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SECTION ONE: Background, Purpose and Scope 9 

Background and Purpose 10 

Founded in 1970, National Voluntary Organizations Active in Disaster (VOAD) provides forums 11 

for faith-based and non-profit organizations engaged in disaster preparedness, response, 12 

recovery and mitigation to come together and share knowledge and resources in service to 13 

survivors, first responders, and others in communities impacted by disaster. 14 

Guided by four core principles – cooperation, communication, coordination and collaboration 15 

(“The 4 C’s”) – National VOAD member organizations provide the leadership that builds strong, 16 

resilient communities and delivers hope in times of need, including in the essential area of 17 

emotional care.  18 

 19 

Disaster emotional care is delivered by mental health professionals and paraprofessionals to 20 

provide comfort, support, and resources to individuals, families and communities throughout all 21 

phases of the disaster cycle.  Grounded in concepts of resilience and behavioral health, and 22 

informed by research and best practices, disaster emotional care is intended to mitigate and 23 

prevent serious psychological consequences of disaster, to offer appropriate referral for those 24 

needing higher levels of care, and to facilitate psychological recovery and a return to 25 

functioning.  Disaster emotional care is aware of and responsive to the social and cultural 26 

context in which disaster-related emotional responses occur.  (Disaster Emotional Care Points 27 

of Consensus #1.) 28 

National VOAD members are committed to strive toward excellence throughout the disaster 29 

cycle in all areas of care, including emotional care.  Members of National VOAD recognize that 30 

respectful conversation and patient building of relationships uplift the commitment to quality care 31 

– a commitment that gathers, unites, and serves as a beacon to others choosing to collaborate 32 

in helping communities recover through common and shared values. 33 

 34 

For this reason, National VOAD is especially suited to proposing and promoting guidelines that 35 

shape practices in multiple areas of disaster care.  Guidelines begin with Points of Consensus 36 

documents developed and approved by National VOAD Member Organizations, which outline 37 

essential standards, ethical principles, and operational principles related to various functions of 38 

VOADs.  Based upon the Disaster Emotional Care Points of Consensus the following guidelines 39 

are provided to assist organizations in implementing high quality disaster emotional care 40 

services to serve the needs of individuals, families, and communities affected by disaster. 41 

Scope of Guidelines 42 

These National VOAD Guidelines for disaster emotional care are intended to serve as a set of 43 

common core guidelines for National VOAD Member Organizations that currently have or that 44 

are interested in developing a disaster emotional care component to their overall service 45 

delivery.   46 

The Guidelines are also provided for reference and as a resource for all National VOAD 47 

member organizations (i.e. those who do not have DEC as a part of their service delivery), state 48 

http://www.nvoad.org/mdocs-posts/poc-disaster-emotional-care/


 

 

VOADs, Community Organizations Active in Disaster (COADs), and other partners engaged in 49 

disaster preparedness, response, and recovery, and for the general public.   50 

 51 

The Guidelines can be utilized for the following purposes: 52 

• To provide orientation and guidance for organizations on the development, 53 

implementation, and maintenance of disaster emotional care services 54 

• To enhance quality by providing benchmarks for the provision of disaster emotional care 55 

services based on research and best practices  56 

• To develop basic guidelines for the training of disaster emotional care providers  57 

• To share information and resources pertaining to disaster emotional care from 58 

experienced providers working within diverse communities and organizations 59 

• To foster mutual accountability through collaboration among providers in developing, 60 

maintaining, and periodically updating emotional care guidelines 61 

• To assure the public that those providing emotional care are using best practices 62 

• To promote disaster emotional care among emergency managers and other partners in 63 
disaster preparedness, response and recovery, as well as to general (non-disaster 64 
specific) emotional care and behavioral health providers  65 

o See Appendix C, Fact Sheet for Emergency Management on Disaster Emotional 66 
Care for more information on how DEC is an essential component of FEMA’s 67 
Emergency Support Function (ESF) 6 – Mass Care, Emergency Assistance, 68 
Temporary Housing, and Human Services; ESF 8 – Public Health and Medical 69 
Services; and Recovery Support Function Health and Social Services 70 

• To facilitate the planning and programming of disaster emotional care across the 71 
disaster cycle (preparedness, response, and recovery) 72 

• To  guide inter-agency and inter-disciplinary disaster emotional care efforts in the spirit 73 
of National VOAD’s “4 C’s” of cooperation, communication, coordination, and 74 
collaboration. 75 
 76 

National VOAD member organizations and other adjudicating bodies rightly exercise their own 77 

internal, self-defined standards of accreditation, licensure and/or certification in emotional care, 78 

including adhering to those standards that are regulated by state boards. These guidelines are 79 

intended to complement such standards by providing assistance in defining and reflecting 80 

quality disaster emotional care. The guidelines also provide a platform for members to learn 81 

helpful practices in disaster emotional care training, resources, etc., from one another. 82 

The Need for Disaster Emotional Care  83 

All natural and human-caused disasters have the potential to create significant distress within 84 

impacted areas, including overwhelming coping abilities and disrupting support systems.  Many 85 

survivors, responders, and others affected by disasters will experience temporary, mild distress 86 

reactions, while others are at risk of developing long-term behavioral health concerns such as 87 

depression, anxiety, substance abuse, and more. Pre-disaster level of functioning, degree of 88 

exposure during the event (e.g. threat of or actual loss of life; serious injury; property damage; 89 

etc.) and post-disaster access to care and support influence the psychological effects on 90 

disaster-impacted individuals, families, and communities. 91 

 92 



 

 

Most people who experience a disaster are able to bounce back to their same or similar level of 93 

functioning before the event, with many even experiencing ‘post-traumatic growth’, developing 94 

enhanced resilience through coping skills that under normal circumstances they might not have 95 

used.  Elaborating on this further, Bonanno (2004)1 writes that “many people are exposed to 96 

loss or potentially traumatic events at some point in their lives, and yet they continue to have 97 

positive emotional experiences and show only minor and transient disruptions in their ability to 98 

function”.  99 

 100 

In summarizing the psychological effects of disasters from 160 separate surveys conducted 101 

across the world and following a wide range of natural and human-caused disasters, Norris, 102 

Friedman, and Watson (2002)2, found that, on average, studies showed that approximately 9% 103 

of all disaster survivors surveyed experienced minimal impairment as a result of the event, 51% 104 

experienced moderate impairment, 23% experienced severe impairment, and 17% experienced 105 

very severe impairment. 106 

 107 

Focusing specifically on the prevalence of developing post-traumatic stress disorder in the 108 

aftermath of natural or human-caused disasters, Neria, Nandi, and Galea (2007)3 compiled 109 

results from post-disaster PTSD literature that showed prevalence of PTSD among direct 110 

victims of disasters ranging between 30-40%, and rescue workers between 10-20% (both 111 

groups compared to the range of PTSD rates in the general population between 5-10%).  112 

 113 

As the majority of disaster-related stress responses do not involve psychopathology, it’s 114 

important for disaster emotional care providers to recognize the difference between common, 115 

‘expected’ stress reactions, unexpected reactions, and diagnosable disorders. Licensed mental 116 

health professionals as well as non-licensed professionals and paraprofessionals (affiliated with 117 

VOAD member organizations and other trusted, established disaster and emergency response 118 

entities) who are trained in evidence-informed or evidence-based models of disaster emotional 119 

care are all uniquely positioned to provide effective and appropriate services throughout all 120 

phases of the disaster cycle.    121 

 122 

These guidelines are not meant to substitute for training and credentialing by established and 123 

respected organizations that provide disaster emotional care services, nor do these guidelines 124 

supersede or eliminate the need for National VOADs to ensure that individual mental health 125 

practitioners providing disaster emotional care are holding required state licensure or 126 

certification appropriate to that person’s profession.  (See Appendix for a comprehensive list of 127 

organizations and institutions that provide research-supported training, education, certifications, 128 

etc.)  129 

 130 

                                                
1 Bonanno, G. (2004). Loss, trauma, and human resilience: Have we underestimated the human capacity to thrive after extremely aversive 
events?  American Psychologist, 59, 20-28. 
2 Norris, F. H., Friedman, M. J., & Watson, P.J. (2002b). 60,000 disaster victims speak: Part II. Summary and implications of the disaster 
mental health research. Psychiatry, 63, 240-260. 
3 Neria Y; Nandi A; Galea S. (2008) Post-Traumatic Stress Disorder following disasters: a systematic review. Psychological Medicine 38:467-
480. [First published online September 6, 2007] 



 

 

Whether they are paid or volunteer staff comprised of mental health professionals, 131 

paraprofessionals, or from other backgrounds, it is essential that National VOAD Member 132 

Organizations provide or support access to formal training and continuing education in disaster 133 

emotional care in order to assure the general public that disaster emotional care is provided by 134 

qualified person. 135 

Emotional and Spiritual Care 136 

These guidelines were created using the framework for and in some instances sections directly 137 

adapted from the National VOAD Spiritual Care Guidelines, and so it is important to distinguish 138 

between the two types of care in order to understand where elements of the Guidelines for each 139 

may overlap, and where they diverge. (Disaster Emotional Care Points of Consensus #5). 140 

 141 

Similarities between disaster spiritual care (DSC) and disaster emotional care (DEC) providers 142 

include:  143 

• Both have specialized training in their area of expertise, and have providers trained in 144 

both disaster emotional and spiritual care 145 

• Both provide emotional support and comfort using principles of Psychological First Aid 146 

(e.g., importance of meeting basic needs) 147 

• Both refer to community resources for longer-term services 148 

• Both work within a team and command structure 149 

• Both are trained to deliver multi-cultural services 150 

• Both work with individuals and families in crisis and grieving. 151 

 152 

And areas where DSC and DEC providers diverge include: 153 

• DEC primary purpose/intent is attending to emotional needs, concerns; DSC, primary 154 

purpose/intent is attending to spiritual needs and concerns 155 

• DEC primarily trained in psychopathology; DSC primarily trained in pastoral care and 156 

counseling 157 

• Different language of engagement with client:  DEC focuses on coping and stress; DSC 158 

focuses on meaning and faith 159 

• Different skill sets – DSC may participate in religious or spiritual rituals; DEC uses crisis 160 

intervention and coping skills training. 161 

 162 

Section Four of the Guidelines, Collaboration and Integration of Emotional Care across the 163 

Disaster Cycle expands on these themes.  164 

Scope of National VOAD Member Services  165 

Communities impacted by disaster draw upon their resilience and strength to withstand the 166 

immediate effects of disaster and to recover over the course of months and years.  National 167 

VOAD members bring their presence, resources, and expertise to help communities through 168 

this process.  169 

  170 

Many National VOAD members provide disaster emotional care services, which may include: 171 



 

 

• Training for local, state, regional and national providers that equips them to provide 172 

sustainable services that address social, emotional and psychological resilience as an 173 

asset towards recovery  174 

• Assessment of community disaster emotional care needs 175 

• Deployment of trained providers to assist in coordinating appropriate disaster emotional 176 

care, as requested  177 

• Programs, curricula and other disaster emotional care resources designed to serve the 178 

needs of special populations (e.g. children, older adults, etc.) 179 

• Guidance and assistance in planning for and providing disaster emotional care services 180 

during anniversary events, community gatherings, and other commemorative 181 

observances 182 

• Resources to assist local, state, regional, and national disaster officials to include direct 183 

disaster emotional care services as part of preparedness, response, and recovery 184 

activities. 185 

 186 

As per the National VOAD Disaster Emotional Care Points of Consensus, emotional care is 187 
provided across the disaster continuum, from preparedness to response and recovery. 188 
Accepted types of disaster emotional care include, but are not limited to: 189 

• Preparedness activities 190 

• Assessment and triage activities 191 

• Psychosocial support activities 192 

• Early psychological intervention activities 193 

• Recovery activities.    194 
 195 

Among National VOAD Members, excellence in providing disaster emotional care services 196 

includes: 197 

• Recognition of autonomy, which includes the right to refuse services 198 

• Respect for and awareness of the psychological needs of individuals with disabilities, 199 

functional and access needs 200 

• Respect for each person’s rich diversity of heritage, language, and culture 201 

• Commitment to ethical practices intended to protect vulnerable populations, including 202 

children, dependent adults, and others 203 

• Commitment to collaboration with all disaster emotional care providers, local and 204 

deployed 205 

• Commitment to confidentiality, except when required to break confidentiality to protect 206 

individuals from harm or when required by law  207 

• Utilization of evidence-informed and evidence-based clinical tools (including 208 

assessment, triage, intervention, etc.) to determine perceived and real needs and assets 209 

