-

sional. They told him that their husbands had been having nightmares and strug-

gling with the memories of the boy’s screams as he died. They asked if the DBH

professionals would try to help their husbands to work through their experience.

He agreed to approach them individually, and with the wives’ permission, told

each of the men that their wives were concerned about them. This took place at

a time when it was unusual for a firefighter to get psychological support, and

each of them refused, despite their wives’ encouragement. The problem with the

stigma of accepting psychological support is that traumatic stress can affect

decision-making and problem-solving. Thus, this can potentially endanger or

impact not only the firefighter, but their colleagues, those whom they serve, and

their families.

In 2004, a group of mental health professionals experienced in humanitarian

assistance proposed to the U.S. Agency for International Development (USAID)

that it include psychological support as part of its foreign disaster assistance.

USAID is the branch of the federal government which manages nonmilitary for-

eign aid. After a day of presentations and meetings in Washington D.C., one of

the USAID staff told me that the idea of adding psychological support to their

humanitarian disaster assistance sounded advantageous. However, she said, the

idea would never be enacted unless the most experienced field member of U.S.

Agency for International Development’s Office of Foreign Disaster Assistance

(OFDA) endorsed the idea.

(Continued )
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(Continued)

I was frequently working overseas at that time in the city where this individ-

ual was based, and talked with some of my colleagues there to see what they

knew about him. They told me that he was well known to them, tough as they

come, and able to handle any horrendous situation in the world. They were cer-

tain that he would not be interested in talking to a “shrink.” When these collea-

gues heard that he had given me an hour-long appointment, they were shocked

that he had even agreed to see me. They warned me that he must be planning to

tear me to shreds, because he usually only gave 15 min long appointments.

I approached his office, admittedly with some trepidation. He answered the

door. I was shocked when he literally grabbed me by the front of my shirt, pulled

me into his office, and physically sat me down in a chair. He then proceeded to

stand in front of me lecturing to me for an hour about the importance of psycho-

logical support in humanitarian assistance. He told me that in his decades of

experience, in many of the worst disasters around the world, he had noted that

survivors of disasters who were experiencing traumatic stress reactions slowed

the recovery of the entire community. Furthermore, he reported that the whole

relief operation was impeded when members of his own disaster relief staff expe-

rienced traumatic stress. Therefore, he said he absolutely endorsed including psy-

chological support in humanitarian assistance—both for U.S. Agency for

International Development’s Office of Foreign Disaster Assistance staff and for

the residents of the area who had experienced the disaster. Only a few months

later, U.S. Agency for International Development’s response to the December

2004 Indian Ocean earthquake and tsunami was the first Office of Foreign

Disaster Assistance response to include psychological support.

The perception that workers experiencing traumatic stress impede the

disaster relief operation is accurate. Among the effects that result from trau-

matic stress reactions is an impairment in cognitive functioning. People who

feel overwhelmed by the situations they experience may not think clearly

and may make poor decisions. This is true even if that individual is ordinar-

ily the most skilled member of the team. It is important for emergency man-

agers to understand the impact of traumatic stress on their own staff, as well

as on those whom their operations serve, and how to minimize the incidence

of and the impact of traumatic stress. The explanation of this reality has

often been the key for our team in convincing first responders to accept psy-

chological support. First responders who make bad decisions can put them-

selves, their colleagues, and those whom they serve in danger.

The purpose of this chapter is to discuss education in disaster psychology

and EM. It will also touch upon the usefulness for mental health profes-

sionals and emergency managers to understand the basics of each other’s

roles and the contributions they make to the recovery of individuals and

communities.
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NATIONAL BIODEFENSE SCIENCE BOARD (NBSB)

In 2008, the Secretary of Health and Human Services (HHS) formed a

Disaster Mental Health (DMH)8 Subcommittee for the National Biodefense

Science Board (NBSB; now the National Preparedness and Response

Science Board or NPRSB) in response to a directive from then President

Bush. In keeping with the presidential directive, 12 invited experts were

appointed to the subcommittee after a national search, and 14 other subcom-

mittee members were appointed by cabinet members. The president asked

that, within six months, the subcommittee provide recommendations on pre-

paring for, responding to, and recovering from the mental health conse-

quences of catastrophic health events. The subcommittee’s report was

presented to the full NBSB in November 2008. It was approved by the full

NBSB board and forwarded to the Secretary of HHS.

The Subcommittee’s report (U.S. Department of Health and Human

Services, 2008) included recommendations across three areas: intervention,

education and training, and communication and messaging. Among the con-

clusions regarding education and training, the report recommended that all

mental health professionals receive some formal training in DMH. The con-

clusions went further:

It is important to extend psychological support training beyond mental health

(e.g., psychiatry, psychology, counseling, social work, and marriage and family

therapy) and health care professionals (e.g., medicine, pediatrics, nursing, and

epidemiology) to include the full range of emergency responders (e.g., law

enforcement, fire service, emergency medical responders), coroners and mor-

gue staff, disaster relief personnel (e.g., American Red Cross and National

Voluntary Organizations Active in Disaster), faith-based professionals and lea-

ders, disaster response leaders (e.g., incident commanders, emergency man-

agers, and civil service and elected government leaders), and educators.

(U.S. Department of Health and Human Services, 2008, p. 13)

The subcommittee specifically acknowledged that such training could be

provided in DMH (particularly for mental health professionals, but also as an

alternative for medical staff, first responders, and civic officials). However,

in addition, they acknowledged that the education could be provided as

“Psychological First Aid” (PFA) for those who were not mental health

professionals.

The term PFA has unfortunately not been used in a consistent way in the

literature—ranging from using PFA as just another term for DBH, to models

8. Editors’ note: As discussed in the Introduction, the editors have chosen to use the term behav-

ioral health (BH) rather than mental health (MH) throughout the book. Since the name of this

subcommittee and its products use the term mental health, references to it and its work will use

that term.

206 SECTION | II Key Areas of Integration



that train paraprofessional teams to go into communities in the aftermath of

disasters, to models that seek to train entire communities in basic psychologi-

cal support. The DMH subcommittee recommended a specific model of PFA

that is often referred to as Community-Based Psychological First Aid

(CBPFA):

“Psychological first aid,” as used in this context, refers to psychological

support that is both used to improve one’s own resilience and is provided by

non-mental health professionals to family, friends, neighbors, co-workers, and

students. Psychological first aid focuses on education regarding traumatic

stress and on active listening. The term also incorporates more sophisticated

psychological support given by primary care providers to their patients.

Properly executed, psychological first aid is adapted to the needs of each

group or community (i.e., group of people with shared interests) implementing

it, ensuring that the psychological first aid that is introduced in the community

does not conflict with the world view of the group. It also emphasizes the inclu-

sion of effective strategies for psychological support that may be specific to

that group. This is done in concert with a representative community committee

which helps to ensure responsiveness to the specific community. Psychological

first aid includes understanding one’s role; the difference between anticipated

stress reactions and traumatic stress; how to engage in active listening; when

and where to refer individuals for additional assessment and intervention; and

the importance of supervision, ethical behavior, and self-care.

(U.S. Department of Health and Human Services, 2008, p. 12)

The subcommittee also acknowledged that there was inadequate research

on the CBPFA model as a whole, although many of the components of

CBPFA have been thoroughly studied. There is more research today on the

implementation of this type of CBPFA model, but continuing attention is

needed to the validity of the model as a whole.

EDUCATION/TRAINING STRATEGIES IN DISASTER
BEHAVIORAL HEALTH

There is presently no accepted standard for what education is necessary or

adequate in DBH or disaster psychology. There are many formats available

to learn about psychological aspects of disaster. More universities are provid-

ing formal training in DBH, ranging from a single academic course to full

graduate specializations. In addition to a Doctoral specialization in Clinical/

Disaster Psychology, which began in 1997, the DMHI at the University of

South Dakota offers an online graduate certificate in DMH. The graduate

certificate requires completion of three core courses (DMH, Crisis

Intervention, and Serving the Diverse Community in Disaster) and at least

one elective course (either Traumatic Stress or Management in DMH).

Based on the NBSB’s recommendations that DBH could be profitable for
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first responders, medical staff, and civic officials, the admissions requirement

for the graduate certificate were broadened from focusing on existing and

prospective mental health professionals to including most applicants with

accredited undergraduate degrees and an acceptable grade point average.

The American Psychological Association, in 1992, began its national

disaster response network (DRN), which included a group of psychologist

volunteers trained in DBH and prepared to respond. (The DRN will soon be

renamed the disaster resource network, reflecting changes in communication

and service delivery.) Since that time, many state psychological associations

have formed their own DRN committees. Some of these committees have

developed their own DBH education materials, varying from printed materi-

als, to workshops, to online courses. Other mental health profession organi-

zations have also developed training programs for their members. Some state

and federal agencies have also implemented such training.

The American Red Cross offers a 4 h course called “Fundamentals of

Disaster Mental Health.” This class is focused on how mental health profes-

sionals can use their professional skills within the context of the Red Cross

organization. It encourages participants to get additional training elsewhere

to gain a better understanding of DBH.

An even less formal approach is self-instruction—employing any of a

variety of books covering DBH. Because the science in the field continues to

develop, and Red Cross policies and procedures for DBH continue to evolve,

choosing more recent publications is probably the best strategy, even though

a number of older texts have very strong coverage of fundamental principles

in DBH.

Educating the Education Community

In community situations that involve potential danger, schools are often imme-

diately locked down. In some situations, schools have been isolated for a fairly

lengthy time before the situation is resolved. Teachers have an important role

in the life of a child on an ordinary day, but in the midst of a crisis their abil-

ity to support the children is critical. It would be very profitable for teachers

or education students to be trained to provide psychological support to their

students. In the DMHI’s undergraduate program in disaster response one of

the most popular courses is Children and Traumatic Stress. Many of the stu-

dents who take the course are future teachers. While this is not training specif-

ically in DBH, it does help future teachers (and future parents) understand

traumatic stress experienced in children, and helps them understand how to

provide basic psychological support for their children. Similarly, school coun-

selors and school psychologists (who often complete their training in schools

of education) could benefit significantly from being trained in DBH. In emer-

gency response and Disaster Response Operations (DRO), children often
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experience some of the most stressful times of their lives. Moreover, their

usual sources of social support, such as parents and friends, may be less avail-

able than usual while the parents deal with the demanding process of helping

the family recover and the child’s friends may be among those evacuated.

There is often a shortage of DBH professionals who are knowledgeable and

experienced in working with children.

Explosion and Gas Cloud

A number of years ago there was a major explosion in the early morning hours

at a chemical factory on the edge of a Midwestern city. The morning was cool

and foggy with very light and variable winds. The explosion resulted in a large

poisonous gas cloud. The heavy fog made the cloud invisible, and officials had

difficulty determining the location of the cloud as it moved around with the

varying breezes. The weather conditions also prevented the cloud from dissipat-

ing. The school day began as normal, and much of the public was unaware of

the poisonous gases. Officials determined that one of the schools was being

enveloped by the gas cloud and ordered that the school be evacuated to a shel-

ter not far away. The children were evacuated through the cloud and urged to

hurry to school buses that would take them to the shelter. The children could

smell the chemicals and were aware of the fear of the teachers and administra-

tors and the police officers overseeing the evacuation. The light winds caused

the cloud to shift and it soon enveloped the shelter to which the children had

been moved. This process repeated three more times. Fortunately, DMH provi-

ders were with the children from the time the first evacuation was ordered.

Regardless, if it were your child in this situation, wouldn’t you prefer that your

child’s teacher were trained in psychological support in crises?

Educating Criminal Justice and Law Enforcement

It is also profitable for criminal justice programs and law enforcement to

become familiar not only with CBPFA or DBH, but with crisis intervention

as well. Police officers are beginning to appreciate the benefits of crisis

intervention skills. For example, situations can frequently be deescalated

when police officers are skilled in formal crisis intervention strategies

(James & Gilliland, 2013).

Psychological First Aid Training

PFA training is more variable. As mentioned earlier, the term itself is

defined in various ways by different organizations. The training that is prob-

ably most widely available is that of the National Center for Posttraumatic

Stress Disorder and the National Children’s Traumatic Stress Network
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(NCPTSD/NCTSN) (Brymer et al., 2006). This training seems to be more of

a response-team model than a community-based model—the focus is on

training paraprofessionals and mental health professionals to respond to

affected communities. This is contrasted with the CBPFA model which seeks

to train groups of people who live or work together, not depending on outsi-

ders for basic psychological support.

The American Red Cross (2014) has also released a PFA course for the

public entitled Coping in Today’s World (2014). This 4 h course has not

been widely implemented and its usefulness is not yet fully evaluated.

Part of the DMHI’s undergraduate minor and psychology specialization

in disaster response is a full undergraduate course in CBPFA. Unfortunately,

there are few formal resources for community-based PFA. The NBSB’s

description of CBPFA above is a good general definition. Hobfoll et al.

(2007) offered a list of criteria for quality mass casualty DMH interventions.

Those criteria have become a widely discussed yardstick for evaluating the

development of psychological support programs for disasters and traumatic

events generally.

A number of practitioners offer training workshops prepared for specific

populations. Our own team (DMHI) has offered CBPFA workshops for

health professionals and first responders, workshops for emergency medical

technicians and paramedics, and hospital staff throughout the state.

Fortunately, one text on CBPFA has recently been published (Jacobs, 2016).

An Introduction to PFA

One Regional Health Education Center sponsors a disaster training day for all

the health professions once a year. Students from all the health professions at

regional universities from specific years in their training gather for the day to

learn a number of skills for disaster response, including point of distribution

(POD) procedures. One of the sessions students attend is an introduction to PFA.

It is little more than a brief explanation of what they need to learn, but at least

students are given an introduction to the importance of psychological support.

Learning about Each Other

In order to optimize the efficacy of emergency managers and DBH profes-

sionals, it is important for them to have a better understanding of each

other’s fields. This may be achieved by taking courses, workshops, and/or

trainings in each other’s areas. There can also be elements of one field taught

in the education programs of the other. Some of the basics of each field that

can profitably be learned by professionals in the other professions are noted

in Table 8.3.
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Mental Health Professionals

Mental health professionals will be more effective in emergency responses

and disaster relief operations if they understand the philosophy and structure

within which they need to function. The federal government has established

an overall National Response Framework (NRF) that guides the nation’s all-

hazards response (U.S. Department of Homeland Security, 2013). Most com-

munities use the National Incident Management System (NIMS) (U.S.

Department of Homeland Security, 2008), which is related to the NRF and

provides more detailed specifics on the operation of the emergency response.

NIMS replaced the Incident Command System (ICS) in 2008. The impor-

tance of this aspect of EM is indicated in the NIMS document:

NIMS provides a consistent nationwide framework and approach to enable

government at all levels (Federal, State, tribal, and local), the private sector,

and nongovernmental organizations (NGOs) to work together to prepare for,

prevent, respond to, recover from, and mitigate the effects of incidents regard-

less of the incident’s cause, size, location, or complexity.

(U.S. Department of Homeland Security, 2008, p. 1)

The general course introducing NIMS is “IS-100.B: Introduction to

Incident Command System, ICS-100” (U.S. Department of Homeland

Security, 2011). Additional related training is also available at the NIMS

website (https://training.fema.gov/nims/).

TABLE 8.3 Elements to Know About Each Others’ Fields

Things DBH Professionals Could

Profitably Know about EM

Things EM Professionals Could

Profitably Know about DBH

Incident command system Nature and effects of traumatic stress,
particularly effects on cognitive
functioning

The overall National Response Framework
(NRF)

Effects of traumatic stress on
community members

The role of DBH within NRF, and how
DBH can help maintain or improve the
emergency response or relief operation

Effects of traumatic stress on first
responders and relief workers

Effects of traumatic stress on emergency
managers

Role of DBH in maintaining or
improving the emergency response or
relief operation
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Emergency Managers

For emergency managers the most important DBH information to garner is

to have a clear understanding of traumatic stress, that it is an ordinary reac-

tion, is not psychopathology, and what the symptoms are for those directly

affected by incidents, for responders, and for the managers themselves. This

information is often covered in PFA training, and emergency managers

would usually receive more detailed information in DBH courses.

It would also be very helpful for emergency managers to understand how

DBH professionals can assist both individuals and communities within the

emergency response or DRO, as well as to consult with emergency managers

on the psychological aspects of the incident management. This information

is best acquired through DBH training, as described earlier.

Disaster Drills

Formal education is not always the most practical way for professionals to

learn about each other’s work. It can also be quite useful for emergency

managers to include DBH within emergency response and disaster drills. All

of the agencies and professionals in various roles have the opportunity to

better understand the necessary interactions involved in an effective incident

response. When one sees other professionals performing their role within the

drill, it becomes easier to understand how those professionals fit within the

structure of the response.

School Disaster Drill

A small city organized resources in the region and held a full-scale, real-time

disaster drill. The scenario was an active shooter in the local high school.

Several law enforcement entities from the region were involved. The local hospi-

tal was participating and ready to drill on receiving mass casualties. Both

regional helicopter medical evacuation units were involved. Many ambulance

units from the region participated, as well as the local fire/rescue department.

Local high school students had volunteered to play the role of wounded and

dead victims of the shooter(s). The local EM office for the first time had invited

DBH professionals to participate as well.

The DBH staff were pleased to participate, but anticipated a very boring

afternoon. Before the drill began the police officers, EMTs, and paramedics were

milling about quite casually and looking forward to the exercise. Many of them

spoke with DBH staff, a bit uncertain about what DBH’s role was in this kind of

incident. When the signal was given for the drill to begin, the police units

entered the high school, who in the scenario were the first to reach the scene,

followed by others, on a timed schedule, estimating response time in a real

situation.

(Continued )
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(Continued)

What the police officers and emergency medical staff did not know was the

reality of the drill had been augmented by a sophisticated audio presentation,

with broadcasting of localized sounds throughout the building of students

screaming or crying in fear, gunshots, and of the wounded crying out in pain.

The “wounded” had been prepared by professional moulage makeup artists and

moulage blood pools had also been staged where the wounded were located.

Some of the wounded students had dragged themselves on the floor, leaving

blood trails in the hallways. In keeping with standard procedure, the emergency

medical teams were allowed to enter and recover the wounded when a section

of the building had been cleared.

The DBH staff were surprised when some police officers emerged from the

building and asked to speak with a member of the DBH team. At first, the DBH

staff thought it was a staged part of the drill to make the DBH staff feel welcome,

but the police officers quickly assured them that their requests for help were

real. Officers reported being overwhelmed by the sights and sounds. Many of

them found themselves thinking about the fact that their own children attended

that high school, and what such an incident would be like for them. Some of the

emergency medical teams also asked for support from DBH staff. They reported

being shocked by the sounds, what they saw, and by the horror of realistic

wounds on the staged victims of the shooting.

In the after-action review, the emergency manager said that one lesson that

was clearly learned was that DBH from that day forward would be a standard

part of their response.

Emergency response and disaster relief work drills can be extremely

helpful. In the DMHI’s undergraduate course on Introduction to Disaster

Response, students for many years have been required to participate in a

sheltering drill. Each student has their unique role and assignment to accom-

plish. Situational updates complicate their strategies or are designed to be

distractions such as those that often arise in real DROs. Students have con-

sistently reported that they never understood the other roles in the shelter

until they needed to work together with others in those roles to solve

problems.

Decontamination Unit

At a regional terrorism preparedness conference in a far northern state, a city’s

hazmat unit proudly presented a full-scale demonstration of their new

portable decontamination unit. The unit had plasticized canvas floors, walls,

and ceilings. The unit had two lanes, one for men and boys and the other for

women and girls. In each lane, those thought to have been exposed would enter

(Continued )
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a room and remove all their clothes. They would then enter a group shower

area shielded from outside view. Once properly scrubbed they would step out

into an open exposed area. When the hazmat staff finished their explanation, a

mental health professional in the audience asked if he understood the situation

properly, “So those who have been decontaminated step out of the gender-

isolated lanes into a common area. Everyone has just been told they may have

been exposed to something deadly, and told to strip naked in front of others (all

of the same gender), and, when they finish decontamination, both genders

emerge naked and wet into the same open area. What if this happened in the

winter? Then they would be naked in front of each other, wet, potentially terri-

fied, and in subzero temperatures. Have you made provisions for warm clothing

or for mental health professionals to be part of the decontamination team?” The

hazmat team looked stunned and said they had not thought about clothing or

blankets, or even towels after the showers, or about the need for DBH. It is very

important for those involved in disaster preparedness to understand the basic

human dignity and the psychological support needs of those being served.

OBSTACLES IN CROSS TRAINING

While it is easy to describe training opportunities that might be beneficial

for DBH and/or emergency managers, there are problems.

Stigma About Receiving Psychological Support

Perhaps the most prominent is a perception among many emergency man-

agers, first responders, and many political and civic officials that accepting

psychological services may be experienced as an embarrassment or perceived

by others, particularly superiors, as a sign of weakness.

The NBSB DMH subcommittee’s recommendations clearly called for

DMH and/or PFA training for mental health professionals, emergency man-

agers, first responders, civic and political leaders, and medical professionals.

Rudolph Giuliani, the mayor of New York City at the time of the terrorist

attacks on the World Trade Center in September 2001, addressed mental

health policy makers gathered at the Carter Center in Atlanta in 2002. He

asserted the importance of good psychological support in a crisis. He had

learned, following the crash of Flight 800 in 1996, about the importance of

DBH both for his own well-being and to ensure he made good decisions for

those affected by that aviation disaster. He said that as soon as he realized

the scale of the September 11th event, he loudly called for one of the senior

DBH staff in the city. Giuliani told the DBH professional that he wanted that

professional to stay directly behind Giuliani’s right shoulder throughout the

operation—to help ensure that Giuliani was functioning well. The DBH
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professional was also instructed to advise Giuliani on how his decisions

might affect the public. Giuliani said that when he openly demanded that

psychological support, his senior response staff looked around and began to

ask where their mental health professionals were. When the senior decision

maker in the room demanded continuing mental health support, it was easier

for others to ignore any stigma of asking for psychological support them-

selves. This same openness will flow down to the front line providers who

often look to their leaders for guidance. If the leaders of the various profes-

sions endorsed training in DBH and/or PFA, as called for in the NBSB

recommendations, this destructive stereotype might begin to wane.

Costs

Formal education in these fields and specialized training such as a custom

CBPFA class can be expensive. Fortunately, the federal training both in

CBPFA and in EM described above can largely be done online without cost,

although more formal academic training in EM can also be expensive.

Time

Given the existing demands of working in both fields, professionals are

unlikely to seek cross-training unless they are either personally invested in

the training or if there are licensing or certification requirements that man-

date DBH, CBPFA, PFA, or EM training. The NBSB recommendations

included a call for such requirements.

Aviation Disaster Drill

A large international airport held a full-scale real-time disaster drill. A team of

national observers had been chosen to watch the drill and comment in the after-

action review. One of the observers was a DBH professional experienced in avi-

ation disasters.

The setting for the exercise was impressive—directly on a large body of water

and directly adjacent to an active runway, with wide-bodied jets landing or tak-

ing off nearby every few minutes. The script for the drill was that a large passen-

ger jet had crashed in the water alongside the runway and sunk. Divers played

the role of passengers in the submerged fuselage. Rescue divers needed to

extract them from the wreckage and bring the passenger divers to a barge at the

surface. The diver passengers “tagged” high school students waiting on the

barge, who took over the role of a designated passenger. The students had

received professional moulage makeup representing their physical condition. As

the student passengers, whose condition was designated as ambulatory, were

brought to shore, they were to be transferred to buses and taken to a special

(Continued )
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area in the terminal for appropriate nonemergency medical care and DBH

support.

The drill went quickly awry, however, as members of the response team

helped the ambulatory off the boat and directed them to go to the evacuation

bus—some 150 feet away in the direction of the runway. Some of the students

did not understand the directions, and were wandering about confused in the

chaos of the scene. They were also unnoticed by the response team. The situa-

tion posed a genuine and immediate danger because the nearby runway was still

very active. There were also a large number of emergency vehicles moving

about. The observer team, prohibited from commenting during the actual drill,

nevertheless felt the need to intervene early and point out the problem to pre-

vent some of the students from becoming genuine casualties.

In the after-action review, the DBH observer noted that these students had

not even gone through the traumatic experience of an aviation incident, but

were still confused by the rescue team’s instructions, as well as by the chaotic

scene in which they found themselves, and therefore had difficulty following the

team’s directions. How much more difficult would it be for someone who had

just experienced the traumatic experience of a violent aviation disaster?

Instructions were reviewed and procedures were added to escort the ambulatory

survivors to the designated buses. The disaster response plan was also changed

to include DBH professionals to accompany the ambulatory survivors on the

buses.
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Making Integration Work

Brian W. Flynn and Ronald Sherman

The previous sections in this chapter have provided detailed and valuable

information about how to expand the range of expertise and contribution to

not only the individual professions but to their effective and sustained inte-

gration. The content of this section draws key content from the information

and perspectives in those sections and identifies practical ways the ideas can

be operationalized.

“Through a Disaster Behavioral Health Lens” section begins to lead us in

into a discussion of key elements of what the two professions can learn from

each other. “Through and Emergency Management Lens” section adds

important information on the current status of available training in the EM

field. The Table 8.4 brings together their ideas of practical ways to realize

the goals identified in this chapter.

TABLE 8.4 Suggestions for Making Integration Work

Recommended

Priorities

Behavioral Health Emergency

Management

Share the general
knowledge base

� Know and effectively
communicate the
knowledge base (e.g.,
What the NBSB, IOM,
ARC others
recommend regarding
disasters)

� Become part of
ongoing EM training,
professional meetings

� Jointly author
publications

� Know and effectively
communicate the
primary guiding
principles, documents,
and knowledge base
(e.g., NRF, ESF
structure, ICS, etc.)

� Become part of
ongoing BH training,
professional meetings

� Jointly author
publications

Share the intervention
knowledge base

� Be up to date on
current evidence of
various intervention
strategies

� Share this knowledge
with EM in
understandable and
relevant ways

� Through work with
DBH professionals, be
aware of the state of
the science regarding
disaster BH
interventions

� EM could benefit from
orientation to and
training in PFA

(Continued )
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TABLE 8.4 (Continued)

Recommended

Priorities

Behavioral Health Emergency

Management

Explore/expand
opportunities for
enhancing professional
training and education

� Expand disaster related
content in BH training
and education

� Expand opportunities
for EM to participate in
DBH training

� Expand behavioral
health content in EM
training and education
(Specifics provided in
“Through and
Emergency
Management Lens”
section)

� Expand opportunities
for DBH professionals
to participate in EM
training

Expand collaboration
with other allied
professions

� Specific examples are
identified in “Through
and Emergency
Management Lens”
section

� Use academic
connections to
facilitate these linkages

� Specific examples are
identified in “Through
and Emergency
Management Lens”
section

� Use academic
connections to
facilitate these linkages
and increase
opportunities

Enhance school
preparedness

� DBH professionals
working with/in
schools should
promote emergency
and disaster
preparedness and
response capability

� As EM works with
schools in
preparedness and
response, highlight the
importance of
integrating DBH
elements

Expand the capacity of
law enforcement and the
criminal justice system

� DBH professionals
should continue to
provide crisis
intervention training

� Ensure that this training
includes disaster and
the importance of
these systems’
integration with EM

� As EM works with
these systems in
disaster preparedness,
EM professionals
should promote the
importance of
enhancing crisis
intervention skills

Integrate drills and
exercises

� Become part of the
planning process so
that when drills and
exercises take place,
DBH is integrated, and

� Assure that DBH
professionals are
integrated into the
preparedness process

(Continued )
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TABLE 8.4 (Continued)

Recommended

Priorities

Behavioral Health Emergency

Management

DBH scenarios are
realistic

� Actively participate in
drills as players,
designers, and judges

� Integrate DBH into
drills and exercises as
players, designers, and
judges.

