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Mission Statement

The mission of the State of Tennessee Disaster Mental Health Response Plan and State/Regional Committees is
to facilitate coordinated culturally competent state, regional, and local mental health planning, intervention,
and response efforts relative to disasters of any type in order to maintain quality care, safety, and security for
survivors, their families, disaster responders, and volunteers.

Organizational Structure and Roles

State of Tennessee Disaster Mental Health Response Committee

The State of Tennessee Disaster Mental Health Response Committee shall be comprised of a representative from
the Tennessee Emergency Management Agency (TEMA), Four (4) Representatives from the Tennessee Department
of Mental Health and Substance Abuse Services (DMHSAS) [Primary Emergency Services Coordinator, Tennessee
Recovery Project Director, Director Crisis Services, Emergency Services Director], Tennessee Department of Human
Services (DHS), Tennessee Association of Mental Health Organizations(TAMHQO), Commission on Aging (COG), Chairs
of the Seven Regional Mental Health Response Committees, and the State Level American Red Cross (ARC). The
committee Chair will be a representative from the Tennessee Department of Mental Health and Substance Abuse
Services (DMHSAS) appointed by the Commissioner. The committee will have a co-chair who will be the chair of
one of the seven regional committees, rotating every two years. The committee will meet quarterly with at least one
meeting per year occurring in person. The committee shall specify the organizational and operational goals for
Tennessee’s mental health response to all large scale or significant disasters and shall provide overall policy
direction for the program. The committee shall be responsible for:

1) Program development, planning, and evaluation;

2) Coordination of program activities and disaster mental health response;

3) Providing a mechanism for quality assurance which includes required credentials for disaster mental
health responders;

4) Developing response standards;
5) Arranging for and supporting training of disaster mental health responders; and

6) Providing consultation to regional disaster mental health response teams.
7) Updates to plan

* This plan does not supersede any current Disaster Mental Health Plans that are active in a participating agency,
region or area of the state.



Regional Disaster Mental Health Response Committees

Seven (7) Regional Disaster Mental Health Response Committees

Region |) Hancock, Hawkins, Greene, Washington, Sullivan, Unicoi, Carter and Johnson Counties

Region 2) Scott, Morgan, Roane, Anderson, Knox, Blount, Monroe, Loudon, Sevier, Jefferson,
Grainger, Cocke, Hamblen, Campbell and Claiborne, Union counties

Region 3) Macon, Clay, Pickett, Jackson, Overton, Fentress, Smith, Putnam, Cumberland, Dekalb, Warren,
Van Buren, Grundy, Marion, Sequatchie, Bledsoe, Rhea, Hamilton, Meigs, Bradley, McMinn, Polk and
White Counties.

Region 4) Davidson County

Region 5)Stewart, Montgomery, Robertson, Sumner, Wilson, Houston, Humphreys, Dickson, Williamson,
Cannon, Cheatham, Trousdale, Rutherford, Coffee, Franklin, Lincoln, Moore, Bedford, Marshall, Maury,
Giles, Lawrence, Wayne, Lewis, Hickman, and Perry, Counties.

Region 6) Benton, Henry, Carroll, Weakley, Gibson, Crockett, Dyer, Obion, Lake, Lauderdale, Tipton,
Haywood, Henderson, Decatur, Hardin, Chester, McNairy, Hardeman, Fayette, and Madison, counties

Region 7) Shelby County

Ideally shall be comprised of a representative from the Tennessee Department of Health, local Emergency
Management (EMA), local Health Department Public Health Emergency Response (PHEP) Team, all Directors of
Community Mental Health Crisis Services in that area, and local ARC. Representatives from other local mental
health entities and associations with resources to assist with mental health needs around disaster response will
be invited to serve on this committee. The committee members shall elect a committee chair who will serve for a
term of two years. The Regional Disaster Mental Health Response Committee shall be responsible for the
implementation and coordination of the program in their region according to the specifications developed by the
State Committee. The Regional Disaster Mental Health Response Committee will maintain a list of Disaster
Mental Health Response Teams who serve their region and via mutual aid serve other state regions as requested.