• Referral to resources within the community that can provide continued, additional or 210 

higher levels of care 211 

• Knowledge of disaster-related and psychopathology responses. 212 



 

 

Covenant for National VOAD Partners  213 

The heart of National VOAD is embodied in the “4 C’s” of VOAD - cooperation, communication, 214 

coordination, and collaboration - in order to better serve people impacted by disasters.  These 4 215 

“C’s” describe a progression of efforts.  Cooperating and communicating are the beginning of 216 

relationship - the first steps in helping work become more efficient and effective.  Coordinating 217 

and collaborating are examples of maturing relationship, in which partners become inter-218 

dependent, relying on each other to accomplish ever greater tasks together.  219 

 220 

Members of National VOAD, aspire to these deeper relationships and work to uplift and support 221 

each other and each other’s work.  National VOAD members share in all services, including 222 

disaster emotional care, seeking to include all partners in bringing valued contributions to serve 223 

the needs of affected communities. 224 

 225 

National VOAD members are concerned when National VOAD member organizations fail to 226 

meet the standards found in the Points of Consensus, because National VOAD Points of 227 

Consensus documents promote quality care for communities impacted by disasters. National 228 

VOAD members address these concerns by seeking to share the rationale of the Points of 229 

Consensus with such groups and by seeking to promote the high standards these guidelines 230 

detail for the sake of those whom we serve. 231 

  232 



 

 

SECTION TWO: Essential Components of Disaster Emotional 233 

Care Programs  234 

 235 
This section provides suggested guidelines to assist organizations in identifying, recruiting, and 236 
training disaster emotional care providers.  It includes specific discussion of qualifications, 237 
experience, competencies, and accountability structures for the delivery of appropriate and 238 
effective disaster emotional care. Guidance is provided for organizations to fulfill their obligation 239 
to help emotional care providers maintain their own health and wellbeing before, during and after 240 
deployment as well as during steady-state times. The section includes a quick reference checklist 241 
to help disaster emotional care leaders provide the essential components for building and 242 
sustaining their teams.  243 

Introduction 244 

Disaster emotional care is provided across the disaster continuum from preparedness to 245 
response and recovery. Emotional care takes many forms, and emotional care providers are 246 
from diverse professional backgrounds (Disaster Emotional Care Points of Consensus #2). 247 
disaster emotional care workers respond to the psychosocial and emotional needs of people 248 
affected by disaster. This includes members of the affected community as well as other disaster 249 
responders experiencing the stress of disaster response. Besides providing disaster emotional 250 
care during responses, disaster emotional care providers have an important role in planning and 251 
mitigation efforts and contribute toward building resilient communities (Disaster Emotional Care 252 
Points of Consensus #3).  253 
 254 
Disaster emotional care services supplement, but do not supplant existing community mental 255 
health services. These services are provided without discrimination to race, color, national 256 
origin, religion, gender, age, disability, sexual orientation, citizenship, or veteran status.  257 
 258 
Disaster emotional care is not psychotherapy, nor a substitute for psychotherapy. (Disaster 259 
Emotional Care Points of Consensus #1.e) Long-term therapeutic interventions should not be 260 
conducted during the acute phase of a disaster response.  261 

Developing an Emotional Care Workforce 262 

Staffing Strategy 263 

Different organizations rely on different staffing strategies, during the disaster response, based 264 
on their size, structure and service delivery model. Some rely primarily on paid employees while 265 
others, such as the American Red Cross, depend heavily on volunteers. One strategy for 266 
utilizing paid employees is to offer the opportunity for select staff to transition to a disaster 267 
emotional care provider role during times of disaster.  268 



 

 

Table 1: The Strengths and Weakness of Paid and Volunteer Workforces 269 

Model Strengths Weaknesses 

All Paid 

Employees  

1. More consistent capacity and 
availability.  

2. More awareness and control over 
who is part of workforce.  

3. Employees are more likely to have 
relationships with each other 
before disasters.  

4. Supervisory structures are likely 
already in place. 

5. Client needs may be met more 
efficiently when employees provide 
services post-disaster to clients 
with whom they have a pre-disaster 
relationship.  

1. Organizations’ resources can fluctuate from 
year to year (People, material resources, 
money) making it difficult to ensure a large 
enough workforce will always be available to 
meet the needs of large disasters. 

2. Difficult to scale up services (finite number of 
employees, difficult to add employees quickly) 

3. Daily work of employees is impacted when 
they are assigned to support disasters. 

4. Boundaries may be tested when employees 
providing services post-disaster have pre-
disaster relationships with clients. (5. 
Employees are used to working 40 
hours/week (typically) and may not be used to 
working evenings and weekends – may 
require overtime pay.  

All Volunteer 

1. Volunteers are typically highly 
committed and passionate about 
the work they do.  

2. Large pool of potential volunteers 
allows for flexibility in scaling to 
meet the needs of large disasters. 

3. Allows for the option to include new 
(event-based) volunteers when 
necessary. 

4. Volunteers are more likely to be 
available during evenings, 
overnight and weekends, when 
employees are not used to 
working.  

5. Provides supervisory and 
management opportunities for 
volunteers.  

1. Requires employees committed to volunteer 
management.   

2. Volunteer schedules may be less predictable 
(e.g., can’t commit to 40 hours/week) requiring 
more people to provide necessary coverage.  

3. Volunteer workforce may be constantly 
changing, making it difficult for volunteers to 
all have relationships with each other before 
disasters. 

4. Volunteers can come and go more easily than 
employees, making it difficult to know the size 
of the workforce at any specific time.  

5. Quality assurance challenges – difficult to 
ensure that the program is being appropriately 
carried out according to program standards. 

Blend of Paid 

Employees and 

Volunteers 

Combination of the strengths from both 
sections above.  
 

1. Combination of the weaknesses from both 
sections above.  

2. Challenging to have volunteers and 
employees working side by side due to 
perceived inequities between the two groups 
and possible role confusion. 

 270 

Eligibility Requirements for Disaster Emotional Care Providers 271 

Eligibility criteria for disaster emotional care providers is another factor that organizations must 272 
consider. These criteria can cover a vast range of educational and professional requirements, 273 
from requiring workers to have independent mental health licensure to anyone who completes 274 
agency-specific training.  275 
 276 
 277 
Table 2: Examples of Eligibility Criteria* 278 



 

 

Model Strengths Weaknesses 

Open Eligibility to 

Whoever is Interested  

1. Largest pool of eligible workers. 
2. Recruitment is likely easier than 

other models.  
 

1. Quality assurance challenges.   
2. Requires a potentially labor-intensive 

screening process.  
3. Requires workers to take a significant 

amount of training.  
4. Potential risk to survivors, other workers 

and the responder due to the potential for 
lack of knowledge and experience. 

Eligibility Based on 

Work Experience (e.g. 

experience in a 

trauma center)   

1. Workers will have a consistent 
language to use 

2. Required trainings do not need to 
cover topics that workers should 
already know.  

1. Adds employment verification step.  
2. No guarantee that workers will have the 

same education or abilities because they 
have had similar work experience.  

3. Recruitment pool is limited. 

Eligibility Based on 

Licensure  

(e.g. independent 

licensure) 

1. Provides additional level of quality 
assurance since licensing boards 
monitor ethical violations and 
perform background checks more 
frequently than many organizations.  

2. Required trainings do not need to 
cover topics that workers should 
already know. 

3. Workforce would have a common 
language.   

1. Requires determination of which 
professions and licenses will be included 
– which means some licenses could be 
excluded.  

2. Can create a culture of being “in” or “out” 
3. Recruitment pool is limited.  

Eligibility Based on 

Education Level 

1. Required trainings do not need to 
cover topics that workers should 
already know. 

2. Workforce would have a common 
language.   

1. No guarantee that workers will have the 
same experiences or abilities because 
they have the same level of education. 

2. Recruitment pool is limited.  

*This chart was adapted from documents created during the Red Cross Disaster Mental Health 279 
Stakeholders Meeting held February 24-26, 2016 in Washington, DC.  280 
 281 

Roles and Competencies for Disaster Emotional Care Providers 282 

In addition to determining the appropriate workforce, organizations should also develop a 283 
leadership structure within their disaster emotional care workforce to ensure quality client-facing 284 
services and appropriate supervision for workers. Below are examples of competencies to look 285 
for in disaster emotional care providers from entry-level positions to leaders.  286 
The following charts describe the personal attributes, knowledge and skills demonstrated by 287 
effective disaster emotional care providers.  288 
  289 



 

 

Table 3: Competency Definitions 290 

Competency 
Factor  

Key Issue  
Definition  

Primary Method of 
Development  

Documentation  

Personal 
attributes  

Who I am  Inherent characteristics 
and qualities 

Life experience, self-
reflection, supervision, and 
mentoring. 

Personal interview and 
recommendations  

Knowledge  What I know  Theoretical and practical 
understanding of a 
subject area.  

Structured learning 
(courses, workshops, 
personal study, etc.)  

Documentation of 
successful completion of 
training program(s)  

Skills  What I do  The ability and 
knowledge that enables 
one to do something 
well.  

Structured learning and 
practice (courses, 
workshops, practical 
experience)  

Documentation of 
successful completion of 
training program(s) and 
experience  

 291 
Table 4: Competency Categories 292 

Disaster 

Emotional 

Care Worker 

Level 

Knowledge, 

Skills 

Attributes 

Category 

Knowledge, Skills, Attributes 

Entry Level 

Worker   

 

 

Communication, 

Relationship, & 

Problem Solving 

Skills 

• Communicates effectively orally and in writing. 

• Listens actively and empathetically and takes appropriate action on behalf 
of clients.  

• Accurately documents conversations and actions as detailed in program 
guidance.   

• Identifies client needs and refers to appropriate and available resources. 

• Connects effectively with clients who are culturally diverse.   

• Guards client privacy and confidentiality.  

• Is open to taking direction from supervisor.   

• Able to work in a collaborative work situation.   

• Good interpersonal skills with clients, colleagues, supervisors, external 
partners and the public. 

• Problem-solves with and for a client to support client recovery.   

• Assesses situational challenges in the field and suggests workarounds.   

• Asks supervisor for help when appropriate. 

 
Knowledge of 
Emotional Care  
Technical & 
Systems  

• Basic knowledge of principles, procedures, techniques, trends, and 
literature of providing emotional care. 

• Basic knowledge of recognized treatment interventions 

• Basic knowledge of program guidance regarding documentation of client 
information and case details.  

• Basic knowledge of computer usage. 

Attributes Empathic understanding, tact, emotional stability, patience, good observation 
skills, cultural awareness, resilience, flexibility, adaptability and an ability to 
work with others with an open, non-judgmental attitude  

Special Physical 
Characteristics 

Sufficient strength, agility, and endurance to perform during stressful (physical, 
mental and emotional) situations encountered on the job without compromising 
their health and well-being or that of their fellow employees, volunteers, and/or 
clients. 



 

 

Disaster 

Emotional 

Care Worker 

Level 

Knowledge, 

Skills 

Attributes 

Category 

Knowledge, Skills, Attributes 

Supervisor-

Level Worker 

 

Communication, 

Relationship, & 

Problem Solving 

Skills 

• Communicates effectively orally and in writing.   

• Provides appropriate input into ongoing work flow and reports.   

• Accurately documents conversations and actions with staff.   

• Conducts effective work unit meetings.   

• Identifies worker needs and makes appropriate material/equipment 
requests 

• Connects effectively with workers who are culturally diverse.   

• Works efficiently with workers to maximize their potential.   

• Is open to taking direction from manager.   

• Provides effective feedback to workers.   

• Works in a collaborative work situation.   

• Works well with clients, colleagues, managers, external partners and the 
public. (good interpersonal skills) 

• Coaches others in problem-solving with and for a client to support client 
recovery. 

• Coaches others to document client information and case details as 
required. 

• Effectively reviews cases and provides feedback    

• Assesses situational challenges in the field and suggests workarounds.   

• Recognizes work unit problems early and takes actions to correct.  Asks 
manager for help when appropriate. 

Knowledge of 
Emotional Care  
Technical & 

Systems 

• Intermediate knowledge of principles, procedures, techniques, trends, and 
literature of providing emotional care. 

• Intermediate knowledge of recognized treatment interventions. 

• Intermediate knowledge of program guidance regarding documentation of 
client information and case details.  

• Intermediate knowledge of computer usage. 

• Knowledge of coaching skills.  

