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THE NATIONAL BIODEFENSE SCIENCE BOARD 
The National Biodefense Science Board (NBSB) was established by the Secretary of the U.S. 
Department of Health and Human Services (HHS) pursuant to section 319M of the Public Health 
Services Act (42 U.S.C. 247d-7f) as added by section 402 of the Pandemic and All Hazards 
Preparedness Act (PAHPA) (Pub. L. 107-417), effective December 19, 2006. The Board 
provides expert advice and guidance to the Secretary of HHS on scientific, technical, and other 
matters of special interest to HHS regarding current and future chemical, biological, nuclear, and 
radiological agents, whether naturally occurring, accidental, or deliberate. The Board may also 
provide advice and guidance to the Secretary on other matters related to public health emergency 
preparedness and response.  
 
THE DISASTER MENTAL HEALTH SUBCOMMITTEE 
Homeland Security Presidential Directive 21, paragraph 31, directs the Secretary of Health and 
Human Services, in coordination with the Secretaries of Defense, Veterans Affairs, and 
Homeland Security, to establish a Federal Advisory Committee for Disaster Mental Health. The 
directive states that the committee shall consist of appropriate subject matter experts and, within 
180 days after its establishment, shall submit to the Secretary of Health and Human Services 
recommendations for protecting, preserving, and restoring individual and community mental 
health in catastrophic health event settings, including pre-event, intra-event, and post-event 
education, messaging, and interventions. To execute this directive, the Disaster Mental Health 
Subcommittee was established under the NBSB, an established Federal Advisory Committee 
with both legal and discretionary authorities providing advice and guidance to the Secretary of 
Health and Human Services.  
 
SUBCOMMITTEE COMPOSITION AND RECOMMENDATION DEVELOPMENT 
The Disaster Mental Health Subcommittee includes NBSB members; designated ex-officios 
from the U.S. Departments of Defense (DoD), Veterans Affairs, and Homeland Security, among 
other Federal Departments; and subject matter experts in areas such as service delivery 
providers, research, at-risk groups, consumers, State and local mental health and substance abuse 
authorities, policy, public health, epidemiology, occupational safety and health, emergency 
management, training, and chaplains. 
 
In order to develop recommendations for the NBSB, the Disaster Mental Health Subcommittee 
identified three content areas related to disaster mental and behavioral health preparedness and 
response:  

• Intervention 
• Education and Training 
• Communication and Messaging 

 
Three writing groups consisting of Disaster Mental Health Subcommittee members were formed 
to develop recommendations for these interrelated areas with final revision and approval by the 
full subcommittee. The three groups met multiple times via teleconference and the entire 
subcommittee came together for a face-to-face meeting on two occasions, once on June 19–20, 
2008, and again on September 23, 2008, in preparation for making the recommendations. 



CONTENTS 
 

 
 

About the Disaster Mental Health Subcommittee of the NBSB ............................................i 
The National Biodefense Science Board ...................................................................i 
The Disaster Mental Health Subcommittee ...............................................................i 
Subcommittee Composition and Recommendation Development ............................i 

Introduction ............................................................................................................................1            
Background: Intervention ..........................................................................................1 
Background: Education and Training ........................................................................2 
Background: Communication and Messaging ...........................................................3  
Cross-Cutting Principles ............................................................................................4 
Format of Recommendations .....................................................................................5 
Role of the Disaster Mental Health Subcommittee in Action Steps ..........................5 

Recommendations ..................................................................................................................6 
Recommendation 1 ....................................................................................................6 
Recommendation 2 ....................................................................................................8 
Recommendation 3 ....................................................................................................10 
Recommendation 4 ....................................................................................................11 
Recommendation 5 ....................................................................................................14 
Recommendation 6 ....................................................................................................15 
Recommendation 7 ....................................................................................................17 
Recommendation 8 ....................................................................................................18 

Next Steps  .............................................................................................................................20 

Appendices .............................................................................................................................21 
A. Acronyms ..............................................................................................................21 
B. Disaster Mental Health Subcommittee Members..................................................22 
C. Acknowledgments .................................................................................................24 
D. Bibliography..........................................................................................................25 
E. Background Information: Homeland Security Presidential Directive 21..............34 
F. Disaster Mental Health Subcommittee Charter  ....................................................35 
 
 



INTRODUCTION 
 

 
Disaster Mental Health Recommendations Report, page 1 

 

“Disaster mental and behavioral health,” as used throughout this report, includes the 
interconnected psychological, emotional, cognitive, developmental, and social influences on 
behavior and mental health and the impact of those factors on preparedness, response, and 
recovery from disasters or traumatic events. These factors directly and indirectly influence 
individual and community risks for health and safety outcomes such as substance use and abuse, 
aggression and non-adherence to public health recommendations (e.g., medication regimens, 
infection control, and evacuation or restricted movement), and the success of emergency 
response strategies and public directives. Strategies to mitigate the mental and behavioral health 
consequences of disasters include all three content areas identified by the Disaster Mental Health 
Subcommittee: applying appropriate interventions, including infrastructure and organizational 
guidance; educating and training service providers, leaders, and the public; and enhancing and 
targeting communication and messaging.  
 
BACKGROUND: INTERVENTION 

Disaster mental and behavioral health interventions are considered most effective when they are 
practical, flexible, empowering, compassionate, and respectful of the needs of affected 
individuals and their social systems. Interventions should address both psychological and 
social/community needs. In addition, population monitoring, triage, and screening activities 
should be seamless, coordinated, and integrated to ensure that specific needs are addressed in a 
timely and appropriate manner. It is important to match actual need with the implementation 
strategy (e.g., who delivers the intervention and how the intervention unfolds) and the timing of 
the intervention. Interventions must be developed and implemented to match different categories 
of disasters and the numbers of casualties (few, moderate, or mass casualty event) and reflect 
available resources over time (e.g., early dependency on locally available resources). This 
approach requires real-time disaster mental and behavioral (psychosocial) monitoring at a 
population/systems level to identify emergent unmet needs and to inform a continuum of tactical 
response and strategic planning. The design and implementation of an intervention must fit the 
ecology of the culture, place, and type of trauma at a systems level to optimize the effectiveness 
of any psychosocial treatment. Interventions aimed at facilitating adaptive coping in times of 
uncertainty attempt to achieve a sense of safety, calm, self- and communal efficacy, hope, social 
connectedness, ability to process complex health information, and other outcomes yet to be 
illuminated through research efforts. 
 
Interventions should be based on empirically defensible and evidence-based practices. To 
accomplish this, research is needed to develop and test the efficacy of interventions that promote 
resiliency and prevent or mitigate disaster-related disorders. Quality assurance protocols and 
real-time research are also needed to evaluate intervention effectiveness. Response and recovery 
organizations should incorporate the most recent research findings, including near real-time 
intervention evaluation efforts, into planning and operations. 
 
Appropriate command and control strategies for mental and behavioral health are currently 
variable and should be explored, adapted, and developed to allow for more consistent 
application. These kinds of strategies would require more integration of functions across the 
Emergency Support Function (ESF) 8: Public Health and Medical; ESF 6: Mass Care; ESF 15: 
Volunteers and Donations as well as the Worker Safety and Health Support Annex of the 
National Response Framework.  These support functions require the inclusion of the data 
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collection strategies mentioned above, expert consultation to incident leadership, enhanced 
accountability and resource tracking, targeted intervention, and the provision of direct services to 
affected populations. 
 
The interplay of needs assessment, health surveillance, screening and triage, an array of research 
activities and targeted command and control strategies is paramount to helping those affected by 
disasters and is best supported by disseminating evidence-based best practices. The Intervention 
Recommendations in this report are designed to address a broad span of public health and social 
concerns, including coordination, service provision, and health surveillance. 
 
