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Have a better overall understanding of
psychological impact of crisis:

— Principles

— Effects

— Interventions

Know when to call for assistance,
Know how to self-care,

Access further training and education.



Disaster Mental Health Core
Concepts

Psychological First Aid
Caring for the Caregiver
Resources



Topic: School Crisis

Scenarios: Real Life & Customized for you
Psychological Activation:

— If you become activated, take care of yourself,
— Take a break,

— Come back and re-join us, we need you,

Memories: “Where You have Been, Not Where
You Are”

I'll Help:
— I'll stay after presentation
— (423) 322-3297



Facing Your Worst Fears . . .



* Preparing to deliver PFA
* Contact & Engagement
« Safety & Comfort
» Stabilization

 Information Gathering:

— Current Needs
— Concerns

* Practical Assistance

» Connection with Social Supports

* Information on Coping

* Linkage with Collaborative Services

Psychological First Aid
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@ owl W 540 Wl & 5:40
m_ UnivERSITY OF MINNESOTA PFA Refresher @

Psycholagical First Aid Tutorial
PFA Baslcs

PFA Key Actions: Traumatic Stress Reactions

Promote Safety
_ How to Provide PFA
Calm and Comfort
Lonnectedness Interacting with the Survivor
Selfl Empowerment
When to Refer

0 0 0 0 0

Choose from the options below: Responder Self-Care

Refresher Practice

Refresher Practice



http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/quiz-android/
http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/quiz-android/
http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/refresher-android/
http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/refresher-android/
http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/home-android/
http://www.sph.umn.edu/ce/perl/mobile/pfatutorial/home-android/
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But....

Why?
What i1s behind all of this?



Footprint of Disasters

Psychologica

The psychological “Footprint” of a
disaster is larger than the medical
“Footprint”
— Greater number of individuals impacted
— Greater geographical impact

Source: Shultz, Cohen, Watson, Flynn, Espinel, Smith. SAFETY, FUNCTION, ACTION:
Psychological First Aid for Disaster Survivors. Miami FL: DEEP Center 2006



PF

In overall rnental

Mental health care by mental
health specialists (psychiatric

nurse, psychologist, psychiatrist Specialized nealih andl
etc) services 0SYC chosocial

Basic mental health care by response

PHC doctors; Basic emotional

and practical support by Focused (person-to-
P ) person) non-specialized

community workers SUpports

(Psychological First Aid)

Activating social networks

Communal traditional
supports Strengthening community and

Supportive child-friendly family supports
spaces

Advocacy for basic

services that are | | -
safe, socially Social considerations in

appropriate and basic services and security

protect dignity

WHO



Prepare

Look f

eLearn about the crisis event.
sLearn about available services and supports.
Learn about safety and security concerns.

*Observe for safety.
*Observe for people with obvious urgent basic needs.
*Observe for people with serious distress reactions.

Listen

1

Make contact with people who may need support.
*Ask about people’s needs and concerns.
Listen to people and help them feel calm.

LiNn

*Help people address basic needs and access services.
*Help people cope with problems.

*Give information.

«Connect people with loved ones and social support.




1. Readiness: the level at which a school Is
prepared to respond to a crisis or to an
emergency today.

2. Response: the sum total of the recourses
and skills to take decisive and effective
action when a crisis has occurred.

3. Recovery: process of restoring the social
and emotional equilibrium of the school
community.

National Child Traumatic Stress Network www.nctsn.org



Definition of Crisis

Everly & Mitchell, 1999

An Acute response to a critical incident
wherein:

* Psychological homeostasis is disrupted

« Usual coping mechanisms fall to re-
establish homeostasis

* Evidence of Functional Impairment



Goals of Crisis Intervention

o Stabilization of sign/symptoms of
distress,

* Mitigation of signs/symptoms of distress,
* Restoration of Functional capabilities,
* Follow-up and/or Referral

George Everly, PhD, Five Principles of Crisis Intervention: Reducing the Risk of Premature Crisis Intervention,
International Journal of Emergency Mental Health, 2000, 2(1), 1-4.



5 Principles of Crisis Intervention

1. Mobilize a crisis intervention team in
response to a significant critical incident,
then actively implement the most
appropriate crisis intervention tactics in
response to observable signs or reported
symptoms (evidence of need) of distress
and/or dysfunction.

