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ABSTRACT: It may be said that the field of emergency/ disaster mental health is a mental health sub-specialization that continues, even today, to quantitatively expand and qualitatively evolve. For this evolutionary process to continue successfully, greater sophistication must be realized both tactically, as well as strategically. This paper reviews the evolving nature of crisis intervention and emergency/ disaster mental health. Three areas will be reviewed herein: the evolving goals of early intervention, tactical evolution, and the evolving nature of training in emergency/ disaster mental health.                                 
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Although the field of psychological crisis intervention has existed since the early 1900s, the field of disaster mental health appears to have developed far more recently, in the early 1990s. The development of this field was due to a confluence of numerous factors, such as the recognition of the mental health consequences of mass disasters, an increase in global terrorism, the advent of the disaster mental health networks of the American Red Cross, the expanding presence of intervention teams from the National Organization for Victims’ Assistance, the proliferation of Critical Incident Stress Management (CISM) teams affiliated with the International Critical Incident Stress Foundation, and the expansion of the Salvations Army’s services to include disaster mental health. These factors served to herald and similarly facilitate the growth and evolution of this new field. But it must be remembered that the initial development of any field is an imperfect process. As a result, it would be expected that both tactical and strategic modifications should naturally occur overtime and when confronted by challenging field applications. Responding to mass disasters such as Hurricane Andrew, Hurricane Iniki, the Mississippi River floods, the emergency mental health needs of post-war Kuwait and post-war Croatia, the Oklahoma City bombing, the terrorist attack on the USS Cole, the attacks of September 11, 2001, threats of bioterrorism, warfare in the Middle East, and, even the snipers that plagued Washington, D.C. in 2002 and West Virginia in 2003, the field of emergency/ disaster mental health has experienced changes in both tactical implementation and strategic planning. Tactically, many interventions have undergone reconsideration and operational alterations since their initial development. Similarly, they have become increasingly innovative in order to respond to the plethora of situational complexities often associated with mass disasters. Strategically, mass disasters and warfare demand the most sophisticated levels of strategic planning for the disaster mental health response, this due to the confluence of multi-dimensional needs demanding an integrated multi-faceted mental health response all housed within a structured Incident Command System (ICS). This paper will review the evolving nature of emergency/ disaster mental health. 

EVOLVING GOALS FOR EARLY PSYCHOLOGICAL INTERVENTION


Setting appropriate goals for psychological crisis intervention (more recently referred to as emergency/ disaster mental health) must be based upon a realistic formulation of what crisis intervention is and is not. Conceptually, a parallel may be drawn between physical health and mental health such that "as physical first aid is to surgery, psychological crisis intervention is to psychotherapy." As the goals of physical first aid are 

1) stabilization of physiological functioning, 

2) mitigation of physiological dysfunction/ distress, 

3) return of acute adaptive physiological functioning, and/or 

4) facilitation of access to the next level of care;

the goals of early psychological crisis intervention are

1) stabilization of psychological functioning through meeting basic physical needs, then addressing the most basic of  psychological needs,

2) mitigation of psychological dysfunction/ distress,

3) return of acute adaptive psychological functioning, and/or

4) facilitation of access to the next level of care.

         
Psychological crisis intervention is not psychotherapy, nor is it a substitute for psychotherapy. Deahl (2000) has argued that early psychological intervention research is contaminated with the assumption that the outcome goals (and thereby the expectations) for early psychological intervention are commonly confused with the same outcome goals of "treatment.” Thus, the eradication of PTSD may be an unfair expectation.