BACKGROUND: EDUCATION AND TRAINING 
Disaster responders, health care, mental health, and substance abuse professionals; spiritual care 
providers; community leaders and decision makers; and educators tend to be highly trained in 
their respective areas of expertise. However, extreme levels of stress, often referred to as 
traumatic stress, can adversely impact cognitive, emotional, behavioral, and physiological 
functioning to a significant degree. The ability of any helper or leader to apply his or her 
expertise and/or leadership function to effectively provide assistance in a public health 
emergency or a major disaster may be significantly impaired if the helper or decision maker is 
adversely impacted by the traumatic event. 
 
The primary strategy for reducing the likelihood of traumatic stress and/or reducing the 
magnitude and duration of a traumatic stress reaction is to have members of the public 
understand traumatic stress and know how to increase resilience and reduce vulnerability. A 
second strategy for minimizing the impact of traumatic events is to ensure that responders are 
trained in basic skills to help their colleagues cope with and recover from ordinary stress. This 
strategy also enables the responder to provide psychological support to those whom the 
responder is serving as well as to pay attention to his or her own reactions and needs. A third 
strategy is to help members of the general public increase their resilience, reduce their 
vulnerability, and become proficient in self-care and in psychologically supporting their family, 
friends, co-workers, and community. Such training reduces the number of individuals having 
ordinary or transient reactions to stress who are inappropriately or unnecessarily referred to. In 
addition, training could promote a reduction of stigma among the general population toward 
receiving professional support for traumatic stress reactions. 
 
Disaster mental health, as defined here, is the provision of psychological support to affected 
individuals and communities by trained mental health professionals. In the past decade, various 
disasters of extraordinary size and impact, such as the terrorist attacks of September 11, 2001, 
and Hurricane Katrina, have demonstrated limitations in this model. The logistics of recruiting a 
sufficient number of trained mental health professionals and distributing them to provide services 
to all of the affected population prove burdensome or outright impractical in large scale events. 
 
Many of these points were recognized by the Institute of Medicine (IOM) Committee on 
Preparing for the Psychological Consequences of Terrorism. That committee recommended the 
development of a more effective public health model for psychological support that could serve 
as a companion to the current disaster mental health model. The November 2007 Inter-Agency 
Standing Committee Guidelines on Mental Health and Psychosocial Support in Emergency 
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Settings specifies the need for culturally responsive professional and grassroots models of 
psychological support, developed together with the communities the programs are intended to 
serve. The Education and Training Recommendations in this report provide concrete suggestions 
for bolstering the existing disaster mental health model and for implementing a grassroots public 
health model for psychological support that is more appropriate in serving all those in need, 
including vulnerable and at-risk populations. 
 
BACKGROUND: COMMUNICATION AND MESSAGING 
Communication is an essential mental and behavioral health intervention in disaster preparedness 
and response. Information during a crisis can facilitate life-saving and altruistic behaviors and 
discourage actions that impede an effective response or rend the social fabric. Over the past 
several decades, behavioral and social scientists have learned a great deal about how people 
think, feel, and act during disasters. This knowledge should inform the process and content of 
communication. Disaster mental and behavioral health specialists with expertise in crisis and risk 
communication can play important roles in maximizing political leaders’ effectiveness in 
communicating with the public during crises. 
 
Disaster-related communication efforts have focused heavily on the development of key 
messages presented, ideally, in “one voice” (i.e., one-way communications from authorities to 
the public). While this approach entails understanding and anticipating the public’s information 
needs, it captures neither the richness of the public’s ability to help solve problems nor the 
complexity of information needs that prompt people to take protective actions. Moreover, it does 
not fully take advantage of what has been learned about the ways people behave in disasters. For 
example, evacuation behavior illustrates the importance of informal networks and the role of 
non-verbal communication. Consider that people generally decide whether to comply with an 
official warning to evacuate only after gathering more information to validate the threat. This 
additional information comes through consulting with family, neighbors, friends, or co-workers 
and by checking other news sources. Establishing a true dialogue and engaging with the public 
before, during, and after an event promotes a sense of collective competency in mastering the 
challenges posed by the event and a sense of collective efficacy, essential ingredients to a 
community’s resilience. The Federal government should support research that identifies 
promising practices that seek to establish community dialogues before disasters occur. This 
research should be sure to include practices designed for vulnerable and at-risk populations. 
 
The identification of groups at higher risk for psychological distress can inform the development 
of special messages targeted for these populations. Many disasters affect “hidden victims,” i.e., 
those who do not readily come to mind as being under stress, yet are. For example, building 
inspectors, who must tell families that they cannot return home to damaged buildings, can be 
under tremendous stress. Developing news reports, or using other means to educate the public 
about why buildings are not habitable, and acknowledging the difficulty of not being able to 
return home, may help members of the community focus their anger on the disaster rather than 
on an inspector. 
 
The Communications Recommendations provided in this report highlight the ways in which 
Federal and, ultimately, national disaster preparedness can be enhanced by the incorporation of 
mental and behavioral health principles into communication. Communication and mental and 
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behavioral health education, training, and intervention are linked and represent areas that can 
bolster community resilience. Disaster mental and behavioral health experts can play an 
important role in integrating and improving these areas to ensure optimal individual and 
community mental and behavioral health before, during, and after a disaster. 
 
CROSS-CUTTING PRINCIPLES 
The following principles are intended to guide all disaster mental and behavioral health 
intervention, education and training, and communication and messaging. These principles are to 
be fully integrated into all of the recommendations and action steps proposed by the Disaster 
Mental Health Subcommittee. 

• Disaster mental and behavioral health must be defined comprehensively to include the 
highly interconnected psychological, emotional, cognitive, and social influences on 
behavior and mental health and its impact on preparedness, response, and recovery from 
disasters or extreme emergency events. 

• Disaster mental and behavioral health interventions should be practical, flexible, 
empowering, compassionate, and respectful of the needs of affected individuals and their 
social systems. 

• Responsiveness to culture and diversity must be supported in principle and in practical 
fact. Issues of culture and diversity should be carefully vetted and implemented into all 
plans, programs, curricula, and efforts related to disaster preparedness, response, and 
mental health. 

• Vulnerable, at-risk populations should be addressed in all facets of disaster planning, 
preparedness, recovery, and research, including disaster mental and behavioral health 
efforts. 

o “Vulnerable populations” are defined functionally and in a manner consistent with the 
definition used in the implementation of PAHPA. This definition focuses on 
functional capabilities for which a vulnerable person may require additional 
assistance before, during, or after an emergency. The functional areas include 
maintaining independence, communication, transportation, supervision, and medical 
care. 

o Vulnerable populations include children and older adults. The needs of these two 
significant populations should be examined and addressed as part of disaster 
functions in general and disaster mental and behavioral health services in particular. 
Services should be developed and delivered in partnership with individuals and 
groups that serve children and older adults (e.g., families, child care facilities, 
schools, community groups, senior centers, long-term care facilities, faith-based 
groups, and primary care physicians). 

o Vulnerable populations also include people from diverse cultures, individuals who 
have limited English proficiency or are non-English speaking, individuals with 
disabilities, and those who are transportation disadvantaged. 

• It is desirable to avoid burdening States/Territories, Federally-recognized tribes, and local 
entities with additional responsibilities without providing commensurate funding or 
resources. Funding and resources help to ensure that recommendations, goals, and 
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initiatives are accomplished in a manner that is timely, consistent, documented, and 
evaluated.  

• Disaster mental and behavioral health preparedness and response efforts should include 
Federal, State/Territory, tribal, and local collaboration. Full actualization of disaster 
mental and behavioral health’s potential requires integration of traditional partners and 
knowledge of, outreach to, and collaboration and integration with non-traditional 
elements in government, academia, and the private sector. 

