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NC Disaster Response Task Force

● NC Psychological Foundation

● Collaboration with American Red Cross, NC Division of 
Mental Health, NC Managed Care Organizations

● Members include:
– Licensed Clinical Addiction Specialists

– Licensed Marriage & Family Therapists

– Licensed Professional Counselors

– Licensed Psychologists

– Licensed Social Workers

– Psychiatric Nurse Specialists and Practitioners

– Psychiatrists



Objectives

• Understand principles of effective mental health 
response to disasters

• Identify differences between interventions in clinical 
settings (e.g., psychotherapy) and DMH interventions

• Understand the role of cultural competence in disaster 
mental health

• Understand ethics and values in disaster mental health

• Prepare to serve as a disaster mental health volunteer
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Continuum of Acute Events

• Disasters - Needs exceed resources and external 
assistance is needed

• Emergencies – Needs can be met with existing 
resources

• Crises – Existing resources are at capacity but still 
functional
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Participants:

When you think of the term 
“disaster” what kinds of 
events come to mind?
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Types of Disasters

Natural     

• Hurricane
• Tornado
• Flood
• Wild Fire
• Tsunami
• Drought
• Blizzard
• Volcano

Manmade     

• Nuclear 
• Biological
• Fire
• Chemical
• Shooting
• Terrorism
• Road Accidents
• Epidemics
• War/Armed Conflicts

6Red Cross volunteers respond not only to natural disasters!



Emergency Management
Prepare: Preparedness activities and actions that 

decrease the human suffering impacts of all disasters.

Respond: Meet immediate disaster-caused needs of 
individuals and/or communities

Recover: Assisting clients with recovery planning, 
support problem solving, provide referrals, advocacy 

and connecting with other services

Red Cross Mission:
To prevent and alleviate human suffering in the face of emergencies by 

mobilizing the power of volunteers and the generosity of donors. 7



Disaster Response

Individual Needs Increase
Physical

Emotional
Informational

Whole Communities Impacted

Public Expectations Rise

Agency Demands Increase

Greater Need for Coordination 
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Disaster Mental Health Overview
Disaster Mental Health Services:

– Respond to immediate emotional distress 
and mitigate long-term consequences

– Augment the community's mental health 
resources, rather than replace them

– Serve the community in preparedness 
activities and recovery programs 9



Key Concepts of Disaster Mental Health

• No one who sees a disaster is untouched by it.

• Stress, trauma and grief: normal reactions to abnormal 
situations created by disasters.

• Most people pull together and function adequately during and 
after a disaster, but their effectiveness is diminished by the 
impact of the event.

• Many emotional reactions of disaster survivors stem from 
problems of daily living brought about by the disaster. 10



Phases in Emotional Response to Disaster

• Warning or threat
• Impact
• Rescue or heroic
• Remedy or honeymoon
• Inventory
• Disillusionment
• Reconstruction or recovery
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Phases of Disaster

DeWolfe DJ. Training Manual for Mental Health and Human Service Workers in Major Disasters. 2000.
https://files.eric.ed.gov/fulltext/ED459383.pdf. Accessed July 10, 2018.
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Characteristics of Disasters

• Intensity of impact:
– Intense destruction & disruption in a short period of time 

causes greater emotional distress among survivors 

• Impact ratio (the proportion of the community sustaining losses):
When a large proportion of the population is impacted,
fewer are available to provide material and emotional support 

• Potential for recurrence of other hazards: 
Threat of recurrence causes anxiety and heightened stress

• Social & Cultural Aspects: 
Social & cultural changes can be profoundly disturbing.

• Both natural and human-caused disasters can disrupt culture.
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Participant Activity
• Break into 3 groups – room split in thirds
• Group 1: Children
• Group 2: Adolescents
• Group 3: Adults

• Identify Physical, Behavioral, Emotional, and 
Cognitive Trauma Reactions for your target 
population

• Re-group & report back !
14



Immediate Adult Reactions to:
Trauma, Victimization & Sudden Bereavement

Physical
• Faintness, dizziness
• Hot or cold sensations
• Tightness: throat, stomach, chest
• Agitation, hyper-arousal
• Fatigue, exhaustion
• Appetite loss or increase
• Gastrointestinal distress 
• Headaches
• Exacerbation of preexisting health 

conditions

Behavioral
• Sleep disturbance
• Jumpiness, quick to startle
• Hyper-vigilance, alert for danger
• Crying and tearfulness (with no 

apparent reason)
• Isolation or withdrawal 
• Unable to express feelings
• Avoidance of reminders of trauma
• Conflicts with family, coworkers
• Increased use of alcohol or drugs
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Immediate Adult Reactions to:
Trauma, Victimization & Sudden Bereavement