George Everly, PhD, Five Principles of Crisis Intervention: Reducing the Risk of Premature Crisis Intervention,
International Journal of Emergency Mental Health, 2000, 2(1), 1-4.



5 Principles of Crisis Intervention

2. Not all signs and symptoms of acute
distress are pathognomonic.

3. Talilor the crisis intervention to the needs
of the individual(s).

4. Timing for crisis intervention Is based
upon psychological readiness, rather than

actual passage of time. (see Phases of Disaster by
Faberow & Gordon, 1981)

George Everly, PhD, Five Principles of Crisis Intervention: Reducing the Risk of Premature Crisis Intervention,
International Journal of Emergency Mental Health, 2000, 2(1), 1-4.



5 Principles of Crisis Intervention

5. Select the best crisis intervention
strategies and tactics considering:

a. The specific event,
b. Specific population affected
c. Implemented at the best respective times

George Everly, PhD, Five Principles of Crisis Intervention: Reducing the Risk of Premature Crisis Intervention,
International Journal of Emergency Mental Health, 2000, 2(1), 1-4.



Phases of Disaster
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Phases of Disaster

Warning of Threat: Ranges from no advance notice (suicide
bomber) to weeks (hurricane)

Impact: Actual onset of disaster Varies. BT has fuzzy
beginning/end; bombing is precise

Rescue or Heroic: People watch out for, protect, even risk
own safety to save strangers

Remedy or Honeymoon: People initially pitch in and
collaborate for the collective good

Inventory: External resources begin to come online—people
watch what goes where

Disillusionment: Resource allocation often seen as too little
too late, poorly distributed

Reconstruction and Recovery: People —
move beyond self interests and start to e \

Phases of Disaster
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Typical Reactions

* Physical

» Cognitive
* Behavioral
 Emotional
» Spiritual



Emotiona

Physical




Typical Reactions

Spiritual Emotional
Anger at God o Guilt
Uncharacteristic religious involvement « Loss of emotional control
Withdrawal from place of worship . Feeling lost/overwhelmed
Loss of Meaning or purpose « Anxiety/Fear
Faith practices seem empty : . '
Sensclo of isolation from God Beha\_llor_al Dep-resélr?er:‘
Questioning basic beliefs EXCGSS_'Ve silence
Angry at clergy « Sleep disturbances

* Unusual behaviors
« Changes in eat/sleep/people habits

cognitive « Withdrawal from contact . HZQZ;;E:;
: I\Pﬂsgrzgnz;?]?rl:l?;n « Change in work habits +  Chest pains
« Poor attention span * Muscle tremors
«  Slowed problem solving - Difficulty Breathing
. Difficulty making decisions « Gastrointestinal distress

Difficulties with calculations - Elevated blood pressure



Impact Pyramid

Individual victims

Families and social networks

Rescue workers, medical care providers, their families and social networks

Vulnerable populations and impacted businesses

Ordinary people and their communities

Department of Health and Human Services
Centers for Disease Control and Prevention




“1/3 Rule” - Theoretical

8%




* Visual

* Auditory
 Olfactory
 Kinesthetic
» Gustatory
* Temporal
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Number of people affected

Many

Few

Examples of
-+ mild reactions:
* Insomnia
» Warry
* Fealing upsel
Examplas of
“ moderate reactions: [ »
* Parsistent insommia
« Arpaety
Examplas of
severa reactions:
- « PTSD | >
* Deprassion
Mild/Few Severe/Many

Saverity or number of symptoms

Department of Health and Human Services

Centers for Disease Control and Prevention




Factors Influencing Reactions

1. Prior experience with the same or similar
event

2. The intensity of the disruption

3. The length of time that has elapsed
between the event occurrence and the
present

4. Individual feelings that there is no
escape, which sets the stage for panic

5. Emotional strength of the person

CERT Training, Participant Handbook



Risk Factors for Mental Disorders

Academic failure and scholastic
demoralization

Attention deficits

Caring for chronically ill or
dementia patients

Child abuse and neglect
Chronic insomnia
Chronic pain
Communication deviance
Early pregnancies

