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Mitigating the Economic Disaster of Disaster Healthcare 
A Financially Viable Model of Healthcare Disaster Preparedness 

 

“The noise of the fourteen thousand aeroplanes advancing in open order…  
but in the Kurfurstendamnn and the Eighth Arrondissement, the explosion of anthrax 

bombs is hardly louder than the popping of a paper bag.”  

- Aldous Huxley, Brave New World (1932)  

 
“The Single biggest threat to man’s continued dominance on the planet is the virus.” 

- Joshua Lederberg, Ph.D., Nobel Laureate  

 
“I’d rather prepare our citizens than mourn them.” 

- President Ronald Reagan 

 
 
INTRODUCTION: 
 
Healthcare disaster preparedness and response have been largely neglected by the 
modern healthcare system since the inception of industrialized corporate healthcare in 
the mid-twentieth century. Four years and seven billion dollars of disaster preparedness 
funding by the United States federal government have been directed at mitigating the 
impact of disaster response on hospitals and healthcare institutions. Despite this 
extraordinary national investment, fewer than 478 hospitals and healthcare institutions 
are prepared to mount an adequate and appropriate all-hazards response to a disaster. 
Experts and thought leaders in disaster healthcare have long debated the issues of 
surge capacity, stockpiling and altered standards of care while warning of healthcare 
system collapse as the most dire consequence of inadequate preparation. However, 
even these experts and thought leaders fail to recognize the greatest disaster-related 
hazard facing hospitals and healthcare institutions - the economic impact of healthcare 
disaster preparedness and response.  
 
The modern healthcare system is diverse, consisting of hospitals, behavioral health 
centers, community health clinics, rehabilitation facilities, and long term care facilities. 
The economic havoc wrecked on a this system in preparing for and responding to a 
disaster far exceeds the impact of a given disaster itself and represents the most 
common impediment to healthcare disaster preparedness. Of even greater concern is 
the economic ripple effect of such economic havoc on the community served by the 
healthcare system, due to its role as an employer and resource consumer and provider 
of patient care services both for existing patients in daily operations and the disaster 
victims.  
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A critic of Aldous Huxley once noted with the smug certainty of a contemporary that 
"one vast and obvious failure of foresight is immediately apparent (in that) Brave New 
World contains no reference to nuclear fission." It is interesting to note, however, that 
Huxley's prognostications in 1932 did foresee the use of biological weapons. Perhaps 
he was far more visionary than anyone has given him credit for. With the demise of the 
Soviet Union—the United States’ former malefactor-partner in the concept of mutually 
assured destruction—the threat of nuclear Armageddon virtually has been eliminated, 
but as many of the leading minds of science, politics, and the military have said, (at 
least one of) the new "threat(s) du jour" is the weaponized bio-agent. Perhaps we have 
come full circle, back to Huxley's predictions of the future world.  
 
The reality of events some sixty years after Huxley’s famous work of fiction—one that 
portended tectonic shifts in the world order—make Dr. Lederberg’s words even more 
profound, as they speak to a massive paradigm shift regarding threat and international 
security.  For time immemorial, warfare has been largely linear and symmetrical; that is, 
large force-on-force engagements with traditional weapons systems have dominated 
the battlespace.  The economic super-engines capable of generating the bigger, better, 
faster military forces stood to win the battle flags and carry the day as the regional—if 
not the global—hegemonic powers.  Unless a potential challenger to those powers 
possessed sufficient economic resources to muster adequate force-on-force 
capabilities, they were largely forced to play a lesser role on the global stage and accept 
the changing tides of history as their fait accompli.   
 
A watershed event in 1983 changed all of that.  The terrorist bombing of the U.S. Marine 
Corps Barracks in Beirut can be seen as the opening gambit in a new era of warfare, 
when ideological and/or religious enemies of global hegemonic powers first grasped 
that they could achieve their “security” objectives quite handily using non-traditional 
weapons systems and tactics, without the need to engage in force-on-force tactics 
(using resources underwritten at huge economic costs) which would lessen their 
advantage.  With a seemingly synchronized march forward of attacks around the world 
at a set periodicity of one attack at almost every 2.5 years, the Al Qaeda network—the 
most obvious and apparently dedicated terrorist organization in the world—successfully 
executed the worst attack on U.S. soil in the Nation’s history with the 9-11 attacks on 
New York and Washington, DC.  At the dawn of the new millennium, the events of 9-
11—and the subsequent bombings in Madrid and London—have demonstrated that the 
“battlefield” is no longer a distant place, and that these strategic-impact acts of terrorism 
have ushered us into the “Era of Asymmetrical Threats.”[1]  
 
One could reasonably argue that it is now entirely reasonable to expect that there may 
be future events involving chemical, biological, radiological, nuclear or high-explosive 
(CBRNE) agents with the inherent potential to cause catastrophic levels of casualties, 
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as terrorist organizations seek to continue their campaign against their ideological 
enemies.  
   
The dawn of the 21st Century has also ushered in a spectacular series of natural 
disasters that have had profound impact on the populations they have affected.  
Beginning with the Gujarat, India, earthquake of January, 2001, the chronological march 
forward has left a staggering toll in human death and suffering: the 2002 earthquake in 
Iran; the 2003 SARS outbreak that threatened China and parts of North America; the 
2004 tsunami in Southeast Asia; the 2005 hurricanes in the U.S. Gulf Region; the 2006 
emergence of the H5N1 Avian Influenza strain; the 2007 cyclone in Bangladesh; and, 
finally, the 2008 cyclone in Myanmar and the earthquake in China.  The cumulative toll 
of injury and death from all of these strategic-impact events runs well into the millions 
and the economic costs are for all intents and purposes incalculable.[2]  
   
As of this writing, we are now more than several months into a declared global 
pandemic of a novel strain of influenza (H1N1 Influenza A/2009) that has to date 
infected over 1 million people worldwide (but has so far—thankfully—maintained a 
relatively low case-fatality (CFR) ratio).  However, world public health officials warn of a 
possible re-assortment of the virus leading to a more highly virulent and pathogenic 
strain of influenza capable of significantly increasing the levels of global morbidity and 
mortality.[3]  
   
 The first decade of the new millennium may be witness to historically unprecedented 
levels of casualties due to the effects of disasters that seem to remain omnipresent to 
our global environment.  
   
Regardless of the type of disaster, one inexorable truth emerges: the common 
denominator to any disaster is adverse health effects.  In as much, no other critical 
infrastructure or key resource (often abbreviated amongst the Federal Partner Agencies 
of the U.S. Government as “CI/KR”) sector will play a more important role in 
adjudicating the success (or likewise the failure) of our disaster incident management 
efforts than the healthcare and public health sectors.  If saving lives, reducing human 
suffering and mitigating further harm from an affected population stands as the a priori 
missions of our disaster preparedness and response efforts, than no other functional 
areas of our society’s support infrastructure can and will play a more critical role in 
helping to maintain an adequate posture of preparedness and an effective ability to 
respond when conditions of severe environmental duress descend.  
   
