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STATE OF ALASKA

MENTAL HEALTH DISASTER/EMERGENCY RESPONSE PLAN

I.  Foreword

The purpose of this disaster plan is to coordinate mental health emergency services with disaster response and recovery services that may be required to respond to a wide range of disasters in Alaska.  The range of disaster responses may include those that can be managed with resources available within a mental health service area to disasters that may require additional or specialized resources from outside the service area.  Small disasters occur frequently throughout the state and may only require that a community mental health center (CMHC) cancel its scheduled activities to respond to that crisis.  Some disasters, depending on the size of the disaster and the local resources available, may overwhelm the internal capacity of a service area and require outside assistance.  Outside assistance may come from within the State or in the event of a Presidentially Declared Disaster, federal resources may be available.  The plan will describe procedures for a local service area or State to obtain and coordinate outside resources when they become necessary.  

Phases/Types of a Disaster

The plan is organized into six phases of types of disaster.  The phases will include Pre-Disaster Preparation, Immediate Response, Presidentially Declared Disasters, Non-Presidentially Declared Disasters, Follow-up Services, and Aviation Disasters. Appendices include a Service Area List and Responsible Programs, Key Concepts, and Resource Agencies.

Pre-Disaster Preparation. The primary goal during this phase is to insure that the mental health system develops the capacity to respond to a disaster competently.  During the pre-disaster phase, training and planning will occur that will increase the capacity of the system to respond to the needs precipitated by a disaster.  

Immediate Response. The primary goal during this phase is to insure that there is an immediate and appropriate mental health response to the needs created by a disaster.   During this phase crisis counseling skills will be provided usually utilizing the existing local capacity of the mental health system.  Given the broad scope of disasters as defined here, local resources are usually going to be able to manage the mental health response to the disaster.  However, if it appears that the mental health needs precipitated by the disaster require a response greater than the capacity of the local resource, steps need to be taken to seek additional assistance.  

Presidentially Declared Disasters (PDD). If it appears that a disaster is of a magnitude to warrant a Presidentially Declared Disaster, then steps need to be taken to quantify the extent of needed human services to justify a request to receive federal funding for a Crisis Counseling Program (CCP).  Disasters of this intensity are infrequent.

Non-Presidentially Declared Disasters (non-PDD). If it appears that the human needs caused by the disaster require more resources than are available within the local service area but are not sufficient to warrant a Presidentially Declared Disaster, then steps need to be taken to seek assistance from other service areas in Alaska.

Follow-Up Services. Follow-up services refer to the provision of continuing services after about the first month of the immediate phase of disaster response services.  The provision of these services usually is the responsibility of the affected CMHC(s).  In the case of a Presidentially Declared Disaster, federal funding may be available for the addition of a CCP.    

Aviation Disasters. Under the national Aviation Disaster Family Assistance Act of 1996, the American Red Cross has been designated as the lead agency to provide emergency mental health services following an aviation incident resulting in a “major loss of life.”  The Red Cross will provide services to meet the acute stress and psychological needs of air incident disaster victims, their relatives and friends, as well as Red Cross, volunteer, and other agency staff who have responded to the aviation incident. If such a disaster occurs, the Red Cross will be requesting the assistance of Red Cross trained and other professional staff from CMHCs statewide and the DMHDD.

Mental Health Disaster Matrix  

The following Mental Health Disaster Matrix is intended to outline the responsibilities of local CMHCs, State/Regional, and Federal authorities to respond to emergencies and disasters in Alaska.  

	MENTAL HEALTH DISASTER MATRIX

	
	Disaster Definition
	Ownership
	Response Required
	Duration of Response
	Reimbursable

	Local
	A local emergency or disaster is any event, which threatens the well being (life, property) of a citizen or citizens in a specific service area.  Local emergencies or disasters are manageable by local officials without the need for outside resources.
	A CMHC or grantee in a service area who receives Emergency Services Funding from DMHDD.  The grantee that receives Emergency Services Funds is at least responsible for initiating a mental health disaster response plan for their service area.  Allied agencies may have a major role in a planned disaster recovery response.
	The DMHDD requires a response by a CMHC or grantee that receives Emergency Funding.  If the emergency or disaster is manageable with local resources, the CMHC is not required to report to the DMHDD (with the exception of the P&P regarding mandatory reporting for Missing, Injured, or Deceased consumers).  However, if an emergency becomes significant enough to make the news, reports and briefings should be provided to the DMHDD Regional Mental Health Services Coordinator.  If a CMHC is in a situation where their resources are overwhelmed by an emergency or disaster, the CMHC must brief the DMHDD Regional Mental Health Services Coordinator and outside resources explored.  Community requests made directly to the DMHDD without going through the CMHC will be coordinated with the CMHC.
	Small emergencies (i.e. single suicides) are routinely managed by CMHCs without outside assistance.  In some service areas these may occur weekly.
	                NO                            Routine Emergency Services are required under current grants.  Volunteers are encouraged in a broader emergency.

	Region/ State
	A state or regional disaster is any event, which threatens the well being of citizens in a single or multiple service areas and overwhelms a CMHCs ability to respond.  Outside resources are required but are still manageable within the Region or State.
	If a CMHC director requires outside resources, the initial request should be made to their Regional Mental Health Services Coordinator.  The Regional Mental Health Services Coordinator will alert the Division Director to the situation and may also request multi-regional resources if needed.
	A response may be required depending upon the magnitude, nature and duration of the emergency or disastrous event.  The DMHDD may also supplement local resources with DMHDD staff and/or other staffing opportunities, seeking discretionary funds, or assisting with recruiting volunteers from other CMHCs or professional organizations.
	For the duration of the event or until it is determined by the DMHDD that a response is no longer necessary and/or appropriate.
	           NO/YES Discretionary funds may be available.  Only under highly unusual circumstances would the DMHDD be allowed to apply for contingency funds from the Governor's office.

