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Template For Community Mental Health Center Emergency Operations Plans
Executive Overview

Purpose of this Template

The Kansas Department for Aging and Developmental Services (KDADS), Behavioral Health Services contracted with EMFusion, LLC to revise and update the Template for a Community Mental Health Center Emergency Operations Plan (CMHC-EOP).
The CMHC EOP Template describes the organization, scope and expectations for disaster preparedness, response, recovery, and mitigation activities in order to provide CMHC’s the information necessary to develop their own unique disaster plan.  
What is an EOP

EOPs describe the CMHC’s emergency roles, responsibilities/authorities, and necessary relationships as well as area resources for, and community coordination of, incident responses dealing with the mental health impacts of an incident.
The wording in this template is intended to be modified as appropriate. 
The Sections, however, are deemed as “placeholders” for information deemed critical and commonly expected to be addressed in type of documents.

BASIC PLAN

Introduction
Large-scale natural and technological hazard incidents as well as the threat of terrorism require a continuing effort to expand and improve disaster planning.  Such an effort is necessary to ensure more effective responses.  The concept of Comprehensive Emergency Management (CEM) promotes the idea that all elements of a community should understand the potential for disasters and lesser incidents; the impacts that potential represents and the roles, responsibilities and relationships that need to be established, in advance, to deal with those impacts.  The first of the Principles of Emergency Management (POEM) reflects this:

“Comprehensive – emergency managers consider and take into account all hazards, all phases, all stakeholders and all impacts relevant to disasters.”

This principle reinforces the idea that even those community services which are not traditionally considered “emergency services” must be ready to perform emergency duties vital to the preparedness for, response to, recovery from, and mitigation of the impacts of disasters, regardless of cause. 
The [name of CMHC] developed this plan to establish an effective and organized system of policies and protocols to manage the consequences of emergencies and disasters that have the potential to impact consumers, staff, and area residents. The response may include immediate crisis intervention, short term and long-term support for emotional needs, community networking, assessment of the scope of disaster, and the support of first responders.  Because a disaster or emergency incident is an unplanned, disruptive event, response and interventions will emphasize the utilization of community mental health services and support agencies within the affected area.  
Before, during and after an incident, [name of CMHC] will be required to collaborate, establish roles, and working relationships with a host of local, state, and federal agencies.  It is therefore necessary that this plan should be the result of a collaborative, coordinated planning process designed to clarify roles and create “buy-in” by all participants in an incident.  This plan is designed to conform to the POEM principles of collaboration and coordination:

“Collaborative – emergency managers create and sustain broad and sincere relationships among individuals and organizations to encourage trust, advocate a team atmosphere, build consensus, and facilitate communication.”
“Coordinated – emergency managers synchronize the activities of all relevant stakeholders to achieve a common purpose.”
This Plan is designed to guide [name of CMHC] staff through necessary processes and procedures in an incident.  The CMHC-EOP is designed to be compatible with plans, processes, and protocols established by other agencies, local, regional, state or federal.  This plan therefore reflects the POEM of integration:

“Integrated – emergency managers ensure unity of effort among all levels of government and all elements of a community.” 
This plan outlines disaster guidelines and specifies staff roles.  It also includes links to important contact information.  This plan outlines roles, responsibilities and relationships for dealing with all phases of an incident that may affect the citizens and communities of Kansas.
Coping with an unplanned incident with negative consequences requires careful pre-planning, skilled communication, collaboration and trust among many organizations.  The [name of CMHC]-EOP is designed to provide quick and effective behavioral health support to the community at large.  Copies of this plan are distributed to the agencies/locations indicated in the attached distribution list.

Because emergency and disaster incidents are usually spontaneous and involve rapidly changing conditions and requirements, any planning effort should reflect the POEM Principle of flexibility.
 “Flexible – emergency managers use creative and innovative approaches in solving disaster challenges.”  
Therefore, even though this CMHC-EOP should be followed to the maximum extent possible, it is to be considered a guide or “blueprint” for incident response. Responders and decision-makers are expected to use good judgment and experience, and adapt their actions based upon the actual incident situation modifying the guidance in this plan as events dictate.
Purpose of this CMHC EOP
This CMHC-EOP provides a framework for organizing the behavioral health (mental health and substance abuse) response to incidents in Kansas. Behavioral health responses address mental health and substance use/abuse issues that may follow an incident. Behavioral health services can help mitigate the severity of adverse psychological effects of the incident and help restore social and psychological functioning for individuals, families, and communities. The purposes include:

· To define the method in which the [name of CMHC] can support the efforts of local incident operations by providing mental health, emotional health, or crisis counseling interventions.

· To ensure an efficient, coordinated and effective response to the mental health needs of the population in time of a disaster or emergency incident.

· To identify specific roles, responsibilities and relationships between local, state and federal entities during each phase of a disaster or emergency incident.
· To ensure that the agency is prepared to respond to the mental health needs of its residents in case of a disaster or emergency incident.

· To maximize utilization of the structural facilities, personnel and other resources available within the mental health agency.

· To provide crisis counseling services to residents of [name of CMHC] catchment area, as well as emergency responders in all local, federal and state declared emergencies/disasters.

Assumptions

In any planning effort, certain “givens” must be assumed as the basis for developing appropriate policies and procedures.  The “assumptions” incorporated into this plan and planning process are:
· All who experience an incident are affected, in varying degrees, individually and collectively.

· The psychological effects of the incident will be immediate and short term but also may be long term and potentially not manifest for months or years following the incident.
· All-hazards response is a local responsibility first. This includes the capacity to respond to the psychological effects of an incident. Therefore, actions associated with an incident also must be organized and implemented at the local level first. Local planners understand the cultural, social, and psychological needs of people in their area. The CMHC-EOP builds on the strengths of Kansas’ communities.