Consider the graphic depiction of “Maslow’s Hierarchy of Needs” (Figure 1) to support 
this argument of the healthcare and public health sector standing at the epicenter of our 
preparedness and response needs.[4]  
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                                                          Figure 1  
   
The reality of preparedness is that it’s really quite Maslovian in nature.  In times of 
severe environmental duress or hyperturbulence (i.e., complex emergencies and 
disasters), we revert to the base requirements of human needs. Our physiological life-
support and physical safety (and those of our family’s) become paramount. Since most 
human beings associate physical protection, support and succor with the medical and  
   
public health sector, it’s reasonable to assume that they will bear the preponderant 
weight in supporting populations impacted by disasters.  
   
However, it can be argued that the healthcare and public health critical infrastructure 
and key resource sectors of even the most developed nations around the world are 
universally ill prepared to manage the affects of complex emergencies and disasters.  
From the most strategic perspective, healthcare systems world-wide are simply not 
equipped to manage casualty streams that can easily run into the thousands (if not 
tens- or hundreds-of-thousands depending on the type of disaster that has occurred).  
Most healthcare systems operate in a just-in-time resource environment or function in a 
less than sustainable capacity if we are talking about healthcare delivery systems in 
under-developed nations.  At the operational level, very few healthcare systems are 
willing to invest tightly controlled financial resources in preparedness and response 
capabilities.  They simply make the day-to-day gamble that there is a low probability of 
occurrence and hope that they can live with the risk.  At the tactical level of the hospital 
and micro-tactical level of the individual provider, very few have had actual experience 
with managing the medical response requirements of complex emergencies and 
disasters.  The nearly wholesale lack of any established professional acumen in the 
emerging discipline of Disaster Medicine leads to what can be best characterized as 
cascading failures once the environmental duress of a disaster descends, and this 
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always exacerbates our ability to adequately prosecute the medical and public health 
incident management mission with any degree of efficacy.  
   
So, herein are the interesting complex mix of paradigm shifts that finds economics 
central to discussions about complex emergencies and disasters and the preparedness 
and response capacity of our medical and public health communities:  
   

1. The threat of strategic-impact catastrophic casualty events has arguably been 
increased secondary to the availability of “new” and insidious weapons systems 
that are much more economically easy to proliferate and utilize.[5]  In this “Era of 
Asymmetrical Threats,” less has become more.  The mechanisms formerly 
emplaced for deterrence (e.g., counter-proliferation, arms limitation treaties, 
threats of pre-emptive strikes, etc.) were largely effective at the geo-political level 
only for identifiable nation-state actors that operated within the relatively “usual” 
frameworks and/or boundaries of traditional international relations.  In the hands 
of either rogues nations or the more ephemeral ideological enemies of global or 
regional hegemonies (i.e., terrorist factions), these new weapons offer a 
heretofore-unprecedented opportunity to achieve strategic impact with a relative 
modicum of effort and investment.  There is simply much more risk in our current  

   
environment.  Add to that the seemingly unexplainable phenomenon of an increased 
frequency in massive natural disasters (e.g., pandemics, earthquakes and tsunami) and 
risk is exponentially increased.  
   

2. Despite this increase in risk, the critical infrastructure/key resource sector that we 
have described as a priori to our preparedness efforts (i.e., medical and public 
health) remain virtually 100% disengaged with national preparedness and 
response efforts (at least to the extent that they are, in fact, occurring).  
Physicians and allied health practitioners remain siloed to individual patient-
provider relationships.  Hospitals which will undoubtedly have to function as the 
epicenter of our communal resources in times of crisis remain maintain the profit-
focused initiatives of managed care and refuse to invest in the preparedness 
mission because of a lack of a tangible return on investment.  And at the national 
level, the healthcare debate continues without even mentioning the critical role of 
the healthcare community in national preparedness and the severe economic risk 
of its collapse under the weight of an event.  The healthcare and public health 
infrastructure of the Nation are currently positioned for failure.  

 
The purpose of this white paper is to describe the role of the medical and public health 
community in preparing for and responding to national mass casualty incidents, and to 
discuss strategies for mitigating the economic impact of failing to adequately address 
the most important of our preparedness efforts.  The ultimate goal of this writing is to 
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offer National Leadership in both the government and private sectors a hard-line 
snapshot of our current position of risk and tangible ideas for enhancing our posture of 
preparedness. The guiding principles of this white paper are to explore the economic 
impact of disaster preparedness, response and recovery and to propose viable models 
to mitigate that impact.  For each phase of the disaster life cycle, this outline identifies 
both the actions required and the economic factors involved.  The legal, economic, and 
clinical forces that impact the economics of disaster healthcare in the private sector also 
have been included.  Particular attention will be paid to specific responses developed by 
the healthcare system to address each of these forces.  The outline deliberately 
provides little guidance as to the specifics of these actions and factors, thereby allowing 
each author to correlate and quantitate the economic issues relative to his/her expert 
perspective.   Authors are asked to discuss the balance struck by healthcare systems 
relative to the following: 

• Program Effectiveness – How are the legal, economic and clinical requirements 
met and how is the quality of patient care impacted as the emphasis is shifted 
between these requirements? 

• Cost / Benefit Analysis – What are the costs (fiscal, staff, resources, patient care) 
for each model evaluated and what benefits (fiscal, staff, resources, patient care) 
derived within each model? 

 
In the event of a disaster, there needs to be a balance between the ongoing business 
and economic needs of the healthcare system and the immediate need to provide 
disaster healthcare services.  To be financially viable, a model for maintaining this 
balance must not rely on single-use community disaster resources. The goal of this 
white paper is to propose a disaster preparedness and response model that is based on 
the principles of emergency management, a quality assurance and process 
enhancement while mitigating the economic impact throughout the disaster life cycle. 
 

 
[1] Attributed to COL P.X. Hammes, USMC, Department of Strategy and Policy, 
National Defense University.  Remarks made at the Uniformed Services University of 
the Health Sciences (USUHS) Course on “Managing the Effects of Chemical, Biological, 
Radiological, Nuclear and Hi-Explosive (CBRNE) Agents,” Fall, 2002.  
   
[2] Center for Research on the Epidemiology of Disasters (CRED). 2005. EM-DAT:  
The International Disaster Database. Brussels, Belgium: Ecole se Sante Publique, 
Universite Catholique de Louvain. Available at: http://www.emdat.be/. [Last accessed 
2009 Sept 28].  
   
[3] World Health Organization (WHO). Pandemic (H1N1) Influenza Global Alert and 
Response World Health Organization Global Alert and Response. 2009. Available from: 
http://www.who.int/csr/disease/swineflu/en/. [Last accessed 2009 Sept 28].  

http://www.emdat.be/
http://www.who.int/csr/disease/swineflu/en/
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[4] Maslow, A. A theory of human motivation. Psychological Review. 1943. 50(4): 370-
396.  
   