	Federal
	A federally declared disaster is any event, which threatens the well being of citizens, overwhelms the local and state ability to respond and/or recover.
	If the Director of the DMHDD requires additional resources, the initial request should be made to the Department Commissioner and eventually to the Governor if needed.  Requests for federal assistance are initiated by the Office of the Governor.
	DMHDD staff will, with assistance from the local CMHC(s) seek appropriate federal grants and technical assistance.   The DMHDD will take the lead in writing the federal grant application.  The CMHC(s) will have a central and cooperative role in assessing the impact of the disaster and designing recovery services in their service area.
	For the duration of the event or until it is jointly determined by the DMHDD and Division of Emergency Services, that a response is no longer necessary and/or appropriate.  For the duration of the grant period, if a Federal Crisis Counseling Program is obtained.
	               YES

If the DMHDD seeks and is awarded a Federal Crisis Counseling Program, federal funding will be available for up to a year.  Grant applications are made through the Division of Emergency Services and the Office of the Governor.


II.  LEGAL AUTHORITY 

Alaska Statutes 26.23 defines the power of the Governor and the State to respond to major disasters and creates an Alaska Division of Emergency Services.  The Division of Emergency Services (DES) has the responsibility to prepare and maintain a State emergency /disaster plan.  The intent of this planning process is to develop a mental health disaster response plan, which will become a component of the DES plan.  Mental health services in Alaska are authorized under Alaska Statutes 47.30, which establishes a Division of Mental Health and Developmental Disabilities (DMHDD) with a Division Director.  Within the DMHDD, mental health services are organized under two components: (1) community mental health services, and (2) a state hospital, Alaska Psychiatric Institute (API).  Currently community mental health services are organized into four regions with a DMHDD Regional Mental Health Services Coordinator responsible for the grant management of CMHC grantees in each region. The regions are further divided into service areas with a specific grantee responsible for a wide range of mental health services including emergency services.  A DMHDD grantee with the responsibility for emergency services will be referred to as a CMHC.  The annual Request for Proposals for Community Mental Health Grants specifies that grantees for emergency services are required to develop a disaster plan, response strategies, and capacities to handle natural and man-made disasters within their service area.  Many service areas also have additional service providers who have a limited or narrower range of service responsibility.  Appendix #1 is a list of Alaska communities with the corresponding CMHCs and the Regional Mental Health Services Coordinators.

III.  PRE-DISASTER PREPARATION

Introduction

Pre-disaster preparation includes those activities and responsibilities that must be completed to ensure appropriate mental health response with the occurrence of a disaster or emergency.

Community Mental Health Center (CMHC) Responsibilities

CMHC Mental Health Disaster/Emergency Response Plan.  Each CMHC with specific emergency services funding will be responsible to develop or facilitate the development of a mental health disaster/emergency response plan for utilization of the mental health resources in their service area.  This plan is developed on a one-time basis and revised as necessary.  The plan needs to be similar to, and operate in coordination with, the State of Alaska: Mental Health Disaster/Emergency Response Plan.  The local plan should also be coordinated with other local disaster response plans, local emergency managers and/or local emergency planning committees. See Appendix 1 for a list of DMHDD grantees who receive emergency funds and are responsible to develop or initiate the development of a mental health component to the comprehensive disaster plan in their service area.  


As a minimum, each CMHC Mental Health Disaster/Emergency Response Plan must address the following areas:

· Mental Health Organizational Structure – Describe the organizational structure of your program including staff and a coordinator with disaster/emergency service responsibilities.

· Emergency Service Organizational Structure – Describe the organizational structure of the Disaster/Emergency service providers in your service area and how mental health response services are organized within that structure.

· Disaster/Emergency Services – Describe the Mental Health Disaster/Emergency Services that are or can be rapidly made available within your service area, utilizing currently available resources.  The description should include resources from within your agency and those you could access through memorandums of understanding (MOU) with other resource agencies.  Specific services must include 24-hour response capacity, outreach/mobile capacity, screening and referral, CISD/CISM debriefings, crisis counseling, and where possible include Mental Health Response Teams (MHRT).  Twenty-four hour response capacity must include telephone, face-to-face, and on-site staffing at centers where evacuees may be congregating.  Services must also be appropriate to the phases (including early intervention, continued care, and extended care) and needs of each specific disaster.

· Evacuation Plans – If your program includes residential services, describe evacuation plans and other placement options.

· Culturally Relevant – Services must be designed to be culturally relevant to the cultures represented in your service area.  People representing the cultural diversity of the service area should be included in the planning and provision of services when possible.

· Utilization of Outside Resources – A large emergency or disaster may allow for additional resources specific to that event.  If such an event occurs, data must be collected to support a program needs assessment and subsequent programs designed to meet those needs at the same time that direct services are being provided.  How will you assist with meeting the data collection and grant/program development needs that will also be occurring during the first 10 days of a major disaster?

· Staff Development – Describe your staff development plans for those staff who will be expected to be responders in a major emergency/disaster.  Provide a roster of staff expected to be mental health responders including degrees, mental health licenses, relevant training and experiences over the last 3 years and training scheduled in the upcoming year.