Anticipate and strategize
regarding sigma related
to BH issues

� Acknowledge the role
of stigma and identify
ways in which it might
compromise both DBH
and EM goals

� Acknowledge the role
of stigma and identify
ways in which it might
compromise both DBH
and EM goals

Utilize existing online
training from the
Emergency Management
Institute (EMI) and other
sources

� Seek out EM training
opportunities through
contact with EM
counterparts

� Promote EMI online
courses to DBH
partners
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Chapter 9

Linking with Private Sector
Business and Industry

Diana Nordboe1 and Susan Flanigan2
1Emergency Manager, Independent Consultant, Carter Lake, IA, United States,
2Missouri Department of Mental Health, Jefferson City, MO, United States

The authors believe so strongly in collaboration and professional partnership

that this chapter is presented as a joint blend of our philosophy and practice

rather than as separate sections. Collaborating locally is the best starting point

when integrating emergency management, behavioral health, and the private

sector. Disaster response is relationship-driven, even in today’s data-driven,

social-media focused, “there’s-an-app-for-that” society. Human-caused and

natural disasters disrupt infrastructure at all levels. Local leaders and decision

makers launch initial efforts, control access to the impacted area and request

resources from a regional, state, or federal partner when the local needs exceed

local resources. Before disaster strikes, get to know the community leaders

and decision makers, join disaster response groups sanctioned to launch when

disaster strikes, and become educated on incident command and DBH.

Collaboration Basics

Readers are advised to identify and engage with the following key contacts in

their community.

1. Emergency manager and staff

2. Lead public behavioral health agency/authority

3. Community business leaders and partnerships

4. Community disaster response collaborative

HISTORY AND OVERVIEW

Since 1974, the Center for Mental Health Services (CMHS) and its predeces-

sor agency, the National Institute of Mental Health (NIMH), have

221
Integrating Emergency Management and Disaster Behavioral Health.

DOI: http://dx.doi.org/10.1016/B978-0-12-803638-9.00009-4

© 2017 Elsevier Inc. All rights reserved.

http://dx.doi.org/10.1016/B978-0-12-803638-9.00009-4


administered the Crisis Counseling Program (CCP) in coordination with the

Federal Emergency Management Agency (FEMA). The CCP provides sup-

plemental funding to the State Mental Health Authority (SMHA) for short-

term crisis counseling services to victims/survivors of presidentially declared

disasters. Legislative authority is given to the President under Section 416 of

The Robert T. Stafford Disaster Relief and Emergency Assistance Act of

1988 (Public Law 100�707) to provide training and services to alleviate

mental health problems caused or exacerbated by major disasters.

DBH theory and practice evolved with each jurisdiction’s response to

natural disasters, but sharing this collective knowledge was difficult pre-

internet when final reports were submitted in paper to the federal

agencies. In 1990, the coordinators of seven county projects addressing the

emotional needs following the California Loma Prieta Earthquake CCP real-

ized their collective knowledge would be helpful to other mental health man-

agers responding to community-wide disasters. The Emergency Services and

Disaster Relief Branch, then at the National Institute of Mental Health,

worked with an informal, California-based group of experienced disaster

mental health professionals to publish Disaster Response and Recovery: A

Handbook for Mental Health Professionals (Myers, 1994). This publication,

which became commonly known in the field as the Purple Book, became the

go-to resource for those interested in the behavioral health factors in

disasters. The publication provided guidance on managing an event and

outlined 14 key concepts of disaster mental health, which most consider

basic foundational knowledge in the field of DBH. They are especially

important knowledge elements for those new to the DBH field.

1. No one who sees a disaster is untouched by it.

2. There are two types of disaster trauma—individual and collective.

3. Most people pull together and function during and after a disaster, but

their effectiveness is diminished.

4. Disaster stress and grief reactions are normal responses to an abnormal

situation.

5. Many emotional reactions of disaster survivors stem from problems of

living caused by the disaster.

6. Disaster relief procedures have been called “The Second Disaster”.

7. Most people do not see themselves as needing mental health services

following disaster and will not seek out such services.

8. Survivors may reject disaster assistance of all types.

9. Disaster mental health assistance is often more “practical” than psycho-

logical in nature.

10. Disaster mental health services must be uniquely tailored to the commu-

nities they serve.

11. Mental health staff need to set aside traditional methods, avoid the use

of mental health labels, and use an active outreach approach to inter-

vene successfully in disaster.
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12. Survivors respond to active interest and concern.

13. Interventions must be appropriate to the phase of the disaster.

14. Support systems are crucial to recovery.

A 15th item is suggested and added by the authors of this chapter: All

disasters are political events. Although never officially listed as a key

concept, it is consistently acknowledged as an important consideration in

each event.

This chapter contains several case examples of integration among emer-

gency management, behavioral health, and private sector organizations and

groups. Readers will note that all of the examples cited above reflect the

changing status and needs of victims across the disaster event cycle. Needs

change over time and the outcome of the types of collaborations noted need

to change also. A graphic illustration of the trajectory of individual, family,

and community response is presented in Fig. 9.1.

As an aid to readers in understanding the various important variables and

considerations by disaster phase, Table 9.1 is provided. The table defines

description of the major characteristic presents at each phase described in

Fig. 9.1.

The CCP program changed again in 1995 when The Alfred P. Murrah

Federal Building in Oklahoma City was bombed on April 19, killing 168

people, including 19 children from the on-site day care center. For the first

time, a CCP program was activated for a human-caused event. Sadly,

human-caused events continued to impact the nation, ranging from the

Columbine High School shooting in 1999, to the September 11, 2001 terror

Collective reactions
typical phases of disaster

Emotional
Highs

Emotional
lows

Up to one year After anniversary

Honeymoon
Communtiy cohesion

Reconstruction
A new beginningHeroic

Pre-disaster

Impact

Disillusionment

Inventory

Warning
Threat Setback

Trigger events

Adapted from CMHS, 2000.

Anniversary reactions

Working through grief
Coming to terms

FIGURE 9.1 Psychological reactions to disaster.
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TABLE 9.1 Description of Disaster Event Phases and Responses

Phase Characteristics

Predisaster phase � Disasters vary in the level of warning communities
receive. When there is no warning, survivors may feel
more vulnerable, unsafe, and fearful of future unpredicted
tragedies.

� When people do not heed warnings and suffer losses as a
result, they may experience guilt and self-blame.

Impact phase � The impact phase can vary from the slow, low-threat
buildup (floods) to violent, dangerous, and destructive
outcomes (F-5 intensity tornado or 9/11).

� The greater the scope, community destruction, and
personal losses associated with the disaster, the greater
the psychosocial effects. People’s reactions range from
constricted, stunned, shock-like responses to the less
common overt expressions of panic or hysteria.

� Typically, people respond initially with confusion and
disbelief. They tend to focus on the survival and physical
well-being of themselves and their loved ones.

� When families are separated during the impact
(e.g., children at school, adults at work), survivors will
experience considerable anxiety until they are reunited.

Heroic phase � In the immediate aftermath of a disaster event, survival,
rescuing others, and promoting safety are priorities.

� For some, postimpact disorientation gives way to
adrenaline-induced rescue behavior to save lives and
protect property. Activity level may be high but actual
productivity is often low.

� The capacity to assess risk may be impaired and injuries
can result.

� Altruism is prominent among both survivors and
emergency responders.

Honeymoon phase � During the week to months following a disaster, formal
governmental and volunteer assistance may be readily
available.

� Community bonding occurs as a result of sharing the
catastrophic experience and the giving and receiving of
community support.

� Survivors may experience a short-lived sense of optimism
that the help they will receive will make them whole
again.

� When DBH workers are visible and perceived as helpful
during this phase, they are more readily accepted,
providing a foundation from which to provide assistance
in the difficult phases ahead.

(Continued )
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TABLE 9.1 (Continued)

Phase Characteristics

Disillusionment
phase

� Over time, survivors go through an inventory process
during which they begin to recognize the limits of
available disaster assistance.

� They become physically exhausted due to enormous
multiple demands, financial pressures, and the stress of
relocation or living in a damaged home. The optimism
can give way to discouragement and fatigue.

� As assistance agencies and groups begin to phase out,
survivors may feel abandoned and resentful. Survivors
calculate the gap between the assistance they have
received and what they will require to rebuild their lives.

� There are stressors abound—family discord, financial
losses, bureaucratic hassles, time constraints, home
reconstruction, relocation, and lack of recreation or
leisure time.

� Health problems emerge/intensify due to ongoing,
unrelenting stress and fatigue.

� Ill will and resentment may surface in neighborhoods as
survivors receive unequal monetary amounts for what
they perceive to be equal or similar damage, undermining
community cohesion and support.

Reconstruction
phase

� The reconstruction of physical property and recovery of
emotional well-being may continue for years following
the disaster. Survivors realize that they will need to solve
the problems of rebuilding homes, businesses, and lives
largely by themselves and gradually assume responsibility
for doing so.

� With the construction of new residences, buildings, and
roads comes another level of recognition of losses.
Survivors are faced with the need to readjust to and
integrate new surroundings while they continue to grieve
losses.

� When people come to see meaning, personal growth, and
opportunity from their disaster experience, despite their
losses and pain, they are well on the road to recovery.
While disasters may bring profound life-changing losses,
they also bring the opportunity to recognize personal
strengths and to reexamine life’s priorities.

� Individuals and communities progress through these
phases at different rates, depending on the type of disaster
and the degree and nature of disaster exposure.
Progression may not be linear or sequential, as each
person and community brings unique elements to the
recovery process.

Source: Adapted from SAMHSA (SAMSHA, 2000).
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attacks on the Twin Towers, Pentagon, and airline industry, to the 2012

Sandy Hook School shooting. These events became game changers in

psychological response because public and private sector work environments

such as schools, office buildings, and the transportation industry became

intentional targets of destruction. Human-caused events propelled the need

for further integration between the public and private sector response to an

event. Not only do human-caused events create greater psychological stress,

but, historically, private enterprise focused on business continuity as opposed

to human continuity. In the authors’ personal experience, understanding

trauma and the impacts to the most valuable asset—personnel—led to colla-

borations and better alignment among emergency management, behavioral

health, and public and private sector agencies.

The evolution of the 24-hour news cycle coupled with citizen journalists

posting, viewing, and commenting on videos as well as photos, and front-

line accounts of global traumatic events expanded and complicated the

psychological impact of events. At times, fortunately, and simultaneously,

behavioral health, emergency management, and the private sector align

during crises to share intelligence, maximize resources, and execute strate-

gies to address community gaps. In the authors’ experience, collaboration

depends upon local leadership, resources, and politics. Successful responders

are natural networkers and collaborators who integrate lessons learned from

previous disasters into their response plans. Good leaders understand that

natural disasters and human-caused events affect not only the communities

directly impacted but also the families, friends, colleagues, satellite offices,

and global citizens following the story well beyond the impacted area.

Positive outcomes are relationship-driven.

ROLE OF PRIVATE SECTOR AND NONGOVERNMENTAL
ORGANIZATIONS (NGOs) IN EMERGENCY RESPONSE
AND RECOVERY

The private sector and Nongovernmental Organizations (NGOs) have long his-

tories of response and recovery activities following disasters, and their roles

have been integrated into the national planning process. The Federal

Emergency Management Agency facilitated a cooperative planning process

with other federal departments and agencies in 1992 to establish the Federal

Response Plan (FRP) that outlined federal roles and responsibilities following

large-scale disaster events. Following the terrorist attacks of September 11,

2001, and the creation of the Department of Homeland Security, the FRP was

replaced in 2004 with the National Response Plan (NRP), which recognized the

importance of incorporating the private sector and NGOs in national planning.

The National Response Framework (NRF) (Federal Emergency

Management Agency, 2016a, 2016b, 2016c), introduced in 2008 and revised

in 2013, recognized that government resources alone cannot address all of
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the needs of those impacted by terrorist attacks, natural disasters, and other

catastrophic events. It also established guidelines for incorporating the whole

community into all phases of a disaster event. The NRF defined the roles of

NGOs and the private sector through a focus on the whole community and

core capabilities. The National Incident Management System (NIMS)

(The Federal Emergency Management Agency, 2016a) provides the nation-

wide template on how the whole community works together to not only

respond to incidents, but also prevent, protect against, mitigate, and recover

from the impact.

The private sector is defined by the NRF as nonprofit and for profit orga-

nizations that are not part of the government structure. The private sector is

comprised of businesses and industries of all sizes, commerce, and private

cultural and educational institutions. Emergency Management Agencies at

the local, state, and federal levels have established partnerships with private

sector to share and coordinate prior to, during, and after incidents. The NRF

outlines response roles for organizations within the private sector that impact

economic recovery (local, regional, or national), infrastructure (including

hospitals and health facilities), hazardous operations, and response resources

(donated or compensated).

Private Sector Responsibilities under the National Response Framework

The NRF identifies responsibilities of the private sector to include addressing the

needs of employees, infrastructure, and facilities and maintaining continuity of

business operations as (The Federal Emergency Management Agency, 2011,

pp. 10�11):

� Addressing the response needs of employees, infrastructure, and facilities

� Protecting information and maintaining the continuity of business operations

� Planning for, responding to, and recovering from incidents that impact their

own infrastructure and facilities

� Collaborating with emergency management personnel to determine what

assistance may be required and how they can provide needed support

� Contributing to communication and information sharing efforts during

incidents

� Planning, training, and exercising their response capabilities

� Providing assistance specified under mutual aid and assistance agreements

� Contributing resources, personnel, and expertise; helping to shape objec-

tives; and receiving information about the status of the community

NGOs are nonprofit, voluntary groups that provide service or humanitar-

ian functions on a local, state, national, or international level. The American

Red Cross and the National Voluntary Organizations Active in Disasters are

NGOs designated within the NRF as support elements to national response

capabilities (The Federal Emergency Management Agency, 2013a, pp. 8�9).
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NGOs’ interests and values provide for specialized services for the whole

community and populations within the community, such as:

� Children

� Individuals with disabilities, access, or functional needs

� Diverse religious, ethnic, and racial backgrounds

� People with limited English proficiency

The contributions of NGOs include:

� Volunteer resources

� Sheltering

� Emergency commodities and services

� Search and rescue

� Transportation

� Logistics services

� Identifying unmet needs in the community

� Coordinating and providing disability-related assistance and functional

needs support

� Providing health, medical, mental health, and behavioral health resources

Behavioral health organizations that are private sector or NGO entities

are a crucial component within the whole community for recovering from all

types of incidents. The Federal Emergency Management Agency, in coordi-

nation with the Substance Abuse and Mental Health Services Administration

(SAMHSA) of the Department of Health and Human Services (HHS),

awards grants for behavioral health services to state and county departments

of behavioral health through the Crisis Counseling Assistance and Training

Program of the Stafford Act. The major accomplishment of the CCP over the

decades has been to promote resilience within communities and support indi-

viduals and families with educational and counseling services following

large-scale incidents. NGOs and private sector organizations have played

integral roles in the CCP grants. However, not all disasters qualify for such

federal funding. Behavioral health services and local emergency management

often create memoranda of understanding (MOU) typically in collaboration

with the American Red Cross and private sector Employee Assistance

Programs (EAPs) to provide scalable psychosocial support and services to

local communities and organizations when disaster strikes.

EVOLUTION OF DISASTER COMPLEXITY AND PRIVATE
SECTOR COLLABORATION

Collaboration between emergency management, behavioral health, and the

private sector is complex. Yet, when operationalized, it can provide rapid,

creative programs and services that can be tailored to emerging and changing

survivor needs in ways few other entities can. This portion of the chapter
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will highlight several examples of this type of collaboration. Examples have

been selected that highlight not only the power of these collaborations but

the wide variety of situations in which they can be enormously helpful.

The Power of Water

Private sector involvement in disaster response continues to evolve in sophis-

ticated ways as the disasters morph from natural disasters into human-caused

events. Consider delivery of fresh water to impacted locations.

Case Example: Missouri Floods

The Anheuser-Busch (AB) Brewery headquartered in St. Louis has packaged

and delivered more than 72 million cans of drinking water for disaster relief

efforts since 1988 (Anheuser Busch, n.d.) (http://anheuser-busch.com/index.

php/our-responsibility/community-our-neighborhoods/natural-disaster-relief/).

During the Floods of 1993, AB provided beverage cans of water, affection-

ately known as “Floodweiser,” delivered to responders and communities in

need. Volunteers, including crisis counselors affiliated with the local commu-

nity mental health centers, chatted with and handed out water to Missourians

sandbagging levees, relocating families out of harm’s way, and removing

debris from flood-damaged businesses and homes. According to the authors’

experiences, early, helpful presence forged strong community relationships

and connected impacted citizens to resources and emotional supports well

after the floodwaters receded.

Case Example: Lead Contamination Flint, Michigan

Hurricane Katrina lessons learned from the direct impact to and volunteer

involvement of their associates resulted in strategic philanthropic policy

for Walmart in 2015. Wal-Mart with the Wal-Mart Foundation contributed

$25 million to disaster relief worldwide plus grants to US nonprofits to improve

disaster collaboration and community resiliency with the best practices and

technology. In January 2016, Wal-Mart, Coca-Cola, PepsiCo, and Nestle,

through Good360, a not-for-profit based in Alexandria, Virginia, pledged to

meet the daily clean water needs of over 10,000 school children affected by the

water crisis in Flint, Michigan. Up to 6.5 million bottles of water or 176 truck-

loads will supply water through the end of the school year (Walmart, 2016).

The disaster recovery arm of Good360 (Good360, n.d.) connects on-the-

ground nonprofits with corporate donors to ensure that the right goods get to

the right people at the right time during all stages of a disaster (Walmart,

2015). This is exceptional logistic and philanthropic alignment as is the

national United Way 211 system (United Way, n.d.). Private, public, and

not-for-profit donated goods and services are triaged to citizens and groups

requiring disaster resources during an active event and with human services
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and other social services agencies daily, a relatively simple and effective

solution for those in need.

The complications of the Flint water crisis continue to evolve. The event

received a presidential emergency declaration on January 16, 2016, with the

Federal HSS as lead agency. But, as of this writing, no federal behavioral

health program has been enacted as the public debate continues. Experts sug-

gest relocating children and families, politicians debate plans to replace

pipes, and the media highlights the ongoing impact of poor government deci-

sions (Redlener, 2016).

Although, at this writing, no formal federally supported behavioral

health program is ongoing, Flint does have emotional supports embedded

in the community. Good360 connected with the creative and effective pro-

grams delivered by The Crim Fitness Foundation, a respected community

agency of long standing. “We are part of the DNA of Flint,” shared

Christina Ferris (Ferris, Personal communication, n.d.), Crim development

director. Crim brings the community together by working with schools and

community members around gardens, helping children to achieve 60 min

of physical activity daily and teaching mindfulness. Crim states,

“Mindfulness builds the brain’s prefrontal cortex which is the area

impacted by lead poisoning. Lead can affect impulse control and lower

IQs. Mindfulness can exercise the brain and mitigate the impact.” Crim has

provided mindfulness training to more than 700 teachers as well as thou-

sands of students, and is continuing to expand these programs. Mindfulness

improves the ability to concentrate, reduces impulsivity, fosters better

decision-making, and brings a sense of peace and calmness to those who

practice. In fact, it has been shown to increase brain size and rebuild path-

ways in the prefrontal cortex—exactly what the children of Flint affected

by lead poisoning need now and for years to come. Nutrition education is

another tool for healthier life, such as promoting foods rich in calcium,

iron, and vitamin C to prevent absorption of lead. Crim states, “We are so

embedded in the community and committed to our message of help, hope

and healing.”

The Crim staff take care of one another and practice what they preach as

they address this public health crisis. “The water situation has thrown every

work plan out the window,” Ferris explains. “We are committed to one

another and try to practice good work/life balance” (Ferris, Personal commu-

nication, February 24, 2016).

Case Example: Sandy Hook School Shootings

Private sector goods, services, and logistics skills are typical areas for public

and private collaboration. In the aftermath of the Sandy Hook shooting, such

a collaboration stands out as an example from which other communities can

learn (Rallo, Personal communication, October 30, 2015). Jeff Immelt of
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General Electric (GE) received more than 100 ideas from the 150 employees

who were residents of Newtown, Connecticut, regarding ways they could

assist the community following the December 2012 Sandy Hook Elementary

School shooting. Immelt approached First Selectman Pat Llodra to discuss

what would be most beneficial.

Llodra told company executives that the demands on the government,

schools, and community were so “extraordinary” that skilled management

personnel were needed to cope with a broad spectrum of needs. Everything

from public relations and fund and event management to long-term recovery

was needed. “We thought things would quiet down in January, and we’d start

to feel more in control, but that was not happening,” Llodra said. “We were

at a loss at how to manage it all” (Hutson, 2013).

GE executives created three strategic positions and invited company

employees to apply. More than 40 were interviewed (Hutson, 2013).

Elizabeth Rallo brought her skills in corporate finance, quality training,

facilitation, and process improvement to Newtown. It was an unscripted

assignment and the first thing she learned was is that the rules of engagement

and behavior are different. “In a typical job, you generally have goals, deli-

verables, a plan and a timeline. I personally had to look beyond task oriented

and move towards doing what was needed, even if that was just listening.

The role was not the standard ‘job’, it was a servant of the community: one

head, hand and heart surrounded by people who each had a story to tell and

a part to play in the community rebuilding” (Rallo, Personal communication,

October 30, 2015).

The GE team, based in the Municipal Center, reported to the First

Selectman and became the go-to facilitators on everything from community

resources and services for families to answering media inquiries and requests

for donations. They managed correspondence, gifts and scheduling of

appearances, and meetings of officials for all things related to the shootings.

They coordinated public information leading up to the Sandy Hook

Elementary School task force’s decision to raze the existing school and build

a new facility on the site (Hutson, 2013).

In April 2014, Ms. Rallo returned to her job at GE Capital. One year later

GE announced that GE Capital would be sold. She was prepared for the

emotional spectrum that ensued. Her experience in Newtown fostered a new

personal resilience and self-awareness. She practiced active listening and

peer support with her colleagues as they collectively moved through a range

of emotions to transition from being a corporate family to the next phase of

their professional lives.

“My role in Newtown sparked within me a desire to provide greater

benefit for society as whole. GE has given me formidable skills, tremendous

relationships but most importantly this unique opportunity to assist this

precious community and find my true calling” (Rallo, Personal communica-

tion, October 30, 2015).
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Integration Lessons Learned from Newtown, Connecticut

When blending public and private leadership, consider Elizabeth Rallo’s lessons

learned (Rallo, Personal communication, October 30, 2015):

� Start by building trust. Fragile communities are wary of outsiders. Build

personal relationships and be reliable in making progress

� Honor community decision-making. Understand the balance between

driving toward goals and allowing people to come to a decision or

conclusion

� Stay neutral. Community factions arise so remain centered

� Communicate. Practice active listening and communicate in a compassion-

ate way

� Get media training. The media was omnipresent

Case Example: Omaha Metropolitan Medical Response System

The examples above focus on responses to particular events. Cases in which

entire systems, municipalities, and regions integrate their efforts in prepara-

tion for extreme events are also instructive. This section focuses on the expe-

rience of one metropolitan area (Dutton, Personal communication, October

10, 2015).

Throughout the United States private and public sector partnerships have

been formed to support the community response to disasters. Partnerships

develop at all levels to maximize resources and deliver coordinated services.

The Omaha Metropolitan Medical Response System (OMMRS)/Healthcare

Coalition (HCC) (Omaha Metropolitan Medical Response System, Health

Care Coalition, 2015) is an illustration of private and public sector leaders

forming partnerships to integrate medical response to disasters and to foster

preparedness within their own organizations. The representatives within

OMMRS include private and public hospitals, behavioral health, public

health, fire service, law enforcement, emergency management, major busi-

nesses, volunteer agencies active in disasters, and community organizations

of the metropolitan area. The OMMRS crosses state lines and includes coun-

ties in both Nebraska and Iowa. As an aid to other communities interested in

promoting such collaborations, Table 9.2 identifies key elements of system

development and potential approaches to system development.

The diversity of the organizations participating in the partnership has

provided the local Behavioral Health Authority the opportunity to inte-

grate DBH response with the larger community. The OMMRS/HHS

Behavioral Health Committee oversees the planning for the behavioral

health response for the medical community in the metropolitan area

(Omaha Metropolitan Medical Response System, Health Care Coalition,

2015). Following a disaster, the committee conducts an assessment to

determine behavioral health needs of the medical community. The primary
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agency responsible for implementing the OMMRS/HCC Behavioral

Health Plan is Region 6 Behavioral Health Care, the local behavioral

health authority appointed by the State of Nebraska to provide services to

the five western counties.

The Behavioral Health Committee is comprised of a large number of

organizations that work collaboratively to respond to disasters. The scope

and comprehensiveness of this coalition is a key factor in its productivity

and sustainability. Committee membership includes faith-based behavioral

health and family services organizations, EAPs, children’s behavioral health

services, county-based community mental health centers, local American

Red Cross chapters, the Medical Reserve Corps, medical centers and hospi-

tals, Veterans Affairs, county health departments, emergency management,

state-wide critical incident management, academic institutions, and the

OMMRS/HCC Coordinator.

OMMRS/HCC activates an Emergency Coordination Center (ECC) at the

request of the medical community to respond to disasters. Behavioral Health

is represented at the ECC and is responsible for activating and coordinating

specialties such as clergy, Region 6 Behavioral Health (local mental health

authority), school systems, American Red Cross, and Critical Incident Stress

Management (CISM). The Medical Behavioral Health Section Leader in the

ECC may activate behavioral health resources and Behavioral Health

TABLE 9.2 Key Elements in the Development of the Omaha Metropolitan

Medical Response System (OMMRS)/Healthcare Coalition (HCC)

Element History/Approach

Key event Joint Department of Defense (DoD)/Omaha Fire Department
chemical exposure exercise and after action report

Motivation Identified need for hospital/medical integration

Funding Federal funding for Metropolitan Medical Response System

Key consequence
of funding

Expand multiple disciplinary/jurisdictional involvement
Development of plans and exercises

Key stakeholder
involvement

Development and sustained committee structure including:
Alternative Care Facilities, Badging, Behavioral Health,
Communications, Communications Recruitment and Training,
Community Plan, Drill/Exercise Design Team, Emergency
Coordination Center, Equipment and Training, Law
Enforcement, Long Term Care, Mass Care Support, Mass
Fatality, Media/Public Relations, Pharmacy, Public Health,
Transportation, Volunteer Processing, Steering, and Executive

Key to success Longevity and active participation through a productive,
well-organized structure
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Committee members. Other roles of the Medical Behavioral Health

Section Leader in the ECC are to obtain preidentified data required for the

Federal Emergency Management Agency Crisis Counseling Assistance and

Training Program, assess the stress level of the OMMRS/HCC representa-

tives in the ECC, work with the Pharmacy Leader regarding psychotropic

medication needs, and provide other support as needed (Omaha Metropolitan

Medical Response System, Health Care Coalition, 2015).

OMMRS/HCC participates annually in a variety of community exercises

ranging from tabletop to full-scale exercises. The exercises provide behav-

ioral health centers, hospitals, medical centers, and other health facilities and

organizations the opportunity to test their internal plans during a large-scale

event and integrate response capabilities with emergency management as

well as the community.