Attributes 

Compassion, confidence, humility, ability to delegate, a positive attitude, 
passion for the mission, approachable, considerate, disciplined as well as 
having empathic understanding, tact, emotional stability, patience, good 
observation skills, cultural awareness, resilience, flexibility, adaptability and an 
ability to work with an open, non-judgmental attitude.  



 

 

Disaster 

Emotional 

Care Worker 

Level 

Knowledge, 

Skills 

Attributes 

Category 

Knowledge, Skills, Attributes 

Manager-

Level Worker  

Leadership/ Team 

Building, 

Relationship, & 

Problem Solving 

Skills 

• Envisions, designs and leads a diverse team of supervisors.   

• Provides appropriate support, feedback and recognition.   

• Motivates team building and provides cohesive team environment.   

• Understands the metrics needed to evaluate services and staff.   

• Plans strategically and provides appropriate input. 

• Builds effective relationships with individuals, groups and departments. 

• Effectively explains purpose, content and capability of systems to assigned 
staff.     

• Works with efficiently with supervisors to maximize their potential.    

• Openly takes direction from supervisor.   

• Represents organization with partners.   

• Works in a collaborative work situation. 

• Retrieves and sorts information and reports  

• Monitors and corrects performance.   

• Spots problems early and is pro-active in taking needed action.   

• Recognizes the need for additional resources to manage problems and 
conflict.   

• Asks for help when appropriate. 

 

Knowledge of 
Emotional Care  
Technical & 

Systems 

• Advanced knowledge of principles, procedures, techniques, trends, and 
literature of providing emotional care. 

• Advanced knowledge of recognized treatment interventions. 

• Advanced knowledge of internal and external reports and sources of 
needed information.   

• Advanced knowledge of the purpose, content and capability of the agency 
systems.   

• Knowledge of team-building, supervision, conflict-resolution techniques. 

Attributes 
Cultural affinity, positive attitude, prioritization, warmth and empathy, 
competence, accountability, honesty, patience, integrity, flexibility, versatility, 
creativity, and ability to see the big picture 

Instructor/ 

Trainer 

Teaching Skills 

 

• Effectively designs and prepares for training presentation. 

• Effectively presents information and adjusts teaching situation to meet the 
needs of the group. 

• Effectively listens to participant input and answers questions. 

• Effectively manages class time allowing participation without losing 
teaching time.  

• Provides appropriate feedback to participants and reports progress to 
sponsoring agency. 

Knowledge of 
Emotional Care  
Technical & 

Systems 

• Advanced knowledge of subject matter being taught. 

• Advanced knowledge of agency standards. 

• Advanced knowledge of technology used in class presentation or ability to 
arrange for technological backup when needed. 

• Knowledge of adult learning strategies.  

Attributes 
Warm, accessible, enthusiastic, caring, congenial, sense of humor, kind, 
flexible, patient 

 293 
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Staffing Considerations 295 

Agencies should consider their capacity to utilize their disaster emotional care workforce on 296 
disaster responses. Many agencies only have the capacity to support local or regional response 297 
and recovery efforts while others may be able to deploy their providers outside of their region to 298 
support a national disaster. Another way for an agency to utilize disaster emotional care 299 
providers is in a virtual capacity, supporting either a local, regional or national disaster 300 
operation. The following chart includes factors for agencies to consider: 301 
 302 
Table 5: Staffing Considerations 303 

Deployment Options Considerations 

Local/Regional Support 

• Providers need to balance their day-to-day responsibilities (family, childcare, 
etc.) with the increased demands of their disaster work. 

• Providers may be impacted by the disaster themselves or have family/friends 
who are impacted. 

• When supporting a large disaster locally, providers cannot easily remove 
themselves from the disaster for a significant amount of time, increasing their 
cumulative stress and potential for burnout.  

• Providers may be so focused on supporting others that they do not take the time 
to focus on their own losses and impacts from the disaster.  

National Deployment 

• Providers face stressors as a result of being deployed away from home and 
family/friends. 

• Providers may experience challenging living and working conditions with few 
options for respite.  

• Providers are likely to be working for and with new people every day.   

• Providers are able to leave the disaster location after a period of time and return 
to a non-disaster impacted area.  

• Providers may not have a local support system to help the provider handle post-
disaster negative reactions. 

Virtual Support 

• Providers have the flexibility to work from home or their preferred location.  

• Providers can maintain a normal work schedule and volunteer virtually for shifts 
during off hours including evenings and weekends.  

• Providers are working independently which can feel isolating. 

• Friends and family may not understand the stress the provider is experiencing 
while virtually supporting a disaster response. 

• Providers who cannot deploy in person can still support disaster operations in a 
virtual capacity.  

• Providers can be frustrated by the inability to have face-to-face contact with 
clients they are supporting.  

 304 

Supporting Disaster Emotional Care Providers  305 

Supervisor Responsibilities 306 

Organizations’ leaders should furnish appropriate support for workers. Support of disaster 307 
emotional care providers includes the following:  308 

• Ensuring the safety of each disaster emotional care provider when responding to 309 
disasters;  310 

• Mitigating worker risks of compassion fatigue or secondary trauma;  311 

• Providing useful support, feedback and direction to disaster emotional care providers;  312 

• Explaining clearly the expectations for job performance;  313 



 

 

• Answering questions about disaster emotional care policies and procedures;  314 

• Ensuring that each worker receives time off according to agency policies;   315 

Promoting the Wellbeing of Emotional Care Providers 316 

“Providing emotional care in disaster can be an overwhelming experience. The burdens of 317 
caring for others in this context can lead to compassion fatigue. Understanding important 318 
strategies for self-care is essential for emotional care providers. Disaster response agencies 319 
have a responsibility to care for their own staff during all phases of disaster deployment and to 320 
model healthy work and life habits. Post-deployment support processes for emotional care 321 
providers are also essential” (Disaster Emotional Care Points of Consensus #7). 322 
 323 
Agencies should employ a combination of strategies to promote the wellbeing of their disaster 324 
emotional care providers. These strategies can include: 325 

• Implementing strategies to mitigate worker stress such as providing additional time off, 326 
shortening daily working hours, helping people prioritize work demands, or otherwise 327 
improving working conditions; 328 

• Training supervisors in how to support their workforce and when to intervene when the 329 
impacts of stress are adversely affecting the workforce; 330 

• Providing handouts and information sessions, before and after a deployment/response, 331 
focused on the potential emotional impacts of disaster response for both the individual 332 
provider and their family; 333 

• Establishing policies and procedures for workers to report grievances/concerns; 334 

• Facilitating the availability of confidential emotional support services for the workforce 335 
such as through an Employee Assistance Program; 336 

• Offering trainings to the workforce focused on self-care and stress-reduction techniques. 337 

Capacity Building 338 

“Capacity building involves identifying and recruiting appropriate disaster emotional care 339 
providers. In order to deliver effective disaster emotional care it is essential that providers 340 
engage in training and exercises, and become affiliated with a disaster relief organization” 341 
(Disaster Emotional Care Points of Consensus #3). 342 
 343 
Depending on the staffing strategy and structure, recruitment for disaster emotional care 344 
providers can vary widely. Not surprisingly, recruiting for volunteer providers can be more 345 
challenging than recruiting for a paid position. 346 

Strategies for Recruiting Volunteer Providers 347 

Targeted volunteer recruitment is a strategy to reach out to groups of potential volunteers that 348 
meet the specified eligibility requirements for an agency’s disaster emotional care workforce. It 349 
focuses recruitment time and resources on groups with common backgrounds and interests 350 
thereby increasing the pool of individuals interested in becoming volunteers. To help build a 351 
diverse workforce, agencies should include in their targeted recruitment efforts organizations 352 
that have members with various cultural backgrounds, language competencies and geographic 353 
reach.  354 
 355 
Organizations to consider for targeted volunteer recruitment include: 356 

• National and local professional associations 357 

• Colleges and universities 358 

• Mental health agencies 359 



 

 

• Community volunteer organizations (churches, civic organizations) 360 
 361 
It is always best to recruit volunteers before disasters happen to ensure an adequate number of 362 
fully-trained disaster emotional care providers. However, some disaster responses may require 363 
additional providers who have not yet been identified and trained. Agencies should decide if 364 
they have the capacity to recruit and train new providers during an active disaster response. If 365 
an agency decides to incorporate new volunteers during a disaster response, the agency should 366 
already have policies and procedures in place to rapidly identify and train these volunteers.  367 
 368 
Helpful tips for recruiting volunteers: 369 

• Enlist the support of your current employees and volunteers in becoming volunteer 370 
recruiters. 371 

• Display recruitment brochures at places of work and distribute at events.  372 

• Promote speaking engagements at appropriate events.  373 

• Ask for a few minutes at your departmental meetings to talk about the need for 374 
volunteers. 375 

• When possible, obtain CEU’s for required training as an additional appeal to prospective 376 
volunteers. 377 

• Utilize social media to publicize volunteer opportunities. 378 

Utilizing Agency Employees as Disaster Emotional Care Providers  379 

Agencies who rely on paid staff can provide opportunities for current employees to assume the 380 
role of a disaster emotional care provider temporarily during disaster responses. Agencies that 381 
utilize this structure should determine policies and procedures for recruiting, training and 382 
activating employees who are interested in this opportunity. Once these employees are 383 
activated during a response, they would not be expected to meet their standard job 384 
requirements until they are released from the response. 385 
 386 

Training Content for Emotional Care Providers  387 

Disaster emotional care providers help communities by offering preparedness and resilience 388 
training and help by responding to the psychosocial and emotional needs of individuals, families 389 
and fellow workers affected by disaster and/or experiencing the stress of the disaster. 390 
Therefore, their training should cover the basic tenets of disaster emotional care (ethics, self-391 
care, informed consent, confidentiality, protecting personal privacy, and cultural competence) as 392 
well as the following accepted types of disaster emotional care: 393 

• Preparedness Activities 394 

• Assessment Activities 395 

• Psychosocial Support Activities 396 

• Early Psychological Intervention Activities 397 

• Recovery Activities 398 
(Disaster Emotional Care Points of Consensus #2) 399 

 400 
These trainings can be offered in a variety of formats including instructor led training (virtual and 401 
in-person), web-based training and self-directed learning. Whenever possible, role-play-based 402 
scenarios should be incorporated in training curricula.  403 



 

 

Ethical Foundations of Disaster Emotional Care 404 

(Disaster Emotional Care Point of Consensus #10) 405 
 406 
All disaster emotional care workers are expected to maintain personal and professional integrity 407 
and act in an ethical manner at all times. Specific ethical standards include:  408 

• Practicing in a manner that is in the best interest of the public;  409 

• Providing only those services deemed necessary;  410 

• Promoting safety and protection of people affected by disaster; 411 

• Practicing only within the competency areas of the provider’s education and/or 412 
experience, and maintaining the limitations established by licensure or certification and 413 
the sponsoring agency’s policy and procedures;  414 

• Respecting people’s rights and dignity, including privacy and self-determination; 415 

• Maintaining a confidential client-provider relationship;  416 

• Disclosing client information to others on a strict business-need-to-know basis;  417 

• Avoiding dual relationships with clients, whenever possible;  418 

• Refraining from personal gain, including refraining from referring disaster clients to 419 
his/her private practice/agency of employment.  420 

Accountability and Responsibility 421 

All disaster emotional care workers are responsible for providing quality care, following 422 
designated protocols, taking care of themselves, and supporting their colleagues. Supervision 423 
should be provided to ensure that all disaster emotional care providers are practicing within the 424 
disaster emotional care intervention standards to ensure ethical, quality client care.  425 

Informed Consent 426 

Informed consent requirements in the disaster setting are different from requirements in 427 
traditional mental health settings. In non-disaster settings, mental health professionals are 428 
required to obtain written informed consent before working with clients. However, in a disaster 429 
setting, disaster emotional care providers are not expected to present a formal written informed 430 
consent policy before providing short-term support unless their organization requires a written 431 
consent prior to providing services. Additionally, where an informed consent policy might convey 432 
the beginning of a traditional therapist/client relationship, disaster emotional care support is brief 433 
and does not allow for formal mental health assessment or treatment.  434 

Confidentiality and Protecting Individual Privacy 435 

Safeguarding the trust of both disaster-affected clients and disaster staff is an important part of 436 
the disaster emotional care provider’s obligation to the people and communities they serve. 437 
Disaster emotional care providers are required to maintain the client’s privacy, treat all client 438 
information as confidential, and comply with their agency’s policies on protecting privacy and 439 
personal information.  440 