Emotional
• Shock, disbelief
• Anxiety, Worry about safety
• Numbness
• Sadness, grief, loss
• Helplessness, vulnerability
• Dissociation
• Anger, Irritability
• Hopelessness & despair
• Survivor guilt, Self-Blame
• Mood swings
• Re-traumatization

Cognitive
• Confusion, disorientation
• Concentration & memory problems
• Impaired thinking, decision-making
• Amnesia, complete or partial
• Flashbacks 
• Preoccupation with protecting loved 

ones
• Questioning spiritual/religious beliefs
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Child Acute Reactions to Disasters

Young Children 1-5 y/o

• Helplessness, passivity
• Heightened arousal, agitation
• Generalized fears & anxieties
• Inability to comprehend/talk about 

event, feelings
• Sleep disturbances, nightmares
• Anxious attachment, clinging
• Unable to understand death 
• Grief at separation from caregiver
• Regressive symptoms
• Somatic symptoms

School-aged Children 6-11y/o

• Sleep disturbances, nightmares
• Angry outbursts, aggression
• Safety concerns, irrational fears
• Reminders trigger anxiety
• Trauma evident in play
• Feel responsible, guilty
• Focus on parent anxieties & 

coping
• Concentration & learning problems
• School avoidance
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Pre-Adolescent and Adolescent 
Acute Reactions to Disasters

• Depression, social withdrawal
• Detachment from feelings
• Anger, acting out
• Radical change in attitude
• Focus on revenge
• Rebellion at home or school
• Shame, guilt, humiliation
• Self-consciousness
• Abrupt shift in relationships
• Decline in school performance
• Premature entrance into adulthood
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Participants:

What Risk & Resilience 
Factors can you think of for 

Adults? 
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Adult Risk and Resilience Factors

Risk Factors
• Pre-existing mental health or 

substance abuse problems
• Prior traumatization
• Unresolved losses
• Female gender
• Low socioeconomic status,     

low educational level
• Single-parent household
• Family instability, conflict
• Lack of social support

Resilience Factors
• Relative mental health, absence of 

psychiatric problems
• Able to tolerate emotions
• Flexible coping with 

trauma/bereavement
• Self-perception of ability to cope and 

control outcomes
• Immediate/extended family support: 

practical, emotional, & financial
• Effective use of social support 

systems
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Risk & Resilience 
Children and Adolescents

Risk Factors

• Experience or witness of 
destruction

• Death of family members, friends
• Loss of family home, school, pets
• Experience of second hand trauma 

(television, internet)
• Belief about cause of disaster
• Premorbid mental health

Resilience Factors

• Presence of parent during event
• Support of parents and other 

significant adults
• Developmental level
• Emotional Strength
• Reactions of significant adults
• Community’s ability to offer 

support
• Return to school
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Role of Culture in Disaster Response

• Culture: a protective system, comforting, reassuring
• Culture: 

– defines appropriate behavior
– furnishes social support, identity
– depicts a shared vision for recovery

• Culture provides: 
– knowledge, information
– continuity and a process for healing in times of tragedy
– the context in which survivors react to and recover
– values and life experiences that support recovery 
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Culturally Competent Disaster Health Services

• Disaster mental health services are most 
effective when survivors receive assistance that 
acknowledges and honors their lives in the 
context of their culture.

• Cultural competence incorporates sensitivity, 
but goes further. 

• It is the provision of services responsive to 
cultural concerns of racial and ethnic minority 
groups.
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Participants:

Can anyone think of an 
example of cultural 

competence in Disaster 
Mental Health, perhaps from 

recent disaster events? 
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Disaster System of Care
• Hierarchical incident command structure of 

local, state, and federal governments

• Impact and immediate post-impact services:
– Emergency shelters
– Family assistance centers
– Health care settings
– Schools
– Community-based programs 

Practice Parameter on Disaster Preparedness - Betty Pfefferbaum, M.D., J.D., Jon A. Shaw, M.D., and the American Academy of
Child and Adolescent Psychiatry (AACAP) Committee on Quality Issues (CQI)
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Disaster System of Care

• Intermediate and long-term phases services:

– Primary health care settings
– Schools and preschools
– Daycare & youth centers
– Faith-based institutions
– Volunteer organizations.