· The public behavioral health incident response in Kansas is organized and coordinated by and through the designated CMHCs.

· The State recognizes that resources available to CMHCs are limited or may be overwhelmed if the effects of the incident are severe or widespread.
· The eventual goal is to established regional centers and teams to coordinate and facilitate mutual aid and pooling of resources and to provide a single point of contact if additional resources are needed.

· In an incident, most persons affected are normal persons who function well with the responsibilities and stresses of everyday life.  However, an incident may add stress to the lives of these individuals.  The signs of stress may be physiological, cognitive/intellectual, emotional or behavioral.  These stress reactions are normal reactions to an abnormal incident.  Sometimes these stress reactions appear immediately following an incident.  In some cases, they are delayed for a few hours, a few days, weeks or even months.

· People who have pre-existing stress before the incident and/or who may have particular needs that merit special attention from the disaster worker include: children, disabled, elderly, economically disadvantaged, multicultural and racial groups, people requiring emergency medical care, people who have experienced previous traumatic incidents, people diagnosed as mentally ill or emotionally disturbed, people who lack support networks, human service and relief workers.

· Individuals affected by an incident will be found among all populations in an affected area.  Behavioral health workers should provide appropriate interventions for all types of individuals affected by an incident, including: counseling, public education, linkage, and referral/advocacy services.

· Because many people do not see themselves as needing mental health services following an incident and will not seek out such services, a traditional, office based approach to providing services has proved ineffective.  Behavioral health responders must actively seek out those impacted by the incident in community settings, including schools, shelters, hospitals, community centers, public meeting places and homes.

· Interventions during disaster response and recovery should be based on accepted professional standards and practices to the extent possible. Interventions directed at treatment of trauma or incident-related problems should be evidence-informed when possible.
Situation
Describe the catchment area under the jurisdiction of the CMHC, including the number of centers managed within that area, and demographics, and partnerships in place with specific county emergency management agencies.
Authority
The Executive Director of [name of CMHC] has overall authority for the Plan and will coordinate with various other key personnel to oversee implementation, maintenance, evaluation and revisions of the plan.  Other key staff may include, but are not limited to: the Chief Operating Officer, Director of Emergency Services, Human Resources Director, IT Director, Director of Quality Improvement, Director of Community Support Services, Chief Medical Officer and program managers of community residences. The Executive Director will designate a CMHC Disaster/Emergency Coordinator who will be responsible for ensuring that the plan is reviewed on an annual basis and is updated as necessary. All decisions and actions taken under implementation of this plan should have the approval of the CEO. 
Scope
The CMHC-EOP has been developed to organize the [name of CMHC] to deal with a range of situations from small-scale, local incidents to large-scale disasters requiring statewide coordination. This plan addresses the following priorities:

· Provision of services to meet the acute mental health needs arising from the disaster or emergency incident.
· Management of the necessary collaboration and coordination with other agencies/resources before, during and after the incident.

· Provision of training and support for [name of CMHC] staff and community disaster responders.

· Defining the responsibilities of [name of CMHC] management, clinical and support staff, as well as adjunct providers in response to a declared disaster or mutual aid situation.

Definitions
· Community Response Team (CRT): A team comprised of behavioral health professionals and paraprofessionals designated by each individual CMHC who reside in or near the affected communities that are available for rapid deployment and immediate response to disasters and emergencies.  All team members are expected to complete Disaster/Emergency-related Mental Health training prior to deployment.  The size and composition of these teams will depend on the catchment area served and available CMHC resources.
· Continuity of Operations (COOP) Incident: Any incident such as a fire, explosion, hazardous chemical spill, bomb, aggression/hostage situation, structural damage, or facility support failure (e.g. heat power, water) occurring within, or to, the CMHC’s facilities impacting its ability to deliver its normal or expanded emergency services.  Planning for and responding to COOP incidents are covered under the CMHC COOP plan which covers planning to safety and security of consumers, residents, staff and visitors.  These situations may involve multiple injury or trauma and thus require activation of plans to coordinate community resources and services.
· Crisis Counseling: A short-term intervention with individuals and groups experiencing psychological reactions to a major disaster and its aftermath.  Crisis counseling assists people in understanding their current situation and reactions, reviewing their options, addressing their emotional support and linking with other individuals/agencies that may assist the disaster survivor.  It is assumed that, unless there are contrary indications, the disaster survivor is capable of resuming a productive and fulfilling life following the disaster experience if given support, assistance, and information in a manner appropriate to the person’s experience, education, developmental stage and ethnicity.  Crisis counseling does not include treatment or medication for people with severe and persistent mental illnesses, substance abuse problems or developmental disabilities.  Under a Presidential Disaster declaration (see above), a federal Crisis Counseling Program may be established and coordinated under the direction of the KDADS Disaster Coordinator.
· Critical Incident Stress Debriefing (CISD): This technique is provided to first responders or relief workers within 48 hours of the disaster incident.  CISD has three goals: 1) to reduce or prevent incident Post Traumatic Stress Disorder (PTSD) by helping those affected by the  tell their story, unload their emotions and access their coping skills; 2) to offer support with the healing process; 3) to reduce costs to the employer for lost productivity and health and human costs due to untreated trauma.  As the length of time between exposure to the incident and CISD increases, the least effective CISD becomes. Therefore, a close temporal (time) relationship between the critical incident and defusing and initial debriefing is imperative for these techniques to be most beneficial and effective. Only professionals trained in CISD should perform this process. This specialized technique is not crisis counseling.