The Role of Participating Agencies

Tennessee Emergency Management Agency (TEMA)

TEMA is the lead state agency to coordinate and direct disaster mental health response services to manage large
scale natural, technological, or other human-made disasters and other major emergencies which might affect the
lives, health, mental health, and welfare of the citizens of Tennessee.

Tennessee Department of Mental Health and Substance Abuse Services (TDMHSAS)

TDMHSAS is the state agency which assists TEMA in coordinating and directing disaster mental health response
services to manage large scale natural, technological, or other human-made disasters and other major emergencies
which might affect the lives, health, mental health, and welfare of the citizens of Tennessee.

Tennessee Department of Health (TDH) and Regional/Local County Health Departments

TDH is the state agency which assists TEMA in coordinating and directing public health and is assigned the duty of
coordinating medical services, including disaster mental health services, to victims of disaster, and sheltering
individuals with special medical and/or mental health needs.

County Emergency Management Agency (EMA)

EMA is the lead county agency to coordinate and direct disaster mental health response services to manage large
scale natural, technological, or other human-made disasters and other major emergencies which might affect the
lives, health, mental health, and welfare of the citizens in that county.

Community Mental Health Crisis Services (CMHC)

Community Mental Health providers shall maintain a roster of mental health professionals specifically trained in
disaster mental health response who will be available when requested by any agency of the state or ARC. These

a. Enhance immediate safety, and provide emotional comfort.
Establish a human connection in a non-intrusive and compassionate manner.
c. Calm and orient emotionally overwhelmed or distraught survivors.
Connect survivors as soon as possible to social support networks, including family members, friends,

d. . . .
neighbors, and community helping resources.

e. Support positive coping, acknowledge coping efforts and strengths, and empower survivors.

f. Provide information that may help survivors to cope effectively with the psychological impact of disasters.
Refer those survivors who require more intensive mental health support to appropriate mental health

g. )
services.

h. Provide Psychological First Aid to emergency responders.

providers will operate within the framework of an authorized disaster response system and shall remain within the
scope of their expertise and designated role. For example, theses responders shall:



American Red Cross (ARC)

Congress mandates the role of ARC in times of disaster that it has neither the authority nor the right to surrender. A
statement of understanding exists between the ARC and the Federal Emergency Management Agency (FEMA) that
states ARC will provide disaster related mental health assistance in a shelter setting or at the scene of a disaster or in

the immediate aftermath of a disaster, including assessment of mental health status and needs, stress reduction,
brief counseling, crisis intervention, referral, and follow-up recommendations. The ARC utilizes a three-element
intervention strategy that includes: 1) triage and mental health surveillance using PsySTART; 2) promotion of
resilience & coping skills; and, 3) timely interventions to mitigate psychological complications of disaster. The
responsibility for more intensive or long-term care will rest with public or private sector mental health resources.
The ARC DMH State Advisor has a responsibility for capacity building, increasing chapter readiness, and collaborating
with partners in order to prepare for the mental health implications of disaster and improve readiness to respond to
the mental health needs and challenges of a disaster across the state. ARC Disaster Mental Health Volunteers shall:

a. Enhance immediate safety, and provide emotional comfort.
Establish a human connection in a non-intrusive and compassionate manner.
c. Calm and orient emotionally overwhelmed or distraught survivors.
Connect survivors as soon as possible to social support networks, including family members, friends,

d neighbors, and community helping resources.

e. Support positive coping, acknowledge coping efforts and strengths, and empower survivors.

f. Provide information that may help survivors to cope effectively with the psychological impact of disasters.

g. Refer those survivors who require more intensive mental health support to appropriate mental health services.
h. Provide Psychological First Aid to survivors and other workers.

i. Work with staff to reduce stress on operations and mitigate adverse outcomes.



Terminology/Definitions

Critical Incident/Traumatic Event — Critical incidents and traumatic events are considered any event powerful
enough to cause significant distress for those involved. In particular, this includes events that threaten the
safety or life of rescue personnel and/or victims/survivors. Some of the events involve small groups of
people impacted by an event who will benefit from crisis intervention. Other events are on a mass scale
and include natural disasters, mass casualties, human-made accidental events or human-made intentional
events.