28
Practice Parameter on Disaster Preparedness - Betty Pfefferbaum, M.D., J.D., Jon A. Shaw, M.D., and the American Academy of

Child and Adolescent Psychiatry (AACAP) Committee on Quality Issues (CQI)



Basic Principles for Intervention

• Expect normal recovery
(most people recover fully)

• Assume survivors are competent 
(communicate confidence & respect)

• Collaborative relationship in intervention 
(core practice in trauma care)

29



Basic Principles for Intervention

• Engage survivor strengths
(helps them rediscover & build strengths)

• Provide hope 
(in a realistic & genuine way)

• Promote resilience 
(resilience overcomes adversity)
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Intervention Elements

31Disaster Mental Health Fundamentals
Copyright ©The American Red Cross Disaster Cycle Services



Element 1: Identification of 
Mental Health Needs
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The Combination of the 3R’s
Resilience-Risk-Reactions

33
Disaster Mental Health Fundamentals

Copyright ©The American Red Cross Disaster Cycle Services



Participants:

What are some examples of 
information you may be paying 
attention that would alert you to 

risk factors?
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Participants:

What may be ways to find out 
about a client’s stress reactions, 
and how would you respond to 

what a client shares? 
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Element 2: Promotion of 
Resilience and Coping
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Participants:

What are some examples of 
questions you may ask to learn 

about resilience factors of a 
client? 
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Element 3: Targeted 
Interventions for Clients
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Crisis Intervention
• Is time-limited (1-3 contacts)

• Is focused on problems of daily living (immediate reactions to 
the disaster situation)

• Is oriented to the here and now (alleviating distress and 
enabling clients to regain equilibrium)

• Includes a high level of activity by the Disaster Mental Health 
worker (engaging with the client to identify immediate tasks for 
completion)

• Uses concrete tasks as a primary tactic (helping regain 
equilibrium) 

• Is more directive than some traditional mental health work
41
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Secondary Assessment and Referrals
Referrals may be made to external agencies or providers 

when the individual may require:

• A formal mental health evaluation
• Ongoing counseling or psychotherapy
• Medication (for replacement of client’s existing 

medications lost or damaged during the disaster, 
contact Disaster Health Services)

• More than the brief support provided by Disaster Mental 
Health

• Immediate hospitalization
• Community support group services (e.g., grief or 

bereavement support, attention to problems 
experienced by children).

42
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Casualty Support

• The provision of a compassionate 
presence and emotional support to 
individuals affected by deaths or serious 
injuries due to a disaster. 

• Intervention should be supportive and 
appropriate to the specific situation

43
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Advocacy Examples
• Helping individuals communicate their needs to supervisors and/or 

care providers

• Providing culturally competent services

• Marshalling resources for people with functional and access needs

• Providing information about relief programs and services available 
from the Red Cross, from local, state and federal agencies and from 
private organizations

• Explaining and accompanying people as they go through the process 
of applying for services

• Facilitating timely access to evidence-based community treatment

Disaster Mental Health Fundamentals- Copyright ©The American Red Cross Disaster Cycle Services



Participants:

Can you share an example of 
the kinds of advocacy needs 

clients in a disaster shelter may 
have, and how you would 

respond?
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Target Groups for Intervention

• First Responders

• Survivors of Disaster

• Disaster Volunteers

• Mental Health Volunteer (Self)
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First Responders

Experience Trauma in 3 Ways
– Primary Stress (direct experience)

– Secondary Stress (witness others’ trauma)

– Vicarious Traumatization 
(hearing about others’ trauma)
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Mental Health Volunteers

Experience of Trauma is mainly:
– Secondary Stress (witness others’ trauma)

– Vicarious Traumatization 
(hearing about others’ trauma)
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Compassion Fatigue/Burnout

Affects 1st Responders & MH Volunteers

Causes of compassion fatigue:

o Isolation

o Exposure

o Continuous empathy

o Ambiguous success

o History of trauma

o Continuous vulnerability

o Identification of survivors 

with family members

49



Stress Prevention and Management
Preparing for a Disaster Assignment

• Mobilize your stress management skills before 
disaster assignment. 