Mental Health Response Team.  When possible, each CMHC will create a mental health response team (MHRT).  MHRTs are multi-disciplinary (psychology, counseling, social work, psychiatric nursing/medical, or related fields) teams of mental health professionals (masters degree or higher and mental health associates supervised by master degreed professionals) who provide necessary interventions in the initial phases of disaster response.  MHRTs provide essential mental health services to victims and other disaster/emergency workers.

MHRTs are first responders for the mental health system, working on the front lines of the disaster.  They can serve an advisory function for other response staff of the mental health program.  The term of service for a MHRTs is intended to be short and it is unlikely they will be active for a period greater than one month following the disaster/emergency.  MHRTs provide services until the situation concerning mental health has stabilized, and may facilitate the transition to long term service provision. 

Recruitment of team members is the responsibility of the CMHC director.   The director should make efforts to ensure availability of a complete team at all times.  Alternates, at least one team deep, should be designated.  While the ideal situation would be for primary or alternate members to coordinate schedules, this may not be practical.  It would be of value for team members to report their whereabouts when an incident occurs.  The director must set clear parameters for this option to be effective.  

All CMHC programs will not have the resources necessary to establish a multi-disciplinary MHRT.  However, in order for a plan to be approved by the DMHDD, the plan must realistically utilize existing resources available in the local mental health service area.  Given the limited resources in many mental health service areas, a local plan might include proactive plans to utilize MHRTs from other agencies within their region or State.

Training and Performance Requirements.  MHRTs are required to meet training and performance requirements.  Basic training and performance requirements are as follows:

· Serve all populations.

MHRTs must have the skills to serve all populations in need of their services.  These populations include disaster victims and disaster/emergency workers, including other MHRTs.  MHRTs shall request and accept assistance for themselves and any team member when needed.

· Serve as mobile intervention teams.

MHRTs shall have the ability to serve as mobile crisis intervention teams.  They must have the physical resources and training to treat victims where they are located.

· Cooperate/coordinate with other disaster/emergency workers and efforts.

MHRTs shall cooperate and coordinate with efforts of other disaster/emergency workers and teams.  Memorandums of understanding should be established pre-disaster to clarify roles and avoid unnecessary duplications of effort.

· Provide other support as necessary

MHRTs may serve other support functions, as necessary.  MHRTs must understand their assistance may be requested in areas other than those traditional to mental health.  As appropriate, providing non-traditional assistance is encouraged because it promotes mental health as part of the holistic disaster relief effort.

· Basic Training Skills

MHRT members and their alternates will be encouraged to seek training and experience in the specific skills necessary to provide counseling to people in crisis.   As a minimum MHRT members will receive formal training at least biannually in either Critical Incident Stress Debriefing(CISD)/Critical Incident Stress Management (CISM), Red Cross Disaster Mental Health training or equivalent training.  Crisis counseling sponsored by the Center for Mental Health Services is an example of alternative training.  Another excellent alternative training experience will be for Red Cross certified mental health workers to volunteer to assist with a disaster in another state.

CMHCs will be responsible to provide at least annually to the DMHDD a roster of their staff who have current crisis counseling training or experience.  CMHCs will also be encouraged to develop leave policies that will encourage their MHRT members to volunteer as Red Cross Disaster Mental Health workers.  See Appendix 2 for summary of Key Concepts specific to program development and mental health counseling during a disaster. 

State Responsibilities

The DMHDD shall serve as the lead agency for the planning and coordination of pre-disaster mental health activities at the state level.  This includes provision of technical assistance and training alerts to local programs.

DMHDD is the agency responsible for providing administrative support to CMHCs and other agencies in their preparation to provide mental health services during disasters and emergencies of all magnitudes.  The Director of the Mental Health & Developmental Disabilities holds ultimate authority for the decisions and actions of DMHDD.  Specific responsibilities include:

· Serve as administrative agency for mental health disaster/emergency response activities in Alaska.

The DMHDD shall serve as the lead coordinating agency for all mental health disaster/emergency activities in the state determined by the CMHC director to be beyond the control of the CMHC.

· Designated State Mental Health Response Coordinator

The DMHDD Director or designee (in coordination with the DHSS representative to the State Emergency Coordination Center) will coordinate DMHDD disaster/emergency response efforts.  The designee will usually be the Regional Mental Health Services Coordinator in the impacted area.  This individual will be called the Mental Health Response Coordinator.  An alternate shall be identified in case the initial designee is unable to serve.

CENTRAL OFFICE OF THE DMHDD

Walter Majoros, Director

Division of Mental Health and Developmental Disabilities

350 Main Street

Juneau, AK  99801

Phone  (907) 465-3370

(800) 465-4828

TDD 465-2225

FAX 465-2668

REGIONAL OFFICES OF THE DMHDD 

Karen Forrest, Regional Community Mental Health Services Coordinator

Southeast Regional Office

350 Main Street

Juneau, AK  99801

Phone (907) 465-4914

           (800) 465-4828


TDD 465-2225


FAX 465-2668

Robert Hammaker, Regional Community Mental Health Services Coordinator

Southcentral Regional Office

851 E. Westpoint Drive, Suite 310

Wasilla, AK  99654

Phone 
(907) 352-6305


(800) 755-0712


TDD 352-6333


FAX 352-6330

John Bajowski, Regional Community Mental Health Services Coordinator

Anchorage Regional Office

3601 C St., Suite 878

Anchorage, AK  99503

Phone
(907) 269-3609


(800) 770-3930


TDD 269-3624


FAX 269-3623

Randy Meyer, Regional Community Mental Health Services Coordinator

Northern Regional Office

751 Old Richardson Highway, Suite 123

Fairbanks, AK  99701

Phone
(907) 451-5042


(800) 770-1672


TDD 452-2340


FAX 451-5046

· Develop state response plan and provide guidance for local mental health response plans.