[5] Regardless of the denigration of the term “Weapons of Mass Destruction” (WMD) 
relative to recent U.S. campaigns abroad in operations formerly referred to as the 
“Global War on Terrorism,” there is substantial (and for the most part, classified) 
evidence available to U.S. intelligence and defense agencies that numerous 
proliferation initiatives exist world-wide across the chemical, biological, radiological, 
nuclear and high-explosive (CBRNE) spectrum of threat.   
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A View from the Popular Media  
   
Catastrophe: An Investigation into the Origins of the Modern World (Keys, 1999) is an 
interesting place to start on the literature associated with the economic impact of 
disasters.  Keys goes so far as to argue that a 535 AD eruption of the volcano Krakatau 
(the same volcano referred to as “Krakatoa” in the modern era) helped to bring about an 
astonishing series of utterly apocalyptic events, among these: the fall of the Roman 
Empire; the Great Plague; the Dark Ages; the birth of Islam; the invasion of Europe by 
Barbarians; and the collapse of the great Mayan Civilization.[8]  One might be tempted 
to argue that his theory is nothing short of fantastical.  However, Keys’ work is a study 
on the theory of cascading affects in mega-disasters.  There is fairly substantial 
historical record of what devastation the eruption wrought, including massive tsunamis 
that lead to incredible loss of life in remarkably distant locations; significant disruption in 
trade and developing lines of communications; major changes in weather patterns from 
volcanic plume expansion in the atmosphere that purportedly contributed to a sustained 
period of global cooling; and a number of significant disease outbreaks that, at least 
theoretically, could be attributed to the destruction in the then available critical 
infrastructure resources of developing civilizations.  The associated impact on 
sustaining either fractious or developing economies is discussed as a major sequella of 
this single event.   
 
Armies of Pestilence: The Impact of Disease on History (Bray, 1996) focuses 
specifically on major disease outbreaks throughout recorded history, but doesn’t stop at 
mere descriptions of disease etiology and pathology and its subsequent impact on 
human morbidity and mortality.[9]  Two of the most important points to derive from 
Bray’s work is that: 1) Since time immemorial, disease has always spread via man’s 
“lines of communication,” normally considered a military term encompassing man’s lines 
of travel, transportation and trade; and that, 2) Disease has always leveraged the most 
convenient, expeditious or modern transportation modality available as a “vector 
accelerant.”[10] Bray makes considerable effort to point out that there is an enormous 
economic component of disease, both in the need to provide costly sustainment 
resources (i.e., hospitals, medical equipment and supplies, medicine and healthcare 
providers) and it’s impact on sustaining commerce and critical infrastructure when large 
numbers of people are affected by the event.  Bring Out Your Dead: The Great Yellow 
Fever in Philadelphia in 1793 (Powell, 1949) provides an excellent account of a single 
disease outbreak in a defined geographic region.[11]   What is interesting about this 
book relative to any discussions of economics and medical and public health 
preparedness is that the outbreak occurred in what was then the capital of a developing 
nation.  Its subsequent impact on maintaining government controls, communications 
and economic equilibrium at a critical time in the infant nation’s development paint a 
very clear picture on the relational value of economics and public health.   
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The Great Influenza: The Epic Story of the Deadliest Plague in History (Barry, 2005), 
broadens the palate of impact to the global scale in what is considered to be the most 
definitive historical account of the 1918-19 Influenza Pandemic (commonly, albeit 
erroneously, referred to as the “Spanish Flu”).[12]  In the course of infecting almost 50% 
of the human population worldwide and, in the end, causing the deaths of more than 
100 million people, Barry describes a disease outbreak un-matched in recorded history 
and it’s subsequent impact on whole nations, governments, societies and geo-political 
and economic stability.  He claims in the book, for example—and not without merit—that 
World War I, the “War to end all wars,” came to end when Germany was forced to 
capitulate due to influenza casualties.  Probably the most important value of Barry’s 
work, however, is what can be learned from the 1918-19 outbreak relative to how we 
may hope to manage the next great pandemic.[13]   
 
The Coming Plague: Newly Emerging Diseases in a World Out of Balance (Garrett, 
1994) attempts to make the case that: a) There are any number of new diseases 
emerging in the world (e.g., HIV/AIDS, Ebola and the hemorrhagic viruses [filoviruses], 
genetically engineered pathogens created by emerging biotechnology) that may 
challenge our efforts to combat them; b) That advances in science, specifically in how 
we combat disease (i.e., antibiotics) may actually give cause at the genetic level for 
pathogens to mutate and become resistant; and that, c) Disease and its potential impact 
has to be considered much more seriously in the areas of geo-political and socio-
economic stability and national security.[14]  Garrett was among the first to suggest, for 
example, that HIV/AIDS endemicity in Sub-Saharan Africa (where it is reaching about 
90% in the prime government, military and work-force demographic of 18 to 45 year 
olds), may lead to wholesale collapse in many of these nations and in wide-scale 
geographic areas of an already unstable region and allow for the devolvement into 
anarchy.  Garrett makes a strong case for the public health community writ large (i.e., 
globally) to step up to the challenges that lie ahead.   
 
Warday (Strieber and Kunetka, 1984) was a benchmark book published at what many 
believe was the very height of the Cold War, a short two years after then President 
Ronald Reagan referred to the then Soviet Union as the “Evil Empire.”[15]  Strieber and 
Kunetka provide a fictionalized account of two reporters traveling across America five 
years after a limited nuclear attack in order to assess how the nation had changed after 
the war. The novel takes the form of a research article and is written in first-person 
narrative form. It includes fictionalized government documents and interviews with 
individuals regarding the events and aftermath of the war. The merit of this book relative 
to this discussion is that the fictionalized reporters not only detail the horrors of nuclear 
war in absolutely graphic detail, but they make what seems to be pained efforts to 
describe the impact on virtually all of the areas that the Department of Homeland 
Security would later list as the 17 critical infrastructure/key resource sectors shortly after 
the 9-11 attacks.  The reader clearly is left with an understanding about CI/KR 

http://en.wikipedia.org/wiki/Nuclear_attack
http://en.wikipedia.org/wiki/First-person_narrative
http://en.wikipedia.org/wiki/First-person_narrative
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interdependence, the notion of cascading effects, and the fact that recovery (as one of 
the four formal phases of the disaster management life-cycle, i.e., Preparedness, 
Mitigation, Response and Recovery) is always the longest and most economically 
demanding period associated with mega-disaster events.  Hollywood had produced like-
themed movie the year before entitled  
 
The Day After (Metro Goldwyn Mayer Studios, 1983), which provides a “dramatically 
involving and agonizingly graphic” (excerpted from the film DVD case) film description of 
a significant nuclear ICBM exchange between the U.S. and the Soviet Union.[16]  
Hailed at the time as one of the most important films ever to be released during Cold 
War tensions, it was credited with changing President Reagan’s mind about the use of 
nuclear weapons.[17]  The movie merits discussion here relative a single weapon’s 
system ability to collapse a nation, making societal, governmental and economic 
recovery extraordinarily difficult if not downright impossible (you are pointedly not left 
with the impression at the end of this film that recovery is possible).  It’s also the most 
graphically visible validation of the concept stated earlier that we tend to revert to base 
human (i.e., Maslovian) needs in times of significant disasters.  What the attack victims 
are depicted as wanting most are water and food followed by medical care and shelter.   
 
The film Dirty War (HBO Films, 2005) depicts the terrorist employment of a radiological 
dispersal device (commonly referred to as a “dirty bomb”) in downtown London at the 
height of the morning rush hour.[18]  What makes this interesting is the fact that the 
WMD agent in question is not really a weapon of mass destruction as it is a weapon of 
mass disruption, which ends up having more of an economic impact (e.g., shutting 
down a large portion of the financial market area in London for an indefinite period of 
time due to radiation contamination, loss of jobs, loss of confidence in elected officials 
for failing to prepare adequately for emergencies, insurance cost. etc.) than a direct 
physical one.  This films give credence to just how asymmetrical threat has become and 
how closely tied preparedness and response is to economic stability.   
 