Cultural Awareness   441 

Disaster emotional care providers “respect diversity among colleagues in emotional and spiritual 442 
care, and within communities served, including but not limited to race, ethnicity, culture, gender, 443 
age, sexual orientation, spiritual/religious practices, socioeconomic status and disability. 444 
Disaster emotional care providers strive for cultural awareness and sensitivity, and adapt care 445 
strategies to address cultural differences in the individuals and communities they serve” 446 



 

 

(Disaster Emotional Care Points of Consensus #9). Culture, race, and ethnicity can have a 447 
profound effect on a community’s or individual’s response to a disaster. Disaster emotional care 448 
services are most effective when clients receive care that is in accord with their cultural beliefs 449 
and their access and functional needs. See Section 3 for guidance.  450 

Disaster Emotional Care Interventions 451 

Disaster emotional care interventions form a continuum of services from preparedness through 452 
disaster recovery.  453 

Preparedness Activities 454 

Preparedness activities focus on educating communities, families and individuals on the need to 455 
be prepared for disasters and on building resilience. Increasing an individual or family’s level of 456 
preparedness for disaster can help them return faster  to a pre-disaster level of functioning. 457 
Preparedness activities can include: 458 

• School-based activities focused on disaster preparedness programming  459 

• Community events focused on disaster preparedness, such as smoke alarm installations 460 
and resilience training 461 

• Public messaging campaigns focused on specific preparedness steps, such as 462 
checklists to be prepared for hurricanes or wildfires 463 

Community Resilience Building 464 

Resilience is defined as the strengths of an individual or community to respond well to 465 
adversities. (Disaster Emotional Care Points of Consensus #5) An important aspect of 466 
preparedness is building the emotional resilience of communities, families and individuals to be 467 
better prepared to handle future disasters. Community-based trainings are one tool for building 468 
this kind of resilience.  469 
 470 
One example of a resilience-building training is the Red Cross’s Coping in Today’s World: 471 
Psychological First Aid and Resilience for Families, Friends and Neighbors course which helps 472 
community members learn ways to increase their psychological resilience and become stronger. 473 
This course enables families, friends, and neighbors to: 474 

• Strengthen their own psychological resilience and that of their children. 475 
• Recognize stress in adults and children, and how people react to it. 476 
• Provide immediate support and introduce coping skills to members of their families, 477 

friends, neighbors and others by using psychological first aid (PFA). 478 
• Provide better emotional support for one another in times of stress, crisis, and disaster. 479 

Assessment Activities 480 

Identifying emotional needs during a disaster response can be difficult due to the scope and 481 
intensity of the setting. People’s emotional responses to disaster are influenced by a variety of 482 
factors, including degree of exposure, individual resilience and recovery environment (Disaster 483 
Emotional Care Points of Consensus #1h).  484 

Environmental Assessment  485 

Providers should be trained to continuously assess the environment where they are providing 486 
services. This assessment should focus primarily on the personal safety of the Emotional Care 487 
Providers and the safety of others.  488 
 489 



 

 

Individual Assessment   490 

Specialized training is necessary for effective disaster emotional care (Disaster Emotional Care 491 
Points of Consensus #1i). Training should include instruction on assessing the following three 492 
factors which will guide the Emotional Care provider’s approach to providing support:  493 

• Emotional responses and reactions;  494 

• Risk factors of the individual including degree of exposure to the disaster; 495 

• Individual resilience.  496 
 497 
It is important to take each category of factors into consideration when identifying the emotional 498 
care needs of disaster-affected individuals and. The combination of the three factors gives the 499 
provider a more complete picture of the individual’s need for mental health support. 500 

Psychosocial Support Activities 501 

All clients and providers can benefit from support that focuses on increasing resilience and 502 
coping skills. Psychosocial support activities include assisting clients and other disaster workers 503 
to cope effectively with the stress related to the disaster.  504 

Psychological First Aid 505 

All training should include information on Psychological First Aid. Psychological First Aid 506 
provides immediate support to individuals experiencing stress experienced by the client after the 507 
disaster and fosters use of the individual’s adaptive coping skills and resilience. In 2006, 508 
the National Child Traumatic Stress Network and the National Center for Post Traumatic Stress 509 
Disorder developed a Psychological First Aid training that includes eight core actions. 510 
 511 

The Core Actions 512 
• Contact and Engagement 513 
• Safety and Comfort 514 
• Stabilization 515 
• Information Gathering: Current Needs and Concerns 516 
• Practical Assistance 517 
• Connection with Social Supports 518 
• Information on Coping 519 
• Linkage with Collaborative Services   520 

(Field Operations Guide for Psychological First Aid published by the National Center for 521 
Child Traumatic Stress Network and National Center for PTSD, 2006.) 522 

 523 
Since then, a number of organizations have developed variations of psychological first aid 524 
training. These include the National Organization for Victims Assistance, the American Red 525 
Cross, the World Health Organization, and John Hopkins Center for Public Health 526 
Preparedness, as well as many state and local emergency management and mental health 527 
agencies.  528 

Individual Psychoeducation  529 

Reactions to disaster stress vary widely. One individual may become extremely task-oriented 530 
and appear to be coping very well. Another may become disoriented or distracted. 531 
Psychoeducation provides information to individuals and families about expected reactions to 532 
stressand transition and loss in order to empower them, help them cope and build resilience. 533 
Educational brochures can be a valuable tool for providing individual psychoeducation.  534 
 535 



 

 

Early Psychological Intervention Activities 536 

For some clients and workers, the actions of Psychological First Aid are not enough to alleviate 537 
their distress or mitigate long-term consequences. Additional interventions targeting specific 538 
client and responder needs may be necessary. These include crisis intervention, referral and 539 
advocacy.  540 
 541 

Crisis Intervention  542 

Crisis intervention is a time-limited and goal-directed intervention to assist clients and disaster 543 
workers in resolving presenting problems, addressing stress, trauma and emotional conflicts 544 
resulting from a disaster. This method is used to offer immediate, short-term help to persons 545 
who experience an event that causes emotional, mental, physical, and behavioral distress or 546 
problems. Crisis intervention techniques help to lower physiological arousal, increase clarity of 547 
the current situation, mitigate dysfunctional thinking and introduce adaptive coping mechanisms.  548 
 549 
Trainings should include information regarding the basics of crisis intervention and the actions 550 
taken. Crisis intervention usually:  551 

• Is time-limited (two to three contacts);  552 

• Is focused on problems of daily living (immediate reactions to the disaster situation);  553 

• Is oriented to the here and now (alleviating distress and enabling clients to regain 554 
equilibrium);  555 

• Includes a high level of activity by the disaster emotional care provider (engaging with 556 
the client to identify immediate tasks for completion);  557 

• Uses concrete tasks as a primary tactic of change efforts (the task development process 558 
involves clients in achieving a new state of equilibrium);  559 

• Is more directive than some traditional mental health work.  560 
 561 

Critical Incident Stress Management  562 

One crisis intervention model is Critical Incident Stress Management. “(CISM) is a 563 

comprehensive, integrated, systematic and multicomponent crisis intervention program. It was 564 

developed to help manage traumatic experiences within organizations and communities. CISM 565 

is a “package” of crisis intervention tactics that are strategically woven together to: 1) mitigate 566 

the impact of a traumatic event; 2) facilitate normal recovery processes in normal people, who 567 

are having normal reactions to traumatic events; 3) restore individuals, groups and 568 

organizations to adaptive function; and to 4) identify people within an organization or a 569 

community who would benefit from additional support services or a referral for further evaluation 570 

and, possibly, psychological treatment.” (Critical Incident Stress Management, Jeffrey T. 571 

Mitchell, Ph.D., http://www.lacombevictimservices.com/files/7314/3742/7593/CISM.pdf) 572 

Referrals for Additional Services  573 

The next step on the continuum of disaster emotional care interventions is referral for additional 574 
services. A client should be referred to an available community mental health resource if he/she 575 
remains in significant distress after crisis intervention and/or could benefit from longer term 576 
services. Training should include information about when to refer clients as well as agency 577 
requirements for making referrals.  578 
 579 
For example, referrals should be made for services including:  580 



 

 

• A formal mental health evaluation;  581 

• Ongoing counseling or psychotherapy;  582 

• Medication;  583 

• More than the brief support provided by disaster emotional care providers;  584 

• Immediate hospitalization;  585 

• Community support group services (for example: grief or bereavement support, attention 586 
to problems experienced by children).  587 

 588 

Financial Assistance  589 

Some agencies provide financial assistance for disaster-related mental health expenses. Each 590 
agency should provide training and guidance that covers the circumstance, restrictions and 591 
procedures for providing financial support to meet mental health expenses. 592 
 593 

Advocacy  594 

Advocacy entails assisting clients and other disaster workers by helping them make their needs 595 
known and access needed support. Advocacy involves educating and empowering clients to 596 
navigate resources and make important linkages, especially individuals who might otherwise 597 
avoid seeking help. It is especially important to advocate for high-risk clients who can benefit 598 
from timely access to community resources and treatment.  599 
 600 
Advocacy can enhance recovery by identifying client needs and, when necessary, 601 
communicating these needs to decision-makers, supervisors and/or providers of care, so that 602 
clients receive appropriate, culturally sensitive services.  603 
 604 
Training should include the following potential advocacy opportunities:  605 

• Helping individuals affected by disasters communicate their needs to supervisors and/or 606 
care providers;  607 

• Providing culturally competent services;  608 

• Marshalling resources for people with functional and access needs;  609 

• Providing information about relief programs and services available;  610 

• Explaining and accompanying people as they go through the process of applying for 611 
services;  612 

• Facilitating timely access to evidence-based community treatment. 613 
 614 

Recovery Activities 615 

“In order for communities to fully recover and integrate the disaster into their history, emotional 616 
care is essential as a part of program services. Disaster emotional care providers work with 617 
state and local Recovery Committees to offer services related to the disaster, encourage 618 
programs aimed at strengthening community resilience, and facilitate counseling and supportive 619 
services for persons in need” (Disaster Emotional Care Points of Consensus #6). Collaboration 620 
with partner agencies is essential during the recovery phase.  621 
 622 
Pre-existing and newly developed community programs are the primary emotional care 623 
providers during recovery. Emotional care services during recovery can include: 624 

• Counseling, support groups and other emotional support services 625 

• School-based activities, after-school programming 626 



 

 

• Community sponsored events 627 

• Camps for children 628 

• Public messaging campaigns focused on managing difficult emotional reactions after a 629 
disaster 630 

 631 
Resilience-building trainings used during preparedness are also valuable during the recovery 632 
phase and should be geared toward the needs of the participants and their level of emotional 633 
recovery. Communities who have recently experienced a disaster are often interested in and 634 
willing to participate in resilience-building training.  635 
 636 
Disaster emotional care providers can also assist community leaders during recovery by serving 637 
in a consultation role to help plan recovery efforts and to ensure that emotional care is 638 
incorporated appropriately.  639 
 640 
Finally, disaster anniversaries can lead to difficult emotional reactions and an increased need 641 
for emotional support even among individuals and communities that have returned to their pre-642 
disaster level of functioning. As a result, disaster emotional care providers are often called upon 643 
to support communities in anticipation of and during disaster anniversaries. This can occur in 644 
the short-term, such as on the one or six month anniversary after a disaster, or longer-term, like 645 
five or ten year disaster anniversaries.   646 



 

 

SECTION THREE: Disaster Emotional Care for Diverse 647 

Populations 648 

 649 
“As a foundation of disaster emotional care, providers respect diversity among 650 
colleagues in emotional and spiritual care and within communities served, including but 651 
not limited to race, ethnicity, culture, gender, age, sexual orientation, spiritual/religious 652 
practices, socioeconomic status and disability.  Disaster emotional care providers strive 653 
for cultural awareness and sensitivity, and adapt care strategies to address cultural 654 
differences in the individuals and communities they serve.” (Disaster Emotional Care 655 
Points of Consensus #9) 656 

 657 

Introduction 658 

This section provides an overview of DEC considerations for diverse populations with increased 659 
vulnerabilities that need to be addressed across the disaster cycle. Each sub-section includes a 660 
description of the population presented, challenges facing this population in a disaster setting, 661 
barriers that affect access to care, strategies and recommendations for overcoming those 662 
challenges and what it means to provide excellent DEC for this group.  663 
 664 
This section has a special focus on the following: age considerations, specifically children and 665 
the elderly; functional and access needs; and culture in a broad sense of the term. It is not 666 
meant to be an exhaustive list of diverse populations, rather it provides a framework for 667 
considering how DEC is provided across a spectrum of unique needs. Some of the common 668 
emotional care themes that will be discussed in sub-sections across all populations (listed on 669 
the example chart in the sub-section on children) include protection and safety, hospitality and 670 
comfort, belonging and connectedness, understanding and listening, and empowerment.  671 
 672 
[Note: This section includes several subsections; the following subsection is the only one 673 
completed as of March, 2018.] 674 

