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Foreword

This Technical Assistance Publication (TAP), Disaster Planning Handbook for Behavioral
Health Treatment Programs, provides guidance, and the underlying rationale, for management
and staff as they work together to create a comprehensive, scalable, and flexible disaster plan.
This resource can be used by management and the program’s disaster planning team as they
develop or update program processes, procedures, and written reference tools that support a
rapid and effective response when a disaster occurs.

The TAP is intended to support the behavioral health treatment program at any stage of the
disaster planning process. A program in the beginning stages can use the TAP as a step-by-
step guide, whereas the program with a well-developed plan can consult the TAP for ideas on
how to make improvements. In either case, disaster planning should be considered an evolving
process, and the plan itself should be viewed as a living document that must regularly be
reviewed, exercised, and updated.

Guidance in this TAP aligns with Federal guidelines and current best practices in disaster
planning, including recommendations for protecting people’s health, which includes their
behavioral health, in the case of an emergency (U.S. Department of Health and Human
Services [HHS], 2009b, 2011a); for integrating behavioral health into the Nation’s overall
disaster preparedness, response, and recovery efforts (U.S. Department of Homeland
Security [DHS], 2011a); for planning across all threats and hazards (DHS, 2011b); and for the
participation of businesses and nonprofit organizations in the Nation’s preparedness (White
House, 2011). A panel of field reviewers, including behavioral health services providers with
experience in disaster preparedness and response, contributed and reviewed the content to
ensure that this document realistically reflects how behavioral health services programs can
respond to the challenge of disaster preparedness and response.

This TAP advances the Substance Abuse and Mental Health Services Administration’s
Strategic Initiatives, which provide a framework for addressing mental and substance use
disorders, building supportive communities, and improving the health of all Americans. An
overarching aim within these initiatives, “Achieving Excellence in Operations,” is advanced
when behavioral health treatment programs adopt best practices for disaster planning. A
second aim, “Improving the Nation’s Behavioral Health Care,” is advanced when Americans
are provided with essential behavioral health services during and following disaster.

Pamela S. Hyde, J.D.
Administrator

Substance Abuse and Mental Health Services Administration
H. Westley Clark, M.D., J.D.,

Frances M. Harding Paolo del Vecchio, M.S.W.

M.P.H., CAS, FASAM Director Director
Director Center for Substance Abuse Center for Mental Health
Center for Substance Abuse Prevention Services

Treatment

Substance Abuse and
Mental Health Services
Administration

Substance Abuse and
Mental Health Services
Administration

Substance Abuse and
Mental Health Services
Administration






Introduction

This Technical Assistance Publication (TAP), Disaster Planning Handbook for Behavioral
Health Treatment Programs, provides guidance for developing or improving the behavioral
health treatment program’s disaster plan. This document provides guidance for program
staff members on reducing their facility’s exposure to threats and hazards and retaining and
restoring the program’s capacity to function when a disaster does occur. A disaster plan is an
essential reference for program staff in a disaster situation—the planning process is the path
through which preparedness becomes possible.

A disaster plan describes procedures for ensuring safety in a disaster, reducing the potential
for damage from a disaster, and maintaining or rapidly resuming essential services during
and after a disaster. The plan details procedures for the quick and efficient linking of clients
to other appropriate sources of care when the program itself cannot provide that care. It also
describes processes for the reengagement of clients once the program can again offer regular
services.

The TAP addresses planning issues for staff at programs that provide treatment for mental

or substance use disorders, or both. This guidance addresses the planning needs specific to
programs that offer prevention services, outpatient or residential treatment, medically managed
detoxification, and medication-assisted treatment. The TAP also covers planning issues specific
to at-risk populations (e.g., children, senior citizens, pregnant women, those with chronic
medical disorders, those with pharmacological dependency). This guidance is to be considered
supplemental to, and is not in conflict with, requirements by healthcare licensing or accreditation
bodies (e.g., State licensing departments, CARF International, The Joint Commission) specific
to disaster planning for programs affiliated with them. All programs are required to be in
compliance with any regulatory requirements established by applicable Federal and State
regulations or laws. It is beyond the scope of this TAP to cover specific regulatory requirements.
Providers should obtain guidance directly from applicable regulatory entities.

Audience for This TAP

This TAP is intended for use by the disaster planning team of the behavioral health treatment
program and others responsible for management and oversight of preparedness. This team may
include program administrators responsible for developing and activating the organization’s
disaster plan, as well as senior staff members and clinicians who play leadership roles in
developing and testing the plan, coordinating staff training of the plan, and activating the plan
in an actual incident. The TAP also may be useful to executive directors and other members of
management in helping them understand their specific roles in the disaster planning process and
why their involvement and support are so important. State disaster behavioral health treatment
coordinators may find the TAP helpful in supporting their efforts to promote standardized
disaster planning, response, and recovery of mental health services and substance abuse
treatment programs in coordination with State, Federal, and jurisdictional plans.
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Organization of This TAP

Chapter 1 provides the rationale for the planning process. It also describes the development
of a written disaster plan. Creation of the written document helps focus the disaster planning
process, while the plan itself becomes a reference tool for use in any emerging disaster
situation. Once completed, the plan must be regularly updated to ensure that it remains
current and relevant.

Chapters 2, 3, and 4 provide guidance for creating a disaster planning team and describe steps
to develop content for each part of the disaster plan. Chapter 5 provides guidance specifically
for management of prescription medications. Chapter 6 addresses the content that would

be included in a Pandemic Appendix to the disaster plan. Chapter 7 provides information

on completing the basic plan; testing, activating, deactivating, and updating the plan; and
coordinating with the community as it recovers from the disaster.

Worksheets (located in Appendix B) are tied to the chapter guidance. The disaster planning team
can refer to these worksheets to identify steps and document actions and arrangements. Some
worksheets are checklists to guide the planning process whereas others, when completed, can
become part of the written plan. Appendix D includes useful disaster planning Web resources.

Behavioral Health Terms

A few key terms from the behavioral health field are defined here, for clarity.
behavioral health—Behavioral health is used in this TAP to refer to a

state of mental/emotional being and/or choices and actions that affect wellness. Behavioral health problems
include substance abuse or misuse, alcohol and drug addiction, serious psychological distress, suicide, and
mental and substance use disorders. This includes a range of problems from unhealthy stress to diagnosable
and treatable diseases like serious mental illnesses and substance use disorders, which are often chronic

in nature but that people can and do recover from. The term is also used to describe the service systems
encompassing the promotion of emotional health, the prevention of mental and substance use disorders,
substance use, and related problems, treatments and services for mental and substance use disorders, and
recovery support. (Substance Abuse and Mental Health Services Administration, 2011a, p. 1, footnote i)

client and patient—Client is used inclusively to refer to any recipient of behavioral health
treatment services. Patient is used only when the reference is specifically to an individual in
a medically directed residential treatment program, undergoing medical detoxification, or
receiving medication-assisted treatment (e.g., methadone maintenance treatment).

co-occurring—The term refers to co-occurring mental disorder and substance use disorder. A
client with co-occurring disorders may have one or more of both types of disorders.

program—Program is frequently used in this TAP in place of the full phrase behavioral health
treatment program, meaning a program providing services for the treatment or prevention

of mental or substance use disorders, or both. To avoid lengthy phrasing, the word program