More specifically, as early psychological interventions such as disaster mental health initiatives were being originally formulated, lofty or overly simplistic expectations were sometimes implicitly, or explicitly applied. Initially, some believed that early psychological disaster response might exert a preventative effect so as to block the development of posttraumatic stress disorder (PTSD) and other psychiatric reactions such as major depression (Mitichell & Everly, 1993; Everly, 1995). Research has yet to convincingly demonstrate such a global preventative effect (Arendt and Elklit, 2001; Professional Practice Board Working Party, 2002). Arendt and Elklit (2001), in a review of over two dozen controlled trials of early psychological intervention (generically referred to as “debriefing”), concluded that the prevention of PTSD seems an inappropriate expectation and a potential disservice to the field of early psychological intervention, with the possible exception of when such interventions are utilized with emergency services personnel.  Again, the eradication of PTSD would seem an inappropriate expectation. A more appropriate outcome, however, might be the ability to perform a screening function, as well as the mitigation of posttraumatic distress. Ursano, et al. (2003) note, “Multiple outcomes are of importance following disasters and terrorism and need to be examined for various types of interventions…Interventions that foster return of function, even though they may not directly prevent psychiatric illness, may be of importance” (p. 336). Deahl and his colleagues (Deahl, et al., 2001; Deahl, 2000) have similarly argued that expectations for early psychological intervention should not be focused solely upon PTSD. They noted that early psychological intervention may positively affect other aspects of posttraumatic illness (PTI) that typically go unmeasured.  They cite in support of such a conclusion their own randomized controlled trial of early intervention (specifically Critical Incident Stress Debriefing, CISD) which found a reduction of posttraumatic alcohol use in soldiers returning from a peace-keeping mission in eastern Europe (Deahl, et al., 2000). Interestingly, Flannery and his colleagues have developed an integrated Critical Incident Stress Management (CISM) intervention program, referred to as ASAP, which has consistently shown effectiveness in reducing patient assaults upon institutional hospital staff (Flannery, 1999, 2001; Flannery, Hanson, Penk, Flannery, & Gallagher, 1995; Flannery, Penk, & Corrigan, 1999). According to Caplan (1964), the seminal writer in the field of modern psychological crisis intervention, a reasonable expectation for “prevention” would include mitigation of symptoms, the reduction of dysfunction, and even the fostering of healthy coping behaviors. 

TACTICAL EVOLUTION: CRITICAL INCIDENT STRESS MANAGEMENT (CISM) AS

A CASE STUDY

One of the earliest of the integrated multi-component psychological crisis intervention systems that has gained wide-spread utilization is Critical Incident Stress Management (CISM). The American Red Cross, the National Organization for Victims Assistance (NOVA), and the Salvation Army also utilize their own integrated multi-component crisis intervention systems. Early on, the British Psychological Society (1990) suggested that crisis intervention would likely be ineffective unless provided as a multi-component system. Historically, there has been some confusion as to the actual nature and evolution of the CISM approach to crisis intervention vis-à-vis the frequently utilized small group crisis intervention known as Critical Incident Stress Debriefing (CISD), as well as numerous other crisis interventions generically referred to as “debriefing.” A brief review of the evolution of CISM may prove useful in understanding the evolution of the field of emergency/ disaster mental health, additionally it may serve to correct possible misconceptions and inappropriate expectations for the entire field.

CISM represents, both strategically and tactically, an integrated multi-faceted approach to crisis intervention. Consistent with Theodore Millon’s (Millon, Grossman, Meagher, Millon, & Everly, 1999) concepts of potentiating pairings (using interacting combinations of interventions so as to achieve an enhancing clinical effect), catalytic sequences (sequentially combining tactical interventions in their most clinically useful ways), and the polythetic nature of the CISM approach (selecting the tactical interventions as determined by the specific needs of each crisis situation), specific crisis interventions within the CISM formulation are to be combined and sequenced in such a manner so as to yield the most efficient and effective crisis intervention possible. The various combinations and permutations that are actually utilized within the CISM model will be determined by the specific needs of each critical incident or traumatic event, as they uniquely arise (Everly & Mitchell, 1999). The current integrated, multi-component nature of CISM was not commonly practiced, nor was it fully developed in its formative years. Excessive reliance was placed upon one specific small group crisis intervention component of the overall CISM formulation. An over-utilization of the Critical Incident Stress Debriefing (CISD) intervention seemed clearly in evidence. Such an over-utilization of CISD was not to be unexpected, however.

Originally, Mitchell (1983) used the term CISD as an overarching label to refer to a strategic multi-componential approach to crisis intervention which contained four elements: 1) individual or group on-scene crisis intervention, 2) an initial post-incident small group discussion referred to as a “defusing,” 3) a more formalized post-incident 6-phase small group discussion referred to as the “formal CISD,” and 4) follow-up psychological support services. As can be imagined, the author’s use of the term CISD to denote 1) the overarching strategic approach to crisis intervention, as well as, 2) a “formal” small group discussion process led to significant confusion, which persists even today.  As a direct result of the confusion created by the dual usage of the term CISD, and more importantly the inferred, but erroneous, tacit endorsement of CISD (the small group discussion) as a singular standalone crisis intervention, the term CISD, as the label for the cumulative strategic crisis intervention system, was abandoned in favor of the term Critical Incident Stress Management (CISM; Everly & Mitchell, 1999). 