 
FORMAT OF RECOMMENDATIONS 
The recommendations, with brief background and action steps, are organized according to 
the three Disaster Mental Health Subcommittee writing groups (Intervention, Education and 
Training, and Communication and Messaging). While they are numbered for ease of 
reference, the numbers are not intended to convey either priority or sequence of 
implementation. 
 
ROLE OF THE DISASTER MENTAL HEALTH SUBCOMMITTEE IN ACTION STEPS 
As necessary, the Disaster Mental Health Subcommittee will establish workgroups to support 
the completion of the action steps within its purview and to recommend policy, 
programmatic, or funding actions required to implement the broader recommendations in this 
report. Workgroups will be led by Disaster Mental Health Subcommittee members and will 
include additional nationally recruited subject matter experts and representatives of 
stakeholder groups as necessary. Specific workgroups proposed are detailed in the Next Steps 
section of this report.
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RECOMMENDATION 1 (INTERVENTION) 
Integrate mental and behavioral health into all public health and medical preparedness 
and response activities. 
(1a)  At the Federal level, coordinate mental and behavioral health service efforts through a 

unified concept of operations (CONOPS) that addresses pre-, intra-, and post-event 
phases of disaster and that includes:  
• Near real-time reach-back capacity to allow for mental and behavioral health expert 

input and consultation;  
• Representation of mental and behavioral health functions, including consultative and 

clinical roles, within operational frameworks across local, State, and national levels 
aligned with the National Incident Management System; and 

• Standard mental and behavioral health triage of at-risk individuals and populations 
linked with needs-assessment activities and surveillance of emerging health effects 
and behavioral risk factors.  

(1b)  At the national level, facilitate State-based disaster mental and behavioral health 
planning and operations through the following: 
• Include language on mental health, substance abuse, and behavioral health in all 

appropriate legislation, regulations, and grants (e.g., the Pandemic and All-Hazards 
Preparedness Act). 

• Integrate disaster mental and behavioral health planning and exercising into 
performance benchmarks of new or existing Federally-funded emergency 
management programs or grants. 

 
BACKGROUND/FINDINGS 

Background related to Recommendation 1a 
Nationally, there is a need for an overarching and standardized operational framework (i.e., 
CONOPS) coordinating Federal efforts to respond to the emerging disaster mental and 
behavioral health needs of affected populations. Key organizations such as HHS (USPHS and 
NDMS) and DoD (USNORTHCOM/NORAD) have been working on this need and are 
converging on many operational concepts to coordinate and leverage resources across multiple 
sectors for the evolving mental and behavioral health needs resulting from a catastrophic health 
event. This framework must be agile at the operational level to address how various scenarios 
impact contextual features of an event—such as the impact of adherence on public health or 
emergency response strategies (e.g., taking the appropriate medicine/vaccine, evacuation, 
sheltering, or taking proper precautions to avoid the spread of infection), deterioration of social 
order, and/or reactions to massive numbers of casualties or deaths.  
 
Disaster mental and behavioral health response can be strengthened from a common operational 
picture, enabling mutual aid request triggers, risk communication strategies, resource allocation, 
targeted monitoring of population health and the recovery environment, and the provision of 
appropriate interventions such as psychological first aid. These converging operational concepts 
were implemented in the recent Congressionally-mandated national-level exercises involving top 
executive officials (known as TOPOFF 4), and enabled a near real-time common situational 
awareness of at-risk populations across many jurisdictional response partners (e.g., local, State, 
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American Red Cross, USPHS teams). Similarly, concepts were utilized by American Red Cross 
in the response to Hurricane Ike and are scheduled to be implemented for the Vigilant Shield 08 
exercise by DoD's NORAD/USNORTHCOM Office of the Command Surgeon. 
 
Background related to Recommendation 1b 
The Pandemic and All Hazards Preparedness Act (Pub. L. 109-417) provides oversight for public 
health and medical planning for all hazards; however, current legislative language does not 
address mental and behavioral health consequences associated with public health emergencies. 
The National Health Security Strategy and the Federal grant program for eligible entities 
revolves around the “Preparedness Goals” listed at section 2802(b) of the Public Health Service 
Act (42 U.S.C. 300hh-11(b)). Targeted disaster mental and behavioral health plans and expertise 
need to be in place at the State/Territory, tribal, and local levels to truly serve the needs of 
affected populations. Such plans are necessary to coordinate and integrate assessment and 
treatment services that address the psychological, social, and behavioral consequences for both 
short- and long-term needs of affected constituents.  
 
State/Territory or tribal-level planning has often failed to include mental health and substance 
abuse agency authorities or experts, as there is minimal oversight of the limited requirements to 
do so. Additionally, appropriate functions (e.g., mental and behavioral health response teams) 
and expertise should be an integrated part of both emergency operations and pre-event planning. 
Without consistency in these issues and alignment with NIMS, the nation will not have an 
adequate level of readiness, nor a capability to respond at the State and local level. Greater 
preparedness can be achieved through joint exercises, with the inclusion of realistic mental and 
behavioral health challenges to the exercise scenario. Targeted legislative language and 
performance criteria for Federal funding opportunities are essential to drive appropriate levels of 
readiness to respond to the mental and behavioral health needs of affected sub-populations. 
Current disaster mental and behavioral health grant and funding mechanisms have rigid timelines 
that often do not correspond to the needs of the community being served or may have restrictive 
funding rules limiting support of critical recovery services. These funding mechanisms would 
benefit from recommendations to address realignment of timelines and fiscal policies. 
Furthermore, mental and behavioral health interventions should be aligned more closely with 
emerging knowledge about the time course of adjustment reactions, the emergence of serious and 
potentially chronic conditions, and factors that impact illness trajectories and intervention 
effectiveness. 
 
ACTION STEPS 
1a.1  Select and logistically equip a panel of expert consultants in disaster mental and 

behavioral health to function in near real-time as an advisory body to aid decision makers 
who are responding to mass casualty threats and other extreme public health events (e.g., 
disaster, epidemic, or terrorist act). 

1a.2  Convene experts with operational experience in disaster mental and behavioral health 
CONOPS to review existing CONOPS strategies and make recommendations on key 
operational functions and positions to create a standard CONOPS structure and pre-
scripted mission assignments. 
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1a.3 Pilot and evaluate this standardized disaster mental and behavioral health CONOPS in 
selected Homeland Security Exercise and Evaluation Program Exercises, including those 
with mass casualty components (e.g., exercises utilizing the Catastrophic Incident 
Supplement). 

1b.1 Work with HHS policy leadership to promote the inclusion of language on mental health, 
substance abuse, and behavioral health in all appropriate legislation, regulations, and 
grants. 

1b.2 Work with HHS policy leadership to develop a rationale for funding, in an amount 
sufficient to complete the task, to assist States/Territories and tribes to implement disaster 
mental and behavioral health planning called for in revised legislative, regulatory, and 
grant language.  

1b.3 Provide technical assistance to Federal grantor agencies to establish grant scope, 
mechanisms, and reporting criteria that include NIMS-compliant mental and behavioral 
health in disaster planning efforts either through actions or delegation of authority. 

1b.4 Develop a white paper or detailed recommendations addressing the realignment of 
timelines and policies of current Federal emergency response funding opportunities to 
better meet the mental and behavioral health needs of affected populations. 

1b.5 Provide technical support to States/Territories and tribes to develop and facilitate 
regionally-coordinated mental and behavioral health response and recovery efforts. 

1b.6   Include professional guild associations in Disaster Mental Health Subcommittee 
workgroups to promote the use of psychological first aid and evidence-based 
interventions throughout the nation and across the phases of an event. 