1s also used to represent the people who work in the program and who develop and execute
disaster planning activities (e.g., “The program has an obligation to prepare for potential
disasters because . . ..”). The TAP provides guidance as if a program creates only one disaster
plan. However, the program with multiple facilities (i.e., buildings or sites) will need to tailor
its plan for each location.

xXiv



Introduction

Disaster Terms

Below are several disaster terms related to this TAP. Unless otherwise indicated, the
definitions provided are verbatim from the cited source materials.

disaster—An occurrence of a natural catastrophe, technological accident, or human-caused
event that has resulted in severe property damage, deaths, and/or multiple injuries. (Federal
Emergency Management Agency [FEMA], 20104, p. B-3)

emergency—Any incident, whether natural or human-caused, that requires responsive
action to protect life or property. Under the Robert T. Stafford Disaster Relief and Emergency
Assistance Act, an emergency means 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 protect property and public health and safety, or to lessen or
avert the threat of a catastrophe in any part of the United States. (FEMA, ca. 2011)

Note: The words disaster and emergency are closely related and often used synonymously.
However, in the healthcare field, emergency frequently refers to medical or psychiatric
incidents involving an individual (e.g., a patient having seizures or hallucinations). To avoid
confusion, in this TAP the word disaster is used when referring to any incident that has the
potential to adversely affect a facility’s ability to operate and provide services to clients, even

if the incident is emerging or possibly small in scope. Similarly, in this TAP the term disaster
planning is often used even though FEMA and many jurisdictions use terms such as emergency
planning and emergency operations planning.

emergency management/response personnel—Includes Federal, State, territorial, tribal,
substate, regional, and local governments, nongovernmental organizations (NGOs), private
sector organizations; critical infrastructure owners and operators, and all other organizations
and individuals who assume an emergency management role. Also known as emergency or first
responder. (FEMA, ca. 2011)

hazard—Something that is potentially dangerous or harmful, often the root cause of an
unwanted outcome. (FEMA, ca. 2011)

hazard identification and risk assessment (HIRA)—A process to identify hazards and
assocliated risk to persons, property, and structures and to improve protection from natural
and human-caused hazards. HIRA serves as a foundation for planning, resource management,
capability development, public education, and training and exercises. (FEMA, 2008) Another
term for this assessment is threat and hazard identification and risk assessment (THIRA).

incident—An occurrence, natural or human-caused, that requires a response to protect life or
property. Incidents can, for example, include major disasters, emergencies, terrorist attacks,
terrorist threats, civil unrest, wildland and urban fires, floods, hazardous materials spills,
nuclear accidents, aircraft accidents, earthquakes, hurricanes, tornadoes, tropical storms,
tsunamis, war-related disasters, public health and medical emergencies, and other occurrences
requiring an emergency response. (FEMA, ca. 2011)

mitigation—Those capabilities necessary to reduce loss of life and property by lessening the
impact of disasters. Mitigation capabilities include, but are not limited to, community-wide risk
reduction projects; efforts to improve the resilience of critical infrastructure and key resource
lifelines; risk reduction for specific vulnerabilities from natural hazards or acts of terrorism;
and initiatives to reduce future risks after a disaster has occurred. (White House, 2011)

Xv
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preparedness—A continuous cycle of planning, organizing, training, equipping, exercising,
evaluating, and taking corrective action in an effort to ensure effective coordination during
incident response. Within the National Incident Management System (NIMS), preparedness
focuses on the following elements: planning, procedures and protocols, training and exercises,
personnel qualification and certification, and equipment certification. Examples: Conducting
drills, preparing homework packages to allow continuity of learning if school closures are
necessary, etc. (FEMA, ca. 2011)

prevention—Actions to avoid an incident or to intervene to stop an incident from occurring.
Prevention involves actions to protect lives and property. Examples include: Cyberbullying
prevention, pandemic influenza sanitation measures, building access control procedures,
security systems and cameras, etc. (FEMA, ca. 2011)

Note: When Institute of Medicine classifications for prevention are applied to behavioral health
(e.g., prevention of mental or substance use disorders), the term prevention can carry the
specific meaning of universal prevention (strategies targeted at the entire population); selective
prevention (strategies targeted at subsets of the total population considered to be at-risk);

and indicated prevention (strategies targeted at individuals who show signs and symptoms

of the disorder) (paraphrased from National Institute on Drug Abuse, 1997). In this TAP, the
intended meaning of prevention (disaster or behavioral health related) can be inferred from the
context.

reconstitution—The resumption of non-emergency operations at a primary facility following
emergency operations at an alternate facility. (FEMA, 2004)

recovery—Those capabilities necessary to assist communities affected by an incident to
recover effectively, including, but not limited to, rebuilding infrastructure systems; providing
adequate interim and long-term housing for survivors; restoring health, social, and community
services; promoting economic development; and restoring natural and cultural resources.
(White House, 2011)

Note: In the behavioral health treatment field, recovery means the remission of symptoms of
mental or substance use disorders, or both. In this TAP, recovery is used as both a behavioral
health term and as a disaster-related term. The meaning in each instance should be clear from
the text.

response—Those capabilities necessary to save lives, protect property and the environment,
and meet basic human needs after an incident has occurred. (White House, 2011)

xvi



Chapter 1—Rationale and Process
for Planning

-

In This Chapter

+  Essential Partners in
National Preparedness

Providers of Essential
Services

Partners in Community
Preparedness

+  Mandates for Disaster
Planning

+ All-Hazards Planning
The Planning Process
Continuity Planning

Overview of the Written
Disaster Plan

*  Drafting a Usable Plan

Worksheet (see Appendix B)

B1 Checklist for the Written
Disaster Plan

Disaster planning can save lives, minimize injury and
emotional trauma, protect property and operational
capability, and prevent or reduce interruptions in
treatment. For all of these reasons, the behavioral
health treatment program should coordinate with

its community long before disaster strikes, to

plan and prepare for a rapid, effective response to
disaster. Program staff also need to document those
preparations in a format that is readily understood
and easy to navigate so that personnel can refer to
the plan under time-sensitive conditions. This chapter
covers the reasons for disaster planning, explains

the basis for the kind of planning proposed in this
Technical Assistance Publication (TAP), and provides
an overview of the written disaster plan.

Essential Partners in National
Preparedness

Our Nation faces a wide range of threats and hazards,
including acts of terrorism, cyber attacks, pandemics,
and catastrophic natural disasters. Communities can
address the risks these threats and hazards pose by
working together using a systematic approach that builds
on proven preparedness activities. (U.S. Department of
Homeland Security [DHS], 2011b, p. 1)

National preparedness is the shared responsibility of our
whole community. Every member contributes, including
individuals, communities, the private and nonprofit sectors,
faith-based organizations, and Federal, state, and local
governments. (DHS, 2011¢, p. 1)

As suggested by these quotations from national
preparedness documents, disaster readiness

is not accomplished ad hoc or in isolation. It is

done systematically and in coordination with all
stakeholders. To the extent that behavioral health
treatment programs exist in the community and serve
the community, they are essential partners in national
preparedness.
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Providers of Essential Services

The behavioral health treatment program has
a special obligation to prepare for disasters
because it provides essential services. Disaster
services in support of behavioral health are
named in Emergency Support Function (ESF)
#8 (Public Health and Medical Services) of the
National Response Framework (DHS, 2013)
and in a Recovery Support Function (Health
and Social Services) of the National Disaster
Recovery Framework (DHS, 2011a)."