Elder abuse

Emotional immaturity and
dyscontrol

Excessive substance use

Exposure to aggression, violence
and trauma

Family conflict or family
disorganization

Loneliness

Low birth weight

Low social class

Medical illness
Neurochemical imbalance
Parental mental illness
Parental substance abuse
Perinatal complications
Personal loss — bereavement
Poor work skills and habits
Reading disabilities

Sensory disabilities or organic
handicaps

Social incompetence
Stressful life events
Substance use during pregnancy

World Health Organization 2004



Protective Factors for Mental Disorders

* Ability to cope with stress « Positive attachment & early

» Ability to face adversity ponding

. Adaptability * Positive parent—child

. Autonomy interaction |

. Early cognitive . Problem-solvmg _skllls
stimulation * Pro-social behavior

« Exercise » Self-esteem

+ Feelings of security » Skills for life

° Fee”ngs of maStery and ° Social and Conﬂi_Ct
control management skills

e Good parenting  Socioemotional grOWth

. Literacy « Stress management

« Support of family & friends
World Health Organization 2004



Chronic Stressors In Disaster

* Family Disruption

* Work Overload

* Gender Differences
* Bureaucratic Hassles
* Financial Strain

Training Manual for Mental Health & Human Service Workers in Major Disasters, 2" Edition

Dept of Health & Human Services / SAMHSA /Center for Mental Health Services



Peritraumatic Stress Symptoms

Dissociation
— Depersonalization, derealization, fugue states, amnesia
Intrusive Re-Experiencing

— Flashbacks, terrifying memories or night mares, repetitive
automatic re-enactments

Avoidance

— Agoraphobic-like social withdrawal

Hyperarousal

— Panic episodes, startle reactions, fighting or temper problems
Anxiety

— Debillitating worry, nervousness, vulnerability or powerlessness

Depression

— Anhedonia, worthlessness, loss of interest in most activities,
awakening early, persistent fatigue, and lack of motivation

Problematic Substance Use
— Abuse or dependency, self-medication

Psychotic Symptoms
— Delusions, hallucinations, bizarre thoughts or images, catatonia

Disaster Mental Health Services-A guidebook for Clinicians & Administrators;

Dept of Veterans Affairs, 1998



Highest Risk for
Extreme Peritraumatic Stress

Life-Threatening danger, extreme violence, or
sudden death of others;

Extreme loss or destruction of their homes,
normal lives, and communities;

Intense emotional demands from distraught
SUrvivors (rescue workers, counselors, caregivers);

Prior psychiatric or marital/family problems;
Prior Significant loss (death of a loved one in the past year)
Cardena & Spiegel, 1993; Joseph et.al, 1994; Kooperman, et.al., 1994&5;

La Greca et.al.,1996; Lonigan, et.al., 1994; Schwarz & Kowalski, 1991,
Shalev, et.al., 1993

Disaster Mental Health Services-A guidebook for Clinicians & Administrators;
Dept of Veterans Affairs, 1998
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Psychological Triage

* Criterion Based
» EXxperiential Based



PaySTART ™ Behaworal Health Triage System Field Tnage
CLIENT NAME Fews A= * Behiaviora Health Trags Syslem

YES MO
Saw/heard death or serious
injury of others? AJ: E
Felt they (or loved one)
almost died? E |:
ARC WORKER (Name\De) Received physical injury or l_ l_
selfloved one is physically ill?
ARC DMH CONTACT (Narra/Temphona | Received medical treatment l: [:

(selfloved one)?

Death of family member, friend, =
schoolmate, pét? A’ r
Separated rom family member?

Child separated from parent?

Family member missing?

Home not livable?

Saw/heard death or serious injury of others?

Felt they (or loved one) almost died?

Received physical injury or selfloved one is physically ill?

Received medical treatment (selfloved one)? Expresses thoughtfintent ‘-v-": [:
P yes. desiine tO barm Self?h b
Death of family member, friend, schoolmate, pet? n Expresses thought/intent to ,"".l E
Iy, I seriously harm others? o

A If yes, contact DMH as soon as possible.

¢ ¢ /fyes, contact site supervisor
“"and DMH immediately.

IMH Contads

Separated from family member?
Child separated from parent?

Family member missing?

Fyes st

Home not livable?

Carcle one Deslroyed Damaded Unknoam

PAZETART™ Q00022006 Wamit L. Scheckaer, Ph D

Expresses thoughtintent to harm self?