OMMRS/HCC is a partnership that engages the whole medical commu-

nity, coordinates with a variety of response organizations, and crosses both

county and state lines. The planning completed by OMMRS/HCC demon-

strates how DBH can be included in the planning, training, and exercising in

all hazard preparedness for community incidents.

Missouri’s Evolving Practice: From Floods to Ferguson

A challenge for any location responding to an event is coordinating the public

and private sector funding, grants, and donations. Following the Great Flood

of 1993, at the state level, Missouri’s Governor convened the public and pri-

vate sector responders to ensure nonduplication of efforts and maximum

impact of funds received following the flood. The Governor’s Flood Recovery

Partnership was facilitated by the Director of the Department of Mental Health

(DMH). The DMH, through the Federal Emergency Management Agency

CCP, worked with communities and responding agencies to facilitate emo-

tional recovery from this statewide disaster. State Emergency Management

embraced and collaborated with the behavioral health programs. Not only

were resources streamlined, but issues were addressed and policy agreed upon

collectively too. Now known as The Partnership (see The Parnership, Missouri

State Emergency Management Agency, http://sema.dps.mo.gov/programs/the-

partnership.php for more detail regarding structure, membership, and function)

this collaborative model of State departments and private organizations,

aligned with front-line community responders and businesses, continues to

evolve as an active and successful framework in Missouri.

Case Example: Ferguson, Missouri

On August 9, 2014, recent Normandy High School graduate Michael Brown

was killed by a police officer outside the Canfield Green Apartments (Bogan

& Moskop, 2015). There is general agreement that the civil unrest that erupted

in the Ferguson community ignited due to decades of racial inequity, excessive
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municipal fees, as well as anger with the lack of minority representation

among local elected officials. “Black Lives Matter” became a global focus.

For weeks, the unrest became a regular event in St. Louis County and was

covered 24/7 by the international media. Local law enforcement and the

Missouri National Guard were deployed to North St. Louis County. A state of

emergency was declared but this event was unlike anything seen before in

Missouri. A behavioral health response was activated through local agencies

that were already embedded in the community. New partnerships were formed

with law enforcement and economic development groups. Existing relation-

ships with behavioral health partners and emergency management leaders

were leveraged. The following text box contains details of the collaborations

supporting DBH goals. These details are provided to assist readers in examin-

ing and exploring relevance to their own locations and preparedness and

response strategies.

Behavioral Health Framework Creates the Resilience Coalition

In the immediate aftermath of the unrest, the Missouri Department of Elementary

and Secondary Education (DESE) contacted the DMH to develop and deliver training

for 200 teachers, school counselors, resource officers, social workers, and adminis-

trators on how to assist children and staff dealing with the emotional impact of what

became known as Ferguson. DMH collaborated with internal experts and aca-

demics, and 2 days later delivered training with facilitated breakout sessions hosted

at Harris Stowe State University. DESE selected the site and it was an important

choice to host this gathering in the City of St. Louis at a Historically Black College

and University (HBCU). From this collaboration, the Directors of Missouri DMH,

DESE, and Social Services sanctioned the creation of “The Resilience Coalition,”

comprised of local behavioral health providers, the United Way, and other not-for-

profits, law enforcement, social justice organizations, private foundations, the faith

community, academic experts, and others. This coalition was to address the com-

plex issues and toxic stress in North St. Louis City and County. DMH provided in-

kind leadership, meeting space, and support to foster alignment with the behavioral

health supports already embedded in the community. Using a crisis counseling and

community outreach model, the Resilience Coalition was formed and member

agencies volunteered key staff to address the historic and ongoing stress in the tar-

geted area. Simultaneously, The Ferguson Commission, appointed by Governor Jay

Nixon, held public meetings and looked fully at the issues impacting the St. Louis

Metropolitan area. Their final report was widely distributed and posted online in

December 2015 (The Ferguson Commission, 2015).

(Source: Author (Flanigan, 2014) first hand experiences) Content compiled from author
participation in ongoing conference calls and Resilience Coalition report to Missouri Mental
Health Commission Dec. 11, 2014.

The collaborations developed and described above were creative,

cohesive, and targeted. Key goals of the Resilience Coalition are detailed

in Table 9.3.

Linking with Private Sector Business and Industry Chapter | 9 235



TABLE 9.3 Key Goals, Activities, and Partners of the Resilience Coalition

Goals Activities and Partners

Coordinate Outreach and Response

Facilitate
discussions
on race

Racial Equity Learning Exchange (RELE) provided historical context of
race and the connection to trauma and toxic stress. RELE sessions
were delivered to leaders of State Agencies, Law Enforcement, Public
School Safety Officers and more, including the DMH Mental Health
Commission and executive management team.

Foster
community
engagement

Resilience Coalition cohosted Listening Sessions with faith
communities and other groups to focus on trauma, toxic stress, and
the resulting impact on individuals, families, and communities.

Offer
behavioral
health
support

Resilience Coalition collaborated with Metropolitan Congregations
United to organize sanctuary and safe spaces with mental health
professionals for the days leading up to and weeks following the
grand jury decision.
Resilience Coalition partnered with University of Missouri-St. Louis to
provide resilience and coping groups to law enforcement and
families directly impacted by events in Ferguson. Resilience Coalition
teamed with the Association of Black Psychologists to provide
clinical support to Ferguson residents.

New Strategic Partnerships

Urban
League

The Resilience Coalition and DMH Human Resource staff partnered
with American Federation of State, County, and Municipal Employees
(AFSCME) representatives at an Urban League Job Fair to recruit
Ferguson area residents for open positions at DMH St. Louis facilities
(received 200 applications).

Economic
Development

The Resilience Coalition promoted behavioral health resources at
“Shop Ferguson” Listening Forums and addressed trauma through
providing requested behavioral health services for affected business
owners/employees.

United Way Resilience Coalition collaborated with the United Way emergency
assistance to support their Ferguson efforts of food distribution,
transportation, and crisis counseling.

Building Trauma-Free Communities

Bridges to
Care &
Recovery

Partnered with Bridges to Care & Recovery featuring nine churches
that completed training to become “behavioral health friendly
churches.”

Alive and
Well

Resilience Coalition members joined the Executive Steering
Committee of Alive and Well, the Regional Health Commission
initiative to build a resilient and trauma-informed communities.

Youth
Violence
Prevention
(YVP)
Partnership

YVP is a multiagency, multidisciplinary approach with involvement
in public schools, juvenile justice, criminal justice, health, mental
health, and social services to reduce violence in St. Louis City among
youth ages 14�24.
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Case Example: Virginia Responds to the 9/11 Attack
on the Pentagon

Behavioral health has a long history of collaboration and partnership during

disaster response, predating the establishment of the NRF guidelines and the

NIMS template for integration of the private sector and NGOs in terms of

the local response to a disaster described earlier. The following example

illustrates how collaboration helps to promote emotional healing within the

workplace, the community, and for individuals.

On September 11, 2001, terrorists perpetrated unprecedented attacks on

the World Trade Center and the Pentagon that captivated and terrified the

world. The 9/11 terrorist attacks left many people across the United States

feeling unsafe and vulnerable.

At the Pentagon in Arlington, Virginia, the attack caused major damage

and the deaths of 189 individuals. Sixty-four of the fatalities were

onboard the American Airlines plane that hit the building. Following the

attack, the Commonwealth of Virginia was awarded the Federal Emergency

Management Agency Crisis Counseling Assistance and Training Program

funding for the Community Resilience Project (CRP) to provide crisis-

counseling services in Northern Virginia through local mental health

authorities.

As the Metropolitan Washington D.C. area reacted to ongoing terrorist

related events, including the anthrax attack, sniper shootings, and military

actions in Afghanistan and Iraq, the project reassessed needs and adapted

services to respond to the new events. The CRP successfully implemented

a wide range of resilience building initiatives during the two and one

half years it was operational. A detailed description of the history, structure,

services, challenges, and accomplishments of this Project is available for

interested readers (Commonwealth of Virginia, 2004) http://www.council

ofcollaboratives.org/files/HelpingtoHealManual.pdf.

Of special note are several challenges faced by the CRP that have not

previously been experienced by more traditional DBH programs. Key chal-

lenges included:

� The Pentagon is a high-security, military facility with controlled access

for any civilian programs. The CRP’s innovation, persistence, and coordi-

nation with the Department of Defense’s own programs opened the door

for civilian programs to the military community

� News coverage had focused primarily on the World Trade Center, leaving

the victims of the Pentagon feeling isolated and overlooked. A media

campaign was initiated to increase awareness of the impact on the

Pentagon’s personnel

� A large number of people in Northern Virginia are of Middle Eastern

descent and have been the subject of hate crimes and bias since
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September 11, 2001. National and local events, such as the federal raids

on homes, further traumatized this community. Crisis counselors with

strong ties to the Middle Eastern population were hired to serve this

vulnerable group

The complexity of the impact of the terrorist incident required the CRP

to outreach the entire area and rely on community partners to assist with

(1) identifying the diverse communities in need of assistance and (2) provid-

ing perspective on the impact of the ongoing events. NGOs and the private

sector played major roles in reaching out to the community and assisting the

CRP to be successful.

Each county developed multicultural teams to reach throughout the

diverse Northern Virginia region and to respond to the needs of the indivi-

duals and groups. The hiring process for outreach workers and crisis

counselors emphasized those already affiliated with NGOs serving the com-

munity. These groups included Muslim, Vietnamese, Hispanic, and Korean

populations.

All of the county CRPs developed partnerships with public and private

businesses, educational institutions, public and private businesses, faith-

based organizations, human service, and community-based organizations.

The CRP was allowed to participate in already-scheduled events offered by

the private sector and NGO partners providing an opportunity to promote

services, learn about partners’ resources, and develop relationships that lasted

throughout the project.

Engaging the faith community was essential. The CRP worked with the

interfaith group, Faith Communities in Action, to conduct cross-cultural

dialogues on the 9/11 experience. The dialogues were well attended and

received by people of different faiths and provided a supportive forum for

sharing 9/11 experiences and they continued after the CRP ended. This is

just one example of the legacy of the CRP that was sustained through the

collaboration with NGOs and the private sector.

Other CRP partnerships included an initiative to colocate multicultural

and/or multilingual outreach workers within community host organizations

to access low income, older adults, and immigrants within the community.

Participating partners included health clinics serving low-income residents,

government human services, a residential high-rise with at-risk low-income

and immigrant residents, and a senior center.

In discussing important partnerships, one CRP leader stated, “. . .. For men-

tal health, in terrorist-related types of disasters, the State Disaster Mental Health

Coordinator, the local Red Cross Chapter, and the Employee Assistance group

within your particular organizations are probably the three preestablished

relationships, that are most critical in the provision of mental health services”

(Community Resilience Project of Northern Virginia, 2004, p. 13).
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The Arlington CRP is also an illustration of a local government entity

supporting federal resources with unique services. At the request of the

Garrison Commander at Fort Meyer, the CRP provided stress management

services to civilian and active duty military personnel—many of whom had

been among the first to respond to the attack on the Pentagon. In addition,

the CRP facilitated support groups on Fort Myer for spouses and children of

soldiers in response to active duty members being deployed to Iraq.

Local private sector businesses were very supportive of the behavioral

response. The public information campaign for the CRP received 513 free

radio spots and 593 free television ad spots to promote CRP services and

promote healing. A pizza franchise distributed over 8000 flyers attached to

pizza boxes advertising the services offered by the CRP. The CRP worked

with the private sector to conduct stress management classes, booths, or dis-

plays at varied facilities and community meetings, including public libraries,

resource centers, Girl Scouts, senior centers, recreation centers, churches/

mosques, service organizations, assisted living facilities, corporations, fitness

centers, and local and chain retailers.

The experiences of the CRP demonstrated repeatedly that responding to

the behavioral health needs of disaster survivors requires a whole community

approach to identify and reach those in need and to provide comprehensive

and diverse services.

COMMUNITY SUPPORT

No group can accomplish their goals and missions alone. Responders at all

levels in all agencies should be engaging in comprehensive and collaborative

alignments. The Federal Emergency Management Agency promotes a whole

community approach to emergency management that engages private and

nonprofit sectors, as well as the general public, into the disaster response.

The whole community needs to be engaged in order to meet the multitude of

needs of individuals and the community.

Emergency Management Whole Community Approach

Engaging the whole community and empowering local action will better posi-

tion stakeholders to plan for and meet the actual needs of a community and

strengthen the local capacity to deal with the consequences of all threats and

hazards. This requires all members of the community to be part of the emer-

gency management team, which should include diverse community members,

social and community service groups and institutions, faith-based and disability

groups, academia, professional associations, and the private and nonprofit sec-

tors, while including government agencies who traditionally many not have

been involved in the emergency management (The Federal Emergency

Management Agency, 2011, pp. 4�5).
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INTEGRATING VOLUNTEERS INTO DISASTER RESPONSE

Volunteers are essential to the response to large-scale events, including

behavioral health services. Local behavioral health resources may become

quickly overwhelmed. Augmenting the response with volunteer respon-

ders can provide for more expansive services, including services for

diverse groups. Many of the state mental health authorities coordinate

volunteer DBH response teams to supplement the local behavioral health

response.

Organizations within the private sector have also established volunteer

DBH teams. The American Red Cross is one of the most well-known

volunteer organizations active in disasters (VOAD). They respond to a

wide range of events from assisting individual families to large-scale com-

munity disasters. DBH services are a major focus of the American Red

Cross in their effort to assist families and communities to recover

(American Red Cross, n.d.-a). The American Red Cross deploys a wide

variety of licensed behavioral health professionals who have completed

specialized training to assist both the victims of disasters and the relief

workers to deal with the trauma and stresses related to the disaster event

(American Red Cross, n.d.-b).

The National VOAD is a gateway for faith-based and nonprofit organiza-

tions interested in becoming integrated into disaster response. In May 2015,

the National VOAD ratified points of consensus on disaster emotional care

for all phases of a disaster. The National VOAD (Volunteer Organizations

Active in Disaster, 2015) describes, “Accepted types of disaster emotional

care include, but are not limited to:”

� Preparedness activities

� Assessment and triage activities

� Psychosocial support activities

� Early psychological intervention activities

� Recovery activities

State VOADs are typically represented in the State Emergency

Operations Centers, providing the opportunity to formally integrate with key

partners, including governmental organizations at all levels during the disas-

ter response and recovery. Federal, state, and local governments’ recognition

of the importance of volunteers has provided better access and support for

organizations and individuals wanting to help build resiliency in their

communities.

There are many opportunities to volunteer during disaster response and

recovery. Volunteering through a VOAD or State DBH Team provides the

behavioral health provider access to training resources and a supportive

environment.
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STRATEGIC STEPS TOWARD ACCOMPLISHING EMERGENCY
MANAGEMENT, DISASTER BEHAVIORAL HEALTH,
AND PRIVATE SECTOR INTEGRATION

Step One: Educating Individuals and Organization

Integrating stakeholders and including volunteers from the community have

been a focus of emergency management for many years. The first step in

becoming part of the effort to build community resiliency and respond to

disasters is to become educated on the whole community approach to

emergency management and the role of DBH. The Federal Emergency

Management Agency and many other organizations provide free information

and training that can be used to educate individuals or organizations inter-

ested in disaster response and recovery and building resilient communities.

A Wealth of Free Information and Training is Available

1. The Federal Emergency Management Agency’s A Whole Community

Approach to Emergency Management: Principles, Themes, and Pathways for

Action at https://www.fema.gov/media-library/assets/documents/23781 intro-

duces the collaborative model of whole community approach to emergency

management and provides a strategic framework for integrating this

approach into daily practices. In addition,the Federal Emergency

Management Agency’s website Whole Community at http://www.fema.gov/

whole-community provides an overview of the principles of whole commu-

nity approach to emergency management

2. National VOAD’s website at http://www.nvoad.org/ provides guidance on

how to help and how to be prepared and provides links to partner organiza-

tions that offer volunteer opportunities

3. Citizen Corp provides an opportunity for individuals to volunteer.

Information on Citizen Corp is at http://www.ready.gov/citizen-corps

4. Behavioral Health Providers can contact their State Department of Mental

Health and/or State VOAD to identify behavioral health volunteer

opportunities

5. The Substance Abuse Mental Health Services Administrations (SAMHSA)

Disaster Technical Assistance Center at http://www.samhsa.gov/dtac has free

information on DBH

6. The Federal Emergency Management Agency’s National Emergency Training

Center is the home to the National Fire Academy and the Emergency

Management Institute (EMI). Online independent study (IS) courses are avail-

able at no cost. A complete list of residential and online course offerings is

available at: http://www.training.fema.gov/apply/

a. A first step for any individual or organization interested in becoming part

of emergency response is to assure their own and/or the individuals in

their organizations personal readiness. The Federal Emergency

Management Agency offers online IS courses through its EMI. The IS-22

(Continued )
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(Continued)

course Are You Ready? An In-depth Guide to Citizens Preparedness is an

excellent introduction (https://training.fema.gov/IS/courseOverview.aspx?

code5IS-22)

b. IS-394a Protecting Your Home or Small Business from Disaster describes

protective measures that can reduce or mitigate the negative conse-

quences of disasters on homes or small businesses (https://training.fema.

gov/IS/courseOverview.aspx?code5IS-394.a)

c. IS-660 Introduction to Public�Private Partnerships is an introduction to

the public�private partnerships and describes roles and responsibilities.

This training will introduce the common language used in emergency

management and basic principles (http://www.training.fema.gov/is/cour-

seoverview.aspx?code5IS-660)

d. IS 288a The Role of Voluntary Organizations in Emergency

Management describes the history, roles, and services of disaster relief

voluntary agencies. The course was developed for both the general

public and emergency management (https://training.fema.gov/IS/

courseOverview.aspx?code5IS-288.a)

e. There are many other courses that may be beneficial to an individual or

organization. It is recommended that the IS list be reviewed

Step Two: Preparing Individuals and Organizations

Preparedness begins at the individual, family, and business/organizational

level. Education is a powerful tool for facilitating preparedness.

Organizations and businesses can challenge members and employees to be

ready for all hazards. Being prepared will empower businesses and organiza-

tions to contribute to community resiliency.

Businesses form the backbone of the community, state, and national

economy. A commitment to planning today will help support employees,

customers, the community, the local economy, and even the country. All

businesses should have a business continuity plan to ensure the business con-

tinues to operate regardless of the interruption. The Federal Emergency

Management Agency offers several planning resources and templates, includ-

ing a business continuity plan, business impact analysis, computer inventory

template, and other relevant tools (The Federal Emergency Management

Agency, 2013b).

Step Three: Reach Out to Key Partners

After reading the materials related to personal, family, and organizational

preparedness, reach out to the group(s) active in the disasters with similar

interests to learning more about their roles, goals, and activities.
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Step Four: Live Emergency Management for Life

People who have participated in a disaster response frequently tell similar

stories. They often say that this work is a life-changing experience that can

provide a better understanding of one’s community and the vital role emer-

gency management plays in all lives. This experience can lead to many more

opportunities to become part of community resilience building. Remember

that disasters occur locally, but can still impact the entire nation.

CONCLUSION

All who have worked in the world of disasters understand that no two experi-

ences are alike, and that some experiences personally and professionally

impact us more than others. The authors of this chapter are no exception.

What follows are reflections by both authors of two of events that have been

most significant to us. It is our hope that these examples provide both

personal and professional insight and motivation.

A Nation Responds: Diana Nordboe’s Reflection on 9/11

September 11, 2001, may have occurred in New York City, Arlington,

Virginia, and in a field in Pennsylvania, but it was a national incident. The

care, concern, and help provided to the survivors, families, and responders of

9/11 had a profound impact on the recovery of individuals and assisted to

build resilience in the impacted communities. The adverse psychological

consequences of the disaster were immediate and widespread and individuals

and communities across the nation struggled to redefine their daily lives. The

impact of a terrorist event is far reaching and requires a whole community

response.

In Virginia, the CRP, discussed earlier, found that, in addition to the fam-

ilies and friends of the casualties and employees at the Pentagon, countless

others were greatly impacted and in need of crisis counseling services. They

include first responders, commuters who witnessed the incident, school

children, airport employees, immigrants that had fled war torn countries and

terrorism, and many others. Fear and grief were the most prevalent emotions

reported by community members to the crisis counseling staff. In Northern

Virginia schools and across the nation, our children watched the horror

unfold in unrelenting news accounts of the terrorist attacks.

The economic impact was also considerable. The Pentagon is one of the

world’s largest office buildings with 23,000 employees who live in or proxi-

mate to Northern Virginia. Hundreds of workers at the Arlington County-

based Reagan Washington National Airport, which brings an estimated

$5.6 billion into the local economy each year, have been impacted by the
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terrorist events. The temporary closure of the airport and reductions in opera-

tions after its reopening adversely affected the economy in the region. While

the region’s 10,000 airport employees were directly impacted by the disaster,

an additional 70,000 jobs in the hotel, restaurant, and travel industries were

threatened. The 9/11 attack and events following the disaster contributed to a

$2.1 billion budget shortfall in the Commonwealth (Fuller, 2004).

Northern Virginia represents the most densely populated region in the

Commonwealth, with a population in excess of 1.8 million. Virginia citizens

from all nine jurisdictions comprising the Northern Virginia area were

directly or vicariously impacted by the terrorist attack. The Northern

Virginia area has an extremely diverse population with over 100 languages

spoken in the region (George Mason University Center for Regional

Analysis, 2011). There are many Northern Virginians who have come to the

United States fleeing war in their countries of origin. They came to this

country for a new beginning and to feel safe. The 9/11 attack left them fear-

ing for their safety, feeling vulnerable, and worrying that there would be

additional terrorist attacks. Despair over the tragedies, exacerbated by fear

and isolation, created an extended need for crisis counseling services. The

response is Virginia was successful because it immediately reached out to

others within the community for support and help. Faith-based groups, busi-

nesses, NGOs, and individuals were available to help as needed and become

part of the emergency management and behavioral health response.

The nation has learned many lessons during and since 9/11. One of the

most important lessons is that it takes a community to respond to a disaster.

Emergency management cannot respond alone. The needs of a community

are complex prior to a disaster, and even more difficult to address after a sig-

nificant incident. Conducting outreach in a community following a disaster

is like peeling an onion—the more layers you peel the more you want to cry.

The disaster so often pushes people who were marginally getting by to a

point where they feel that obstacles are too overwhelming to overcome. The

partnership between behavioral health and other organizations providing

assistance in disasters helps those impacted to regain control over their lives.

As the nation continues to develop the whole community approach, our abil-

ity to respond will grow exponentially.

Diana Nordboe’s Lessons Learned

1. Know your village. People live, work, shop, and commute through your

community daily. Design programs and outreach to address anyone residing

in or passing through the area when the disaster occurred

2. Address the economic earthquake. The disaster impacts the economic

epicenter of the community. Consider the financial aftershocks. Support

(Continued )
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(Continued)

local businesses and services and identify second and tertiary businesses

impacted by the disruption to the economic drivers

3. Cultural competency is a foundation to any program. Know your population

and hire respected members of the local community and agencies to advise

your staff and deliver programs

4. Adopt the whole community approach

Susan Flanigan’s Reflections: Ferguson

I was at the Chase Park Plaza for the August 10, 2014 matinee of “Get on

Up,” the movie biography of James Brown, and everyone in the theater was

talking about it. Michael Brown died the day before in Ferguson, a suburb

10 miles from my St. Louis City neighborhood. We filmgoers, strangers yet

neighbors, collectively recognized the complexity of the event. The next

morning, I drove 2 hours to my office in Missouri’s capital, Jefferson City.

I asked my boss, Missouri’s Director of Mental Health, “What are we going

to do about the unrest in Ferguson?” He answered, “We’ve not been asked

for anything.” To which I replied, “It’s not going away.” One week later, the

Missouri Commissioner of Education asked for our help in creating a train-

ing for teachers, staff, and administrators returning to the schools that would

have children directly impacted by the events in Ferguson.

Crises do not fit into neat categories. An incredibly political landscape

existed. Plus, generally speaking, the St. Louis area preferred to use their

deep pool of local experts who understood the metropolitan area as com-

pared to public servants temporarily deployed from Central Missouri.

The crisis counseling model, Missouri’s collaborative strength, St. Louis’

strong behavioral health community, and understanding the process to com-

plement existing resources led to the creation of the Resilience Coalition.

However, the event that brought us together was not a natural disaster, but

was rooted in a history and context of racial inequity, municipal practices,

and law enforcement responses infused with socio-economic disparities. All

this came together in the perfect storm of civil unrest.

In greater St. Louis, specifically North County, behavioral health

collaborations were already embedded in Ferguson and Florissant, as well as

nearby school districts. A back-to-school training delivered in 48 hours

revealed the need for something more. A core team came together, volun-

teering their time to focus on the emotional needs of the children, families,

and communities most impacted. Outreach consisted of listening sessions

primarily hosted with the faith community to discuss toxic stress. As the

formal coalition phases down the behavioral health quiet presence continues

through Bridges to Care and Recovery (Behavioral Health Network, n.d.),
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a faith-based organization that continues the legacy and applies lessons

learned. Several members of the Resilience Coalition sit on the steering

committee of Alive and Well, which is addressing the impacts of toxic stress

in St. Louis by striving to build a trauma informed community (Alive &

Well, n.d.).

Susan Flanigan’s Lessons Learned

Having worked in public and private organizations at the local, state, and

national level directing public and legislative affairs, crisis communication,

business continuity, and CCP and DBH programs and services, Susan shares

these insights:

1. Know what you do not know. Have a “go-to” list of experts, prescreened,

both formal and informal, for consultation. Experts should be based within

your state and local area, and as well as out-of-area. Out-of-area experts

help with perspective and in-area experts help with access and local

credibility

2. Identify key community leaders and resources and align with them early.

Be inclusive

3. Understand the internal and external political landscape. All disasters are

political events and there are always those trying to enhance their reputa-

tion, whether they have the needed skills and resources or not. Find mean-

ingful ways to keep the key decision makers positively engaged and know

the chain of command and nuances to prevent blunders which could mar

program efforts

4. Communication, communication, communication. What you say and how

you say it is important. Understand risk communication. Review your

communication for content, clarity, empathy, truth, and reassurance. Offer

concrete actions when possible. Do not contribute to the ambient noise

5. Sharing a meal brings people together. Yet, public entities often cannot pay

for food with taxpayer dollars. The private sector can offer meeting space

with snacks or light fare to facilitate collaboration and problem solving

among community groups and public and private sector responders

6. Self-deploying is not the answer and can adversely impact the response. Be

part of the organized response. Many business headquarters feel they must

rush to the impacted area to check on their satellite offices but this may

take hotel rooms and other resources from locals displaced from the disas-

ter. Think before responding and ensure any company representatives

check in with local emergency management to share information and verify

credentials to access their facilities and employees

7. Connect with the local behavioral health agency or state mental health

authority to participate in exercises and training opportunities such as

psychological first aid (PFA). PFA training courses are available online at

no cost (The National Child Traumatic Stress Network, n.d.)