December 7th, 1999: The Second, Silent Attack on Pearl Harbor (Marghella, 1999) 
provides a fictionalized account of a bioterrorism attack on the island of Oahu using 
weaponized Anthrax.[19]  The feature-length article was written in two parts to describe 
first the strategic risk of attack using a biological agent and its subsequent impact and 
second how we might begin to prepare and plan for a response to this kind of attack.  It 
was directly compared with the attack on Pearl Harbor in 1941 and its subsequent 
propelling of the United States into World War II.  The author has stated publicly 
numerous times that he makes no claim of prescience to the events involving the 
Anthrax attacks on the U.S. in 2001, although the article was very heavily criticized as 
alarmist and “the stuff of pure science fiction” at the time of publication.[20]   
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Finally, for brevity’s sake in this literature review section, I’ll make mention of the novel 
One Second After (Forstchen, 2009).[21] Forstchen challenges the homeland 
security/homeland preparedness professional on a number of levels with this book.  
First, he uses an event that (I feel, at least) has not been adequately considered as a 
highly plausible scenario for the National Planning Scenarios—an electromagnetic pulse 
(EMP)—that “fries” out all electronic circuitry on several continents in the Western 
Hemisphere.  Second, he structures the book in a way that allows you to see the impact 
of the event from the minute it hits, to 1 hour, to one day, to one month, etc., out to one 
year.  The effect is stunning.  The U.S. is effectively vaulted back to Antebellum 
Americana.  Our entire economy collapses and our reliance on survival instinct is the 
only means of maintaining a continued existence.  Medical and public health needs are 
supported only by what the surviving well can do for one another at the communal 
level.  What will be discussed on the following sections of this paper in terms of our 
current state of risk (focused on the medical and public health sectors, again as the a 
priori sectors for maintaining the homeostasis of our communities) and 
recommendations for enhancing our posture of preparedness are well validated in this 
important and timely work.  
   
What’s Wrong with Us?  
   
When 9-11 occurred, I was serving as the Chief of Medical Plans and Operations for the 
Joint Chiefs of Staff at the Pentagon.  Within months of the attacks, I was contacted by 
the Editor of Frontiers in Health Services Management, which is published by the 
American College of Healthcare Executives (ACHE).  The ACHE Editorial Board had 
decided that they wanted to do a dedicated edition of the journal on the 9-11 attacks 
and what the events might portend for the U.S. hospital-based healthcare industry.  My 
role, assuming I would agree to write the article (which I did), was to take a purely 
strategic view of the event and what it would mean for medical preparedness at the 
national level against future high operational to strategic impact events.  A second 
author—Dr. David Campbell—was being solicited to prepare an article as well.  At the 
time of the attacks, Dr. Campbell was the CEO of St. Vincent’s Hospital in New York 
City—the very facility designated as the Primary Casualty Receiving Facility for the 
victims of the attack on the World Trade Center.  Dr. Campbell’s job for this edition was 
to take what is essentially a tactical perspective on the event, and describe what he 
thought the events of 9-11 would cause individual hospitals to do to enhance their 
preparedness for catastrophic casualty event response.  
   
Not long after the article appeared in the fall of 2002, Dr. Campbell and I were invited to 
be keynote speakers at the annual ACHE Convocation and Conference in Chicago, IL.  
David Campbell gave a presentation that I’ve never forgotten.  With a series of pictures 
taken on that fateful day, he described his staff literally standing at the doors of every 
port of ingress available to their hospital masked, gloved and gowned and waiting with 
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every available gurney they had for the victims of unspeakable trauma to arrive.  Only, 
as he noted, they never did.   
   
Dr. Campbell went on to describe the events of 9-11 as a catastrophic casualty event 
anomaly, in that more victims died as a result of the attack than were injured and in 
demand of trauma and critical.  The most important point he was trying to make was 
this: had the reverse been true and there were more than 3,000 critical care victims 
demanding support instead of mortuary and forensic support, we may have seen 
hospitals as far north as Boston and as far south as Baltimore that were enlisted to 
support the affected population teeter and collapse under the weight of such a patient 
load.  
   
Why? I would suggest the reasons are two-fold, one being realistic and one being 
theoretical, but equally causative nonetheless.   
 
National Health Strategy Issue #1  
   
First, we have no surge capacity available to us in the U.S. healthcare industry.[22] The 
advent of diagnosis-related groups (DRGs) in the early 1980’s marked the impending 
arrival of the managed care system of health care management in the United States. 
Boiled down to its essence, managed care was crafted to more rationally and carefully 
distribute services and eliminate the “blank check” form of payment for health care. 
Cynics would argue that managed care sought to streamline the use of health care 
resources in order to enhance profit making by health care organizations.  It was and 
remains an economic incentive model at its core.  
   
Thirty years later, the managed care system in the United States has evolved into a 
multi-billion dollar management industry that is most notable for imposing vastly shorter 
in-patient stays on patients requiring hospitalization; significantly compressing the time 
required to perform medical and surgical procedures; and significantly reducing the 
availability of in-patient hospital beds, because increased patient streaming through 
hospitals (to realize increased profit margins) has reduced the availability of beds (on 
average) to 4 percent to 6 percent per hospital nationally, according to The American 
Hospital Association (AHA).[23]  
   
Patients presented to emergency rooms with critical care needs represent an enormous 
drain on hospital resources. With hospital staff, equipment and supply resources 
streamlined to the “predictable” requirements of a facility’s catchment population, 
sudden and unexpected casualty spikes would challenge the health care infrastructure 
to accommodate their support.  
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In terms of impact for emergency planners, this shift in the health care delivery system 
in the United States equates to the fact that there is little or no surge capacity to support 
any sudden spikes in casualties that might result from any large-scale disaster —
regardless of whether the event is natural or manmade, such as a large-scale industrial 
accident or an act terrorism.  
   
Yet little is being done at the national level to adequately address the comprehensive 
lack of surge capacity resources across the U.S. health care industry. In an interview 
aired on NPR April 26, 2005, Former Sen. Lee Hamilton, vice chair of the 9-11 
Commission and president and director of the Woodrow Wilson International Center for 
Scholars, reiterated the findings of the 9-11 Report to Congress by stating that to 
enhance national preparedness in the face of what now should be considered the 
omnipresent threat of terrorism substantial investments should be made in three 
principal areas:  
   

1. Enhance domestic and international intelligence architecture to increase ability to 
identify and root out terrorist threats before they have a chance to strike  

2. Increase access to information technology for first responder community to 
facilitate enhanced communicability between police, fire and emergency medical 
services (EMS) responders during emergencies and disasters  

3. Further invest in “democratization” initiatives amongst those nations abroad that 
have proven to be most culpable in either supporting or cultivating terrorist 
factions within their borders.  

   
The findings of the Spanish Government Commission investigating the March 11, 2004, 
attacks on the Madrid rail stations are remarkably similar to the 9-11 Commission 
Report’s findings. The Spanish conclusion nearly mirrored the Americans: Enhance 
national security and intelligence infrastructure to identify and root out potential terrorist 
factions, and increase support in the efforts to enhance communications among first 
responder and security forces.  
   
