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Behavioral Health 
Emergency Support Function #8a 
Colorado State Emergency Operations Plan 

 

LEAD AGENCY: Department of Public Health & Environment    
 
SUPPORTING AGENCIES: Department of Human Services, Division of Emergency 
Management, Red Cross, COVOAD 
 
I.   PURPOSE 
  

The purpose of this Annex is to ensure an efficient, coordinated, effective response 
to the behavioral health and substance abuse needs of the affected population in 
time of disaster. This plan enables the State to maximize the use of personne l, 
facilities, and other resources in providing Behavioral health and substance abuse 
assistance to disaster survivors, emergency response personnel, and the community 
at large. 

 

II. SCOPE   
 

This plan has been developed in an “all-hazards” format. It identifies likely  disaster 
scenarios and attaches, where possible, probabilities of occurrence. It delineates the 
responsibility of the Emergency Preparedness and Response Division and the 
Alcohol and Drug Abuse Division in responding to disaster.  This Annex is further 
detailed in the 2004 State of Colorado Behavioral Health / Substance Abuse Disaster 
Plan.   

 
III. SITUATION 
 

A. Emergencies, disasters, and terrorist events raise the stress levels in victims of 
disaster Survivors are capable of resuming a productive and fulfilling life following 
the disaster experience if given support, assistance and information at a time and 
in a manner appropriate for the person’s experience, age, education, and 
ethnicity. Crisis counselors help disaster survivors to understand reactions such 
as anger, displacement, etc., and to maximize skills in such domains as 
communication, problem solving,  resource linkage, conflict resolution, time 
management, the grief process, and stress management. 

B. It is important that crisis counseling be provided to survivors of a disaster soon 
after the event to mitigate acute stress reactions. However, the public behavioral 
health system must react in a coordinated, practiced manner to be effective. The 
time immediately after a disaster is often chaotic and the intervention by the 
behavioral health system must be well ordered. Many elements in this document 
are directed at coordinating the efforts of multiple systems during a difficult time 
period.  



November 2010  ESF #8a - 2 

 
IV. ASSUMPTIONS 

 
A. Emergency or disaster incidents or terrorist events have psychological impacts 

on their victims.  

B. Emotional distress is usually apparent at the time of the critical incident. 
Behavioral health interventions may be required immediately. 

C. Psychological reactions to the traumatic event can be observed through 
cognitive, emotional, physical, and behavioral manifestations for several weeks, 
months, and even years following the incident. 

D. Emotional stability can usually be achieved by utilizing existing support 
structures. Individuals, families, and communities return to pre-disaster modes of 
functioning within a few months to a year. 

E. Outreach and crisis counseling interventions can help survivors meet new 
challenges and offer support in their recovery process to return to pre-disaster 
performance and functioning levels. 

F. Inability to adequately process and problem-solve the psychological impacts of 
the incident can cause significant individual and relationship problems. 
Consequently, individuals, families, and communities will experience conflict and 
performance deterioration. Professional services, including behavioral health 
interventions and treatment may be necessary. 

 
G. Current culturally competent standards of care will be observed and practiced.  

Disaster impacts can affect first responders, and potentially result in a decreased 
ability to carry out daily life and work related functions.  No one who sees or 
experiences a disaster is unaffected by it.  The level of exposure, level of 
interpersonal intent, level of suddenness, shock and horror all directly impact the 
long-term individual and community impact. 