By their nature, disasters have an impact on
behavioral health:

Most people who experience a disaster, whether
as a victim or responder, will have some type

of psychological, physical, cognitive, and/or
emotional response to the event. Most reactions
are normal responses to severely abnormal
circumstances. (American Medical Association,
2005, p. 2)

Thus, there can be significant demand for
behavioral health services as a result of a
disaster and significant consequences if a
program suddenly closes or is forced to reduce
services.

Disaster planning can prepare the program
for continuing to provide behavioral health
services to its existing clientele. Otherwise:

* Clients in recovery may relapse to
substance abuse, or their psychiatric
symptoms may recur, at the very time they
must cope with the uncertainties, traumas,
and losses caused by the disaster.

+ Patients receiving medically managed
detoxification for alcohol and drug
abuse are at risk of serious medical and
psychological complications if the process
is interrupted.

+ Patients in residential treatment programs
that have closed may have no other

safe place to go to complete their initial
recovery goals.

* Patients on psychotropic medications (e.g.,
antipsychotic medications, anti-anxiety
medications) who obtain their medications
at the program, or who are assisted by staff
in taking their medications regularly, are
at risk of serious withdrawal symptoms
(e.g., seizures, delirium tremens) if the
medications are stopped abruptly. Similarly,
patients receiving methadone treatment for
opioid dependence may develop withdrawal
symptoms (e.g., tremors, hallucinations) if
their treatments are interrupted.

+ At-risk populations (e.g., children, senior
citizens, pregnant women, those with
chronic medical disorders, those with
pharmacological dependencies) may face
unique hardships and challenges if suddenly
deprived of their program’s support.

Just as important, disaster planning can
prepare the program for providing behavioral
health services to new clients:

* In the weeks and months following a
disaster, the program may experience
a surge in demand for services from
individuals for whom the disaster has
created a need for assessment or treatment
services and from clients previously
treated at other programs who have been
displaced from their local community.

* A program that has been spared by the
disaster may be called on to provide aid to
other programs (e.g., treating guest clients,
sharing medications, lending staff members)
or to other community organizations (e.g.,
sharing resources, reassigning staff).

+ Staff members may be asked, based on
their training, to provide emergency
community-based behavioral health
services (e.g., crisis counseling or
intervention, psychological first aid,
assessments and referrals).

“The Federal agencies that coordinate these Federal preparedness plans are the Office of the Assistant Secretary
for Preparedness and Response, U.S. Department of Health and Human Services (ESF #8), and National

Disaster Recovery Planning Division, Federal Emergency Management Agency, DHS (National Disaster Recovery
Framework). The behavioral health treatment program typically does not work directly with these Federal agencies
but rather through local disaster planning leadership. See Coordinate Planning With Others, in Chapter 2.



Partners in Community
Preparedness

The behavioral health treatment program’s
disaster planning contributes to the overall
preparedness of the community. Proper
planning helps prepare for potential rapid
surges of vulnerable populations needing
behavioral health services and for the rapid
transition of services to other locations when
the program and community are overwhelmed.

Such planning is critical; it has been
estimated that, after a disaster, a community’s
healthcare facilities may experience a surge
for behavioral health services that could range
from 4 to 50 times higher than the surge for
medical care (Meredith, Zazzali, Shields,
Eisenman, & Alsabagh, 2010). A variety of
factors or “triggers” are theorized to contribute
to elevated demand for behavioral health
services in a disaster situation. These include
restricted movement (e.g., quarantine, shelter
stays, evacuation); limited resources (including
denial of, limitation of, or suspended

access to care); exposure to trauma (both
direct and indirect, such as through media
exposure); limited information (including
insufficient or inaccurate information or
rumors); and perceived personal or family
risk. Representatives of behavioral health
treatment programs can work with community
planners to put into place the structures

and processes that support people’s adaptive
and appropriate responses to these triggers
(Meredith, Eisenman et al., 2011).

Another significant contribution the treatment
program can make as it participates in its
community’s disaster readiness is to advocate
for the needs of people with behavioral health
disorders, including people with chronic
mental disorders, people with new-onset
disorders triggered by the disaster, and
people who are physiologically dependent

on medications or illicit drugs (Rabins,

Kass, Rutkow, Vernick, & Hodge Jr., 2011).
Programs also can advocate for training

of emergency responders so that they can
recognize signs of severe psychological
trauma, cognitive incapacity, or a substance
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use disorder and know how to route people
displaying such signs to appropriate services.
This would better ensure that responder
interactions with affected individuals are
managed appropriately, that the identified
individuals receive the behavioral health
services and protections they require, and that
their due process rights are protected.

Mandates for Disaster Planning

Disaster planning is not just prudent and
practical, it is required:

* Most States require a disaster plan for
program licensure.

* The Joint Commission and CARF
International each require a disaster plan
for accreditation.

* To receive Medicaid reimbursement,
programs offering mental or substance
use disorder treatment services must be in
full compliance with licensure regulations,
including those pertaining to disaster
planning.

+ Disaster planning is a requirement for
opioid treatment program certification.

* Behavioral health treatment programs
that are part of healthcare coalitions
receiving funds through the Hospital
Preparedness Program are obligated to
plan for response to common medical
disasters (Office of the Assistant Secretary
for Preparedness and Response, 2012).

* Federally qualified health center
programs, rural health clinics, and other
primary care safety net providers are
obliged, as extensions of the Federal
Government, to conduct disaster planning.

Ideally, the disaster planning process helps
the program identify and obtain the resources
and training it needs to forge an effective
response to a range of potential calamities.
As staff members work together across
departments to create and test the plan, they
build relationships that will be important
when they must work together under the



Disaster Planning Handbook for Behavioral Health Treatment Programs

intense conditions of a real disaster. The
planning process also provides program

staff with opportunities to meet and build
relationships with other professionals from
the community who will be key partners in
the event of a disaster. As a result, the entire
infrastructure of the program is strengthened
and more adequately prepared for response to
unusual incidents of any kind and scope.

All-Hazards Planning

This TAP describes an all-hazards approach
to planning. All-hazards planning means that
planners prepare for response to a full range
of threats and dangers but with a focus on
the specific incidents most likely to occur in
their area (Federal Emergency Management
Agency [FEMA], 2010a). This kind of planning
begins with an extensive risk assessment
based on probabilities of anticipated events
occurring in the program’s or facility’s specific
locality. Based on the risks identified, a
program addresses the capabilities needed to
respond. For example, the risk assessment
may document that the program is situated
in an area susceptible to flooding. The
program begins with response plans for
flooding (e.g., taking preventive actions to
protect the facility from flooding, developing
an evacuation plan, creating plans for clients
and patients to be treated outside the flood
area, ensuring that records are backed up in
another location). These plans can be adapted
when responding to other types of disasters.