The findings of the 9-11 Commission and the Spanish commission largely represent the 
identification of “grand strategy” initiatives that U.S. elected leadership said will help 
enhance our ability to prepare for and respond to large-scale threats. Assuming they 
can be taken to successful fruition, there is little doubt they will leave the nation less at 
risk from outside attacks and better prepared if and when they do occur.  
   
However, we should carefully consider the following unclassified excerpt from the March 
12, 2004, Defense Executive Intelligence Review commenting on the situation in 
Madrid: "The 11 March train bombings in Madrid resulted in a mass casualty incident 
that would have overwhelmed even the best prepared disaster response system. Local 
ambulance services and hospital emergency department resources were woefully 
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inadequate to handle the estimated 1,500 casualties, many with serious trauma and 
burn injuries."  
   
Could we be missing the mark on where investments should be made to reap the best 
return on preparedness initiatives?[24] Relative to its medical infrastructure, Madrid 
should be considered on par with any modern, well-developed Western city and its 
medical and public health response capabilities. Yet Madrid’s emergency medical 
response infrastructure buckled under the weight of 1,500 casualties. What if the 
attacks had generated 15,000 casualties — or for that matter, 150,000 casualties or 
1,500,000 (all being theoretically plausible concerns under the catastrophic casualty 
scenarios being considered by the Homeland Security Council and the Federal Partner 
Agencies participating in formulating National Response Plans for these types of 
events)?  
   
Conversely, the recent attacks in London demonstrate the dividends that can be paid by 
focusing on the hospital and medical community’s preparedness for managing the 
consequence management mission. “London’s medical infrastructure responded 
marvelously to the attacks,” said Harvard University professor Dr. Lenny Marcus. “They 
were well prepared for mass casualty events involving conventional weapons (in this 
case, a reference to high explosives) because they had drilled and practiced their 
response to such scenarios.”[25]  
   
But Marcus is quick to point out that “non-conventional (or asymmetrical) threats 
involving chemical, biological or radiological agents are the real challenge,” and an 
entirely different story relative to preparedness for managing the weight of the 
consequence management mission. “The medical and public health infrastructure of this 
country should be asking itself, ‘Are we prepared?’ to deal with attacks that could result 
in catastrophic casualty events that run into the tens if not hundreds of thousands?  
   
In many ways, terrorism is remarkably similar to large-scale natural disasters that result 
in catastrophic casualty events. First, like certain types of natural disasters, inadequate 
early warning systems (EWS) exist as harbingers of the event. “Terrorist attacks happen 
with little to no warning,” said Stewart Smith, a former senior medical planner for the 
Department of Defense’s U.S. Northern Command (USNORTHCOM). “We have to get it 
right 99.9 percent of the time (to prevent an attack); they have to get through only 0.1 
percent to be successful.”[26]  
   
Second, because it is so difficult to detect-to-deter or detect-to-defend in both cases, the 
community that ends up bearing the most significant weight in prosecuting the incident 
management mission—as previously noted—will be the medical community. Because of 
an almost uniform lack of surge capacity nationally, according to Dr. Leonard Friedman, 
Director of the Health Services Management and Leadership Program at the George 
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Washington University School of Public Health, “We should definitely be concerned with 
the medical infrastructure of our communities imploding under the weight of a significant 
catastrophic casualty event.”[27]  
 
National Health Strategy Issue #2  
   
Dr. Marcus and his colleagues the National Preparedness Leadership Program at 
Harvard University have developed an organizational construct called “siloization” to 
describe our current state of preparedness and response in times of significant 
crisis.[28](Figure 2)  
   
   
Figure 2  
   
Essentially described, the silos represent disparate organizational entities (e.g., 
government agencies or organizational levels; competing hospitals; or individual 
specializations) that happen to have a common mission focus (e.g., disaster response).  
Under normal (albeit, dysfunctional conditions), the silos exercise “vertical leadership” 
within their organizational continuum; this prevents them from seeking collaboration and 
support with one another for the purpose of bolstering or improving their overall efficacy 
to maintain their mission when environmental duress descends.  Under these 
conditions, the silos should be viewed as at-risk of collapse when that duress 
manifests.  Marcus points out that the exercising of “meta-leadership” (either by an 
individual or organizational entity) allows for a forging of connectivity among the silos—
the creating of “network centricity” for the common mission that prevents any one 
organization from collapse.  This collaboration and cooperation in all phases of disaster 
management (preparedness, mitigation, response and recovery) will allow for better and 
more timely and adequate response.  Figure 3 represents the operational continuum 
and a graphical representation of how siloization can inhibit preparedness and 
response.  
   
   
Figure 3[29]  
   
Under normal conditions (i.e., siloed conditions), the various functional levels along the 
operational continuum: a) don’t maintain communications; b) don’t have common 
templates to planning and response; and c) lack a common response architecture.  As 
the event magnitude increases and drives support requirements from further up the 
operational continuum, the siloization contributes to cooperation and collaboration 
“fractures” that prevent effective incident management response.  Theoretically, 
according to Marcus et al, this is entirely preventable if meta-leadership is exercised 
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and in the pre-event phases organizations demonstrate a willingness to open their silos 
and prepare, plan, train and exercise with one another for the common mission.  
   
Form Follows Function: Some Recommendations for Improving Preparedness 
and Increasing Economic Stability in the Healthcare Space  
   
We’ve established that war, terrorism, violence, natural and man-made disasters, and 
the concern of and actual pandemic disease outbreaks have demonstrated our need for 
enhanced preparedness and response capabilities; and that there is clear argument and 
a solid foundation in reason for the medical and public health communities to enhance 
their level of engagement in the disaster management arena.  What follows is a series 
of recommendations that will allow for an enhanced “posture of preparedness” by 
contributing some form to the functional areas of our disaster management efforts.  
These “steps” will be categorized within the framework of the “operational continuum,”7 
that is, by strategic, operational and, finally, tactical levels of approach.  
   
From the Strategic Perspective:  
   
1.    Recognize that in the face of newly emerging “asymmetrical threats” and events 
that could have profound impact on the functions of society, government and the 
economy, the healthcare and public health critical infrastructure and key resource 
sectors of our society (and their ability to provide a substantive portion of the incident 
management efforts in response to any disaster) have to emerge as a vital piece of any 
country’s national security architecture.  
   
2.    Being “reactive” to disasters versus being “pro-active” is the bane of the complex 
emergency and disaster management community.  History has demonstrated again and 
again that “waiting” until an event has occurred or reached peak impact generally leaves 
the potential for adequate response sorely lacking.  The solution lies in active 
engagement in the preparedness process and the emplacement of a cyclic, repetitive 
and ongoing deliberate planning process (and by extension, a crisis action planning 
process that uses the same approach to planning under a compressed time period) that 
is replicatable at any organizational level.[30] This is an embracing of the “culture of 
preparedness” that is necessary to see real strides in enhancing global readiness and 
response capabilities.  
   