 
V. CONCEPT OF OPERATIONS 

 
A. The State Emergency Operations Plan identifies the Colorado Department of 

Public Health and Environment, Emergency Preparedness and Response 
Division (EPRD) as the lead agency to coordinate disaster behavioral health 
services. The primary responsibility is to provide support, assessment, crisis 
counseling, and referral to individuals and groups impacted by natural and 
human-caused disasters. The purpose of disaster behavioral health counseling is 
to prevent behavioral health problems and to assist victims and responders to 
regain a pre-disaster level of functioning. The purpose of involvement from the 
Alcohol and Drug Abuse Division (ADAD) during a disaster is to provide 
education, information, and treatment options regarding potential increase of 
substance use or abuse following a disaster.    
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B. EPRD maintains a disaster response plan and designates a staff member to 

serve as the Behavioral Health Disaster Coordinator. ADAD also has a 
designated staff member to serve as the Substance Abuse Disaster Coordinator. 
The plan outlines the essential responsibilities for the behavioral health system 
response. The response system is based on collaborative interaction with 
Federal, State, local government, law enforcement, emergency management 
entities, Community Behavioral Health Centers (CMHCs), and Managed Services 
Organizations (MSOs). EPRD coordinates planning and implementation activities 
with State agencies and hospitals, Colorado American Red Cross chapters, the 
Colorado Office of Victims Assistance, Critical Incident Stress Management 
Teams, faith-based communities, and ADAD. The disaster response plan also 
includes a strong cultural competency component to ensure the needs of 
Colorado’s culturally diverse population are met. The EPRD Behavioral Health 
Disaster Coordinator’s primary role is to activate and coordinate the State, local, 
public, and private behavioral health disaster response sys tem. In addition to 
crisis and debriefing counseling, response activities include the release of public 
information and disaster relief resource contacts.  

 
C. Community Mental Health Centers (CMHCs) and Managed Services 

Organizations (MSOs) usually receive notification from local law enforcement 
when services are required in the event of a disaster. Once the initial behavioral 
health responders from the CMHC have had a chance to assess the scope of the 
disaster, the CMHC Disaster Coordinator will notify the State Disaster 
Coordinator at the Division of Behavioral Health (DBH), who in turn will notify the 
State Substance Abuse Disaster Coordinator. 

 
D. It is recommended that each CMHC develop cooperative agreements with at 

least one other CMHC to assist in disaster response should the disaster exceed 
the capability of the CMHC to effectively mount a response. These inter-
jurisdictional agreements can expedite the mobilization of resources.  

 
E. The goal of planning for disaster response is to improve the public and private 

behavioral health systems’ ability to respond to victims/survivors of major 
disasters who need services. This is accomplished by building collaborative 
relationships and through training. 

 
G. Colorado is home to a culturally diverse population. Issues that must be 

addressed in the service delivery process are language, immigration status, 
family values (how family is defined), and views related to loss, grief, property, 
religion, behavioral health, healers and helpers.  

 
H. The rescue phase begins once the incident command structure is firmly 

established and disarray is giving way to a more organized chaos. At this point, 
likely responses of the victims/survivors include: 
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1. Fight/flight/freeze/faint 
 
2. Shock-stunned/dazed/numbed 
 
3. Denial or disbelief 
 
4. Fear: due to uncertainty or lack of warning 
 
5. Disorientation 
 
6. Panic 
 
7. Overwhelming pain/anguish 

 
I. During this phase, the role of the behavioral health professional includes ongoing 

needs assessment and continuation of psychological triage. First responders 
may require crisis counseling. Services provided during this phase include crisis 
intervention, group debriefings, screening for behavioral health and substance 
abuse issues.  

 
J. Outreach.  Outreach may begin during this phase. Initial outreach consists of 

walking around and connecting with those not requesting help. It continues with 
passing out information on stress management, coping skills, resource lists, grief, 
age-specific reactions, and self-care.  

 
K. Recovery.  The recovery phase is the beginning of the process of moving victims 

or survivors back to normal life functioning. In this phase, the role of the 
behavioral health professional includes safety and primary support, triage 
support and referral, psychological first aid, needs assessment and data 
collection. 

 
L. Return to Life 

 
1. The goal of this phase is to complete the return to a normal level of 

functioning. Often people lament after a disaster that they want life to return to 
“normal.” Functioning after an incident may include changes to lifestyle and 
the daily routine resulting in a “new normal.”  The experience of the disaster 
will have an influence on behavior, yet functioning can still be within the 
parameters of “normal” while the person goes through the grief and 
adjustment process.  