• Reduce responder stress by: 
– Developing a personal toolkit of stress management skills
– Preparing  your loved ones
– Practicing for the disaster role (role-play)
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Stress Management 
on a Disaster Assignment

• Know your personal signs of stress 

• Identify major stressors you may encounter

• Create a team culture and a buddy system 

• Take time for yourself
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DMH in Summary

• Connect

• Calm

• Respect

• Inquire

• Assist



Everyone is Welcome in Red Cross Shelters

• No one shall be turned away or referred to a 
“special medical needs” shelter

• This includes, but is not limited to, clients
– using wheelchairs or other medical equipment
– who are deaf or hard of hearing
– who are blind
– with autism or other developmental, intellectual, or 

cognitive disabilities. 

– Self-determination means we support client’s decisions. 

Doctrine Bulletin –Everyone is Welcome in Red Cross Shelters V.2.0 2014.10.18 Owner: 
Disaster Cycle Services Author: Respond









Framework for Identifying Needs

C-MIST:
• Communication
• Maintaining Health
• Independence
• Safety Support Services, Self-Determination
• Transportation.

FEMA: IS-0368 - Including People With Disabilities and Others With Access and Functional Needs in Disaster Operations 

C-MIST



Framework for Identifying Needs

The CMIST model 
• Used for gathering and organizing 

information about a client’s self-identified 
access and functional needs

• Supports independence and self-
determination of all 

• Discourages the medical model approach 
which tends to view them as patients

FEMA: IS-0368 - Including People With Disabilities and Others With Access and Functional Needs in Disaster Operations 

C-MIST







Pharmacotherapy

in
Disaster Mental Health
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Role of Pharmacotherapy

• Groups at high risk
– preexisting psychiatric disorder 
– current or past substance abuse disorders 
– family history of mood disorders

• Methadone and buprenorphine: frequently sought by those 
in opiate treatment programs. 

• Clonidine: Used to moderate withdrawal symptoms 
(drug of choice in disaster situations)

• Children without pre-existing pharmacotherapy: Initiate 
medication only with extreme caution.
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Pharmacotherapy
Goals

• Decrease:
– intrusive thoughts and images
– Phobic avoidance, 
– Pathological hyperarousal
– Hypervigilance
– Irritability and anger
– Depression.

Response

• Much variation in response to pharmacologic treatment

• Few robust individual predictors of response available 

• Ancillary symptoms of PTSD, e.g., sleep disturbance, can be particularly 
difficult to treat

UpToDate: Literature review current through: Dec 2014. | Pharmacotherapy for posttraumatic stress disorder
Author-Murray B Stein, MD, MPH
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Insomnia

• If insomnia causes functional daytime impairment:
– Consider a short-term trial of a low-dose benzodiazepine, 

such as lorazepam 

• If insomnia associated with symptoms of acute 
stress disorder or PTSD and follow-up is possible as 
recommended
- Antidepressant such as sertraline may be considered
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Acute Stress Disorder

• ASD: Stress reactions in the initial month after exposure to 
traumatic event

• Symptoms: Intrusion, Dissociation, Negative mood, Avoidance, Arousal

• First-line treatment for acute stress disorder:

– Trauma-focused Cognitive-behavioral Therapy (CBT)

– Reduces the likelihood of subsequent PTSD

• Short-term use of a benzodiazepine may be useful for reducing 
acute arousal and sleep disturbance.
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Ethical Standards
• Practicing in a manner that is in the best 

interest of the public

• Providing only those services deemed 
necessary

• Practicing only within the competency areas 
of the practitioner’s education and/or 
experience, and maintaining the limitations 
established by licensure or certification
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Ethics

• Maintaining a confidential client-provider 
relationship

• Disclosing client information to others on a 
strict business-need-to-know basis

• Avoiding dual relationships with clients
• Refraining from personal gain 

– (e.g., refraining from referring Red Cross 
clients to his/her private practice/agency of 
employment)
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Values
• Dignity and worth of the person

• Competence

• Importance of human relationships

• Privacy and confidentiality

• Integrity

• Fundamental Principles: Impartiality & Neutrality 69



Confidentiality
• The primary ethical concern of all Disaster Mental Health 

workers is the need to maintain the client’s privacy and treat 
all client information as confidential.

• Disaster Mental Health workers may discuss the case 
amongst the Disaster Mental Health team as necessary, but 
should never disclose information outside the team unless 
absolutely necessary

• Health Insurance Portability and Accountability Act (HIPAA)
– Use and disclosures for disaster relief purposes.