8. Understand the phases of disasters (See Fig. 9.1) and assure that efforts fit

the phase

(Continued )
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(Continued)

9. Bring like minds together to share best practices and build personal

relationships

10. Limited funds, if any, are available for public employees to attend confer-

ences in- or out-of-state. Corporate sponsorship of state teams comprised of

public and private sector leaders to attend trainings could prove valuable to

building state resiliency

11. Capture, integrate, and share lessons learned

12. Sustain and maintain the institutional knowledge

13. Always practice self-care

14. Maintain a sense of humor, but know it has its place and that inappropriate

humor can create endless problems

15. Be grateful. Say thank you
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Making Integration Work

Behavioral health, emergency management, and the private sector continue

to enhance their collaborations and response effectiveness through shared

technology, mutual goals and objectives, and integrated testing and exercis-

ing. Although these formal alignments enhance the effectiveness and practice

of disaster response and recovery, exceptional programs are still personality-

and leadership-driven with networking being a key component. Who has the

best model to emulate? That does not exist. Like all disaster response,

leaders must customize the framework to fit the event and the community.

As a means to organize and operationalize the major point made in this

chapter, Table 9.4 is provided. It is designed to provide a framework that

can be customized by various locations and organizations. It should be used

as a “place to start,” a format intended to help users develop a matrix helpful

in their own communities. It is hoped that the process of populating cells in

a document such as this will prove to be valuable in promoting collaborative

efficacy and preparedness that least to and strengthens integration.

TABLE 9.4 Sample Matrix to Foster Integration of Behavioral Health,

Emergency Management, and the Private Sector

Goal Key Activities DBH EM Private

Sector

Collaboration

Promote
integration

Identify stakeholders
and begin networking
meetings

Integration
needs
assessment

Identify the Federal,
State, and Local rules
for each key player
(i.e., legislation,
policy, regulatory
agencies, and politics)

Review community
landscape: what has/
is being done

Review service
delivery models,
programs, and
funding resources

Identify gaps—
individual and
collective

(Continued )
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Section III

Special Opportunities
to Enhance Integration

If integration is to achieve optimal benefit for professions as well as the

victims and survivors of disasters, opportunities must be exploited and chal-

lenges must be overcome. The goal of this section is to explore several areas

in which exciting opportunities occur as well as where challenges have arisen.

For example, integration in command and control operations and integra-

tion of public communication efforts have yielded exciting and constructive

results. At the same time, navigating challenging legal, ethical, and political

elements of preparedness and response have challenged integration activities.

The success of integration rests upon the long-term ability of both professions

to persist in adapting to emerging opportunities and challenges as described in

this section.
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Through an Emergency Management
Lens

John J. Brown, Jr.

First responders, such as police, fire, and emergency medical services (EMS)

personnel witness disasters up close and are certainly affected by the trauma

of horrific incidents. At the same time, those in emergency operations cen-

ters (EOCs) and emergency communications centers (ECCs) must also deal

with the stress of such events, albeit without the associated sights, sounds,

smells, and physical hazards of on scene operations.

In many instances, the firefighters, Emergency Medical Technicians

(EMTs) or police officers are able to track the survivors to determine the

ultimate outcome of their efforts in the field. EOC and ECC staffs often

never learn if a patient survived or died as the result of an incident. Critical

incident stress management (CISM) programs have been established in most

public safety agencies nationwide, but they do not necessarily include EOC

or ECC staff. The complexities in CISM programs will be discussed later in

this section of the chapter.
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AN EMERGENCY MANAGER’S FIRST HAND ACCOUNT OF
ENCOUNTERING BEHAVIORAL HEALTH EFFECTS

As a 44-year public safety professional, I have been both a first responder

for 34 years and an emergency manager with responsibility for a 9-1-1 center

the past 10 years in a densely populated, urban community near Washington

D.C. I have responded to large-scale emergencies in the National Capital

Region, throughout the United States, and overseas deployments as a Task

Force Leader and Planning Officer for the Fairfax County Urban Search and

Rescue Task Force, known as Virginia Task Force One (VATF-1). In 1973,

I responded to a building collapse that killed 14 construction workers in the

Bailey’s Crossroads area of Fairfax County. In 1998, I responded to the U.S.

Embassy bombing in Nairobi, Kenya and to an earthquake in Taiwan in

1999, both involving hundreds of deaths and serious injuries. I worked in our

operations center in Fairfax during two separate Task Force deployments for

earthquakes in Turkey in 1999. On 9/11, I responded to the Pentagon at the

request of the Arlington County Fire Department to set up a planning section

under the incident command system. In 2005, I deployed to New Orleans

to establish an EOC and 9-1-1 center. Between 2003 and 2007, I spent

15 months in Iraq, Kuwait and the United Arab Emirates as assistant to the

DHS Attaché in Baghdad. Each of these experiences, including the traumatic

death of a fellow firefighter, provided different perspectives about how we

deal with stressful situations and the cumulative effects of exposure to trau-

matic events.

I was diagnosed with traumatic brain injury and posttraumatic stress

disorder (PTSD) when I returned home from Iraq in 2007. I do not consider

myself a victim, but rather a survivor. I have continued to stay engaged in

the business of public safety, with the help of some awesome health-care

providers in the military and the Washington D.C. Veterans Administration

Hospital, as well as support from family, friends, and colleagues.

Realizing that one has a problem is the first step of recovery. I look at

recovery as a journey, not a destination, and continue to work on staying

healthy, physically, and emotionally. Being on the front lines can be danger-

ous and stressful, but I maintain that being in a support position can be just

as stressful. Much of this theory is based on my own experiences where my

field staff was engaged in a dangerous operation while I was at a command

post and not able to see them or take an immediate action that would keep

them safe. I also had many discussions with 9-1-1 center staff who were

truly the first of the first responders on 9/11/2001, fielding dozens of frantic

phone calls, and coordinating police, fire, and EMS radio traffic for those

who were going into an environment unfamiliar to them until that fateful

day. The after-effects of sleeplessness, agitation, second guessing, and

sorrow seemed all too familiar comments relayed to me by staff who were

on duty on 9/11.
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EMERGENCY OPERATIONS CENTERS

An EOC is a multiagency coordination center where staff from different

disciplines, and in some cases, jurisdictions work together to support field

operations and acquire resources, typically those outside of established and nor-

mal mutual aid agreements. EOCs can be elaborate facilities designed and

equipped for one specific purpose or as rudimentary as a large classroom or con-

ference room that is rapidly activated with phones and computers as needed.

An EOC is responsible for the strategic overview, or “big picture,” of the

disaster and does not normally directly control field assets, instead making

operational decisions and leaving tactical decisions to subordinate com-

mands. The common function of all EOCs is to collect, gather, and analyze

data; make decisions that protect life and property, maintain continuity of

the organization, within the scope of applicable laws; and disseminate those

decisions to all concerned agencies and individuals. In most EOCs, there is

one individual in charge—the EOC Manager (Definitions.net, n.d.).

The most critical component of an EOC is the individuals who staff it.

They must be properly trained and have the proper authority to carry out

actions that are necessary to respond to the disaster. Also, they must be capa-

ble of thinking outside the box and creating lots of “what if” scenarios. The

local EOC’s primary function during an emergency is to support the incident

commander.

The second critical component of an EOC is its communications system.

These systems can range from simple word of mouth operations to sophisti-

cated, encrypted communications networks. Regardless of sophistication, it

must provide for a redundant pathway to ensure that both situational aware-

ness information and strategic orders can pass into and out of the facility

without interruption. The EOC does not command or control on-scene

response efforts, but does carry out the coordination functions through:

1. Collecting, evaluating, and disseminating incident information.

2. Analyzing jurisdictional impacts and setting priority actions.

3. Managing requests, procurement, and utilization of resources.

The decisions made through the EOC are designed to be broad in scope

and offer general guidance on priorities. Information is disseminated through

the EOC Manager and tactical decisions are coordinated from field response

personnel. The EOC serves as a coordinated link between the chief elected

official of each jurisdiction and the field personnel coordinating the execu-

tion of event priorities (Department of Homeland Security, 2016).

EMERGENCY COMMUNICATIONS CENTERS

An ECC is a call center responsible for answering calls from the public to an

emergency telephone number for police, firefighters, and ambulance
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services. Trained telephone operators are also usually responsible for dis-

patching these emergency services.

LINKING THE EOC, ECC, AND FIELD OPERATIONS

Most EOCs are activated for emergencies that stress the response capabilities

of a jurisdiction or for training, drills, and exercises. EOC staff may include

personnel from the local or state emergency management agency and from

partner disciplines and jurisdictional stakeholders. Staying current with tech-

nology, changing threats, hazards, and vulnerabilities are important skill sets

for those who work in an EOC. The ability to collaborate in a fast-paced

stressful environment is necessary for the team to be successful.

The ECC is an around-the-clock operation which takes calls from the pub-

lic at a time when the caller may be experiencing the worst situation of their

life. The job of a public safety telecommunications specialist involves receiv-

ing calls, quickly analyzing information, dispatching appropriate resources,

and providing life-saving information to the caller, while assistance is respond-

ing. Often, the ECC call-taker stays on the phone with the caller until a first

responder is on scene and verifies that the phone call can be terminated.

The EOC obtains much of its situational awareness from the ECC moni-

toring radio transmissions, such as the dispatching of calls and on scene

communications voiced by first responders. In some instances, EOC staff

may actually respond to the scene as liaisons to get first-hand information

and to support the incident commander with resources that are outside nor-

mal operations. These resources include sheltering needs, food, water, and

portable toilet facilities for responders during long-term incidents. A public

safety telecommunications specialist might be sent to a scene to handle

radio, phone, and computer communications at a command post. Although it

is not routine for EOC and ECC staff to deploy to an incident, long-duration,

complex incidents may call for such technical assistance in the field.

By its nature, working in an ECC or an EOC is a stressful activity. Life in these

settings is characterized by information overload, multitasking, task conflict, or

simply dealing with many life and death situations. ECC and EOC leadership

and staff are subject to work-related stress throughout their careers. This stress

can, in turn, affect productivity and the quality of work. As a result, it is in the

interest of senior public safety officials to place a high priority on monitoring

employees routinely for signs of stress.

INTEGRATING BEHAVIORAL HEALTH IN THE EOC AND ECC

Understanding the Stresses

Stress for emergency and disaster response workers comes in many forms

and is the result of complex factors. Stress can build from the everyday
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nature of work of this type, and it may be difficult to pinpoint a single cause.

Addressing these types of stress is a key task of leadership and should

involve consultation from behavioral health professionals. If there is not a

disaster behavioral health (DBH) presence in the EOC or ECC, the public

health representative should make sure they have the capability to readily

contact and activate such DBH resources.

This type of work also entails stress generated from what is commonly

called critical incident stress. Critical incidents are traumatic events that

cause powerful emotional reactions in people who are exposed to those

events. The most stressful of these incidents are line-of-duty deaths,

coworker suicide, multiple event incidents, delayed intervention, and multi-

casualty incidents. Every profession can list their own worst-case scenarios

that can be categorized as critical incidents. Emergency services organiza-

tions, for example, usually list the Terrible Ten (Pearson & Thomas, n.d.).

They are as follows:

1. Line of duty deaths

2. Suicide of a colleague

3. Serious work related injury

4. Multicasualty, disaster, or terrorism incidents

5. Events with a high degree of threat to the personnel

6. Significant events involving children

7. Events in which the victim is known to the personnel

8. Events with excessive media interest

9. Events that are prolonged and end with a negative outcome

10. Any significantly powerful, overwhelming distressing event

Although any person may experience a critical incident, conventional

wisdom says that members of law enforcement, firefighting organizations,

and EMS are at great risk for (PTSD). However, less than 5% of emergency

services personnel will develop long-term PTSD symptomatology. This per-

centage increases when responders endure the death of a coworker in the

line of duty. This rate is only slightly higher than the general population

average of 3�4%, which indicates that despite the remarkably high levels of

exposure to trauma, emergency workers are resilient, and people who join

the field may self-select for emotional resilience. Emergency responders tend

to portray themselves as “tough,” professional, and unemotional about their

work. They often find comfort with other responders and believe that their

families and friends in other professions are unable to completely understand

their experiences. Humor is used as a defense mechanism. Alcohol or possi-

bly other drugs or medications may be used to self-medicate in “worst case”

situations (Pulley, 2005).

It is important for leaders in all public safety organizations to understand

the stressors of the jobs that their employees face day in and day out, as well

as during large complex emergencies. Many EOC’s are staffed with nonpub-

lic safety personnel from allied disciplines and municipal departments cover-

ing areas such as public works, parks and recreation, and public information.
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Although public safety staff may be conditioned to working in stressful

environments, many of our partners are not. Long hours, conflicting informa-

tion, changing priorities, and emergent issues can cause anxiety, fear, and

feelings of helplessness. A rapid operational tempo may be just another day

at the office for first responders, but certainly not the norm for administrative

and support personnel. Emergency managers must be mindful of those unac-

customed to this type of work situation and monitor them for signs of stress

to provide the help that may be needed to stay engaged or reengage if they

need to be relieved.

Addressing the Stress: What to Do?

There is nearly universal consensus that severe stress, with multiply causes,

is a factor that must be dealt with in EOCs and ECCs. Yet, there is a striking

lack of consensus regarding what models are most efficacious in reducing

stress and reducing long-term negative consequences. Conducting credible

research in this area is difficult. Even when, or if, a model is selected, assur-

ing consistent application and fidelity to the model is a continuing challenge.

As noted earlier, most jurisdictions have adopted some type of CISM pro-

gram. CISM is typically described as an adaptive, short-term psychological

helping-process that focuses solely on an immediate and identifiable prob-

lem. It can include preincident preparedness to acute crisis management to

postcrisis follow-up. Its purpose is to enable people to return to their daily

routine more quickly and with less likelihood of experiencing PTSD.

However, evidence-based reviews have been highly critical of a central

element of CISM, namely critical incident stress debriefing (CISD). There is

a growing consensus that CISD is not effective in the long-run and may

sometimes be harmful (Bisson, 2003; Litz et al., 2002; McNally et al.,

2003), and the popularity of CISD is declining. Evidence that, it can prevent

PTSD is lacking. There are numerous articles regarding CISM for readers

who want additional information (Everly et al., 2002; Raphael & Wilson,

2000; Watson, 2004).

So, what should be done for emergency personnel and what appropriate

roles can and should DBH play? The aftermath of the 9/11 attacks on the

Pentagon may point to a worthwhile approach as evidenced by the author’s

own personal experience. As firefighters, EMTs, and law enforcement offi-

cers responded to the Pentagon on 9/11, Dodie Gill, a licensed professional

counselor, who managed the Arlington County Employee Assistance

Program, worked tirelessly at the scene to assist the responders in dealing

with the horrors they had experienced. Ms. Gill’s compassionate, yet

straightforward demeanor, earned the respect and trust of the first responders,

and in particular, the firefighters. After 9/11, she left county service to
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establish a private practice that Arlington County firefighters and dispatchers

use today. Her innovative approach is different than those of traditional

CISM programs.

Ms. Gill has been a pioneer for the Traumatic Exposure Recovery

Program (TERP). TERP is designed to support first responders from recruit-

ment, through their careers, and into retirement. TERP evolved from promis-

ing elements of CISM and enhanced through practical, hands-on knowledge

and experience gained during and after the terrorist attack on the Pentagon.

The model is based on several key elements:

1. Application of information about the brain and brain trauma.

2. Understanding how repeated exposure to traumatic events can erode men-

tal and physical resilience over time.

3. Understanding individual variations of impact.

4. Methods of empowering individuals to manage their own symptoms.

This model includes the components necessary to put together a success-

ful “TERP team.” All TERP team members, including peer and credentialed

mental health professionals, are trained to meet the specific needs of the

organization they serve (Gill, 2005). Methods such as those suggested in

TERP have a calming effect that help to keep us grounded and focused on

the important tasks we must perform.

CONCLUSION

Regardless of the program chosen and strategies employed to deal with

stress, leaders of EOCs and ECCs have a responsibility to monitor and attend

to the physical and emotional welfare of those who do this type of work.

Planning, training, and communicating beforehand will result in building the

trusted relationships needed to keep all personnel psychologically prepared

for the disasters we may face in the future.

Although the approaches for preparing for and responding to stress of

emergency personnel require ongoing development and evaluation, the stress

of the work remain a constant part of life in the EOC and ECC. Only through

integration of the knowledge and experience present in both Emergency

Manager (EM) and DBH, nurtured in an environment of mutual respect and

confidence, can the needs of those who give so much be met.
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Through a Disaster Behavioral Health
Lens

Chance A. Freeman

During response and recovery operations, there are times when a disaster

occurs within a disaster. In 2003, during the space shuttle Columbia search

and recovery operation, a Texas emergency operations center (EOC) was

faced with this exact situation. It serves as a good example of how some

emergency managers view the topic of disaster behavioral health (DBH).

Warning: There is a price to pay when integration fails.

“I always thought you people were a bunch of mumbo jumbo! But now that I

need you, I am glad that you are here.” Those words were spoken by an incident

commander who had just suffered the loss of two team members and five others that

sustained serious injuries following a helicopter crash while searching for shuttle

debris. While on a conference call with two of his grieving team members, he handed

the phone to me and said, “Here, you help with this because I do not know what to

say and we need help.” In that instant, he recognized the need and benefit of having

DBH responders onsite. In that moment, the emotional well-being of his work-family,

flight crew, and himself became the most important mission objective. It was clear to

him that tending to the emotional and psychological reactions was just as important

as the on-going search and recovery operations. This disaster within the disaster had a

ripple effect throughout the entire operation, and behavioral health providers were

able to mitigate the psychological impact by working within the EOC. They coordi-

nated the DBH response while helping first responders and EOC personnel under-

stand, process, and cope with their reactions so that they could continue to work.

WHY IT IS IMPORTANT FOR DBH PERSONNEL TO BE
LOCATED IN AN EOC AND WHAT ROLES CAN THEY PLAY?

This integrated structure is crucial for several reasons. First, being embedded

within the EOC ensures that DBH personnel and incident command remain

current on the goals and objectives of the operation. DBH personnel can

assist in decision-making processes involving response planning, public

information, demobilization of personnel, and the operation’s transition into

the recovery phase. It is important for DBH personnel to learn as much about

the operation and mission objectives as possible while keeping EOC

informed of DBH encounters and patterns as well as current or future opera-

tional and planning needs. For example, DBH personnel with experience

responding to natural disasters understand their role and how they support

the EOC, but do they understand how their role and support changes in the

event of a human-caused or criminal event?
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Warning: Integration only works when all parties benefit.

“Send all of the DBH personnel home. They are creating more problems

within the operation than they are solving!” This statement was made by

incident command during shelter operations following a criminal event. DBH

personnel provided support to the victims as they had been trained to do while

incident command focused on the on-going criminal investigation, health, and

safety within the shelter operation, and the pending relocation of the children

and mothers. The confusion and additional stress could have easily been

prevented if DBH personnel had integrated into EOC where mission goals and

objectives were developed.

Situational Awareness

It is the role of DBH to maintain situational awareness and adjust DBH

operations as needed. With that awareness, DBH personnel can develop a

plan that meets the needs of the EOC, responders, and those directly

impacted. Elements of these plans may include where DBH assets will be

staged and deployed, type and levels of staffing needed, and strategies to

support the EOC (Figs. 10.1�10.3). DBH professionals can support the EOC

by reporting data about encounters with victims and survivors, tracking

response expenses, and monitoring current or developing impact on response

personnel and the impacted community.

Briefing

It is also the role of DBH professionals to ensure that the EOC leadership is

briefed on completed tasks, current operations, and provider capacity. While

in the EOC, DBH personnel may conduct a needs assessment to determine

the impact on the behavioral health provider network. This may include

answering, at minimum, five basic questions:

1. What is the impact on existing consumers of behavioral health services?

2. What is the impact on behavioral health staff?

3. What is the impact on behavioral health facilities?

a. Are they damaged?

b. If so, to what extent?

4. Are behavioral health provider organizations able to continue to provide ser-

vices to existing clients? If not, what services are suspended and for how

long?

5. If required and requested, can staff be diverted to assist in the provision

of DBH services? If so, what types of staff might be available, where,

and for how long?
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FIGURE 10.1 Behavioral health operations team (BHOT).



FIGURE 10.1 (Continued).



FIGURE 10.2 Critical incident stress management (CISM) team.



FIGURE 10.2 (Continued).



FIGURE 10.3 Behavioral health assistance team (BHAT).



FIGURE 10.3 (Continued).



A quick and ongoing assessment asking questions such as these provides

essential information to EOC leadership regarding the local organizations’

capacity to respond and provide services to vulnerable populations. Note that

this information is essential for potential state and federal disaster declara-

tions and will help to determine if and when external resources need to be

requested.

This type of information needs to be updated regularly and be provided

to emergency management (EM) leadership so they have a current snapshot

of available resources and resource gaps. In this regard, a benefit of having

DBH personnel within the EOC is they will have immediate access to time-

sensitive information and data that is essential to assess the need for and suc-

cessful development of the Federal Emergency Management Agency

(FEMA) funded Crisis Counseling Program (CCP) grant (Substance Abuse

and Mental Health Services Administration, 2009).

The CCP is a program funded by FEMA and administered by the

Substance Abuse and Mental Health Services Administration (SAMHSA).

States are eligible to apply for the immediate services program portion of the

CCP in a federal disaster declaration that includes Individual Assistance. It is

due 14 calendar days from the date of federal disaster declaration. DBH per-

sonnel working within the EOC should provide periodic briefings on the

need for the CCP, and, if pursued, the areas served, number of teams, and

budget. In addition, the EOC allows for direct access to disaster-specific data

gathered by other groups working in the EOC that is often required by the

application and can hold regular conference calls with state and federal part-

ners to maintain situational awareness and receive technical assistance for

the timely submission of the state’s application. There are numerous advan-

tages to having DBH integrated within the EOC, but there are challenges in

making it happen.

Assure Provision of Behavioral Health Services

A key role of DBH personnel is to identify and coordinate services to vulner-

able populations who immediately require, or develop a need for DBH ser-

vices, and therefore mitigating the potential for life-threatening health

emergencies. To accomplish this, DBH personnel must have a presence in

the emergency management structure, as well as linkages with key commu-

nity partners.

Case example of assuring behavioral health services:

Following hurricane Katrina, personnel in the Joint Field Office began receiv-

ing daily calls from an evacuee staying in a local hotel. She stated that she was

about to have a baby. Repeatedly, first responders were dispatched to the scene.

(Continued )
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(Continued)

After multiple calls, the State Coordinating Officer stopped by the crisis counsel-

ing and DBH office and jokingly talked about this lady who was about to have a

baby. He said, “This lady is not going to have a baby anytime soon, or ever.

She’s 63 years old. She is becoming such a nuisance that the hotel manager is

about to kick her out and we do not have any other place to send her.”

Immediately, personnel from the mobile crisis outreach team from the local

mental health authority were dispatched. The lady was admitted to the local

clinic, and within three days was stabilized and returned to her hotel. The fol-

lowing week, the lady made baked goods for the first responders out of appre-

ciation for their kindness. It turned out the lady was being treated for paranoid

schizophrenia and had been off her medications since being evacuated from

Louisiana.

CHALLENGES IN INTEGRATING WITHIN THE EOC

EM and DBH personnel have encountered challenges as a result of emer-

gency response being formalized with the adoption of the incident command

system (ICS) (FEMA, n.d.). Prior to the formal adoption of ICS, state-level

DBH programs were often activated as a key stakeholder within their state’s

EOC. This allowed unparalleled access to information, enabled DBH profes-

sionals to be involved with decision making processes and created and main-

tained professional working relationships with partners within the EOC.

With implementation of ICS, the role of DBH within the EOC has signifi-

cantly changed.

In ICS, DBH is typically placed in the Operations Section under public

health (PH) as a component of Emergency Support Function #8 Health &

Medical (FEMA, 2008). In the EOC, DBH personnel are replaced with a PH

representative, which for some programs, created a loss of coordination, lack

of information sharing, and DBH resources being left out of planning,

response, and recovery operations. Within this structure, it is important for

PH professionals to understand the services and resources available through

DBH providers and that DBH should not be limited to only the Operations

Section. Rather, DBH has a roll in all aspects and areas of the ICS structure.

To encourage this, partnerships through training, drills, and exercises should

be established and maintained. DBH providers need to be trained in and

complete FEMA sponsored ICS training programs. At minimum, these

should include ICS, 100, 200, 300, 700, and 800 (FEMA, n.d.) (Figs. 10.4

and 10.5). This will establish a clearer understanding of the disaster response

structure and how the system operates.
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ALL Behavioral Health Assistance Providers 

Training: ICS 100, ICS   200, ICS 700, Cultural Awareness 

Additional: Non-Discrimination Affidavit

Affiliated with  TXVOAD; LMHA, O.S.A.R. , NASW, TPA, or other member of local, regional or state, DBH Consortia

Professional Behavioral Health

Services

Training: Licensure/Certification in a
recognized behavioral health field

Experience: Two years professional
clinical experience and worked at least

one disaster or emergency event

Other: Experience in providing early
psychological intervention or

recommended training in P-FLASH

Victim Assistance Services

Affiliated with local, state,
federal criminal justice agency to

provide mandated rights of
victims of crime

Disaster Spiritual Care

Disaster Spiritual Care Provider
(Endorsed by VOAD)

CISM Services

Training: ICISF CISM, or equivalent

Experience: Two years professional
experience and/or worked at least
two disasters or emergency events

with supervision

Other: Member of Texas CISM
Network Team

Child Behavioral Health

Specialist

Professional Behavioral Health
Services and  affiliated with

LMHA or educational institution

DBH Provider Training and Experience

Psychological First Aid 

Training: Psychological First
Aid; knowledge of and/access

to additional specialized
services and resources

Affiliated with TXVOAD; LMHA,
O.S.A.R. 

FIGURE 10.4 DBH provider training and experience. Source: Texas Department of State Health

Services’ Disaster Behavioral Health Consortium and the Texas Disaster Medical Services (2015).

ALL DBH RESPONDERS/SEVICE PROVIDERS Training Source Agency Date Completed

ICS-100 - Introduction to the Incident Command System (see note 1 & 2) http://training.fema.gov/is/nims.asp
ICS-200 - ICS for Single Resources and Initial Action Incidents (see note 1& http://training.fema.gov/is/nims.asp
ICS-700.a - National Incident Management System (NIMS), An Introduction 
(see note 2)

http://training.fema.gov/is/nims.asp

Affiliation with Local, Regional or State DBH Consortium 
(e.g. LMHA,VOAD, OSAR, State CISM Network, Criminal Justice, 
Emergency Management, Public Health, NASW, TPA, etc.)

http://training.fema.gov/is/nims.asp
http://pfa.naccho.org/pfa/pfa_start.html
http://learn.nctsn.org

http://learn.nctsn.org/course/category.php?id=11

http://www.ptsd.va.gov/professional/manuals/psy
ch-first-aid.asp
www.redcross.org

Criminal background check through your approving organization.
One year of professional experience as a behavioral health provider and/or 
experience volunteering, under supervision at a disaster or emergency 
event.
Non-Discrimination Affidavit

1 There are multiple options for the IS-100 and IS-200.  IS-100HCB and IS-200HCa are for 
Health care workers.  There are IS-100 options for Law Enforcement and schools as well
2 Online ICS and PFA courses are available free of charge

SPECIALIZED DBH RESPONSE/SERVICE PROVIDERS Agency Date Completed

Texas CISM Network Team Members: Individual and Group CISM www.ICISF.org

Spiritual Care Providers: NVOAD Points of Consensus
http://1www.nvoad.org/library/cat_view/9-points-
of-consensus

Victim Assistance Services: Affiliated with local, state, federal criminal 
justice agency to provide mandated rights of victims of crime

PROFESSIONAL BEHAVIORAL HEALTH SERVICES Agency Date Completed

Current licensure/certification from a recognized Texas behavioral health 
licensing board.  
Two years professional clincial experience and worked at least one disaster 
or emergency event
Principles of Early Crisis Intervention.  Recommended training in Practical 
Front Line Assistance & Support for Healing (P-FLASH)

Disaster Behavioral Health Qualifications Checklist

Psychological First Aid (see note 2)

Additional Training Suggestions Agency Date Completed

IS-808 - Emergency Support Function (ESF) #8 - Public Health and Medical 
Services (Currently under revision, but still available)

http://training.fema.gov/IS/crslist.aspx?page=1

Think Cultural Health
https://www.thinkculturalhealth.hhs.gov/content/c
ontinuinged.asp

Cultural Competency Curriculum for Disaster Preparedness and Crisis 
Response

https://cccdpcr.thinkculturalhealth.hhs.gov/

National Organization for Victims Assistance (NOVA) "Basic Training" 
Providers

http://www.trynova.org/help-crime-
victim/nacp/nacp-pre-approved-training/

Functional and Access Needs - Resources (recommended to be familiar 
with resources available.)

https://www.preparingtexas.org/preparedness.as
px?page=32137bc8-eed7-42bb-ad7e-
2765fd8abdb9

Centers for Disease Control - Coping with Disaster - Resources http://www.bt.cdc.gov/mentalhealth/index.asp

FIGURE 10.5 Disaster behavioral health qualifications checklist. Source: Texas Department of

State Health Services’ Disaster Behavioral Health Consortium and the Texas Disaster Medical

Services (2015).