 675 

Children and Disaster Emotional Care  676 

 “Children are particularly vulnerable to the mental health impact of disasters and lack 677 
the experience, skills, and resources to independently meet their mental and behavioral 678 
health needs. Mental and behavioral health effects are of specific concern in children of 679 
all ages due to the likelihood of lasting reactions…The mental health effects of disasters 680 
are typically overlooked in disaster management and often are not considered until well 681 
after an event when it is too late to affect optimal response or recovery efforts.” 682 

-National Commission on Children and Disasters 2010 Report to the President and 683 
Congress 684 

This sub-section has recommendations for care of children 0-17 years of age by disaster 685 
emotional care providers, which includes a wide range of people with varying knowledge, skills, 686 
and attributes who interact with children and teens. Disaster emotional care providers who have 687 
primary responsibility for children for a period of time will be more effective in their work if they 688 
have had preparation and training to provide care for the emotional needs of children following 689 
disaster and support resilience in children, as well as being able to identify children who require 690 
more advanced care.  691 



 

 

Guidelines and Recommendations 692 

Child safety  693 

Child safety includes both physical and emotional safety. Caregivers need to be affiliated with 694 
an organization that trains, background checks, certifies, and takes responsibility for caregiver 695 
actions. Basic safety practices need to be in place which includes everything from safe eating 696 
and sleeping procedures, particularly for infants and toddlers, to teens feeling like they have 697 
safe adults to connect with as they struggle with strong feelings and concerns related to the 698 
disaster or other traumas. All children need a sense of safety and protection in the chaos of the 699 
aftermath of disaster.  700 

Unaccompanied minors 701 

The concern for safety takes on an even greater urgency when there are unaccompanied 702 
minors with the additional stress of separation from their families following disaster. When 703 
unaccompanied minors are in need of care, additional personnel and safety processes need to 704 
be in place. This may involve security personnel in a shelter situation, designated caregivers 705 
who provide compassionate care with consistency and continuity, temporary guardianship, or 706 
foster care.  707 

All disaster response agencies need to be prepared and aware of existing processes for 708 
reunification of unaccompanied minors with their families. These processes protect children 709 
sensitively and safely. National resources available to emergency managers and VOADs as 710 
they plan for disaster events include the National Center for Missing and Exploited Children 711 
which assists law enforcement with reunification of children and families and the American Red 712 
Cross which has reunification procedures in place for mass care during disaster response. See 713 
glossary or website for information on reunification resources. 714 

Caregiver preparation 715 

In order to provide the very best care for children in disaster response and recovery, careful 716 
preparation and training is required. Organizations that train and certify caregivers also take 717 
responsibility for regular background checks and the actions of the caregivers in disaster 718 
settings. Required training should include: 719 

• Understanding the impact of disaster on families and communities 720 

• Knowing what to expect in a disaster response or recovery setting 721 

• Basic child development and how it changes when children experience trauma 722 

• Basic health and safety procedures following disaster often in a less than ideal setting 723 

• Creating a welcoming and comfortable environment for all children 724 

• Strategies for supporting resilience in children 725 

• Expressive opportunities for children with appropriate materials and adult support 726 

• Awareness of different cultural expectations and needs of families, including increased 727 
challenges when language barriers are involved 728 

• Ethics when working with children and families in a disaster setting 729 

Referrals 730 

Adults working with children and teens, 0-17, following disaster need to be aware of mental and 731 
behavioral health concerns and warning signs that indicate the need for referral for more 732 



 

 

intensive care, including bereavement care. Consent for treatment is needed for interventions 733 
other than typical play and support activities. When intervention services are required for 734 
unaccompanied minors for medical or mental/behavioral health needs, the designated 735 
temporary guardian may be able to give verbal or written consent or court permission may be 736 
sought. For all children, caregivers need to have an awareness of how, when, and where to 737 
make referrals, whether it is through existing community services or disaster-enhanced 738 
services.   739 

Challenges  740 

There are many challenges in working with children and teens following disaster. Young 741 
children are particularly vulnerable and unable to care for themselves. Teens may feel like they 742 
can care for themselves while also feeling the stress of their lives being out of control, even 743 
more so than they would typically feel. Parents/guardians/caregivers are often overwhelmed 744 
with the disaster and how they will meet their family’s basic physical needs, let alone the 745 
emotional care needs of their children or themselves.  746 

Families may find themselves in a situation where they feel they are not understood because of 747 
cultural backgrounds or other differences. In multilingual families, children may often be the 748 
translators which adds stress and complexity to an already difficult situation. In families where 749 
children have a single parent, a grandparent or other guardian raising children, same-sex 750 
parents, step families, foster families, runaway minors, or a family member with special needs, 751 
there may be a sense of increased vulnerability which requires sensitivity and an expansive 752 
view of families or support systems for children. 753 

With the particular vulnerabilities and moment-to-moment needs of children and families 754 
following disaster, there is an intensity about the work that can be challenging for even the most 755 
prepared and experienced caregivers. Particular attention needs to be paid to self-care and 756 
team care. 757 

The many challenges of working with children and families, as well as ethical considerations, 758 
make it all the more important to have consistent training and preparation of caregivers which 759 
includes emotional care and support. Caregivers will be able to respond more effectively and 760 
most of all, do no further harm to those already experiencing the trauma of disaster. 761 



  

 

Table 6: Care Strategies for Supporting Children Impacted by Disaster 762 

The following chart is an example of how care strategies could be organized for use in a training 763 

setting or as a community resource for disaster emotional care for diverse populations.  764 

Emotional Care 

Themes 

Children's Needs Adult Support 

Protection and 

Safety 

To feel safe and 

protected during a time 

of vulnerability 

• Provide a safe space with trained and safe adults. Have a 
nurturing, friendly manner and presence at all times. 

• Guide children throughout their daily routines in a caring and 
interactive way.  

• Be knowledgeable about and support children in safe eating and 
safe sleeping, particularly infants and young children, for 
example: 
o Be present with young children who are eating so that you 

can prevent choking hazards. 
o Put infants on their backs to sleep to reduce the incidents of 

SIDS. 
o Give realistic reassurance, such as when the children hear a 

loud noise, “That’s the air conditioner coming on. You are 
safe now and we will work to keep you safe.” 

• Older children and teens are able to sense that caring adults are 
there to protect them and keep them safe. Reach out to them in 
a safe, friendly manner, so that they know who to turn to for 
support. 

• Be aware of warning signs when more intensive mental and 
behavioral health care may be needed, as well as where and 
how to make referrals. 

Hospitality and 

Comfort 

 

To feel welcomed and 

comfortable, both 

emotionally and 

physically 

• Welcome all children with a compassionate, calm and steady 
presence.  

• Invite, but never force children to participate.  

• Provide teens with a space and materials that are interesting 
and engaging to them. Be friendly and welcoming while also 
giving them freedom for them to choose their level of 
participation. 

• Gently encourage some interaction with peers and adults among 
older children and teens who may withdraw into technology – 
cell phones, games, TV, etc. 

Belonging and 

Connectedness 

To feel like an integral 

part of a group or 

community 

• Acknowledge the children's strong feelings and listen with 
empathy.  

• Support children as they play with peers and other adults. 

• Allow children the space and compassionate adult presence as 
they begin to process their experience and grief, especially in 
the loss of a family member, family pet, or other loved ones. 

• Be aware of how older children and teens are relating to others 
in in the setting. Provide opportunities for alone time or one-on-
one time with a caring adult or peer. 



  

 

Emotional Care 

Themes 

Children's Needs Adult Support 

Understanding and 

Listening 

 

To share deep feelings, 

as well as learn about 

the disaster at the level 

they ask or need to 

know and that is 

appropriate to their 

family situation 

• Follow the lead of the children as they try to make sense of their 
experiences through imaginative play and stories. 

• When children ask or seek knowledge about the event, provide 
information in a simple truthful manner with sensitivity to the 
family situation. 

• Listen empathetically and non-judgmentally with particular 
attention to the capacity of the child for healing. 

• Provide opportunities for listening without intruding for older 
children and teens who may feel withdrawn, such as sitting 
together while playing a game or learning something together. 

Creativity and 

Empowerment 

 

To feel like their unique 

talents are 

acknowledged, 

appreciated and 

encouraged 

 

 

• Attend to individual children with compassion and 
encouragement.  

• Be aware of both their verbal and non-verbal expressions.  

• Provide safe space and plentiful open-ended play materials to 
explore creatively and with imagination. 

• Empower children and teens to use their unique talents to gain a 
sense of inner control and to help others. 

• Provide a variety of creative materials for older children and 
teens that require complex skills and some that require large 
muscle movement, such as creating giant sculptures or murals. 

Gratitude and 

Kindness 

To know that you are 

grateful for their 

presence and that you 

will continue to work to 

meet their needs 

• Meet the needs of the children as they arise. Advocate for unmet 
needs. 

• Express gratitude for and with the children and their families.  

• Be a kind and intentional presence as you spend time with 
children. Recognize and point out when you see children being 
kind to one another. 

• Provide opportunities for older children and teens to express 
what their needs are and plan for being proactive in meeting 
some of those needs. Support them as they take steps to get 
their own needs met as well as those of their family and others. 

Hope and 

Resilience 

To have a sense of a 

better future where 

they can experience joy 

and wonder 

• Follow the lead of the child in expressions of joy, delight, 
laughter. 

• Acknowledge hope in the children's experiences and stories.  

• Recognize moments of mystery and wonder in the children's 
play. 

• Encourage children to help others as appropriate. 

• Encourage teens to get involved in authentic, helpful roles 
related to the disaster and response, as well as community 
resilience.  

• Connect children and teens when possible with a caring adult or 
caregiver in an existing network to continue the path to resilience 
over time.  

This chart was adapted from an emotional and spiritual care chart developed by a Church World Service (CWS) 2015 task force on 765 
Children and Disaster in consultation with: Members of the Development and Humanitarian Assistance (DHA) Advisory Group of 766 
CWS – UMCOR, PDA, American Baptist Churches USA, BDM/CDS, IOCC, Christian Church (DOC), ELCA, UCC, World Renew, 767 
CWS staff – and consultants Mary Gaudreau (OK Conference of Churches), Dr. Karen-Marie Yust (Union Presbyterian Seminary) 768 

 769 

*Additional subsections for Section 3 are currently in development 770 



  

 

SECTION 4: Relationships and Integration of Disaster 771 

Emotional Care  772 

Introduction 773 

There has been a 400% increase in global natural disasters since 1985 (Center for Research on 774 

the Epidemiology of Disasters, 2007)14 and it is hypothesized that by the year 2050, the number 775 

of people who will experience a disaster will grow from one billion to two billion people (Ronan & 776 

Johnston, 2005)2.  Research shows that those affected by disasters often experience a 777 

significant psychological and spiritual impact. “For many disaster survivors, their ability to 778 

recover hinges on their ability to make meaning of disaster experience and to integrate their 779 

disaster experience into their life narrative.” (Aten, et al., 2008)3.  780 

Strong relationships among disaster care providers serve to maximize positive and constructive 781 

outcomes, while minimizing the risks for tension, miscommunication and other common pitfalls 782 

that can occur through any type of disaster function, especially when there are many players in 783 

the field. Therefore, VOADs at all levels (national in scope to community-based organizations), 784 

and those who offer any array of disaster emotional care services (on tasks and initiatives big 785 

and small), must collaborate in the interest of working towards the common purpose of 786 

delivering effective disaster emotional care to individuals and families impacted by disaster. 787 

 788 

This section will address issues regarding relationships between disaster emotional care 789 

providers and other groups with which they often work: disaster spiritual care providers, 790 

behavioral health providers in the local community, and state and territorial VOADs.  Benefits of 791 

forming alliances, challenges, and recommendations for building strong working relationships 792 

will be discussed.  The section will conclude with some suggestions for engaging disaster 793 

emotional care providers in each phase of the disaster cycle. 794 

Relationships with Disaster Spiritual Care 795 

“Mental health professionals partner with spiritual care providers in caring for 796 

individuals and communities in disaster. Spiritual and emotional care share some 797 

similarities but are distinct healing modalities. Spiritual care providers can be an 798 

important asset in referring individuals to receive care for their mental health and vice 799 

versa.”  (Disaster Emotional Care Points of Consensus #8) 800 
 801 

Why build relationships? 802 

Disaster emotional care providers, including disaster mental health professionals, partner with 803 

spiritual care providers in caring for individuals and communities in disaster.  Spiritual and 804 

                                                
1Center for Research on the Epidemiology of Disasters, 2007. 
2Ronan & Johnston, 2005.  