Expresses thought/intent to senously hamm others?

Merritt Schreiber, Ph.D., Coordinator
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e National Center for Child Traumatic Stress
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Psychological Triage

Neuromuscular “Freezing” Levine, 1997, lee, Vaillant, Torrey, & Elder, 1995
Severe time distortion Fontana & Rosenheck, 1993

Psychogenic analgesia Fontana & Rosenheck, 1993

Traumatic psychogenic amnesia Fontana & Rosenheck, 1993

Dissociation, depresonalization, and/or derealization marmar,

Weiss, Schlenger, et.al., 1994; Weiss, Marmar, Metzler, & Ronfeldt, 1995; Koopman,
Classen & Speigal, 1994; Holen, 1993; Shalev, et.al 1996

Manifestations of sympathetic nervous system dysfunction
Everly, 1989, Brewin, Andrews, Rose & Kirk, 1999

Manfestations of enhanced parasympathetic arousal Everly,
1989; Lee, Valillant, Torrey, & Elder, 1995

Guilt reactions, including “survivor guilt” Holen, 1993; Peterson,
Prout & schwarz, 1991

Helpless, hopeless ideation seligman, 1975
Suicidal / Homicidal ideation

George Everly, Ph.D.



At-Risk Groups

Middle Age

Elderly

Lower Socioeconomic Status

Cultural / Racial Differences

Institutionalized Persons

People in Emotional Crisis

People Requiring Emergency Care

Human Service and Disaster Relief Workers



Hierarchy of Needs

\QQ Abraham Maslow

Actualization

SELF

Kesthetic & Cognitiva

Esteem
SOCIAL

Belongingness & Love

Safety

Physioloqgical



QY
oqé‘& Hierarchy of Needs

\QQ Abraham Maslow

Self ;
Actualization Tyyth & Spirityd

Aesthetic & Knowledg Ahension,
Cognitive Exploration \nal Mastery

Esfeem

olongingness &
Love

ree from Fear, Threat, Injury;
Depend on others; Orientate Self, Comfort

Fluid, Food, Shelter, Clothing, Comfort, O2,
Eliminate, Sense, Exercise, Rest




1. Provide for basic survival needs and
comfort (liquids, food, shelter, clothing,
heat/cool),

2. Help survivors achieve restful and
restorative sleep,

3. Preserve an interpersonal safety zone
protecting basic personal space (privacy,
quiet, personal effects),

Disaster Mental Health Services-A guidebook for Clinicians & Administrators;
Dept of Veterans Affairs, 1998



4. Provide nonintrusive ordinary social
contact (sounding board, judicious use of
humor, small talk about current events,
silent companionship)

5. Address immediate physical health
problems or exacerbations of prior
lInesses,

6. Assist in locating and verifying the
personal safety of separated loved
ones/friends,

Disaster Mental Health Services-A guidebook for Clinicians & Administrators;
Dept of Veterans Affairs, 1998



No one who sees a disaster iIs untouched
by It.

. There are two types of disaster trauma:
Individual and Collective

Most people pull together and function
during and after a disaster, but their
effectiveness is diminished.

Disaster stress and grief reactions are a
normal response to an abnormal
Sltuatl On . Disaster Response & Recovery

CMHS-US Dept of Health & Human Svcs



5. Many emotional reactions of disaster
survivors stem from problems of living
brought about by the disaster.

6. Disaster relief procedures have been
called, “the second disaster”.

/. Most people do not see themselves as
needing mental health services following
disaster and will not seek out such
services.

Disaster Response & Recovery

CMHS-US Dept of Health & Human Svcs



8.

9.

10.

11.

Survivors may reject disaster assistance of all
types.

Disaster mental health assistance Is often
more “practical” than “psychological” in nature.

Disaster mental health services must be

uniquely tailored to the communities they
serve.

Mental Health staff need to set aside traditional
methods, avoid the use of labels, and use an
active outreach approach.

Disaster Response & Recovery

CMHS-US Dept of Health & Human Svcs



12. Survivors respond to active interest and
concern.

13. Interventions must be appropriate to the
phase of disaster.

14. Support systems are crucial to recovery.

Disaster Response & Recovery

CMHS-US Dept of Health & Human Svcs



To Accept the Reality of the Loss

It can be very difficult to believe that "it" really happened but making
this important step is crucial to our walk through grief.

