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Preparedness framework - not a prediction

This guide does not assume that UAP are extraterrestrial, that non-human intelligence has been

confirmed, or that any disclosure scenario will occur. It addresses a hypothetical public-health question:
how should communities support psychological functioning if authoritative information about UAP or non-
human intelligence produces widespread distress, uncertainty, or disruption?
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About PATH and Why This Guide Exists

The Psychological Alliance for Transparency and Humanity (PATH) is a professional organization devoted to
psychological preparedness, ethical planning, and evidence-informed discussion regarding the potential
human consequences of paradigm-changing discoveries. PATH does not advocate a predetermined
conclusion regarding Unidentified Anomalous Phenomena (UAP) or non-human intelligence (NHI). Questions
about the underlying evidence belong to scientists, investigators, governments, policymakers, and other
appropriate experts. PATH focuses on a different question: if credible information were ever to alter humanity's
understanding of itself or its place in the universe, how can psychology and allied professions help people
understand, integrate, and adapt to that information? [25-26]

This guide exists because preparation can reduce avoidable suffering. Disaster systems train before
hurricanes, public-health systems plan before pandemics, and schools develop crisis procedures before
emergencies occur. PATH applies the same prevention-minded logic to the psychological and social
consequences of potentially worldview-changing information. Preparation does not presume that disclosure
will occur, nor does it presume that the public will panic. It simply recognizes that low-probability, high-impact
events are managed more responsibly when systems, professionals, families, and communities have a
framework before demand surges. [25-26]

PATH also recognizes that human responses would likely be diverse. Some people might experience fear,
anger, grief, distrust, or disorientation; others might experience curiosity, awe, relief, spiritual reflection, or
little disruption at all. The purpose of this manual is therefore not to manufacture a trauma narrative. It is to
provide a disciplined, scalable, trauma-informed framework for supporting safety, regulation, functioning,
connection, accurate orientation to information, and appropriate referral when distress becomes clinically
significant.

PATH principles reflected in this manual

Scientific humility - follow credible evidence without automatic belief or automatic dismissal.
Psychological preparedness - prepare systems before a crisis rather than improvising during it.
Compassion before fear - respond with steadiness, dignity, and empathy rather than sensationalism.

Transparency with responsibility - communicate what is known, what is uncertain, and what actions are
indicated.

Collaboration - integrate mental health, healthcare, education, emergency management, research,
spiritual care, and community systems.

Professional integrity - remain within scope and prioritize human well-being regardless of what future
evidence establishes.

Psychological First Aid (PFA) was selected as the core response model because it is practical, flexible, non-
pathologizing, and applicable across multiple settings and levels of professional training. This manual
integrates the National Child Traumatic Stress Network (NCTSN)/National Center for PTSD’s eight core PFA
actions, Johns Hopkins RAPID PFA, trauma-informed care, developmental psychology, crisis communication,
and PATH's specific concern with ontological and existential disruption. The result is intended as a
preparedness field guide rather than a prediction or a substitute for clinical judgment.

Joseph S. Volpe, Ph.D.

Anthony Pantaleno, Ph.D.

Psychologists, Co-Founders, PATH
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Important Notice and Evidence Boundary

This document is an educational and preparedness framework. It is not an official government
emergency plan, a validated UAP-specific clinical protocol, a diagnostic instrument, or a substitute
for individualized medical, psychiatric, psychological, legal, educational, or emergency management
Jjudgment.

Psychological First Aid (PFA) is an evidence-informed, widely adopted approach for early psychosocial
support after serious crises. However, the research base for PFA outcomes remains less robust than the
evidence base for established treatments for posttraumatic stress disorder (PTSD). Systematic reviews
have found promising results alongside substantial heterogeneity, methodological limitations, and risk of
bias. Accordingly, this guide treats PFA as a humane, practical, low-intensity support framework - not as a
proven method for preventing PTSD. [1-6]

RAPID PFA, or RAPID for our purposes, is a structured model developed at Johns Hopkins and organized
around Rapport/Reflective Listening, Assessment, Prioritization, Intervention, and Disposition. PATH uses
RAPID here as an encounter-level decision sequence that complements, rather than replaces, the eight
core actions in the NCTSN/National Center for PTSD model. [7-11]

As of the date of this guide, NASA states that it has not found credible evidence of extraterrestrial life and
that there is no evidence that UAP are extraterrestrial. NASA and others describe UAP as observations that
cannot initially be identified as aircraft or known natural phenomena and emphasize the need for better
data and rigorous scientific analysis. [19-21]

How to Use This Guide

e For planners: use Sections 1-6 and 13-16 to build communication, training, referral, and surge-
capacity plans.

e For mental-health and healthcare responders: use Sections 4-9 and the RAPID/PFA worksheets in the
Appendices, especially Appendix L for immediate crisis stabilization techniques.

e For parents and caregivers: use Section 10 and Appendices D-F.

e Forschools and educators: use Section 11 and Appendices G-H.

e For public communicators and organizational leaders: use Sections 5, 12, and Appendix I.

e Forresearch and quality improvement: use Section 16 and Appendix J.
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1. Executive Summary

A credible, high-impact disclosure concerning UAP or non-human intelligence could represent an unusual
kind of public psychological event. Unlike a conventional disaster, the primary stressor might be
information itself: uncertainty, perceived threat, rapid changes in worldview, questions about institutional
trust, intense media exposure, conflicting interpretations, and fear about what comes next.

Disclosure Psychological Response Pathway

A high-impact information event can create distress through appraisal, uncertainty, and meaning disruption. PFA supports
stabilization and functioning.
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Key distinction

Severe distress and ontological shock are not automatically PTSD. Trauma-related diagnosis depends
on actual exposure, symptom pattern, duration, and impairment.

Figure 1. PATH disclosure psychological response pathway.

This does not mean that disclosure would necessarily produce mass psychopathology. Most people
exposed to collective crises do not develop chronic psychiatric disorders, and intense short-term
reactions can be normal responses to extraordinary circumstances. [28] The aim of preparedness is
therefore not to presume panic, trauma, or disorder. It is to create enough psychological infrastructure to
contain distress, support functioning, identify vulnerable individuals, and help communities adapt.

PATH core objective

Help people remain safe, oriented, regulated, connected, informed, and capable of functioning while
uncertainty is reduced and meaning develops over time.

Two PATH clinical principles

STABILIZE BEFORE INTERPRETING. During acute activation, prioritize safety, regulation, sleep, continuity of
essential care, family protection, and reduction of harmful information exposure before attempting large-
scale meaning-making.

STAY INSIDE SCOPE. PFA providers are not required to become UAP scientists, theologians, intelligence
analysts, or political authorities. Their role is to support the human response: safety, distress, functioning,
coping, communication, and connection to appropriate expertise.

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com
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1.1 Five goals of the response

1. Protect actual and perceived safety without offering false reassurance.

2. Reduce acute arousal enough to restore reasoning, choice, and daily functioning.
3. Separate verified facts from unknowns and speculation.

4. Strengthen family, school, workplace, community, and spiritual support systems.

5. Identify the smaller group of people who require clinical, psychiatric, medical, or emergency

intervention.

1.2 A staged rather than one-size-fits-all approach

Response level

Universal support

Typical presentation

Concern, uncertainty, temporary
sleep/concentration changes, repeated
questions

Primary response

Accurate information, routine, social support,
coping guidance

Targeted support

Persistent anxiety, panic, impaired functioning,
marked avoidance or rumination

PFA/RAPID, brief assessment, follow-up,
practical supports

Clinical care

Sustained severe symptoms, emerging disorder,
marked functional impairment

Formal mental-health evaluation and evidence-
based treatment as indicated

Emergency care

Suicidal/homicidal intent, dangerous psychosis,
severe disorientation, inability to maintain
safety

Emergency medical/psychiatric response

2. Scope, Definitions, and Scenario Assumptions

2.1 Working

terminology

Working definition in this guide

UAP

origin. [19-20]

Unidentified Anomalous Phenomena: observations not initially identified as known aircraft,
natural phenomena, or other established causes. This term does not imply extraterrestrial

Disclosure

knowledge.

Authoritative release or confirmation of information judged capable of changing public
understanding of UAP, non-human intelligence, or related governmental/scientific

NHI

and credibly established.

Non-human intelligence. Used only as a hypothetical scenario term unless independently

PFA

Psychological First Aid: humane, supportive, practical assistance intended to reduce
distress and support adaptive functioning after serious crisis events. [1-3]

Psychotraumatology

potentially traumatic stress.

The study of psychological, biological, behavioral, interpersonal, and social responses to

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com
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Working definition in this guide

Ontological stress Aterm for distress related to disruption of fundamental assumptions about reality, identity,
meaning, humanity, or one's place in the universe. It is not a DSM or ICD diagnosis.

2.2 Scenario typology

Scenario Likely psychological emphasis

A Information-only disclosure without evidence of Uncertainty, worldview disruption, anxiety, trust,
immediate physical danger meaning, media saturation

B Evolving disclosure with major unresolved questions Ambiguity, rumor, hypervigilance, repeated checking,

polarization

C Disclosure accompanied by credible safety/security Threat appraisal, protective action, fear, emergency
concerns communication

D Disclosure linked to injury, death, violence, or mass- Conventional disaster/trauma response plus
casualty exposure disclosure-related meaning and uncertainty

This typology matters clinically. A Type A or B event could be deeply distressing without meeting
diagnostic definitions of traumatic exposure for most people. Type C or D scenarios could involve
conventional potentially traumatic exposures depending on what actually occurs.

3. Why Psychological First Aid Fits a Disclosure Scenario

PFA is designed to provide early support in the face of disruption and distress. It does not require a person
to recount a traumatic narrative, accept a particular interpretation of events, or begin psychotherapy. The
NCTSN model is modular and intended for children, adolescents, adults, and families; the school
adaptation is designed for administrators, educators, staff, students, and caregivers. [1-3, 15]

Why PFA is especially useful in a disclosure event

PFA is modular rather than diagnosis-driven. It can be scaled from a brief supportive contact to a more
structured encounter, used across ages and settings, and delivered without requiring people to recount
traumatic details. The NCTSN model emphasizes rapid needs assessment, practical assistance,
developmental and cultural fit, social support, and linkage to additional care when needed. In a disclosure
scenario, these features make PFA useful for large numbers of people who may be distressed but do not
require psychotherapy. [1, 15]

3.1 Why PFA may be preferable to immediate mass psychotherapy

e Most acute reactions are expected to improve with time, social support, restoration of routine, and
reduction of stressors.

e PFAtargets practical needs and functioning rather than assuming psychiatric disorder.

e [t can be delivered flexibly across homes, schools, workplaces, shelters, healthcare systems,
hotlines, and community settings.

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com
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e |tis compatible with stepped care: universal support first, targeted and clinical interventions when
indicated.

e |tavoids compulsory emotional processing and forced debriefing, approaches not recommended as
universal posttraumatic stress disorder (PTSD) prevention. [6]

3.2 Five essential recovery principles

Hobfoll and colleagues identified five empirically supported principles to guide immediate and mid-term
intervention after mass trauma: promoting safety, calming, self- and collective efficacy, connectedness,
and hope. [4]

Principle ‘ Disclosure application

Safety Clarify actual hazards, protective actions, and what has not been established.

Calming Reduce physiological arousal, repetitive media exposure, and catastrophic escalation.

Efficacy Give people useful actions and preserve agency, routine, caregiving, work, and community
roles.

Connectedness | Protect relationships from isolation, stigma, and belief-based polarization.

Hope Communicate realistic confidence in human adaptability without minimizing uncertainty.