More recently, then, the term CISD has been reserved exclusively for a 7-phase small group (roughly 3 to 20 participants) discussion designed to facilitate “psychological closure” (i.e., psychological  progression beyond fixation upon the traumatic event) subsequent to a critical incident or traumatic event for primary, secondary, and even tertiary victims. A fact that is often overlooked in the scrutiny of CISD is that while CISD requires participants to meet in a group format, inherent in the CISD process itself is the explicit component of individual follow-up at some point after the end of the CISD and even the facilitation of access to a higher level of psychological support (Mitchell, 1983; Mitchell & Everly, 1993, 2001). Thus by definition, CISD was not intended to be a singular, standalone process. 

Having reviewed the evolution of the term CISM, let us now review the core components of the CISM model (Mitchell & Everly, 2001; Everly & Mitchell, 1999), while noting their evolutionary trajectories. This list of components has been significantly modified from a tactical perspective and has been strategically expanded since originally introduced. The expansion of CISM has been a direct result of its utilization beyond its original role serving emergency services personnel subsequent to well circumscribed critical incidents and its more recent applications to mass disasters, military venues, and terrorist-related situations. It may be argued that such tactical modification and strategic expansion represents the avoidance of stagnation and is an imperative dynamic for a healthy system. The10 extant core CISM elements are listed below. 

1) Pre-incident preparation and training. This component of the CISM crisis intervention system refers to the processes of psychological and behavioral preparation designed to assist individuals in adjusting to an anticipated critical incident, or traumatic event prior to its actual occurrence. 

       Historically, this element of CISM was conspicuous in it absence. More specifically, crisis intervention services were almost exclusively reactionary in nature. This element represents a proactive step in emergency mental health. Notions of psychological immunization and “psychological body armor” are engendered by the introduction of this intervention to the pre-incident phase of the critical incident temporal continuum. Perhaps the most recent evolution in pre-incident preparation would be the addition of specialized training in the emerging field of “psychological counterterrorism” (Everly & Castellano, in press). Such an initiative has already begun within the law enforcement profession. 

2) Demobilizations. Demobilizations represent an event driven approach to crisis intervention often used for public safety, rescue, and emergency services personnel subsequent to a large scale crisis or disaster. Developed by Mitchell (see Mitchell & Everly, 1993) to mitigate stress reactions in large groups of emergency response personnel who might be secondary victims of trauma, the demobilization is a combination of physical nourishment and stress management education. 

       Historically, the demobilization was an opportunity for temporary psychological “decompression” immediately after exposure to a critical incident typically applied at the point of shift disengagement. While rooted in military psychiatry (Salmon, 1919; Artiss, 1963), the concepts of providing physical rest, nutrition, and psychoeducation have been employed and expanded through the development of the “respite” center. Respite centers have been utilized in response to sustained rescue and recovery operations in the wake of mass disasters. The American Red Cross pioneered the extant model of an ongoing respite center  in their response to the World Trade Center terrorist attacks

3) Crisis Management Briefings. The “crisis management briefing” (CMB; Everly, 2000a) represents a form of “town meeting, “ or assembly, designed to facilitate social support, mitigate the spread of dysfunctional rumors and provide functional empowering information for large groups (up to 300 at a time).  This event driven intervention attempts to achieve these goals almost exclusively through the provision of information to those groups affected by the event. 

       Historically, this intervention was referred to as a “group informational briefing” (Everly & Mitchell, 1999), the process was refined and later referred to as the CMB (Everly, 2000a). It appears to be suited, not only for mass disasters but for business and industrial applications, schools (Newman, 2000), and large scale community critical incidents such as violence, terrorist activities, and any other community adversity. The CMB may be used in military applications as well.  This intervention may be done within hours of the crisis event and may be repeated as often as necessary. The CMB was employed by the New York City Police Department in the wake of September 11th. A much larger and longer (two days) variation of the CMB was employed by the Port Authority Police of New York and New Jersey, also subsequent to the terrorist attacks of September 11th, 2001.