DEFINING TERMS AND MUTUAL EDUCATION

Believe it or not, DBH, PH, and EM personnel do not always speak the

same language. Each profession has their own terminology and acronyms

that, if not understood, create confusion and frustration. Take the term

“debriefing” for example. When “debriefing” is used within the EM setting,

it means to gather or report information about an operation. However, to a

DBH provider, “debriefing” can mean a phase-specific, small-group, support-

ive crisis intervention process. Note that in this case, the same word has two

significantly different meanings and applications.

It is equally important for DBH personnel to inform and educate both PH

and EM professionals regarding the populations, services, and programs

behavioral health (BH) providers are responsible for on a daily basis, and

how the scope of BH services changes during disaster response. These two

professions, and many others, are likely to not have real time knowledge of

the nature, scope, and challenges within BH systems. For example, many

will not be aware that in many (if not most) locations, BH provider organiza-

tions are already operating a full capacity and have waiting lists, thus limit-

ing their ability to redirect resources in times of emergency.

A key strategy to optimize mutual education is to integrate DBH person-

nel into local-, regional-, and state-level drills and exercises. In this way,

DBH personnel learn the EOC structure, protocols, and language. EOC lea-

ders and other participants can become aware of the multiple significant

roles BH can play within the EOC structure. These types of experiences help

BH specialists optimize their contributions through establishing strong work-

ing and trusted relationships with those in PH, EM, and other fields. In addi-

tion, it is an opportunity to illustrate the positive impact of DBH services

and how including DBH providers can often make the emergency manager’s

job much easier. These are opportunities for all groups to work together in a

manner that is educational while building trusted working relationships.

ESTABLISHING THE PARTNERSHIP

How should DBH groups get into the mix? One way is through strategic net-

working and coalition building.

This can be accomplished by taking a look at local, regional, and state

partners and organizations who are responsible for emergency management

planning, response, and recovery, such as offices of emergency management,

public safety, law enforcement, and PH departments. Next, identify groups

that may have a BH health role during response and/or recovery operations.

For instance, consider voluntary organizations active in disaster, crime vic-

tim’s compensation programs, first responder peer support programs, provi-

ders of formal behavioral health services (which include mental health and

substance use treatment providers), health and human services departments,
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and universities. Through these relationships, groups can learn how the emer-

gency management system works, who the key players are, and how the

response framework operates. Furthermore, emergency managers and PH

will learn more about the capabilities and limitations of each BH responder

group as well as potential gaps in planning that may need to be addressed.

Also, these linkages create credibility for BH responders within the EM and

PH areas. As they will be exposed to opportunities to participate in training,

exercises, and engage in dialog in nondisaster response situations, these lin-

kages could provide as a proving ground that would ultimately ensure that

BH providers are invited into an EOC.
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Making Integration Work

Brian W. Flynn and Ronald Sherman

Integrating disaster behavioral health (DBH) into the context of emergency

operations centers (EOC) and emergency communication centers (ECC) is

not an easy task, as documented by the authors of this chapter. The organiza-

tions housed in these facilities are often highly structured and may not easily

adapt to having new players at the table. At the same time, they are venues

in which many important positive outcomes can take place that foster the

work of both EM and DBH.

As consistently noted throughout this book, the task of mutually benefi-

cial integration is best accomplished when based upon sound understanding

of and respect for each profession by the other. Consistently, the authors of

this book have stressed the benefit of establishing these relationships in the

preparedness phase. In the case of EOC/ECC, this is especially true because

of the formalized structure and environment.

Thus, the first task becomes mutual education in at least three areas:

� Mutual education/understanding of the roles played and contributions

made by each profession.

� Mutual education/understanding of the contributions each can make to

support the goals of the other.

� Exploration of the structural and resource options available for integra-

tion in these settings including identification of obstacles.

There are a number of strategies that can be implemented, as identified

by the chapter authors, including:

� Identification of and linking with local, regional, and state partners and

organizations who are responsible for emergency management planning,

response, and recovery.

� Identification and linking with groups (including volunteer groups and

faith-based organizations) that have behavioral health (BH) roles and

resources during response and/or recovery phases.

� Implementation of opportunities to participate in on-site or on-line train-

ing (for both EM and DBH), as well as drills and exercises.

� Creation of strategies to monitor, evaluate, and modify the nature of

integration within these settings based on experience in drills, exercises,

and actual disaster situations

� Jointly efforts to develop a resource guide for DBH services in the local/

regional area.
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Chapter 11

Risk and Crisis Communications

Brian W. Flynn1 and John P. Philbin2
1Uniformed Services University of the Health Sciences, Bethesda, MD, United States,
2Crisis1, LLC, Reston, VA, United States

Through a Disaster Behavioral
Health Lens

Brian W. Flynn

In a crisis, effective communication is a behavioral health (BH) intervention,

regardless of its content. Effective communication among leaders of all types,

especially emergency management (EM) leaders, provides instruction and

direction to promote desired behaviors, reduces undesired behaviors, and pro-

motes a sense of confidence, understanding, as well as self- and collective-

efficacy. This can diminish psychological arousal, which otherwise could have

resulted in distressing and counterproductive cognitive, emotional, social, and

behavioral consequences. Unfortunately, historically, BH professionals have

had limited collaboration with emergency managers in the communications

arena, especially on-site in the immediate response phase.

There are a number of enhanced and expanded ways in which BH profes-

sionals can assist emergency managers. In order for this integration to occur

around communication issues, it is essential to attend to several helpful ele-

ments, including:

� Mutual understanding of roles and skills

� Mutual respect and trust

� Increasing understanding of victim priorities

� Developing anticipatory guidance

� Fostering communication with victims

� Assisting in crafting messages

� Monitoring and managing stress of EM personnel
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MUTUAL UNDERSTANDING OF ROLES AND SKILLS

BH professionals can benefit from understanding not only the occupational

roles and professional culture of emergency mangers but the types of com-

munications challenges they face. These include communicating with an

impacted and often highly emotional public, political forces within their own

organization and outside, and a workforce that represents many organiza-

tions, work cultures, and disparate responsibilities. Increasingly, it will be

necessary for BH professionals who have specialized training in communi-

cating in effectively high stress situations to work with emergency mangers

who also have specialized training in communicating effectively in high

stress situations.

BH professionals may need to make EM aware of the specialized knowl-

edge and skills the field that BH can offer that may not typically come to

mind. BH professionals are often knowledgeable about how people process

information and communicate in high stress situations, how to observe and

assess the psychological state of individuals and groups, how to manage esca-

lating negative interactions, and how one can express positions and opinions

in ways that facilitate goals.

MUTUAL RESPECT AND TRUST

There may be some level of respect granted among parties as a result of

acknowledgement of the prestige of certain academic degrees and organiza-

tional positions. However, this only goes so far unless there is both an organi-

zational and professional recognized value of all involved. Even in cases

where this integration is valued and well-documented, there is no substitute

for highly personalized relationships that promote trust and confidence. People

trust people, not organizations (Flynn, Bushnell, & Lurie, in press).

The ways emergency managers and BH professionals can integrate their

efforts are limited only by their imaginations and shortcomings in establishing

understanding, respect, and trust. Following are examples of how BH profes-

sionals might help integration in the communications areas.

WORKING WITH EMERGENCY MANAGERS TO INCREASE
UNDERSTANDING OF VICTIM PRIORITIES

Anyone who has been involved in disaster preparedness, response, and recov-

ery is aware that victims and survivors have different priorities, needs, and

receptivity depending on many factors, especially the phase of the event.

Emergency managers are well aware of this and historically have developed

and sequenced their activities and priorities accordingly. Emergency managers

may be less aware of some of the pressing (and less pressing) psychosocial

priorities depending on event stage. For example, in an unexpected and life
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threatening event, people are likely to be concerned exclusively about their

own safety and status and well-being of those they love. At this point, most

other information provided to them may be ignored. Later, once personal

threat is past, they may be more interested in what caused the event and how

it could have been prevented or better handled. In later stages, people may be

interested in recovery strategies, litigation, the cost of recovery, etc. BH pro-

fessionals experienced in understanding the needs and priorities of victim and

survivors, as a function of event phase, can be very helpful to emergency man-

agers as they craft messages and prioritize communication. Following is an

example.

Not long after 9/11, two colleagues and I were asked by a prominent federal

department to advise on communication strategies following a very wide-spread,

no-notice event. They wanted advice on what should be said in a frightening

and widely experienced event occurred and when somebody in authority

needed to say something immediately and before the established mechanisms

for existing government plans for organized and integrated communications had

enough time to come online. The event that prompted their concern was a mas-

sive electrical power failure that covered a large portion of the Northeast Unites

States. The President spoke quickly in an attempt to reduce fears. This address

was widely perceived as less than optimal and this department wanted to make

sure that future such communications were improved.

We provided a number of suggestions, including a reminder that in situations

people see as serious threats to life and health, they first want to know only three

things:

1. Am I OK?

2. What about my loved ones and what is their status (alive, injured, or dead)?

3. What should I do?

At this stage, nothing beyond that (with the exception of expressions of com-

passion, commitment, and optimism (Covello, 2011) are likely to be heard.

Other important issues, like cause and prevention, are important but can come

later.

BH professionals skilled in understanding what people in crises want to

know and when can be significant assets to emergency managers at every stage

of disasters and emergencies.

WORKING WITH EMERGENCY MANAGERS TO DEVELOP
ANTICIPATORY GUIDANCE

It has been long understood in both the BH and EM professions that being

able to anticipate and prepare for challenges that might occur helps assure an

appropriate and/or improved response and reaction when problems do occur.

This is a core foundation of emergency and disaster preparedness. In the

disaster behavioral health (DBH) community, this is usually referred to as
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anticipatory guidance. That is, helping people anticipate what might occur,

think about it before hand, and therefore be better prepared deal with it when

it does occur. A great deal of effort has been expended in disaster BH in

developing the fact sheets, tips, advice documents. They are easily accessible,

most many are in the public domain so they can be adapted and utilized at no

cost. Examples include the American Red Cross (American Red Cross, 2016)

Substance Abuse and Mental Health Services Association (SAMHSA, 2015),

and the Center for the Study of Traumatic Stress (2016), to name a few.

These resources cover a wide range of topics such as issues for children, the

frail elderly, formal and informal leaders, health care personnel, responders

and disaster workers and many more subject areas.

From time to time, BH professionals have assisted emergency managers

in preparing fact sheets for the general and targeted populations. On occa-

sion, during a response, EM has called upon BH professionals to review and

make suggestions regarding press releases and public appearances of emer-

gency managers. When these interactions have taken place, it has been

largely on an ad hoc basis, not routine, and a systematized role. Integrating

emergency managers, especially public communications efforts, and disaster

BH professionals in all event phases will benefit facilitate and enhance the

performance all involved.

Early in my disaster BH work, I began going to disaster sites as part of the

Federal Emergency Management Agency response team. While there, I became

acutely aware of the stresses experienced by Federal Emergency Management

Agency workers both while they are in the field and when they return home after

their disaster work. As a result, at Federal Emergency Management Agency’s

encouragement, I prepared two brochures. The first was about managing stress

while doing disaster work (distributed as part of worker in-processing) and the

second, Returning Home after a Disaster, was distributed as workers out-

processed. The latter focused heavily on reintegration into family life. Both were

generally well-received. Subsequent (and in my view, improved) guidance has

been developed and is in wide usage (American Red Cross, 2016; Center for the

Study of Traumatic Stress, 2016; SAMHSA, 2015).

However, while working at a disaster site after the distribution of these bro-

chures had begun, I was approached by a Federal Emergency Management

Agency worker I have met several times before. She said, “Brian, I’m mad at

you.” Surprised, I asked why. She said, “You left me out of your brochure.” I am

sure I looked surprised and puzzled. She continued, “You didn’t talk about peo-

ple like me who don’t go home to families. I live alone and have no close fam-

ily. For me, the people I work with here are my family so I leave my family

when I go home.” I was stunned by her candor and guilty about my insensitive

omission. I can assure you that the brochure was quickly modified.

The lesson I learned from these events is that providing anticipatory guidance

is a valuable activity. But, if it is to be done well, development must be inclusive

of the complete intended audience and widely reviewed before distribution.
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FOSTERING EMERGENCY MANAGERS’ COMMUNICATION
WITH VICTIMS

Emergency manages often find themselves in a position of communicating

with disaster victims. These interactions are seldom easy and victims are

often highly emotional, angry, and demanding. A critical role the BH profes-

sionals can play in disasters is to serve as a consultant to leaders of all types,

especially emergency managers. This role does not emerge casually or at

random. It requires time, trust, confidence, and flexibility. The following, is

an example in one disaster.

When I was working in the field during disasters, I was typically assigned to

what is now called the Joint Field Office (JFO), formerly called the Disaster Field

Office (DFO), where federal and state officials managed the disaster. Although

working as an Officer in the U.S. Public Health Service (USPHS), an element of

the Department of Health and Human Services (DHHS), I was part of the

Federal EM Team when on-site.

The Federal Coordinating Officer (FCO) is the lead Federal Emergency

Management Agency official in the field and the President’s representative.

Although my day-to-day work was usually outside the DFO helping to assess

and organize mental health services for victims and survivors, I always tried to

spend some time, usually toward the end of the day, at the DFO. It was always

important to be known, visible, and perceived as part of the team.

The FCO is always overworked, juggling multiple demands, and sur-

rounded by people. I learned early that sometimes, at the end of the day, if I

just wandered by the FCO’s office, I might catch him/her at a relatively quiet

and sometimes reflective time. Unlike most others, I was not asking for some-

thing, reporting problems, or criticizing. Instead, I was just stopping by. I was

building a relationship. I was building trust. We were getting to know each

other.

I recall one such evening when the FCO shared that he had to attend a com-

munity meeting that evening and was not looking forward to it. The community

had sustained significant tornado damage and residents were desperate and

angry. They wanted the head of anybody in authority. I asked him if he would

like some company and he quickly took me up on the offer.

On the ride there, we talked about many things such as his expectations for

the evening and his concerns. Even in the absence of solutions or answers to

their passionate and intense questioning and accusations, I had a chance to

share with him notions of displaced anger and catharsis. I talked about how

active and respectful listening and careful responses could be helpful and reas-

suring. We had a chance to practice crisis communication challenges such as

potential audience questions and outbursts, as well as his potential reactions and

responses.

(Continued )

Risk and Crisis Communications Chapter | 11 281



(Continued)

We attended the meeting together and it was every bit as bad as he had

anticipated. Yet, he had a better understanding of why the crowd behaved as it

did. His reactions and replies were able to acknowledge their anger and frustra-

tion, while putting appropriate limits on the very hostile treatment he was

receiving from members of the audience from time to time. He was able to take

an admittedly small step forward in promoting of hope and optimism, which, as

noted earlier, is an important element of early intervention with traumatized

individuals and groups (Hobfoll et al., 2007).

On the retuning ride, we are able to discuss the experience, and I had an

opportunity to reinforce the positive aspects of his very difficult experience. He

expressed much gratitude and indicated that he wished he could have a “mental

health guy” with him all the time.

This and similar involvements could not have taken place in the absence of

an in-person BH presence, at least the beginnings of a relationship built on

mutual trust and respect, and a resulting willingness on both people to try some-

thing a little different.

ASSISTING IN CRAFTING MESSAGES

One of the central tasks of emergency mangers is the development and dissemi-

nation of many types of messages. Effective communications for accomplishing

physical management of events, as well as psychosocial and psychoeducational,

goals is important. Senior emergency managers appropriately rely on the parts

of their organizations that are responsible for public information aspects of

response and recovery. Typically, crafting massages does not include BH pro-

fessionals. However, they can add additional and important contributions in for-

mulating and delivering messages to intended audiences.

There are many factors that contribute to the extent to which the public

receives, understands, and acts appropriately upon information. All of these

factors involve psychosocial elements, including:

� Who are the trusted sources of information?

� How is information received, understood, and retained?

� Is the information addressing the most pressing concerns of the

recipients?

� Are cognitive, emotional, and behavioral elements reflected in message?

This list is not comprehensive. The point to be made is that there are ele-

ments of all messaging and information dissemination that can benefit from

the involvement of BH professionals who are knowledge about effective

communication in high stress situations.
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Integration of BH professionals and those who are tasked with public

information and risk communication in both the preparedness and response

phases can enhance the contributions of both fields. This type of integration

can be valuable in situations outside the usual types of emergencies and dis-

asters, such as emerging and polarized public health challenges. A case

example follows.

I was asked by communication leaders at the Centers for Disease Control and

Prevention (CDC) to join a multiday process to develop messages for health lea-

ders to deliver regarding childhood vaccine hesitancy. I initially declined due to

my complete lack of expertise in this topic area. The Disease Control and

Prevention organizers said that they were aware of my disaster mental health

work and felt that I had something to contribute based on my understanding of

how people process information in high stress situations and how to work

through conflict. I reluctantly agreed.

CDC had determined the questions most likely to be asked and concerns

raised on the topic. The goal of the gathering was to craft messages and message

sequences for officials to use in response to inquiries. After an initial presenta-

tion, other experts from areas such as risk communication and infectious disease

and I worked as consultants and advisors to public information professionals to

craft effective, evidence-based responses to questions about and information

concerning childhood vaccines. The fundamental process was the same as work

I was accustomed to in a disaster setting: bring your expertise, partner with those

with other expertise, keep the needs of the target audience in mind, and jointly

produce products ready to be used.

Apparently, the involvement of someone with a seemingly unrelated back-

ground, like me, proved quite helpful or at least interesting. I was asked to make

similar presentations and participate in related processes for years following.

ASSISTING IN MONITORING AND MANAGING STRESS
OF EMERGENCY MANAGEMENT PERSONNEL

In disasters, stress-related problems are not only experienced by primary

victims, but also by their families and their communities. Extreme stress is

also visited upon those who respond, including both first responders and

those who manage response and recovery.

BH professionals in the field should attend to the psychosocial needs of

all impacted. Stress will manifest itself in more ways than can be anticipated.

Being present, observant, and an integrated part of the EM structure is a pre-

requisite for effective responder stress management of all types. Following is

a case example specifically related to public information and communica-

tions workers.

Risk and Crisis Communications Chapter | 11 283



When my staff or I were invited by Federal Emergency Management Agency to

be in the field with them early in a disaster response, we always tried to put our

office next to the Public Affairs Office now typically called the Joint Information

Center (JIC). This was very intentional. With our offices in close proximity, we

got to know the communications staff and they got to know us.

Relationships were formed that typically resulted in my team being asked to

have input on the creation of announcements and press releases. We were then

able to provide useful consultation on the psychological impact of messages and

their impact on various audiences. It was clearly a win-win situation.

When working next to the Public Affairs office at one disaster, I noticed that

a worker there was methodically cutting out all information from newspapers,

she could find on the numerous victims killed. Initially, this seemed like a good

strategy to assure that emergency managers could relate more personally to

those most impacted. However, I soon noticed that this worker was doing this

day after day and apparently not able to perform any of the other work she had

been assigned. She had become fixated on the deaths and her actions had

become compulsive and nonproductive in nature. After informally talking with

her and her supervisor, she was able to be referred to a mental health profes-

sional to services.

Both the ability to identify this problematic behavioral and facilitate referral

was greatly enhanced by both physical proximity on-site as well as fostering

collaborative relationships.

CONCLUSION

Disaster BH efforts and comprehensive communications before, during, and

following disasters are more closely connected than most, even seasoned

workers in both fields, often appreciate. Without appreciating, understanding,

and operationalizing these interdependent specialties, accomplishing the

goals of each effort will be compromised. On the other hand, long-term, cre-

ative, and dynamic integration has the potential of creating a synergistic

effect.

It is easy to see the differences in professional cultures, skills, and tools.

Understanding and operationalizing the shared values and goals is a rela-

tively underdeveloped opportunity for both

professions. Hopefully, this chapter, in the context of communication has

provided an orientation to the two fields and built a compelling rational for

their integration. The Making Integration Work section will explore specific

ways to establish and sustain integration.
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Through an Emergency
Management Lens

John P. Philbin

Communicating with stakeholders during and following disasters is particu-

larly complex. Victims seek relief. Friends and family members seek informa-

tion about their loved ones. EM personnel seek resources and coordination to

aid those in distress. Public officials seek answers, and, depending on the

nature of the event, myriad stakeholders seek to blame. Combine these com-

peting demands with technologies that allow us to observe disasters in real

time, or the inability to communicate effectively during incidents, and the

communication challenge would seem overwhelming.

To succeed, how must EM personnel be prepared to respond to these

divergent communication challenges and how can BH professionals assist

first responders?

TODAY’S COMMUNICATION ENVIRONMENT

The environment in which first responders work today has been compli-

cated because of the changes in the news business and the proliferation of

technology. Increasingly, news appears to no longer be in the business of

serving the public interest; rather, it appears primarily concerned with

building audiences and enhancing ratings. For any leader—including those

coordinating emergency responses—relying on the traditional means of get-

ting information to those who matter most is to put your organization’s rep-

utation, as well as one’s own, in the hands of those who are motivated not

necessarily by the truth or facts, but by any frame that draws more viewers

and readers. Since information demands rise exponentially, especially dur-

ing high interest events, anyone associated with the response will likely be

asked to comment.

Getting accurate information out quickly during a disaster is a challenge.

Getting accurate information out quickly by authoritative representatives

who have sufficiently coordinated the desired “talking points” is nearly

impossible. Bureaucracies seldom behave efficiently—and efficiency for

information demand is what disasters require.

From a leadership perspective, communicating during a crisis is on one

hand very simple. It involves communicating:

1. What happened?

2. When did you find out?

3. What did you do?

4. What are going to do to ensure it does not happen again?
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On the other hand, it is very challenging, because seldom are things as

they appear initially. In the military, this is known as the “fog of war.” Early

information usually proves inaccurate, and inaccuracy will create enormous

problems for organizations. Institutions, and those who lead them, will be

held to a higher standard than those who are reporting information if it is

wrong. None of these important questions addresses the primary concerns of

disaster victims.

Information, like water, seems to follow the path of least resistance. But

why? The concepts of confirmatory bias and cognitive dissonance indicates

that once we have an opinion about someone or something, it is rather difficult

to change our minds and, during stress, this would seem more so.

Confirmatory bias is part of the human condition. This should lead to wonder-

ing, “How do we go about communicating effectively during crises in the

wake of growing skepticism, suspicion, and erosion of public trust?”

Among many things, communication depends largely on ethical, com-

petent leadership and our ability to influence the decision-making and

behavior of our organizations. No amount of positive communication

will compensate for poor operational performance and decision-making

that neglects the legitimacy and concerns of our stakeholders. Integrity

is the only currency we have in the business of communication, which is

why trust is so important to what we do. In fact, the Department of

Health and Human Services (DHHS) points out the importance of crisis

communication attributes in its 2012 Crisis Emergency Risk

Communication Guide: “Be First. Be Right. Be Credible” (Reynolds &

Seeger, 2012).

No amount of positive communication will compensate for poor operational

performance and decision-making that neglects the legitimacy and concerns of

our stakeholders. Integrity is the only currency we have in the business of com-

munication, which is why trust is so important to what we do.

One of the central challenges facing those who perform in the public eye

is understanding how to operate in a world where our principles urge us to

enhance trust and credibility versus others that historically facilitate the free

flow of information and appear to conform to a much different set of rules.

Especially in the early phases of a disaster, emergency managers and their

communications leaders find themselves in a world where speed is more

important than fact; audiences are more important than public interest; and

those who used to control these processes via the mass media are rapidly

becoming irrelevant.

The challenge in today’s communication environment may best be illus-

trated by Gerald Baron’s depiction of what used to happen following an

event and how things occur today (Baron, 2006) (Figure 11.1).
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As a former Director of the Office of External Affairs for the Federal

Emergency Management Agency, I understood that the reality was and

remains that we have little or no control over most, if not all, forces

highlighted in the preceding graphic. The space between public and private

is increasingly blurred. For example, organizational decision-making and

employee behaviors can become public with the click of a smart phone, a

twitter feed, or a blog rant. There are no “silver bullets” in communication

that magically answer all concerns—especially during disasters.

So, how might BH professionals help emergency managers shape the

environment to account for this risk? If we have little ability to influence the

external environment, then what are the alternatives? I believe our best

options rest with our ability to make our organizations and activities as trans-

parent as feasible. They also need to be ready to respond first to those who

matter most to our organizations with simple, scalable, clear communication

policies, planning and technologies that can be implemented during events.

Although these attributes might seem obvious—they are difficult to achieve.

A SYSTEMS APPROACH TO EFFECTIVE COMMUNICATION
DURING DISASTERS

To be prepared in today’s complex information environment requires organi-

zations examine their readiness to respond from a systems perspective.

FIGURE 11.1 Representation of an event that will become or is known and has the potential

to require a response and/or illicit a reaction by stakeholders or the public.
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What exactly does this mean?

From a communications perspective, it means we must:

� Be transparent in our decision-making and actions.

� Develop policies that allow and encourage our employees to communi-

cate within established rules and boundaries—creating a “bias to

communicate.”

� Train our employees what the rules are and how to effectively get

involved in public discourse and social media.

� Exercise our policies and procedures so that when things do go wrong,

we will react instinctively.

� Leverage technology in a manner that helps manage information ethically

and serves the public interest.

Together, these efforts build trust and credibility. To be successful in

today’s complex communication environment, EM personnel must be

engaged in cultivating organizational environments that reward honesty,

trust, and a bias to communicate with empathy and compassion. This is a

leadership responsibility that should be shared by all who are supporting a

response. Having served in nearly every Coast Guard public affairs position

as a commissioned officer, the other specialists and I understood how impor-

tant trust was in communicating with our stakeholders. We also understood

the importance of empathy and humility.