 
RECOMMENDATION 2 (INTERVENTION) 
Enhance the research agenda for disaster mental and behavioral health. 
Convene a working group of the Disaster Mental Health Subcommittee to review the research 
portfolios of Federal research funders across the U.S. government (including the NIH, AHRQ, 
and CDC within HHS, and other relevant Federal Departments and agencies) to identify gaps in 
knowledge, areas of recent progress, and priorities for research in disaster mental and 
behavioral health program evaluation, early intervention, treatment for disaster-related 
problems, and dissemination of training in disaster mental and behavioral health interventions. 
Set a national agenda for this research that is supported by the Federal agencies that fund 
research initiatives in these areas. 
 
BACKGROUND/FINDINGS 
To make maximal use of resources for the continuum of interventions to ameliorate the range of 
expectable mental and behavioral health effects (e.g., time-limited distress, adherence to public 
health directives, and new incidence disorders) that are exacerbated or caused by a disaster, it is 
important that evidence-based, cost-effective services be provided. The limited research 
conducted to date on such interventions undermines the most effective use of these funds. 
Priority, therefore, should be given to maximizing the research that can be supported in this 
critical area. 
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There is currently relatively little research evaluating the effectiveness of disaster mental health 
interventions. Evidence suggests that some commonly used interventions, such as simple 
education and stress debriefing, do not necessarily prevent the development of post-traumatic 
stress disorder or depression. There has been little formal program evaluation of existing 
services. For example, crisis counseling programs are commonly established following 
Presidentially-declared disasters, but there has been little research investigating the impact of 
these and other widely-delivered services. Recently, feasibility and usefulness of such evaluation 
efforts have been established. Evaluations should include measurement of survivor outcomes and 
be supported by adequate funding for the development and expansion of these research 
programs. 
 
More generally, research on early post-trauma interventions and other post-disaster and 
supportive mental heath services (e.g., bereavement counseling) has had little impact on post-
disaster care, despite promising findings with timely utilization of some brief cognitive-
behavioral interventions targeting acute stress reactions and excessive alcohol use. Interventions 
addressing a broad spectrum of post-disaster adjustment reactions require study. Key early 
interventions to target in outcomes research include:  

• Psychological first aid 
• Psycho-education 
• Brief cognitive-behavioral interventions 
• Web- and telephone-delivered services 
• Early triage, screening, and surveillance for adjustment reactions and post-traumatic 

symptoms and disorders 
• Social support interventions 
• Group-based interventions 
• Couples- and family-focused interventions 
• Bereavement and traumatic grief interventions 
• Worry interventions addressing cognitions about illness and infection 
• Interventions to increase group cohesion 
• Interventions to increase community self-efficacy 
• Self-help groups 
• Utilization of services 
• Modifications required to optimally address the needs of vulnerable populations and the 

diversity of those in need of services 
• Means to conduct program evaluations of disaster mental and behavioral health services 

and programs, including crisis counseling services 
 
There is also little research on screening and treatment of individuals who develop mental health 
problems after exposure to disasters. Disaster survivors who go on to develop post-traumatic 
stress disorder and other problems might have benefited from rapid triage and established 
screening and treatment; however, these techniques have not yet been evaluated with disaster 
survivors. 
 
Finally, when promising practices in disaster mental and behavioral health care are identified, 
they must be learned and delivered by providers. When evaluating mental health programs, early 
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interventions, treatments, and methods of dissemination of training for DMH providers, 
particular consideration should be given to the effects on people of color and other marginalized 
groups. 
 Conventional professional training workshops are often ineffective in changing practice, so 
dissemination systems based on best training practices should be established and evaluated. 
  
ACTION STEPS 
2.1 Review the research portfolios of Federal agencies that fund research on the design and 

evaluation of interventions and treatment services that can address the psychological 
needs of citizens after a disaster or major crisis event to identify gaps in knowledge, areas 
of recent progress, and priorities for research in disaster mental and behavioral health 
program evaluation, early intervention, treatment for disaster-related problems, and 
dissemination of disaster mental health interventions. 

2.2 Convene a panel of Federal partners (e.g., NIH, AHRQ, CDC, SAMHSA, and OFRD 
within HHS, and DoD, VA, DHS, and other relevant Federal Departments and agencies) 
to review recommendations and develop integrated funding initiatives across agencies to 
address gaps. 

2.3 Work with Federal partners to leverage funding to allow for implementation of the 
recommendations/integrated funding plan. 

 
RECOMMENDATION 3 (INTERVENTION) 
Enhance assessment of mental and behavioral health needs during emergencies. 
Integrate epidemiological strategies to capture information for public policy and resource 
allocation. Utilize existing national health surveillance systems and State/local-based systems to 
rapidly assess and track mental and behavioral health needs and recovery processes in affected 
populations (e.g., the Centers for Disease Control and Prevention’s research, including the 
Behavioral Risk Factor Surveillance System, Youth Behavioral Risk Surveillance System, 
National Hospital Discharge Survey, and National Health Interview Survey; the Substance 
Abuse and Mental Health Services Administration’s National Household Drug Utilization 
Survey; the American Red Cross Mental Health Triage information;  and local systems such as 
the Los Angeles County Rapid Mental Health Triage System). 
 
BACKGROUND/FINDINGS 
In order to make rational decisions about deployment and adjustment of resources in response to 
major emergency events, including when and where to transition from crisis counseling to more 
therapeutic models of intervention, it is essential to understand needs in affected populations 
over time. Coordination among several Federally-supported survey efforts (e.g., the SAMSHA 
household survey, the CDC's NHIS survey, the CDC's BRFSS survey) could result in real-time 
data on thousands of households a week to screen for victims/evacuees and relatives of people 
who were victims and provide a thorough national, regional, or local screen to monitor recovery. 
This type of effort is vital for knowing whether various health and human services are reaching 
people (e.g., whether resources are following evacuees and others that may be impacted). Other 
important and time-sensitive knowledge to be gained includes: dispersion of the affected 
population; active health conditions/needs; severity of conditions; percentages of individuals 
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getting treatment; barriers to getting care; aggravating circumstances/stressors; current and 
planned living situation/housing needs; status of any environmental testing that has been done 
(toxic exposures); status of children and older adults in households; employment, disability, and 
other vulnerable population needs; and Medicare, Medicaid, and insurance status.  
 
Additionally, realizing the capacity for real-time rapid triage, epidemiology, and surveillance 
will make possible new and important learning concerning the following: confidence/trust in 
government preparedness and responsiveness; family/household preparedness; trusted sources of 
information/support; disruptions and behavioral impact; perceived need for mental health and 
other care; utility and penetration of education and warnings about protective strategies; 
compliance with public directives; post-disaster behaviors; new/exacerbated acute and chronic 
health needs; pre-existing health conditions; problems with daily living; how to create effective 
systems of care that meet varying needs; effectiveness of public health and clinical interventions; 
optimal timing, intensity, and focus of interventions to minimize adverse outcomes; markers of 
risk, resistance, resilience, and recovery; and highly predictive early diagnostics for chronic 
disorders. 
 
ACTION STEPS 
3.1  Develop a succinct statement of need/opportunity (e.g., what the health and human 

service information needs are/will be after events that result in major population 
disruption and displacement, how current methods to gather vital information are 
fragmented and inadequate, and how with advance planning the government could 
coordinate to use its existing infrastructure to maximize its ability to meet needs and 
minimize costs). 

3.2  Develop a short list of exemplary pieces of information at the population level that would 
be desirable to have for planning and delivering health and human services over time 
(e.g., current and planned living situation, health care needs, access to health services, 
status of any testing that has been done for toxin exposure, employment, and status of 
household children, etc.). This should be done for all different sets of hypothetical events 
(e.g., earthquake, flood, nuclear event, and biological event). Material should be 
evaluated (pilot tested) with targeted groups prior to an event to ensure that information is 
readable and understandable and that the message can be acted on. 