3.    Be prepared to break the planning paradigm.  It is an all-important axiom of 
planning that “Plans are useless, planning is everything.”  The voluminous written plans 
that are routinely produced to address the various threat scenarios are in reality 
marginally utilitarian.  Threat is fluid in the environment; it changes from moment-to-
moment, ebbing and flowing based on a wide-variety of conditional elements.  Large, 
written plans (which many organizational stakeholders never bother to read in the first 
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place) are static and don’t maintain pace with the fluid nature of threat.  The minute they 
are shelved upon completion they become antiquated to the very mission they exist for.  
Creating flexible, dynamic and entirely “scale-able” plans that leverage information 
technology (IT) systems offer a means to create plans that can be rapidly adjusted to 
changes in the conditional environment they exist in.  
   
4.    It follows that at the strategic level, governments and senior organizational 
leadership should seek the creation of common planning templates that facilitate rather 
than stymie response plans at execution.  If each organizational entity along the 
operational continuum in Figure 3 would operate and maintain their own approaches to 
preparedness and response, invariably the incident management efforts will collapse as 
soon as a disaster would occur.  Another important axiom of planning commonly stated 
by the author is that “fractious and disparate plans always lead to fractious and 
disparate response.”  Achieving commonality of approach is entirely within grasp as 
long as various organizations tasked with responsibility in the disaster incident 
management mission arena come together ahead of the events to cooperate with one 
another.  
   
From the Operational Perspective  
   

1. There are lessons to be learned from other national strategic planning initiatives 
that have direct application and use at the operational level of execution.  In late 
2003 and early 2004, the U.S. government initiated a “Catastrophic Incident 
Response Plan” (CIRP) initiative to prepare for any event that had the ability to 
produce catastrophic levels of casualties.  During that planning initiative, there 
were healthcare and public health functional areas that were recognized to be 
necessarily addressed during any Catastrophic Casualty Event (CCE) planning 
initiative.  These areas can be called the “7 Pillars of Catastrophic Casualty 
Management:”[31]  

   
1.               Healthcare and Public Health Surge Capacity Planning  
2.               Victim/Patient Movement and Transportation  
3.               Medical Logistics and Supply  
4.               Mass Fatality Management  
5.               Psychosocial Support to Affected Populations  
6.               Public Health Crisis Communications  
7.               Managing Special Needs Populations  
   

2. Hospital and Public Health organizations that exist in geographically regional 
proximity to one another should consider engaging in “network centric” 
preparedness and response architectures.[32]  Under this construct, the 
organizational silos are not eliminated but rather linked to one another under the 
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aegis of a common architecture and purpose.  This construct is then facilitated 
through a shared, common IM/IT architecture that facilitates communications.  
This concept can be viewed as very similar to economic consortiums that 
contribute to the stability, growth and development of participant organizations.  

   
From the Tactical Perspective  
   
Finally, at the tactical level of preparedness and response for healthcare and public 
health systems and organizations, there should be consideration given to adopting a 
systems oriented approach and infrastructure for local disaster response:  
   
a.               Plan for alternate standards of care when disasters occur (the shift from the 
individual to population-based outcome already discussed); this will reduce the 
requirement to achieve “buy-in” when a disaster occurs.  
b.               Identify alternate care sites (i.e., “locations of opportunity”) to support surge 
capacity requirements in the community.  
c.                Plan for pharmaceutical and medical supply receipt and distribution.  
d.               Expand the supply of staffing resources and capabilities by identifying 
personnel within the community that could function as medical augment resources 
during a disaster.  
e.               Develop consistent and actionable plans that are reality based on stand a 
chance of success in execution.  
f.                  Collaborate and cooperate through formal regionalized community support 
agreements.   
   
Embracing these requirements as part of the shared community mission of being ready 
will enhance preparedness.  Addressing these and the previous recommendations for 
functional areas will help breed success in the healthcare and public health incident 
management arena only if they are taken head-on in the pre-event, deliberate planning 
phases of the preparedness and response cycle  
   
Strategic Conclusions  
   
So at the end of the day, are we investing our preparedness dollars in the direction most 
likely to pay the greatest dividends, or are special interests and a general lack of 
familiarity with the true aspects of disaster management leading us down a path 
promising a small return on our investments?  
   
In the wake of the planning initiatives that resulted in the Catastrophic Incident 
Supplement (CIS) of the National Response Plan (NRP) — the nation’s first real attempt 
at a roadmap for managing an historically unprecedented calamitous event involving 
hundreds of thousands of casualties — the Federal Partner Agencies, with the 
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Departments of Homeland Security and Health and Human Services in the lead — 
should take seriously the most clearly identified areas of concern: hospital-based 
capacity for the management of mass casualties, patient movement, mass fatality 
management, logistical support to an affected venue and the psycho-social aspects of 
disasters. These areas of identified shortfall categorically fall under the rubric of surge 
and are almost completely under the aegis of the medical and public health 
communities.  
   
More importantly, leaders of hospital-based organizations — in close concert with their 
local, state and regional emergency management leadership — must recognize that 
they exist at the epicenter of the nation’s incident management capabilities. Continuing 
to function in the proprietary, siloed existence of the traditional hospital-based 
organization is a recipe for failure in an era of omnipresent threat — again, whether that 
threat is natural or manmade. Unless health care facilities and their personnel gravitate 
to a networked approach to managing mass casualties, it is impossible to expect that 
individual hospitals will survive under the weight of any of the scenarios considered 
catastrophic casualty events.  
   
In their recent book of the same name, authors Max Bazerman and Michael Watkins 
define “predictable surprises” as “an event or set of events that take an individual or 
group by surprise, despite prior awareness of all the information necessary to anticipate 
the events and their consequences.”[33] Look without or look within. Those who prepare 
their medical and public health communities do better at managing the surge associated 
with mass casualty events. Because they view sudden calamity as entirely plausible 
and, therefore, predictable, the events don’t surprise them or generally overwhelm the 
capabilities they bring to bear against the event. If the experiential and empirical data 
associated with disasters all points to the fact that accommodating surge becomes the 
key to successfully prosecuting the consequence management mission, then focusing 
on the medical community becomes a mandate to the leadership appointed to the 
mission.  This can’t be any different from recognizing economic trends, conducting 
analyses and engaging in forecasting and adjustments.  
   
It is an axiom of the planning community that failing to plan is planning to fail. Unless we 
recognize that we have inculcated our entire population to seek help from health care 
organizations at times of duress, and take the steps necessary to enhance the 
preparedness of our medical and public health communities, we will continue to reserve 
front row seats to our own failure when the next disaster strikes.  
   
In the mid-19th Century, there was a popular pseudo-scientific/philosophical movement 
called “Catastrophism,” which essentially theorized that there are events of such 
magnitude as to alter the course of the universe, the earth, or human and animal 
species (perhaps an extension of Malthusian Theory). There are certainly events 
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throughout the course of history that give merit to the context of this philosophy. In 
modern time, the fact is that acts of terrorism, horrific natural disasters, and 
monumentally egregious man-made errors and mistakes will create situations which 
fundamentally tax to the point of disruption or collapse our ability to maintain the 
homeostasis of our communities, nations and regions.  These events can and will 
influence the course of history, and the scale and scope of their impact may be 
adjudicated on our ability to effectively emplace the medical and public health 
preparedness, response and recovery controls emerging in the discipline of disaster 
medicine and the growth industries of homeland security and preparedness.  
 