Natural Disaster — Natural disasters include weather-related phenomena such as floods, tornadoes, hurricanes,
earthquakes, and other climatic extremes that often impact large numbers of the general public. These
disasters often create the need for emergency shelters and involve prolonged discomfort and substantial
social and economic upheaval for communities.

Human-Made/Accidental Traumatic Events — Accidental disasters that impact large numbers of peoples and create
environmental hazards such as a plane crash, bus accident, train wreck, explosion, or hazardous material
spill.

Human-Made/Intentional Traumatic Events — Disasters involving criminal intent, which may include shootings,
bombings, etc., creating situations for mass panic and possibly mass casualty.

Assessment — The professional determination of mental healthcare needs following a disaster or critical incident to
determine the perceived scope of mental health interventions.



Operations

Post Event Assessment of Mental Health Need

Prior to the activation of a disaster mental health response, there must be a local assessment of mental health
need for community members as well as emergency service responders. For large scale disasters, ARC will conduct
the initial needs assessment utilizing PsySTART which is the mental health surveillance strategy that ARC utilizes to
determine the scope of the response in the impacted area and will share this information with the Regional
Disaster Mental Health Committee for the coordination of a response. As some events/situations do not activate
an ARC response, in those cases the local Emergency Management Agency (EMA) in the impacted area(s) will
request the local Department of Health and/or Community Mental Health Center conduct the initial needs
assessment using the assessment tools of their choice.

For disasters where a local Emergency Operations Center (EOC) is activated a representative from ARC or a

mental health representative from the local Health Department or the local CMHC will be located in the EOC for
disaster mental health issues upon request from the local EMA. If it is a multi-county disaster, the state EOC will
also be activated. When the state EOC is activated, ARC and/or DMHSAS will have its designee represented in the
EOC to address disaster mental health needs upon request of TEMA.

Disaster Mental Health Response Personnel

All ARC chapters will maintain a list of Disaster Mental Health Volunteers who they can activate in their area. These
mental health professionals must possess an unencumbered, independent mental health license. Volunteers serving
on behalf of ARC will be considered ARC Disaster Mental Health Volunteers and will be entered into the ARC staffing
system. ARC will contact the Regional Disaster Mental Health Committee for additional disaster mental health
resources if the need exceeds ARC capabilities.

Regional Disaster Mental Health Committees will maintain a list of all active Disaster Mental Health Response

Teams in their area. There are various agencies/entities in the state that have teams of trained individuals. Some
teams are comprised of mental health professionals only (Bachelors, Master, and Doctorate degrees in a mental
health related field), and some are industry specific peer teams with a mental health professional(s) as lead. Any
entity may contact the Regional Disaster Mental Health Committee to request disaster mental health resources.

Credentialing and Training

Each agency or entity providing disaster mental health personnel is responsible for validating the degree, licensure,
training, and credentials of all staff they deploy to provide disaster mental health services and insure they meet any
requirements of the requesting agency. For standardization purposes, Tennessee law ( Title 24, Chapter 1, Part 2) on
tort liability protection and privilege recognizes teams whose members have received disaster mental health
training from one of the following entities; International Critical Incident Stress Foundation, American Red Cross,
National Organization of Victims Assistance, Tennessee Public Safety Network, or other like agencies.
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Activation Plan: Initial Response Phase (first two weeks)

The set up and administration of an Incident Command post for the event is the responsibility of emergency
services agencies. A representative from ARC and the Regional Disaster Mental Health Response Committee
may be asked to have a presence in the Incident Command post or have an immediate contact point through
the Liaison Officer. Access to the area where there is mental health need should be coordinated with permission
of Incident Command. TEMA or local EMA will serve as the initial point of contact for all requests for disaster
mental health services. Any community, agency, association and/or other entity may contact them to request
disaster mental health services [please reference Appendix C]. When requested, ARC will deploy Disaster Mental
Health Volunteers to impacted counties for the initial provision of disaster mental health services. In
communication with ARC/TEMA, the Regional Disaster Mental Health Committee may deploy Disaster Mental
Health Response Teams to impacted counties for the provision of disaster mental health services. Disaster
mental health services will have the capacity to provide:

Interdisciplinary Outreach Programs — ARC and/or Disaster Mental Health Response Teams will conduct
outreach to interact with survivors in community sites where they are living, working, and reconstructing their
lives. These teams may be assigned to work with inter-professional teams that perform multiple services in
disaster areas.