3Aten, Moore, Denney, Bayne, Stagg, Owens, Daniels, Boswell, Schenck, & Jones, 2008. 

 



  

 

emotional care can share some similarities, but are distinct healing modalities. Spiritual care 805 

providers can be an important asset in referring individuals to receive care for their mental 806 

health, and vice versa.  Emotional and spiritual care providers each contribute to the health and 807 

wellbeing of other disaster responders in unique and valuable ways.   808 

Similarities and differences 809 

There are many similarities between the provision of disaster emotional care and the provision 810 

of disaster spiritual care. The line between the two disciplines is not distinct.  Both types of 811 

responders have background and experience in providing comfort to individuals and families 812 

and establishing an emotional rapport. Here are some typical similarities between trained 813 

disaster spiritual care and trained disaster emotional care providers: 814 

• Training and skills in counseling and creating an emotional rapport 815 

• An ethical framework for their work 816 

• Multi-cultural competency and appreciation of cultural differences between the provider 817 

and the client 818 

• Familiarity with grieving processes and recognition of crisis and trauma 819 

• A professional responsibility to refer to higher levels of care when necessary 820 

• Connection with and utilization of community resources 821 

 822 

The following table highlights some of the differences between disaster emotional care and 823 

disaster spiritual care.  There are undoubtedly more similarities and differences than what is 824 

described, but these factors are the most relevant and can provide a springboard to discuss the 825 

issues.  Dialogue between disaster emotional care providers and disaster spiritual care 826 

providers is key to collaboration, understanding, respect and trust.   827 

 828 

Table 7: Comparing Disaster Emotional Care and Disaster Spiritual Care 829 

Topic Disaster Emotional Care Disaster Spiritual Care 

Primary Focus 

• Attending to emotional needs and 

concerns 

• Promotion of resilience and coping 

• Identification of risk of long-term 

psychological issues 

• Attending to spiritual needs and concerns 

• Promotion of the individual’s ability to use 

their faith as a source of healing and 

strength 

• Assistance with issues of meaning 

Training 
Psychological issues, coping 

strategies, counseling 
Pastoral care and counseling 

Language of 

engagement 

Cognitive, emotional and behavioral 

strategies related to coping and stress 
Language related to meaning and faith 

Intervention Strategies  Crisis intervention, coping skills training Religious or spiritual rituals and strategies 

 830 



  

 

Benefits of relationships 831 

First and foremost, disaster emotional care providers and disaster spiritual care providers are 832 

force multipliers for each other.  There is usually more than enough work for the providers that 833 

are present at a disaster operation and often more responders are necessary to provide service 834 

to all the clients who could benefit.   835 

 836 

In addition, because each type of provider has a different perspective and approach, they can 837 

help each other take a holistic view of the client and his or her issues.  If a client does not relate 838 

to a disaster emotional care provider, he or she may feel more comfortable talking with a 839 

disaster spiritual care provider, or vice versa.   840 

 841 

Disaster emotional care providers are generally effective when the client is dealing with issues 842 

of depression, anxiety and other typical mental health issues.  Disaster spiritual care providers 843 

are generally helpful with issues of meaning and grief, or when the client specifically has a need 844 

to question or discuss their spiritual questions.  If both types of providers have trust and respect 845 

for the other group, then the client will be well-served by being referred to the other type of 846 

provider when appropriate.   847 

Challenges   848 

As mentioned earlier, during a disaster response, there is often more work that any one group 849 

will be able to accomplish.  The needs of the community are widespread and intense.  Yet we 850 

have seen challenges faced by disaster emotional care providers and disaster spiritual care 851 

providers when they have tried to collaborate.  This section is an attempt to describe and 852 

analyze those challenges. 853 

Lack of Trust  854 

The most basic challenge between the two groups is a sense of mistrust.  Seasoned responders 855 

may be concerned that the members of the other group will not provide effective service for the 856 

community.  Disaster spiritual care responders may be concerned that disaster emotional care 857 

providers will pathologize and ‘therapize’ when survivors only need a ‘ministry of presence’, a 858 

listening ear and a soft shoulder.  They may also be concerned that disaster emotional care 859 

providers are not drawing on the client’s strengths and are instead focusing on mental illness. 860 

 861 

Disaster emotional care responders may be worried that the disaster spiritual care providers are 862 

attempting to convert survivors, to proselytize or are practicing a non-professional, superficial 863 

approach to counseling.  In addition, some disaster emotional care providers may feel that 864 

engaging in spiritual discussions is distracting from helping clients cope with the realities of the 865 

situation.   866 

 867 

Undoubtedly, there have been responders in both fields who may have not understood the 868 

needs of the disaster client and provided ineffective or even harmful interventions.  However, 869 

basic training in disaster response generally teaches responders the appropriate strategies to 870 



  

 

use with survivors.  The NVOAD Disaster Spiritual Care Points of Consensus clearly 871 

discourages inappropriate and exploitative behavior, and encourages interfaith spiritual care 872 

approaches.  These DEC guidelines and the NVOAD Disaster Emotional Care Points of 873 

Consensus articulate the need for promotion of resilience rather than development of long-term 874 

therapeutic relationships.   875 

Historical tensions and access concerns 876 

Related to issues of trust, a frequent challenge of collaboration is concern and suspicion 877 

regarding events that have occurred in the past.  Both disaster emotional care and disaster 878 

spiritual care providers have often worked hard to achieve respect from other disaster and 879 

emergency responders.  Each group is understandably fearful of losing ground by sharing 880 

responsibilities with the other type of provider. They are afraid that their reputation may be 881 

tainted by association with the other group, or that the value of their services may be diminished 882 

by inappropriate behaviors of the other group that then become attributed to both groups.  883 

Finally, especially in operations which include crime scenes, there might be limited access to 884 

the community and the clients, and each group wants to protect their access.   885 

Lack of knowledge and misunderstanding 886 

Lack of familiarity and appreciation of what the other group can bring to the disaster response 887 

can also lead to a difficult working relationship. Disaster spiritual care providers often don’t 888 

understand that “disaster mental health” or “disaster emotional care” is not about diagnosing 889 

serious mental illness or trauma reactions.  The term “disaster mental health” Is often 890 

misunderstood.  Disaster emotional care interventions are generally intended to provide 891 

immediate support and to help the client move forward in a positive direction for their recovery.  892 

 893 

Disaster spiritual care providers and other types of responders may not know when it is 894 

appropriate to refer clients to disaster emotional care provers.  They may believe that “disaster 895 

mental health” providers only address issues of psychiatric care, or believe that only people with 896 

psychiatric diagnoses need help. 897 

Specialized Training and Education 898 

Another challenge is that the appropriate provision of disaster emotional care requires 899 

specialized training and skills.  Many disaster spiritual care providers believe that their training 900 

qualifies them to provide disaster emotional care because they were trained in pastoral 901 

counseling.  However, the training for disaster emotional care is so specialized that even 902 

licensed mental health professionals may not be competent to provide disaster emotional care.  903 

The challenge is that anyone who wants to provide disaster emotional care services needs to 904 

understand and obtain the appropriate training, experience and technical supervision to be 905 

effective in the unique environment of disaster services. (See Section 2 for a comprehensive 906 

description of training recommendations for disaster emotional care providers.) 907 

 908 



  

 

Recommendations for Disaster Emotional Care Providers  909 

The benefits of working together far outweigh the challenges.  Following are some 910 

recommendations for increasing the likelihood of a successful collaboration: 911 

• Approach the relationship with an open mind.  Allow yourself to be surprised by the 912 

value the other person may bring to the disaster setting. 913 

• Foster an attitude of mutual trust and respect.   914 

• Get to know your local disaster spiritual care partners before the event.  Spend time 915 

informally discussing what your experiences have been and how you approach working 916 

with survivors in a disaster situation. 917 

• Take disaster spiritual care training in order to understand more fully their perspective, 918 

approach and possible interventions.   919 

• During a disaster operation, take the time to introduce yourself and learn more about the 920 

disaster spiritual care organizations on site.  Be sure to connect with the coordinator for 921 

disaster spiritual care. 922 

• When at a site where disaster spiritual care is present, meet the responders who are 923 

working there and determine the process for referrals to each other.  924 

 925 

Relationships with Local Disaster Emotional Care Providers  926 

Strong relationships with a local community are based on the four “Cs” of the VOAD movement – 927 

cooperation, communication, coordination, and collaboration – and are essential throughout all 928 

phases of natural and human-caused disasters. Each of the “4 Cs” are inextricably linked; when 929 

one guiding principle is strong, the others are more likely to be stronger, and when one is weak, 930 

the others are at risk of being weaker. This section lays out steps to forming effective working 931 

relationships with local disaster emotional care providers, based on the four “Cs.”  (Disaster 932 

Emotional Care Points of Consensus #4.) 933 

Who are Local Providers? 934 

Local disaster emotional care providers vary greatly in size and scope, and are as diverse as the 935 

communities they serve. Providers may include disaster emotional care in their primary mission, 936 

or may only offer disaster emotional care services in the context of a specific disaster event, 937 

including specialized DEC services operationalized during the long term recovery phase.  938 

 939 

Local providers may include: 940 

• Providers with a focus on a specific neighborhood, city, county, or multi-county region, 941 

including providers who may also focus on a specific population (children, youth, older 942 

adults, etc.) 943 

• Community behavioral health programs (housed in health centers, counseling clinics, etc.) 944 

• Healthcare providers (hospitals, clinics, primary care providers, etc.) 945 

• Private non-profits, faith-based, and government agencies or programs 946 



  

 

• Local chapters or networks of professional associations (National Association of Social 947 

Workers, American Psychological Association, National Child Traumatic Stress Network, 948 

etc.) 949 

• College and University-sponsored agencies or institutions, including programs sponsoring 950 

research in disaster emotional care and/or direct service, community-based programs 951 

• Task forces, committees, and coalitions that may include disaster emotional care 952 

providers with or without a specific focus on DEC, but who organize and network around 953 

DEC resources for their community. 954 

 955 

Local providers may also be individuals who are to trained to provide disaster emotional care (or 956 

who become trained in the aftermath of a disaster in their community), but for the purpose of 957 

collaboration among VOADs, these individuals should have an affiliation with any of the 958 

aforementioned entities.  959 

 960 

Providers with a State-wide Focus 961 

Disaster emotional care providers with a state-wide focus may also include any of the above 962 

agencies, organizations, programs, etc., with the one primary difference being their scope tends 963 

to be on an entire state or territory, vs. specific city, county, or region.  964 

 965 

While state-wide providers aren’t local per se, for the purposes of collaboration, they are 966 

nonetheless crucial, not only because they often serve as primary points of access to local 967 

providers for VOADs national in scope, but also because they can bring together local providers 968 

across the state as well, throughout the disaster cycle.  969 

Benefits of Relationships 970 

There are many benefits to forming relationships among national, state, and local disaster 971 

emotional care providers, including the following:  972 

• Local providers are more likely to know their communities in terms of cultural awareness, 973 

demographics, history, customs, etc., thus aiding national providers in developing & 974 

delivering culturally competent DEC services 975 

• Local providers are more likely to have staff and volunteers from the diverse communities 976 

they serve, and accordingly can bring unique assets to the provision of disaster emotional 977 

care which national providers may lack, such as bilingual skills, bicultural awareness, etc. 978 

• Local providers can serve as voices for affected communities, representing their unmet 979 

needs in disaster emotional care and other challenges being faced throughout the disaster 980 

cycle to National VOADs, and as a result be better equipped to advocate within their 981 

organizations or among other National VOADs or federal partners for the local 982 

communities (or National VOADs can assist local providers in increasing their visibility at 983 

the national level, helping them to find platforms for speaking for/from their affected 984 

communities) 985 

• National providers of disaster emotional care may have access to financial or in-kind 986 

resources which can bolster or enhance state and/or local reach 987 



  

 