· Critical Incident Stress Management (CISM): a well researched technique of defusing and debriefing that aims to minimize the harmful effects of critical incidents to prevent future incidents and to provide education and consultation.
· Disaster:  This term generally indicates a natural occurrence such as: hurricane, tornado, severe storm, flood, tidal wave, earthquake, drought, blizzard, pandemic, famine, etc., or a human caused occurrence such as: fire, explosion, hazardous material spill/release, an act of terrorism or any other situation that causes human suffering or creates human needs that the victims cannot alleviate without assistance 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.  From this definition, it is clear that the concept of “disaster” is relative.  “Disasters”, therefore are generally defined by the level of disaster declarations relative to the particular situation:
· Local disasters: A local disaster is any incident, real and/or perceived, which threatens the well being of citizens in one municipality.  A local disaster requires a coordinated response of multiple local agencies, it is manageable by local officials without a need for significant outside resources.  In Kansas, the authority to declare local disasters resides with the chair of the board of county commissioners.  Kansas Statutes Annotated (K.S.A.) 48-932 defines this authority.  A local declaration is required prior to seeking the next levels of declarations.
· State disasters: A state declared disaster is any incident, real and/or perceived, which threatens the well-being of citizens in multiple cities, counties, regions, and/or overwhelms a local jurisdiction’s ability to respond, or affects a state-owned property or interest.  State declarations are under the authority of the Governor and that authority is outlined in K.S.A. 48-924
· Federally Declared Disasters: A federally declared disaster is any incident, real and/or perceived, which threatens the well-being of citizens, overwhelms the local and state ability to respond and/or recover, or the incident affects federally owned property or interests.  The most common federal declaration is one issued by the President and implemented by FEMA, there are other declarations dealing with incidents, which are authorized by members of the Cabinet (e.g. USDA) or independent agencies (e.g. SBA). 
· Disaster Coordination Center (DCC): The coordination area for incident mental health response activities.  The Center may be established as needed and determined by the Executive Director.  The location of this Center may be at one of the agency’s sites, a public safety facility or at a local hospital.  The DCC is the focal point of contact with all agencies involved in coordination and assessment of local mental health needs.

· Emergency: This term can be used to describe any incident that requires a response ranging from a simple house fire to a full-blown disaster event.  In common usage, however, an “emergency” refers to an incident that requires a more coordinated response but can be handled by local agencies with, at most, limited mutual aid from nearby areas.
· Emergency Operations Center (EOC): This is the nerve center for response operations. 

· In Kansas the State EOC (SEOC) is managed by the Kansas Division of Emergency Management (KDEM) and is located in the State Defense Building at 2800 SW Topeka Blvd. in Topeka. This center is responsible for coordination and guidance to all state and local entities involved in incident response.
· The Kansas Department of Health and Environment coordinates ESF #8 activities from its own Departmental Operations Center (DOC). 
· County Emergency Operations Centers (CEOC) are also established under the authority of the Chair of the Board of County Commissioners and managed by the County Emergency Management agency.  This center is responsible for coordination and guidance to all local and mutual aid agencies and resources involved in incident response.  CEOC will establish and maintain close coordination with the SEOC and serve as the central coordinating point for accessing state, federal or other outside resources. 

· Emergency Support Functions (ESF): A grouping of government and certain private-sector capabilities into an organizational structure to provide the support, resources, program implementation, and services that are most likely to be needed to save lives, protect property and the environment, restore essential services and critical infrastructure, and help victims and communities return to normal, when feasible, following domestic incidents.  There are currently 15 distinct ESF defined by the Federal government.  The ESF Concept is also adopted by state and local emergency operations plans and forms the organizational structures of their respective EOCs.  The ESF most associated with mental health functions is ESF#8, Health and Medical, and, to a lesser degree, ESF# 6, Mass Care, Emergency Assistance, Housing, and Human Services.  In Kansas, ESF# 8 is the primary responsibility of the Kansas Department of Health and Environment (KDHE), with the state mental health authority, KDADS, being a supporting agency responsible for mental health/substance abuse.  KDHE has organized ESF# 8 coordinating groups at the regional and county level.  CMHCs should be aware of and participate in these groups.
· Incident: This is the “catch-all” term used in this plan to refer to any level of emergency/disaster that occurs.  It is the term used in the Incident Command System (ICS), and the National Incident Management System (NIMS).
· Incident Command System (ICS): ICS is a subset of NIMS which provides for a standardized on-scene emergency management construct specifically designed to provide for the adoption of an integrated organizational structure that reflects the complexity and demands of single or multiple incidents.  This is the system is mandated for use to control on-scene activities throughout the U.S.
· Mental Health First Aid (MHFA): Mental Health First Aid is a groundbreaking public education program that helps the public identify, understand, and respond to signs of mental illnesses and substance use disorders. Mental Health First Aid USA is managed, operated, and disseminated by three national authorities — the National Council for Community Behavioral Healthcare, the Maryland Department of Health and Mental Hygiene, and the Missouri Department of Mental Health.
·  Mutual Aid or Assistance Agreement: Pre-arranged written agreements regarding the type and amount of assistance one jurisdiction/agency will provide to another in an incident. The key element of mutual aid/assistance agreements is that they are reciprocal agreements and outline the protocols and procedures regarding supervision, compensation and utilization of resources.
· National Incident Management System (NIMS): The National Incident Management System (NIMS) identifies concepts and principles that answer how to manage emergencies from preparedness to recovery regardless of their cause, size, location or complexity. NIMS provides a consistent, nationwide approach and vocabulary for multiple agencies or jurisdictions to work together to build, sustain and deliver the core capabilities needed to achieve a secure and resilient nation.
· Outreach: A method for delivering crisis-counseling services to disaster survivors and victims.  It consists primarily of face-to-face contact with survivors in their normal environments in order to provide disaster-related crisis counseling services.  Outreach is the means by which crisis counseling services are made available to people.
· Post-Traumatic Stress Disorder (PTSD): A disorder caused by experiencing traumatic incidents that result in prolonged anxiety and emotional distress.

