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The purpose of this article is two-fold. The number one reason is to share, from a field 
experience perspective with both Hurricanes Katrina and Rita, how effective CISM can be both 
during and after a natural disaster. The second reason is to address, once again, some of the 
misconceptions regarding “inappropriate” use of CISM that were cited in a September 27th, 2005 
Journal of Emergency Medical Services (JEMS) article entitled, “Trying to Reason with 
Hurricane Season” by Bryan E. Bledsoe, DO, FACEP. 
 
Our New Mexico Disaster Medical Assistance (NM – 1 DMAT) team was deployed to back-to-
back Hurricanes and was the only one to stay with patients during the crux of the confusion at 
the Superdome in New Orleans. Due to prior commitments at my Department of Health state job, 
I did not join the team until one week into the Katrina deployment and missed the Superdome 
experience. As one can imagine, it was terribly difficult to sit in New Mexico while our team 
was literally in the line of fire there. I connected with the team in Baton Rouge at the Louisiana 
State University campus. As a member of that team, I filled the roster as both a mental health 
provider and EMT. 
 
While at the Superdome, NM-1 DMAT treated almost 1,000 patients during a three-day period 
while working with no electricity, defibrillators, ventilator machines, cardiac medications, 
flushing toilets, or food and water. In addition, they worked 20-hour shifts in 110-degree weather 
and with the fire alarms activated for 18 continuous hours as our team worked or attempted to 
sleep. Once I arrived in Baton Rouge, one my first duties was to touch base with each of my 
team members to see how they were coping with what they had experienced in the New Orleans 
mission. 
 
In the JEMS article, it states, “First and foremost, EMS managers should do their homework 
before involving their personnel in Critical Incident Stress Management (CISM), particularly the 
defusing and debriefing elements.” Anyone that has been trained under the auspices of the 
International Critical Incident Stress Foundation (ICISF) and the CISM structure knows when to 
use the proper techniques related to CISM. When I touched base with our team, the only proper 
protocols to engage in at that time were the Crisis Management Briefing (CMB) or perhaps one-
on-ones since we were working 12 hours shifts. Some team members needed to talk about what 
they saw in more detail than others, but over all, everyone was able to put the experience in 
perspective and function in a productive manner. 
 
During our Baton Rouge mission, we worked with a state-sponsored DMAT team from Illinois. 
Over a six-day period, we triaged 15,000 patients and treated 9,000 of those triaged. I had the 
opportunity to conduct several interventions for other personnel with us including the Veterinary 
Medical Assistance Team (VMAT). They had one of the most difficult jobs as they had to make 
moral and ethical decision related to euthanizing animals. Our team lost patients in the 
Superdome but it was due to the fact that either the patients had injuries incompatible with life or 
just the fact that proper medical equipment was unavailable. On the other hand, the veterinarians 
had to make decisions based on a set of criteria, and it was very difficult for them to justify 
taking the life of someone’s pet.   



 
Since our DMAT team was housed in the same facility with VMAT, I had the opportunity to see 
them bring animals to our building. I also had the opportunity to conduct several one-on-ones 
and many indicated that they did not know that something like CISM even existed. I received 
four follow-up emails when I returned home and all of them indicated how much easier their 
transition was back into their “real world” as a result of having someone to talk with that 
understood what they had experienced. All of them had been on other deployments and they felt 
that this one was much easier to cope with even though it had been one of their toughest 
deployments.   
 
On our Hurricane Rita deployment, I had many opportunities to work directly with patients that 
came through our makeshift ER at a local hospital in Woodville, Texas. We took over patient 
care for three days while the hospital staff went home to care for their own families and personal 
losses. We worked in over 100-degree heat with no air conditioning and all of our electricity was 
from the generators that were brought with us in our caches. We also provided over 100 tons of 
medical equipment and provided treatment for many conditions ranging from simple dehydration 
to chainsaw lacerations to cardiac arrests to assaults. When the hospital staff returned, I also had 
a chance on both the day and night shifts to conduct one-on-ones with the staff. They requested 
printed information to share with their families because they personally felt so much better after 
the intervention and believed the information could similarly help their family members.  I 
worked directly with one family that included a three year old with nightmares related to the 
hurricane-induced tornado that hit Woodville. By the end of our deployment, he was doing much 
better and was experiencing very little anxiety related to his mother returning to work. 
 