• A covered entity may use or disclose protected health information to a 
public or private entity authorized by law or by its charter to assist in 
disaster relief efforts, for the purpose of coordinating with such entities 
the uses or disclosures permitted by paragraph (b)(1)(ii) of this section.
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Abuse and Neglect Reporting
• Mental health professionals are mandated 

reporters under laws in each state and 
U.S. territory. Each Disaster Mental Health 
worker has the responsibility to report 
suspected child or elder abuse or neglect 
to the appropriate authority in the 
jurisdiction of the disaster operation
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Informed Consent in Disaster 
Mental Health Settings

• Informed consent requirements in the Disaster Mental Health 
setting are different from requirements in traditional mental 
health settings. 

• In non-disaster settings, mental health professionals are 
required to obtain informed consent before working with 
clients. 

• However, in a disaster setting, Red Cross Disaster Mental 
Health workers are not expected to present a formal written 
informed consent policy before providing short-term support

• Disaster Mental Health workers should identify themselves as 
a Disaster Mental Health worker when working with a client. 
Workers may identify themselves generically as a Disaster 
Mental Health worker or disaster counselor, or may reference 
their professional discipline as a licensed psychologist, 
school counselor, etc
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Participant Activity: Scenarios

• Divide the class into groups of 3.

• Hand out three scenarios to each group. 

• Include: 
– DMH support to client DMH support to staff 

(E.g. Scenarios 2 and
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Scenario 1: 
• This is day 4 after a series of rains caused 

flooding and an entire community has been 
evacuated.

• You approach a middle-aged, Caucasian man, 
sitting by himself quietly in a shelter. He does 
not give you eye contact and appears to be 
tired. You see him frequently rubbing one of 
his elbows; it also appears he may not have 
taken a shower in the last several days. 

• Engage the client in a DMH interaction. 
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Scenario 2: 
• This is day 17 after a major hurricane has 

passed through the area.  

• You arrive at a shelter at 4 pm and observe a 
shelter worker loudly tell another worker, “No, 
I’ve already told you 3 times, I don’t know 
where the granola bar boxes are, and I have 
no freaking idea when dinner will be here! 
Leave me alone!”

• Engage the worker(s) in a DMH interaction. 
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Scenario 3: 
• This is 4 hours after a fire impacted the safety of 

a 100 resident building and all have been 
evacuated into a local municipal building. The fire 
is still not under control. 

• You enter a totally full “waiting room” for client 
casework and encounter a small child sitting on 
the ground near parents crying and repeatedly 
saying, “I’m scared, mommy. I want to go home.” 
There are 3 adult women with the child and they 
all look stressed. 

• Engage the family in a DMH interaction, including 
the child.  76
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Resources

• AACAP Disaster Resource Center
• http://www.aacap.org/AACAP/AACAP/Families_and_Youth/Resource_Center

s/Disaster_Resource_Center/Home.aspx
• NC Disaster Response Network
• https://ncpsychology.org/foundation/disaster-resources/
• National Child Traumatic Stress Network
• http://www.nctsn.org/trauma-types/natural-disasters
• Substance Abuse and Mental Health Services Administration
• http://store.samhsa.gov/product/SAMHSA-s-Disaster-Kit/SMA11-DISASTER

• APA Disaster Response Network
• http://apa.org/practice/programs/drn/index.aspx

• Coping with Disasters
• http://apa.org/topics/disasters/index.aspxDisasters & Terrorism
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Who is Eligible to be a DMH Worker?

Mental Health Professionals with:
§ A Master’s Degree  AND
§ A Current License or Certification in any US State or Territory as a:

§ Social worker
§ Psychologist
§ Professional counselor

Current Psychiatric Nurses with:
§ A state license as a registered nurse
§ A minimum of 2 years of experience working in a psychiatric setting

Retired Mental Health Professionals
§ Eligible for participation if previously licensed within 5 years

§ Marriage and family therapist
§ Psychiatrist 
§ School psychologist 
§ School counselor               
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NC Contact Information

• Allan Chrisman, M.D.
– allan.chrisman@dm.duke.edu

• Andy Short, Ph.D.
– abshort4@gmail.com 

• Tatyana Kholodkov, Ph.D. 
– therapymindfully@gmail.com
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