4) Defusing. One variation on the theme of small group (<20 individuals) crisis intervention is the “defusing.” Defusings are 20-30 minute, three phase semi-structured group discussions often conducted within 12 hours of a crisis event . Defusings are designed to provide an initial forum for cathartic ventilation and information exchange.

       Historically, defusings were commonly done once, then followed by a Critical Incident Stress Debriefing (CISD). More recent mass disaster applications have seen the defusing repeated as needed during a prolonged event and commonly done more than 12 hours after the impact of a critical incident.

5) Critical Incident Stress Debriefing. The Critical Incident Stress Debriefing (CISD; Mitchell, 1983; Mitchell & Everly, 2001) is a more structured, seven-phase group crisis   intervention used to facilitate psychological closure and reconstruction. The CISD is a group discussion wherein participants are encouraged to discuss the critical incident and their reactions to the incident. Suggestions are provided for coping and stress management, while group member support is certainly welcomed, when appropriate. The CISD is to be used once active participation in the critical incident, disaster, or military deployment, by the participants of the CISD group, has ended. As such, it may be thought of as a “ritual of closure.” Participation in the CISD is voluntary. 

       Historically, the CISD was typically employed one to three days post-incident and would consist of three to 50 individuals and last up to three hours. More recently, the CISD has been employed one to 14 days post-incident. In the case of mass disasters or prolonged crisis events, the CISD may be performed months after the initial impact, keeping in mind the CISD as a “ritual of closure.” Thus, an important tactical alteration that has been implemented is the necessity to consider time as a psychological variable, not a temporal one. Psychological readiness for the CISD is important to consider. Another tactical alteration in the use of the CISD is to only utilize the CISD with “homogeneous” groups (see Ursano et al., 2003). Homogeneous groups are groups which are often functional workgroups (an engine company in fire suppression, a platoon in the military, an office workgroup in business, etc.). “Debriefing of nonhomogeneous groups (e.g., greatly varied exposures) can actually increase exposure of individuals to the traumatic experiences through the storytelling of others” (Ursano, et al., 2003, p. 336). The size of the group has emerged as an important dynamic to consider. Smaller group are typically shorter in duration and may achieve greater cohesion. Lastly, although not prescribed, the CISD has sometimes been used as a “standalone” intervention. To reiterate a point made earlier, CISD is only one component within an integrated response system and was not designed to be used in functional isolation or as a standalone intervention.

6) Family crisis intervention. Family crisis intervention refers to the provision of acute psychological support to the family units of emergency services personnel, military members, and even civilian employees subsequent to violence, disasters, and other critical incidents at work. 

       Historically, families were often left out of the crisis intervention response. The military has done the most to see that acute mental health services are made available to family members whether they be primary, secondary, or tertiary victims. “Spouses of disasters workers need to be educated about their loved one’s experiences. Many workers claimed that they wished their spouses had been informed of the nature of their work. Information can be provided to spouses in order to allay their concerns. This will also reinforce this naturally occurring support system. Brief groups held for spouses can also be a useful intervention” (Ursano, McCarroll, & Fullerton, 2003, p. 328).

7) Individual crisis intervention. Crisis intervention with individuals, one at a time, is an essential element in the CISM approach. This form of crisis intervention is the most widely used of all crisis interventions, whether it is face-to-face or telephonic, as in a telephone hotline. This form of crisis intervention remains the most widely used form of crisis intervention and disaster response mechanism. 

       Historically, one-on-one crisis intervention was practiced in a virtual vacuum without recognition of the wide array of additional intervention tactics that were available (such as those enumerated on this list). For example, while potentially effective, one-on-one crisis intervention, by definition and practice, lacks the added advantages (“curative factors”) of any form of group crisis intervention (see Yalom, 1970), when such is indicated. One-on-one crisis intervention may be paired with each of the other interventions on this list consonant with Millon’s notion of potentiating pairings.

8) Pastoral crisis intervention. “Pastoral crisis intervention,” (Everly, 2000b, 2000c) refers to the utilization of specially trained faith-oriented personnel in the provision of acute psychological support during, or anytime after, a critical incident or mass disaster. 