 
2. Outreach is a critical part of this phase and includes material distribution as 

well as individual and group educational services. Ongoing crisis counseling 
and behavioral health services dominate this phase.  Steps should be taken to 
provide on-going support to people who are in recovery, or who had never 
experienced problem use prior to a disaster, and now are coping with the 
stress by increased use of alcohol or other drugs. 
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3. The following chart illustrates the timeline for moving through the five phases 
in this plan. This is a general guideline only and may vary considerably 
depending on the incident.  

Phases of Disaster Response 

 

 

 

 

 

 

 

 

 

 
M.  Ongoing Needs Assessment.  After the initial response to a disaster, it is 

important to continually monitor needs. Needs assessment continues through the 
Impact, Rescue, Recovery, and Return to Life phases of the disaster response. 
Local CMHC personnel are in the best position to understand the needs in their 
region and should communicate this information to the State Behavioral Health 
Disaster Coordinator or the State Substance Abuse Disaster Coordinator on a 
regular basis during the disaster response.  

 
N. Legal Issues (Consent and Confidentiality).  Crisis management services are not 

treatment services, and, as such do not require signed consent forms and do not 
fall under Health Insurance Portability and Accountability Act (HIPAA) of 1996. If 
assessment and/or treatment are provided, State and Federal requirements will 
apply.  

 
O. Record Retention.  Response records will be retained for three years. FEMA 

summary reports and financial statements will be retained for five years. Specific 
client information, including client treatment records, will not be gathered by the 
State.  

 
VI. ORGANIZATION AND RESPONSIBILITIES 
 

EPRD is the agency charged with responding to the behavioral health needs of the 
citizens of Colorado in the aftermath of a natural or man made, Governor declared 
State disaster. The Alcohol and Drug Abuse Division (ADAD) is responsible for 
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ameliorating the effects of increased substance abuse that invariably follow a 
disaster. EPRD, in conjunction with ADAD and the statewide Disaster Behavioral 
Health Steering Committee, has prepared this plan to direct the efforts of disaster 
response during a State or Federal emergency. 
 
A. Report to the State SEOC and provide assistance as requested.  Activate the 

behavioral health disaster response system.  The activation may include assisting 
statewide inpatient psychiatric bed allocation/need and related issues.  Will serve 
as requested to assist shelter occupants and ESF #6. 

 
B. Create and maintain a statewide behavioral health disaster response system and 

plan(s).  The plans will include the identification of MHS, community behavioral 
health center, and public behavioral health institute personnel as emergency and 
disaster coordinator(s).      

 
C. Conduct planning efforts and create formal and informal agreements with other 

agencies that identify with behavioral health disaster response functions such as 
the American Red Cross, Office of Victims Assistance, and Faith-Based 
Organizations.  

 
D. Enhance response capacity by securing agreements with potential service 

providers.   
 
E. Enhance response capacity by improving providers’ knowledge and skills.  

Provide training to the behavioral health disaster response system organizations 
in order to create a cadre of competent behavioral health emergency and disaster 
responders. 

 
F. Enhance first responder recognition of victim disaster borne emotional distress.  
 
G. Create public resiliency by providing information about the effects of trauma and 

techniques for managing stress.  
 
VII. FINANCIAL MANAGEMENT 

  
A. The Emergency Support Function #8a will work with the State Logistics Section 

for the procurement of resources that CDPHE does not have, who will report 
such finances directly to the Finance Section of the SEOC.  CDPHE will report 
financial matters related to existing resources procured during the event to the 
Finance Section of the SEOC. During a response, CDPHE will record and track 
its own expenditures and seek reimbursement from the appropriate resource 
after the event.  

 
B. All requests for resources given the Emergency Support Function #8a will be 

processed in accordance with CDPHE policy and protocols established by the 
SEOC.   