The Director of the DMHDD or designee shall ensure the completion and annual revision of the State of Alaska: Mental Health Disaster/Emergency Response Plan.  Director of the DMHDD or designee shall also provide information, guidelines and technical assistance to CMHCs for the development, implementation, and approval of their local mental health plans for disaster/emergency response services.

· Each DMHDD Regional Mental Health Services Coordinator will review and maintain current copies of the CMHC Mental Health Plans for Disaster/Emergency Response Services.

· Establish Memorandums of Understanding.  The DMHDD shall establish memorandums of understanding (MOU) with other state agencies and professional organizations as necessary.  MOUs are written agreements between two or more parties that outline the tasks and define boundaries between the organizations in a given situation.  MOUs are necessary to clarify the division of labor regarding state level efforts in mental health disaster relief.  MOUs will also aid inter-agency coordination.

· Maintain Basic Clinical and Program Skills with DMHDD staff.

The DMHDD will maintain basic clinical and program competence among DMHDD regional and API staff who may assist with crisis counseling services similar to those expected for CMHC staff.  In addition, the DMHDD will assertively seek Center for Mental Health Services (CMHS) and Federal Emergency Management Agency (FEMA) disaster training or experiences for staff who may become a Designated Mental Health Response Coordinator.  Coordinator training may include clinical services, program design, and/or grant writing.

· Develop and maintain a MHRT within the Alaska Psychiatric Institute.  Regional staff also may participate on the API response team.
IV.  IMMEDIATE RESPONSE

Introduction

Immediate Response includes actions taken from the time a disaster strikes or is imminent to the time in which mental health first responders begin leaving the scene and transition to longer-term, follow-up services begins.

Community Mental Health Center Responsibilities


Activation of the CMHC Mental Health Disaster/Emergency Response Plan.   The director of the CMHC (or other agency responsible for emergency services in the service area) is responsible to assess the need to activate the CMHC Mental Health Disaster/Emergency Response Plan.  At this stage, the CMHC’s MHRT and other locally available and relevant resources should be utilized to attempt to stabilize and mitigate the situation.  Activation of a Disaster Declaration should also result in consultation among the CMHC director, local elected officials and local emergency managers in the impacted area.  Any segment of the local response plan may be activated at any time judged necessary by the director of the CMHC.


Coordination of Immediate Response.   The CMHC shall serve as the lead-coordinating agency for mental health activities in the area it serves when a disaster/emergency has occurred.  The director of the CMHC shall activate MHRTs as needed.

Requests from the DES, FEMA or the CMHS should be coordinated with the Mental Health Response Coordinator of the DMHDD.


Requests for Additional Assistance.   When the director of a CMHC determines that a local disaster exceeds the resources of that agency, the director should alert their DMHDD, Regional Mental Health Services Coordinator to their needs.  Provisions should be made to establish emergency communication capacities with the DMHDD.  

Once contact with the Regional Coordinator initiated, an informal agreement is established between the CMHC and DMHDD.  The agreement could involve a combination of two types of assistance to the local program: 1) activation of mutual-aid agreements such as through activation of state response team, and 2) DMHDD financial assistance in order to strengthen the CMHC’s capacity. 

Contact with the DMHDD should be completed by the CMHC prior to the activation of any MOUs or mutual-aid agreements.

Role of MHRTs in Immediate Response.   During the immediate response phase, the role of MHRTs is to provide essential crisis and stress management interventions to victims and disaster response workers.  The teams must coordinate with other entities providing related services.  In addition to providing services for those people with very urgent needs, MHRTs may also serve other support functions.

Where clinically indicated, MHRTs make referrals, so that long-term service providers can pick up where first responders left off.    MHRTs may also engage in outreach.  Outreach is the effort to account for all victims and ensure they are aware of mental health disaster assistance and are able to receive it.  Plans for outreach should be included in the local response plan.


Community Education.  The CMHC is responsible to produce and distribute flyers or pamphlets providing educational information about normal emotional responses to disasters, self-help coping strategies, and referral for additional crisis counseling assistance. The American Red Cross has excellent examples of such materials but these should be supplemented with directions on how to access additional counseling resources when crisis counseling is not enough.  Flyers and pamphlets should be distributed to victims at sites in addition to mental health facilities.  Such locations include shelters, feeding sites, churches, schools, and Disaster Application Centers.

Community education may also be provided through the appropriate use of the newspaper, radio, and television media.

Coordination of Services with Resource Agencies.  Over time and of necessity, a number of agencies in Alaska have developed specialized crisis response capacities outside of their usual areas of responsibilities.  Some of these resource agencies may have staff who provide assistance similar to that of an MHRT.  Other CMHCs may also have MHRTs which may be available. MOU will be developed in order to access those agencies.  Issues to be negotiated include clarification of roles, travel costs for responders, coordination of responders, priority recipients, training costs, and lists of trained responders.  The local CMHC disaster response program may augment its role through MOUs with other agencies with disaster/emergency response functions.  The local program should consider these agencies when a need for information about the disaster situation exists, or when assistance with the outreach effort is needed.  See Appendix 3 for list of possible resource agencies.

State Responsibilities

The DMHDD shall serve as the lead-coordinating agency for mental health activities when a disaster/emergency has occurred in which the CMHC has determined it to be beyond their capability to respond to the emergency/ disaster.  It may also be the case that with the provision of outside resources, the CMHC may be able to retain the coordinating function and be so defined.  Because the local CMHC will be the long-term resource for a service area and will ultimately be responsible in their area, an effort will be made to insure that they stay in a coordinating role during an emergency/ disaster when outside resources are required.  Activities for the DMHDD include providing administrative support and technical assistance to local mental health service areas.