3.3 Why PFA Is Especially Valuable in a Disclosure Scenario

A disclosure-related psychological surge could involve large numbers of people who are distressed but
not psychiatrically ill. That is precisely the gap PFA is designed to address. It provides supportive contact,
rapid needs assessment, practical assistance, coping information, connection, and referral without
requiring a diagnosis or immediate psychotherapy. This makes it suitable for a stepped-care system in
which the majority receive proportionate support while scarce clinical resources are preserved for those
with severe impairment or risk. [1-4, 28]

e Scalable: core PFA actions can be delivered in clinics, schools, workplaces, community settings,
hotlines, telehealth platforms, and emergency operations.

e Non-pathologizing: strong reactions can be acknowledged without assuming that distress equals
disorder.

e Practical: the intervention focuses on what the person needs now, not on solving the ultimate
scientific or philosophical question.

o Flexible: the sequence can be adapted to age, culture, disability, role, and level of exposure.

e Protective of clinical capacity: low-intensity support can be distributed widely while high-risk
presentations are routed to professionals.

e Compatible with uncertainty: PFA does not depend on a responder knowing the final explanation for
UAP-related information.
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3.4 Who Can Use PFA?

PFA is not synonymous with psychotherapy. With appropriate training, supervision, role clarity, and local
policy, many helping professionals and designated community responders can use basic PFA actions.
The intensity of assessment and intervention should match the provider's competence and scope of

practice. [1-3, 28]

Provider group

Mental-health
professionals

Appropriate PFA functions

Full PFA; focused risk and functional assessment;
stabilization; family guidance; linkage; clinical
follow-up

Limits / escalation

Use formal diagnostic/treatment
procedures when symptoms or risk
exceed PFA.

9

Physicians, nurses,
allied health

Safety/medical screening, calm communication,
basic stabilization, practical assistance, linkage

Refer for complex psychiatric
assessment or psychotherapy as
appropriate.

School psychologists,
counselors, nurses,
educators

Age-appropriate information, routine, classroom
support, identification of distress, parent linkage

Teachers should not independently
manage suicidality, psychosis, severe
behavioral dysregulation, or diagnostic
questions.

First responders/
emergency
management

Safety, orientation, basic needs, calm contact,
routing to supports

Stay within operational role; transfer
psychiatric/medical risk.

Clergy / chaplains /
spiritual-care providers

Presence, connection, culturally congruent
support, meaning support when requested

Do not impose theology; refer severe
mental-health risk.

Crisis-line / community
/ trained volunteer staff

Listening, practical support, verified information,
coping reminders, referral

Use clear scripts and escalation
protocols; do not improvise clinical
treatment.

Leaders / supervisors

Scope rule

Psychologically informed communication, staffing,
access to support, workload protection

Do not substitute organizational
messaging for individual clinical care.

Use the least intensive intervention that safely and appropriately meets the need. When there is imminent
danger, severe functional impairment, acute psychosis or mania, suicidality, significant intoxication or
withdrawal, suspected abuse or neglect requiring protective action, or medical instability, escalate to
appropriately qualified emergency, medical, mental health, or protective services rather than extending

routine PFA.

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com
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3.5 Preventing Avoidable Traumatic Stress and Secondary Harm

PFA should not be presented as a proven method for preventing PTSD. Its preventive value is more
precise: it can help reduce modifiable secondary stressors, support known recovery-promoting
conditions, discourage potentially harmful early practices such as forced emotional processing, and
identify people whose risk or impairment requires more intensive care. [4-6, 13, 22, 28-29]

Preventive target

Threat amplification

PFA action

Clarify actual danger; separate known,
unknown, and speculative claims

Why it matters

Reduces unnecessary sustained threat
appraisal.

Sleep deprivation

Protect sleep routines; reduce nighttime media
exposure; address urgent medical needs

Sleep loss worsens arousal,
concentration, mood regulation, and
judgment.

Information overload /
repeated distressing
exposure

Limit repeated or graphic exposure; schedule
updates; verify sources

Reduces repeated activation and
coghnitive flooding.

Loss of agency

Give one or two concrete, achievable actions

Restores efficacy and reduces
helplessness.

Social isolation

Reconnect trusted family, peers, school, work,
community, or spiritual support

Connectedness is a core recovery
principle.

Disruption of care

Protect medications, appointments, caregiving,
transportation, and basic needs

Prevents avoidable decompensation from
interrupted treatment or routine.

Retraumatization

Do not force detailed recounting or compulsory
debriefing

Supports trauma-informed pacing and
choice.

Missed high-risk cases

Use triage and explicit escalation criteria

Moves people with severe symptoms or
danger to appropriate care sooner.

Prevention, therefore, means reducing the avoidable load on the nervous system and the social
environment while strengthening safety, calm, efficacy, connectedness, and realistic hope. If a person
has experienced a qualifying traumatic exposure, PFA should be followed by monitoring and evidence-
based clinical evaluation or treatment when indicated; PFA is not a substitute for trauma-focused
treatment. [4, 6, 12-13, 29]

4. Psychotraumatology, Traumatic Stress, and Ontological

Stress

Psychotraumatology provides the scientific lens for understanding how overwhelming events affect
attention, arousal, memory, sleep, appraisal, identity, relationships, and functioning. In a disclosure
scenario, however, clinicians must carefully distinguish a stress response from a trauma-related

disorder.
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4.1 The human stress response

Perceived threat activates coordinated autonomic, endocrine, cognitive, and behavioral systems
intended to support survival. Short-term responses can include increased heart rate, muscle tension,
hypervigilance, narrowed attention, rapid threat scanning, sleep disturbance, irritability, startle, somatic
symptoms, and difficulty integrating complex information. These responses may be intensified by
ambiguity because the brain has fewer stable cues for judging whether danger is present.

o Cognitive: intrusive thoughts, repetitive checking, reduced concentration, catastrophic forecasting,
difficulty tolerating ambiguity.

e Emotional: fear, anger, grief, awe, disbelief, relief, curiosity, shame, helplessness, or combinations of
these.

e Physiological: autonomic arousal, fatigue, sleep disturbance, appetite change, headache,
gastrointestinal symptoms.

e Behavioral: avoidance, reassurance seeking, compulsive information consumption, social
withdrawal, impulsive decisions, increased substance use.

o Interpersonal: conflict over interpretations, distrust, withdrawal, family role strain, or intensified
affiliation and mutual support.

4.2 Traumatic exposure versus severe distress

Diagnostic caution

Profound distress is not synonymous with PTSD. PTSD requires exposure to specific forms of actual or
threatened death, serious injury, or sexual violence, together with the required symptom pattern, duration,
and impairment. Learning extraordinary information, by itself, would not automatically meet the traumatic-
exposure threshold. [12]

If a disclosure event were accompanied by deaths, injury, violence, direct threat, withessing of
catastrophic events, or qualifying occupational exposure to aversive details, conventional acute-stress
and PTSD frameworks could become applicable. Clinical decisions should be based on the person's
actual exposure and symptoms, not on the cultural magnitude of the information.

4.3 Acute stress reactions

In the first hours to weeks, responders may see transient dissociation, derealization, intrusive imagery,
sleep disruption, irritability, fear, concentration problems, avoidance, somatic distress, or heightened
startle. The presence of these reactions does not by itself predict chronic PTSD. PFA should support
safety and functioning while clinicians monitor persistence, severity, and impairment.

4.4 Ontological Shock, Existential Disruption, and Meaning

Drawing on scholarship concerning ontological security and insecurity, ontological disruption, and
existential distress, PATH uses the term ontological stress as a practical preparedness construct for
distress that may arise when fundamental assumptions about reality, human identity, safety, meaning,
spirituality, the future, or the reliability of institutions are significantly challenged. A sudden or intense
form of this disruption may be experienced as ontological shock, potentially involving cognitive flooding,
derealization, hyperarousal, repetitive checking, or an urgent need to make sense of new information.
Unlike traumatic stress arising primarily from direct exposure to injury or threat, ontological stress may
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originate principally from disruption of worldview and meaning structures. These terms are descriptive
preparedness concepts, not psychiatric diagnoses, and do not imply that such reactions are inevitable or
pathological. [30, 31, 32]

Domains of Potential Ontological Stress and Helpful Responder Approaches

Domain

Possible disclosure-related

questions

Helpful responder stance

Reality

What is real? What can | trust?

present conditions.

Anchor to verified information and observable

Human identity

What does this mean about us?

conclusions.

Allow exploration without demanding immediate

Safety

Are my family and | in danger?

possibilities.

Separate current hazards from hypothetical future

Meaning/spirituality

Does this change my faith or purpose?

Respect diverse traditions; offer spiritual care when

desired.

Trust Who knew and why was this hidden? Acknowledge uncertainty and legitimate questions;
avoid speculation.

Future What happens next? Narrow the time horizon: today, this week, next

verified update.

Distinguishing Traumatic Stress, Ontological Disruption, and Adaptive Meaning-Making

Dimension

Traumatic stress

Ontological shock / existential

disruption

Adaptive meaning
response

Primary trigger

Actual or threatened severe harm
or qualifying traumatic exposure

Information that destabilizes basic
assumptions about reality, identity,
meaning, or trust

Profound new information
integrated without major
dysfunction

Common
features

Hyperarousal, intrusion,
avoidance, negative
mood/cognition, dissociation

Disorientation, derealization,
cognitive flooding, compulsive
meaning-making, distrust, worldview
conflict

Awe, curiosity, reflection,
spiritual/philosophical
exploration, revised priorities

Clinical question

What happened, what danger
remains, and what
symptoms/impairment followed?

Which assumptions were disrupted,
and how is that affecting safety and
functioning?

How can the person
integrate new meaning while
preserving relationships and
daily life?

Early response

Safety, stabilization, practical
support, monitoring, appropriate
trauma care

Orientation, sleep/routine, epistemic
humility, pacing of meaning-making,
social support

Support reflection, values,
dialogue, and ongoing
adaptation

Diagnostic status

May contribute to Acute Stress
Disorder (ASD)/posttraumatic
stress disorder (PTSD) when
criteria are met

Not a DSM/ICD diagnosis

Not a disorder
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4.4.1 Clinical features of ontological shock

e Asense that familiar reality no longer feels stable or predictable.

e Rapid shifts among disbelief, fascination, fear, awe, anger, grief, relief, or skepticism.

e Urgent attempts to resolve every implication immediately.

e Changes ininstitutional trust or a sense of betrayal if information is perceived as long withheld.

e Religious or spiritual reappraisal, including strengthening, questioning, or reorganization of beliefs.

e Conflict with family or peers whose interpretations differ.

e Derealization-like experiences or difficulty concentrating because ordinary tasks seem temporarily
insignificant.

e Compulsive news consumption, research, online debate, or reassurance seeking.

4.4.2 PFA response to ontological shock

e Do notrush philosophical resolution. Acute regulation comes before comprehensive meaning-
making.

¢ Name uncertainty directly: a person can function without possessing a final explanation.

e Anchor attention to what remains stable - relationships, responsibilities, values, physical
surroundings, and the next practical task.

e Support curiosity without reinforcing unsupported certainty or catastrophic extrapolation.

e Protect sleep and ordinary routines, which provide continuity while beliefs reorganize.

e |nvite culturally and spiritually congruent supports when the person wants them.

o Reassess if disorientation, hopelessness, psychosis, severe insomnia, or functional collapse
develops.

4.5 Risk and protective factors

Potentially increasing distress Potentially protective

Prior trauma or psychiatric vulnerability Stable relationships and practical support

Direct threat, injury, bereavement, displacement Clear, credible, repeated information

High uncertainty and conflicting messages Predictable routines and role continuity

Repeated graphic or alarmist media exposure Bounded media use and trusted sources

Social isolation or stigma Family, peer, school, community, faith support

Sleep deprivation and substance misuse Sleep protection, nutrition, exercise, medical continuity

Severe interpersonal conflict about meaning Tolerance for differing interpretations

Loss of institutional trust Transparent communication and visible corrective
action
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5. Crisis Communication, Information Ecology, and Media
Exposure

In an information-dominant crisis, communication is itself a psychological intervention. CDC Crisis and
Emergency Risk Communication (CERC) guidance emphasizes speed, accuracy, credibility, empathy,
acknowledgment of uncertainty, clear action steps, and commitment to future updates. [17]

5.1 The PATH five-part public message

1. What is known?

2. Whatis not known?

3. Is there an immediate safety concern?

4. What should people do now?

5. When and where will the next verified update appear?

This structure reduces the vacuum in which rumors grow. It also protects against false reassurance.
Statements such as 'there is absolutely nothing to worry about' should be avoided when evidence is
incomplete.