3.3  Identify a list of existing information-gathering vehicles (e.g., Federally-supported 
surveys on health and education as well as special census programs). 

3.4  Convene an exploratory meeting with the key survey groups. 

 
RECOMMENDATION 4 (EDUCATION AND TRAINING) 
Enhance disaster mental and behavioral health training for professionals and 
paraprofessionals. 
Promote psychological resilience and effective delivery of psychological support by 
professionals and paraprofessionals through education in disaster mental health and/or training 
in psychological first aid. 
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BACKGROUND/FINDINGS 
Disaster responders face tremendous stress in their work. Many responders and their families are 
themselves directly affected by the disaster. Responders are deployed to affected areas, which 
require separation from their own families and the need to rise above their own needs to help 
others.  Many individuals who respond serve those who have been affected in the emergency and 
who may also be experiencing traumatic levels of stress. Responders who experience traumatic 
levels of stress may not only become casualties themselves, but are also likely to become less 
capable of maintaining their effectiveness in serving those in need. It is important to increase the 
resilience of our nation’s responders, from decision makers and management to front-line 
workers, and provide them with the tools and resources to meet their own disaster-related 
psychological and psychosocial needs, the needs of their families, and the needs of those they are 
called upon to serve. 
 
Many of those who respond to emergencies are members of professional disciplines that require 
specialized education and/or licensure. To enhance awareness among emergency responders of 
the psychological impact of disaster and the strategies and techniques for providing 
psychological support to those affected by such tragedies, greater emphasis should be placed on 
making decision makers, leaders, professional disciplines, response agencies, and individual 
responders accountable for obtaining specialized education and training in disaster mental health 
and/or psychological first aid. Licensure and accreditation of relevant professionals should 
include requirements for minimal knowledge and skills related to psychological first aid and 
disaster mental health. 
 
“Psychological first aid,” as used in this context, refers to psychological support that is both used 
to improve one’s own resilience and is provided by non-mental health professionals to family, 
friends, neighbors, co-workers, and students. Psychological first aid focuses on education 
regarding traumatic stress and on active listening. The term also incorporates more sophisticated 
psychological support given by primary care providers to their patients. Properly executed, 
psychological first aid is adapted to the needs of each group or community (i.e., group of people 
with shared interests) implementing it, ensuring that the psychological first aid that is introduced 
in the community does not conflict with the world view of the group. It also emphasizes the 
inclusion of effective strategies for psychological support that may be specific to that group. This 
is done in concert with a representative community committee which helps to ensure 
responsiveness to the specific community. Psychological first aid includes understanding one's 
role; the difference between anticipated stress reactions and traumatic stress; how to engage in 
active listening; when and where to refer individuals for additional assessment and intervention; 
and the importance of supervision, ethical behavior, and self-care. 
 
While psychological first aid as a whole has not been extensively researched, education and 
active listening have been thoroughly investigated as strategies for crisis intervention. 
Psychological first aid can help enhance a sense of self and collective efficacy, connectedness, 
and hope (empirically-based essential elements of immediate and mid-term mass trauma 
intervention). In psychological first aid, mental health professionals serve as trainers/consultants 
in adapting the model to individual communities (including vulnerable and at-risk populations), 
supervisors of psychological first aid networks, and bridges to the higher continuum of care. 
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“Disaster mental health,” on the other hand, refers to crisis intervention, psychological support, 
and consultation and liaison provided to clients, communities, families, and individuals in the 
aftermath of disaster by mental health professionals. Disaster mental health includes 
preparedness activities and long-term recovery for individuals and communities. Disaster mental 
health training for mental health professionals includes understanding the etiology of traumatic 
stress and how to provide rapid triage, crisis intervention, and other related services in disaster 
settings. 
 
It is important to extend psychological support training beyond mental health (e.g., psychiatry, 
psychology, counseling, social work, and marriage and family therapy) and health care 
professionals (e.g., medicine, pediatrics, nursing, and epidemiology) to include the full range of 
emergency responders (e.g., law enforcement, fire service, emergency medical responders), 
coroners and morgue staff, disaster relief personnel (e.g., American Red Cross and National 
Voluntary Organizations Active in Disaster), faith-based professionals and leaders, disaster 
response leaders (e.g., incident commanders, emergency managers, and civil service and elected 
government leaders), and educators. 
 
ACTION STEPS 
4.1 Meet with associations representing stakeholders to encourage adoption of enhanced 

disaster mental and behavioral health training standards and approaches. These groups 
will include: 
• Mental and behavioral health professional associations to encourage them to require 

training in disaster mental health in their graduate training programs. 
• Relevant mental and behavioral health licensing boards to encourage them to draft 

requirements for training in disaster mental health and for training and supporting 
psychological first aid networks for the professions they regulate. 

• Health, public health, emergency responder, and educator professional associations, 
voluntary organizations active in disaster (VOAD), and faith-based groups to 
encourage them to require training in psychological first aid for their members, to 
both improve the ability of these professionals to manage traumatic stress in the event 
of a public health emergency and to provide psychological support for their 
colleagues and the people they serve. 

• Emergency manager, health manager, and community leader professional 
associations to encourage them to require training for their members in: a) 
psychological first aid, b) disaster mental health, c) best practices in early intervention 
(based on current evidence base and best expert consensus), and d) emergency 
communications. 

4.2  Convene a workgroup of the Disaster Mental Health Subcommittee to serve as an expert 
panel to provide technical assistance and develop guidance on disaster mental and 
behavioral health education and training issues, including critical preparedness education 
and decision making for community decision makers and disaster management officials.  

4.3 Appoint mental and behavioral health professionals as members of the Federal Education 
and Training Interagency Group (FETIG), an academic Joint Program for Disaster 
Medicine and Public Health at the Uniformed Services University of the Health Sciences, 
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to ensure appropriate attention is directed to cultural and developmental diversity for this 
and other recommendations by the Disaster Mental Health Subcommittee.    

4.4  Recommend an approach and funding mechanism to ensure the development, evaluation, 
and dissemination of disaster mental health curricula for mental health professionals and 
psychological first aid curricula for other health professionals, emergency response 
professionals, educators, disaster response personnel, disaster managers, and community 
leaders. The curricula development process should include the thorough review of 
existing efforts. Developed curricula should be culturally responsive and supported to the 
extent possible by research and should be evaluated throughout their implementation. It is 
proposed that a national center be established, with such funds as are needed to complete 
the task, to develop psychological first aid curricula and provide technical assistance, 
training, and systematic evaluation. 

 
RECOMMENDATION 5 (EDUCATION AND TRAINING) 
Promote the population’s psychological resilience. 
Promote psychological resilience of individuals, families, and communities through the 
development of a national strategy for the integration, dissemination, and ongoing evaluation of 
psychological first aid. 
 
BACKGROUND/FINDINGS 
Individuals who are experiencing traumatic stress as a result of emergencies may be ineffective 
in coping with their own stress and/or in contributing to the recovery of the community. The 
IOM Committee on Preparing for the Psychological Consequences of Terrorism recommended 
that a national program of psychological first aid be developed for the general population in 
order to augment the disaster mental health model of psychological support currently used in the 
nation. To increase the public’s resilience in response to terrorism and public health 
emergencies, and to encourage the public to seek training in psychological first aid, the Federal 
government should work with national organizations that educate the general public in health 
issues to develop psychological first aid as a public health education program similar to first aid. 
This psychological first aid training must address cultural competence and vulnerable and at-risk 
populations. It is also recommended that HHS work with professional mental health associations 
to encourage the development of mental health professionals who can assist in implementing 
psychological first aid programs that are culturally responsive for individual communities and 
who can serve as supervisors for community psychological first aid networks.  
 