The Planning Process

The planning process described in this TAP
aligns with that recommended for entities
such as State, territorial, Tribal, and local
governments; planners in other disciplines,
organizations, and the private sector (FEMA,
2010a); and courts (National Center for
State Courts, 2007). This process is based

on Federal policies for disaster planning,
including the National Preparedness System,
the National Disaster Recovery Framework
(NDRF), and the National Incident
Management System (NIMS).

The National Preparedness System
presents a collaborative, whole-community
approach for building a secure and resilient
Nation that can confront any threat or
hazard. Components include: identifying
and assessing risk, estimating the level of
capabilities needed to address those risks,
building or sustaining the required levels
of capability, developing and implementing
plans to deliver those capabilities, validating
and monitoring progress, and reviewing
and updating efforts to promote continuous
improvement (DHS, 2011b).

NDRF is a statement of the principles
guiding effective recovery from large-scale
or catastrophic disasters. Its objective is to
guide a unified and collaborative response
for restoring, redeveloping, and revitalizing
communities (DHS, 2011a).

NIMS identifies the terms, protocols,
procedures, and standards that should

be used so that disaster response can be
effectively coordinated at the local, regional,
State, and Federal levels. NIMS provides all
partners involved in a disaster response a
common language and a standardized way
to communicate about their responsibilities,
activities, and functions. A NIMS-modeled
disaster plan is flexible: it can be scaled up
or down, depending on the size, scope, and
complexity of the disaster, and it can be
readily integrated into the plans of other
responding organizations (DHS, 2008).

A basic premise underlying NIMS is that
incidents typically are managed at the local
level first. In the vast majority of incidents,
local resources provide the first line of
emergency management and incident response.
If additional or specialized resources or
capabilities are needed, State governors may
request Federal assistance. However, local
jurisdictions retain command, control, and
authority over response activities in their areas.

Behavioral health treatment programs—
whether public, private, or nonprofit—should
develop disaster plans that comply with
NIMS (FEMA, 2006). A NIMS-compliant



program agrees to manage disaster incidents
using the Incident Command System

(see Chapter 3) and to coordinate with

other responders for decisionmaking and
public communication. The program also
agrees to train key staff members in NIMS
preparedness, participate in internal and
external training exercises, and incorporate
NIMS concepts into its disaster plan.

The behavioral health treatment program
should use the NIMS approach to disaster
planning and training for the following
reasons:

+ NIMS was developed based on best
practices and has been extensively tested
throughout the country, proving its
effectiveness in providing a framework for
a coordinated disaster response.

* Almost all government and community
training on disaster response is based on

NIMS.

+ Staff members who understand NIMS and
prepare to respond using NIMS protocols
will more readily fit into their community’s
response activities. The program,
therefore, will be in a better position to get
and to give help in a disaster.

* Adhering to NIMS enables the program to
better use incoming resources, including
deployed staff and volunteers.

* Program staff members who may be called
on to serve as part of an external disaster
response (e.g., as members of the State’s
behavioral health disaster response team)
must be credentialed in and operate within
the NIMS structure.

Appendix D, Disaster Planning Web Resources,
provides links to various Federal planning
guidelines.
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Continuity Planning

Behavioral health programs need to plan not
only for responding to a disaster as it hits
(disaster planning), but also for continuing
essential operations under a broad range of
circumstances that could follow a disaster
(continuity planning). Thus, a vital part of
the program’s overall disaster plan is its
business continuity plan, commonly called its
continuity of operations plan, or COOP plan.
The latter term originally referred to planning
by government entities, but it has been
adopted by businesses and organizations.

Continuity planning requires a program’s
personnel to consider the threats that

could adversely affect essential functions;
determine the personnel, vital information
(e.g., patient medical records including
prescription records), and other resources
required to continue those essential functions;
develop plans for providing essential
functions onsite or at alternate locations if
needed; make advance arrangements for
obtaining the resources necessary to support
essential functions throughout the disaster
and recovery phases; and plan for the safety
of all personnel during these periods. The
continuity plan can be scaled up or down as
needed to accommodate the quantity and
variety of clients who need services. Elements
of the continuity plan may be activated either
in conjunction with a disaster declaration by
a government official or independent of such
a level of response.

Examples of scenarios in which a program
would implement a continuity plan include
the following:

* When the program must cease provision
of nonessential services due to a sudden
reduction in resources, infrastructure,
or available personnel (e.g., during a
pandemic)

* When the program cannot provide
essential services to clients at its original
location (e.g., when the facility is damaged
due to a fire or access is blocked due to a
chemical spill or a blizzard)



* When evacuation to another geographic
area 1s recommended or mandated (e.g.,
because of an advancing hurricane)

* When staff and resources are diverted
to provide urgent care to community
members in distress

Continuity planning helps the program
prepare for meeting the needs of existing
clientele and for a possible increase in
demand that can occur after a disaster, either
in the immediate aftermath or in the months
that follow. Increases may occur both in

the number of individuals needing services
and in the severity of clients’ addictions

and psychiatric conditions. Characteristics
(e.g., age, gender, culture, English-language
proficiency, home location, behavioral health
and medical conditions) of guest clients or
new clients after a disaster may differ from
those of the program’s preexisting clientele.
The program may have to adapt quickly to
accommodate a variety of clients and their
needs, such as:

* Current clients who are facing extra
stressors arising from the disaster
and need extra counseling, psychiatric
monitoring, or other support to maintain
and continue recovery from a behavioral
health disorder.

* Guest clients from other treatment
programs or under physician care who
have been displaced by the disaster and
who come to the program for short- or long-
term assistance.

+ Individuals who completed treatment or
discontinued services prior to a disaster
but whose recoveries are now threatened
as a result of the event.

* Individuals with an ongoing, untreated
mental or substance use disorder (or both)
who need treatment to prevent further
deterioration or to prevent an escalation
of dangerous medical or psychological
symptoms.

* Family members of clients who need
assistance for their loved ones, or for
themselves, to alleviate concerns.
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These individuals may benefit from an
established or temporary telephone hotline
answered by trained crisis intervention
and referral staff (possibly nonclinicians or
prevention staff).

+ Patients who have been stabilized for long
periods on antidepressants, antipsychotics,
or medications for opioid addiction who
are not able to obtain prescription refills
and are in danger of sudden medication
withdrawal or relapse to psychiatric or
addiction symptoms. These patients may
need evaluation and referral to resources.

+ Patients on opioid medication for pain
who cannot obtain services from their
physician, are facing or experiencing
withdrawal, and request help from the
treatment program. These patients may
need referral to pain specialists.

Overview of the Written
Disaster Plan

The written disaster plan needs to be flexible
in its application and comprehensive, but

not overwhelming, in scope. Ideally, it is
organized so that it can be quickly referenced
in a disaster situation.

The components of a disaster plan are briefly
described in the following section. More detail
1s provided in Chapters 2, 3, and 4, which
outline the processes by which the disaster
planning team gathers information, makes
planning decisions, and compiles information
into a written disaster plan. Worksheet

B1 (Appendix B) can be used as a checklist
for assembling plan components into one
document.

The Basic Plan

The introductory section of the basic

plan includes a statement of purpose and
objectives and other summary information,
including the scope of the plan, the
populations served by the program, and the
program’s essential functions. Also included
in the basic plan are a situation overview



(e.g., the hazards the program is most likely
to face, the program’s response capabilities,
the steps that have been taken to reduce risk)
and a section on planning assumptions.