To Experience the Pain of Grief

It has been said that to get to the other side of grief we can't walk
around it, that we must walk through it. Allowing ourselves to feel
what we are feeling, to cry when we must, and to feel the pain of
sorrow are important.

To Adjust to an Environment in Which the

Deceased is Missing In our acceptance of the reality of our
loss, we must develop new skills and interests to fill the void.
Whether it is learning car maintenance routines or learning how to
cookI we begin taking responsibility for ourselves as new single
people.

To Withdraw Emotional Energy and Reinvest it in

Other Activities; Memorialize the Relationship. while
they were living, much of our energy may have been focused on our
loved one. Now that they are gone, we must direct that energy into
new places—new interests, new friends. Perhaps we will re-prioritize
other relationships, such as our children and grandchildren, our jobs.
Remember to direct some of that energy toward taking good care of
yourself.

, William Worden, PhD


http://www.aarp.org/griefandloss/articles/12_b.html
http://www.aarp.org/griefandloss/articles/19_a.html

1. An ending, involving loss and letting go
- Disengagement
- Disidentification i
- Disenchantment e\
- Disorientation
2. A period of confusion or distress,

3. A period of working through and making
sense of feelings,

4. A new beginning. Post Trauma Growth

Disaster Response & Recovery

CMHS-US Dept of Health & Human Svcs

Phases of Disaster




Acceptance of the disaster and losses,

|dentification, labeling, and expression of
emotions,

Regaining sense of mastery and control

Resumption of age-appropriate roles &
activities. (ADLS)

Training Manual for Mental Health & Human Service Workers in Major Disasters, 2" Edition

Dept of Health & Human Services / SAMHSA /Center for Mental Health Services



Initial Emergency
Mental Health Interventions

1. Protect
2. Direct
3. Connect

Diane Myers, RN MSN

Disaster Mental Health Services-A guidebook for Clinicians & Administrators;
Dept of Veterans Affairs, 1998



How to Help

Interventions to Providing Assistance:

Utilize their available Support System,
Establish a realistic perception of disaster recovery,
Predict future problems,

Provide opportunities to vent their fears,
frustrations, grief, etc

Reinforce the use of appropriate present coping
strategies or developing new ones to prevent
recurrence of the same problems



Disaster Mental Health Interventions

* Rapid Assessment & Triage

* Crisis Intervention

« Supportive Listening

* Problem-Solving Immediate Issues
» Education About Disaster Stress

* Debriefing & Community Meetings
* Information & Referral

Training Manual for Mental Health & Human Service Workers in Major Disasters, 2" Edition

Dept of Health & Human Services / SAMHSA /Center for Mental Health Services



Follow-Up: Referral:

¢ 1 Week * Physical Healthcare
. 1 Month Professionals
. 6 Months * Mental Healthcare

Professionals

« Spiritual Healthcare
Professionals

e 1 Year



Clarify: “Do you want to die or end the pain®?”
Contradict: Suicide creates more problems
Delay:. Postpone acting on suicide thoughts

Refer: assist to a higher level of care

Never leave them alone.

Individual CISM, ICISF



Information

Understanding



A B C

Antecedent Beliefs Culminating
Event Reactions

Violation of World View(s)



 Death
* Bullying
e Other



“It is unethical to NOT tell
people about
Compassion Fatigue.”

Charles Figley, Ph.D.
Florida State Univ.



Compassion Fatigue
IS
a normal response
to
istening to
traumatized people

“Universal Vulnerability”-J.Mitchell



*Post trauma reactions

*Chronic fatigue and apathy

*Hostility toward team members
and clientele

Family and relational problems

*Gradual and profound changes:
*Appearance
Deportment

*Spiritual depletion



* Review of studies of 1st Responders
following major incidents show range of
9-50% rates of traumatic stress

* 50% of British soldiers involved in body
handling during Gulf War showed
evidence suggestive of PTSD

e 64.7% disaster mental health workers
showed mild to moderate rates of PTSD




Awareness of vulnerability & limitations
Building self protection skills
Realization of need for support

Plan for routine self care

Support system in place

Ongoing work on personal issues
Limits on demands

Evaluation of each exposure re:
readiness



Maintain optimal structure
Monitor “inner process’