Coordination with State and Federal Agencies.   The DMHDD shall be the main contact with the DES, FEMA and the CMHS in the immediate response and in all other phases.  Local mental health authorities will coordinate any mental health related request through the designated State Mental Health Response Coordinator of the DMHDD.  Similarly, community service requests made directly to the DMHDD without going through the CMHC will be coordinated with the CMHC.

V.  PRESIDENTIALLY DECLARED DISASTERS

Introduction

The responsibilities in this section follow those in the “Immediate Response” section and if the disaster appears severe enough that a request for a Presidentially Declared Disaster is made by the Governor’s Office.  However, if no Presidentially Declared Disaster is proclaimed in a reasonable time (approximately one week) following the incident or is not severe enough to warrant a request, responsibility in the “Non-Presidentially Declared Disaster” section should be used in lieu of those in this section.  

Community Mental Health Center Responsibilities

Monitor Mental Health Needs.   The focus of Community Mental Health Center responsibilities in a Presidentially Declared Disaster (PDD) are on monitoring the environment, responding to the need, and providing information to DMHDD.  Affected CMHCs must complete the needs assessment, and cooperate with DMHDD for completion of Crisis Counseling Program applications and program reports.  Sites containing large numbers of victims and disaster workers must be monitored for the need for mental health assistance.  Obligations delineated in any response agreements with DMHDD shall continue, and new agreements may be made as necessary.

The CMHC staff shall monitor areas where disaster victims congregate to assess the need for mental health assistance.  Such areas include shelters, feeding sites, and Disaster Assistance Centers.  These are ideal locations to assess mental health needs and to provide information, including pamphlets and flyers, to disaster victims.

The CMHC staff shall also monitor the need for mental health assistance where disaster workers are located.  Places like the Disaster Field Office and local shelters are high stress environments for large numbers of disaster workers.

Complete Needs Assessment.  The CMHC is responsible to complete the mental health needs assessment.  Completed needs assessments shall be forwarded to DMHDD within ten days following the presidential declaration.  The needs assessment is the basis for the Immediate Services application.  The Immediate Services application is due fourteen days following the declaration; therefore, the needs assessment must be completed as soon as possible to allow DMHDD time to develop the application.

The DES should assist the CMHC to obtain necessary information for the needs assessment.  The state DES is mandated to do needs assessments of its own.  The information needed from the DES to assist with the mental health application includes descriptive and numeric information regarding the extent of damages (for example, the number of houses destroyed and damaged).

The CMHC director work closely with the DMHDD Disaster Assistance Coordinator to provide other information necessary for Crisis Counseling Program application.  Applications require the inclusion of service plans.  As part of the CMHC response plan, CMHCs are required to include provisions addressing the requirements of the Crisis Counseling Program application in accordance with their plans for follow-up services.  The Crisis Counseling Program must also be integrated into and kept distinct from the preexisting grant obligations of the CMHC.


Respond to Identified Needs.  The CMHC will respond to the identified needs according to the previously prepared plans, MOUs, and mutual-aid agreements. 

State Responsibilities

The responsibilities of the DMHDD in a Presidentially Declared Disaster will focus on the administration of a Crisis Counseling Program application with the cooperation of the affected CMHC/s.

Complete Crisis Counseling Program Grant Applications.  The DMHDD shall complete Crisis Counseling Program applications, program reports, and provide guidance to affected areas for completion of needs assessments.  It is the responsibility of DMHDD to forward documents to appropriate federal officials through the Office of the Governor or Governor’s Authorized Representative (GAR).  DMHDD shall make any necessary contacts with DES, FEMA or CHMS.

The State of Alaska Disaster Assistance Coordinator or other DMHDD representatives should report to the Disaster Field Office (DFO), as necessary.


Activate Mental Health Response Teams.  The DMHDD will also activate Mental Health Response Teams per previously negotiated MOUs as appropriate and as described in the “Pre-Disaster” and “Immediate Response” phases.

VI.  NON-PRESIDENTIALLY DECLARED DISASTERS

Introduction

A very serious disaster beyond the capabilities of the affected areas and state will usually be proclaimed a Presidentially Declared Disaster (PDD).  All serious disasters must be viewed as potentially a PDD because specific data must be collected from the first day to complete the federal grant application and may not be available ten days later when the grant application is in the final development phase.  The data will also be useful to the service assessment needs for state planning.  However, situations can arise where the disaster/emergency is serious enough to warrant mental health assistance, yet may not be proclaimed a PDD.  In this plan, this situation will be referred to as a Non-Presidentially Declared Disaster (non-PDD).

There are funding implications for mental health response programs when a PDD has not been proclaimed and federal funds are unavailable.  The mental health system must be prepared to handle the situation without federal Crisis Counseling Program funds.   In most cases this means reliance on the system’s own self-contained resources.  For this reason this plan has been designed to use available personnel and resources, which are essential in a non-PDD.

Available Personnel and Resources. The available personnel are the first mental health responders and are often a part of the system just before the incident occurred.  The use of available personnel is advantageous for three reasons.  First, the absence of hiring or purchasing additional personnel and resources keeps costs down.  Second, available personnel are “insiders” and therefore more familiar with the system than those brought in from the outside.  Insiders also tend to be more efficient and effective.  Third, the use of existing personnel also insures a most timely response.

For these reasons, CMHC should make optimal use of the existing personnel and resources when developing local response plans.  However, the best use of existing personnel and resources does not guarantee that mental health disaster/emergency programs will be appropriately financed.