Following the introductory section, the basic
plan contains a statement about the concept
of operations (i.e., the organization’s overall
approach in responding to disaster). This
statement should address procedures for
activating and deactivating the plan and the
general sequence of actions to be taken—by
whom—Dbefore, during, and after an incident.
The statement should also provide the
following: a list of the personnel positions
authorized to make requests for outside aid
or assistance, the conditions under which

to request aid, the procedures for managing
requests to give aid, and a list of the
resources that can be used in those efforts.
Methods and schedules for updating the plan,
communicating changes to staff, and training
staff on the plan should also be included in
the concept of operations.

Functional Annexes

A set of instructions for a specific hazard
response procedure is referred to as a
functional annex. Each annex is separately
attached to the disaster plan to avoid
cluttering the basic plan with too much
detail. This structure also makes it easier to
update and revise individual components of
the disaster plan as needed.

A functional annex can be as short as a
paragraph or as long as several pages.
Examples of functional annex topics include
procedures for the emergency phase, such
as facility evacuation, sheltering-in-place,
and handling the media. The continuity
plan is a functional annex that is often

the largest section of the overall disaster
plan (development of this functional annex
1s addressed in Chapter 4). Decisions on
whether to include procedural instructions
in the basic plan or in a separate functional
annex depend on the size and complexity of
the program and the level of sophistication
in planning that the program has attained.
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A functional annex should not repeat
information in the basic plan. It should
add only those details that are necessary to
perform the procedure.

Hazard-Specific Appendices

In its initial work, the disaster planning team
conducts or gathers, from partner agencies in
the community, a hazard identification and
risk assessment (HIRA; see Chapter 2). The
HIRA identifies the specific types of threats
or risks most likely to occur and the potential
impact of each type on the program. In
response to each identified hazard, threat, or
incident, the disaster planning team develops
response procedures based on industry

safety standards and regulations (e.g.,

those issued by the Occupational Safety and
Health Administration). These procedures
are attached as a hazard-specific appendix

to the basic plan. For example, if the

HIRA identifies hurricanes and hazardous
materials spills as possible hazards to the
program, the planning team would develop
two appendices, one for each hazard.

A hazard-specific appendix should not repeat
information that is in either the basic plan
or any functional annex, both of which
provide instruction applicable to all hazards.
It should add only those details that are
specific to the hazard being addressed. If the
details are few, hazard-specific information
can be presented in a few sentences at the
end of each functional annex. For example, a
functional annex of instructions for backing
up and saving computer data may include
separate procedures for tornado scenarios,
in which there is little time to act, and for
hurricane scenarios, for which more warning
time is available.

Alternatively, an appendix can be added that
contains all special instructions relative to a
particular type of hazard, threat, or incident.
Each specific appendix is inserted after

the basic plan and the functional annexes.
(See Chapter 6 for guidance on preparing a
Pandemic Appendix.) The disaster planning
team chooses the format for its hazard-
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specific information that makes the most
sense for the personnel who will be using the
disaster plan when an incident occurs.

Implementing Instructions

Material that helps staff members perform
essential tasks during a disaster—referred to
as implementing instructions—are attached
to the back of the basic plan, with copies
distributed to pertinent personnel. Typically,
the material includes the program’s safety-
related policies and procedures; these should
be periodically reviewed and updated with

a schedule in place to communicate to staff

about changes and provide recurrent training.

Implementing instructions also can include
job-related aids that staff can use to perform
disaster response tasks (e.g., checklists,
worksheets, laminated wallet cards or sheets,
scripts that staff can use when providing
disaster-related information to consumers
and the public).

Other materials that can be attached to the
plan include Memoranda of Agreement (see
Chapter 3 and Appendix F), building floor
plans, community maps, and one or more of
the completed worksheets from Appendix B
such as Worksheet B7, Incident Command
System Positions. The types of implementing
instructions that can be attached to the basic
plan are discussed in subsequent chapters
and are included in the checklist found in
Worksheet B1, in Appendix B.

Drafting a Usable Plan

A key objective is to organize the material
so that information can be referenced
immediately when needed and actions

can be taken quickly. The plan is a guide,

not a script. It is a useful tool for training
staff, evaluating exercises and drills, and
sharing with other community partners who
participate in disaster response. In a real
disaster, the people who execute the plan will
have to adjust their actions as the situation
dictates and as facts replace planning
assumptions.

Drafters of the plan are encouraged to

aim for a simple and flexible plan and to
avoid creating a document that attempts

to cover all possible contingencies; that

goal 1s impossible, and the result will be an
unwieldy, difficult-to-navigate document. The
plan should be written in easy-to-understand
language that makes use of agreed-on and
defined terms and that provides concrete,
actionable guidance (FEMA, 2010a).

The plan can be maintained in electronic
form, so long as it is accessible to all key
personnel. Paper backup copies should also be
kept in case of a situation in which electrical
power or computer systems are down. Paper
versions of the plan must be dated and old
versions replaced and destroyed to eliminate
confusion. Electronic version control is also
important; it can be helpful to track changes
on a separate grid sheet attached to the
document, to replace the date as changes
are made, and to archive old versions so
that personnel access only the most current
version. Communication to staff of any
updates should be part of the program’s
standard safety practice.
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Planning Process

-

In This Chapter

+  Select a Disaster Planning
Team Leader and Team

Obtain Support From the
Organization’s Leadership

Review Requirements for
Disaster Planning

*  Coordinate Planning With
Others

Educate the Community
About Behavioral Health
Services

*  Prepare a Hazard
Identification and Risk
Assessment

Specify Planning Objectives
and Assumptions

Worksheets (see Appendix B)

+ B2 Checklist for Disaster
Planning

B3 Checklist of State and
Community Representatives
and Groups

* B4 Checklist of Disaster
Planning Discussion Topics

This chapter provides guidance on forming a disaster
planning team, obtaining clarity on the scope and
responsibilities for the team, and gathering initial
data. A key step in this process is integrating with
the other entities in the community whose efforts,
when disaster occurs, will be orchestrated through
an Incident Command System (Chapter 3 addresses
the Incident Command System). Planning activities
recommended in this chapter are listed in checklist
form in Worksheet B2 (in Appendix B).

Select a Disaster Planning Team Leader and
Team

Disaster planning is a cycle that begins with planning
and moves through various stages of training,

testing, evaluating, revising, and further planning

as circumstances evolve. This cyclical process helps a
program create a suitable plan for its facility that can
be effectively implemented by staff and kept current.
Because of the continuous nature of this process,

the program’s disaster planning team needs to be

a permanent part of the organization. Its ongoing
responsibilities can include making revisions to the
plan (based on insights gained through testing or
actual disaster response, or because the program has
changed), monitoring the plan as a whole to ensure
that it remains coherent, and coordinating testing and
training based on the plan.

The program with a small staff may include every
employee on its disaster planning team, whereas a
large program can assemble a team representing
various departments or functions of the organization.
The program with several locations will generate one
disaster plan, but each separate facility (or its function)
needs to be represented on the disaster planning team
to ensure that its particular needs, vulnerabilities,
and client population are reflected in the plan. Site-
specific safety personnel or leadership would be logical
members of the disaster planning team.