Maintain awareness of personal issues,
Investments

Monitor and regulate emotional distance
Utilize support
Get help when necessary



Review incident with peer & supervisor
Monitor emotional reactions

Debrief according to self care plan

Eat, sleep, exercise moderately and well
Work at putting incident into narrative format
Find creative expression for deep processing
Process experience with professional



Before, During & After an Event
Compassion Fatigue
Practice what you teach
“You will Walk with a limp”

)
&7
y



Review
Response
Remind

Dennis Potter, LMSW



Protect survivors from further harm,
Reduce physiological arousal,

Mobilize support for those who are most
distressed,

Keep families together and facilitate reunions
with loved ones,

Provide information and foster communication
and education,

Use effective risk communication techniques

Mental Health and Mass Violence

National Institute of Mental Health, 2002



Resources



Understanding

Trauma-Related Disorders from a

MIND-BODY|Perspective

 BRAIN?



Acute
Traumatic
Stress
Management

ACUTE TRAUMATIC
STRESS MANAGEMENT"™

— ALSM

ADDRESSING EMERGENT PSYCHOLOGICAL NEEDS
DD orinG TRAUMATIC EVENTS

MARK D, LERNER, PHLD.
RAYMOND D. SHELTON, ProD.



Assess for Danger/Safety for Self/Others
Consider the Mechanism of Injury
Evaluate the Level of Responsiveness
Address Medical Needs

Observe & Identify

Connect with the Individual

Ground the Individual
Provide Support
Normalize the Response
10. Prepare for the Future

© 00N O A WDhRE







International
Critical
Incident

Stress
Foundation

ICISF.org

Responding fo School Griges:
An Infegrafed Mulfi-Gomponent
Grisis Infervention Approdch

Kendall Johnson, Ph.D., N.B.P.T.S.
Barbara J. Ertl, C.T.S., FAAETS
George S. Everly, Jr., Ph.D., FA.P.M.
Jeffrey T. Mitchell, Ph.D.




Building Community Resilience
for Children and Families

Teessciess aaud Tisaster Cotec INCTSIN 7 Tt e et
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This work was funcied by the Centers for Disease Cortrol and Prevention (CDCY, the Substance Abuse and Mental Health
SEMACES ADMINISITation (SAMHSA), and the LS Department of Health and Human Services (HHS).




Helping €Children and
Youth Who Have Experienced

Traumatic Events
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Suicidal Behavior among LGBT Youth

Many studies have found that LGB youth attempt smcide more frequently than straight
peers. Garafalo et al. (1999) found that LGE high school students and students wmsure of
their sexnal onentation were 3.4 times more likely to have attempted suicide n the last
year than their straight peers. Eisenberg and Resnick (2006) found LGB high school
students were more than twice as likely as their straight peers to have attempted suicide.

Safren and Heimberg found that among youth who had attempted swicide, almost twice as
many LGB you as their straight peers said that they had really hoped to die.

Little research has been done about transgender individuals, but in one study of adults
and young adults 30.1 percent of fransgender mdividuals surveyed reported having ever
attempted suicide (Kenagy, 2005). For US adults overall, 4.6 percent of adults and young
adults report having ever attempted (Kessler et al , 1999)

Numerous studies confirm that LGB youth have higher rates of suicidal ideation than
their straight peers; for example, the Massachusetts Youth Pask Behavior Survey found
that youth who self-identified as LGB or reported any same-sex sexual contact were more
than three times more likely to report having seniously considered swcide in the last year
(Massachusetts Department of Edncation, 2006)

Because no reliable data exists, we do not know whether LGBT youth die by suicide
more frequently than their straight peers. Sexmal onentation and gender identfity data are
not included on death certificates so aggregated national death data do not include this
information. In addition, many LGBT youth do not disclose this information to family
members and friends; as a result, sexual onientation and gender 1dentity often do not show
up in psychological autopsy mierviews

Risk and Protective Factors among LGBT Youth
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I. Teacher Guidelines for Crisis Response
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What is a crisis and what is crisis respomse?