Information & Referral Services -During times of disaster, victims can receive information concerning
community resources and available assistance. Information is also available on the TEMA website and/or
Ready.gov (mobile application.) During times of Federal Declarations assistance is available at the Disaster
Recovery Centers(DRC's).

Telephone Support Counseling — During times of disaster a phone support service for those in the
community affected by the disaster event will be available for a brief period. This service will be
carried out by the resources of a Disaster Mental Health Response Team. The National Disaster
Distress Helpline is also available for those experiencing emotional distress related to the disaster and
is available 24hours a day seven days a week at 1.800.985-5990 or text: “TalkWithUs"” to 66746.

Psychological First Aid (PFA) — PFA is an evidence-informed modular approach to help survivors and/or
emergency response personnel in the immediate aftermath of a critical incident/traumatic event. It is
designed to reduce initial distress caused by these events and to foster short and long term adaptive
functioning and coping. PFA is designed for delivery in diverse settings such as general population shelters,
special needs shelters, field hospitals/medical triage areas, acute care facilities, staging area/respite centers
for first responders/relief workers, emergency operations centers, feeding locations, disaster assistance
service centers, family reception centers, homes, businesses, and other community settings.
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Basic objectives of PFA are:
Establish a human connection in a non-intrusive, compassionate manner;
Enhance immediate and ongoing safety, and provide physical and emotional comfort
Calm and orient emotionally overwhelmed or distraught survivors
Help survivors to tell you specifically what their immediate needs and concerns are, and gather
additional information as appropriate
Offer practical assistance and information to help survivors address their immediate needs and
concerns
Connect survivors as soon as possible to social support networks, including family members, friends,
neighbors, and community helping resources
Support adaptive functioning, acknowledge coping efforts and strengths, and empower survivors
Provide information that may help survivors cope effectively with the psychological impact of
disasters
Be clear about disaster mental health availability, and when appropriate link the survivor to longer
term resources

Core Actions of PFA are:
Contact and Engagement — respond to contact initiated by survivors, or to initiate contacts in a
non-intrusive, compassionate, and helpful manner
Safety and Comfort — enhance immediate and ongoing safety, and provide physical and emotional
comfort
Stabilization — calm and orient emotionally overwhelmed or disoriented survivors
Information Gathering: Current Needs and Concerns - identify immediate needs and concerns,
gather additional information, and tailor Psychological First Aid interventions
Practical Assistance — offer practical help to survivors in addressing immediate needs
Connection with Social Supports - help establish brief or ongoing contacts with primary support person
and other sources of support, including family members, friends, and community helping resources
Information on Coping — provide information about stress reactions and coping to reduce
distress and promote adaptive functioning
Linkage with Collaborative Services — link survivors with available services needed at the time or in the
future

Services to Populations with Functional and Access Needs - Attention will be given to populations with a functional
need such as the elderly, the chronically ill/mentally ill, non-English speaking populations, homeless, and those with
physical or mental disabilities. Although no standard definition for “special needs” exists, there is a movement to
move beyond using the category “special needs” to using a more effective, accurate description based on the
functional needs of individuals. To say that someone has a “functional need” implies that he or she, under usual
circumstances, is able to function on their own or with support systems. However during a disaster, their level of
independence is challenged. The definition of someone with a functional need includes but is not limited to: chronic
medical/psychiatric conditions, intellectual disabilities, substance abuse and individuals on Methadone treatments.
This definition is an ongoing process, as the individuals and their needs, vulnerabilities and physical/mental health
changes over time.