As another option, a program’s existing standing
committee (e.g., safety committee) can double as
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the disaster planning team. Typically,

this committee includes individuals or
departments responsible for safety (e.g., fire
drill coordination, building and parking lot
safety, computer systems security).

Members of the planning team are described
in the following sections.

Team Leader

The leader of the disaster planning team may
hold any of several titles (e.g., emergency
manager, emergency coordinator, business
continuity manager, continuity of operations
coordinator). If the program is small, the
program’s executive director or facility
administrator may serve in this position.
Alternatively, the executive director may
delegate responsibility for managing the
plan to someone else who has leadership
and organizational skills, is familiar with
all aspects of the organization, and has
experience with disaster planning or has a
willingness to learn.

Typically, the leader convenes and conducts
team meetings, ensures that team members
receive the training they need to contribute
effectively to disaster planning, and works
with team members to gather information.
The leader is responsible for ensuring that
the plan is developed, tested, and maintained
and that the organization’s leadership and
departments are informed of the disaster plan

and their roles in its implementation (Exhibit
2-1). The team leader also typically serves as
the organization’s representative at disaster
planning meetings in the community and is
the liaison for the program as it engages in
local or regional disaster planning exercises.

The person who leads the disaster planning
team is not necessarily the person who will
be assigned to lead the organization during
its response to a disaster. The latter role is
called Incident Commander, and the position
and its duties are described in Chapter 3.

Representatives From Across Departments

All departments of the facility or
organization, especially those providing
essential functions, should be represented on
the disaster planning team. Members should
include both clinical and nonclinical staff,
especially those involved in residential or
round-the-clock services, and administrative
staff and management. Everyone has a role
in disaster preparedness and response.

Staff members who do not serve on the
planning team will become involved in later
stages of planning, when sections of the draft
plan are circulated for comment and when
the plan is tested in exercises and drills.
Feedback from these staff members can be
used to improve the plan. This testing process
is described in Chapter 7.

Exhibit 2-1. Importance of Comprehensive Training for All Staff

During a recent response to a highly unexpected earthquake at our program in Virginia, a “debrief”
was scheduled with representatives from both administrative and clinical staff to discuss response to
the event. During that debrief, what became clear was that the administrative staff had not been fully
informed on the particulars of who would take charge of various disaster-related responsibilities or
specific disaster roles. Prior to this event, the assumption was that only key staff needed full training on
all aspects of the disaster plan. This proved to be a false assumption. Although role-specific training is
important, there is a danger that it may become too targeted and not allow for a big-picture view of all
parts and participant roles in a response. The debrief resulted in changes to training requirements and
a new appreciation for providing all staff with more comprehensive training so that the disaster-related
roles of everyone in the organization are clear.

Source: Elizabeth Ludeman-Hopkins, personal communication, January 22, 2012.
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It is important to involve all staff members
either on the disaster planning team or in
support of the work of the team because:

+ Broad staff involvement ensures that all
critical operations are addressed in the plan.

* Ongoing input from all staff members can
keep the disaster planning team aware of
changes in equipment or procedures that
may affect disaster operations.

+ Staff members are more likely to follow a
plan they have helped develop.

+ Staff members already familiar with
their roles are less likely to need last-
minute training when the plan must be
implemented.

+ Staff members familiar with the disaster
response plan may be less likely to
experience panic, fear, and anxiety when
an incident occurs.

+ Staff members who are engaged in
developing the plan may be more likely
to recognize the importance of creating
emergency plans for their homes. During
a disaster, having home plans can reduce
staff members’ anxiety over their families’
safety and enable those staff members
to be physically and mentally present for
their job functions.

Obtain Support From the
Organization’s Leadership

As with any kind of planning, disaster planning
has costs associated with it. Management
shows its support by considering the budget
impact of the planning process, as well as
disaster preparation, response, and recovery
activities. To fully prepare the organization

for continuity of operations, management may
need to develop a multiyear budget plan.

An organization’s leader contributes to the
success of disaster planning by providing

the planning team with specific expectations
regarding the scope of its mission and
encouraging everyone in the organization to
cooperate with the team’s work. Typically, the
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organization’s leader serves in direct authority
over the team and maintains a direct line

of communication with the team leader to

get regular updates related to planning and
response activities. The leader lends credibility
to the disaster planning by participating on
the team as other duties permit.

Other ways that the program’s leader
promotes the importance of this project
include appointing the members of the team
(rather than delegating this task), ensuring
that all relevant departments are included
on the team, and allocating resources from
the organization to the team (e.g., space to
meet; compensated time for team members
to obtain training, attend meetings, and
work on assigned team tasks). Leadership
(e.g., managers and supervisors) can consider
specifying disaster planning responsibilities
in the job descriptions for team members and
taking into account those duties during each
employee’s annual review.

Members of the disaster planning team

can gain knowledge in all aspects of

disaster planning and response through the
Independent Study Program of the Emergency
Management Institute (EMI), Federal
Emergency Management Agency (FEMA).
No-cost, online courses offered by EMI take
approximately 3 hours to complete. They can
be accessed at http://training.fema.gov/IS.

Review Requirements for Disaster
Planning

The disaster planning team should review
pertinent accreditation, licensing, or
reimbursement requirements, as well as
any State and Federal regulations or laws
governing disaster planning. The team
should identify its program’s planning
requirements as dictated by its State, The
Joint Commission, CARF International,
Medicaid, and any other bodies that govern
its operations. Team members also should
become familiar with Federal guidelines
regarding disaster planning.
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Mandates may require the program to
conduct general disaster planning, as well as
specific planning for pandemic influenza (see
Chapter 6). Programs receiving State funding
may be required to have staff members (who
are credentialed and ready) participate in

a behavioral health disaster response team.
When a disaster occurs, such teams may be
mobilized by the State behavioral health
departments, or by specific lead organizations
serving localities, to provide affected members
of the public with psychological first aid,
crisis intervention, assessments and referrals
to ongoing services, public information, and
other services as determined by the State
authority (Exhibit 2-2). Teams also may be
mobilized to support the behavioral health of
emergency responders (Exhibit 2-3).

Coordinate Planning With Others

The program’s disaster plan should be
developed in coordination with the disaster

planning of other behavioral health treatment
programs, the State, the local jurisdiction,
neighboring businesses and voluntary
organizations, and Federal coordinating
agencies. Advance coordination can make the
program’s efforts in a disaster situation more
productive and the assistance it gives and
receives more effective. Treatment programs
are advised to participate in community
coordination of predisaster recovery planning
as outlined in the National Disaster Recovery
Framework (U.S. Department of Homeland
Security [DHS], 2011a).

Coordination with neighboring facilities and
organizations is especially important because
in any sizable disaster, the first assistance

1s likely to come from or go to neighbors
(DHS, 2008). A behavioral health treatment
program is less likely to receive help in
community recovery efforts if neighbors do
not know that the program exists, or if they
do not understand that the program provides
essential services. The program is also less

Exhibit 2-2. Mobilization of Behavioral Health Responders To Assist Hurricane Evacuees

Colorado opened an empty dorm unit on the campus of the closed Lowry Air Force base for people
who were relocated there after Hurricanes Katrina and Rita. In a gesture of welcome, a bar across the
street from the dorm offered free drinks to the evacuees, with unintended consequences. The dorm
took on the atmosphere of a Wild West town, with heavy drinking, clearly identified gang members,

and prostitutes. Recovery advocates who visited the dorm identified and referred individuals in need of
medication-assisted treatment, mutual-help group meetings, and, in some cases, medical detoxification.
The presence of these recovery advocates helped many evacuees withstand the stress and temptations
of the situation to preserve their recovery and obtain needed services.