Obstacles to Planning without Crisis Counseling Program Funds.  A non-PDD signifies unavailability of federal funds for mental health response services.  But, lack of federal funds does not mean lack of need for services.  It means new factors must be considered: how to plan for and provide services that may be necessary without the federal funding for a Crisis Counseling Program (CCP). 

Due to the planning and funding difficulties for mental health response programs lacking CCP funds, non-PDD must be considered separately from PDDs.  Therefore, local programs shall be required to include non-PDD sections as part of the local Mental Health Disaster/Emergency Response Plan.  How will the CMHC respond to a disaster without federal funding assistance?  Planning for non-PPD services must be planned more modestly without the certainty of federal financial participation.

There are two ways a local program can obtain outside personnel and resources.  The first is through an agreement with the DMHDD.  The second is through the use of volunteers.

Community Mental Health Center Responsibilities

Responsibilities of the local program (CMHC) shall continue as previously described in the “Immediate Response” section of this plan.


Determine Need and Availability of Outside Funds from the DMHDD.  The CMHC should determine the possibility of additional funding from the DMHDD and plan accordingly.  Additional assistance will be based on a particular situation and/or may involve the activation of mutual-aid agreements.


Use of Volunteers.  Volunteerism is a useful source of additional personnel.  First, the volunteers are usually very motivated to help during a disaster and familiar with the local area.  Second, services are free.  CMHCs should consider mobilizing mental health volunteers if needed.  Categories of volunteers may include: 1) mental health professionals referred by the American Red Cross or other disaster/emergency assistance organizations, 2) other professionals that coordinate with the local CMHC on their own, 3) advocacy organizations wishing to provide personnel, and 4) other individuals meeting local personnel criteria for providing counseling assistance.  The responsibility for organizing volunteers will be at the local CMHC with appropriate documentation rather than the DMHDD level.  The DMHDD may be involved with volunteers as a result of state-level MOUs.  An example may be the promotion of cross training between CMHCs in Red Cross disaster/emergency services.

Monitor Sites and Case Finding.  The CMHC has responsibilities involving case finding within the impacted area.   Sites containing large numbers of victims and disaster/emergency workers must be monitored for need for mental health assistance.

The CMHC shall monitor areas where disaster victims congregate to assess the need for mental health assistance.  These areas include shelters, feeding sites, and other mass care facilities.  The CMHC office shall also monitor the need for mental health assistance at centers where disaster/emergency workers are located.  Places like emergency service centers are high stress environments for the workers.


Activate MHRTs.  Local MHRTs shall continue service as deemed necessary.


Coordination of Services.  Activate MOUs or mutual-aid agreements as appropriate and coordinate mental health responses with all other disaster/emergency response efforts.


Provide Appropriate Referrals.  Mental Health Response Teams shall make appropriate referrals for needs beyond those appropriate for disaster/emergency or crisis counseling services.

State Responsibilities

Duties of the DMHDD will continue as described in the “Immediate Response” section.  In addition, DMHDD shall provide CMHC with technical assistance for development and provision of non-PDD follow-up services.

Designated Mental Health Services Disaster Assistance Coordinator.  Duties of the DMHDD will continue as described in the “Immediate Response” section.  In addition, DMHDD shall provide the CMHC with technical assistance for development and provision of non-PDD follow-up services.

VII.  FOLLOW-UP SERVICES

Introduction

Follow-up services are applicable to both PPD and Non-PPD disasters.  However, the source of funds to provide these services as well as the time frame in which the services are provided may be different depending on the situation.  This section is structured to accommodate services during a PDD and upon approval of a Crisis Counseling Program (CCP) application.  During a federal application it is also important to attend to the latest federal technical assistance which may evolve regarding more effective services.

Types of Follow-up Services.  Within the CCP framework there are three types of follow-up services: early intervention, continued care, and extended care.

Early intervention.  Early intervention is defined as follow-up services provided within approximately one to two months following the incident and extending through the grant period for Immediate Services Program, the first level of the CCP.  

Continued care.  Continued care is defined as follow-up services provided from approximately two months to one year following the incident, in coordination with the Regular Services Program, the second level of a CCP.  

Extended care.  Extended care is defined as follow-up services provided beyond approximately one year following the incident, after both Crisis Counseling Program periods have ended.  Extended care services are funded by sources other than the CCP grant, and therefore warrant special attention by CMHCs.

Grant Application Process.
The application process to receive federal funds through a CCP will occur in two phases, if both are needed.  The first phase follows a presidential declaration.  In this phase, an affected CMHC shall cooperate with the DMHDD for completion and submission of the Immediate Services Program application.  The application will be based on the Early Intervention Plan with modifications warranted by the particular disaster situation. The Immediate Services Program application is due to the appropriate federal officials within fourteen days of the Declaration.

The application for the second phase in of the CCP, the Regular Services Program, is due within 60 days of the presidential declaration.  The content of this application is again based on an extension of the continued care component of the CMHC plan. As stated by FEMA, the Regular Services Program should include counseling, community outreach, consultation, and education services (Crisis Counseling Assistance and Training: Questions and Answers).  In providing continued care, CMHCs shall utilize their Continued Care Plans, and work with the state response coordinator to complete the Regular Services Program application. The need for continuing services must be justified.  Special attention shall be provided to the transition between the Immediate Services Program and the Regular Services Program, and to the termination of the Regular Program.