· Psychological First Aid (PFA): Psychological First Aid is an evidence-informed modular approach to help children, adolescents, adults, and families in the immediate aftermath of disaster and terrorism. Psychological First Aid is designed to reduce the initial distress caused by traumatic incidents and to foster short- and long-term adaptive functioning and coping. Principles and techniques of Psychological First Aid meet four basic standards. They are: (1) consistent with research evidence on risk and resilience following trauma; (2) applicable and practical in field settings; (3) appropriate for developmental levels across the lifespan; and (4) culturally informed and delivered in a flexible manner. Psychological First Aid does not assume that all survivors will develop severe mental health problems or long-term difficulties in recovery. Instead, it is based on an understanding that disaster survivors and others affected by such incidents will experience a broad range of early reactions (for example, physical, psychological, behavioral, spiritual). Some of these reactions will cause enough distress to interfere with adaptive coping, and support from compassionate and caring all-hazards responders may help recovery.
· Regional Response Teams: KDADS anticipates the designation of certain CMHCs as Regional Support Centers (currently referred to as “hubs”.  The concept of operations for this plan allows for the development of Regional Incident Response Teams (RIRT).  These teams could be staffed with professionals and paraprofessionals designated from the CMHCs in the region who would train and prepare to deploy to locations both inside and outside their respective regions in response to major incidents.  If and when such regional structures are established, portions of this EOP should be revised accordingly.  Until such time, regional/state response teams already established will continue to operate under existing procedures and protocols.
· Special Needs Population: In a disaster, this population may include people who have a variety of visual, hearing, mobility, cognitive, emotional, and mental limitations.  As well as, older people, people who use life support systems, people who use service animals, and people who are medically or chemically dependent.  Special attention should also be paid to people who are language and/or communications limited, limited English proficient, and populations that are culturally or geographically isolated.
Concept of Operations 
The concept of operations under which this plan shall be implemented is based on three critical criteria:  (1) Whether the situation is before, during or after an incident, (2) Whether the incident is local to the CMHS or not, and, (3) The level and scope of the incident.  The interplay of these three criteria will determine the actions to be taken by the CMHC, its staff and designated incident response personnel.  The following “decision tree” provides the overall concept of this interplay and is to be used to develop appropriate procedures and protocols.
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The flow of decisions as illustrated above give rise to six distinct sets of actions or activities, which are referred to in this plan as “action plans”.  These six action plans are described in detail in the action plan annexes.
Plan Development and Maintenance

Describe the process to be used within the CMHC to develop, revise and maintain this EOP.  Provisions to be contained in this section should include (but not limited to) who is responsible for plan development and revision, how the plan will be tested (exercised), who has final authority on plan content, the planning process and the level of involvement of key players in the organization, etc.   

In developing and coordinating this plan, CMHCs should have available and follow the SAMSHA-recommended planning process contained in the Technical Assistance Publication Series # 34, “Disaster Planning Handbook for Behavioral Health Treatment Programs” (HHS Publication No. (SMA) 13-4779 Substance Abuse and Mental Health Services Administration Printed 2013).  This Federal guidance document has been provided to all participating CMHCs and copies can be ordered or downloaded from SAMHSA’s Publications Ordering Web page at http://store.samhsa.gov. Or, please call SAMHSA at 1-877-SAMHSA-7 (1-877-726-4727) (English and Español).

Annex A: Preparedness Actions:
The following is a checklist of actions that should be considered for inclusion in this section of the CMHC-EOP.  Please be specific as to what agency/section/or staff position is responsible for initiating/coordinating each action.  Individual names should not be used when defining responsibilities.
Planning
· Develop a CMHC EOP that specifies responsibilities and functions of behavioral health personnel during an incident. The EOP should consider.
· The potential for deployment of CMHC staff within the catchment area to deal with an incident, and outline specific plans for their deployment.
· Multicultural, multi-language capability that exists within the community, and how this capability will affect the outreach and response activities of the CMHC.
· Census information in the plan to insure there is up-to-date information available about the people affected by the incident.
· Existence and needs of special population workers (children, older adults, etc.) that allows the CMHC to anticipate special issues which may arise during an incident.
· Develop and maintain a Continuity of Operations Plan (COOP) that addresses a wide range of potential impacts, which could affect the resources (staff, facilities, services, etc.) necessary for the CMHC to accomplish its defined “essential functions”.   (See revised COOP Template).  The COOP can be a separate document, referred to in the EOP, or can be incorporated as Annex B of the EOP.
Integration with Community Partners
· Describe and establish a continuous process of collaboration, coordination and integration with other agencies involved in an incident, to include:
· Establish relationships with key local disaster agencies:  local emergency management, health department, hospitals, mental health providers, American Red Cross, etc.
· Provide the team with identification cards recognized by KDEM and local law enforcement officials.
· Participate in local planning efforts (e.g. LEPC, ESF# 8 planning groups, sharing plans with key partners, etc.).
· Support and participate in local drills and exercises at least annually.
Training
· Ensure that all CRT members have participated in appropriate training as established by KDADS.
· Orient CRT members in disaster mental health outreach techniques and disaster resources.
· Ensure CRT members become familiar with and complete FEMA ICS and NIMS training to ensure compliance with disaster response protocols.
· Train the team on personal and family disaster preparedness; encourage all behavioral health staff to have family, school, and workplace disaster preparedness plans.
Other Preparedness Actions
· Have behavioral health supplies and materials pre-assembled in “kits” or “containers” for transport to shelter. These kits will be distributed to the team in advance or kept in an accessible location and will include the following:
· Behavioral health brochures and fliers on common disaster reactions, ways to cope, and where to call for help (may leave blank space for disaster hotline numbers); in multiple languages, as needed.