The Federal Government, states, local jurisdictions and hospitals have long been 
lacking adequate communication and a standardized approach to emergency response. 
The aforementioned stakeholders have worked with one another for decades at all 
levels regarding emergency response, however, have failed to address the issue of 
working together under a common command structure allowing communication and 
flexibility during crisis. The lack of common terminology between the stakeholders has 
caused communication failure, a dearth of structure during a disaster or emergency 
response, and has caused confusion regarding who is in charge at the scene of a 
disaster or emergency response.  
 
Since 911 and several natural disasters in the United States (Katrina, Rita, and the 
2008 Midwest flooding), the necessity to communicate and organize a working 
command structure with positive communication between stakeholders and agencies 
has increased. The original incident management system was developed in the 1970s 
with a collaborative effort between California and Arizona. The rampaging wildfires had 
necessitated the development of collaboration, communication, and a standardized 
approach to handling emergencies. Thus, in 2004, the Department of Homeland 
Security formed the National Incident Management System (NIMS). This system 
expands and further assists emergency responders at all levels in establishing a 
uniformed set of processes and procedures allowing a standardized form of 
communication and a flexible but stable incident command structure. By the request of 
former President Bush, the Secretary of Homeland Security had developed  this 
national framework to integrate all systems of emergency response to fill the gaps within 
the incident command system. Whether the disaster is natural or manmade, there is 
communicability and flexibility with the NIMS structure for all emergency and hospital 
stakeholders/responders. 
 
One entity that should be mentioned under the auspices of NIMS is the hospital system. 
The hospitals in the United States are often considered as a separate entity, receiving 
patients and then participating in a disaster after the event has taken place. It is 
important to understand that hospitals incur the same amounts of emergencies 
(flooding, evacuation, heat emergencies, and influenza outbreaks) causing the 
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initialization of the incident command system. The hospitals have a similar system that 
follows NIMS, but follows protocols called the Hospital Incident Command System. As 
an integral part of the communication and command structure, it is imperative for the 
hospitals nationally to comply with federal mandates, however, be an integral part of 
emergency operations with the command structure. Hospitals have received grant 
funding since 2002 for disaster and bioterrorism emergency preparedness. In order to 
continually receive grant funding hospitals are required by the Assistant Secretary for 
Preparedness and Response (ASPR). The importance is further emphasized by the 
interoperability of hospitals and responding agencies to communicate, understand 
common language, and, if necessary, work under a unified command approach.  The 
Hospital Preparedness Program (HPP) improves the interoperability of communications, 
fosters collaboration among agencies and hospitals, addresses fatality management 
issues, surge capacity, evacuations, bioterrorism events, and addresses issues 
surrounding the overall economic impact of healthcare and community resources.  
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HOSPITAL PARTICIPATION USING HICS FOR DISASTER RESPONSE 
 
In an effort to continually prepare for disasters and emergencies hospitals are required 
to work with outside agencies in training and development of an incident command 
system. Funding that is received by hospitals may be in jeopardy should non 
compliance with NIMS and the establishment of HICS be implemented within the facility.  
The following areas are required by ASPR (2007) in order for hospitals to receive 
funding and continually improve their disaster preparedness measures: 

1. Interoperable Communications System  
2. Bed Tracking System  
3. Emergency System for the Advance Registration of Volunteer Health 

Professionals (ESAR-VHP)  
4. Fatality Management Plans  
5. Hospital Evacuation Plans 

 
Further requirements to sustain ASPR funding include: 

1. National Incident Management System (NIMS)  
2. Education and Preparedness Training  
3. Exercises, Evaluations and Corrective Actions 

 
HOSPITAL PARTICIPATION USING NIMS/HICS 
 
Hospitals are required under the ASPR guidelines to participate in two full-scale 
exercises during the year grant funding has been made available. The hospitals must 
indicate, train, and implement their own form of NIMS – the Hospital Incident Command 
System (HICS). HICS is a form of NIMS which details areas that a specifically made for 
hospitals and handling emergencies. The structure, communication, and overall 
interoperability with outside agencies (Fire and police departments, Emergency 
Management Agency, and other hospitals) is imperative for handling emergencies, but 
also to maintain grant funding for disaster and bioterrorism preparedness. Furthermore, 
in order for the hospital to maintain patient, personnel, and overall facility safety 
compliance, the hospital must have system in place for interoperability within the facility 
and communicating outside with delivering and responding agencies.  Without the 
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proper implementation and proper funding, the collapse of hospital emergency 
preparedness is inevitable. The need for continual funding is imperative for business 
continuity operations to continue during and after emergency events have taken place.  
 
HOSPITAL LEGAL OBLIGATIONS 
Hospitals are held to legal obligations regarding their capabilities to disaster and 
emergency responses. Some of the standards that have been issued by the Healthcare 
Facilities Accreditation Program (HFAP) directly reflect the necessity for hospitals to 
address life safety issues and legal consequences based on these standards for 
disaster preparedness. HFAP (2005) standard 11.07.01 stated that a hospital must 
have written and developed disaster plans for crisis preparation. HFAP further stated 
that semiannual disaster drills, community collaboration and integrations, and triaging of 
victims was required in order to maintain compliance with the law (HFAP, 2005, 
11.07.03) 
Annual drills and exercises with the community may include the local police and fire 
departments, American Red Cross, HAM Radio operators, faith-based organizations, 
and other community resources (Wal-Mart, Grainger, private ambulance services, and 
surrounding community organizations). 
 
DISASTER HEALTHCARE LAW THROUGH THE DISASTER LIFE CYCLE: 
 
It is a long held and accepted legal tenet that a Presidential Executive Order has the 
force of law and is for all intent and purpose “the law of the land.” Such Executive 
Orders have been issued from time to time by Presidents to meet specific national 
needs or executive prerogative. On January 29, 2000, a memorandum from the 
Counsel to the President presented the legal argument that a Presidential Directive had 
the same legal effectiveness as an Executive Order. Following the terrorist attacks on 
September 11, 2001, President Bush issues a series of Homeland Security Presidential 
Directives (HSPD) designed to improve the nation’s posture of preparedness. 
 
The Homeland Security Act of 2002 provided the authority for the creation of the 
Department of Homeland Security (DHS).  HSPD-5 the creation of the National 
Response Plan as an all-hazards, all-agencies approach to the detection, mitigation, 
response and recovery from disasters, whether natural or manmade events and 
incidents of national significance. HSPD-5 further directed all agencies of federal 
government to become “signatories to NRP. HSPD-5 also ordered the creation of the 
National Incident Management System (NIMS) which formed the framework for 
detection, mitigation, response and recovery from manmade and natural occurring 
disasters, events and incidents of national significance within the United States, its 
territories, protectorates and Indian Tribal nations. A little known provision of NIMS 
created a classification system for all disaster-related resources. This classification 
system, the National Resource Typing System (NRTS) provides a unified cross-agency, 
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cross-jurisdictional means of classifying all resources that are or could be used in 
response to a NRP/NIMS event, whether these resources are equipment or personnel.   
 