As the Regular Services Program approaches termination, an assessment of the need for extending services must be justified.  Should further services be needed, the DMHDD shall provide guidance to the CMHCs regarding continuing with Extended Care services.  Since Extended Care services are funded by sources other than the CCP grant, the CMHC director and DMHDD staff will need to coordinate the search for program funds.  Cross-agency linkages established as a result of the disaster response may be a useful resource for CMHCs in continuing Extended Care.

Community Mental Health Center responsibilities
Regardless of the level of disaster, local through presidential declaration, CMHCs have the responsibility to plan, coordinate, and provide all three types of Follow-Up services to individuals in the affected area.  The CMHC shall continue to cooperate in providing DMHDD with accurate information for completion of applications and program reports.  The CMHC shall devote special attention to carrying disaster services into the extended care phase, as needed.

Service Delivery.  CMHCs shall be the preferred providers.  Mobilization of existing programs is preferred for three reasons.  First, it makes financial arrangements simpler.  Second, CMHCs are more familiar with the affected area than outsiders.  Third, local programs are the long-term resource for the area and will continue to provide services after outside resources diminish.

Local mental health centers are key sources of mental health services to disaster victims.  These agencies have staff whose skills can be adapted to the needs of disaster victims.  They are frequently indigenous to the area impacted and have established networks with other public service agencies and the local government bureaucracy.  They are also most aware of all the potential public and private mental health resources in the community and are thus in excellent positions to coordinate services from a community wide perspective (Lystad, United States Programs in Disaster Mental Health, 1989).

MHRTs Not Intended for Follow-up.  CMHCs shall not rely on Mental Health Response Teams from outside service areas for the delivery of follow-up services.  MHRTs are not intended to be long-term providers.  However, they may be useful to facilitate a smooth, uninterrupted transition between service so the assistance provided terminates gradually, not abruptly.  A gradual end to MHRT services is beneficial to both disaster victims and follow-up providers.

State Responsibilities

The DMHDD shall provide technical assistance to affected areas in the development and provision of the three types of follow-up services.  DMHDD shall complete and submit applications and program reports for both Immediate Service Programs and the Regular Service Program grants, and shall provide guidance to CMHCs in carrying the mental health disaster/emergency program into the extended care phase, as needed.

VIII.  AVIATION DISASTERS

FEDERAL FAMILY ASSISTANCE PLAN FOR AVIATION DISASTERS

Edited from Agreement Dated April 9, 1997

In response to the potential for airplane disasters throughout the nation, the Aviation Disaster Family Assistance Act of 1996 appointed the National Transportation Safety Board as the lead federal agency in addressing the needs and concerns of family members of persons who are victims of airplane disasters.  This section provides a summary and excerpts from the Aviation Disaster plan most related to mental health services.   The entire copy of the NTSB plan can be obtained from the Internet at http://www.ntsb.gov/Family/plan.htm .

Purpose

This plan assigns responsibilities and describes the airline and federal response (including the American Red Cross) to an aviation crash involving a significant number of passenger fatalities and/or injuries.  The plan will be implemented, in full or part, by the Director, Family Support Services (FSS, national ARC), at the direction of the Chairman, NTSB.

Responsibilities

There are seven Victim Support Tasks (VST).  VSTs are tasks that participating organizations may be required to perform based upon the size and circumstances of the actual incident.  The seven VSTs are: NTSB Tasks; Airline Tasks; Family Care and Mental Health; Victim Identification and Forensic Services; Assisting Families of Foreign Victims; Communications; and Assisting Victims of Crime.  The NTSB will coordinate federal assistance efforts with local and state authorities.

The American Red Cross (ARC) is the responsible agency for the third VST, “Family Care and Mental Health.”  The third VST is the primary mental health response.  If such a disaster occurs, it is likely that the American Red Cross Chapter responsible for the response to the air incident will be requesting the use of trained volunteers from the Alaska mental health system including current staff from CMHCs or the DMHDD.

The ARC will:

(1) Provide liaison officer to the joint family support operations center to coordinate with other members of the operations staff ARC related issues and family requests for assistance.  Additional personnel may be needed for crash scale 2 or 3 scenarios.

(2) Coordinate and manage the numerous organizations and personnel that will offer their counseling and support services to the operation.  It is important to monitor and manage this area so that families are not outnumbered and overwhelmed by well-intentioned organizations and individuals. 

(3) Employ an accounting system to accurately record cost data for specific cost categories for later reimbursement.

(4) Activate local, state, and national ARC personnel to provide crisis and grief counseling to family members and support personnel.  This includes coordinating with the airlines to contact and set up an appointment, if appropriate, with family members that do not travel to the site. 

(5) Assess the needs and available resources of other agencies and coordinate with them to ensure ongoing emotional support for workers during the operation and provide debriefings before departure.

(6) Establish joint liaison with the airline at each medical treatment facility to track the status of injured victims and to provide assistance to their families.

(7) Coordinate with the airline to establish areas for families to grieve privately.

(8) Coordinate child care services for families that bring their children.

(9) Arrange a suitable non-denominational memorial service days following the crash and a memorial service for any future burial of unidentified remains.

(10) Provide families, at their request, referrals to local mental health professionals and   

support groups that are in the family member’s local area.

Implementation

Upon direction from the Director, FSS, the NTSB communications center will notify some or all of the following operations centers:

(1) American Red Cross (ARC) (703) 206-8822

(2) Department of State (DOS) (202) 647-1512

(3) Department of Health and Human Services (DHHS) (301) 443-1167 Ext. O 1-800-872-6367

(4) FBI Operations Center (202) 324-6700

(5) Federal Emergency Management Agency (703) 697-0218

(6) Department of Defense (DOD) (703) 697-0218

(7) Department of Justice (DOJ) (202) 514-5000

Coordination

The point of contact for this plan is the Director, FSS, NTSB.  The phone number is (202) 314-6100 and the fax number is (202) 314-6110).