A crisis is an event of limited duration that is typically unpredictad
and overwhelming for those who experience it. This situation may
be volatile in nature and, at times, may involve threat to the survival
of an individoal or groups of individoals. Moreover, a crisis state
may result upon exposure to drastic and tragic change in an
individual’s environment which has become common and familiar
to them. This alteration in the statns quo is unwanted, frightening,
and often renders a person with 8 sense of vulnerability and
helplessness. Ultimately, with soccessful intervention, the
equilibrium is restored between the environment and the
individual's perception of their world as a safe and secure place.
Examples of crises that can potentially have a large scale effect on
the students, faculty and administrators in a school building or
district include: an accident involving a student or faculty member,
a smicide or death of a stundent or faculty member, severe violence
{eg_. pang fight), hostage taking, fire at school or a natural disaster
{e.g., horricane).

Crisis response, 85 it pertains to the school environment, is a
proactive, organized and well thought out plan to a crisis situation
that has adversely affected many individoals in a school district,
including students, faculty and sdministrators. The primary goals
of crizsis response are 1) to prevent a chaotic situation from
escalating into a potentinlly catastrophic one, 2) to help those
affiected by the crisis to retom, as quickly as possible, to pre-crsis
fumctioning, and 3) to decrease the potential long-term effects of
the crisis on functioning.

Why & Crisis Response Plan?

Reseanch conducted over the past 10 years has revealed that schools
are increasingly more prone ko crisis situations that adversely affect
large numbers of students and faculty. The rise in adolescent
suicide, increased assaults on teachers, high levels of substance
abuse among students and increased violence in the schools are
some of the reasons cited. Research has also indicated that today’s
school districts need to contend with reactions to new types of
tranmatdisasters. For example, hostage taking, sniper attacks,
murders, terrorist activities and bomb scares were almost
nonexistent in the schools 30 years ago, but today oocur with greater
frequency.

Thus, it is strongly recommended that school districts need to be
prepared for a crisiz sitwation that can potentially affect the

functioning of their students, faculty and administators. Lerner
{1997} comments:

*There are two kinds of beach front homeowners on the south shore
of Long Island: those who have faced serious erosion, and those

who will. Similarly, there are two kinds of schools: those that
have faced a serious crisis situation, and those that will.”

Research has emerged over the past ten years suppodting & proactive
approach to a crisis, as opposad to one that is reactive in nature.
Suoch an approach is muoch better in dealing effectively with a large
scale crisis situation. A reactive approach is spontanecus, and not
fully thought out, planned, or practiced, and can result in the
response that is less effective in meeting the immediate. and
possibly the long-term needs of the stodents. faculty and
administrators.

In summary, a proactive approach to acrisis is one that is organized,
planned and practiced and more likely results in 8 response that
can have a dramatic effect on reducing the short and long-temn
consequences of the crisis on the individuals in a school district.

What types of behaviors'reactions can teachers expect from
their students after a crisis situation has cccurred?

The manner in which people react to crisis situations is dependent
upon a number of variables including personal histogy, personality
variahles, severity and proximity of the event, level of social support
and the type and quality of intervention. While no two people
respond to situations, including crisis situations, in exactly the same
manner, the following are often seen as immediate reactions to &
significant crisis:

shock, numbness,

denial or inability to acknowledge the situation has
oocurmed,

dissociative behavior—appearing dazed, apathetic,
expressing feelings of unreality,

confusion,

disorganization,

difficulty making decisions_and

sugpastibility.

It is important to note that most children will recover from the
effiects of a crisis with adeguate support from family, friends and
school personnel. Their response to & crisis can be viewed as “a
normal response to an sbnomal siwation.” While the emotional
effiects of the crisis can be significant and can potentially influence
functioning fior weeks to months, most children will evidence a
full recovery.

Following are descriptions of responses likely to observed in
children:

= Regression in Behavior: Children who have been exposed
to & crisis often exhibit behaviors that are similar to children




MATIONAL CENTER FOR THE
PREVENTION OF YOUTH SUICIDE

Youth Suicidal Behavior
Fact Sheet

Prevention of Youth Suiddes and Suicidal Behavior

Youth suicidal behavior is a significant problem. Yet yowth swicide is often preventoble. The extent of suicidal
behavior — induding thoughts of and planning for suidde, nonfatal suicide attempts, and suicide deaths — is
shown below. Saving the lives of youth at risk involves a diverse range of interventions including effective
asseszment and treatment of those with mental disorders, promotion of mental health and help-seeking, early
detection of and support for youth in drisis, raining in life skills, and reduction of access to lethal means of
harm.