5.2 Media exposure

Research following collective trauma has found associations between high levels of repeated media
exposure and acute stress, and between graphic media exposure and later distress and functional
impairment. These findings do not prove that media exposure will have the same effects in a disclosure
scenario, but they support a precautionary 'stay informed, not immersed' approach. [18, 24]

Information hygiene

Use scheduled information checks, prioritize primary sources, turn off autoplay and repetitive alerts when
arousalrises, avoid unnecessary graphic content, verify before sharing, and do not use social-media
velocity as a proxy for truth.
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6. The Integrated PATH Framework: PFA + RAPID PFA (or
RAPID) + Five Recovery Principles

PATH proposes using three compatible layers. The Hobfoll principles define the outcomes to promote.
The NCTSN eight core actions define the intervention domains. RAPID PFA, or RAPID, provides a concise
sequence for an individual encounter.

Integrated PATH Psychological First Aid Model

Three compatible layers: desired outcomes, intervention domains, and the encounter sequence.
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FIVE RECOVERY PRINCIPLES

Safety « Calming + Self/Collective Efficacy + Connectedness + Hope
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-
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RAPID ENCOUNTER SEQUENCE

Rapport/Reflective Listening = Assessment — Prioritization — Intervention — Disposition
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M
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‘ Keep the person safe, regulated, connected, informed, and capable of taking the next appropriate action. |

Figure 2. Integrated PATH model: recovery principles, PFA core actions, and RAPID.

RAPID step

Closest PFA actions

Recovery principles
emphasized

Disclosure task

R - Rapport/
Reflective Listening

Contact & Engagement;
Connection

Connectedness; Calming

Establish trust; hear the person's actual
concern without endorsing speculation.

A - Assessment

Information Gathering; Safety &
Comfort

Safety

Determine risk, functioning, exposure,
needs, supports, and information
sources.

P - Prioritization

Stabilization; Practical
Assistance

Safety; Calming; Efficacy

Identify the most urgent solvable
problem and level of care.

| - Intervention

Stabilization; Practical
Assistance; Coping;
Connection

All five

Reduce arousal, solve immediate
problems, reconnect supports, improve
information quality.

D - Disposition

Linkage with Collaborative
Services

Efficacy; Connectedness;
Hope

Return to routine, arrange follow-up, or
refer/escalate based on need.
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One integrated question

At each encounter ask: What does this person need now to be safer, calmer, more capable, more
connected, and more able to move toward the next appropriate step?

7. The Eight Core PFA Modules Adapted for UAP Disclosure

1. Contact and Engagement
Goal: Initiate contact in a non-intrusive, compassionate manner and establish psychological safety.

Key practices:

e |ntroduce yourself, your role, and the limits of your knowledge of the situation.

e Ask permission before beginning a sensitive discussion.

e Usereflective listening; do not interrogate or debate.

e |fapersonreports an anomalous experience, focus first on distress, functioning, and safety rather
than adjudicating the event.

e Match language to culture, developmental level, disability needs, and literacy.

Suggested opening: "l can help you think through what is happening for you right now. We can separate

what is known, what is uncertain, and what would help most today."

2. Safety and Comfort
Goal: Reduce exposure to actual danger and restore a realistic sense of safety.

Key practices:

o Determine whether any official protective action is in effect.

e Correct dangerous rumors without humiliating the person.

e Reduce environmental stimulation when someone is overwhelmed.

e Support access to medications, food, sleep, transportation, caregiving, and communication.
e Use concrete time frames: "For tonight..." or "Until the next verified update..."

Avoid: promises that cannot be supported, dismissive reassurance, or catastrophic speculation.

3. Stabilization (if needed)

Goal: Help an overwhelmed or disoriented person regain enough regulation to participate in decisions.

Key practices:

e Orient to person, place, time, and immediate surroundings.

e Reduce stimulation and use a calm voice.

e |nvite, rather than force, grounding or paced breathing.

e Use sensory orientation: feet on the floor, name objects in the room, notice the temperature or touch
the chair.

e Limit complex explanations until arousal decreases.

e |f severe disorientation, dangerous agitation, psychosis, or medical concerns are present, escalate
toward greater support or interventions rather than continuing routine PFA.
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4. Information Gathering on Current Needs and Concerns
Goal: Identify the person's most important current needs and tailor the response.

Assess:

o Immediate safety and medical needs.

o Nature of exposure: information-only, direct event, bereavement, injury, occupational exposure.
e Current functioning: sleep, eating, self-care, work/school, caregiving.

e Distress: panic, dissociation, intrusive thoughts, anger, depression, substance use.

e Risk: suicidal or violent ideation, inability to maintain safety.

e Social supports and existing clinicians.

¢ |nformation environment: primary sources, social media, repeated graphic exposure.

Ask: "What is the hardest part of this for you right now?"

5. Practical Assistance

Goal: Convert global, unsolvable uncertainty into specific, manageable tasks.

Examples:

e Make a plan for tonight's sleep and news cutoff.

e Identify who will pick up a child from school.

e Help a person locate official updates.

e Help arrange access to or a refill of essential medication.

e Arrange transportation or childcare.

e Develop a plan for a difficult family conversation.

e Break an overwhelming problem into the next one or two actions.
Practical assistance is psychologically powerful because it restores agency.

6. Connection with Social Supports
Goal: Reduce isolation and strengthen protective relationships.

Key practices:
o |dentify at least one trusted person the individual can contact.
o Help families tolerate different interpretations and emotional tempos.

e Reconnect people with schools, workplaces, clinicians, community groups, and spiritual
communities when desired.

e Avoid forcing social contact when a brief period of quiet is adaptive.

e Monitor whether online groups are supporting coping or escalating fear and certainty around
unverified claims.

7. Information on Coping

Goal: Normalize common stress reactions and encourage adaptive coping.

Teach:

e Short-term sleep disturbance, worry, repeated questions, concentration problemes, irritability, and a
desire for information can occur during major uncertainty.
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Maintain meals, sleep routines, movement, medication adherence, work/school structure, and
supportive contact.

Reduce alcohol/drug use and avoid major irreversible decisions during peak arousal when possible.
Schedule media exposure rather than checking continuously.

Use grounding, paced breathing, brief relaxation, recreation, spirituality, or time in nature according to
personal preference.

8. Linkage with Collaborative Services

Goal: Connect the person to the level of support appropriate to their need.

Possible links:

Primary care or pediatric care.

Mental-health clinician.

School mental-health team.

Crisis or emergency services.

Social services, housing, disability, or language access.

Spiritual care.

Community organizations and verified or authoritative information sources.

Disposition should be explicit: who will do what, by when, and what signs mean the plan needs to change.

8. RAPID PFA (or RAPID) Applied to Disclosure-Related Distress

The Johns Hopkins RAPID PFA model organizes PFA into five steps: Rapport/Reflective Listening,
Assessment, Prioritization, Intervention, and Disposition. Curriculum-development and public-health
training studies support its feasibility, and small experimental studies have reported effects on short-term
anxiety/mood outcomes; however, UAP-specific use has not been studied. [7-11, 23]

RAPID PFA Encounter Flow

A concise sequence for moving from first contact to a clear disposition.

4 ™ 4 ™ ( — N\ 4 ™ 4 )
(R o (P 1 (D
Rapport &
Reflective =) | Assessment |mgp | Prioriti =p | Intervention |mp Disposition
Listening
Hear the concern; :fgi?;l'.f::;ggsr; What requires Stabilize * solve ¢ ROUt.'”;f;:?;“’."V‘Up
- b o
establish trust « supports attention first? connect ¢ inform emergency care
. J . J . J . J
Disposition must be explicit
Who will do what, by when, and what warning signs require escalation?

Figure 3. RAPID PFA encounter flow.
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8.1 R - Rapport and Reflective Listening

e Adopt a calm, respectful, nonjudgmental stance.

e Listen for the emotional meaning beneath the factual claim: fear, betrayal, grief, awe, uncertainty,
anger.

o Reflect content and feeling without validating what is unverified.

e Example: "You are hearing several different explanations, and the uncertainty is making it hard to
know what to trust."

e Avoid cross-examination, ridicule, premature reassurance, or a debate about cosmology.

8.2 A - Assessment

Use a focused PFA assessment, not a full diagnostic interview unless your role requires it.

Domain ‘ Questions

Safety Is there any immediate physical, medical, suicidal, violent, or neglect risk?

Function Can the person sleep, eat, care for self/dependents, attend school/work, and make basic
decisions?

Arousal Panic, dissociation, agitation, severe insomnia, autonomic symptoms?

Exposure Information-only? Direct event? Injury/death? Occupational exposure?

Meaning What does the person believe the event means for self, family, faith, future, or institutions?

Supports Who is available? Existing clinicians? School supports? Community/faith supports?

Information Which sources? How many hours? Graphic/alarmist material?

Vulnerability Prior trauma, psychosis, bipolar disorder, severe anxiety, substance use, neurocognitive or
developmental needs?

8.3 P - Prioritization

Prioritize danger before distress, severe dysfunction before philosophical meaning-making, and
immediate solvable needs before distant speculation.

Priority Example Action
1. Life/safety Suicidal intent, violence, severe medical issue Emergency response
2. Severe dysfunction Disorientation, dangerous psychosis, no sleep Urgent clinical/medical evaluation

with decompensation

3. Acute distress Panic, dissociation, overwhelming fear Stabilize, reduce stimulation, support
4. Practical disruption | Childcare, medication, work/school problem Problem-solving and linkage
5. Meaning/uncertainty | Existential, religious, philosophical questions Support reflective integration over time
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e Stabilize: grounding, orientation, paced breathing if welcomed, reduced stimulation.

e Reframe time horizon: move from 'What will happen to humanity?' to 'What do you need for the next

six hours?"'

e Correctinformation errors using primary sources and transparent uncertainty.

e Restore agency through one or two concrete tasks.
e Re-establish connection with trusted others.

e Protect sleep and reduce compulsive media exposure.

e Use clinical referral when symptoms exceed PFA scope.

8.4.1 A structured intervention menu

Intervention should be individualized. A responder generally selects the smallest number of actions

needed to reduce immediate distress and restore functioning rather than delivering every technique to

every person.

The Johns Hopkins RAPID model explicitly treats intervention as more than listening and referral. It includes
explanatory and anticipatory guidance, stress-management strategies, cognitive reframing, future
orientation/hope, interpersonal support, and a clear disposition. PATH adapts these tactics to disclosure-
related uncertainty while retaining the boundary that responders should not present speculative UAP

interpretations as facts. [10]

Intervention tactic

Explanatory guidance

PATH disclosure application

Give a simple, non-pathologizing
explanation for a stress reaction so the
person is less frightened by the reaction
itself.

Example responder language

“Your body may be reacting to
uncertainty as if it were an
immediate threat. That can make
thinking and sleeping harder.”

Anticipatory guidance

Prepare the person for common short-term
reactions and for what may happen next
without predicting pathology.

“You may notice repeated checking,
trouble concentrating, or strong
emotions for a while. We can watch
how this changes over the next few
days.”

Cognitive reframing

Shift from catastrophic certainty to a more
accurate, bounded appraisal.

“There are major unanswered
questions, but unanswered
questions do not by themselves
establish danger. Let us separate
what is known from what your mind
is predicting.”

Future orientation / hope

Restore a near-term future and sense of
continuity.

“You do not have to solve the
meaning of this tonight. Let us make
a plan for tonight, tomorrow
morning, and the next verified
update.”

Interpersonal support

Activate a trusted person, caregiver, peer,
teacher, clinician, or spiritual support when
desired.

“Who is one person you would want
with you or available by phone
today?”
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Decision protection

Intervention domain

Physiological regulation

Delay irreversible choices when acute
arousal is impairing judgment, unless safety
requires immediate action.

What the responder does

Lower stimulation; orient to
breathing/body/sensory cues if welcomed;
address hydration, food, medication, pain,
and sleep

“This may not be the best moment
for a permanent decision. Can we

protect the next 24-48 hours while
you regain sleep and perspective?”