IX.  GLOSSARY

American Red Cross: The American Red Cross is a congressionally chartered, humanitarian organization, led by volunteers, that provides relief to victims of disasters and helps people prevent, prepare for, and respond to emergencies (from the Volunteer Handbook, Pennsylvania Capital Region Chapter, American Red Cross.

Center for Mental Health Services (CMHS): The CMHS is a federal agency contained within the Substance Abuse and Mental Health Services Administration and the U.S. Department of Health and Human Services.  P.L. 102-321 mandates a leadership role in mental health services delivery and policy development (adapted from a publication of the Office of Consumer, Family, and Public Information; CMHS).

Crisis Counseling Assistance and Training: Section 416 of the Robert T. Stafford Disaster and Emergency Assistance Act provides for crisis counseling services in a Presidentially Declared Disaster.

Critical Incident Stress Debriefing (CISD): CISD is a structured group process designed to assist participants in discussing their particular role in a traumatic event.  This process often utilizes trained peers and is usually designed for first responders such as law enforcement, fire and EMS personnel.  

Critical Incident Stress Management (CISM): CISM refers to the overall management of traumatic events in a community. CISM is the structure and process driving all interventions, whether they are pre-incident or post-incident, associated with traumatic events.  CISM is one of the interventions used by an overall CISM program.

Crisis Counseling (CC): CC is a short term intervention process which utilizes established mental health techniques to lessen adverse emotional conditions which can be caused by sudden and/or prolonged stress.  This process is in addition to and/or beyond CISM techniques and is usually utilized for civilians and secondary responders who are victims and/or survivors of an event.

Crisis Counseling Program (CCP): CCPs are short and long term programs funded by FEMA and the Center for Mental Health Services (CMHS).  The programs utilize traditional and non-traditional mental health practices within the impacted area.

Disaster:  The Federal Emergency Management Agency defines a disaster as an occurrence of a severity and magnitude that normally results in deaths, injuries, and property damage and that cannot be managed through the routine procedures and resources of government.  It … requires immediate, coordinated, and effective response by multiple government and private sector organizations to meet human needs and speed recovery.   

Emergency: The FEMA defines an emergency as an event which threatens to, or actually does, inflict damage to property or people.  The damage may not have occurred yet and may be manageable with resources from within the state.

Federal Emergency Management Agency (FEMA): FEMA is an independent agency of the federal government, reporting to the President.  FEMA is also the lead federal agency for disaster/emergency management.  However, FEMA cannot direct a state or its agencies.  In Alaska, the DES is the lead agency in a Presidentially Declared Disaster and FEMA supports the State.

Immediate Response: Actions taken from the time a disaster/emergency strikes or is imminent to the time which MHRTs and other mental health responders begin leaving the scene and the transition to longer-term, follow-up services begin.

Immediate Services: Immediate Services are the initial phase of a Crisis Counseling Program which includes screening, diagnostic, and counseling techniques, as well as outreach services such as public information and community networking. An application for federal funding can be made to meet mental health needs immediately after a major disaster declaration.  Funding may be provided for up to 60 days following the Presidentially Declared Disaster.

Immediate Services Application: An immediate Services Application is an application for funding for an Immediate Services Crisis Counseling Program; this must be submitted within 14 days of the Presidentially Declared Disaster.

Mental Health Needs Assessment: A mental health needs assessment is an assessment conducted by the state or local mental health agencies to determine the approximate size, cost, and length of the proposed mental health program.  The assessment also must identify why supplemental grant assistance will be needed.  It is the basis for the Immediate Services Application (due 14 days following the Presidentially Declared Disaster) and therefore must be initiated as soon as possible.

Mental Health Response Team (MHRT): MHRTs are multi-disciplinary teams of mental health professionals who provide necessary interventions in the initial phases of disaster/emergency recovery. 

Non-Presidentially Declared Disasters (Non-PDD): A Non-PDD is a disaster or emergency of any magnitude, which does not receive a proclamation of Presidentially Declared Disaster.

Presidentially Declared Disaster (PDD): A PDD is any natural catastrophe (including any hurricane, tornado, storm, flood, high water, wind driven water, tidal wave, tsunami, volcanic eruption, landslide, mudslide, snowstorm, or drought) or, regardless of cause, any fire, flood, or explosion, which in the determination of the President, causes damage of sufficient severity and magnitude to warrant major disaster assistance under the Federal Disaster Relief Act.  The PDD grant is intended to supplement the efforts and available resources of states, local governments, and disaster relief organizations in alleviating the damage, loss, hardship, or suffering.

Presidentially Declared Emergency: A Presidentially Declared Emergency is any occasion or instance for which, in the determination of the President, federal assistance is needed to supplement state and local efforts and capabilities to save lives and to lessen or avert the threat of a catastrophe in any part of the United States.

Regular Crisis Program: A Regular Crisis Program is a continuing portion of a Crisis Counseling Program designed to provide crisis counseling, community outreach, and consultation and education services to people affected by the disaster for the purpose of relieving continued emotional problems caused by the disaster.  Funding is available for a period of 9 months for purposes of providing disaster crisis counseling services.

Robert T. Stafford Disaster Relief and Emergency Assistance Act: Public Law 93-288, as amended (P.L. 100-707); an act intended to provide an orderly and continuing means of assistance by the federal government to state and local government in carrying out their responsibilities to alleviate the suffering and damage which results from disaster/emergencies.
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