Psychological first aid essentially targets the general population as the source of basic grassroots 
psychological support and educates the public about when someone may need to be referred to 
mental health professionals, and how to make such a referral. The success of psychological first 
aid as a strategy depends on the penetration of the training in the population. If a significant 
portion of the population is trained in psychological first aid, then, in the event of a public health 
emergency or disaster, there will always be someone nearby to provide psychological support. A 
populace educated in psychological first aid will help ensure that the limited available time of 
disaster mental health professionals is reserved for those who are most in need. In addition, the 
skills and principles of psychological first aid can be used extensively even outside the context of 
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a disaster or major crisis event and, therefore, will be of practical use to the population on a daily 
basis and have the potential to benefit society as a whole. 
 
ACTION STEPS 
5.1 Meet with national organizations active in educating the general public in health 

education (e.g., American Red Cross, Society for Public Health Education, American 
Public Health Association, and HHS/CDC-supported Centers for Public Health 
Preparedness) to explore the development of national psychological first aid programs. 

5.2 Meet with professional associations representing mental health professions to encourage 
them to develop education to prepare mental health professionals to serve as master 
trainers, community supervisors, and cultural consultants in psychological first aid for 
their graduate training and continuing education programs, so that more mental health 
professionals will be better prepared to help communities develop psychological first aid 
networks and to support those networks. 

5.3 Explore and recommend a funding mechanism to ensure the development of 
psychological first aid curricula for the general public that are culturally responsive and 
supported to the extent possible by research. It is proposed that a national center be 
established, with such funds as are needed to complete the task, to develop psychological 
first aid curricula for the public and provide technical assistance, training, and systematic 
evaluation. 

 
RECOMMENDATION 6 (EDUCATION AND TRAINING) 
Ensure that the needs of at-risk individuals and issues of cultural responsiveness are being 
addressed in all efforts of the National Biodefense Science Board. 
Support the development of mechanisms to ensure that the needs of vulnerable and at-risk 
populations and issues of cultural responsiveness are appropriately considered and served in the 
articulation and execution of the Board’s recommendations and in public health activities 
related to emergency preparedness and response. 
 
BACKGROUND/FINDINGS 
People from diverse cultures, individuals who have limited English proficiency or who do not 
speak English, individuals with disabilities, those who are transportation disadvantaged, older 
adults, and children are often more vulnerable in disasters than the general population. This is 
true both because of pre-existing conditions and because of contextual issues that affect their 
ability to recover. For example, the prevalence of exposure to pre-disaster traumatic stress may 
be higher than average in economically disadvantaged urban environments. Therefore, these 
individuals may be at greater risk for experiencing extremely stressful events as traumatic, and 
the subsequent development of psychopathology. In addition, issues related to stress exposure 
levels, race, gender, pre-existing psychiatric disorders, family history, exposure to violence, 
childhood traumatic events, lack of support, race-related stressors (e.g., social and economic 
effects of racial prejudice or stigmatization and bicultural identification), and underutilization of 
mental health services have yet to be systematically examined, but are critical to consider when 
designing and implementing disaster mental and behavioral health services. To prevent and/or 
reduce such disproportionately negative outcomes in these and other vulnerable groups, 
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responsiveness to culture and attention to diversity is essential in prevention, intervention, and 
post-intervention disaster planning and response. 
 
Culture influences how people experience a disaster, how reactions are expressed, how the 
effects are interpreted, what is considered helpful, and what it takes to become whole again. 
Failure to view the effects of disaster within the context of survivors’ culture and other 
contextual variables may lead to response efforts that are ineffective or even damaging, both 
wasting resources and failing to serve the targeted communities effectively. In the confusing and 
fast-paced aftermath of disaster, these contextual issues are often overlooked and interventions 
tend to be aimed at the “mainstream” until problems with that approach are detected. Education 
and training on disaster mental and behavioral health planning and response thus becomes 
especially important because attention to these contextual issues can be infused throughout the 
training, helping planners and responders to be more aware of the needs of vulnerable groups 
prior to the onset of a disaster and, therefore, to be more effective in successfully serving these 
groups. Psychological first aid is particularly sensitive and responsive to these sorts of cultural 
and contextual issues, making it a good vehicle for disaster training. 
 
Belonging to a group that differs from the majority culture should not prevent people from 
obtaining optimal recovery. It is important to deliver services that are responsive to the needs of 
diverse populations to ensure that their health and mental and behavioral health recovery is 
commensurate with the general population. Optimizing positive decision making, problem-
solving, and the ability to follow critical directives is essential to keeping people safe and 
restoring mental and behavioral health following a disaster. To this end, every emergency 
responder and provider of mental and behavioral health services for disaster survivors should 
receive training in the provision of culturally responsive services.  
 
Additionally, the input of mental health and public health professionals and other stakeholders 
representing vulnerable and at-risk groups is recommended. The Disaster Mental Health 
Subcommittee can assist the NBSB to create a mechanism to identify at-risk stakeholders and 
subject matter experts to serve as a resource to the NBSB to provide expertise and technical 
assistance regarding the needs of vulnerable and at-risk populations and issues of cultural 
responsiveness. Furthermore, the Disaster Mental Health Subcommittee and the NBSB should 
work to propose changes related to vulnerable and at-risk populations and cultural 
responsiveness for broader national disaster, public health, and medical preparedness and 
response documents and guidance. 
 
ACTION STEPS 
6.1 Create a mechanism to identify at-risk stakeholders and subject matter experts to serve as 

a resource to the NBSB and its subcommittees and workgroups. Those identified would 
provide expertise and technical assistance to ensure that the needs of vulnerable and at-
risk populations, and issues of cultural responsiveness, are appropriately considered and 
served in the articulation, implementation, and evaluation of the Board’s 
recommendations.  

6.2 The Disaster Mental Health Subcommittee and the NBSB shall propose changes for 
broader national disaster, public health, and medical preparedness and response 
documents and guidance (e.g., the next update to the National Response Framework    
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ESF 6 and ESF 8) to include language specifically addressing special needs of 
vulnerable, at-risk populations and issues of cultural responsiveness in training, service 
provision, and related activities. 

 

RECOMMENDATION 7 (COMMUNICATION AND MESSAGING) 
Develop a disaster mental and behavioral health communication strategy. 

• Develop mass communication messages that deliver psychoeducation, information on 
sources of help, and other mental and behavioral health topics related to specific 
hazards/threats and disaster phases. 

• Develop education and training regarding the integration of mental and behavioral 
health/social science principles and emergency risk communication. 

• Develop a process to identify, educate, and train a cadre of mental and behavioral health 
experts to serve as consultants, interviewees for Federal television/Internet broadcasts, 
and resources for the media. 

• Establish and enforce a policy, with respect to all disaster and emergency health issues, 
that: 
o Requires that, prior to soliciting/undertaking new Federally-funded communication 

initiatives, a review of similar and/or related activities of other Federal components 
will be performed and documented to ensure integration and prevent duplication. 

o Requires that all communication activities (directly operated or supported through 
grants, contracts, or cooperative agreements) document and ensure that they are 
informed by current evidence-based psychosocial factors. 

 
BACKGROUND/FINDINGS 
Communication plays a central role in influencing individual and collective behavior, feelings, 
and thoughts. During a disaster, accurate, timely, and credible information distributed through a 
variety of sources and media is a central determinant of human impact, operational effectiveness, 
and social and economic consequences.  
 
The field of emergency risk communication has evolved to address this critical period when the 
listener’s capacity to process complex information is constricted. In contrast to the risks posed by 
flood waters or falling debris where there are familiar cues, communicating risks of invisible and 
novel agents such as radiation and bacteria is a far greater challenge. Indeed, explaining complex 
scientific concepts in plain language and graphics is difficult, and the opportunity for 
misunderstanding high. The preparation and testing of messages before an event actually 
happens is a valuable tool for maximizing the potential that instructions given during an actual 
event will be comprehended.  
 