Example language

"Your body is reacting as if
everything has to be solved right
now. Let us get you steadier first."

Cognitive orientation

Separate verified facts, unknowns,
interpretations, and rumors; narrow the time
horizon

"What do we know today, and what
are we filling in because we do not
yet know?"

Behavioral stabilization

Restore routine, sleep schedule, meals,
work/school structure, movement, and
ordinary tasks

"What part of tomorrow can stay
normal?"

Agency / problem solving

Choose one or two achievable tasks; assign
who will do what and when

"What is the next problem we can
actually solve?"

Information hygiene

Set scheduled update periods; mute alerts;
reduce graphic/alarmist material; identify
primary sources

"Let us choose when you will check
and which sources you will use."

Social connection

Identify a trusted person; reduce isolating or
escalating online exposure; support family
communication

"Who helps you feel more grounded
rather than more alarmed?"

Meaning and values

After stabilization, explore what the
information challenges and what values
remain intact

"Before deciding what this means
for everything, what still matters to
you today?"

Developmental/family support

Help caregivers and teachers give age-
appropriate facts, safety messages, and
routine

"What has your child actually heard,
and what do they need to know
today?"

Clinical escalation

Escalate/transfer when there is severe risk,
psychosis, mania, prolonged severe
insomnia, intoxication/withdrawal, or
inability to care for self/dependents.

"This has moved beyond what basic
PFA should manage. We need a
higher level of support now."

8.4.2 A 5-10-minute PFA intervention sequence

a A WON =

. Regulate: reduce arousal enough for the person to think and choose.

. Prioritize: select the one most urgent solvable problem.

create a sleep plan, or obtain clinical care.

(0]

. Link: identify who or what will support the person after the encounter.

. Connect: introduce role, slow the pace, and identify the person's immediate concern.

. Orient: clarify immediate safety and separate known facts from unresolved questions.

. Act: complete or plan a concrete step - contact support, reduce media exposure, arrange medication,

7. Close: summarize the plan, specify warning signs, and establish follow-up when needed.
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Intervention principle

Do not use PFA to force emotional disclosure, persuade the person to adopt the responder's worldview, or

resolve scientific and theological questions outside the responder's role. Effective early intervention often
looks modest: reduce arousal, restore orientation, solve a concrete problem, reconnect support, and
protect the next several hours.

8.5 D - Disposition

Every encounter should end with a clear next step. Possible dispositions range from return to routine with
self-care guidance, to scheduled follow-up, to referral, to emergency intervention.

RAPID closing check

1) Is the person safe? 2) Can the person function over the next several hours? 3) Do they know what
information source to use? 4) Do they know whom to contact if distress worsens? 5) Is follow-up needed?

9. Psychological Triage and Escalation

Triage is not diagnosis. Its purpose is to match the intensity of the response to the current risk and
functional impairment.

PATH Psychological Triage Pathway

Match response intensity to current danger, impairment, and support needs - not to the novelty of the disclosure itself.

s ~\
GREEN Expc.ected strt'ass Information e« routine ¢ support
Function largely intact
. Y
YELLOW Significant distress PFA/RAPID, targeted follow-up,
Anxiety, insomnia, decline. consider clinical consultation or referral
(@ i\
Severe impairment
ORANG E Disorganization, psychosis, Urgent clinical evaluation
inability to self-care
- J
G \
Immediate danger
RED Suicidal/homicidal intent, Emergency response
violence, medical danger J
-

( Triage is dynamic: reassess when risk, functioning, or verified information changes. )

Figure 4. PATH psychological triage pathway.
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Presentation

Concern, curiosity, repeated discussion, mild sleep
or concentration change; functioning largely intact

Response

Information, normalization, coping,
routine, social support

YELLOW -
Significant distress

Repeated panic, sustained insomnia, marked
rumination, school/work decline, escalating conflict
or avoidance

PFA/RAPID, targeted follow-up, consider
clinical consultation or referral

ORANGE - Severe
impairment

Severe dissociation, inability to care for self,
escalating substance misuse, psychotic symptoms,
prolonged near-total insomnia

Urgent professional evaluation;
medical/psychiatric assessment as
indicated

RED - Immediate
danger

Suicidal/homicidal intent, dangerous command
hallucinations, violence, severe disorientation,
inability to maintain safety

Emergency medical/psychiatric
intervention

9.1 Red flags that should not be managed by reassurance alone

e Suicidalintent, plan, recent attempt, or inability to maintain immediate safety.
e Specific homicidal intent or credible threats.

e Severe confusion, delirium, intoxication, withdrawal, or medical instability.
e Psychosis with dangerous behavior or inability to care for basic needs.
e Manic decompensation with severe sleep loss, impulsivity, or dangerous judgment.

o Child abuse/neglect risk or caregiver incapacity.
e Sustained inability to eat, sleep, hydrate, or perform essential self-care.

e Exposure to actual injury, death, violence, or threat requiring conventional trauma-informed

assessment.
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10. Developmental Response Across the Lifespan: Children,
Adolescents, and Adults

Development changes how people understand uncertainty, risk, authority, permanence, and abstract
concepts. NCTSN and SAMHSA guidance emphasizes age-appropriate explanation, reassurance through
adult presence, preservation of routine, attention to behavioral changes, and avoiding unnecessary
exposure to frightening media. [1, 14-16]

Developmental Response Across the Lifespan

The same information can have different meanings depending on cognitive development, roles, dependence, and life

stage.

Young child

Safety through
caregiver behavior
and routine

Brief facts «
reassurance ¢ play
* limit media

School-age

Concrete
consequences,
family and school
safety

Known/unknown
distinction °
routine ¢ simple
labels

Adolescent

Meaning, credibility,
peers, identity and
social media

Respect ¢ source
evaluation
autonomy +

support

Adult

Family roles, work,
trust, meaning and
decisions

Transparent facts
e agency ¢ protect
sleep/decisions

Older adult

Mortality, legacy,
health, historical
perspective

Do not assume
fragility » access «
continuity
meaning

Developmental rule

Match the explanation to the person’s developmental level - then check what they actually understood.

Figure 5. Developmental response across the lifespan.

10.1 Preschool and early childhood

Young children primarily read safety through caregiver behavior and routine. They may not understand
abstract concepts such as 'non-human intelligence' and may confuse fictional imagery with real-world
danger.

Possible reactions Adult response

Increase predictable presence and routine; use simple
reassurance.

Clinginess, regression, sleep problems, new fears

Answer briefly and consistently; repetition often regulates
uncertainty.

Repeated questions

Allow play unless dangerous; observe themes without
forcing interpretation.

Play involving frightening themes

Limit exposure; explain that online images may be old,
fictional, altered, or unrelated.

Confusion from media images
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Sample parent language - young child

"You may hear grown-ups talking about unusual things seen in the sky. Scientists are still studying what they
are. Right now, you are here with us, and we will tell you if there is anything you need to do. You can always
ask me questions."

10.1.1 PFA priorities for young children

e Regulate the caregiver first when possible; young children borrow their sense of safety from familiar
adults.

e Use one ortwo concrete sentences. Avoid abstract discussion of species, civilizations, government
secrecy, or catastrophic possibilities.

e Repeat the same simple safety message as often as needed.

o Preserve bedtime, meals, play, school/childcare, comfort objects, and familiar transitions.

e Limit overheard adult conversations and continuous news in the home.

e Allow play, drawing, and questions to express concerns without forcing a verbal explanation.

10.1.2 When to seek additional help

Consider pediatric or mental-health consultation when intense separation distress, severe regression,
persistent nightmares, marked aggression, prolonged inability to sleep, loss of previously established
functioning, or caregiver impairment substantially disrupts the child's daily life.

10.2 School-age children

School-age children can understand basic distinctions between known and unknown, but may fill
information gaps with fantasy, peer rumors, or social-media fragments.

School-age practice detail

Use concrete language and simple emotional labels. Ask the child to explain back what they understood
rather than asking only “Do you understand?” When distress is high, prioritize familiar adults, routine, play,
movement, food, sleep, and predictable transitions over prolonged discussion. Avoid dramatic words or
images that can inadvertently intensify fear. [1, 15]

e Askwhat they have already heard before giving a long explanation.

e Correct misinformation simply and without ridicule.

e Give concrete safety information.

e Expect questions about family safety, school, pets, and daily routines before philosophical questions.

e Protect sleep and reduce repeated exposure to dramatic videos.

e Watch for persistent school refusal, somatic complaints, nightmares, irritability, regression, or a
decline in concentration.

Sample parent language - school-age child

"Some official groups are studying reports of things that have not been fully identified. There may be lots of
rumors online. We are going to use reliable sources and tell you what we know. If something is unknown, it is
okay to say we do not know yet. Our plan for today has not changed."
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10.2.1 How school-age children may understand disclosure

School-age children increasingly understand cause and effect but still reason concretely. They may
interpret extraordinary public language literally and may overgeneralize from a dramatic image or rumor.
Questions such as "Can it come to our house?", "Will school close?", "Are you going to die?", or "Was
everyone lying?" often reflect a need for safety and trust more than a request for technical detail.

10.2.2 PFA priorities for school-age children

e Begin with what the child has heard and correct only the misinformation that matters now.

e Use the known/unknown distinction: "This is confirmed; this is still being studied."

e Give explicit permission to return to ordinary play, school, sports, and interests.

e Coordinate language across caregivers and school so the child is not receiving conflicting safety
messages.

e Monitor somatic complaints, school avoidance, concentration changes, irritability, peer conflict, and
repetitive reassurance seeking.

e Use short follow-up conversations rather than one overwhelming "big talk."

10.3 Adolescents

Adolescents can engage with scientific, ethical, political, religious, and existential implications, but they
may also encounter rapid misinformation, graphic content, social pressure, and polarized online
communities.

Adolescent practice detail

Speak respectfully and collaboratively. Adolescents may regulate with humor, memes, peer discussion,
skepticism, or intense information seeking. Ask about sleep, social-media exposure, hopelessness,
impulsive behavior, substance use, and conflict at home or school. Involve caregivers when appropriate
while preserving developmentally appropriate autonomy and privacy. [10, 15]

e Treat questions seriously and avoid condescension.

e Discuss source credibility and how to evaluate claims.

e Allow disagreement and independent meaning-making.

e Askabout sleep, social media, peer conflict, school functioning, hopelessness, and substance use.
e Do not assume apparent detachment means the adolescent is unaffected.

e Encourage normalroles, recreation, friends, school, sports, arts, and future plans.

Sample parent language - adolescent

"This may raise very big questions, and | do not expect either of us to have immediate answers. Let us
separate confirmed information from interpretation. | want to hear what you think, and | also want us to
protect sleep, school, and the parts of life that still matter while more is learned."

10.3.1 Adolescent developmental tasks under worldview disruption

Adolescence already involves identity formation, autonomy, moral reasoning, peer belonging, and
increasing skepticism toward authority. A disclosure event could become incorporated into these
developmental tasks. Some adolescents may engage deeply; others may use humor, memes,
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intellectualization, or apparent indifference as regulation. None of these responses should automatically
be interpreted as pathology.

10.3.2 PFA priorities for adolescents

Respect the adolescent's capacity for complex discussion while keeping factual uncertainty explicit.
Ask directly about social-media exposure, sleep, online conflict, frightening content, and whether

they feel pressured to take a position.
Protect autonomy by collaborating on media limits rather than imposing unexplained restrictions
when safety permits.
Reconnect the adolescent to future orientation: school, college, work, relationships, athletics, arts,
and personally meaningful goals.
Discuss how credible evidence differs from virality, screenshots, anonymous claims, synthetic media,
and group certainty.
Assess hopelessness, self-harm thoughts, substance use, dangerous risk-taking, severe isolation,
and major functional decline.

10.4 Adults

Adults may face simultaneous existential and practical burdens: protecting children, maintaining work,
supporting older relatives, managing finances, evaluating institutional information, and integrating
changes in worldview.

Normalize mixed emotions, including awe, fear, anger, curiosity, grief, relief, or skepticism.