· A current list of designated disaster contacts.

· A master copy of forms.

· A copy of the CMHC-EOP.

· Local resource directories.

· Pens, paper, necessary forms, clipboards and other supplies.
· Prepare sample public service announcements (PSAs), news articles, and sample interviews for radio and television; distribute as appropriate.
· Establish procedures for coordination of public information releases during incidents with the public information functions of other key partners.
Annex B: Continuity Of Operations Plan (COOP)
As a part of the overall planning effort, CMHCs are required to develop detailed COOPs.  The template for a COOP is a separate document developed by EMFusion under contract to KDADS. CMHS have the following options regarding COOP:

1. Maintaining the COOP as a separate, stand-alone document.  Under this option, The COOP document should be referenced here with directions regarding how to access and implement the COOP.

2. Incorporating the COOP as part of this plan and inserting the entire COOP as this Annex.

Annex C:  Needs Assessment Action Plan:
The CMHC should establish protocols and assign responsibilities for accomplishment of initial and ongoing needs assessment in order to provide guidance and advice regarding the level of activity and the amount of resources necessary to deal with the impact and scope of the incident.  These protocols should include, but not be limited to, strategies to collect the data/information necessary to adequately address the following need assessment checklist:
	Needs Assessment Checklist

	· 
	What is the nature of the event? Type of event may be tornado, flooding, etc. 

__________________________________________________________________________

Is criminal behavior suspected?_________________________________________________      

	· 
	Location: ___________________________________________________________________

	· 
	Date and time of occurrence:

	· 
	Number of people affected by the event: 

____ Victims 

____ Family Members 

____ Responders 

____ Witnesses

	· 
	Incident Commanders:

	· 
	Command Post Location: ___________________________ As of: ____________ (date)

	· 
	Local EOC Location and Phone #:

	· 
	Entities on scene: 
· Police

· Fire

· CISD Team

· CMHC

· EMS

· Red Cross
· Salvation Army

· American Red Cross

· Others :_____________________

	· 
	Known special needs/vulnerable populations in the disaster area? List issues and/or concerns:
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Are there existing behavioral health (BH) programs that may have to be relocated? (I.e. residential programs, methadone services).
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Does the affected community have a recent history of traumatic events?  If yes, what are the specifics?

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Location of shelters open shelters
1. _________________________________________________________________
2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Location of family assistance centers opened 

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________



	· 
	What other locations are survivors being assisted?  Locations: 
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	What local BH resources have been requested? 
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________     

	· 
	Which BH resources are on the scene and available now?
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________      

	· 
	Have any BH interventions been provided to-date?     If yes, by whom and when?

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Are the BH needs anticipated to be beyond the capacity of local resources?  If yes, what services or resources are anticipated? 
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________


Annex D: Notification And Requesting/Coordinating Assistance Action Plan
The size and scope of response and the need to request assistance will be dependent on the nature, size, and scope of the disaster and characteristics that affect mental health reactions to the event, such as extent of loss of life and property, manmade and terrorist events, continuing threat, impact on children, and other factors.

Notification
The CMHC may receive notification of an actual/potential disaster or all-hazards event from a variety of sources, including but not limited to; telephone notification through switchboard or after hours crisis line, KDADS (the Kansas Mental Health Authority), local emergency management agencies, or local public safety agencies (i.e. fire, law enforcement, or emergency medical services).
The essential information to be obtained from the notification source includes: 
· The type and cause of the disaster or all-hazards event incident.

· The approximate time and place the disaster or all-hazards event occurred or is expected to occur.

· The number and condition of person(s) involved in the current response plan (if any).

· The source for obtaining continuing information and via telephone.

· The name/title of caller.

· A call back number to verify information.
This information must be given immediately to the Executive Director or other senior management personnel during business hours, and the Disaster/Emergency Coordinator or designee after hours/weekends.

Receipt of the Initial Information
· Assessment: The Executive Director will assess the situation and make a preliminary determination as to the nature and scope of the response.  Depending on the scope, the Executive Director will contact other key personnel such as program directors, medical staff and residential staff to assist in coordinating a response.

· EOC Activation: An EOC may be established as needed and determined by the County Emergency Management Coordinator.  This Center will be the coordination area for disaster response activities.

· The Emergency Operations Center may be staffed 24 hours a day or staffed appropriately as determined by the County Emergency Manager for as long as necessary and serve as the focal point of contact between state level coordination and local needs, including gathering information about resource needs. 
· The CMHC should ensure procedures are established to provide communications with or representation in the EOC.

· Additionally, the CMHC should develop procedures for establishment of their own Incident Coordination Center to facilitate gathering and sharing key information.
Employee Notification
· In the event of a disaster or all-hazards event, employees may need to be warned to stay away from an area/facility or notified to return to work to provide coverage for essential services or disaster response.  
· The Executive Director will utilize the facility emergency notification call list to contact program directors at home.  
· The program directors will notify their respective employees of the disaster declaration and staffing needs.  

· Announcements may be made on local radio stations when the Center’s programs or services need to close and the answering service will be notified.  

· Internal announcements/notification of disasters will be done by means of e-mail, telephone systems and couriers/messengers, under the direction of the Executive Director.  
· In the event that telephone systems are not operational, cell phones will be utilized.  
· In the event that cellular towers are down, the Center will coordinate notification in person for those staff that needs to respond with the assistance of the County Emergency Management Coordinator.  

· When notified, employees will be informed of the site to report to for orientation and deployment.

· If employees are aware that a major disaster or all-hazards event has occurred and telephones are not operational, they should consider meeting at the CMHC primary headquarters for instruction.