Mental and behavioral health experts can play a valuable role in the development of messages 
that are respectful, compassionate, understandable, and effective. They can also work with public 
information officials to stop the perpetuation of disaster myths (such as public panic and 
looting), which can lead to faulty planning, failure to provide important information, and 
misallocation of resources. Behavioral health care providers are familiar with listening to and 
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talking with distressed individuals and those experiencing crises. Over the course of practice and 
through didactics, many practitioners develop an appreciation of the nuances of language and 
how the recipients can negatively experience some words or phrases that are meant to be 
comforting. Recognition of the need for cultural competence in dealing with groups that are 
different from one’s own is also critical to empathic communication.  
 
Mental and behavioral health practitioners can work closely with political leaders and public 
affairs officers to develop strategic communications that support a range of empirically-based 
essential elements of information of immediate and mid-term mass trauma intervention. These 
include promotion of: 

• a sense of safety  
• a sense of calm 
• a sense of self- and collective efficacy 
• connectedness 
• hope 

 
ACTION STEPS 
7.1 Identify a group of subject matter experts, including experts on disaster mental and 

behavioral health communications and messaging issues; experts in crisis, risk, and 
health communications; key Federal government public affairs personnel; and major 
emergency and health communication associations. 

7.2 Identify key psychological/mental health topics that pre-, intra-, and post-event messages 
should address. Attention should be paid to the ways that message requirements may vary 
for terrorist incidents versus natural disasters.  

7.3  Identify target audiences for the communication. 
7.4 Identify potential gaps in current messages targeting major threats/hazards and their 

consequences and recommend priorities for future message development to the 
Secretaries of DHS and HHS. 

7.5 Identify appropriate audiences and develop tailored curricula on the integration of 
behavioral health/social science principles and emergency risk communication, and 
identify a dissemination strategy for the curriculum. 

7.6 Create a process for the identification, education, and training of a cadre of behavioral 
health experts from across the nation to serve as interviewees for Federal 
television/Internet broadcasts, consultants to leadership, and resources for the media. 

7.7 Identify and recommend appropriate funding for a Federal agency to create and sustain a 
database of the cadre of mental and behavioral health experts. 

 
RECOMMENDATION 8 (COMMUNICATION AND MESSAGING) 

Develop an accessible Internet-based communication toolkit.  
At present, no single Federal source consolidates communication/message research and 
products developed for a variety of events (e.g., pandemic influenza, terrorism, and 
environmental contamination from chemical stockpile/industrial accidents). The best solution for 
this consolidation is the development of a Federal communication Web site. 
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BACKGROUND/FINDINGS 
A Federal communications Web site would assist State and local governments, NGOs, and 
others to work with their stakeholders to develop programs tailored to their needs. It would 
leverage investments and serve as a springboard for the investigation of new areas of work rather 
than the inadvertent replication of previous contributions. 
 
The Web site would host tested pre-event mass communication content for the Internet, radio, 
and television addressing the information needs for general members of the public including 
those with special needs, leaders, and the media. It could also serve as a vehicle to further two-
way communication, both with communicators and with the public. The Web site could host a 
discussion section promoting interaction among communications professionals. Another section 
could feature promising strategies for developing a dialogue with the public in advance of an 
event on key policies and practices that will influence the response. The dialogue could then 
continue through and after the event. For example, the development of priority groups for the 
distribution of a limited resource, such as a vaccine, relies on more than science. The public 
plays a key role in weighing other social, ethical, and cultural factors influencing policy, such as 
affording children a higher priority level than would be determined strictly by a 
morbidity/mortality consideration. By successfully engaging the public in difficult dialogues 
before an event, trust and confidence will be enhanced should a disaster occur. The Web site, 
then, would address both communication content and process. 
 
ACTION STEPS 
8.1 Identify a specific Federal agency to have responsibility for the Web site and recommend 

sufficient funds to develop the site and to keep it updated. 
8.2 Perform an environmental scan1

8.3 Ensure that the design, layout, and organization of the Web site provides maximum 
utility by seeking input from key Federal communication/public affairs experts familiar 
with government communication and messaging projects. Ensure that the three major 
audiences of the general public, the media, and leaders (formal and informal) are 
addressed and that the Web site includes a mechanism for sharing promising practices 
and questions. 

 on U.S. Government-funded communication/messaging 
projects—internal and external—summarizing their methodology, budget, and 
findings/deliverables. 

                                                 
1 An environmental scan is a broader search than a traditional literature review of professional and scientific 
journals. In addition to scholarly work, an environmental scan includes Web-based materials (as well as published 
pieces) written by Federal and State government sources, national associations, and research institutions. 
Environmental scans allow researchers to glean information on nontraditional resources and current work appearing 
outside the usual academic channels. 
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Following incorporation of NBSB feedback to develop a final, approved Recommendations 
Report, the Disaster Mental Health Subcommittee will create a two-year implementation plan for 
the approved recommendations. This plan will identify the priorities, specific action steps, 
responsibilities, and timelines for carrying out the recommendations within the Subcommittee’s 
purview.  
 
The recommendations as written in this report require the formation of up to four workgroups of 
the Disaster Mental Health Subcommittee to address DMH CONOPS development, research and 
assessment, education and training, and communication and messaging. Workgroups would be 
led by Disaster Mental Health Subcommittee members and would include additional nationally 
recruited subject matter experts and representatives of stakeholder groups as necessary. The two-
year implementation plan will detail the structure, goals, and proposed membership of these 
workgroups. 
 
For broader recommendations that require policy, programmatic, or funding changes, the two-
year implementation plan will include specific action steps, responsibilities, and timelines to 
develop mechanisms to approach policy change, strategies to leverage recommended funding, 
and the stakeholders and governmental entities to engage in these processes.  
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BRFSS/CDC/HHS Behavioral Risk Factor Surveillance System/CDC/HHS 
CDC/HHS   Centers for Disease Control and Prevention/HHS 
CONOPS    Concept of Operations 
DHS     U.S. Department of Homeland Security 
DoD     U.S. Department of Defense 
ESF     Emergency Support Function  
DMH     Disaster Mental Health 
FETIG    Federal Education and Training Interagency Group 
HHS     U.S. Department of Health and Human Services 
IOM     Institute of Medicine 
NBSB     National Biodefense Science Board 
NDMS /HHS   National Disaster Medical System/HHS 
NGO     Non-Governmental Organization 
NHIS/CDC/HHS  National Health Interview Survey/CDC/HHS 
NIH/HHS    National Institutes of Health/HHS 
NIMS     National Incident Management System 
NORAD    North American Aerospace Defense Command 
OFRD/HHS   Office of Force Readiness and Deployment/HHS 
PAHPA    Pandemic and All-Hazards Preparedness Act 
PTSD     Post-traumatic stress disorder 
SAMHSA/HHS  Substance Abuse and Mental Health Services Administration/HHS 
TOPOFF    Top Officials 
USNORTHCOM  U.S. Northern Command 
USPHS    United States Public Health Service 
VA      U.S. Department of Veterans Affairs 
VOAD     Voluntary Organization Active in Disaster 
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Excerpt taken from Homeland Security Presidential Directive 21 
Subject:  Public Health and Medical Preparedness 

 
Homeland Security Presidential Directive 21 (HSPD-21) establishes a National Strategy for 
Public Health and Medical Preparedness, which builds upon principles set forth in Biodefense for 
the 21st Century (April 2004) and will transform our national approach to protecting the health 
of the American people against all disasters.  

Biodefense for the 21st Century provides a foundation for the transformation of our catastrophic 
health event response and preparedness efforts. Although the four pillars of that framework—
Threat Awareness, Prevention and Protection, Surveillance and Detection, and Response and 
Recovery—were developed to guide our efforts to defend against a bioterrorist attack, they are 
applicable to a broad array of natural and manmade public health and medical challenges and are 
appropriate to serve as the core functions of the Strategy for Public Health and Medical 
Preparedness. 