Protect decision-making by reducing arousal before major choices.
Address relationship conflict when partners or family members interpret events differently.

Encourage bounded information seeking and preservation of sleep.

Assess caregiving capacity and occupational functioning.

Offer clinical or spiritual support when meaning disruption becomes persistent or disabling.

10.4.1 Adult PFA domains

Adult domain

Possible stress expression

PFA focus

Caregiving Fear for children, older relatives, dependents, Clarify plans, divide responsibilities, support
pets calm communication.
Work / role Difficulty concentrating; questioning whether Restore routine and role continuity;

ordinary work matters

temporary flexibility when needed.

Relationships

Conflict when partners or relatives interpret
disclosure differently

Support tolerance for different beliefs and
emotional tempos.

Institutional trust

Anger, betrayal, political preoccupation

Acknowledge legitimate questions; separate
verified facts from speculation; prevent
compulsive escalation.

Spiritual /
existential

Questioning faith, meaning, mortality, human
identity

Do not impose interpretation; connect
spiritual care if desired; pace meaning-
making.

Health behavior

Insomnia, alcohol/drug increase, missed
medication or appointments

Protect sleep, reduce substances, maintain
medical continuity.
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10.5 Emerging Adults

Emerging adults may experience disclosure through questions of identity, education, vocation, intimacy,
independence, and future planning. A worldview-changing event can temporarily make ordinary
milestones feel trivial or uncertain. PFA should help preserve agency without dismissing the person's
legitimate existential questions.

e Askwhether the event is altering school, career, relationship, financial, or relocation decisions.

e Encourage delaying irreversible decisions made during peak arousal when feasible.

e Supportvalues clarification: what matters even if the worldview changes?

e Monitor sleep reversal, social withdrawal, substance escalation, obsessive online immersion, or
abandonment of responsibilities.

e Use peer connection constructively while identifying online communities that intensify fear, certainty,
or isolation.

10.6 Adults in Parenting, Caregiving, and Leadership Roles

Many adults will be managing their own reaction while simultaneously serving as the emotional regulator
for children, patients, employees, students, or older relatives. PFA should explicitly recognize this dual
burden. The goal is not emotional perfection; it is sufficient regulation to communicate clearly, make safe
decisions, and avoid transmitting unfiltered fear to dependents.

e Help the adult separate private processing time from the communication needed for dependents or
staff.

o Create a brief script before difficult conversations so the adult does not improvise while highly
activated.

e Divide responsibilities among other adults where possible.

e Protect sleep and recovery time for caregivers and leaders, not only for those they support.

e Screen for guilt or perceived responsibility to have answers that no one currently possesses.

10.7 Older Adults

Older adults are not a homogeneous group. Some may respond with fear or health-related vulnerability;
others may bring historical perspective, resilience, spiritual resources, or a sense of wonder. Disclosure
could interact with themes of mortality, legacy, bereavement, family continuity, and life review.

e Ensure access to hearing, vision, medication, transportation, and understandable information before
interpreting distress as psychiatric.

e Do not assume digital access or comfort with rapidly changing online information.

e Explore whether the event activates prior war, disaster, loss, institutional, or religious experiences.

e Support connection with family and community while respecting the older adult's own interpretation.

e Screen acute confusion for delirium, medication effects, infection, metabolic illness, or other medical
causes.

e Use legacy and life-review themes constructively when the person finds them meaningful.
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10.8 Developmental comparison table

Primary concern Best communication style Key monitoring

Young child Immediate safety and caregiver Very brief, concrete, repetitive Sleep, regression, clinginess,
availability play, separation

School-age Family safety, school, rumors, Simple facts + known/unknown Somatic complaints,
concrete consequences distinction nightmares, school avoidance,

concentration

Adolescent Meaning, future, credibility, Collaborative, respectful, source- Sleep, hopelessness, isolation,
peer/social media narratives aware substance use, risk-taking
Adult Safety, family roles, trust, work, Transparent, practical, nuanced Function, relationships,
meaning substance use, sustained
symptoms

11. Parent/Caregiver and Teacher/School Communication
Protocols

11.1 The parent conversation sequence

. Regulate yourself first. Children use adult behavior as a cue for danger.

. Ask what the child has heard. Do not assume you know what they believe.
. Correct only the most important misinformation.

. State what is known in age-appropriate language.

. Name what is not known without making uncertainty frightening.

. Give a direct safety message based on current facts.

. Invite questions and feelings; do not force discussion.

. Protect routine, sleep, school attendance, meals, and ordinary activities.

. Set media boundaries together.

= ©O© 00 N O O b W N =

0. Revisit the conversation as information changes.

11.2 What parents should avoid

Avoid Instead

'Nothing bad can happen.' 'Right now, we have not been told to change our safety plan.
If that changes, | will tell you.'

Lengthy speculative explanations Short answers matched to the child's question
Mocking fear or unusual questions Curiosity and calm correction

Continuous television/social media in the Scheduled family updates from trusted sources
background
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Avoid Instead

Forcing a child to talk Make availability clear and revisit later

Adult arguments about disclosure in front of Move high-conflict discussion away from children
younger children

11.3 Teacher and school protocol

Schools should use coordinated messaging. Individual teachers should not be placed in the role of
independently interpreting evolving UAP claims. Psychological First Aid for Schools supports practical
assistance, reduced distress, adaptive coping, and coordinated school-community response. [15]

Schools often resume routine quickly after community emergencies and may become a primary source of
stability, credible information, and psychosocial support. Teachers and school staff do not need to become
therapists to contribute: calm presence, accurate information, recognition of concerning changes,
predictable routines, practical assistance, and linkage to school mental-health staff are meaningful PFA
functions. [15]

1. Receive a district/school fact sheet before speaking to students when possible.

N

. Use a brief classroom opening that states what is known, unknown, and whether any school safety
procedures have changed.

. Allow questions but establish boundaries: the classroom is not a live rumor-analysis forum.
. Correct misinformation without shaming students.

. Maintain academic structure with reasonable flexibility for acute distress.

3
4
5
6. ldentify students who need individual support rather than processing severe distress in front of peers.
7. Coordinate with school psychologists, counselors, nurses, administrators, and parents.

8. Document significant safety or mental-health concerns according to school policy.

9. Avoid showing graphic, sensational, or unverified material.

1

0. Reassess after major information updates.

Sample elementary classroom language

"You may have heard people talking about reports of unusual things that experts are studying. There is a lot
we do not know yet. Our school safety plan has not changed today. If we receive important new information,
adults here will explain it. You can ask questions, and it is also okay to focus on our normal school day."

Sample middle/high school language

"There is verified information, interpretation, and speculation circulating at the same time. Our job in school
is to distinguish those categories, use credible sources, and keep our routines functioning. You may have
strong reactions or questions. If this is interfering with your ability to manage the day, please tell an adult so
we can support you."
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11.4 Classroom discussion rules

e Facts and hypotheses must be labeled differently.

e Noridicule of belief, skepticism, religion, or reported experience.

e No graphic or disturbing media sharing.

e Students may pass rather than speak.

e Teachers redirect conversations that become escalating or adversarial.
o Individual mental-health concerns move to private support.

12. Special Populations and Complex Presentations

12.1 People reporting prior UAP/anomalous experiences

Some individuals may experience relief, validation, anger, grief, renewed fear, or increased urgency to
disclose previous experiences. Responders should not automatically affirm or reject the person's
interpretation. Assess current distress, functioning, safety, and the meaning attributed to any new public
information.

12.2 Psychosis, mania, and severe mental illness

Publicly verified information must be distinguished from idiosyncratic beliefs. A real public event does not
make every associated belief accurate. Clinicians should assess thought process, conviction, behavioral
consequences, sleep, mood elevation, hallucinations, command content, and safety using ordinary
clinical standards.

12.3 Prior trauma and PTSD

A disclosure event may reactivate prior themes of danger, helplessness, institutional betrayal, death, or
loss even when the new event itself is not traumatic exposure. Use trauma-informed pacing and avoid
unnecessary forced retelling.

12.4 Neurodivergent individuals and people with intellectual/developmental
disabilities

e Use concrete language and visual schedules.

e Reduce sensory overload and repetitive alerting.

e Preserve routines when possible.

e Check comprehension rather than assuming agreement means understanding.
e Include familiar caregivers/support staff and established accommodations.

12.5 Older adults

e Protect medication continuity, hearing/vision access, transportation, and social contact.
e Avoid assuming technological access to primary information sources.

e Screen for delirium or medical causes when confusion is acute.

e Use familiar routines and trusted relationships.
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12.6 First responders, military, healthcare, educators, and journalists

These groups may experience both public exposure and occupational exposure, high information load,
moral conflict, repeated aversive material, or pressure to appear unaffected. Organizations should rotate
workload, protect sleep, provide peer support and confidential clinical access, and clarify role
boundaries.

12.7 Spiritual and religious communities

Disclosure could be interpreted through theological or spiritual frameworks. PFA should neither promote
nor undermine a tradition. When desired, clergy or spiritual-care providers can support meaning, ritual,
community connection, grief, and existential integration.

12.8 Clinical Differentiation Under Extraordinary Public Conditions

A real public event can change the factual background of a clinical presentation without validating every
interpretation attached to it. Clinicians should continue to assess reality testing, function, risk, symptom
pattern, and behavioral consequences using ordinary standards.

Presentation Key distinction PFA / clinical response
Psychosis Public confirmation of one fact does not validate | Maintain medication/psychiatric continuity;
unrelated private delusional elaboration assess hallucinations, thought disorder,

behavior, and safety; urgent care when needed.

Mania Excitement about disclosure is not mania; Protect sleep; reduce stimulation; psychiatric
decreased need for sleep, pressured speech, evaluation if syndrome emerges.
grandiosity, impulsivity, and functional change
may be

OCD Research can become compulsive Limit rituals; tolerate uncertainty; use
checking/reassurance rather than information established OCD treatment principles when
seeking indicated.

Panic Body sensations may be interpreted as evidence | Grounding, paced breathing if useful, threat
of immediate external danger clarification, sleep restoration, treatment

referral if persistent.

PTSD / prior New information may activate old threat, Trauma-informed pacing, safety, monitor
trauma betrayal, death, or helplessness schemas symptoms, evidence-based trauma care if
without being a new Criterion A trauma needed.
Suicidality Existential disruption can amplify hopelessness Standard suicide risk assessment and
in vulnerable people appropriate level of care; do not attribute risk

solely to "disclosure."
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13. Operational Phases: Preparedness Through Long-Term

Integration

Phase Time frame Primary objectives

0 - Preparedness | Before event Train responders; develop scripts; referral map; school/parent materials; crisis
communication plan; exercises

1 - Initial First hours Safety, orientation, stabilization, known/unknown messaging, rumor control

2 - Acute 24-72 hours PFA surge; triage; practical assistance; support schools/families; protect sleep
and information hygiene

3 - Early Days 4-30 Restore routines; monitor persistent impairment; targeted care; community

adaptation dialogue

4 - Recovery 1-6 months Treat emerging disorders; rebuild trust; support meaning; evaluate inequities
and service gaps

5 - Integration Long term Education, research, cultural/spiritual integration, policy learning, community
resilience

13.1 Preparedness activities

o Create pre-approved public messages that can be updated rapidly.

e Train mental-health, healthcare, school, faith, and community personnel in basic PFA.

o Establish areferral directory and escalation pathways.

e Develop multilingual and disability-accessible materials.

e Plan for misinformation monitoring without amplifying rumors.

e Prepare parent and teacher materials before demand peaks.

e Conduct tabletop exercises using multiple disclosure scenario types.

e Develop surge plans for hotlines, telehealth, school mental-health teams, and emergency
departments.