The JEMS article indicated that the World Health Organization (WHO) issued a consensus paper 
on the mental and social aspects of survivors of extreme stressors and concluded, “Because of 
the negative effects, it is not wise to organize forms of single-session psychological debriefings.” 
Again, this comment perpetuates the misconception that anyone advocates the use of single-
session debriefings as the appropriate intervention in these situations. In fact, according to ICISF 
protocol, a debriefing is a seven-step process (except in the cases of LODD or other specialty 
debriefings) conducted with a homogeneous group 24-72 hours after the event.  
 
When conducting interventions with the hospital employees from Hurricane Rita, I utilized the 
ICISF SAFER-R protocol and it produced no negative effects at all. In fact, those personnel 
returned the next day and brought additional staff who they felt could also benefit. On the day 
that we closed out our operation, the hospital gave us one of the most heartfelt farewells that I 
have ever been involved in. Even though they had no computer capability, they generated a 
hand-written plaque thanking us for taking care of their needs in all realms including the 
physical, emotional and spiritual aspects.   
 
It is also interesting that in the JEMS article, Dr. Bledsoe states, “Now that CISM/CISD has been 
determined to be ineffective and possibly harmful, what should be done for victims and 
resources?” He then goes on to discuss the “new” terminology of “psychological first aid.” I took 
my first CISM training in the early 1990s and psychological first aid was a key term in what was 
referred to at the time as the “Mitchell Model.”  Psychological first aid is NOT a new concept 
and as one of the options under the CISM model, psychological readiness and a resiliency-based 



model were incorporated under the auspices of “pre-incident education.” ICISF has always 
professed that having pre-existing stress management strategies and a personal support system is 
one of the most effective measures that can be utilized to prevent problems after exposure to a 
critical incident. 
 
In the state of New Mexico, we believe in this concept and have a “psychosocial readiness” 
component of both our Centers for Disease Control (CDC) Bioterrorism Grant and our state All-
Hazards Plan. We have a 50-member state-sponsored CISM team and literally thousands of 
individuals trained in all levels of CISM. In addition, we have Memorandums of Agreement 
(MOAs) with 15 state agencies that provide CISM services under the auspices of the Department 
of Health (DOH). CISM is also a core component of our EMT and State Police curriculums. It is 
interesting that Dr. Bledsoe indicated that the American Red Cross (ARC) also joined in the 
consensus that CISM/CISD was not effective. Yet they are key players in every one of our state 
strategic planning meetings. Additionally, both the ARC and the NM CISM teams are cross 
trained in both Basic and Advanced CISM and Disaster Mental Health through the ARC.  Many 
of us are also trained under the National Organization of Victim Assistance protocol.   
 
ICISF has always professed that no one would play nine holes of golf with only one club, so why 
would one ever attempt to perform crisis intervention with only one technique? In a Frequently 
Asked Questions (FAQ) forum, ICISF stated that CISM can cause harm if used inappropriately. 
If a person is allergic to penicillin and ingests it, it can cause harm. That is why there are many 
forms of antibiotics. Similarly, there are many choices for CISM interventions ranging from pre-
incident education, to one-on-ones, defusings, debriefings, CMBs, family support and referrals 
and resources. Many of you may recall that when Eye Movement Desensitization and 
Reprocessing (EMDR) was introduced years ago as a successful treatment for Post Traumatic 
Stress Disorder (PTSD), many considered it the work of the “devil.”  It is know recognized as 
one of the most successful therapies in our practice but it took years to prove its worth. 
 
One final suggestion is that individuals that criticize certain models or protocols should exercise 
their rights to NOT engage in their use. If one feels uncomfortable with the CISM process and 
has no field experience, then they should not attempt any of the techniques without proper 
training. I would encourage everyone to read the most current Critical Incident Stress 
Debriefing: An Operations Manual for CISD, Defusing and Other Group Crisis Intervention 
Services, Third Edition, and/or contact ICISF for any additional information. Before one sits in 
the ivory tower and casts stones, one should trudge the fields. As an Approved Instructor and 
Liaison Coordinator for ICISF, the way that I measure success is simple – if a person looks and 
appears to be doing better after an intervention – they probably are.   