Source: Katie Wells, personal communication, May 11, 2010.

Exhibit 2-3. Mobilization of Behavioral Health Responders To Assist
Earthquake Emergency Responders

Steps taken in Haiti included psychological readiness preparation for responders before they were
deployed and assistance with stress management, addiction risks, and other emotional and behavioral
health concerns during deployment. Mental health professionals were embedded in National

Disaster Medical System teams in Haiti and a mental health officer served on the Incident Response
Coordination Team. In addition, responders received systematic post deployment education that
included advice on expected responses and danger signs indicative of emotional and behavioral health
problems and on how to access appropriate follow up resources should they be needed. Overall, this
effort to include mental and behavioral health concerns in the response broke new ground and can
serve as a model for the future.

Excerpted from National Biodefense Science Board (2010, p. 15).
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likely to be included in recovery efforts if
neighbors are unaware of the contributions
that the program and its staff can make in
responding to disaster.

Furthermore, participating in the community’s
disaster planning can provide additional
opportunities to ensure the well-being of

the program’s clientele during a disaster.

For example, educating the community’s
disaster planning team on the importance of
appropriate reception into general population
shelters for individuals with behavioral health
disorders (FEMA, 2010b) may help avoid

the types of discrimination seen in previous
disasters (Exhibits 2-4 and 2-5).

Chapter 2—Beginning the Disaster Planning Process

Exhibits 2-6 and 2-7 provide examples in
which behavioral health treatment programs
networked with other community agencies

to improve their disaster preparedness.

The various groups with which a program’s
disaster planning team can coordinate are
described in the following sections and are
presented in a checklist in Worksheet B3 (in
Appendix B).

State Disaster Behavioral Health
Coordinator

An important source for disaster planning
information, support, and coordination is the
State disaster behavioral health coordinator;

Source: National Council on Disability (2006).

Exhibit 2-4. Discriminatory Attitudes That Affected Care for People With Mental Disorders

During Hurricanes Katrina and Rita, individuals with psychiatric conditions faced multiple forms of
discrimination. Problems included denial of access to housing and other services and inappropriate and
involuntary placement in jails, emergency rooms, nursing homes, and mental institutions. Group home
residents were removed to new locations without prearrangement or tracking systems in place and
could not be found by family members or their original providers.

People with psychiatric disabilities “encountered enormous problems with general shelters” because
such facilities were “crowded, noisy, chaotic, confusing, and sometimes violent, all inadequate
circumstances for a person with psychosis, anxiety, or depression.” Some special needs shelters
were available, but these were designed for people with medical and physical disabilities and so
were inadequately prepared to support the needs of individuals with psychiatric disabilities. In some
instances, the existence of a special needs shelter was used as an excuse to discriminate against
individuals seeking access to the general shelters, with the result that some people with psychiatric
disabilities were unable to obtain shelter altogether.

Source: Podus, Maxwell, and Anglin (no date).

Exhibit 2-5. Discriminatory Attitudes That Affected Care for People With Substance Use Disorders

Interviews with employees of opioid treatment programs (OTPs) throughout the Gulf Coast region after
Hurricanes Katrina and Rita suggest that discriminatory attitudes against people with substance use
disorders—particularly those who were receiving dispensed methadone—complicated the ability of
some individuals to receive needed services and compassionate care.

In one community, evacuees who were being transported from a public shelter to an OTP for daily
methadone dosing were required to have an armed police escort on the short bus ride. If officers were
busy attending to other duties, the patients (as well as the staff members who would dose them) had to
wait until an officer became available. In another community, a provider reported that police refused to
allow patients access to the methadone clinic located past a floodlighted area, despite their having a
physician letter stating that they were clinic patients. Networking with social service providers, educating
them about substance abuse treatment, and establishing relationships with them before a disaster
occurs may mitigate discrimination-related problems for clients during or after any such incident.
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this official typically is located in the State
agency focused on behavioral health (e.g.,
Division of Behavioral Health Services,
Department of Mental Health). Some States
have one person in this role, whereas others
have two disaster coordinators—one for
mental health services and one for substance
abuse treatment—sometimes operating out of
different agencies. For purposes of simplicity,
the following description is of the combined
position, the State disaster behavioral health
coordinator. This coordinator oversees the
State’s behavioral health treatment response
plans and may work closely with programs
within the State to support coordination of
efforts in response to disaster. He or she

may also be in the position to offer disaster
training for programs. Serving as a liaison

to other Federal, State, and local disaster
responding agencies (e.g., the National
Guard), the coordinator can be a source of
information for the individual treatment
program’s management and leaders of the
disaster planning team.

Following a disaster that exceeds the local
response ability, the State disaster behavioral
health coordinator may become involved

in the application for, and distribution of,
disaster-related funds. These include any
available State and Federal funds (e.g., those
available through the Robert T. Stafford
Disaster Relief and Emergency Assistance
Act) and funds from two programs: (1) Crisis
Counseling Assistance and Training Program
(CCP) grants, which are funded by FEMA

Source: Podus et al. (no date).

Exhibit 2-6. Networking To Improve Readiness for Disaster (Example 1)

A behavioral health treatment program reported that it is among the first organizations in its community
to get power back after outages because it is on the same priority electric grid as a nearby hospital.

A drawback to this location is that during an emergency, authorities secure the area surrounding the
hospital for emergency vehicles only. The OTP administrator worked with county government officials
to have OTP staff members designated as emergency responders so that they could be provided

with emergency responder IDs; these staff members now have ready access to the clinic when they
encounter a roadblock. But challenges remain for patients trying to get to the program. After one
hurricane, law enforcement officials set up a roadblock at a nearby intersection, where an officer
demanded that patients show proof they were patients of the methadone program before permitting
them inside the area. The administrator went to the roadblock with her patient list in hand and
confirmed identities for police. “If | didn't know the [patients] . . .
she reported, “they didnt get in.” To avoid problems of this nature, programs are advised to ask law
enforcement authorities about the circumstances under which access to their facility may be restricted
and to negotiate in advance an access plan for staff and patients.

if they were not a name on the list,”

traffic lights into four-way stops.

Source: Podus et al. (no date).

Exhibit 2-7. Networking To Improve Readiness for Disaster (Example 2)

A behavioral health treatment program faced problems with the emergency evacuation traffic

measures that were developed for its community. In an evacuation, the highway becomes a one-way
thoroughfare heading out of town; once a vehicle enters the highway, it cannot exit to local streets.

This presents the risk that clients and staff who are delayed at the clinic to complete dispensing of
take-home medications when the emergency traffic pattern is implemented will be unable to return
home to prepare for the community’s evacuation. To avoid problems of this nature, programs can ask
local authorities for information about possible disaster traffic-control measures and road closures and
ask community traffic planners for guidance on routes around potential roadblocks. However, program
disaster planners should consider the possibility that, in an actual disaster, alternative routes may not be
available and detours can greatly increase travel time, especially if power outages turn intersections with
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and administered by the Substance Abuse
and Mental Health Services Administration
(SAMHSA), and (2) SAMHSA Emergency
Response Grants (SERGs).