· This should only be done if it can be determined that the CMHC location is safe and travel can occur without obstructing the activities of fire, police or emergency medical personnel.
Annex E:  Action Plan for Implementing Local Response
When an actual incident occurs within the catchment area of the CMHC, and a needs assessment indicates that counseling, outreach, or other mental health response is necessary, the CMHC must be prepared to react to the situation by providing assistance to the community in a variety of ways.  The nature, methodologies, and organizations related to this response will vary according to the capabilities of the CMHC, the geographical nature of the incident and the community expectations unique to each CMHC.  Generally speaking, however, the following guidance should be considered:
General Response

· Assess the situation and begin assembling information about the disaster.
· Get damage assessment information from the County Emergency Management Agency as soon as it is available. 

· Assist local government in the assessment of behavioral health needs in the event of a large-scale emergency or disaster.
· Note any high-risk groups or special populations affected by the disaster and begin to estimate the size and extent of the behavioral health response needed.
· Employ assessment & tracking protocols.

· Coordinate resources relevant to the behavioral health disaster response, building on local organization and requests. Coordination may include liaison work with groups such as: 

· American Red Cross 

· County Emergency Management Agency 

· Public Health Departments 

· Hospitals and Medical Facilities 

· Educational institutions 

· VOAD (Voluntary Organizations Active in Disaster) 

· Private behavioral health and substance abuse providers 

· Public behavioral health and substance abuse providers 

· First responder groups 

· Utility companies deployed in cleanup efforts 

· Federal resources that may be responding

Community Outreach
· Assess the situation and begin assembling information about the disaster.

· Get damage assessment information from the County Emergency Management Agency as soon as it is available. 

· Assist local government in the assessment of behavioral health needs in the event of a large-scale emergency or disaster.

· Note any high-risk groups or special populations affected by the disaster and begin to estimate the size and extent of the behavioral health response needed.

· All personnel must wear official identification. 

· Establish chain of command and supervision from Emergency Operations Center to field staff.

· Establish a mechanism for communicating with staff in the field; provide staff with necessary communications equipment. 

· Brief staff regarding conditions in the field before deploying them to their assigned sites. 

· Ensure team coordination with other community resources, e.g., American Red Cross Disaster Services. 

· Provide staff with necessary supplies, including brochures on disaster worker stress management and self-care. 

· Determine safe routes to sites where workers will be assigned; provide escort of transportation for staff if necessary. 

· Arrange for food and shelter for staff in field, if necessary. 

· Deploy staff in teams of two or more. 

· Identify sites or shelters where groups of survivors are likely to gather (shelters, food kitchens, community centers, hospitals, schools, the morgue, standing in lines, at roadblocks, in neighborhoods, etc.).
· Contact survivors via letters, phone calls, or door-to-door visits; provide informal assessment, education, support and resources 

· Establish and maintain contact with agencies, caregivers, key community members, and businesses used by survivors. 

· Provide public education to community-at-large regarding common reactions, coping strategies, and where to call for help.
· Use print and electronic media for articles, interviews, public service announcements, paid advertisements, call-in, TV shows.
· Provide public speakers to civic groups, service clubs, PTAs, churches, etc.
· Attend community gatherings and meetings, fairs, and other events; circulate and talk with survivors for informal assessment, education, support, and providing resources.
· Hang posters on bulletin boards, buses, bus stops, in clinics, waiting rooms, and other public places.

· Distribute brochures and fliers door-to-door, in shopping bags, on literature racks, in department, etc.
· Train and educate community professionals, caregivers, and informal support systems of survivors regarding behavioral health aspects of recovery and how to help survivors.
· Consult with community professionals and caregivers to facilitate their work with survivors.
· Help community organization efforts among survivors or among informal resource groups.
· In the field, observe staff for signs of stress; encourage good stress management practices.
· Assign staff to work in teams on long-term recovery projects.
· Provide regular, periodic debriefing or support groups.
On-Site Crisis Counseling Services
· Wear official identification.
· Review and clarify behavioral health roles and responsibilities with on-site managers.

· Obtain briefing on conditions, tour the response site, and become familiar with operation.
· Assess population of survivors for special needs, e.g., children, older adults, mentally ill, specific ethnic groups, drug/alcohol dependents, and individuals experiencing severe loss or trauma, as well as language interpreter services.
· Develop behavioral health staffing schedule according to needs.
· Set up quiet area for behavioral health consultations, and drug/alcohol detoxification room if needed.
· Consult with on-site manager as needed regarding location environment, needs of individual survivors, and stress management for staff.
· Assist in establishing sources of information for shelter: Disaster Welfare Inquiry, newspapers, bulletin boards, briefings by emergency officials, brochures about resources, etc.
· Assist in establishing activities to promote stress reduction for staff and disaster survivors, e.g., childcare, recreation, exercise, support and debriefing groups.
· Circulate through the site and provide brief assessment, intervention, comfort, assistance, and follow-up for individual survivors and staff as needed.
· Distribute brochures on behavioral health reactions of adults and children to disaster, self-help stress management suggestions, and where to call for additional help.
· Provide staff support groups, stress reduction activities, brief supportive counseling services, and debriefings for staff and crisis workers.
· Provide in-service training or consultation to staff about behavioral health issues pertinent to the population.
· Keep accurate records of numbers of people seen, problems they were experiencing, and types of interventions given.
· Maintain records of staff hours, supplies, and costs associated with their assignment. 

· Arrange debriefing by outside resource for behavioral health personnel at the end of shelter operations.
· In the field, observe staff for signs of stress; encourage good stress management practices.
· Assign staff to work in teams on long-term recovery projects.
· Provide regular, periodic debriefing or support groups.
Long Term Response Activities
· Coordinate activities/liaison with other responding agencies.
· Seek membership on long-term needs groups that form in affected communities.
· Gather and disseminate information that can help direct providers in their work with affected individuals and communities.
· Coordinate local outreach and clinical services.