Each Regional Disaster Mental Health Committee should plan for individuals with functional needs by:

e Determine the Demographics of the Community. Define the functional needs populations who reside in the
region.

e Identify Key Contacts. Obtain names and contact information for direct service providers and advocacy
organizations that work with functional needs individuals.
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e Facilitate Discussions. Find out the barriers and needs of individuals in the community. Invite applicable
organizations/associations to participate in emergency planning.

e Coordinate Outreach. Sponsor public information sessions on family and self-preparedness that includes a
dialogue concerning the needs of individuals with functional needs.

Referral for Mental Health Counseling — Survivors and emergency service providers who need longer-term mental
health counseling may require multiple sessions over a period of months to address their symptoms. ARC and
Disaster Mental Health Response Teams shall refer such cases to local providers and may assist with making these
referrals. These services lie within community mental health centers and private practitioners.
In applicable cases when ARC ceases operations they will work with Disaster Mental Health Response Teams
and/or the local Mental Health Centers to transition survivors who have ongoing mental health needs.

Media Consultation — A Public Information Officer (PIO) from ARC and a PIO from the Disaster Mental Health
Response Team shall be available to the media as someone with expertise on the mental health impact of
disasters. They will be available to assist the media in alleviating stress and conducting broad based community
education and support during and following a disaster. This designated member will work with TEMA’s Incident
Command’s Public information Officer (PIO) around appropriate mental health messaging.

Spiritual Care — Spiritual Care includes anything that assists an individual, family or community in drawing upon their
own spiritual perspective as a source of strength, hope and healing. In disaster, anything that nurtures the
human spirit in coping with the crisis is considered Spiritual Care. Therefore, some of the basic standards and
principles of Disaster Spiritual Care include:

e  Offer presence and hospitality;
e Meet, accept, and respect persons exactly as they are; and,
e Do No Harm — never evangelize, proselytize or exploit persons in vulnerable need.

Recovery Phase/Tennessee Recovery Project

If the event is a presidentially declared disaster for individual assistance, there could be a grant application
submitted by TDMHSAS for a FEMA-funded Crisis Counseling Program (CCP). The needs assessment for the ISP will
be based on TEMA’s Preliminary Damage Assessments. In the unlikely event that such information is unavailable
other data can be used if approved by FEMA. If a CCP is funded, TDMHSAS will contract with local community
mental health centers for the provision of and continuation of community based outreach services.
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In Tennessee the Crisis Counseling Program(CCP) is:

THE TENNESSEE RECOVERY PROJECT

The CCP is built on the premise that people are resilient and the program goals are to:

e Reach large numbers of people affected by disasters through face-to-face outreach to shelters, homes, and
other locations

e Assess the emotional needs of survivors and make referrals to traditional behavioral health services when
necessary

e Identify tangible needs and link survivors to community resources and disaster relief services

e Provide emotional support, education, basic crisis counseling, and connection to familial and community
support systems

e Train and educate CCP staff and other community partners about disaster reactions, appropriate
interventions, and CCP services

e Develop partnerships with local disaster and other organizations

e Work with local stakeholders to promote community resilience and recovery

e Collect and evaluate data to ensure quality services and justify program efforts

e Leave behind a permanent legacy of improved coping skills, educational and resource materials, and
enhanced community linkages

The CCP Model is:

e Strengths Based—CCP services promote resilience, empowerment, and recovery

e Anonymous—Crisis counselors do not classify, label, or diagnose people; no records or case files are kept

e OQutreach Oriented—Crisis counselors deliver services in the communities rather than wait for survivors to
seek their assistance

e Conducted in Nontraditional Settings— Crisis counselors make contact in homes and communities, not in
clinical or office settings

e Designed to Strengthen Existing Community Support Systems—The CCP supplements, but does not supplant
or replace, existing community systems.
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CCP Primary and Secondary Services

There are two types of CCP services—primary and secondary. Primary CCP services are higher in intensity
as they involve personal contact with individuals, families, or groups. Secondary CCP services have a
broader reach and less intensity since they may be provided through written or electronic media.
Examples of both are described below.

