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WA FIFA Mass Casualty Incident (MCI)
-Mental Health Planning Tipsheet for Healthcare Facilities-
Purpose: The purpose of this document is to provide healthcare facilities (e.g., hospitals, emergency departments, primary care, urgent care, clinics) with key planning assumptions, suggested objectives, potential strategies, and resources to support disaster mental health planning for an MCI.
Planning Assumptions
Healthcare facility planners and leaders should consider the following when integrating disaster mental health into MCI plans:
· Mental health and physical health are interdependent and should be considered together in clinical and operational planning.
· Disasters create a continuum of mental health need and acuity, including short- and long-term; one size does not fit all.
· Reactions vary by prior disaster and trauma experiences, direct exposure, and secondary impacts (social, economic, etc).
· Mental health needs evolve over time and impacts can have a significant time delay (Zunin & Meyers model, Vibrant Emotional Health Complex Cyclical model). This delay often means a mental health needs surge at a time when both resources and staff are exhausted. 
· Staff and clinicians are also affected by disaster exposure and proximity, particularly if they are also members of the affected community.
· MCIs are extremely likely to produce significant mental health impacts for survivors, families, healthcare staff, first responders, and communities.
· These impacts can affect healthcare and disaster operations, such as decontamination, triage, and family reunification, and may present across inpatient, outpatient, and emergency care settings.
· Medically unexplained physical symptoms (MUPS) are highly likely in CBRN incidents and can increase demands on and complicate triage in healthcare facilities.
· Mental health services are chronically under-resourced in general, and gaps widen post-disaster.
· Timely psychological triage influences long-term outcomes, by quickly identifying those most at risk for a new mental health disorder and quickly routing them for further evaluation and care.
· A range of supports is required, from brief and focused to comprehensive and intensive, for both adults and children.
· Mental health needs will present across community touchpoints; healthcare facilities are key access points and partners in connecting patients, families, and staff to broader resources.
Objectives
These proposed objectives are organized by the phase of the disaster and represent potential key outcomes for effective disaster mental health response. Not all objectives will be relevant to every organization and can be adapted to each facility’s size, scope, and role.
· Preparedness
· Ensure functional elements that may have a mental health component or impact (e.g., ED surge, CBRN decontamination, family reunification workflows, death notification) receive mental health subject-matter consultation, including considerations for both adult and pediatric populations.
· Prepare for psychological triage by establishing facility protocols and systems, training staff (clinical and non-clinical, adult and pediatric settings) and developing tactical plans for implementation for patients, families, and responders across age groups.
· Prepare for expanded delivery of mental health care (e.g., consult-liaison psychiatry, integrated behavioral health, telepsychiatry) and facility-led or partnered education/outreach across all phases (immediately after impact and through recovery).
· Provide regular training/refreshers for clinical and non-clinical staff in Psychological First Aid, psychoeducation on disaster mental health impacts, and related trainings for both adult and pediatric care contexts.
· Identify and plan to connect patients and families to wrap-around services in an MCI (e.g., shelter, transportation, childcare, assistance with lost identification or payment cards) through hospital social work, case management, and community partners.
· Immediate (Response)
· Ensure mental health protocols and on-site support for patients, families, and staff (including first responders) in areas where families may gather or seek information, such as ED waiting areas, family rooms, hospital-based reunification locations, and any facility-supported family assistance operations.
· Integrate mental health support into processes related to serious injury and death, including death notification, morgue operations, and coordination with coroner/medical examiner and remains identification activities, for adult and pediatric cases.
· Integrate mental health functions into post-incident huddles, clinical debriefs, and incident action planning within the facility’s incident command structure, and coordinating with external partners (e.g., health systems, local jurisdictions, behavioral health agencies) engaged in disaster mental health.
· Short-Term Recovery
· Use psychological triage to identify individual mental health risks among patients, families, and staff, and to estimate demand for services, then compare that demand against internal and community-based resources to identify gaps.
· Using data from triage, conduct an initial projection of likely mental/behavioral health impacts among their patients, families, and staff (adult and pediatric), and evaluate these against known internal and referral capacity to identify gaps.
· Map available mental health resources (internal and external) along a continuum of care – from brief, low-intensity interventions to higher-acuity services – and align this with the facility’s role and community context.
· Consider both individual- and population-level strategies, such as:
· Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) for children and youth identified as at risk for new mental health disorders (e.g., PTSD), particularly delivered in “stepped” format to increase access to care,  and
· Psychological First Aid or Health Support Team training for healthcare staff and associated organizations.
· Develop strategies to:
· Reduce barriers and increase access to care (e.g., referral pathways, telehealth access, insurance or policy barriers where possible), language and translation services, culturally appropriate consultation for affected populations. 
· Expand capacity (e.g., use of the Crisis Counseling Assistance and Training Program where available, telehealth partnerships, volunteer behavioral health providers).
· Leverage existing tools such as psychological triage and established continuums of care.
· Ensure adequate mental health support within healthcare facilities and affiliated clinics for adult and pediatric patients, families, and staff, including:
· Protocols and staffing for mental health support and referrals.
· Staff support strategies (e.g., peer support, Schwartz Rounds-style forums, employee assistance programs).
· Clear connections to referral and informational services, such as crisis counseling programs and 988.
· Conduct targeted training and outreach to improve awareness and psychoeducation about disaster mental health impacts and available supports for patients, families, and staff.
· Long-Term Recovery
· Monitor ongoing mental health impacts in patients, families, and staff (adult and pediatric), and adjusting interventions and supports over time to meet changing needs.
· Shift focus, as appropriate, toward higher-acuity interventions for new or ongoing mental health disorders (e.g., specialty psychiatric care, intensive outpatient programs), and toward education and training (e.g., trauma-informed care approaches) for families and staff – including first responders receiving care through the facility.
· Prepare for common time-based reactions, such as anniversary events, holidays, and other disaster phases (e.g., the “new normal”), and planning messaging and services accordingly (e.g., anticipatory guidance, staff briefings, patient/family communications).
· Consider longer-term support strategies and partnerships to support survivors, families, and staff – including first responders – such as connecting with or supporting resiliency centers and other long-term recovery structures.