13.2 Psychological Surge Capacity

A disclosure event could create a surge in questions, anxiety, school concerns, employee distress,
hotline contacts, telehealth requests, and emergency presentations even when most people do not
require psychiatric treatment. Surge planning should therefore expand access to low-intensity support
while preserving specialist capacity for high-risk cases. Postdisaster literature emphasizes workforce
development, needs assessment, stepped interventions, and access across community systems. [28]

Continuity during surge operations

High-volume response should minimize repeated retelling. When a provider cannot continue, use a direct
handoff whenever possible: introduce the next helper, summarize only the information needed for
continuity, identify the next action, and tell the person how to reconnect. This reduces the experience of
being passed from one unfamiliar responder to another. [1]
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Surge capacity as a force multiplier

Large-scale events can generate psychological demand that exceeds the number of licensed clinicians
available. RAPID PFA literature describes structured training of peers, paraprofessionals, public-health
personnel, educators, and emergency-services personnel as a way to expand psychological support
capacity. PATH recommends a tiered system: broadly trained PFA providers handle basic support and
identification; mental-health professionals supervise, consult, and manage higher-acuity cases; emergency
services manage immediate danger. [8, 10]

Psychological Surge-Capacity Model

Use the least intensive effective level of support while preserving rapid access to higher-acuity care.

Tier 4 - Emergency
Immediate danger / medical-psychiatric

emergency

Tier 3 « Clinical

Severe impairment / formal assessment and treatment

Tier 2 » Targeted PFA H

Significant distress / trained PFA providers + consultation

Tier 1 » Universal support

Accurate information = routine = family/school/community support

( Li d clinici. remain ated where tr , or emergency judgment is required. )

Figure 6. Tiered psychological surge-capacity model.

Tier Population Response ‘ Typical personnel
Tier 1 - Universal General population Clear risk communication, coping Public health,
Support guidance, media hygiene, normalizing communications,
diverse reactions PATH/community
partners
Tier 2 - Targeted Mild/moderate to significant Brief PFA, orientation, support, Trained healthcare,
PFA distress; practical needs practical problem solving, referral school, community,

crisis-line, chaplain,
responder staff

Tier 3 - Clinical Persistent/significant/severe Focused assessment, brief clinical Licensed mental-health
impairment or high vulnerability intervention, monitoring, treatment and medical
planning professionals
Tier 4 - Emergency Danger, most severe impairment, Emergency psychiatric/medical Emergency services,
psychosis, mania, medical evaluation and higher level of care hospitals, crisis teams,
instability psychiatry
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13.3 Surge operations: what organizations should pre-plan

e |eadership and incident structure: designate who owns clinical guidance, public messaging, staff
support, referral coordination, and data monitoring.

e Just-in-time PFA training: prepare short role-specific refreshers for educators, healthcare staff, crisis
lines, clergy, and community partners.

e Single-source messaging: issue a shared known/unknown/action update so frontline staff is not
improvising scientific explanations.

e Triage lanes: separate routine information/support requests from clinical assessment and emergency
risk.

e Telehealth and hotline expansion: pre-identify platforms, staffing pools, scripts, documentation
expectations, and backup coverage.

e Vulnerable-person outreach: identify patients, students, residents, or staff who may need proactive
contact based on existing risk - not on speculative assumptions.

e Referral gueue management: track referrals, failed linkages, wait times, and escalation criteria rather
than handing out lists without follow-through.

e Shift protection: cap high-intensity exposure, use handoffs, rotate media-monitoring roles, and
preserve sleep.

e Cross-system coordination: link schools, healthcare, emergency management, community
organizations, and spiritual care resources.

e After-action review: measure demand, bottlenecks, adverse events, responder strain, and
communication failures.

Surge principle

Do not route every distressed person into specialty mental-health treatment. Build a wide front door for
information, support, and PFA; a narrower pathway for targeted clinical care; and a rapid lane for
emergencies. This protects both the public and the clinical workforce.

14. Responder Training, Roles, Self-Care, and Responder
Reactivity

14.1 Minimum responder competencies

e PFA principles and scope

e RAPID sequence

e Psychological triage and emergency escalation

e Reflective listening and nonjudgmental engagement

e Grounding and basic stabilization

e Developmental communication

e Crisis risk communication and misinformation management
e  Cultural humility and spiritual sensitivity

o Role boundaries and referral procedures
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e Self-monitoring and team support

14.2 Responder self-care is operational readiness

Responders will be exposed to the same information as the public while carrying additional responsibility.
Fatigue, fascination, fear, moral conflict, and family concerns can degrade judgment. Supervisors should
normalize rotation, protected sleep, peer consultation, breaks from media monitoring, and access to
confidential care.

Pre-deployment self-check

Before high-intensity PFA work, providers should consider their current physical and emotional health,
recent losses or major stressors, family obligations, medication needs, tolerance for chaotic settings, and
access to supervision. Provider readiness is part of service safety, not an optional wellness extra. [1, 10]

Provider strain pattern What it can look like Operational response

Secondary traumatic stress Intrusive recollections of others’ Reduce unnecessary exposure;
distress, avoidance, irritability, sleep | supervision/peer consultation; rest;
disruption, heightened arousal clinical support if persistent

Burnout Cumulative exhaustion, reduced Workload correction, protected time
empathy, cynicism, reduced work off, role clarity, staffing relief

satisfaction

Compassion fatigue Combined emotional/physical Rotation, boundaries, recovery time,
depletion associated with prolonged | peer support, reconnect with
empathic helping meaningful non-work roles

Shared-event responder reactivity Responder’s own fear, fascination, Self-check, consultation, epistemic
skepticism, anger, or spiritual neutrality, step out of role if unable to
reaction shapes the encounter remain regulated

Watch for ‘ Organizational response

Sleep loss and cognitive errors Shorter shifts, protected rest, task rotation

Compulsive monitoring Scheduled monitoring teams and handoffs

Overidentification or rigid certainty Peer review, supervision, role clarification

Emotional numbing or irritability Breaks, support, reduced exposure

Family strain Flexible scheduling and family communication resources

Secondary exposure to disturbing content Limit unnecessary viewing; clinical support when needed
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14.3 The Responder Is Inside the Event

A disclosure scenario is unusual because the responder may be processing the same historic information
as the person receiving help. The provider does not stand psychologically outside the event. Fear,
disbelief, excitement, vindication, fascination, anger, spiritual disturbance, avoidance, or rescue
impulses can alter listening, risk assessment, reassurance, boundaries, and clinical judgment. The goal is
not to eliminate the responder's reaction; it is to recognize and manage it so that the recipient of PFA is
not required to carry it. [27]

14.4 Shared-event responder reactivity and responder-bias warning signs

e Debating the recipient instead of assessing safety and functioning.

e Imposingthe responder's skepticism, belief, spiritual explanation, political narrative, or catastrophic
interpretation.

e Usingthe recipient for reassurance, validation, information, or emotional processing.

e Avoiding the topic entirely because the responder cannot tolerate uncertainty.

e Over-reassuring in order to reduce the responder's own fear.

e Becomingfascinated with UAP content at the expense of the person's actual needs.

e |osingthe ability to say, "l do not know."

e Working while sleep-deprived, overexposed to media, or too activated to make sound decisions.

Provider self-check

Before difficult encounters ask: Am | regulated enough to be useful? Am | trying to calm this person or

myself? Am | seeking certainty that does not exist? Am | imposing my interpretation? Can | tolerate a
reaction that is different from mine? Do | need consultation or relief from duty?

14.5 Consultation and supervision during a surge

Organizations should schedule brief recurring consultation during the acute phase. Meetings should be
operational rather than purely exploratory: review high-risk cases, clinician reactions, boundary drift,
misinformation, vulnerable populations, psychiatric consultation needs, spiritual or ideological
imposition, referral bottlenecks, and staff fatigue. Peer consultation can also identify when a provider is
too activated or overinvested to continue in a particular role safely.

14.6 Provider self-care protocol

Domain Minimum protective practice

Sleep Protect adequate off-duty sleep; avoid consecutive high-intensity shifts when possible.

Media dose Do not personally monitor every feed; use assigned monitoring roles and scheduled
briefings.

Physiology Hydration, meals, movement, medication adherence, and breaks are operational
necessities.
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Domain Minimum protective practice

Boundaries Do not use clients/patients/students to process the provider's own reaction.

Peer support Use supervision, consultation, buddy checks, and handoffs.

Family/home Create protected time to communicate with one's own family and attend to dependent
needs.

Role rotation Alternate high-arousal tasks with lower-intensity functions when staffing allows.

Escalation Seek confidential professional support when distress, insomnia, impairment, or intrusive
preoccupation persists.

15. Ethical, Cultural, Spiritual, and Scientific Considerations

15.1 Epistemic neutrality

Responders should neither ridicule extraordinary claims nor present unverified interpretations as fact. A
useful stance is: validate the person's emotional experience, remain neutral about uncertain causal
claims, and anchor decisions in observable safety and functioning.

15.2 Avoiding pathologization

Fear, awe, spiritual questioning, anger at institutions, or intense curiosity may be understandable
reactions to extraordinary information. Diagnosis requires established criteria, clinically significant
symptoms, and appropriate assessment.

15.3 Cultural and spiritual humility

Different communities may interpret the same disclosure through scientific, religious, Indigenous,
philosophical, political, or experiential frameworks. Response systems should not require a single
worldview as a condition of receiving support.

15.4 Scientific integrity

The guide's psychological recommendations are independent of any conclusion about the origin of UAP.
NASA's current position emphasizes limited high-quality UAP data and the need for rigorous scientific
inquiry. [19-20]

15.5 Privacy

Do not pressure individuals to publicly report anomalous experiences, mental-health histories, or
spiritual interpretations. Collect only information needed for safety, care, or authorized research and
follow applicable privacy standards.
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16. Evaluation, Research, and Quality Improvement

Because UAP-specific PFA has not been empirically tested, any real-world implementation should
include transparent evaluation while protecting participants and avoiding interference with emergency
response.

16.1 Suggested program outcomes

Domain Possible indicator

Safety Percentage receiving accurate protective guidance; emergency escalations completed
Function Return to school/work/caregiving; reduction in missed essential activities

Distress Brief validated distress/anxiety measures where appropriate

Connection Access to family/community/clinical supports

Information Use of verified sources; reduction in harmful rumor reliance

Equity Access by language, disability, age, geography, and socioeconomic status

Referral Successful linkage and follow-up completion

Responder health Fatigue, turnover, secondary stress, supervision utilization

16.2 Research priorities

e How do information-only paradigm shifts differ psychologically from conventional disasters?
e Which groups are most vulnerable to persistent impairment?

e How do media dose, graphic content, and algorithmic amplification affect distress?

e What communication strategies best preserve trust under radical uncertainty?

e How do children and adolescents understand disclosure at different developmental stages?
e Whatrole do religious/spiritual communities play in adaptation?

e  Which PFA components are most useful, and for whom?

e How should public systems distinguish ontological distress from trauma-related disorders?

17. Conclusion

The purpose of psychological preparedness is not to predict panic and not to presume that extraordinary
information is dangerous. It is to prepare institutions to respond competently if uncertainty, fear,
worldview disruption, or conventional traumatic exposure creates significant distress.

PFA provides a practical starting point because it prioritizes safety, stabilization, functioning, connection,
and appropriate linkage. RAPID adds a concise encounter-level structure. Psychotraumatology adds
diagnostic and scientific discipline. Developmental and school guidance extends support to children and
adolescents. Crisis communication reduces avoidable uncertainty and rumor.
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PATH guiding principle

People do not need to resolve every scientific, philosophical, political, or spiritual question immediately to remain
safe, connected, and functional. Good psychological response creates the conditions in which adaptation and
meaning can unfold over time.
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Appendices: PATH Worksheets, Checklists, and Quick-
Reference Tools

The following tools are original PATH preparedness worksheets, informed by the PFA, RAPID PFA, disaster
behavioral health, and crisis communication literature. They are not validated diagnostic instruments.

Appendix A. RAPID PFA Encounter Worksheet

R - Rapport / Reflective Listening

What is the person most concerned about?

Reflect the concern in one sentence:

What emotion or meaning is most prominent?