e Individual Crisis Counseling—Helps survivors understand their reactions, improve coping strategies, review their
options, and connect with other individuals and agencies that may assist them

* Basic Supportive or Educational Contact— General support and information on resources and services available to
disaster survivors

e Group Crisis Counseling—Group sessions led by trained crisis counselors who offer skills to help group members
cope with their situations and reactions

e Public Education—Information and education about typical reactions, helpful coping strategies, and available
disaster-related resources

e Community Networking and Support— Relationship building with community resource organizations, faith-based
groups, and local agencies

e Assessment, Referral, and Resource Linkage—Adult and child needs assessment and referral to additional disaster
relief services or mental health or substance abuse treatment

e Development and Distribution of Educational Materials—Flyers, brochures, tip sheets, educational materials, and
Web site information developed and distributed by CCP staff

* Media and Public Service Announcements—Media activities and public messaging in partnership with local
media outlets, State and local governments, charitable organizations, or other community brokers of information

Long Term Recovery (3 months to 12 months post event)

If there is evidence of continued need in a county or counties beyond 60 days post event, TDMHSAS will apply for a
FEMA-funded CCP, Regular Services Program (RSP) which will continue to provide Tennessee Recovery Project
services for an additional 9 months.

Post Disaster Evaluation Process

After Action Review

After a final report for the CCP for a specific disaster is filed with FEMA/SAMHSA the report will be share with the
State/Regional Disaster Mental Health Response Committee for review and final comments. Itis the
responsibility of the Chair of the State Committee to convene this group in a central location and if the need
presents itself may occur by phone.

After the conclusion of a small disaster that includes a mental health response, an after action review will be
submitted by the Regional Committee to the State Disaster Mental Health Committee for review.
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Ethical and Legal Issues

Ethics

Anyone providing disaster mental health services must comply with the ethical and practice standards of their
respective professional codes and act within the scope of their professional expertise.

Tort Liability/Testimonial Privilege

Disaster Mental Health Response Team members will be covered under professional liability malpractice
insurance of their respective agencies. Tennessee law protects trained, members of a Disaster Mental Health
Response Team with tort liability protection and privilege.

Dispensing of Medication

During times of disaster, survivors may have difficulty accessing needed medications for both physical and mental
health conditions. To address this need, pursuant to Tennessee Code Annotated 63-10-207, a pharmacist may
dispense to a patient up to a three (3) day supply of medication, which could include medications for the treatment
of mental health illness. The law is as follows:

TCA 63-10-207 Dispensing of medication prior to authorization.

(a) Notwithstanding any provision of law to the contrary, a pharmacist may, in good faith, dispense to a patient
without proper authorization the number of dosages of a prescription drug necessary to allow such patient to secure
such authorization from such patient’s prescriber, not to exceed a seventy-two-hour supply, if:

(b) The patient offers satisfactory evidence to the pharmacist that the prescriber has placed the patient on a
maintenance medication and that such patient is with valid refills or for some valid reason cannot obtain proper
authorization; and

(c) In the judgment of the pharmacist, the health, safety and welfare of the patient would be otherwise endangered.
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Financial Issues

Pro Bono Services

Agencies deploying their Disaster Mental Health Response Teams are volunteering their professional services and as
such, billing for any services provided at the scene is improper. These agencies will assume a pro-active advocacy
role to ensure equitable reimbursement for follow-up services should money become available through grants.