As a communication professional, I often wonder why so many organiza-

tions fail in their efforts to communicate effectively and what can be done to

enhance trust between our organizations and those who matter most. In my

view, it matters not whether we are talking about public sector communication

efforts—as when the National Weather Service seeks to notify those in advance

of potential dangerous weather conditions or when the Federal Emergency

Management Agency must get important information to disaster victims, or pri-

vate sector communication efforts. These are both situations where a critical

failure in quality assurance or production results in product liability risks for a

company. The answer always seems to come down to leadership.

How might BH professionals “operationalize” communication leadership

internally in our organizations in a way that helps increase the probability

that our communication will be heard and motivates stakeholders to act in

their own best interest when the inevitable occurs?

There are lots of resources to assist emergency managers in the early

response phase; however, absent a framework to integrate research, policies,

resources, and technologies, efforts to achieve a positive result prove elusive.

This is why I believe a systems approach to communication is absolutely

necessary.

For example, the risk communication research informs us that disaster

victims seek information that acknowledges their affective—or emotional

needs—first, followed by their cognitive and behavioral needs. The same
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body of research also reveals that those in distress have difficulty processing

information (Covello, 2010).

Concurrently, we also must acknowledge that disasters present enormous

potential for the politicization of issues that often become factors impacting

leaders. Consider any number of recent incidents that include weapons,

floods, or manufacturing. In many disasters, implications will emerge that

affect politics, policies, planning, people, and technologies as a way to pre-

vent or mitigate future occurrences. Even in, perhaps especially in, politi-

cized environments, the primary concern ought to be focused on those most

in need—the victims and mitigating risk of further harm.

EM personnel must routinely prepare for crises and other communication

challenges by conducting regular simulations and tabletop exercises that

relate to the potential risk. This will ensure that when an event occurs, reac-

tions are instinctive and guided by simple, clear policies. Among the many

lessons that emerged from Hurricane Katrina was the fact that we had a

response plan. However, it was too complex and few stakeholders were

aware of the plan. Planning helps build “muscle memory” for organizations,

so that when a crisis emerges, those who must act are not required to pull a

document off the shelf and pour through it. Simplicity is key. Exercising EM

plans on a regular basis is critical. Executive action must be second nature.

Business continuity and emergency response plans must be simple, clear,

concise, and viable.

People who represent our organizations must be credible, trained, and

empowered. For first responders and EM personnel, they all should

be prepared to respond within their respective areas of responsibilities

and expertise. Given the proliferation of technology and social media,

communication policies that empower front line personnel are critical for

success.

As a former Chief of Public Affairs for the U.S. Coast Guard, one of the

hallmarks of the Coast Guard’s public affairs principles is that “if you own it

or have responsibility for it—you can talk about it.” Questions outside this

scope should be referred to the appropriate individual or office. This simple

but elegant policy creates a “bias to communicate” during operations. Why

is this important? Given the extraordinary demand for information during

disasters, empowered first responders who are able to respond to questions

within their area of responsibility are viewed more credibly. In addition,

being responsive to the legitimate concerns of stakeholders will enhances

trust.

Accompanied by the appropriate training, organizations can create highly

capable communicators who are sensitive to the needs of disaster victims

and myriad stakeholders. Given the disaster response community’s subject

matter expertise, BH professionals can and should play a vital role in prepar-

ing EM personnel prepare for responses.
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During disasters, one wants to help stakeholders move through the series

of normal reactions that generally influence the affective domain (emotions

and feelings), cognitive domain (logic and thinking), and the behavioral

domain (action). This is no small challenge; however, there are approaches

that enhance the likelihood that stakeholders will act.

Communicating during disasters relies on trust, because without it, there

is very little that leaders can do to influence emotions, thinking and beha-

viors. It is also one of the three underlying goals of risk communication

(Covello, 2010), which include:

1. Facilitating knowledge and understanding,

2. Enhancing trust and credibility.

3. Motivating appropriate behaviors and levels of concern by stakeholders.

The ability to influence behaviors, thoughts, and emotions of key audi-

ences is rooted in some of the key principles of risk communication and

make them so important during crises. For example, it has been known for a

long time that a person’s ability to process information during stress declines

rather dramatically. Yet, when we examine communication coming from

government officials and company executives following disasters, we fre-

quently find that their communication behavior and content ignore risk com-

munication principles. The reality is that, during a crisis, most affected

stakeholders want to know you care before they care what you know.

Victims of disasters are typically seeking compassion, conviction, and opti-

mism from highly credible sources. (Covello, 2010; Philbin & Urban, 2009).

In the various positions that I have held in government and the private

sector, one of the first things I seek to understand is whether the enterprise is

doing what it says it is doing. If the answer is yes, the probability of success

in communicating effectively rises dramatically. If the answer is no, the chal-

lenge is nearly impossible because source credibility and integrity will

undermine any communication effort. From a leadership perspective, any-

thing that can be done to ensure that the organization is doing what it says it

is doing is absolutely necessary, but not sufficient.

Seek to understand is whether the enterprise is doing what it says it is doing. If

the answer is yes, the probability of success in communicating effectively rises

dramatically. If the answer is no, the challenge is nearly impossible because

source credibility and integrity will undermine any communication effort.

The other important element of a systems perspective includes the means

and rules by which information is communicated. On any given week during

my public affairs tenures in the U.S. Coast Guard or at Federal Emergency

Management Agency, we were responding to 200�1000 inquiries. To satisfy
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this level of demand, we needed to think strategically and systematically

how to create transparency and leverage technology and processes to be

responsive in a consistent, thoughtful, accurate, and timely manner.

Technology can be a wonderful enabler in communicating during disas-

ters; however, it is important to understand that there is not a one-size-fits all

approach and that there are risks as well. For example, a review of the

Deepwater Horizon Oil Spill reveals some of the many challenges that

British Petroleum (BP) had to address when unsubstantiated rumors emerg-

ing from social media began to influence operations. On the other hand, hav-

ing robust technology—with simple user interfaces, that is mobile friendly,

and can be operated by nonIT personnel—is critical to disseminating critical

information during disasters and rapidly addressing information that is not

accurate. Of course, all of the technology in world will not help if the organi-

zation’s leaders and spokespeople are not considered credible and

trustworthy.

SUMMARY

Although communicating effectively during disasters is extraordinarily chal-

lenging, BH professionals can look to research and best practices to inform

how we communicate during a crisis. An effective communication approach

requires systems thinking to address People, Planning, Policies, and

Platforms (technology). I have used the “4P” model throughout my efforts to

help organizations communicate more effectively. Assuming organizations

have a “bias to communicate” and are “doing what they say they are doing,”

it then becomes a matter of ensuring that:

1. (People) Does the person in charge have clear lines of authority and

responsibility?

2. (Policies) Are the communication policies simple, clear, and transparent?

3. (Plans) Are plans in place and tested regularly to create “muscle

memory?”

4. (Platforms) Does your technology enable connecting anywhere and any-

time? Can it be used by anyone who has authority and responsibility to

release information and engage with relevant stakeholders?

The U.S. Coast Guard is considered a trusted organization by many and

stands as an example of how to effectively communicate. This is largely a

function of executing its humanitarian operations well most of the time. This

reputation is also a function of communicating well and training their per-

sonnel. The agency does this by adhering to relatively simple public affairs

guidance that is summed up as follows: if you own it or have responsibility

for it, you have an obligation to communicate about the issue.

In addition, there are only four areas that serve as reasons not to answer

questions. Known in the Coast Guard as Security, Accuracy, Propriety, and
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Policy (SAPP), these include issues of (1) Security—matters involving secu-

rity will not be spoken about; (2) Accuracy—information must be accurate

or it will not be released; (3) Propriety—issues considered proprietary will

not be released; and (4) Privacy—information considered protected under

privacy regulations will not be disclosed.

In advocating this approach and when combined with lessons from

research, BH professionals can create a powerful and responsive systems

approach to communicating with stakeholders at any time, and especially

during disasters.
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Making Integration Work

Brian W. Flynn

Both portions of this chapter have described ways in which disaster BH and

EM function before, during, and following disasters. There is much informa-

tion that can be practically applied to optimize integration in the broad area

of communication. Readers are encouraged to look at their own professions,

as well as that of their counterpart, and consider actionable ways that inte-

gration can be accomplished and maintained. Table 11.1 describes what both

professions might consider in several topical and phase-appropriate ways.

These examples are intended only as a start in stimulating creative actions

and opportunities in both professions.
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TABLE 11.1 Operationalizing Communications Integration between Disaster Behavioral Health and Emergency Management

Disaster Behavioral Health Emergency Management

Understanding
roles and skills

Assure disaster BH personnel understand disaster management
structures and processes (including communications)

Include understanding of the various roles disaster BH can play
in communications during all phases of disaster

Develop a variety of disaster-related skills sets and/or develop
specialized expertise (e.g., crisis communication)

Within EM (especially communications), identify individuals
who can lead in establishing and sustaining integration

Within disaster BH authorities and organizations identify individuals
who can lead in establishing and sustaining integration

Promote inclusion of DBH in Emergency Support Function (ESF)-8
See Federal Emergency Management Agency, 2008 for more
information on all ESFs, http://www.fema.gov/media-library-data/
20130726-1825-25045-0604/emergency_support_function_
annexes_introduction_2008_.pdf especially regarding
contributions to JIC activities at all levels (local to national)

Building
respect and
trust

In basic and advanced disaster BH training, promote integration
with EM (and their specialized communications professionals) as a
core value

In basic and advanced EM training, promote integration with
disaster BH professionals as a core value that promotes formal
and informal relationships

Build formal and informal relationships with communications
personnel in EM

Build formal and informal relationships with BH experts

Build organizational relationships with EM authorities and
organizations

Build organizational relationships with BH authorities and
organizations

Make presentations at EM/communications meetings and
conferences

Make presentations at behavioral and disaster BH and
conferences

Author joint position papers, editorials, and articles in each other’s
literature base

Author joint position papers, editorials, and articles in each
other’s literature base

(Continued )
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TABLE 11.1 (Continued)

Disaster Behavioral Health Emergency Management

The
preparedness
phase

Participate in drills and exercises Include DBH in drills and exercises by making it part of
emergency operations planning

Assist in development of “on the shelf” messages and message
sequences

Include disaster BH in message/communications plans and
strategies

Anticipate opportunities and challenges and plan accordingly Anticipate opportunities and challenges and plan accordingly

The response
phase

Be present at sites where EM takes place Seek out and engage BH personnel in EM JIC operations

Initiate contact and offer collaboration/services to communications
leadership

Seek consultation regarding psychosocial impacts of message
development and dissemination

Assist communications leadership to target populations and/or
issues where enhanced communication is needed

Enlist BH personnel in education, monitoring, and management
of staff stress issues

Locate disaster BH desk/office in physical proximity to JIC at EM
sites (this is a challenge as DBH if typically part of either ESF-8
(Health) or ESF-6 (Mass Care) and will require creative approaches)

Assist BH leaders identify specific psychosocial needs/challenges
when they are observed through communications processes

Provide consultation when appropriate for development and
dissemination of messages

Provide feedback to communications leaders when impacts of
messages are observed

The recovery
phase

Share newly learned information and communications emerging
needs identified through BH recovery efforts

Share emerging BH needs identified recovery efforts

Participate in reviews/critiques of event response activities Assure that BH is included in reviews/critiques of event response
activities

Assist communications leaders in evaluating their programs/
products

Assist communications leaders in evaluating their programs/
products



Chapter 12

How to Navigate External
Factors: Legal, Ethical,
and Political Issues

Berl D. Jones, Jr.1 and Daniel Dodgen2
1Federal Emergency Management Agency, Washington, DC, United States, 2US Dept of Health

& Human Services, Washington, DC, United States

Through an Emergency
Management Lens�

Berl D. Jones, Jr.

As a tool to facilitating integration, this section will discuss the need for

mutual understanding of the respective needs and requirements of both emer-

gency mangers and disaster behavioral health (DBH) professionals. It will

attempt to address key questions such as, “Why can emergency management

(EM) and cannot do certain things?” as well as “Why can disaster behavioral

health (DBH) and cannot do certain things?” Understanding and respecting

scope and boundary issues is key to successful integration.

SOME IMPORTANT CONTEXT: SPEED AND PRIVACY

The mission of those who assist disaster survivors is to provide assistance as

quickly as possible and to make sure a referral system is in place to handle

unmet needs. This drive for speed and efficiency must be balanced by the

necessity to protect the personal information of disaster survivors. There are

laws, regulations, and policies in place to do just that. These are often not

known to DBH workers. While behavioral health (BH) professionals are

� It should be noted that laws, regulations and internal policies are subject to change. The author

suggests checking for updates with the related organization, department, or agency.
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used to working with privacy safeguards, they, especially those new to DBH

work, are often unaware of these protections in the EM sector. Without a

working knowledge of these privacy safeguards, DBH risks the high proba-

bility of becoming at odds with emergency managers.

We live in a world of information that has generated many new chal-

lenges to long-existing laws. The requirements to protect Personally

Identifiable Information (PII) are outlined in the Privacy Act of 1974

(https://www.justice.gov/opcl/privacy-act-1974):

“The Privacy Act of 1974, 5 U.S.C. y 552a, https://www.justice.gov/opcl/

privacy-act-1974, establishes a code of fair information practices that governs

the collection, maintenance, use, and dissemination of information about indi-

viduals that is maintained in systems of records by federal agencies.”

PII “refers to information which can be used to distinguish or trace an

individual’s identity; such as their name, social security number, etc. alone

or when combined with other personal or identifying information which is

linked or linkable to a specific individual, such as date and place of birth,

mother’s maiden name, etc.”

In the world of PII, there is a delicate balance between those seeking

assistance and those who provide the assistance. Disaster survivors’ access to

funds, goods, and services requires the provision of their personal informa-

tion. Protection of PII and provision of assistance can sometimes appear to

be opposing forces.

At the federal level, emergency managers are directed in the ways they

may collect and share information about disaster survivors. So, what does

this mean for integration of EM and DHB? Here are a few considerations:

� For DBH, it means that in addition to the privacy and confidentiality

safeguards they are accustomed to, they must understand and live within

the requirements placed upon emergency managers

� It means that, prior to responding, DBH training must include under-

standing of privacy protection implemented by emergency managers

� It means that, in establishing initial integration efforts, the topic of

mutual confidentially requirements, options, and expectations must be a

high priority

EVOLUTION OF THE DISASTER ASSISTANCE APPLICATION
PROCESS

In the early days of disaster assistance, disaster survivors visited Disaster

Application Centers (DACs) and provided their personal information

face-to-face to disaster service providers from nonprofit organizations

and several government agencies. Information was recorded using paper

applications and managed through hard copy case files. This information
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would then be transferred by phone, eventually by facsimile machines, or

simply entered into a computer manually. The common instruction was

to “press hard on the carbon paper” to create multiple copies for the shar-

ing of information.

The head of household would sit down with the service provider and

relay all of the necessary personal information for that agency to begin to

build a case file and verify any loses. In the case of voluntary agencies, case-

workers would evaluate the types of needs—acute and longer-term. While

the emotional state of the disaster survivor was important, it was not always

at the forefront of these initial intakes. Caseworkers, staff nurses, clergy, and

volunteers were often in place to provide comfort to the individuals and

families.

These physical application centers also provided an opportunity, when and if

DBH workers were present, to interact with both survivors and workers to iden-

tify stress related problems, provide informal guidance and advice, and to facili-

tate referral to psychological services. With the evolution of such centers, as

described later in this section, that early, first-hand opportunity to interact does

not always exist. Other mechanisms have had to be developed and many of

those are described throughout this book.

Once information was gathered, the service provider’s representative

would begin to find resources to meet the emergency needs. Housing is a

prime example. It was imperative that agreements were in place to provide

referrals. A major referral activity was the referral of disaster survivors to

voluntary agencies for emergency temporary housing, also known as tran-

sient accommodations. To do this, the service provider needed very specific

PII to obtain housing and to meet other emergency needs, such as food

and clothing. Voluntary agencies would often obtain a release of information

(ROI) from the disaster survivor so that their information could be

shared among the other local agencies. After the emergency housing was

taken care of, referrals for other needs such as furniture, clothing, food, med-

ical/burial expenses, and mental health and spiritual counseling referrals

could be made.

Looking back over the years, it is interesting to see what changes have

occurred with respect to PII. Providers have gone from in-person paper

applications, to phone calls to call centers outside of the disaster area, to

internet and mobile-based applications. We now have data storage and porta-

bility through devices and methods we could never have envisioned in the

early days. All of these changes have required adaptation, flexibility, and

creativity for emergency managers and DBH professionals alike, not to men-

tion survivors themselves. There is no question that integration of EM and
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DBH is a dynamic process, and that change is the norm. Integration is

clearly not something that can be established and then put on auto-pilot.

The advances in technology have a positive effect on disaster assistance

in terms of speed of delivery, timely referrals, and availability of services.

All levels of government and most agencies in the nonprofit sector have

moved to electronic intake, storage, and processing. This allows for timely

case and eligibility review as well as the provision of assistance. The change

in technology has enhanced our ability to assist disaster survivors, but it has

also elevated the concerns over and control of PII.

Sharing of disaster survivors’ information among agencies is critical to ensure

the broadest possible access to services, but also to limit duplication of benefits.

The federal government is prohibited from duplicating benefits by both stat-

ute and regulations. Voluntary organizations have a keen interest in avoiding

duplication as well. Nonprofit organizations rely on donated dollars, services,

and volunteers to provide the assistance needed in their impacted communities.

These organizations recognize that donated dollars, goods, and services are

finite; therefore, they must closely coordinate with their partners to avoid wast-

ing resources. Being good stewards of government and community resources is

a shared responsibility for all disaster related activities and services.

One of the most beneficial relationships in disaster assistance is between

Federal Emergency Management Agency and the National Voluntary

Organizations Active in Disaster (NVOAD) (http://www.nvoad.org/). Following

is a description of its history and function. It was clear after Hurricane Camille

in 1969 that there needed to be better coordination among local, state, tribal, fed-

eral governments, and community organizations. Agencies were operating inde-

pendently of one another, duplicating services, and gaps in service often went

unaddressed. In 1970, the National Voluntary Organizations Active in Disaster

was established. This organization consisted of a core of nonprofit organizations,

both ecumenical and nonecumenical, committed to the principles of cooperation,

coordination, communication, and collaboration. These principles exist today

throughout EM.

Although the establishment of the National Voluntary Organizations

Active in Disaster does not directly relate to PII, it highlights an example of

establishing and sustaining a formalized system designed to ensure disaster

survivors have access to disaster assistance through nonprofit, ecumenical,

local, state, tribal, and federal agencies by sharing information. Today, the

National Voluntary Organizations Active in Disaster continues to be the

backbone of EM at the local, state, tribal, and national levels, responding to

the entire spectrum of emergencies from the local level through federal presi-

dential disaster declarations.
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THE EVOLUTION OF DISASTER BEHAVIORAL
HEALTH SERVICES

As understanding of the wide range of services needed by disaster survivors

as well as the recognition of the magnitude and nature of BH expanded, the

disaster response component organizations and systems began to develop

methods to assess and meet the needs of survivors, from the point of intake

for disaster assistance to DBH professionals and agencies. In the early

1970s, Federal Emergency Management Agency’s predecessor agency,

through the Stafford Act, initiated through the federal Department of Health

and Human Services (DHHS) the Crisis Counseling Assistance and Training

Program (CCP), administered through the Substance and Mental Health

Services Agency (SAMHSA). The goal of this program described in more

detail in later in this section as well as in other parts of this book, was to

engage and train local DBH resources to meet the most pressing needs of

survivors and their communities immediately following a disaster. Still

today, it provides crisis counseling services to and referral to more intensive

and formalized DBH services for those in need. This additional need-driven

focus on DBH services expanded the distribution of a disaster survivor’s PII.

Where there is sound integration of EM and DBH leadership, the sharing of

this information has typically gone smoothly. Where that integration is not

taking place, it is not uncommon to see significant disagreement regarding

sharing of PII. The result is strain on the relationship between EM and DBH

as well as compromised services to survivors.

THE INTENT AND COMPLICATIONS OF PROVIDING
ASSISTANCE

Government programs and assistance provided through community

agencies are designed to be supplemental and cover the serious needs and

necessary expenses of the disaster survivors. These programs may not be

able to return an individual or family to predisaster conditions, but they

will address critical needs. Insurance is intended to be the primary form of

assistance. However, the reality is that not everyone can afford full or

partial insurance.

Federal disaster assistance is limited through statute and regulations.

Most of the assistance is based on conducting a damage assessment and iden-

tifying the seriousness and necessary expenses of an individual or household.

The amount of assistance provided is determined through an inspection of an

individual’s property, verification of loss, and identification of needs.

Information about the amount and type of assistance an individual or family

receives cannot be shared unless the proper documentation is in place to do

so. This has implications for DBH providers and is an important area of

understanding and agreement for all involved.
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The timeliness of disaster assistance is often a source of pressure on

emergency managers. Disaster losses must be verified and other forms of

assistance like insurance must be factored into what is provided. By statute,

the federal government cannot duplicate benefits. If a household has insur-

ance, the disaster survivor and their insurance company must share benefit

information with emergency managers. Insurance companies consider their

customer information to be proprietary and often require their customers’

consent to release their information. It is easy to see how multiple require-

ments for protecting and sharing information can be a significant complicat-

ing factor in the provision of services. DBH providers should be aware of

their own privacy requirements and how all of these combined “protection”

factors can be stressors for service recipients, emergency managers, and ser-

vice providers.

There is no secret formula for determining “how fast is fast” when it comes to

the provision of disaster assistance for longer-term items such as housing, repair

assistance, and replacement of personal property. There are many factors in con-

sidering the “need for speed” of recovery assistance.

Factors impacting the speed of response include the ability to access to

the damaged areas for assessing damage to property, the ability for the survi-

vor to be present for the damage assessment, the availability of insurance

information and the resources available to repair/rebuild, and the consistency

of repair/rebuild plans with local applicable ordinances. Case management

services, often in concert with DBH resources, often help disaster survivors

identify all of their needs and prioritize their limited funds. It is in this pro-

cess that many survivors realize the full extent of their losses and the limita-

tions of their ability to recover as they had hoped. The involvement of DBH

resources in this stage is often extremely helpful to both recipients and emer-

gency mangers.

External inquiries may come to government agencies in the form of the

Freedom of Information Act (FOIA) requests. These requests can be related

to obtaining information on an individual or could be information on a group

of individuals or the process, policies, and guidance related to disaster assis-

tance for a specific event.

It is important to recognize that, even though there are requirements to

provide information in compliance with the FOIA, factors such as the

expense and the timeliness required to process the FOIA request may make

compliance in whole or in part difficult or impossible. No matter where these

inquiries come from, the federal government must ensure that an individual’s

privacy is maintained.
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Congressional inquiries can be in response to reports from their constitu-

ents or simply to demonstrate to their constituents that they have their dis-

tricts’ best interests in mind. The same parameters of protecting information

apply to congressional inquiries. Once all parties have a ROI in place, the

sharing of information can occur—but not until and unless.

Complicating factors in information sharing:

� Frequent inquiries from many sources such as local, state, tribal govern-

ments, congressional, and the media begin once a governor of an impacted

state requests federal support

� Questions about what areas will be included, what assistance is available,

and how long it will take for Federal Emergency Management Agency to

help are common

� When the President declares an Emergency or Major Disaster Declaration for

a state or tribal territory, there are political pressures to get timely assistance

into the impacted communities

� In all these circumstances, the disaster survivor’s personal information must

be protected regardless of the external pressures to disclose their information

FRAUD AND PII

Disaster assistance programs, both governmental and community-based, are

designed with the premise that the majority of disaster survivors applying for

assistance are honest. However, there is also an expectation of timely assis-

tance, as already discussed. Federal Emergency Management Agency must

be able to register disaster survivors, provide immediate assistance, assess

longer-term needs and provide that assistance, refer individuals and families

for additional assistance, and maintain accurate, verifiable PII. In additional

to automated and manual verification tools, the entire process is monitored

by the Department of Homeland Security (DHS), Office of the Inspector

General (OIG), the Government Accounting Office (GAO), Office of

Management and Budget (OMB) and Congress, and so on.

The OIG is involved in all aspects of disaster assistance to ensure that

those applying for assistance are not committing fraud. The agency’s systems

are set up to detect any such fraud. If fraud is detected, a process is in place

to recover erroneous payments.

Examples of potential fraudulent applications include:

� Identity theft

� False addresses

� Multiple applications from the same person or family

� Redirecting financial assistance away from the head of household

� Omitting information that could impact eligibility
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Especially Complex Situations

Not all disaster survivors who apply for assistance want their information

shared. Two examples illustrating this are (1) undocumented members of an

affected household and (2) members of households not wanting other family

members to locate them.

Households where one or more members may not be US citizens are

often reluctant to provide their personal information to Federal Emergency

Management Agency for fear of discovery and deportation. In some cases,

the US citizen is a family member under the age of 18.

Scenarios in which a disaster survivor may not want to be found and has

concerns about the sharing of their information include households with a

history of domestic violence and substance abuse. There are occasions where

the disaster event is the opportunity for a spouse and their children to escape

an abusive home. One member of the household seeks to find the other

members, and the others do not want to be found. This becomes difficult

when all involved require disaster assistance and may or may not be willing

to share it.

Federal Emergency Management Agency utilizes the Routine Use mecha-

nism within the Privacy Act that allows Federal Emergency Management

Agency to share recovery information with trusted partners, provided the use

of a record is for a purpose which is compatible with the purpose for which

it is collected. Federal Emergency Management Agency publishes routine

uses in the Federal Register, the daily newspaper of the federal government.

Sharing of data with trusted partners is compatible with Federal Emergency

Management Agency’s overall responsibilities under the Stafford act and the

purpose for which Federal Emergency Management Agency collects the

data.

When a disaster survivor calls Federal Emergency Management Agency,

they may be provided the National Crisis Counseling Hotline number that is

staffed by Substance and Mental Health Services Agency. If the Crisis

Counseling Program has not been authorized and implemented, the National

Hotline will provide the impacted state’s hotline number. If the program is

activated, Federal Emergency Management Agency can provide callers with

their specific Crisis Counseling number.

If the state requests a transfer the electronic information and an agree-

ment is in place to share the information, Federal Emergency Management

Agency can provide that information. Case by case agreements with state

agencies can be established if the state requests it and Federal Emergency

Management Agency approves.

It should not be difficult to see the intersection of DBH factors, and

many if not all of these complicated elements, especially when victims are
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reluctant to share accurate information either for legitimate or nefarious rea-

sons. These are delicate issues that require attention by both EM and DBH

leaders before an event. Examples of areas for discussion include:

� What are the obligations of a DBH professional to inform EM if he/she

suspects attempts to defraud the government?

� How are DBH professionals the legal “duty to report” requirements

impacted if the potential for violence of child abuse is suspected?

These are never easy issues to confront in routine situations. They

become even more difficult in a disaster environment.

IN-PERSON CONTACT

Federal Emergency Management Agency and the state or tribal governments

may open Disaster Recovery Centers (DRC) where disaster survivors can go

to get referrals to local assistance agencies. This should not be confused with

the physical locations where survivors, in the past, had to go to apply for

disaster assistance described earlier in this section.

It is important to remember that this may the first and only time a person

goes through this kind of experience, and they may not even know who can

help or what types of help are available. DRCs can be very crowded and

busy places, with many agencies staffing intake or information tables.

Because of close physical proximity to many people providing private infor-

mation verbally, privacy challenges exist in these centers as well. It is not

uncommon, and entirely appropriate, for DBH resources to be present in

these locations.