A - Assessment

Immediate safety/medical risk:

Functioning (sleep, food, self-care, work/school, caregiving):

Exposure type:

Supports:

Information sources/media load:

Meaning / ontological concerns (identity, religion/spirituality, mortality, institutional trust, future):

P - Prioritization

Most urgent problem:

Triage level: GREEN / YELLOW / ORANGE / RED

What can be addressed in the next 1-6 hours?

| - Intervention

Stabilization used:

Practical assistance:

Information correction/clarification:

Social support activated:

Coping plan:
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D - Disposition

Return to routine / follow-up / referral / emergency evaluation

Who will follow up?

When?

What warning signs require escalation?
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Appendix B. Disclosure-Related Needs and Triage Form

Domain No/Low Moderate High Notes
Immediate safety concern (0] (0] (0]
Medical need (0] (0] (0]
Panic/arousal (0] (0] (0]
Dissociation/confusion (0] (0] (0]
Sleep disruption (0] (0] (0]
Functional impairment (0] (0] (0]
Suicidal/violent risk (0] (0] (0]
Substance use escalation (0] (0] (0]
Family conflict (0] (0] (0]
Media/information overload (0] (0] (0]
Child/caregiver concern (0] (0] (0]
Need for spiritual support (0] (0] (0]

Overall triage: GREEN YELLOW ORANGE RED

Immediate action:

Referral/follow-up:

Appendix C. Eight PFA Modules Checklist

Core action Completed / notes

1. Contact & Engagement

O Introduced role; permission; calm nonjudgmental contact

2. Safety & Comfort

O Actual hazards clarified; comfort/basic needs addressed

3. Stabilization

O Grounding/orientation if needed; severe impairment escalated

4. Information Gathering

O Safety, function, exposure, needs, supports, information sources assessed

5. Practical Assistance

O One or two concrete problems addressed

6. Social Supports

O Trusted person/community support identified

7. Coping Information

O Normalreactions, sleep, routine, media boundaries discussed

8. Collaborative Services

O Disposition and referral plan made
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Appendix D. Parent-Child Conversation Planner

Child/adolescent age:

What has my child already heard?

What information is verified?

What remains unknown?

What is the most important safety message for today?

What question is my child actually asking?

What media limits will we use?

What routines need protection?

What changes in sleep, behavior, school, or mood will | watch?

Who can help if my child becomes significantly distressed?

Appendix E. Parent Language by Developmental Level

Age Helpful language Avoid
Preschool "Grown-ups are studying something unusual. You are with us, and Abstract cosmology,
we will keep taking care of you." frightening images, repeated
adult debate
Elementary "There are things experts know and things they are still checking. Overloading with details;
Our plan today is the same." pretending uncertainty does
not exist
Middle school "Let us check the source together and separate facts from Mocking online questions;
guesses." unrestricted doom-scrolling
High school "You may have strong ideas about what this means. We can Demanding agreement;
discuss them while still protecting sleep, school, and reliable dismissing existential or
information." spiritual questions
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Appendix F. Family Coping and Media Plan

Plan area Family decision

Primary information sources

Times we will check updates

Phones/screens off by

What younger children will not view

Normal routines we will protect

People we will contact for support

Calming/grounding activities

Signs we need professional help
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Appendix G. Teacher/Classroom Response Card

Before class

Review official school message. Clarify whether safety procedures changed. Know where to refer
distressed students. Do notrely on social media as your briefing source.

During class

State known/unknown/safety information briefly. Invite questions. Correct misinformation without
humiliation. Do not show graphic or unverified material. Maintain routine. Offer a private pathway for
students needing support.

After class

Refer significant concerns. Document according to policy. Communicate with school mental-health
staff/administrators. Reassess after major updates.

Students of concern / notes:

Appendix H. Developmental Warning Signs and Escalation Table

Common short-term reactions Consider additional help when...
Young children Clinginess, regression, sleep changes, repetitive | Severe/persistent regression, inability to
play/questions separate, sustained sleep disruption, loss of
function
School-age Worry, nightmares, somatic complaints, School refusal, persistent functional decline,
concentration problems severe fear, aggression, depressive symptoms
Adolescents Irritability, debate, withdrawal, repeated media Hopelessness, self-harm, substance
use, sleep shift escalation, dangerous risk-taking, marked
isolation
Adults Worry, insomnia, rumination, irritability, Persistent impairment, severe panic,
information seeking psychosis, substance misuse, inability to care
for self/dependents
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Appendix I. Public Communication Message Builder

The five-part PATH public message can be expanded with additional fields for empathy, behavioral
cautions, and rumor correction when needed.

1. What is known (2-3 sentences):
2. What is not known:

3. Immediate safety implications:
4. What people should do now:

5. What people should not do:

6. Next update time/source:

7. Empathy statement:

8. Rumor likely to require correction:

Appendix J. Program Evaluation and After-Action Worksheet

Question Rating / notes

Were public messages timely, accurate, and consistent?

Were unknowns acknowledged clearly?

Did families and schools receive age-appropriate materials?

Were high-risk people identified and referred?

Were services accessible across language/disability groups?

Was misinformation corrected without amplification?

Were responder workloads and sleep protected?

Which PFA/RAPID elements were most useful?

What unintended effects occurred?

What should be revised before the next exercise/event?
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Appendix K. PATH PFA Provider Self-Monitoring Checklist

[0 | am sufficiently regulated to provide calm, accurate support.

| can distinguish what is verified from what | personally believe or suspect.

| can say "l do not know" without filling uncertainty with speculation.

I am not using the person receiving PFA to reassure or validate me.

| can tolerate a reaction or worldview that differs from mine.

I am not imposing a skeptical, spiritual, political, catastrophic, or celebratory interpretation.
I am monitoring my own sleep, media exposure, physiological stress, and family needs.

I remain focused on safety, functioning, practical needs, and appropriate linkage.

I know when the presentation exceeds PFA and requires clinical or emergency care.

Oooooooooao

| have consultation or backup available if my own reaction becomes clinically relevant.
Provider notes / action needed:
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Appendix L. Immediate Crisis Stabilization Techniques

Immediate Crisis Stabilization Ladder

Gradual movement from safety and orientation to the individual's self-regulation and choice.
Stop and escalate toward more support when medical or psychiatric danger is present.

[o SAFETY Check medical danger, suicidality, violence, severe confusion )
[o ORIENT Name place, time, people, and immediate facts )
[o REDUCE STIMULATION Move to quieter space; lower information load )
[o GROUND Feet, chair, sensory cues, simple present-focused attention )
[e PACE BREATHING Gentle slower breathing only if comfortable; avoid overbreathing ]
[6 RESTORE CHOICE One next action, one support person, one information source )

( PFA is supportive stabilization - not a substitute for emergency medical or psychiatric care. )

Figure 7. Immediate crisis stabilization ladder.

Purpose. This appendix gives PFA providers concrete, step-by-step methods for helping a person who is
acutely overwhelmed, panicky, dissociated, confused, agitated, or unable to organize the next safe
action. These techniques are supportive stabilization measures, not psychotherapy and not substitutes
for emergency medical or psychiatric care. They are consistent with the PFA emphasis on safety, calming,
orientation, practical support, and protection from further harm. [1, 3]

Scope and safety boundary

Use the least intrusive intervention that is likely to help. Ask permission whenever practical. Keep the person
physically safe, preserve dignity, and avoid unnecessary touch.

Do not use physical restraint, seclusion, medication administration, or other coercive procedures unless you are
specifically trained, authorized, and operating under applicable professional or institutional protocols.

New chest pain, fainting, severe shortness of breath, seizure, stroke-like symptoms, significant injury,
intoxication/withdrawal, delirium, or other possible medical emergencies require medical evaluation rather than
continued PFA.

L.1 Safety and the First 60-Second Stabilization Sequence

1. Check immediate danger. Is there an environmental hazard, injury, medical emergency, suicidal or
violent behavior, or inability to remain safe?

2. Orient and establish contact. Use a calm voice, short sentences, and one question at a time; identify
who the person is, where they are, and what is known about immediate safety.

3. Reduce stimulation. Move away from crowds, alarms, graphic media, loud discussion, and
unnecessary observers when this can be done safely.

4. Ground in the present. Use feet-on-floor, a chair, neutral objects, or other simple sensory cues to
reconnect attention with the immediate environment.

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com



PATH | UAP Disclosure Psychological First Aid Field Guide §5(Q

5. Pace breathing if accepted and helpful. Invite gentle, slower breathing, not bigger breaths; stop if it
causes dizziness, tingling, light-headedness, or more panic.

6. Restore choice and identify the next concrete need. Offer one or two manageable options: water, a
chair, contacting family, a quieter area, or verified information.

7. Reassess. Is the person more organized and able to make decisions? If not, escalate to an appropriate
clinical, psychiatric, medical, or emergency response.

L.2 Orientation: Reconnecting the Person to the Present

Orientation is especially useful when a person appears confused, dissociated, derealized, overwhelmed
by catastrophic imagery, or unable to distinguish immediate conditions from feared future possibilities.
NCTSN PFA guidance recommends helping an overwhelmed person identify who they are, where they are,
what is happening, and features of the immediate surroundings. [1]

Step

1. Establish contact

Provider action

Get at the person's level when appropriate;
speak slowly; avoid rapid questioning.

‘ Example language

“I'm here with you. My name is . I'm going to help you
focus on whatis happening right now.”

2. Person Check basic identity without turning the “Canyou tell me your name?”
interaction into a test.

3. Place Name the setting and invite the person to “We are in the school counseling office. You are sitting in a
notice it. chair next to the window.”

4.Time Give simple temporal anchors. “Itis Thursday evening. We are dealing with the information

that was released today.”

5. Present facts

Separate present reality from feared
possibilities.

“Right now, there is no evacuation order for this area. We will
use official updates if that changes.”

6. Body/environment

Invite noticing physical contact with the
present.

“Feelyour feet on the floor and the chair supporting you. Look
around and tell me three ordinary things you see.”

7. Next step

Narrow attention to one manageable action.

“For the next ten minutes, our job is just to help your body
settle and decide who you want with you.”

If the person cannot orient

Persistent inability to identify self/place, severe confusion, fluctuating consciousness, new neurological symptoms, or
rapidly worsening disorganization may indicate a medical, psychiatric, substance-related, or neurological emergency.
Do not assume the presentation is “just anxiety.”
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L.3 Reduce Stimulation: Lowering Environmental and Information Load

Acute distress can be intensified by sensory overload, crowding, repeated alarming media, rapid
questioning, and conflicting information. Reducing stimulation means lowering unnecessary
environmental, social, and informational demands while preserving safety, connection, and access to
support. Itis notisolation or seclusion.

Reduce stimulation - step by step
1. Move to a quieter, safer setting when practical. Increase distance from alarms, crowds, graphic
displays, heated discussion, and unnecessary observers.

2. Reduce the number of people engaging the person. When possible, one responder takes the lead while
others step back.

3. Lower verbal demand. Use one short sentence or question at a time, speak at a calm pace, and allow
extra time for responses.

4. Limit repeated exposure to distressing information. Pause live feeds, replayed footage, social media,
and speculative discussion; identify one verified information source.

5. Adjust sensory input without creating isolation. Reduce harsh light or noise when feasible, avoid
unexpected touch, and respect sensory accommodations or reduced eye contact.

6. Preserve choice. Ask what would help most: a quieter place, one support person nearby, water,
headphones, or a brief pause before talking.

7. Reassess. If organization improves, continue to grounding or paced breathing as needed and then
identify the next practical action. If confusion, agitation, or safety risk worsens, escalate.

What to avoid

Do not crowd the person, insist on eye contact, force conversation, remove familiar supports without permission,
or overwhelm them with competing explanations. A quieter setting should never become coercive seclusion.

L.4 Grounding: Shifting Attention from Internal Alarm to External Reality

Grounding is useful when attention is trapped in intrusive imagery, catastrophic thought, derealization, or
overwhelming emotion. The goal is not to make the person stop feeling; it is to widen attention enough to
reconnect with the present environment and regain choice. [1]

External sensory grounding - step by step
1. Ask permission: “Would you be willing to try a brief grounding exercise with me?”