Disaster Mental Health Strategies
Healthcare facilities should consider the following strategies to support the objectives above:
· Identifying and establishing coordination mechanisms and routine communication between facility leadership, behavioral health services (inpatient and outpatient), occupational health/employee assistance, and external partners (e.g., community mental health providers, schools, social services, community centers) that serve adults and children.
· Include communications about mental and behavioral health, including available resources, when coordinating  with or briefing community partners, media or the general public. 
· Conducting initial assessments and ongoing forecasts of mental health impacts among patients, families, and staff, and evaluating these against facility and community capacity to meet care demands over time.
· Providing disaster mental health education and skills training for:
· Healthcare staff (clinical and non-clinical),
· Hospital leadership
· Facility departments with high exposure (e.g., ED, ICU, pediatrics, security, admitting/registration), and
· Partnered organizations engaged in MCI activities.
· Establishing psychological triage protocols for use in healthcare settings, including:
· Activation criteria and triggers (e.g., after an MCI, at specific census thresholds),
· Referral criteria and processes (including triage into a continuum of care/supports), and
· Approaches for coordination with external behavioral health partners.
· Implementing psychological triage processes at key intake and contact points for mental health needs, such as emergency departments, inpatient units, outpatient clinics, and telehealth portals for both adult and pediatric populations.
· Identifying and cataloguing a continuum of supports and resources that the facility can deploy or connect to after an incident (e.g., brief interventions, crisis counseling, outpatient therapy, intensive services).
· Identifying priority units and clinics and their expected support needs, and developing a roster of qualified mental health staff – including medical professionals (e.g., primary care, pediatrics, psychiatry), psychologists, social workers, counselors, and others – to support patients, families, and staff in an MCI.
· Securing materials and spaces as needed to provide services (e.g., psychoeducational materials, private rooms, telehealth-capable spaces).
· Provide Just in Time training on the differences between conventional care and disaster mental health care.
· Considering long-term support strategies, such as:
· Integration with or referral to resiliency centers and long-term recovery programs,
· Long-term wrap-around services (case management + mental health + support services), and
· Ongoing psychoeducation, awareness, and training for adult and pediatric populations served by the facility and for staff.


Resources
The following resources and tools can support healthcare-based disaster mental health planning and response for adult and pediatric populations:
· References, Playbooks, & Examples
· WRAP-EM Hospital Reception Site Template 
· WRAP-EM Pediatric Surge Playbook 
· WRAP-EM Pediatric Behavioral Health Essential Elements of Information
· SAMHSA Disaster Behavioral Health All-hazards Planning Guidance
· Disaster Planning Handbook for Behavioral Health Service Programs
· SAMHSA Disaster Behavioral Health Interventions Inventory
· AAP’s Disasters and Children Resources 

· Templates and Checklists:
· EMSC Checklist of Essential Pediatric Considerations for Every Hospital’s Disaster Policies 
· Positions:
·  
· HICS Technical Specialists Job Action Sheets from the California Emergency Medical Services Authority
· FEMA Typed Positions: Social Worker, Behavioral Health Chaplaincy Specialist,  Behavioral Health Community Services Team, Behavioral Health Specialist, Behavioral Health Team Leader
· Tools:
· NWHRN Clinical Tipsheets:	Comment by Trevor Covington: NWHRN Flag: I did not also include the scarce resource cards as I believe these new tipsheets are an update to those. Please add if that is not the case!
· Staff Behavioral and Mental Health Clinical Tip Sheet
· Adult Behavioral and Mental Health Clinical Tip Sheet
· Pediatric Behavioral and Mental Health Clinical Tip Sheet
· PsySTART system (psychological triage) 
· ASPR Disaster Behavioral Health Capacity Tool

· Trainings:
· Psychological First Aid training (NCTSN)
· Health Support Team training (HST)
· Skills for Psychological Recovery (NCTSN)
· Curriculum Recommendations for Disaster Health Professionals – Disaster Behavioral Health (NCDMPH & CSTS)

NWHRN Support 		Comment by Trevor Covington: NWHRN FLAG: Unsure if you all wanted this kept in the tipsheet, but left in since it is part of your template.
Support from NWHRN
· 24/7 Duty Officer line - Duty Officer at 425-988-2897
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