· Assist local behavioral health providers in identifying additional resources that may be needed to meet their current clients’ needs.
· Provide information to providers about phases of recovery, normal reactions to stress and disaster, and planning for commemorative events.
· If awarded, work with State coordinators to establish a FEMA Crisis Counseling Program. The following is an abbreviated list of some of the most pressing issues to be addressed in setting up this program:
· Staffing
· State service contracts
· Program implementation
· Service facilities
· Equipment & supplies procurement
· Service announcements (coordinate with State Public Information Officer)
· Obtaining specialized training for staff and in-services staff
· Documentation of process and service provision
· Program evaluation
· After action reports
Recovery Services
· Community Outreach and Public Education – The Crisis Response Team may provide outreach and public education to affected groups in the community.  These activities will be targeted to broad segments of the community and will focus on enhancing naturally occurring supports in order to minimize the impact of the disaster or all-hazards event.

· Brief Supportive Counseling - Brief supportive counseling will be provided to survivors and their families, as well as other community members affected by the crisis.

· Case Management and Advocacy – The Crisis Response team will link survivors and their family members to appropriate behavioral health services.  Special emphasis will be placed on assisting those individuals and families when it is apparent that short term counseling is not sufficient to address significant issues related to trauma and bereavement.

· Information Dissemination – the CMHC and KDADS (the Public Information Officer) will work in collaboration to provide general information to the public for the dissemination of crisis and disaster information to schools, churches, disaster relief centers, community groups, hospitals, government offices, etc.

· Screening and Assessment – Community based services for screening, assessment and referral in the initial phase of the disaster will be expanded to include ongoing assessment, service planning/coordination and outcome evaluation.

· Critical Incident Stress Debriefing – will also be provided by qualified members of the Crisis Response Team in order to reduce and/or prevent Post Traumatic Stress Disorder (PTSD) by helping victims and disaster response participants tell their stories, unload their emotions and access their coping skills.

· Support Groups – The CMHC and KDADS (the Mental Health Disaster Coordinator) will sponsor the development of a network of support groups that address the needs of several of various populations.

After Action Report (AAR)
· After an incident or disaster event a meeting should be convened as soon as possible to review the Center’s performance.

· The meeting may also include Center administrators, KDADS, members of the disaster response team, other staff who played a role in the response, victims, and members of other disaster response and recovery organizations.

· The meeting should result in an assessment of how well the all-hazards response plan, policies and procedures assisted or impeded the response and delivery of services.

· Once problems have been identified, recommendations to improve the preparedness, response and recovery activities should be recorded and forwarded to the Executive Team for review.

· The All-Hazards Response Plan should be revised based on these recommendations and lessons learned.

Post Disaster Follow-up

Provide recognition to mental health staff for contribution to the disaster effort, including those who stayed at the clinic or office to "mind the store." 
Annex F: Action Plan For Deploying To Non-Local Incident
In Annex E, the planning for specific actions and programs involved in a local incident was discussed in some detail.  There is also a probability that at least some, volunteer, personnel from a CMHC will be asked to deploy to the catchment of another CMHC elsewhere in the state.  Since the actions and programs described for a local event are basically universal, deployed personnel will most likely find themselves involved in activities very similar to those they would be performing in their home area. This annex, therefore, is designed to provide guidance and advice to both the CMHC and deployed personnel regarding those actions and considerations involved in the details of the deployment process itself.  This annex is organized to address three major topics: 1) General Deployment Issues, 2) Deployment under Mutual Aid, and 3) Deployment under Regional or Statewide Direction.
General Deployment Issues
The CMHC Executive Director should establish written policies in this plan regarding volunteers who deploy outside of their catchment area.  These policies should address, at a minimum, the duty status of the employee (on-duty, on paid leave, on unpaid leave, etc.), responsibilities for supervision, workman’s compensation, liability insurance, and other basic issues related to an employee operating outside of their normal location/organization.  While these policies may be affected by mutual aid agreements (see below) or by regional or state policies, it is advisable that the Executive Director establishes general policies in this regard.
Disaster Pre-Deployment Checklist
The following checklist is provided here to assist both the deploying volunteers as well as their parent CMHC in developing both organizational as well as personal plans for deployment. Those who have chosen careers in the helping professions often do so because of an innate desire to assist others in times of need. Recent major disasters have a tendency to stimulate such persons to self-deploy in support of disaster operations.  Such self-deployment is highly problematic both for the individual deploying as well as the community affected by the disaster.  Therefore, the only deployment approved or advised under this plan must be organized and integrated into the overall disaster response effort.  Before a volunteer deploys, a review of a simple “pre-deployment” checklist may be of use. While not all items may be relevant to every situation, it remains a useful exercise for both the CMHC-EOP developers as well as the individual to be deployed to consider many of the things often taken for granted during such an assignment:
	Pre-Deployment Checklist

	Review recent news accounts of the status of the affected area. Watching current TV coverage of the disaster scenes and discussions with those familiar with the situation is desirable in order to set appropriate expectations for what might be encountered at the disaster site.

	· 
	Under whose authority will the volunteer be deployed?

______________________________________________________________________________

	· 
	How long is the deployment expected to last?

______________________________________________________________________________

	· 
	Where, when, and to whom should personnel report?

______________________________________________________________________________

	· 
	What are the transportation arrangements (to and from)?

______________________________________________________________________________

	· 
	What will be the reporting structure in the field?

______________________________________________________________________________

	· 
	What will be appropriate clothing?