2. Have the person sit or stand in a stable position. If seated, invite both feet to contact the floor if
comfortable.

3. Ask the person to look around rather than close their eyes if closing the eyes increases distress.

4. Name five neutral or non-distressing things that can be seen. The provider can model the first item if
needed.

5. Notice four physical sensations: feet against the floor, back against the chair, hands touching fabric,
cool or warm air on the skin.

6. Notice three sounds in the environment.

7. Notice two neutral smells or, if none are apparent, two colors or textures.

© 2026 Psychological Alliance for Transparency and Humanity (PATH). All rights reserved. | pathforhumanity.com



PATH | UAP Disclosure Psychological First Aid Field Guide 52

8. Notice one thing that confirms the present moment: a clock, a familiar person, a room sign, the date on
a phone, or another concrete cue.

9. End by asking: “What feels different, even a little?” and then return to the next practical action.

Grounding can be simplified

A highly distressed person may not tolerate a long 5-4-3-2-1 sequence. Using only “feet on the floor + name three
things you see + tell me where you are” is often sufficient. Do not turn grounding into a performance test.

L.5 Paced Breathing for Acute Physiological Arousal

Slow breathing can help when fear has accelerated breathing and the person is becoming more

physiologically activated. The goal is gentle slowing - not taking the largest possible breath. WHO and PFA

materials emphasize calm, slow breathing and warn against making breathing effortful. [1, 3]

1. Ask whether the person is willing to try slowing the breath. If they prefer not to, use grounding or
another method.

2. Invite a comfortable posture and loosen unnecessary muscle tension. Eyes may remain open.

3. Begin with an ordinary breath out. Do not instruct the person to gulp air or repeatedly “take a huge deep
breath.”

4. Breathe in gently through the nose if comfortable, at a slow count that feels natural.

5. Let the exhalation be easy and unforced; many people find it calming to make the exhale slightly longer
than the inhale.

6. Continue for approximately 6-10 comfortable cycles while keeping attention on the sensation of air
moving or the rise and fall of the abdomen.

7. Reassess. If the person becomes dizzy, light-headed, numb/tingly, more panicky, or uncomfortable,
return to normal breathing and switch to external grounding.

8. Once arousal decreases, move immediately to orientation and the next practical action rather than
continuing the exercise indefinitely.

Simple provider script

“Let the breath become a little slower, not bigger. Breathe in gently...and let it out slowly. There is nothing you have
to force. Keep your eyes open if you want. If you feel light-headed, we will stop.”

Important: Breathing techniques should never delay medical assessment when symptoms could represent a
medical emergency.
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L.6 Restore Choice: Re-establishing Agency, Self-Regulation, and the Next Safe Action

Acute crisis can narrow attention and make even simple decisions feel unmanageable. Afterimmediate
danger has been addressed and the person is sufficiently oriented, restore choice by offering small,
concrete options that return a sense of control without creating additional cognitive load. The aim is not to
solve everything; itis to help the person choose the next safe, manageable action.

Restore choice - step by step

1. Narrow the time horizon. Focus on what needs to happen in the next 5-10 minutes rather than on
distant consequences or unanswered questions.

2. Offer one or two concrete options. Use choices such as, “Would you rather sit here or move to the
quieter room?” Avoid broad questions when the person is overwhelmed.

3. Identify one next action. Examples include drinking water, sitting down, moving to a quieter place,
contacting a support person, or writing down the next step.

4. ldentify one support person. Ask who the person would like nearby or contacted, when appropriate and
safe.

5. Identify one information source. Agree on a reliable source and, when useful, a specific time for the
next update to reduce repeated checking and speculation.

6. Confirm the person’s preference and support follow-through. Ask, “Which option feels easiest to do
first?” Allow the person to do as much as they can independently.

Note: The six stabilization actions are followed by reassessment. If the person can make and carry out a
simple choice, continue with practical support. If they remain unable to choose, become more
disorganized, or safety concerns increase, return to basic stabilization and escalate support and
intervention as appropriate.

What to avoid

Do not overwhelm the person with many options, require major decisions during acute distress, take over choices

they can safely make themselves, or use “choice” to pressure compliance. Restoring choice should increase
agency while maintaining safety.
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L.7 Additional Immediate Crisis Interventions

Situation

Immediate PFA intervention

What to avoid

Acute panic

Reduce stimulation; orient to present safety; slow the pace of
interaction; grounding; gentle paced breathing if accepted; remain
nearby until the person can organize the next step.

Arguing that the fear is irrational;
forcing breathing; overwhelming
the person with explanations.

Dissociation /
derealization

Eyes open; identify name/place/time; feet on floor; describe neutral
objects; use concrete present-tense facts; offer water or a familiar
support person when appropriate.

Demanding a detailed account of
the triggering event; repeated
“Why?” questions; sudden touch.

Agitation / anger

Increase personal space; keep an exit available; lower voice and
verbal demand; reduce audience; acknowledge emotion; offer two
simple choices; obtain additional help early if risk rises.

Crowding, blocking exits, touching
without permission, matching
volume, humiliation, debating
extraordinary claims.

Cognitive overload

One sentence at a time; write down the next one or two actions;
separate “known / unknown / next update”; postpone major
decisions when possible.

Giving long lectures, multiple
instructions, or speculative
scenarios.

Acute grief / crying

Stay present; allow emotion; offer practical comfort; identify who
should be with the person; support basic needs; avoid forcing
meaning.

Stopping tears, premature
reassurance, philosophical
explanations, telling the person
how they should feel.

Fear driven by alarming
information

Turn off repeated media; identify the original source; state verified
current safety facts; schedule the next information check.

Continuous doomscrolling,
repeated replay of disturbing
content, treating social-media
repetition as confirmation.

Psychotic or manic
disorganization

Maintain calm structure; focus on safety and observable facts;
reduce stimulation; support continuity of prescribed care; obtain
urgent clinical/psychiatric evaluation when functioning or safety is
compromised.

Directly validating unsupported
elaborations; aggressive
confrontation; trying to “prove” the
person wrong during acute
escalation.

Freeze / inability to act

Offer one concrete choice or action: sit here, call a support person,
drink water, walk to a quieter room, or write down the next step.

Broad questions such as “What do
you want to do?” when the person
is too overwhelmed to choose.

L.8 Co-Regulation: The Provider as a Stabilizing Cue

A distressed person often takes cues from the responder's pace, voice, facial expression, and physical
organization. Co-regulation is not a special technique; it is the deliberate use of calm human presence to
reduce unnecessary threat signals.

e Speak more slowly than usual and leave short pauses between sentences.

¢ Use a lower conversational volume rather than whispering or becoming overly soothing.
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e Keep instructions short and concrete.
¢ Do not crowd the person. Maintain culturally and situationally appropriate personal space.
¢ Avoid unexpected touch. Ask first if touch would normally be appropriate in your role.

Model orientation: “We are here, it is quiet, and our next step is to call your sister.”

¢ If you are visibly dysregulated yourself, hand off to another trained responder when possible.

L.9 Child and Adolescent Modifications

Age/development How to modify crisis stabilization

Young children Use the caregiver as the primary regulating figure when safe. Use very short phrases, familiar objects,
simple sensory games, and routine. “Show me three blue things” may work better than a formal
grounding explanation. Avoid separating the child unnecessarily from a calm caregiver.

School-age children Explain the technique concretely: “Your body alarm is going very fast; we are going to help it slow
down.” Use feet-on-floor, five-things-you-see, drawing, counting objects, or holding a familiar item.
Correct frightening misconceptions simply.

Adolescents Ask permission and avoid sounding infantilizing. Offer choices: grounding, brief walking, paced
breathing, stepping away from social media, or calling a trusted person. Include the adolescentin
decisions and assess hopelessness, self-harm, substance use, and sleep when indicated.

Neurodivergent youth Respect sensory needs, communication differences, and established accommodations. A quiet
room, reduced eye contact, visual prompts, headphones, familiar routines, or a trusted support
person may support regulation more effectively than verbal techniques.

Caregiver script

“Your job is not to explain everything right now. Stay close, use a calm voice, tell your child what is happening today, and
help the body settle. Big questions can wait until everyone is more regulated.”

L.10 When PFA Is No Longer Enough

PFA is an early support approach. Escalate to higher levels of support when the person needs medical
treatment, formal psychiatric assessment, a higher level of care, or emergency protection.

e Suicidal intent, plan, recent attempt, or inability to maintain immediate safety.
¢ Specific homicidal intent, escalating violence, or credible threats.

e Severe psychosis, mania, disorientation, or behavioral dyscontrol that compromises safety or basic
self-care.

¢ Persistent inability to recognize self/place, fluctuating consciousness, delirium, or
neurological/medical warning signs.

e Severe intoxication, withdrawal, overdose, or medication-related concern.

¢ Prolonged inability to sleep, eat, hydrate, or care for dependents with significant deterioration.

¢ Child abuse/neglect concerns, missing caregiver, or caregiver incapacity.

e Symptoms that worsen despite basic stabilization or remain too severe for the setting/provider role.
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Escalation rule

When in doubt about imminent safety or a possible medical emergency, move from PFA to the appropriate

emergency/clinical pathway. Continue calm support while qualified help is being activated, provided it is
safe to do so.

L.11 One-Minute Crisis Script

Goal Suggested language

Contact “I'm here with you. We're going to deal with one thing at a time.”

Orient “Tellme yourname. We'rein____.Itis___ . Right now, this is what we know.”

Ground “Put your feet on the floor. Look around and name three ordinary things you can see.”

Breathe “Let your breathing get a little slower, not bigger. Easy breath in... slow breath out.”

Prioritize “What do you need most in the next ten minutes: a quieter place, someone with you, water, or

help contacting someone?”

Contain information “We do not have to solve every question right now. We will use verified information and check
again at e
Disposition “Here is our next step, and here is who we will contact if this gets worse.”

PATH practice note: Stabilization should increase agency, not create dependence on the responder. As
soon as the person is able, shift from “l am calming you” to “You are noticing what helps your body and
attention return to the present.”
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PATH One-Page Quick Reference: UAP Disclosure Psychological
First Aid

Step Do

1. SAFETY Identify actual danger, medical needs, suicidal/violent risk, caregiver risk.

2. LISTEN Use reflective listening; do not debate or endorse unverified claims.

3. ASSESS Function, arousal, exposure, supports, information environment.

4. PRIORITIZE Danger > severe dysfunction > acute distress > practical need > meaning questions.
5. STABILIZE Orient, reduce stimulation, and use grounding or paced breathing if welcomed.
6. SOLVE Address one or two immediate practical problems.

7. CONNECT Activate family, school, clinical, community, or spiritual supports.

8. INFORM Known / unknown / safety / action / next update.

9. DISPOSITION Routine, follow-up, referral, or emergency care. Plan next steps.

10. RECHECK Is the person safe? Functional? Informed? Connected? Clear on next step?

Remember

Validate emotions without reinforcing speculation. Distress does not automatically indicate PTSD or
another psychiatric disorder. Protect sleep, daily routines, social connection, and basic functioning. Stay
informed through reliable sources without becoming continuously immersed in coverage or discussion.

Give children simple, developmentally appropriate facts and the reassurance of calm, available adults.
Schools should use coordinated, consistent messaging. Escalate beyond routine PFA when there is
significant medical instability, psychiatric danger, severe functional impairment, or an immediate safety
concern.
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Reference Notes

Source integration note

This edition also draws operational examples and conceptual detail from the NCTSN/National Center for
PTSD Psychological First Aid Field Operations Guide, Psychological First Aid for Schools, and Everly &
Lating’s Johns Hopkins RAPID PFA framework. Material has been paraphrased and adapted for the PATH
disclosure-preparedness context; the original source manuals remain the authoritative descriptions of their
respective models. [1, 10, 15]

The UAP-specific application in this guide is a PATH synthesis and preparedness proposal. The PFA,
RAPID, psychotraumatology, trauma-informed care, developmental, media, crisis communication, and
post-disaster workforce literature cited here was developed for other emergencies and populations.
Direct effectiveness studies of a UAP disclosure PFA protocol do not currently exist. PATH mission and
founding-principle language is drawn from PATH organizational materials [25-26].
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