All agencies must ensure proper record keeping, information exchange,

and privacy for their clients. For example, to assist individuals who may

have suffered a loss of a family member or friend, or are simply being over-

whelmed by the event, staff is trained to identify these situations and seek

help from the professional and trained paraprofessional counselors on site or

nearby. In cases where the Crisis Counseling Program is in operation, fund-

ing for these types of services, as well as others, is federally provided.

THE CURRENT PROCESS: WHAT DBH NEEDS TO KNOW
ABOUT INFORMATION SHARING

Once a disaster survivor calls the National Processing Service Center, the

person’s information is entered for initial processing. While some forms of

assistance can be processed automatically through a series of algorithms,

more complicated cases may be handled manually by applicant assistant

specialists. The information that is gathered can be used to determine emer-

gency needs, such as food or housing, and more long-term needs, such as a

low interest loan from the Small Business Administration or Unemployment
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Assistance from the impacted State’s Department of Labor. With today’s

technology, disaster survivors can also apply for federal assistance over the

internet, through smart phone applications, and on the scene of the event

through field staff.

Until agreements are in place to share information with local service providers,

Federal Emergency Management Agency can only provide an applicant with

referral information for emergency assistance such as counseling, food, clothing,

and shelter. At that point, Federal Emergency Management Agency cannot share

information with the local service organizations, including DBH specialists.

Only referral information can be provided. Any additional information shared by

applicants the entity to which they are referred will be at the applicant’s

discretion.

Federal Emergency Management Agency exercises extreme caution with

all disaster survivor information. Typically, a few weeks after the disaster

incident, local and state officials want to know the status of individual cases.

They receive questions and complaints from constituents who report that

they received too much or too little, or “my neighbor lied.” Yes, the report-

ing of fraud by neighbors or family members does occur.

One of the most difficult challenges emergency managers and service

provider agencies face is when media outlets, congressional inquiries, or

inquiries from litigation entities begin arriving with accusations that emer-

gency mangers and agencies are not doing as much as they need to be doing

to help individuals. In cases where the accusations and claims are erroneous,

it is difficult to respond without releasing prohibited information. However,

on the positive side, in cases where additional usable information is provided

and more review occurs, this new information opens up additional eligibility

and additional assistance may result.

Inquiries from multiple family members may also create a challenge for

Federal Emergency Management Agency workers. Sometimes, individuals

from the same household call to find out the status of their case but they are

not authorized to receive that information. This is particularly difficult in

cases where a husband and wife are separated, the husband needs assistance

and the wife needs assistance but the assistance will go to the head of

household.
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Through a Disaster Behavioral
Health Lens

Daniel Dodgen

DBH is a field that is finally coming into its own. The number of articles

focusing on DBH research and practice has increased significantly in the last

20 years (Boscarino, 2015; North & Pfefferbaum, 2013), with continuing

education, online courses, and conference-based training show a similar

trend. Most people in the field would consider this a sign of success. There

is certainly evidence that BH is much better integrated into the overall strate-

gic thinking about disasters than it ever was before (Dodgen & Meed, 2009).

This growth has extended beyond the research and practice community to

the policy world. In the past 10 years, BH has been included in public health

and hospital preparedness grants, and state and local BH agencies are

increasingly part of local healthcare preparedness coalitions (U.S.

Department of Health and Human Services, 2016a). Furthermore, the White

House established a national disaster mental health advisory group, which

published its final report, “Integration of Behavioral Health in Federal

Disaster Preparedness, Response, and Recovery: Assessment and

Recommendations,” in 2010 (Pfefferbaum et al., 2012). This committee

focused on ways to enhance and integrate DBH at the national level.

Similarly, when Congress established the office of the Assistant Secretary

for Preparedness and Response (ASPR) in 2006, this new federal agency

quickly founded an office focusing on BH and related issues (Dodgen &

Meed, 2009; U.S. Department of Health and Human Services, 2016b).

The increased focus on BH in the context of disaster preparedness,

response, and recovery has brought needed services to hurting individuals

and communities. However, it has also brought new challenges that the field

is only beginning to address. Many of these new challenges lay in the areas

of law, policy, and ethics (Flynn & Speier, 2014; Call, Pfefferbaum,

Jenuwine, & Flynn, 2012). From the perspective of these areas, there are

three basic questions that anyone planning for or providing BH services in a

disaster needs to ask:

1. What are the relevant current laws, policies, and ethical guidances for

DBH services?

2. How does the disaster context impact these legal, policy, and ethical

issues?

3. What are the long-term ethical and policy concerns for impacted indivi-

duals and communities?

This chapter will attempt to answer these questions by providing an over-

view of the laws, policies, and ethical concerns they raise.
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WHAT ARE THE RELEVANT CURRENT LAWS, POLICIES,
AND ETHICAL GUIDANCES FOR DISASTER BEHAVIORAL
HEALTH SERVICES?

The Law

While many readers are familiar with common disaster response mechan-

isms, they may not be familiar with their legal underpinnings. The Stafford

Act and the Pandemic and All Hazards Preparedness Reauthorization Act

(PAHPRA) are two of the critical laws for national DBH activities in the

United States. Upon these two laws rest most of the activities, particularly

regarding health and BH, undertaken during national crises. A third source

of federal funding for mental health services is the Crime Victims Fund

(U.S. Department of Justice, 2016), which helps victims offset the cost of

mental health and other expenses (Dodgen & Meed, 2008; U.S. Department

of Justice, 2016). In a disaster context, this would apply to events with a

criminal component such as mass shootings and terrorist attacks.

The Stafford Act outlines the process by which states and tribes can seek

federal assistance in disasters (Dodgen & Meed, 2008; Federal Emergency

Management Agency, 2016). If a state or tribe requests and receives a presi-

dential disaster declaration, it becomes eligible for public assistance or indi-

vidual assistance services. Individual assistance programs provide immediate

direct and financial assistance to individuals, including temporary housing

assistance, disaster-related unemployment assistance, and crisis counseling.

While the CCP is discussed elsewhere in this volume, the reader should

know that the program is established by law and operated under regulations

and guidance established by Federal Emergency Management Agency in coor-

dination within the federal Substance Abuse and Mental Health Services

Administration. The guidance from Federal Emergency Management Agency

determines how CCP dollars may be used. This includes what target popula-

tions must be addressed, how needs assessments are conducted, what services

are allowable, and how long services can be offered under the grant (Federal

Emergency Management Agency, 2015a). Frustrations with the CCP grants

can emerge because the program’s parameters are established by law and may

not always be as flexible as local entities wish they could be. Thus, when local

BH authorities wish to use CCP funds to pay for a service that they feel is

needed, they cannot do so if the service is outside the program’s purview. For

example, the CCP grants are designed to focus primarily on “sub-clinical” or

“pre-clinical” services (e.g., crisis counseling, outreach, and education) and are

not intended to pay for or replace more intensive psychiatric services, even if

the state feels such services are needed.

Other legislative actions have had a significant impact on disaster related

health, including BH, structures. The PAHPRA established the Office of the

ASPR at the US DHHS (U.S. Department of Health and Human Services, 2016c).

ASPR is tasked by Congress with coordinating the public health and medical
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(including BH) response to disasters, terrorism, and public health emergen-

cies. PAHPRA not only established ASPR, it also placed the Medical Reserve

Corps (MRC) and the National Disaster Medical System (NDMS) under

ASPR. MRC and NDMS are two sources of deployable DBH responders

during national emergencies. These two programs are authorized to exist by

the legislation, and the legislation also provides broad description of their role

and function.

Just as legislation provides the foundation for the existence of CCP,

ASPR, NDMS, and MRC, it also provides the foundation for publicly sup-

ported BH services. At the federal level, and in most—if not all—states, the

BH system is mandated to focus its efforts primarily on people with serious

mentally illness (SMI) adults or seriously emotionally disturbed (SED) chil-

dren. The terms vary from state to state, but the reality remains that BH

authorities have to focus their minimal resources on those with chronic BH

needs. These statutory requirements can restrict reallocating funding or

resources during disasters, even to address emergent needs. This can impact

the number of providers available during an emergency and the length of

time they are available.

The final legal issue to consider in DBH service planning is the question of

licensure. Licensure laws vary tremendously by discipline, with social work,

master’s level psychology, doctoral level psychology, and psychiatry, for exam-

ple. Each field has different internship requirements, licensing exams, and

licensing boards. The licensing rules also vary significantly across states.

Consequently, a licensed BH provider cannot cross state lines, even to volunteer

services, unless he/she is volunteering with an organization that has interstate

authority to deliver services (such as the American Red Cross) or each affected

state grants a waiver (Call et al., 2012). In states that have mutual Emergency

Management Assistant Compacts (EMACs), mental health professionals hold-

ing a license in their home state is deemed licensed by the state requesting assis-

tance subject to any conditions declared by the Governor of the state requesting

assistance (National Emergency Management Association, 2016).

When people think about legal issues, they often are most worried about

liability issues. In the famous Buffalo Creek flood in West Virginia, psycho-

logical harm was part of the successful case against the coal company

(Flynn & Speier, 2014). Since the case held that a company could be held

liable for causing psychological harm, the question arises whether malprac-

tice has never been an issue in disaster mental health. To date, no appellate

court has ever made a decision concerning a case involving a mental

health professional providing services during the acute phase of a disaster

(Call et al., 2012). However, it remains possible that someone could bring a

lawsuit because of harm caused by lack of services or inappropriate services.

To reduce the likelihood of such lawsuits, attention must be paid to the licen-

sure issue as well as the ethical issues described below.
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Why do I need to know about disaster mental health and the law?

� Federal Laws. Laws such as the Stafford Act and the Pandemic and All

Hazards Preparedness Act determine what the federal government will pay

for in a disaster

� For example, Crisis Counseling is only authorized when there is a disas-

ter declaration authorizing individual assistance

� Federal Strategies. These laws direct the development of the preparedness,

response, and recovery strategies that dictate EM policy

� The National Health Security Strategy (NHSS), required by law, guides

how healthcare preparedness grant dollars are used

� Licensure. Licensing laws for mental health providers cover record keeping,

privacy, consent to treatment, and other ethical responsibilities

� Most of these laws do not provide exceptions for services during disasters

� Liability. Successful lawsuits after disasters have included psychological

harm as part of the case

� No one has successfully sued individual providers for causing harm dur-

ing a disaster or for failing to provide services, but the possibility exists

Policy

The laws described above provide the parameters within which DBH

services must be provided. However, state, local, federal, and nongovern-

ment agencies still have some flexibility to determine how best to imple-

ment these laws. This is why CCP grants in two states, for example, can

look quite different, yet still be in compliance with the guidance from

Federal Emergency Management Agency. This is where policy enters the

equation.

At the national level, the National Response Framework (NRF), the

National Disaster Recovery Framework (NDRF), and the NHSS provide the

big picture strategic frameworks for conceptualizing DBH services. These

documents are the result of a consensus development process that includes

multiple government and nongovernment stakeholders, with Federal

Emergency Management Agency leading the NRF, and NDRF and HHS

leading the NHSS (Federal Emergency Management Agency 2015b; U.S.

Department of Health and Human Services, 2016d). These strategies in these

core documents offer guidance to local entities for many issues related to

disaster mental health. For example, the NHSS Strategic Objective 1, “Build

and Sustain Healthy, Resilient Communities,” includes priorities to:

� Encourage social connectedness through multiple mechanisms to promote

community health resilience, emergency response, and recovery

� Build a culture of resilience by promoting physical, behavioral, and social

health; leveraging health and community systems to support health
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resilience; and increasing access to information and training to empower

individuals to assist their communities following incident

NHSS Strategic Objective 4, “Enhancing Public Health, Healthcare, and

Emergency Management Systems,” includes these priorities:

� Strengthen competency and capability-based health-security-related work-

force education

� Expand outreach to increase the numbers of trained workers and volun-

teers with appropriate qualifications and competencies

� Effectively manage and use nonmedical volunteers and affiliated, creden-

tialed, and licensed (when applicable) healthcare workers

These strategic objectives are accompanied by an implementation plan

that provides examples of specific actions federal agencies and stake-

holders can take to improve preparedness, response, and recovery. Two

examples of actions relevant to readers of this volume that promote

resilience are:

� State, local, tribal, and territorial (SLTT) governments and community-

based organizations can cross-train public health, healthcare, and human

services professionals to improve recovery service provision

� SLTT governments can work with community-based organizations to

ensure that community leaders have access to BH services

The bullets above provide just a few examples of the kinds of objectives

included in the NHSS and illustrate how they can influence the development

of DBH services and providers. So, why is this relevant for emergency man-

agers and planners to know? The NHSS aligns with two major grant

programs for public health agencies: the ASPR Hospital Preparedness

Program (HPP) and the Centers for Disease Control and Prevention (CDC)

Public Health Emergency Preparedness Program (PHEP). This alignment,

and the corollary alignment with other NRF Emergency Support Function #8

(ESF #8) (Public Health and Medical Services) activities, helps drive many

health and BH activities. Knowledge of the NHSS can help emergency man-

agers to understand the expectations and goals of public health and BH

plans, particularly since other planning efforts then cascade from these goals.

Just as there are variations on how each state might design its CCP grant

for counseling services, there are variations on how each state, tribe, and

locality will implement the NHSS and utilize its HPP and PHEP prepared-

ness dollars. Some localities design programs with robust BH capabilities,

while others have more minimalist approaches. The manner in which each

place chooses to implement the laws and strategies reflects that state, local-

ity, or tribe’s policy priorities. However, it also leads to questions about the

ethical aspects of disaster BH.
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What do I need to know about policy?

� The NHSS encourages public health agencies to engage with EM in several

ways. For example,

� Government and community-based organizations are encouraged to

cross-train healthcare professionals to improve recovery service provision

� Health agencies are encouraged to increase the numbers of trained work-

ers and volunteers with appropriate qualifications and competencies

� There are hundreds of healthcare coalitions across the United States that are

funded to foster public health preparedness

� These coalitions are encouraged to integrate BH into their activities

� There is tremendous variability in how each community implements

these laws. Not all healthcare coalitions actively involve BH

Ethics

The ethical issues in DBH are not as clearly delineated in law or policy, but

certain issues tend to emerge consistently in research and in the “gray” litera-

ture. These revolve around training, professional practice, research, and

allocation of resources.

The ethics of DBH professionals are not different from the ethics of other

healthcare service providers, and generally remain the same during disasters

as they are at other times (Call et al., 2012). Providers must adhere to laws

and ethical codes regarding record keeping, competence, consent, etc.

Merely being licensed is not always enough. In a disaster, interactions with

individuals tend to be brief, problem-focused, and intense. BH responders

need to be trained properly to provide specific disaster- or crisis-related BH

services. Such training is readily available through the American Red Cross

and other entities, and is usually offered by CCP grantees for their

employees.

However, there is some controversy among researchers and practitioners

about whether all models of psychological intervention are beneficial. So,

the first ethical question emergency planners must ask themselves is: Are the

BH professionals responding to disasters in my community trained in an

appropriate, research-based model? This is not a question the emergency

manager needs to be able to answer personally, but they need to ask it of the

local BH authority or other entity coordinating the BH response.

Appropriate services include more than just the right intervention; they

include services that are culturally competent for the impacted community.

Cultural appropriateness encompasses language and national origin, but it

also includes sensitivity to other issues. Without training, some BH pro-

fessionals may encourage first responders to express emotions during a

response in a way that interferes with, rather than facilitates, their work.
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Understanding these cultural competence issues is also part of ethical

practice.

The term “research-based” rather than “research-proven” is used above

because the current research does not support any intervention unequivocally

(Call et al., 2012). For the field to develop and improve, research is needed to

evaluate the effectiveness of DBH services, pilot new tools, and improve

needs assessment. However, there are many issues that must be resolved a

priori. This raises a second ethical question: If research is being conducted,

what are the plans to ensure that it will be conducted ethically? These include

determining who is conducting the research, the purpose, and what institution

has provided ethical review to insure all individuals are protected from harm

(Institute of Medicine, 2015). In some cases, it will be nearly impossible to

conduct ethical, meaningful research. Asking these questions in advance can

prevent ethical concerns during a disaster, when some individuals could other-

wise take advantage of the fluid situation to conduct research without proper

safeguards. Addressing the issues in advance can also create opportunities to

gather information that will improve future responses.

The final, and perhaps the biggest, ethical challenge regards the alloca-

tion of resources. In many communities, BH providers are a limited resource.

Deploying them to a disaster response can mean taking them away from

other necessary activities. This is partly why the CCP supports “pre-clinical”

services that can be delivered by trained paraprofessionals. However, in the

early stages of a disaster, CCP grants are not yet awarded and fully opera-

tional and trained paraprofessionals most likely will not be available. The

question then is: What is the best way to prioritize the use of BH profes-

sionals? In a large-scale event, there may not be enough assets for the need

and decision-makers will need to prioritize. Should the focus be on children,

on first responders, or on the bereaved? Are there other vulnerable popula-

tions who have been affected? Should BH professionals be used to train local

nonprofessionals in “sub-clinical” interventions as a way of multiplying the

resource? What ethical issues will that raise? BH concerns are often highly

visible in the early stages after a disaster, so there is a temptation to send

“crisis counselors” everywhere. However, this may not be the best use of the

resource. Consultation with the local BH authority and with experienced

responders can help emergency managers make wise decisions about deploy-

ment of these assets.

None of the ethical questions above is unanswerable, but they are even

more difficult to answer during a crisis. Emergency managers, leaders, and

planners can work through them with their BH agencies before an emergency

to minimize the ethical challenges during a disaster. Nevertheless, new

challenges will inevitably emerge.
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What do I need to know about ethics?

� Ethical standards for BH providers do not change in a disaster

� Record keeping, privacy, consent to treatment, and other ethical respon-

sibilities remain

� Providers need to be trained in culturally appropriate, research-based

services

� Disaster research is needed but must be done cautiously

� Is anyone planning to conduct research? What is its purpose? What insti-

tution has provided ethical review to ensure protection from harm?

� Planning for allocation of resources is valuable

� Are there specific groups I should focus on?

� Do I expect volunteer providers from outside my community to offer

assistance? If so, who would they be most competent to serve?

� Who is the lead for DBH in my community?

� Do I have that person’s contact information with me at all times so they

can answer all these questions?

HOW DOES THE DISASTER CONTEXT IMPACT ETHICAL,
LEGAL, AND POLICY QUESTIONS?

As many seasoned emergency planners say, “all plans fail at the moment of

first contact with the enemy.” Because few disasters unfold exactly as drills,

exercises, and plans predict, there is a need to consider how the context of

any disaster might impact the delivery of DBH services.

One of the first challenges that emerges in DBH is defining the “victim”

or “survivor.” With medical services, the survivor is the one with the inju-

ries. With BH, injuries can be caused by direct exposure to the incident

(i.e., losing a family member, being dislocated, etc.) or by indirect expo-

sure (i.e., witnessing an event on television, being afraid to travel after a

terrorist incident, etc.). Different programs have different parameters

regarding who can receive services and how. The CCP grants allow some

latitude on whom to serve, while BH services offered through crime victim

funds, as mentioned above, are restricted to direct victims (Dodgen &

Meed, 2009). As the event unfolds, different groups may be identified as

needing BH services. Such services can be very beneficial in the commu-

nity recovery and should not be prevented. Nevertheless, policies may need

to be adjusted to make sure the needs are addressed without violating law

or policy.

As the community identifies the most affected populations, it may be that

the needs do not map well onto the skills of the available BH responders.

For example, there may be many senior citizens needing services, but few

DBH workers with geriatric experience. Perhaps most of a community’s BH

responders are prepared for natural disasters and the community experiences

a terrorist attack. Howe (2012) argues that clinicians should not be deterred
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from helping by fear of litigation and Call et al. (2012) cite ethical principles

for psychologists that allow working outside their usual scope of practice “in

order to ensure services are not denied (p 314).” Obviously, an emergency

manager cannot withhold available assets, but efforts must be made to ensure

that just-in-time training is made available for BH workers. Similar ethical

issues emerge in all disasters and prior planning can anticipate some, but not

all, of them.

Another policy challenge that emerges during a disaster is the need to

advocate for additional resources. The risk here is making the case with-

out overstating it. We know that many people experiencing psychological

distress after a disaster improve over time without any intervention. We

also know that many people do not. So, emergency managers and BH

agencies have to make informed estimates of the long-term BH needs

and request resources in line with those estimates. Clearly, there are

legal, policy, and ethical implications for these decisions. This is why

preevent strategic planning is so important, and why DBH and policy

experts need to be engaged with emergency managers in the preparedness

phase.

Does any of this change during an actual disaster response?

� What do I do if I do not have access to providers trained in DBH?

� Can someone in my community provide just-in-time training?

� Psychologists, for example, may provide services outside their usual

scope of practice “in order to ensure services are not denied”

� How do I meet the existing need without creating unrealistic expectations

for long-term services and without creating disparities in available

assistance?

� Focus on disaster-related needs

� Stay within the program guidance for CCP and other programs

� Utilize the expertise of your community’s BH experts

� Ensure that the BH experts and agencies are engaged in recovery plan-

ning from the beginning of the event

WHAT ARE THE LONG-TERM ETHICAL AND POLICY
CONCERNS FOR IMPACTED INDIVIDUALS AND
COMMUNITIES?

Just as the disaster context shapes the legal, policy, and ethical questions, it

also shapes the long-term consequences of how those challenges are handled.

Remember that communities have histories that are not erased by disasters.

For some communities, disasters cause issues of social justice and resource
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discrepancies to play out in many ways. In Hurricane Katrina, for example,

long-term inequities based on race and geography led to real and perceived

inequities in response and recovery (Fussell, Sastry, & Vanlandingham,

2010). This has led to suggestions for more inclusive planning processes that

consider issues including race, culture, and language (Andrulis, Siddiqui, &

Gantner, 2007). Inclusive planning improves outcomes for community mem-

bers, but it can also raise unanticipated concerns. For example, suppose the

reader is coordinating the response to a disaster in a community with a large

population of linguistically diverse children. A decision is made to apply for

grants that will hire and train local paraprofessionals to do education,

outreach, and counseling. Now suppose that the paraprofessionals are so

successful at engaging the community that they begin to uncover many other

psychological needs among the children. Since CCP grants are time limited,

the existing BH system is strained, and bilingual BH professionals are few in

number, what should the community do? Law and policy limit the duration

of CCP grants and the focus of BH agency funds. But what are the ethics?

How does a community trying to recover from a disaster handle long-term

needs identified or exacerbated by the emergency that may have existed

undetected before the emergency?

There is no single answer to the questions raised above, but they point to

the ways that law, policy, and ethics intersect in DBH response. They also

point to the ways in which decisions made during a disaster can have long-

term implications for the wellbeing of a community. Uncovering and addres-

sing previously hidden BH needs in children could be an incredibly positive

thing for the community in our example. But it could also set a precedent for

over-extending already taxed systems in the recovery phase, or creating an

unrealistic expectation for ongoing services. Every decision can have long-

term implications for policy and ethics.

These issues are raised to encourage emergency managers to include BH

in their preparedness, response, and recovery planning. Excluding BH has

led to serious mistakes with severe negative consequences for all involved.

On the other hand, including BH entails much more than simply having a

plan to deploy disaster health workers as needed. It requires a thoughtful

consideration of the legal, policy, and ethical issues involved in the delivery

of such services. Fortunately, there are experts across the country on these

issues. The critical task is for emergency managers and planners to engage

with their BH experts early and often to ensure that the emergency managers

are complying with the law, correctly implementing policy, and ensuring

that needs are being addressed ethically. The engagement can happen via the

public health and medical support function (ESF#8) but it extends beyond

that to include mass care and communications. For that reason, emergency

managers need to seek out their DBH contacts just as DBH leaders need to

seek out their EM officials. This engagement needs to continue throughout

the preparedness, response, and recovery phases of disasters. The results of
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such collaboration will provide significant short- and long-term benefit for

any community, even if no disaster occurs.
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Making Integration Work

Berl D. Jones, Jr.

There are many complex legal and ethical issues faced by emergency man-

agers as they implement programs and services to individuals, families, and

communities following disasters. These challenges are dynamic and may

change considerably over time.

To establish and sustain integration between emergency mangers and

DBH professionals, these complexities must be well understood, openly and

frequently discussed, and understanding and agreement must be reached. At

the same time, DBH professionals are also bound by a wide variety of legal

and ethical considerations that are discussed by Dr. Dodgen later in this

chapter. It is imperative that emergency managers understand those factors

also.

Only through ongoing discussion and information sharing can the various

requirements be managed. These are not easy discussions, as problems are

far more easily identified than solutions found. Complexity can easily bog

down the integration process. Several suggestions for fostering integration on

these topics include:

� Prior to attempting harmonizing and integrating these types of complex

factors, emergency mangers and BH professionals should, within their

own domains, seek to identify key legal and ethical factors and work

toward agreement and consensus within their own professions. For exam-

ple, for DBH, in the absence of case law on the topic, there are areas

where most BH professionals (and their professional organizations) will

find easy consensus and many areas where they would not. This will be

an ongoing and dynamic process. Without internal consensus, forging

external agreements is difficult

� As consensus within the two professions grows, it is important that the

most current and accurate guidance is provided to members. For example,

it is important that all appropriate federal emergency managers imple-

ment similar policies and practices regarding how and what information

is shared with DBH partners. At the same time, it is important the DBH

workers in various areas of the country and at the state and local levels

share a common understanding of their legal and ethical responsibilities

� As progress is made on the above efforts, it is important for emergency

mangers and BH professionals to work together to identify areas of easy

agreement as well as those areas where there is either lack of clarity or

even conflict. This process should lead to the formulation of strategies to

implement agreements, explore resolution of differences, and monitor the

effects of those actions
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All parties will benefit from a continuing reminder of three determining

factors:

1. Confidentially requirements and controls on information exist for legiti-

mate and important reasons

2. Solutions that result from an integrated approach benefit all disaster

preparedness and response and those who lead those processes

3. The ultimate value behind the need for integration and solving complex

problems is to benefit disaster survivors. This is why EM and DBH

professionals do what they do.
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Chapter 13

Sustaining Integration:
AWay Forward

Brian W. Flynn1 and Ronald Sherman2
1Uniformed Services University of the Health Sciences, Bethesda, MD, United States,
2Independent Consultant, FEMA Federal Coordinating Officer (Retired), United States

Throughout this book, readers have examined the need for integration between

disaster behavioral health (DBH) and emergency management (EM), as well

as with other key stakeholders, such as the private sector. Chapter authors

have shared their decades of experience and advice. Hopefully, readers now

have an expanded understanding of the “why” and “how” of this integration

of effort, skills, roles, and experience.

However, history is replete with noble goals, good ideas, and dedicated

people that accomplish a specific goal, only to have the value of their achieve-

ments diminish with time. Why this happens probably results from a variety

of causes and factors. This chapter, drawing from the authors’ experiences, as

well as drawing together lessons from previous chapters, will discuss why this

may occur and suggest steps to optimize the possibility that integration will be

sustained. Where appropriate, references to earlier chapters are provided.

WHY INTEGRATION BREAKS DOWN

In identifying why integration breaks down, it is hoped that both DBH

professionals and emergency managers will be able to spot key events early

and take corrective or supportive action quickly. Following are several

factors to be aware of:

Change of Leadership

When system change occurs, it is often the result of key individuals and

personalities. These individuals often bring passion, energy, and skills to

new and/or complex tasks. These individuals are often very persistent, visi-

ble, and located relatively high on the organizational chart. They create new

321
Integrating Emergency Management and Disaster Behavioral Health.

DOI: http://dx.doi.org/10.1016/B978-0-12-803638-9.00013-6

© 2017 Elsevier Inc. All rights reserved.

http://dx.doi.org/10.1016/B978-0-12-803638-9.00013-6


alliances and often accomplish much. However, too often, the sustainability

of these alliances is overly dependent of these personality dependent factors.