______________________________________________________________________________

	· 
	Where will personnel be housed and under what conditions?

______________________________________________________________________________

	· 
	How will they communicate with their family or significant others?

______________________________________________________________________________

	· 
	What are other potential risks to their well-being?
a. Disease.
b. Further disaster risk.
c. Violence/ assaults/ robbery.
d. Stress/vicarious trauma exposure (that which is experienced second hand as a result of talking directly to victims or witnessing the site and rescue and recovery efforts).

e. Other: ________________________________________________________________

	· 
	What specific functions will they be performing? 

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	Have they had the appropriate training or will there be someone there who can provide that training? 

______________________________________________________________________________
______________________________________________________________________________

	· 
	Make a list of every specific piece of equipment and type of supply they need and ascertain whether or not it will be there. Assume that someone who does not know the operational requirements of your staff may have set up these facilities.

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	For Medical and Nursing personnel:
a. What will the demand be? ________________________________________________
b. What field and referral resources are available? _______________________________
________________________________________________________________________

	· 
	For Mental Health personnel:
a. What will the demand be?
1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

b. What field and referral resources are available for those who are suicidal, homicidal, psychotic, or cognitively impaired?

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

5. _________________________________________________________________

	· 
	How will personnel be covered for malpractice? 
______________________________________________________________________________

______________________________________________________________________________

	· 
	Who will be responsible for their treatment if they are injured while deployed? Will they be eligible for disability/workers’ compensation if injured while deployed?

______________________________________________________________________________
______________________________________________________________________________


Deployment of Personnel Under Mutual Aid
The vast majority of disaster/emergency incidents which occur in the state are those which are either undeclared or declared locally.  Under these circumstances, the most common, and certainly the most effective means of obtaining outside assistance is that of a process called “Mutual Aid”.  Mutual aid is a legal structure through which governmental jurisdictions and private and volunteer agencies define and describe the policies and conditions under which assistance, either in the form of personnel or equipment, are provided between and among the participants in a mutual aid agreement.  In Kansas, the general statute authorizing the use of mutual aid for municipalities is K.S.A. 12-16, 117.  While not specifically applicable to private agencies such as most CMHCs, this statute provides the CMHC-EOP planners with a good general overview of the issues that need to be addressed in a mutual aid arrangement. 
Mutual aid “agreements” can be either formal or informal; however, CMHCs should give serious consideration to establishing formal, written agreements with those other CMHCs they are likely to either assist or be assisted by.  Mutual aid between CMHCs could be activated in a number of ways, the most common being:
· The agreement could provide that the dispatch centers serving the respective catchment area of the requesting CMHC would make contact with the providing CMHC.
· The agreement could provide that the request for mental health assistance be handled through the respective county emergency management agencies.
· It could provide for direct contact between authorized CMHC personnel.

· It could provide for coordination of requests for and provisioning of assistance by use of a third party agency/organization.
While these examples are the most common, CMHCs may wish to establish other mechanisms to initiate the mutual aid process.  Self-dispatch is unacceptable. Unsolicited aid effectively violates the terms and conditions of a mutual aid agreement.
A mutual aid agreement whether formal or informal must be supplemented by some sort of operational planning.

This section of the CMHC-EOP could be used to outline this planning, or the CMHC could choose to establish a separate operational plan governing the deployment of resources under mutual aid.  The following guidance is provided to assist CMHC planners as they address considerations involved in a mutual aid operational plan:
Requests for Assistance
The mutual aid operational plan should provide details on how requests for assistance are made. Most plans will specify that the following information be included: 
· The type of incident.
· The time that the incident occurred or is expected to occur.
· The actions already taken.
· The areas and number of people involved.
· Estimates of loss of life, injuries, and extent of damage.
· The type and amount of assistance required.
· A contact for follow-up questions.
The assisting party must evaluate its ability to meet the request and respond or not respond as agreed in the Limitations section of the agreement. The plan should also address the possibility that the assisting party may need to recall or withdraw deployed resources due to unforeseen emergencies that have developed in the assisting party’s jurisdiction. 

Mobilization
The mobilization of resources begins once a request for assistance has been made and deployment has been approved. Mutual aid operational plans should include provisions for managing the mobilization process. 
· The incident commander is responsible for making initial and ongoing assessments of resource requirements.

· The Incident Commander is also responsible for requesting additional resources if needed.
· As noted elsewhere, CMHC-EOP planners must be familiar with NIMS and ICS procedures and ensure that mutual aid resources are properly integrated into the system established by the requesting entity.
Resource Accountability
Once a resource has arrived at the incident and checked in, it is essential for the Incident Commander to monitor the status of resources throughout their deployment. This information needs to be shared with the officials of the requesting and assisting parties. Included in this process are:

· Check-in or incident arrival.
· Task assignment and location.
· Task modification, if necessary.
· Task progress reporting.
· Task extension, reassignment, or completion.
Demobilization
This is the process of releasing resources that have completed their mission or that are no longer needed, and seeing that they return safely. The process includes:
· Debriefing personnel.
· Completing any incident-specific checkout procedures.
· Completing and submitting required documentation.
· Arranging return travel.
· Ensuring that released resources are prepared and safe to travel.
· Tracking released assets back to their home duty station in the requesting jurisdiction in a safe and timely manner.
Documentation
Accurate recordkeeping is essential. Complete documentation is necessary for:

· Mission and task activity.
· Reimbursement.
· Accountability.
· Claims management.
Responsibility for documentation is shared at all levels from the individual resource level up to and including the authorized representatives of both the requesting and assisting parties. 
Deployment of Personnel Under Regional or State Direction 

This section is currently undrafted pending guidance from KDADS regarding state and regional concepts of operation for organization for deployment of mental health personnel.  
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