• When major disasters occur, local providers may be incapacitated or overwhelmed, and 988 

so national providers can help to provide supplemental or temporary disaster emotional 989 

care to affected communities, which can enhance the capacity of local providers, allow 990 

them to be more flexible with resources, give them time to rebuild or staff up to meet 991 

demands, etc.  992 

• Collaboration helps to establish pathways for cooperation, communication, and 993 

coordination throughout the disaster cycle: National VOADs reach out to state providers, 994 

who in turn can facilitate contacts at the local level, who in turn can facilitate contacts at 995 

the neighborhood/community level, etc., and concurrently national providers can help to 996 

facilitate contacts between local and state providers across state lines or to other national 997 

providers as needed 998 

• During long term recovery, local providers remain vital links for affected communities – 999 

they are in it for the long haul – and thus can continue to serve as primary contacts for 1000 

collaboration, to continually monitor and maintain cooperation, communication, and 1001 

coordination for National VOADs wanting to stay aware of ongoing needs of local 1002 

communities in the event additional assistance may be needed at any point months or 1003 

years after a disaster. 1004 

Identifying Key State and Local Stakeholders  1005 

In order to effectively collaborate with local and state providers, it’s important for National VOADs 1006 

to understand who the typical key players are at these levels, and their typical roles or functions 1007 

in disaster emotional care. Three common points of entry for National VOADs seeking to pursuing 1008 

opportunities for forming relationships with local DEC providers are: 1) Regional, state, or local 1009 

affiliates of National VOAD member organizations; 2) State and local VOAD or COAD chapters; 1010 

and 3) State and local government agencies or programs that have some role in providing DEC 1011 

at the local level.  1012 

Regional, State, or Local Affiliates of National VOAD Member Organizations 1013 

For National VOAD members who have regional, state, and/or local affiliate chapters, branches, 1014 

offices, networks or other programs that offer disaster emotional care, these will serve as natural 1015 

primary points of contact throughout all phases of disaster. Not all National VOADs will have such 1016 

presence at the local level, however, and for those that do, their local affiliates may not be active 1017 

in their state or local VOAD or COAD.  1018 

 1019 

When a National VOAD member does have a local affiliate, it’s important that the local providers 1020 

be involved in initiating, developing, and/or maintaining collaborations with other National VOADs 1021 

seeking to collaborate in disaster emotional care at the local level; concurrently, their national 1022 

affiliates may need to provide support in order for them to do so. National VOADs may also play 1023 

a role in connecting their local affiliates with other local affiliates of other National VOADs, given 1024 

the more limited capacity and/or resources local providers may have year-round or in the 1025 

aftermath of major disaster events.  1026 

 1027 



  

 

State and Local VOAD or COAD Chapters 1028 

For National VOADs without local affiliates, or for National VOADs with local affiliates that aren’t 1029 

active in the VOAD movement, state VOAD chapters can serve as entry points for pursuing 1030 

opportunities for collaboration in disaster emotional care, including to connect national VOADs 1031 

with city, county, or regional (Gulf Coast, Long Island, etc.) VOADs and COADs. State and local 1032 

VOADs may also have Emotional and Spiritual Care Committees, or equivalent sub-committees, 1033 

which can provide specific points of contact in disaster emotional care for National VOADs 1034 

seeking to get involved at the local or state level. (See the subsection titled “Relationships with 1035 

State VOADs and Local COADs” for more information on state VOAD Emotional & Spiritual Care 1036 

Committees.) 1037 

State & local government agencies/programs 1038 

Other key local providers of disaster emotional care for which National VOADs should be aware 1039 

are state & local government agencies and programs, including: 1040 

• State Disaster Mental Health and/or Substance Abuse Coordinators (“DMHCs” and 1041 

“DSACs”, housed in each state/territory’s Department of Health or equivalent office; the 1042 

National Association of State Mental Health Program Directors, or NASMHPD, sponsors 1043 

a Multi-State Disaster Behavioral Health Consortium that can provide more information 1044 

regarding state DMHC/SACs; see Appendix for more information) 1045 

• Local and/or County Offices of Mental Health (not every city/county may sponsor their own 1046 

program in disaster mental health, but many do, including special programs such as FEMA 1047 

Crisis Counseling Programs set up in the aftermath of major disaster events) 1048 

• State, county, and/or city Emergency Management Offices (may include DEC in their 1049 

Disaster Preparedness Playbooks) 1050 

• State, county, and/or city departments, offices, or programs focusing on public health, 1051 

which, like State Disaster Mental Health Coordinators, may be housed in the state/local 1052 

Department of Health (or equivalent), but which might have their own scope of services 1053 

encompassing disaster behavioral health, and therefore presenting opportunities for 1054 

collaboration with NVOAD DEC providers.  Medical Reserve Corps (MRC) units are one 1055 

example of such programs, as MRCs often include trained and credentialed teams of 1056 

disaster emotional care providers who are active in their communities throughout all 1057 

phases of the disaster cycle. 1058 

 1059 

 1060 

 1061 

 1062 

 1063 

 1064 

 1065 



  

 

Table 7: Types of Relationships 1066 

 1067 
 1068 

Models for building relationships under the “4 Cs” 1069 

As many types of organizations as there are, there are that many models for collaboration, 1070 
communication, coordination, and cooperation. There may be no ‘one size fits all’ approach for 1071 
collaborating with local providers in disaster emotional care, but following are two models that 1072 
feature common best practices in developing and sustaining community partnerships and that 1073 
can be easily adapted by National VOAD members. 1074 
 1075 
The U.S. Department of Health and Human Services Office of Adolescent Health’s Engaging Your 1076 
Community: A Toolkit for Partnership, Collaboration, and Action (2012) offers the following steps,  1077 

1. Identify & initiate contact state, regional, and/or local stakeholders providing disaster 1078 

emotional care throughout the entire disaster cycle or a specific phase such as long term 1079 

recovery (see previous section for more information) 1080 

2. Establish personal relationships, and begin to build trust 1081 

3. Clarify the goals and objectives each partner can accomplish via collaboration 1082 

4. Choose and implement a plan for collaboration that is mutually beneficial 1083 

5. Monitor, assess, and adapt the collaboration as needed, including after a major disaster 1084 

event that may offer opportunities to learn what worked and what can be improved. 1085 

 1086 
The Ohio Community Collaboration Model for School Improvement developed by the 1087 
Community and Youth Collaborative Institute at Ohio State University (2008) also offers a 1088 
framework for collaboration which can be easily adapted for VOADs: 1089 

1. FIND OUT about each other’s interests, needs, aspirations and resources 1090 

• Initial and/or primary point of contact for National VOADs 
seeking to collaborate with local, community-based DEC 
providers

• National VOADs can also help their state, regional, or local 
affiliates get involved with their own VOAD/COAD chapters

State, Regional, or Local    
Affiliates of National VOADs

• State VOAD chapter leaders are natural initial & primary points 
of contact for National VOADs looking to collaborate with local 
DEC providers, especially those that don't have state, regional, 
or local affiliates within their organizational structure

State, Regional, and Local      
VOAD or COAD Chapters

• State & local (city, county) government agencies & programs 
which address disaster emotional care throughout the disaster 
cycle; may or may not have associations with local NVOAD 
affiliates or their local/state VOAD chapter, and so can serve 
as additional initial and/or primary points of contact for NVOAD 
DEC providers looking for opportunities to collaborate

State & Local Government 
Agencies/Programs



  

 

2. REACH OUT to potential partners on their own turf with specific offers of assistance and 1091 

opportunities to work together 1092 

3. SPELL OUT the purpose of the collaboration and any terms or conditions of joint efforts, 1093 

including who will do what, with whom, when, where, and how 1094 

4. WORK OUT the kinks as they arise and change your approach as indicated by the 1095 

feedback you receive 1096 

5. BUILD OUT as you experience success by sharing positive results and promoting more 1097 

innovative programs and services. 1098 

 1099 

Recommendations for Relationships throughout the Disaster Cycle 1100 

Relationships between National VOADs and local DEC providers should exist throughout the 1101 
disaster cycle. Following are examples of collaborative activities that National VOADs can engage 1102 
in with local DEC providers year-round, immediately before/ during/ after disasters, and during 1103 
the short- and long-term recovery phases: 1104 
 1105 
Table 8: Recommendations for Relationships throughout the Disaster Cycle 1106 

Preparedness Response Recovery 

 

• Identify key local DEC providers 

• Facilitate introductions & exchange 
information on assets & other DEC 
resources available, during which 
phase(s) of the disaster cycle, and 
for specific types of disasters  

• Participate in local and/or state 
coordination calls, conferences, 
other events  

• Work with local providers to identify 
any unmet needs in disaster 
emotional care 

• Work with local providers to support 
or assist in the development of 
resources in DEC based on 
identified unmet needs 

• Enter into formal partnerships, 
agreements, MOUs, as needed  

• Advocate for inclusion of DEC in 
disaster preparedness plans and 
participate in local and/or state-
wide disaster preparedness 
exercises 

• Invite key local DEC providers to 
serve on national and/or regional 
task forces, working groups, etc. 

• Engage with local providers on 
social media 

 

• Initiate contact with local DEC 
providers, including 
operationalizing any roles as 
defined in formal partnerships, 
agreements, MOUs, etc. 

• Participate in national, state, 
and/or local response 
coordination calls/meetings, 
advocate for inclusion of DEC in 
agenda (or offer to help 
organize or participate in DEC-
specific coordination calls & 
meetings), and invite local DEC 
providers to participate and play 
an active role in local, state, 
and/or national coordination 
calls & meetings 

• Continue to assess and identify 
unmet needs in DEC with local 
providers, share and develop 
new resources to address 
emerging needs 

 

 

 

• Sponsor or participate in 
evaluation/”hot wash” 
debriefings, advocate for 
inclusion of DEC in the agenda 
of such exercises, and/or 
sponsor or participate in DEC-
specific debriefings 

• Via local DEC providers, connect 
and offer support to Long Term 
Recovery Groups and other 
forums where ongoing needs in 
DEC can be addressed and 
coordinated 

• Facilitate access to funding 
opportunities & other forms of 
continued support during 
recovery for local DEC providers 

• Re-connect with local DEC 
providers for milestone disaster 
anniversary & trigger events 

 1107 
 1108 



  

 

Potential Challenges and Strategies for Addressing Them 1109 

Inevitably when organizations come together, even under a common cause and in the spirit of the 1110 

“4 C’s”, challenges will arise that may inhibit or diminish effective and successful collaborations. 1111 

The Ohio Community Collaboration Model for School Improvement previously cited offers a 1112 

breakdown of common barriers in partnerships & ‘minimizing strategies’ to approach those 1113 

barriers, adapted and expanded on below for National VOADs experiencing challenges in 1114 

pursuing collaborations with local DEC providers: 1115 

 1116 

Table 9: Challenges and Strategies for Minimizing Specific Barriers 1117 

 1118 

Barrier: Recruiting and retaining partners  

Potential Challenges in Collaboration Minimizing Strategies 

• Interdependent relationships and collaboration are 
not valued or prioritized 

• Perception it is easier to do work alone 

• Informal opportunities for national, state, local DEC 
providers to get to know one another and 
continuously bring in new resources are not often 
available 

• There is limited time and resources to devote to 
initiating and nurturing collaborations 

• Leadership and other staff/volunteer turnover create 
vacuums in being able to focus on or sustain 
collaborations 

• During sustained periods of “blue skies” when 
months have gone by an no major disaster has 
occurred, national, state, and/or local DEC providers 
may lose momentum or not feel the impetus of 
pursuing or sustaining collaborations 

• Individuals and agencies do not see collaboration as 
central to their work and success 

 

• Find common ground that allows each person and 
organization to participate, while recognizing each 
other’s varied accountabilities 

• Identify benefits of collaboration; and costs and losses 
of not pursuing them or of dropping out 

• Find ways for each entity to get their goals met 
through the collaboration 

• Make collaboration a welcome part of the climate and 
culture of DEC 

• Help partners convince their top level leaders 
collaboration in DEC is worth the effort and part of the 
job 

• Offer resources and support within and between 
organizations in pursuing and maintaining 
collaborations when resources are strained or limited 

• Explore intentional ways to include untapped 
resources; try to be aware of persons and groups that 
are not at the table 

• Understand and identify clichés that may inhibit 
collaborations in DEC across diverse organizations 
(e.g., National VOADs can’t possibly understand local 
concerns in providing DEC to affected individuals & 
families) 

• Host “open house”-style introductory conference calls, 
webinars, or in-person meetings when possible, 
where the primary aim is to get to know one another’s 
staff, organization mission, resources, etc. 
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Barrier: Turf and related conflicts  

Potential Challenges in Collaboration Potential Challenges in Collaboration 

• Multiple obstacles can block the convening of 
potential collaborations, including the disasters 
themselves, which add additional personal and 
professional demands and other stressors to key 
staff persons & volunteers who otherwise would 
serve as initial and primary points of contact in 
collaboration 

• People and agencies have different missions and 
perspectives in providing DEC 

• Agencies, whether national or local in scope, often 
compete for the same resources in sustaining 
operations 

• Perceptions that certain professions and agencies 
are more qualified, competent, etc. 