CCP grants are made available after the
President authorizes an individual assistance
disaster declaration, under which Federal
aid can be directed to the provision of
professional counseling services, including

financial assistance to State or local agencies or
private mental health organizations to provide such
services or training of disaster workers, to victims
of major disaster in order to relieve mental health
problems caused or aggravated by such major
disaster or its aftermath (FEMA, 20073, p. 47).

CCP-funded projects include crisis counseling,
education, coping skills development,
assessments, referrals, and linkages to
services. The grants provide funds for either
60 days (Immediate Services Program grants)
or 9 months (Regular Service Program grants)
after the disaster declaration.

SERG grants, which constitute “funding of
last resort” for behavioral health services, are
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disbursed when other State and local resources
are unavailable; a Presidential declaration of
disaster is not a requirement. SERG grants

are provided out of SAMHSA discretionary
funds dedicated to a variety of programs, which
means that SERG funding may not be available
when requested (Exhibit 2-8). For this reason,
programs should work with their State disaster
behavioral health coordinator in advance of any
disaster to identify multiple options for funding
after a disaster (Exhibit 2-9).

SAMHSA's Disaster Technical Assistance
Center (DTAC) supports SAMHSA's efforts to
prepare States, territories, Tribes, and local
groups to deliver effective behavioral health
response during disasters. DTAC specialists
can help a program link with the disaster
behavioral health coordinator for its State,
and they can answer questions and provide
guidance on CCP grants and SERG funds.
The DTAC Web site links to a resources listing
of more than 1,500 materials. It is located at
http://www.samhsa.gov/dtac. For technical
assistance, contact DTAC at 1-800-308-3515,
or at DTAC@samhsa.hhs.gov.

Exhibit 2-8. Program Use of SERG Grants

In 2005, shortly after Hurricane Katrina was declared a disaster by President Bush, the State of Texas
applied for and received $150,000 in SERG funds to provide methadone to patients of OTPs who had
evacuated into the State from Louisiana. These funds went to direct care and not to administrative support
of providers. Three years later, Hurricane lke hit Texas directly, damaging or destroying many substance
abuse treatment facilities and forcing patients to relocate. Texas again applied for a SERG grant, but as

it was so late in the fiscal year, no SERG funds were available. Some small providers were forced to close.
Other providers worked with the State behavioral health authority to find other funding options.

Source: Chance A. Freeman, personal communication, May 6, 2010.

Exhibit 2-9. Distribution of Financial Aid in Louisiana After Hurricanes Katrina and Rita

Following Hurricanes Katrina and Rita, the Robert Wood Johnson Foundation made funds available to
help with replacement of equipment at substance abuse treatment facilities. These funds were available
through a national nonprofit organization of treatment provider associations, the State Associations of
Addiction Services (SAAS). At that time, Louisiana did not have its own State provider association, so
SAAS passed funds to providers within the State via Louisiana’s Single State Agency (SSA) for substance
abuse services. This coordination was critical to the restoration of treatment services in the State.

Source: Michael Duffy, personal communication, April 21, 2010.
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State disaster behavioral health coordinators
can serve as liaisons with external emergency
response teams from the U.S. Public

Health Service Commissioned Corps or

teams coordinated by National Voluntary
Organizations Active in Disaster (see
Voluntary Organizations, below). These teams,
which can include behavioral health specialists,
are sent into communities to respond to public
health crises and national emergencies. In
addition, some State disaster behavioral
health coordinators are directly responsible

for assembling behavioral health disaster
response teams comprising staff members from
programs operating in the State.

Finally, the State disaster behavioral health
coordinator may help programs affected by
disaster obtain precredentialed volunteer
assistance through the Emergency System for
the Advance Registration of Volunteer Health
Professionals. This State-based registration
system for volunteer professionals includes
licensed behavioral health treatment
counselors and other clinicians (U.S.
Department of Health and Human Services
[HHS], 2008).

Part 1 of Worksheet B4 (in Appendix

B) contains a checklist of topics that
representatives of the disaster planning
team can address with their State disaster
behavioral health coordinator.

Behavioral Health Treatment Programs

As an initial collaborative step, the disaster
planning team is advised to reach out to
representatives from other behavioral health
treatment programs located in the community
and region. Programs need to collaborate so
that they are prepared to assist each other’s
displaced populations in situations where

one of them is unable to provide essential
services or has clients who must relocate.
Such programs can share information and
resources on disaster planning and coordinate
participation in the broader community’s
local emergency planning. The State disaster
behavioral health coordinator can facilitate
these connections.
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Public Health Department

Public health departments are first
responders to incidents that can affect
public health. Responsibilities of the public
health department vary by jurisdiction, but
may include: coordination of the healthcare
system throughout the jurisdiction to ensure
continuity of essential functions and to avoid
interruption of patient and client care; setup
and operation of alternate medical care
facilities or shelters for people who need
medical care; support to healthcare partners
in resource management and coordination;
distribution of medications from the Strategic
National Stockpile; mass vaccination;
coordination of disaster advance training for
healthcare personnel; and other duties.

National standards oblige public health
departments to coordinate disaster
planning with the community’s behavioral
health treatment systems (HHS, 2011b).
For example, the Capability Standard for
Community Preparedness notes that (HHS,
2011b, p. 10):

By engaging and coordinating with emergency
management, healthcare organizations (private
and community-based), mental/behavioral health
providers, community and faith-based partners,
state, local, and territorial, public health's role in
community preparedness is to do the following:

« Support the development of public health,
medical, and mental/behavioral health
systems that support recovery.

» Participate in awareness training with
community and faith-based partners on how
to prevent, respond to, and recover from
public health incidents.

¢ Promote awareness of and access to
medical and mental/behavioral health
resources that help protect the community’s
health and address the functional needs
(i.e., communication, medical care,
independence, supervision, transportation) of
at-risk individuals.



» Engage public and private organizations
in preparedness activities that represent
the functional needs of at-risk individuals
as well as the cultural and socio-economic,
demographic components of the community.

« |dentify those populations that may be at
higher risk for adverse health outcomes.

* Receive and/or integrate the health needs of
populations who have been displaced due to
incidents that have occurred in their own or
distant communities (e.g., improvised nuclear
device or hurricane).

Standards in other capability areas (such
as Community Recovery and Mass Care)
also require coordination with providers of
behavioral health treatment services.

The health department represents
Emergency Support Function (ESF) #8
(Health and Medical) services at the Local
Emergency Planning Committee, which
exists in every jurisdiction to pursue federally
directed objectives for emergency planning.
The health department also may represent
behavioral health and medical functions at
the Emergency Operations Center that the
community would establish during a disaster.
Another role potentially played by the health
department would be to relay requests for
community assistance from behavioral health
programs, as needed in a disaster situation.
The public health departments coordinate
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their efforts with the requirements set forth
by the State departments of health.

The public health department’s emergency
manager can provide planners from behavioral
health programs with targeted planning
assistance and can serve as a link between th