When these individuals are no longer in their roles to maintain what has

been developed, integration suffers and sometimes fails.

There are a couple of strategies to reduce this risk. First, it is necessary

to cultivate multiple leaders from both groups at the start of the integration

process. In this way, the resignation or retirement of a single individual will

be less costly to the effort when that person is no longer there to lead.

Second, document, codify, and institutionalize agreements, understandings,

and processes so that there is an historical record of what has been and

should be done. This suggestion is made with the clear understanding that

creating documentation is often among the least favorite activities of action

oriented people. Yet, it is one way to promote continuity and sustainability.

Change of Authorities

As has been well documented in this book, disaster response is becoming

more formalized. This formalization is reflected in existing and emerging

laws, regulations, and standard operating procedures (SOPs.) This is occur-

ring across the disaster preparedness, response, and recovery spectrum. To

perhaps oversimplify, everything has rules, these are the rules, and the rules

are evolving. Both EM and DBH professionals should be monitoring and

influencing these changes to assure that as changes in authorities and prac-

tices change, they as practitioners will change, help foster the changes, and

not impede integration.

Two examples may be helpful in making this point. Prior to the Stafford

Act (discussed in several places in the book), the provision of crisis counsel-

ing services was not a legislated program option for which states could apply

after presidentially-declared disasters. In this case, legislation (a law, the

strongest statement of rules) enhanced integration. In other cases, emerging

formalization may make integration more difficult. For example, earlier in

this book, readers heard of situations where, in less formal days, behavioral

health was present as a key partner in disaster operations centers. With the

establishment of emergency support functions, behavioral health support is

subsumed under broader health and human service missions and, as a result,

may actually have less direct involvement and access in Emergency opera-

tions centers. In these cases, integration faces additional barriers and creative

solutions must be sought to sustain what was already occurring.

Political Landscapes

Earlier in this book several authors state that all disasters are political events.

In this context, disasters affect politics and politics affect disaster response.

In the political domain, not only do key individuals change with regularity,

but political priorities and attitudes can, and do, change. In some political
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environments, integration and collaboration are highly valued and fostered.

In others, independent function, organizational, and professional competition

and protectionism are more valued. Often, in these latter type environments,

it is competition for limited funding that drives the professional isolationism

and establishing and sustaining integration is much more difficult.

Leaders in both EM and DBH are encouraged to monitor the political

landscape and take advantage of periods where integration is valued and, as

suggested earlier, codify and document agreements and processes. This will

help those who value integration to sustain their relationship through tough

times in which other values dominate.

Changing Evidence and Practice

As noted earlier, disaster preparedness and response is becoming more

formalized. There are many good reasons for this—especially the demon-

strated value of consistency in response structure, such as the nearly univer-

sal adoption of the incident command system. Another factor contributing to

this formalization is the accumulation of evidence about what policies, pro-

grams, and interventions are most effective. Research and evaluation is diffi-

cult in disaster situations, and there is less efficacy data in every area than is

ideal. However, learning continues, data and experience bases are built and,

over time, practice and policy changes to reflect best or promising practices.

Sustainability can be enhanced if both EM and DBH contribute to the

evidence base and apply what is learned. There will always be situations

where new approaches need to be tried in the absence of information and data.

Yet, all parties must be vigilant to assure that practice and policy changes

when information bases change.

As an example, mentioned earlier in Chapter 6, Not All Disasters Are the

Same: Understanding Similarities and Difference, and Chapter10, Integration

in the Emergency Operations Center (EOC), critical incident stress debriefing

(CISD) emerged as a popular and, for many, an intuitively sound approach to

reduce adverse psychosocial consequences in first responders and others. As

more research emerged, it became apparent that it did not live up to the early

promises and, in fact, has the potential to make things worse for some people.

It is rapidly falling out of favor nationwide. There must be continuous assess-

ment of what is done in all aspects of disasters to assure that what is practiced,

promoted, and sustained represents the best-known practices.

Visibility of Impact

Behavioral health professionals are fond of saying that behavior does not

continue in the absence of reinforcement. In other words, we will do, and keep

doing, what gets us what we want and we will not do what does not give us

what we want. So, what does that have to do with sustainability of

integration?
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It means that all involved will be more willing to do the work of integra-

tion if, over time, the rewards of their efforts can be seen. Everyone likes to

see the positive results of their work. The culture of EM is especially

oriented toward rapid and clear results of actions, procedures, and policies.

The professional culture of behavioral health often values an approach based

on theory development, research that includes replication of results, publish-

ing of research, and, over often long periods of time, acceptance and applica-

tion in practice and policy. The behavioral health approach described is a

sound process but one that often moves at glacial speed. It is not uncommon

for a decade or more to pass between the time evidence is accepted and

changes in practice are seen. The differences in professional cultures can eas-

ily lead to frustration on both sides. It is common to hear behavioral health

professionals express concern that emergency managers are making decisions

without adequate information and data. Similarly, it is common for emer-

gency mangers to become frustrated when behavioral health professions can-

not or will not give rapid and definitive responses to seemingly straight-

forward questions or requests. Again, understanding and respecting different

professional cultures is a key to successful and sustained integration.

Behavioral health professionals typically have their professional roots in

behavior theory. They know that behavior does not persist in the absence of

reinforcement. In this case, successful integration that results in enhanced

function is a powerful reinforcement. Sustainability will likely be compro-

mised if significant time and effort is spent in developing and operationaliz-

ing integration and there is insufficient evidence of the benefits of these

efforts. The more candid among us will acknowledge that, as selfless and

altruistic as we like to see ourselves, there is always a “what’s in it for me”

question when difficult tasks are undertaken. The many answers to that

question were presented in Chapter 7, What Can DBH Actually Do To Make

Emergency Managers Jobs Easier?. All parties are encouraged to monitor the

results of integration efforts and practices, as well as pay special attention to

the identification and sharing of positive results.

Competing Demands and Priorities

Whether one is a BH or an EM professional, each is always faced with multi-

ple competing, and often conflicting, demands on time, energy, and resources.

To complicate the picture, many of these constraining factors are externally

imposed. How many DBH or EM professionals get to determine their budget?

The constraints can optimistically be seen as chances to promote creativity.

There is nothing like shortage and other restrictions to produce creative

problem-solving as the only alternative to failure. Unfortunately, this is part

and parcel of disaster work, and few would be willing to bet on it changing

any time soon.
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It is easy to find rewarding efforts that are showing results but then take a

back seat to new and more pressing needs and priorities. That squeaky wheel

seldom seems to have enough grease. Both EMs and DBH professionals can

help assure sustainability by making priorities include setting a conscious,

shared process and responsibility. While there may be a need to modify priori-

ties or shift resources, it is always better when those choices are both conscious

and viable. In that way, options and strategies can be better explored.

Eight Tips to Reduce Integration Breakdown

1. Cultivate multiple leaders.

2. Put policies and procedures in place that foster integration in writing.

3. Closely and continuously monitor and influence laws, regulations, and

policies that impact integration.

4. Be aware of the political landscape.

5. Anticipate and be prepared for change.

6. Track and implement improved, better, and best practices as they emerge.

7. Make positive results visible to all.

8. Monitor and openly address changing demands and priorities.

FOUR PILLARS OF SUSTAINED INTEGRATION

The previous section describes factors that can threaten and compromise sus-

tained integration. This section will explore factors supporting sustained

integration.

In considering the primary factors that establish and sustain integration, four

emerge that are critical. These factors are trust and respect, demonstrated bene-

fit, adequate resources, and adaptability. These are illustrated in Figure 13.1.
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FIGURE 13.1 Four Pillars of Sustained Integration.
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Mutual Trust and Respect

All sustainable relationships are based on trust and respect. The relation-

ship between emergency managers and behavioral health professionals is

no exception, and has been discussed in various sections of the book

already.

Trust is based on understanding, appreciating, and acting upon shared

values developed and demonstrated through mutual exposure. This exposure

will be far more powerful if it is developed in person rather than through

electronic or third person channels. Contrary to trends in social media, peo-

ple are far more comfortable building trust in person than through some

other means.

In addition, trust is not only built solely on promises and commitments. It

is demonstrated in various contexts (e.g., exercises, actual disaster response,

etc.) over time. As pointed out in Chapter 4, Why Is Integrating Emergency

Management Essential to Disaster Behavioral Health? Challenges and

Opportunities, and Chapter 5, Integration in Disasters of Different Types,

Severity and Location, the middle of a response effort is not the time for

introductions and exchanging business cards.

Mutual respect is the companion to trust. If effective integration is to

occur, both professions must see and understand the valuable, unique, and

complementary skills and training that each bring to the table. This is harder

than it may seem. These are two very different professions with different

professional cultures. The nature and training of each is quite different. One

might suspect that each profession attracts people with potentially different

interests and temperaments.

It would be easy to focus primarily on the differences. But, integration

will be enhanced if each also focuses on the similarities instead. Neither

emergency managers nor behavioral professionals who choose to become

involved in disaster work would do this work if they did not share an

uncompromising commitment to assist those who may or have experienced

the tragedy of disasters. In times when integration becomes difficult or

when the professional differences may be overwhelming, it is helpful to be

reminded of this core value that drives both professions. The sense of a

shared mission was explored Chapter 4, Why Is Integrating Emergency

Management Essential to Disaster Behavioral Health? Challenges and

Opportunities.

Demonstrated Benefit

As noted earlier in this chapter, integration will be sustainable if positive

results can be visible. Earlier, we spoke about visibility to each other. It is
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also important that the positive results of this integration be visible to others

as well. The impact of positive visibility pays dividends. Several examples

follow:

� Survivors will be reassured when they can see an integrated and seamless

response and recovery process and system.

� Political leaders who determine resources will be more likely to support

both professions and their integration when they can see positive results.

Remember, as stated earlier in this book, all disasters are political events.

� People who review and revise emergency operations plans will be more

likely to include or expand the role of DBH in those plans.

� The media will respond positively to well-crafted messages created by

EM and DBH and will present those messages in a positive way to

survivors.

� Nongovernmental organizations, private sector companies, volunteer

groups, and faith-based groups will be far more willing to interact with

and become part of a team that is cooperatively focused on survivors’

needs.

Both emergency mangers and DBH professionals will do well to consider

how to make the benefits of their shared efforts visible to multiple

stakeholders.

Resources

Good intentions seldom go very far if not accompanied by adequate and

appropriate resources. Three types of resources are critical in this situation:

Human Resources

The likelihood of effective and sustained integration will be enhanced if ade-

quate and appropriate resources are available. For emergency mangers, if

there are insufficient human resources to prepare for and respond to disas-

ters, it is unlikely that the important work of integrating with behavioral

health will come to fruition. Other demands may overwhelm the existing EM

resources. This is where incorporating volunteer groups, like medical reserve

corps (MRC) and community emergency response teams (CERT), can help

augment and backfill standing EM organizational resources. Both groups

may have volunteers, some of whom are professionals, who are trained and

skilled in at least psychological first aid.

On the behavioral health side of the equation, establishing and sustaining

this relationship requires trained individuals who are interested and available

to commit to this type of work. Few have this interest and training. Even

if interested, commitment to a sustained effort becomes difficult, since
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full-time work in the field of DBH is almost nonexistent. Even those with

the interest and training are often limited in the uncompensated time required

for sustained effort.

If a disaster response is dependent on behavioral health resources that are

based away from the impacted area, integration is even more difficult. It is

imperative that DBH responders, from afar, be part of organized, recognized,

and requested response organizations. As noted in other portions of this

book, spontaneous, uninvited behavioral health volunteers often create more

problems in a disaster response than they solve. Some of the negative results

of this type of volunteer involvement were described in Chapter 4.

Beware of the spontaneous uninvited volunteer (SUV) crisis that often accompa-

nies disasters, especially highly publicized events. The best way to avoid pro-

blems is to have a scalable, known, and trusted source of DBH resources

organized before a disaster occurs.

While many SUVs are well-meaning, some are not. Their training may not be

appropriate or adequate. They may generate expectations for services that

the local community cannot meet when they leave. Verifying credentials in the

midst of a response nearly always takes valuable resources away from

the response.

For guidance on how to prepare for, deal with and utilize uninvited or unaf-

filiated volunteers, we refer readers to a document prepared by the National

Voluntary Organizations Active in Disaster, which can be found at: http://nvoad.

eden.lsuagcenter.com/resource.aspx?ID534.

Funding

There really is “no free lunch.” All disaster preparedness, response, and

recovery activities, especially a comprehensive and integrated approach, cost

money. Historically, funding through EM channels for disaster preparedness

has seldom included support for behavioral health inclusion. Likewise, sel-

dom has public behavioral health funding included support for disaster prep-

aration. When it has, this funding has been small and short-term, but

extremely valuable.

It is incumbent and necessary for leaders in both EM and behavioral

health to continue to advocate for adequate and appropriate support for this

integration.

Time

Even in the unlikely event that both adequate and appropriate human and

financial resources were in place, accomplishing integration take time. To be

sustainable, such integration must be practiced, evaluated, and modified. It

all takes time.
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In a world that increasingly seeks quick fixes, emergency managers and

DBH professionals alike will benefit from a coordinated and consistent voice

in promoting the need for legitimate processes to take place, even if they do

not yield results as quickly as all would like.

Here are two things the editors have learned during their careers.

“In most things in life, but especially in establishing and sustaining disaster

behavioral health systems, I have learned one thing. Things take longer than

they do.” Brian Flynn

“You can’t plug a trailer into a tree. Things take longer than anybody wants.”

Ron Sherman

Adaptability

Even with good, creative, and motivated people at the table promoting inte-

gration, it is unlikely that the best answers will always be the first answers.

To complicate matters, no disasters are identical. Government policies

change, best and promising practices change, communities change, and per-

haps most importantly, personnel change.

Even when integration is well-established, it is mandatory that agree-

ments and practices be adaptable in changing circumstances. Change and

flexibility should be anticipated in the developmental process. To borrow a

disaster related metaphor: in a wind storm, it is most likely that the tree that

does not bend or flex will be destroyed.
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Chapter 14

Conclusion/Summary

Brian W. Flynn1 and Ronald Sherman2
1Uniformed Services University of the Health Sciences, Bethesda, MD, United States,
2Independent Consultant, FEMA Federal Coordinating Officer (Retired), United States

Let us take a moment to revisit the motivation and design of this book as

context for better understanding its content. The motivation to produce the

book was based upon an increasingly apparent need to promote and operatio-

nalize the integration of professions of emergency management (EM) and

disaster behavioral health (DBH). But why, and why now? There are two

reasons:

� Experiences when integration has occurred have resulted in positive

results for both professions, as well as positive impact on survivors and

disaster workers.

� Experiences where integration has failed to occur have resulted in nega-

tive effects on the function of both professions, as well as diminished

positive outcomes for survivors and disaster workers.

The presence of or lack of integration appears to have an effect on outcomes.

Let us also remember how the topics addressed here came to be. There

was an extensive survey of ten thought leaders in both the EM and DBH

fields. They were asked a wide variety of questions. Is such a book needed?

Who should the target audience be? What topics are important/less important

to address? How might such a book be used? Who should contribute? The

list was quite lengthy.

We also did an extensive search of existing writings and publications.

There was nothing in the existing literature that addressed this complex

topic. The resulting sections and chapters in this book, as well as the selec-

tion of the contributors, are a result of that extensive analysis process.

The design format of the book was the result of strong editor bias toward

modeling integration and making the book practical for users. A more

traditional approach might have had a section approaching the topics from

a DBH perspective and then another section from an EM perspective.

However, in our view, that approach would have modeled a nonintegrated
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approach. Instead, the design of combining a contribution from each profes-

sion in each chapter was selected. Finally, each chapter ends with a section

dedicated to identifying actionable steps that can be taken to address the

chapter topic.

As editors, we could not be more pleased with the outcome. We also

learned a great deal from all of our contributors. They were thoughtful, artic-

ulate, and pragmatic in their writing. In addition, as noted at the start of the

book, they were specifically selected for not only their knowledge and ability

to communicate in this medium, but for their real-life, real-time disaster

experience. They were asked to talk the talk because they each have walked

the walk.

KEY FINDINGS

Foundational Agreements

Writers on this book, with very few exceptions, worked independently from

one another. Still, while their topical content was different, their big-picture

perspectives were remarkable similar. The following themes are interwoven

throughout the book:

� Integration of EM and DBH is a critical goal and worthy of serious atten-

tion for both professions.

� Integration is necessary in all event stages from preparedness, through

response, to recovery.

� While ideally sharing common goals, EM and DBH are very different

professions and it is important to understand and accommodate these dif-

ferences while remembering common goals and values.

� Integration should focus on meeting the needs of disaster survivors (indi-

viduals, families, and communities) as well as disaster workers (including

emergency managers).

� Integration can occur only if built on a foundation of shared knowledge,

understanding, and respect.

� Integration must be a conscious process involving both professions. It

will not happen by chance.

� Integration must be practiced through drills, exercises, and actual disasters.

� Integration is not a steady state. It must change and adapt as personnel, laws

and regulations, structures, and the knowledge/experience base expands.

� Integration is most achievable within an EM culture that values collabo-

ration, integration, shared values, and caring for survivors and workers

alike.
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Editors’ Note from Ron Sherman

During the editing of this book, and writing our own pieces, the editors observed

how the differences in our professional cultures seemed to be reflected in the

writing style of EM and DBH contributors, including ourselves.

As emergency managers, we are used to writing short, concise statements for

inclusion in incident action plans or shift transition briefings. Many of us strug-

gled with producing the requested number of words for our sections. I recall

thinking, “Three thousand words?! I can do this in three sentences.” After sharing

my section of Chapter 2, Where Emergency Management and Disaster

Behavioral Health Meet: Through a Disaster Behavioral Health Lens, with a for-

mer co-worker, her first comment was, “You are still the king of terse verse. You

need to elaborate.”

It did not seem that any of the DBH contributors had any difficulty in produc-

ing the requested number of words. While reviewing their submissions, I was

struck by the ease with which they laid out a topic, examined its components,

and then summarized their thoughts. Why the difference? Perhaps one reason is

best expressed by emergency manager Nancy Dragani who wrote the lead sec-

tion of Chapter 1, Where Emergency Management and Disaster Behavioral

Health Meet: Through an Emergency Management Lens. In response to an email

in which I mentioned our observations, she replied, “Need for decisions verses

need for scientific review and discussion.” I immediately understood what she

meant—no elaboration needed.

The importance of understanding and respecting the professional cultures of

both groups is mentioned several times in this book. How we express ourselves

and why is an important part of understanding and respecting different occupa-

tional and professional cultures.

Exceptional Opportunities

Interwoven in these pages are themes of concerning the extraordinary oppor-

tunities available as integration expands. These opportunities seem to cluster

in two areas:

1. Integration can result in significant benefit for disaster survivors and

response workers. For example, as DBH is integrated into emergency

operations centers, DBH will be better equipped to more precisely target

their efforts in locations with highest or emerging needs.

2. Integration, while an ongoing effort, can help both emergency mangers

and DBH professions perform their respective jobs better. For example,

by integrating EM public communications efforts and DBH, messages

can be crafted for optimal impact and opportunities for anticipatory guid-

ance regarding psychosocial consequences.
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In addition to the above examples, throughout this book, there are spe-

cific suggestions for exciting opportunities in several specific areas. These

include:

� Joint training opportunities

� Incorporating other professions in support of DBH and EM integration

� Developing on-line training accessible through Federal Emergency

Management Agency’s Emergency Management Institute

� Integration of behavioral health (BH) professionals and those who are

tasked with public information and risk communication

� Create a list of potential stakeholders—including private practitioners and

faith-based organizations

� Review of emergency operations plan to ensure DBH or EM is included

in notification protocols

Significant Challenges

If integration was easy and did not require much effort, it would be function-

ing universally already. It is not. While convincingly identifying what can be

gained through integration, contributors were also frank on the challenges

facing its accomplishment.

Some Convincing is Still Needed

In both professions, some convincing regarding the value of integration is

needed. Some, thankfully which is a rapidly declining amount, emergency

mangers believe that behavioral health in disasters is something that comes

after the response is over. Some believe that behavioral health concerns are

secondary in nature and not worthy of the time, energy, and resources neces-

sary to address these needs. Some are very reluctant to acknowledge the

impact of stress, as well as policies and practices that promote stress, in the

response and EM workforce.

Some DBH professionals fail to understand and appreciate the need of

functioning within the EM structure of disasters. They believe their work is

noble and valuable, and should proceed as they independently decide. They

feel that their work should not be impacted by an overarching structure led

by those in a different profession. Some have little appreciation for the spe-

cial training required to provide service in a disaster environment or how dif-

ferent it is from more typical practice settings.

Unfortunately, integrating is complicated by a few in both professions

who have had less than positive experiences with the other. Those negative

experiences serve to document and support the need for true integration that

results in mutually beneficially and positive experiences.

There is a need for an education and marketing task to be performed in

both professions. This is best accomplished by experienced and dedicated
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leaders in both professions, like those who have contributed to this book,

who can realistically convey to their peers the nature of the work as well as

its opportunities and limits. Hopefully, readers of this book feel like they can

now be an important part of this process by employing the ideas presented in

the various “Making Integration Work” sections.

Taking the Time/Resources to Make It Happen

Since we were children, we have all heard that there is no free lunch. Well,

there is no free integration of EM and DBH either. It will take time, effort,

and resources to make it happen, as well as to sustain it. The leaders of inte-

gration need to be at the table and stay at the table. As noted earlier, when-

ever two professions with different histories and cultures seek to integrate,

there are bound to be frustrations and setbacks. The integration process is

bound to be anything but linear. Practitioners will likely need to remind each

other of their shared goals and the benefits of reaching those goals.

Mutual Learning Curves

These two professions are not a natural or easy match. Yet, the contributors

to this book build the case for making and sustaining this match. In addition

to the elements of integration already mentioned, there is a significant learn-

ing curve facing both professions.

DBH professions must have at least a working knowledge of EM roles,

responsibilities, structures, and requirements. As noted, they must also under-

stand the professional culture that is quite different from their own. DBH

professionals should be prepared, as discussed in Chapter 1, Where

Emergency Management and Disaster Behavioral Health Meet: Through an

Emergency Management Lens, and other places in the book, for occasionally

receiving something less than full and unconditional acceptance from some

emergency managers.

Emergency managers face similar challenges. Some have limited knowl-

edge and experience with DBH professionals and may need to better under-

stand the wide range of what DBH providers can contribute and where

limitations exist. Potential roles, in addition to direct service to survivors, are

provided through this book. Emergency managers will encounter many DBH

professionals who have had no exposure to, or understanding of, structures

such as the National Incident Management System (NIMS) and Incident

Command System (ICS) and some emergency managers have not adapted to

the ICS and may not know where DBH can fit in.

Understanding Changing Rules and Requirements

Throughout the book, contributors have noted changes and trends in both

EM and behavioral health. For example, Chapter 1 describes the historical

context of how and why EM functions as it does. Other sections, such as
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Chapter 5, Integration in Disasters of Different Types, Severity and

Location, and Chapter 8, Expanding the Tent: How Training and Education

Partnerships with Other Professions Can Enhance Both EM and BH, discuss

the changing nature of DBH. Without question, both professions are chang-

ing and it remains to be seen how they will continue to evolve. A major

challenge for integration is to assure shared awareness and adaptation to a

changing world.

A few trends reflected in this book are indisputable and are likely to

continue:

� EM has been and will continue to become more formalized and struc-

tured at all levels of government.

� EM is embedded as part of the nation’s overall homeland security

structure.

� Both professions are evolving based on research, data, and documented

cumulative experience. Both are becoming more evidence-based, rather

than evidence-informed, resulting in changing approaches.

� Both professions are driving toward more consistent and standardized

approaches. While preserving flexibility, this assures that there is consis-

tency in approaches in diverse settings and at different levels of

government.

� The range of event types experienced and anticipated is widening, requir-

ing all involved to examine how existing and emerging approaches will

need to adapt. Before the bombing in Oklahoma City in 1995, EM in the

United States was not focused on large-scale domestic and foreign terror-

ism within the country’s borders. Before the Mariel Boatlift in 1980,

when 125,000 Cuban exiles arrived in mass on United States soil, EM

and behavioral health had not collaborated on such a large-scale immigra-

tion emergency. The threat of pandemic has required that EM and all

areas of health, including behavioral health, work together in innovative

ways to deal with events that may impact many or all communities.

The Path Ahead

A clear and consistent message throughout the book is that integration of

EM and behavioral health is a requirement if the needs of survivors and

disaster workers are to be adequately addressed. In many ways, if both pro-

fessions pledge fidelity to their professional goals, this is not a choice. It has,

will, and must continue to happen.

There is not a single path forward. Each of these chapters contains a

“Making Integration Work" section to suggest concrete ways to make inte-

gration around the various topics come to fruition.
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Moving forward will require a multi-pronged approach. Elements to

“make it work” include:

� Advocacy for integration of EM and DBH. This advocacy, to be effec-

tive, will need to occur with peers, governmental policy makers and fun-

ders, and key behavioral health and EM stakeholder organizations and

individuals.

� Expanded training and educational opportunities within and between the

two professions.

� Commitment of thought leaders in both fields, including the contributors

to this book. As in everything, leadership matters. All of us have a pro-

fessional obligation to provide leadership in every way we can.

� Cultivation of successors. One of the great challenges of innovation is

that it often relies on the energy, creativity, and commitment of a few

key leaders. When those leaders no longer hold these leadership roles,

because of retirement or other factors, there too often remains a void. As

a result, unfortunately, the gains made are too often erased. Each of us

who play or have played a leadership role on this topic has an obligation

to consider succession planning and prepare others to lead.

CONCLUSION

For us, as designers and editors of this book, this has been a significant mile-

stone in a long journey. As noted at the start, the book was born out of

shared values and experiences over several decades. We first met at the sites

of several major disasters, and along with supportive colleagues, began

thinking, talking, and experimenting with how we, from such different pro-

fessions, could help each other work and serve survivors and our fellow

disaster workers more effectively. Over these many years, we have continued

to be close colleagues and a valuable friendship has emerged. These years of

working together and friendship has sustained and inspired us, as well as

through the many months of work with so many talented contributors to the

book.

As the book is completed, we share the following reflections on the pro-

cess and outcome:

� As the process of producing this book came to a conclusion, we realized

that in this process, mostly unconsciously, we had modeled what is

needed for the integration of EM and DBH.

� We proceeded with a deep and abiding respect for each other and our

respective professions.

� We both realized that neither of us could complete a book of this type

without each other.
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� We learned from each other and our contributors every step of the way.

This included explaining terms and acronyms that, even after all these

years, were sometimes still not understood.

� When things got bogged down or frustrating, we supported each other

and pushed through together.

� We listened to each other and to our contributors.

� We also laughed together as we learned together.

We find ourselves more optimistic and energized than ever that integra-

tion can be accomplished. We always believed it, but our wise and talented

contributors reinforced that belief at every turn.

We are also sobered by the realization of how much remains to be done

and how the increasing variety of events for which the nation must prepare

is expanding. These challenges will test even the most committed. The road

is not straight or easy, but we are confident that, in the pages of this book,

readers will find guidance and support to accomplish the goal of integration.

The well-being of survivors and disaster workers alike depends on us.
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