Crisis Counseling Program Grant

In a presidentially declared disaster that includes individual assistance The Tennessee Recovery Project may be
funded through the Crisis Counseling Program. Funding and program start dates will be determined by FEMA and
date of the declaration.
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Appendix A

ARC

CCP

CMHC

DTAC

EMA

EOC

ESF

FEMA

ISP

PFA

PHEP

PIO

RSP

SAMHSA

TDH

TDMH

TEMA

ACRONYMS

American Red Cross

Crisis Counseling Assistance and Training Program
Community Mental Health Crisis Services

Disaster Technical Assistance Center

Emergency Management Agency

Emergency Operations Center

Emergency Support Function

Federal Emergency Management Agency

Crisis Counseling Immediate Services Program
Psychological First Aid

Public Health Emergency Response

Public information Officer

Crisis Counseling Regular Services Program

Substance Abuse and Mental Health Services Administration
Tennessee Department of Health

Tennessee Department of Mental Health and Substance Services

Tennessee Emergency Management
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Ratified by Full Membership, 2009

6. Disaster emotional and spiritual care for the care giver
Providing spiritual care in disaster can be an overwhelming experience. The burdens of caring for others in this
context can lead to compassion fatigue. Understanding important strategies for self-care is essential for spiritual
care providers. Disaster response agencies have a responsibility to model healthy work and life habits to care for
their own staff in time of disaster.” Post-care processes for spiritual and emotional care providers are essential,

7. Planning, preparedness, training and mitigation as spiritual care components”
Faith community leaders have an important role in planning and mitigation efforts, By preparing their
congregations and themseles for disaster they contribute toward building resilient communities. Training for
the role of disaster spiritual care provider is essential before disaster strikes,

8. Disaster spiritual care in diversity
Respect is foundational to disaster spiritual care. Spiritual care providers demonstrate respect for diverse
cultural and religious values by recognizing the right of each faith group and individual to held to their existing
values and traditions. Spiritual care providers:
*  refrain from manipulation, disrespect or exploitation of those impacted by disaster and trauma.
= respect the freedom from unwanted gifts of religious literature or symbaols, evangelistic and sermonizing
speech, and/or forced acceptance of specific moral values and traditions.”
= respect diversity and differences, including but not limited to culture, gender, age, sexual orientation,
spiritual/religious practices and disability.

9. Disaster, trauma and vulnerability
People impacted by disaster and trauma are vulnerable, There is an imbalance of power between disaster
responders and those receiving care. To avoid exploiting that imbalance, spiritual care providers refrain from
using their position, influence, knowledge or professional affiliation for unfair advantage or for personal,
organizational or agency gain.

Disaster response will not be used to further a particular political or religious perspective ar cause = response
will be carried out according to the need of individuals, families and communities, The promise, delivery, or
distribution of assistance will not be tied to the embracing or acceptance of a particular political or religious
creed,

10. Ethics and Standards of Care
NVOAD members affirm the importance of cooperative standards of care and agreed ethics. Adherence to
common standards and principles in spiritual care ensures that this service is delivered and received
appropriately. Minimally, any guidelines developed for spiritual care in times of disaster should clearly articulate
the above consensus points in addition to the following:
*  Standards for personal and professional integrity
*  Accountability structures regarding the behavior of individuals and groups
*  Concern for honoring confidentiality®
*  Description of professional boundaries that guarantee safety of clients® including standards regarding
interaction with children, youth and vulnerable adults
= Policies regarding criminal background checks for service providers
=  Mechanisms for ensuring that caregivers function at levels appropriate to their training and educational
backgrounds*
= Strong adherence to standards rejecting violence against particular groups
*  Policies when encountering persons needing referral to other agencies or services
*  Guidelines regarding financial remuneration for services provided

Yibid, “ibid.  Church ‘World Servics “Standard of Care for Dsaster Spirtual Cam Minlstraes™ 1 Church World Service “Common Standards and Prinoples for Disaster
Response” *San Light Our Way p. 16
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Appendix C
For a current listing of TEMA personnel click on links below:

http://www.tnema.org/ema/regions/east/documents/EastRegionEMAs.pdf

http://www.tnema.org/ema/regions/middle/documents/MiddleRegionEMAs.pdf

http://www.tnema.org/ema/regions/west/documents/WestRegionEMAs.pdf
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http://www.tnema.org/ema/regions/east/documents/EastRegionEMAs.pdf
http://www.tnema.org/ema/regions/middle/documents/MiddleRegionEMAs.pdf
http://www.tnema.org/ema/regions/west/documents/WestRegionEMAs.pdf