To accomplish our objectives, we must create a firm foundation for community medical 
preparedness. We will increase our efforts to inform citizens and empower communities, buttress 
our public health infrastructure, and explore options to relieve current pressures on our 
emergency departments and emergency medical systems so that they retain the flexibility to 
prepare for and respond to events. 

Ultimately, the Nation must collectively support and facilitate the establishment of a discipline of 
disaster health. The specialty of emergency medicine evolved as a result of the recognition of the 
special considerations in emergency patient care, and similarly the recognition of the unique 
principles in disaster-related public health and medicine merit the establishment of their own 
formal discipline. Such a discipline will provide a foundation for doctrine, education, training, 
and research and will integrate preparedness into the public health and medical communities.   

 
The Disaster Mental Health Subcommittee will consider issues regarding the following 
implementation item of HPSD-21: 
 
(31)  The impact of the “worried well” in past disasters is well documented, and it is evident that 
mitigating the mental health consequences of disasters can facilitate effective response.  
Recognizing that maintaining and restoring mental health in disasters has not received sufficient 
attention to date, within 180 days after the date of this directive, the Secretary of Health and 
Human Services, in coordination with the Secretaries of Defense, Veterans Affairs, and 
Homeland Security, shall establish a Federal Advisory Committee for Disaster Mental Health.  
The committee shall consist of appropriate subject matter experts and, within 180 days after its 
establishment, shall submit to the Secretary of Health and Human Services recommendations for 
protecting, preserving, and restoring individual and community mental health in catastrophic 
health event settings, including pre-event, intra-event, and post-event education, messaging, and 
interventions. 
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CHARTER 
 

DISASTER MENTAL HEALTH SUBCOMMITTEE 
of the 

National Biodefense Science Board 
 
 
MISSION 
 
Individuals, families, support networks, and communities must be prepared for and capable of 
withstanding public health and medical emergencies.   
 
The Disaster Mental Health Subcommittee, directed by Homeland Security Presidential 
Directive (HSPD) - 21 and established under the National Biodefense Science Board (NBSB), 
will provide advice and guidance to the NBSB.  NBSB will deliberate on that advice and 
guidance and advise the Secretary on matters of special interest to the Department of Health and 
Human Services (HHS) regarding protecting, preserving, and restoring individual and 
community mental health in catastrophic health event settings, including pre-event, intra-event, 
and post-event education, messaging, and interventions, with the long term goal of enhancing 
capabilities at the State and local levels for addressing disaster mental health.  
 
AUTHORITY 
 
Homeland Security Presidential Directive (HSPD) - 21, “Public Health and Medical 
Preparedness,” was signed by the President on October 18, 2007.   
 
HSPD-21, Paragraph 31 
“The impact of the ‘worried well’ in past disasters is well documented, and it is evident that 
mitigating the mental health consequences of disasters can facilitate effective response.  
Recognizing that maintaining and restoring mental health in disasters has not received sufficient 
attention to date, within 180 days after the date of this directive, the Secretary of Health and 
Human Services, in coordination with the Secretaries of Defense, Veterans Affairs, and 
Homeland Security, shall establish a Federal Advisory Committee for Disaster Mental Health.  
The committee shall consist of appropriate subject matter experts and, within 180 days after its 
establishment, shall submit to the Secretary of Health and Human Services recommendations for 
protecting, preserving, and restoring individual and community mental health in catastrophic 
health event settings, including pre-event, intra-event, and post-event education, messaging, and 
interventions.”   
 
NBSB 
The NBSB is mandated by the Pandemic and All-Hazards Preparedness Act (Section 402, P.L. 
109-417) and tasked with providing expert advice and guidance to the Secretary of HHS on 
scientific, technical, and other matters of special interest to the Department regarding current and 
future chemical, biological, nuclear, and radiological agents, whether naturally occurring, 
accidental, or deliberate.  The Board may also provide advice and guidance to the Secretary on 
other matters related to public health emergency preparedness and response.  The Board is 
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governed by the Federal Advisory Committee Act (5 U.S.C. app. 2), which sets forth standards 
for the formation and use of advisory committees. 
 
FUNCTION 
 
The Disaster Mental Health Subcommittee (hereafter referred to as the Subcommittee) shall 
develop robust mechanisms for protecting, preserving, and restoring individual and community 
mental and behavioral health in catastrophic health event settings; ensure that core public health 
and medical (including mental and behavioral health) training and education curricula address 
the need to improve individual, family, and institutional public health and medical preparedness; 
and establish and maintain a flow of accurate, credible, and relevant information between 
Federal partners and individuals, families, communities, and institutions that will enhance public 
health and medical preparedness. 
 
STRUCTURE 
 
Membership of the Subcommittee shall consist of NBSB members, NBSB ex-officio agency 
representatives, and invited experts; additionally, there shall be a Chair and an Executive 
Director.  Members of the Subcommittee shall be selected from among the Nation’s preeminent 
scientific, public health, and medical experts, and may include representation from the following 
areas: service delivery providers, research, at-risk groups, consumers, state and local mental 
health and substance abuse authorities, policy, public health, epidemiology, occupational safety 
and health, emergency management, training, and spiritual care.  Members shall be invited by the 
Assistant Secretary for Preparedness and Response (ASPR) to serve on the Subcommittee.   
 
The Subcommittee will submit its recommendations to the NBSB for consideration, deliberation, 
and voting.  Following this deliberation, the NBSB will provide recommendations, advice, and 
guidance to the Secretary.   
 
The Subcommittee will form workgroups as deemed necessary to carry out recommendations 
approved by the NBSB. Workgroups will be led by Subcommittee members and will contain 
additional national subject matter experts and representatives of stakeholder groups as needed. 
Invitation to join a Subcommittee workgroup does not constitute membership in the 
Subcommittee, as full Subcommittee membership requires formal invitation from the Assistant 
Secretary for Preparedness and Response. 
 
The Secretary of the Department of Health and Human Services has the authority to convene a 
meeting of the Subcommittee at any time to provide guidance and subject matter expertise or to 
formulate event specific recommendations. 
 
MEETINGS 
 
The Subcommittee is expected to meet bi-monthly and may be convened on an as-needed basis.  
Meetings can be held in person or via teleconference.  Meeting minutes will be kept and 
distributed among the members of the Subcommittee.  Additional meetings of Subcommittee 
workgroups may be convened via teleconference as needed.  The Subcommittee may invite 
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persons with specialized expertise, as needed, to make presentations, participate in meetings, and 
provide additional information.   
  
REPORTS 
 
Within 180 days after its establishment, NBSB shall consider, deliberate, and vote on the 
Subcommittee’s recommendations and submit to the Secretary NBSB’s recommendations for 
protecting, preserving, and restoring individual and community mental health in catastrophic 
health event settings, including pre-event, intra-event, and post-event education, messaging, and 
interventions.  The Subcommittee may issue additional reports to the NBSB for consideration, as 
the Subcommittee or NBSB determines necessary.   
 
DURATION 
 
The Subcommittee will convene to carry out the function of protecting, preserving, and restoring 
individual and community mental and behavioral health in catastrophic health event settings; 
ensuring that core public health and medical (including mental and behavioral health) training 
and education curricula address the need to improve individual, family, and institutional public 
health and medical preparedness; and establishing and maintaining a flow of accurate, credible, 
and relevant information between Federal partners and individuals, families, communities, and 
institutions that will enhance public health and medical preparedness.  The Subcommittee will 
also respond to requests from the NBSB for the duration of the Charter of the NBSB or until 
deemed unnecessary. 
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