• When disasters occur, understandably local DEC 
providers can become very protective of impacted 
communities, including if particular populations were 
affected (children & schools, houses of worship, 
LGBT, etc.) 

• Language and “alphabet soup” of organizations can 
heighten confusion and feeling overwhelmed at 
where to start, who to talk to, etc.  

• Historical “rifts” and turf can keep new partnerships 
from emerging, and can become re-enacted when 
disasters occur 

• Not all perspectives are valued equally 

• Cultural differences are both real and perceived, and 
historical prejudices and instances of exclusion, 
discrimination, etc., affect and influence collaboration 

• Learn the mission, vision, goals, etc. of each 
collaborating partner and how they can/do contribute 
to communities served, year-round and following 
disaster events 

• Find common ground that allows each person and 
organization to participate in the collaboration based 
on strengths & other assets, while recognizing each 
other’s differences and limitations 

• Find ways for each organization and entity receive 
benefits from the collaboration, but especially the local 
DEC providers, as “all disasters are local” 

• Value each person and organization for its own worth 
in the community 

• Establish norms for high quality interactions; lead by 
example for other NVOADs seeking opportunities for 
collaboration with local DEC providers 

• Build trust and relationships among community 
partners 

• Remember there will never be enough resources to 
fully meet the needs of the community 

• Draw on support from peer organizations, National 
VOAD staff, Emotional & Spiritual Care Committee 
leadership, etc., to help explore solutions to conflicts if 
they arise 

• Continuously emphasize partners’ interdependence 

• Continuously emphasize the greater good of the 
community you serve 

• Develop “win-win” planning frameworks in which 
duplication of programs and services is good and 
needed in some cases (e.g., more people in need of 
DEC services will be served if there are more DEC 
providers working together & collaborating) 

• Create shared vocabulary and meanings that cross 
disciplines 

• National VOADs seeking to collaborate with local DEC 
providers should work to meet the communities they 
serve “where they are”- work to build up resources 
within national organizations that will serve diverse 
populations & communities 

• Use only strengths-based, solution-focused language 
and avoid blaming 

• Develop cross-training programs 

• Do not be afraid to talk about issues involving race, 
socioeconomic status, gender, sexual orientation, and 
their relationships; silence is more of a problem than 
direct, problem solving 
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Barrier: Confusion and controversy 

Potential Challenges in Collaboration Potential Challenges in Collaboration 

• There are differences in opinions related to who 
should do what, when and for whom 

• People do not know what others do, and have 
perspectives on what others should be doing 

• Persons are not given permission to disagree 

• Roles and expectations may be interpreted differently 

• Simply having multiple stakeholders allows for 
confusion 

• Key points of contact in the collaboration are not 
necessarily accountable to each other, but rather to 
their own individual organization/ superiors 

• Communication channels are limited, including 
during times of disaster (response phase), promoting 
miscommunication or little communication 

 

• Minimize a crisis orientation by being in constant, 
honest communication 

• Honor differences and disagreement in a healthy way 
by establishing a culture of shared trust and integrity 

• Invite partners to share their perceived roles for 
clarification of expectations; memos of understanding 
or a written commitment to collaboration may be 
helpful 

• Avoid blaming and deficit-centered attitudes by 
agreeing to use strengths-based, solution-focused 
language 

• Spend time and energy on consensus-building aimed 
at the shared vision and mission 

• Ensure that each partner sees how they fit the big 
picture and how it helps them 

• Convene the parties involved in the collaboration 
regularly to facilitate communication, planning, and 
accountability 

• Develop or share access to newsletters, list-servs, 
etc., that foster communication and resource sharing 
within the collaboration  

• Work strategically through local press, social media, 
etc., to celebrate collaborations 

 

 1121 

Relationships with State VOADs and Local COADs 1122 

“It is imperative for each state and regional VOAD to have an active and engaged 1123 

Emotional and Spiritual Care Committee.”   (Disaster Spiritual Care Guidelines, National 1124 

VOAD). 1125 

 1126 

To successfully integrate disaster emotional care into disaster preparedness, response, and 1127 

recovery activities, it is important for DEC providers to be active and engaged in the VOAD 1128 

movement.  Joining state VOADs and local COADs helps build successful working 1129 

relationships. 1130 

Benefits of VOAD/COAD Participation 1131 

Active VOAD/COAD participation yields several benefits, including:  1132 

• A place at the leadership table.  VOADs and COADs are natural venues for convening 1133 

stakeholders, including DEC providers, VOAD member agencies which facilitate DEC 1134 

services for their clients, and government partners. 1135 

• Building relationships and partnerships.  Familiarity with and knowledge about the 1136 

various providers of disaster services in an area can be invaluable when decisions are 1137 



  

 

being made during a disaster situation.  It has often been said that the time to exchange 1138 

business cards is not during a disaster, but beforehand. 1139 

• Participation in planning discussions, preparedness activities, and disaster exercises.  1140 

Engaging in these typical VOAD activities can help DEC providers identify gaps in 1141 

services and improve service delivery. 1142 

• Consciousness-raising.  VOAD and COAD attendance leads to increased visibility of 1143 

disaster emotional care and provides opportunities to advocate for the resources needed 1144 

to improve availability and quality of DEC services. 1145 

Establishing an Emotional and Spiritual Care Committee 1146 

Each state/territorial VOAD and each local COAD is encouraged to have a standing Emotional 1147 

and Spiritual Care committee (ESCC) to facilitate cooperation, communication, coordination, 1148 

and collaboration among various providers of disaster emotional and spiritual care and with the 1149 

VOAD/COAD membership at large.  VOAD member organizations which provide disaster 1150 

emotional care and/or disaster spiritual care would comprise the core members of an Emotional 1151 

and Spiritual Care Committee.  Other groups which might be included in the VOAD ESCC are 1152 

VOAD member organizations which specialize in caring for vulnerable populations (see 1153 

glossary/appendix) and government partners tasked with planning for disaster emotional and 1154 

spiritual care provision. Groups that ordinarily would not consider joining the VOAD may find a 1155 

niche in the ESCC. 1156 

Examples of Emotional and Spiritual Care Committee Activities 1157 

Compliance 1158 

State and local VOADs are expected to adhere to the national Points of Consensus pertaining 1159 

to disaster emotional care (see Appendix) and disaster spiritual care (see Appendix).  The 1160 

ESCC assists VOAD members by informing them and encouraging their compliance with these 1161 

agreements. 1162 

Planning 1163 

State and local ESCCs play a key role in planning for effective disaster emotional care delivery 1164 

by reviewing government emergency and disaster plans, and contributing input to government 1165 

entities tasked with disaster emotional care planning.  Building strong relationships prior to a 1166 

disaster can greatly improve the coordination of service delivery during a community’s time of 1167 

need.   1168 

Capacity-building 1169 

The state or local VOAD’s ESCC can contribute to capacity-building for disaster emotional care 1170 

within its jurisdiction in a variety of ways.  Some examples include: 1171 

• ESCC-sponsored presentations to community behavioral health providers to acquaint 1172 

them with the basic tenets of disaster emotional care and to recruit additional volunteers 1173 

into VOAD-affiliated organizations;   1174 



  

 

• Mutual aid agreements between VOAD member organizations and community agencies 1175 

to address the needs of vulnerable populations or address gaps in disaster emotional 1176 

care services;   1177 

• Regular disaster trainings and exercises to build the community’s capacity for providing 1178 

appropriate and effective disaster emotional care.   1179 

Response coordination 1180 

The state or local VOAD ESCC has an important role to play in the event of any local disaster 1181 

which necessitates the assistance of national VOAD partners. The state or local ESCC can 1182 

serve as: 1183 

• A clearinghouse for information; 1184 

• A conduit for obtaining national VOAD resources; 1185 

• A vetting committee for inviting outside aid organizations into the community. 1186 

 1187 

Potential Challenges and Suggestions for Overcoming Challenges 1188 

Establishing and Maintaining an Effective ESCC 1189 

Having a successful state or local Emotional and Spiritual Care Committee is effortful and 1190 

requires intentional planning.  First steps would include establishing a committee mission 1191 

statement, setting clear goals, and creating a multi-year plan for growing the committee.  1192 

ESCCs may decide to elect a chairperson, create a formal governance structure, and make 1193 

regular reports at VOAD meetings.  The National VOAD Emotional and Spiritual Care 1194 

Committee provides foundational documents, educational opportunities, and support for state 1195 

and local ESCCs.  Three state/territorial VOAD representatives serve as official representatives 1196 

to the NVOAD ESCC, and serve a liaison function with all state/territorial VOADs. 1197 

Encouraging Participation 1198 

As with many VOAD activities, it is difficult to recruit committee members and obtain 1199 

commitments to participate during times when disaster is not imminent.   Some strategies for 1200 

overcoming this barrier include: 1201 

• Investing time in building relationships with potential members; 1202 

• Stating a clear rationale for the ESCC; 1203 

• Holding educational events and disaster exercises; 1204 

• Addressing topics that appeal to members’ specific needs and interests.   1205 

Educating other VOAD members about the ESCC role 1206 

The state and local VOAD can benefit from a strong Emotional and Spiritual Care Committee, 1207 

and it is important to keep VOAD members apprised of the committee’s activities.  Some ways 1208 

of doing so include: 1209 

• Making presentations on emotional and spiritual care topics; 1210 

• Providing regular committee reports; 1211 



  

 

• Participating in disaster exercises to demonstrate the contributions of disaster 1212 

emotional care.  1213 

 1214 

Integration Across the Disaster Cycle. 1215 

Disaster emotional care should be integrated into all phases of the disaster cycle.   1216 

Preparedness  1217 

Activities of disaster emotional care during disaster preparedness include: 1218 

• Fostering awareness of disaster-related emotional needs and concerns. 1219 

• Identifying trusted, credible, community resources (behavioral health services, etc.) to 1220 

assist in the event of disaster.   1221 

• Building partnerships within the community and integrating disaster emotional care into 1222 

disaster response and recovery plans. 1223 

• Implementing programs and providing public education to build psychological resilience 1224 

in the community. 1225 

Readiness 1226 

Key components to capacity-building for disaster emotional care include: 1227 

• Identifying and recruiting emotional care providers within the community, state, and 1228 

region.  (See Section 2.) 1229 

• Promoting affiliation of providers with agencies and organizations with a disaster 1230 

emotional care program that follows VOAD guidelines. 1231 

• Training disaster emotional care providers, and including them in disaster exercises.  1232 

(See recommendations in Section 2.) 1233 

• Forming relationships with disaster spiritual care, local behavioral health providers and 1234 

other community resources, and state and territorial VOADs.  (See discussion above.) 1235 

Response 1236 

Disaster emotional care during the disaster response phase includes: 1237 

• Deploying DEC teams according to the processes and procedures developed by each 1238 

disaster response organization. 1239 

• Providing DEC services to individuals, families, and communities impacted by a disaster.  1240 

(See Section 2 for extensive discussion of DEC services.) 1241 

• Offering public education materials to help communities cope more effectively with the 1242 

emotional effects of disaster. 1243 

• Consulting with schools, behavioral health clinics, social services, hospitals, faith 1244 

communities, and other potential support networks for disaster-impacted individuals and 1245 

families within the community.  1246 

 1247 



  

 

Recovery 1248 

During the recovery phase, DEC providers assist communities by: 1249 

• Providing DEC interventions which focus on long-term recovery. Explore and understand 1250 

how survivors' ways of thinking, feeling, and behaving are affecting their adjustment.  1251 

(See Section 2.) 1252 

• Encouraging and equipping community support groups with the information they need to 1253 

address emotional needs of disaster survivors. 1254 

• Participating in long-term recovery groups and VOAD-sponsored long-term recovery 1255 

committees.   DEC providers, especially those affiliated with local agencies, should be 1256 

part of the community’s long-term recovery efforts.   1257 

• Assisting communities in recognizing disaster anniversaries and planning appropriate 1258 

events and supportive activities. 1259 