       Historically, utilization of the faith-based community, during and after critical incidents, was often a “catch as catch can” process. Some of those called upon possessed extraordinary training and competence in crisis intervention, while the only qualification for others was ordination. The pastoral crisis intervention movement simply mandates that those from the faith-based community who function in the field of crisis intervention and disaster response receive specialized training in emergency/ disaster mental health response to critical incidents and mass disasters. 

9) Organizational consultation and development. Emergency mental health consultation and organizational development with institutional management/ command staff is another important aspect of CISM. Here, the role of emergency mental health becomes assisting in strategic planning and consulting on tactical situations from a psychological perspective. 

       Historically, such a consultation function was seldom existent. When, indeed present, such consultation was subsumed within the overall “health” function within a given organization or community. Now, emergency mental health may be seen as a unique expertise making a valuable contribution in its own right. As a result, this function has evolved to become a potential constituent of the Emergency/ Disaster Operations Center within the overall Incident Command System (ICS). “Organizational interventions after disasters and terrorism may be very important for assisting the recovery of the community. Leaders often find consultation about the expected human responses, phases of recovery, timing of recovery, identification of high-risk groups, and the monitoring of rest, respite, and leadership stress to be helpful” (Ursano, et al., 2003, p. 335).

10) Follow-up and referral. Follow-up with individuals, groups, and even communities, subsequent to the initial crisis intervention, and facilitating access to the next level of formalized medical and/psychological intervention is an absolutely essential aspect of CISM. 

       Historically, crisis intervention was often seen as a “one shot” intervention. Now, both strategically and tactically, emergency mental health should be viewed as one point on an integrated continuum of care (British Psychological Society, 1990; Everly & Mitchell, 1999; Professional Practice Working Group, 2002; Ursano, et al., 2003). It is this aspect which ensures the applicability of CISM, and other systems’ approaches (such as the American Red Cross, NOVA, and the Salvation Army), to all victims of trauma and disaster, regardless of the severity of manifest distress. Often, successful crisis intervention is defined simply by identifying those victims who require more intense intervention than acute psychological support (Ursano, et al., 2003). In emergency medicine a successful intervention may be defined by having the emergency medical technicians simply “stabilize and transport” the medical patient, rather than achieving a “cure.” Successful intervention in the field of emergency mental health may be defined as having the crisis interventionist stabilize and facilitate access to the next level of care, rather than affecting a “cure.” Thus screening and triage may be considered as successful outcomes in both physical medicine as well as emergency mental health.

EVOLUTION OF TRAINING IN EARLY PSYCHOLOGICAL INTERVENTION


As the perceived need for emergency/ disaster mental health services grows, the need for appropriate training would appear to emerge as an important issue. Whether as part of pre-doctoral academic training, internship, or residency training, it may be that there exist “core competencies” in emergency/ disaster mental health. Everly (2002) has argued that the core competencies may be thought of as follows:

1. the ability to differentiate benign vs. malignant psychological symptomatology;

2. skill in one-on-one crisis intervention (face-to-face or telephonically)

3. skill in small group crisis intervention (20 or less);

4. skill in large group crisis intervention (20 – 300); and,

5. the ability to plan and implement an integrated , phasic multi-component emergency mental health initiative residing within the confines of an overall Incident Command System (ICS).

As one peruses the five training competencies enumerated above, it becomes clear that the ability to differentiate benign from malignant symptomatology combined with the clinical skill of working one-on-one with an individual in crisis are the “bedrock” foundational competencies in crisis intervention and emergency/ disaster mental health as they represent not only the core content skills, but they represent the core processes undergirding all emergency psychological interventions. Skills in small group crisis intervention and large group crisis intervention are useful and important skills to possess, but in terms of frequency of utilization and the process of intervention itself, the skills associated with providing acute  individual “psychological first aid” are the virtual sine qua non and should be the basis from which all other training evolves.

SUMMARY


The field of emergency/ disaster mental health represents and important addition to the mental health professions. Like psychotherapy, pharmacotherapy, and group therapy, it requires specialized training (Dyregrov, 1998). Unlike psychotherapy, psychopharmacotherapy, and group therapy, it is in it’s infancy. Since it’s rudimentary beginnings, it has been shown to evolve both tactically and strategically in response to expanding demands. This dynamism, it may be suggested, is a sign of a healthy system.
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