Data and demographics — USA Suicides

The following data are for 2003, for youth aged 10 to 24:

NUMBER OF SUICIDES: 4,630 died by suicide

A LEADING CAUSE OF DEATH: Suicide was the third leading cause of death for 10- to 24-year-olds.
SUICIDE RATES: Rates of suicide are highest for older youth. For youth aged 20 to 24, 12.5 per 100,000
youth died by suicide. For youth aged 15 to 19, 7.8 per 100,000 died, while for youth aged 10 to 14,13
per 100,000 died.

GEMDER: Male youth die by suicide over four times more frequently than femnale youth.

RACE: Native American/Alaska Native youth have the highest rate with 174 suicides per 100,000. White
youth are next highest with 7.5 deaths per 100,000.

METHODS: The majority of youth who died by suicide used firearms (45 percent). Suffocation was the
second most commonly used method (20 percent).

(Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Web-based Injury Statistics
Ouery and Reporting System (WISOQARS) [online]. [cted January 2012]. Available from wearw. cdc gov/ncipcfwisgars )

Data — Suicide thoughts, plans, and attempts

The national Youth Risk Behavior Survey found that among high school students:

6.3 percent self-reported having attempted suicide one or more times in the previous 12 months.
Attempts were reported more freguently by female students (8.1 percent vs. 4.6 percent for males) and
Hispanic females reported attempts more than other racial and ethnic groups (11.1 percent).

1.9 percent reported having made a suicide attempt in the previous 12 months that resulted in an injury,
poisoning, or overdose that had to be treated by a doctor or nurse.

10.9 percent reported having made a plan for a suidde attempt in the previous 12 months.

13 B percent reported having seriously considered attempting suidde in the previous 12 months.

(Centers for Disease Control and Prevention. Youth Risk Behowior Surveillance — United States, 2009, surveillance
Summaries, june 4, 2010. MMWR 2010; 59 [Mo. 55-5). )
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Youth Suicide Preveation
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statemide early intervention/

INTERVENTION TRANNG | ===~

Our goal 1s to train “Gatekeepers”
across the state how to recognize
the warning signs of suicide in
youth and young adults, and how to
intervene and save a life.

LEG2 ALK | “Gatekeepers™ are those who serve at-
Tennwywe Sulzide

risk youth, including educators and
other school personnel, youth group

- : - : facilitators, parents involved in the foster
The obiective is to provide participants with: S with: e system and/or the juvenile justice
-general knowledge of the societal view of = £z
b , system, the staff of universities and
suicide by addressing myths, facts, Lot 1 2
B i Ohuionn ospitals, as well as any community
-adequate knowledge of the steps that they can orgamzation i “"h_mh youth/young
follow to prevent a suicidal person from adults are involved.
completing suicide
resources from which they can refer a suicidal
person once they have intervened and
prevented a suicidal attempt.

TENNESSEE LIVES

COUNT (TLC/)) PROJECT
Phone: 615.297.1077
Email: TLC@tspn.org

Fax: 615.269.5413
‘Website: www.tspn.org/tlc

There is no charge for this traming. CEUs and contact hours are avadable.
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Survivor Psalm

have been victimized,

was in a fight that was not a fair fight,

did not ask for the fight,

ost.

There is not shame in losing such fights, only in winning.

| have reached the stage of survivor and am no longer a
slave of victim status.

look back with sadness rather than hate,

look forward with hope rather than despair.

may never forget, but | need not constantly remember.
was a victim,

am a survivor. Frank Oshberg, M.D. & Gift From Within
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Questions
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Comments

/

Suggestions



*What did you learn today?

*What did you realize?

*\WWhat are you going to do?



Have a better overall understanding of
psychological impact of crisis:

— Principles

— Effects

— Interventions

Know when to call for assistance,
Know how to self-care,

Access further training and education.



Disaster Mental Health Core
Concepts

Psychological First Aid
Caring for the Caregiver
Resources



...and just one more thing. ..

Thank You!



Sam D. Bernard, Ph.D.

Clinical Director & Lead Clinician

Bernard & Associates, P.C.
BernardAssociatesPC.com

(423) 322-3297