A critical review of history shows that advancements in the general atmosphere and 
safety of healthcare delivery have occurred primarily as a result of legislation, regulation 
and litigation. Beginning as early as the Flexner report of 1910, healthcare has required 
the threat of legal intervention or financial penalty to make substantial changes 
education, operations, medication safety and self governance. As a result, there now 
exist multiple state, federal and private sector agencies dedicated to the regulation and 
safe provision of healthcare services in the United States. Homeland Security 
Presidential Directives carry on this tradition of healthcare change through legal 
intervention and threat of financial penalty with DHS, HHS and CMS through NRP/NIMS 
and the NRTS becoming the newest of these agencies enforcing change.   
 
The comprehensive review of Homeland Security Presidential Directives, CMS 
regulations, Joint Commission standards, NRP/NIMS and the NIMS Implementation 
Center Hospital and Healthcare Facility Plan, to follow will establish that a significant 
legal foundation exists for criminal and administrative prosecution of institutions and 
individuals for failures of private sector hospital and healthcare disaster preparedness. 
Avenues for prosecution include the Federal False Claims Act (Medicare/Medicaid 
Fraud Act) both by direct action of federal prosecutors and/or Qui Tam action by 
interested citizen relators. In addition, violation of Homeland Security Presidential 
Directives which have the force and effect of federal law provides federal prosecutors 
an additional avenue for criminal and/or administrative action. Additionally, under 
Sarbanes-Oxley, a hospital or healthcare facility corporate officer who signs the 
mandated financial report for the hospital despite the fact that the hospital is not fully 
NRP/NIMS compliant is guilty of violating the statute because the financial statement is 
based on false attestations of compliance to CMS at the time the insurance claim is 
billed. Further, if the false attestation linked to NRP/NIMS compliance results in a Qui 
Tam action, the corporate officers may face additional jeopardy under both Sarbanes-
Oxley and the False Claims Act. Similarly, a false attestation under Sarbanes-Oxley 
resulting from a violation of a Homeland Security Presidential Directive which carries the 
force of law would carry personal legal jeopardy for the hospital or healthcare facility 
corporate officer. 
 
COUNSEL TO THE PRESIDENT MEMORANDUM: 
 
The January 29, 2000, memorandum from Randolph D. Moss, Counsel to the President 
confirms that under legal president, all past and future Presidential Directives are 
enforceable as law.  
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“A presidential directive has the same substantive legal effect as an executive order. It 
is the substance of the presidential action that is determinative, not the form of the 
document conveying that action” 
“Both an executive order and a presidential directive remain effective upon a change in 
administration, unless otherwise specified in the document, and both continue to be 
effective until subsequent presidential action is taken”. 
The Moss memorandum goes on to specify that such an order would remain in force 
even after a change of administration. 
“Moreover, as with an executive order, a presidential directive would not lose its legal 
effectiveness upon a change of administration. Rather, in our view, because a 
presidential directive issues from the Office of the Chief Executive, it would remain in 
force, unless otherwise specified, pending any future presidential action.” 
Finally, as the Federal Register is the accepted reference for Federal law in the United 
States of America and response to the President’s inquiry as to whether such 
Presidential Directives could be published in the Federal Register, the Moss 
memorandum determined that there is legal president to institutionalize Presidential 
Directives through publication in the Federal Register. 
“You have also inquired whether a presidential directive could be published in the 
Federal Register. It is our understanding that any presidential determination or directive 
can be published in the Federal Register, regardless of how it is styled. At present, a 
range of presidential determinations and directives styled other than as executive orders 
are routinely published in the Federal Register.” 
In summary, the Moss memorandum provides legal foundation for the use of Homeland 
Security Presidential Directives as agents for change in the private and public sector 
healthcare preparation, planning, education and response to disaster and terrorism. 
 
HOMELAND SECURITY PRESIDENTIAL DIRECTIVES WITH  
IMPLICATIONS FOR HOSPITALS AND HEALTHCARE:  
 
Homeland Security Presidential Directives (HSPD) impact healthcare both directly and 
indirectly through their requirements on government, governmental regulators, private 
regulators/accrediting organizations, and government insurance programs. Of specific 
note are those directives which provide a lineage of authority and responsibility out of 
the public sector and into the private hospital and healthcare industry. 
 
HSPD-5 established not only NRP, NIMS and NTRS, but provided for the modification, 
augmentation and implementation of these plans and frameworks through the 
Department of Homeland Security and the NIMS Integration Center.  
 
“The heads of Federal departments and agencies shall adopt the NIMS within their 
departments and agencies and shall provide support and assistance to the Secretary in 
the development and maintenance of the NIMS. All Federal departments and agencies 
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will use the NIMS in their domestic incident management and emergency prevention, 
preparedness, response, recovery, and mitigation activities, as well as those actions 
taken in support of State or local entities. The heads of Federal departments and 
agencies shall participate in the NRP, shall assist and support the Secretary in the 
development and maintenance of the NRP, and shall participate in and use domestic 
incident reporting systems and protocols established by the Secretary.” 
 
Little appreciated in HSPD-5 is the fact that the Federal Government and the Secretary 
of the Department of Homeland Security will not only coordinate with private and 
nongovernmental sectors (including private sector hospitals and healthcare), but will 
make the adoption and implementation of NIMS (and by extension NRP) a requirement 
for federal funding through grants and contract agreements. 
 
“The Federal Government recognizes the role that the private and nongovernmental 
sectors play in preventing, preparing for, responding to, and recovering from terrorist 
attacks, major disasters, and other emergencies. The Secretary will coordinate with the 
private and nongovernmental sectors to ensure adequate planning, equipment, training, 
and exercise activities and to promote partnerships to address incident management 
capabilities.” 
 
“Federal departments and agencies shall make adoption of the NIMS a requirement, to 
the extent permitted by law, for providing Federal preparedness assistance through 
grants, contracts, or other activities. The Secretary shall develop standards and 
guidelines for determining whether a State or local entity has adopted the NIMS.” 
 
This extension of the obligations of HSPD-5, NIMS and NRP to the private sector 
receiving funds from the federal government holds special implications for private sector 
hospitals and healthcare with regards to NRP Signatory Obligations and NIMS 
Implementation. 
 
Although HSPD-8; HSPD-10; and HSPD-18 make fleeting reference to private sector 
healthcare, these Presidential Directives place no specific demands or obligations on 
Private sector hospitals or healthcare.  
 
HSPD-21 on the other hand ominously paves the way for legal enforcement of 
preparedness requirements.  
 
“...the Secretary of Health and Human Services shall submit to the President through 
the Assistant to the President for Homeland Security and Counterterrorism, and shall 
commence the implementation of, a plan to use current grant funding programs, private 
payer incentives, market forces, Center for Medicare and Medicaid Services 
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requirements, and other means to create financial incentives to enhance private sector 
health care facility preparedness...” 
 
The specific mention of Center for Medicare and Medicaid Services (CMS) 
requirements and other “financial incentives” make veiled reference to Medicare and 
Medicaid billing attestations and their associated risk of federal fraud. 
 
The Roosevelt Doctrine (a memorandum by Harold Judson, Assistant Solicitor General, 
on August 28, 1945, concluding that a letter from President Roosevelt stating 
government policy "constituted a Presidential directive having the force and effect of 
law," notwithstanding its informality of form) provides legal president for the argument 
that it is the intent of the President and not strictly the form of the Presidential Directive 
that conveys “the force and effect of law” to that directive. The Homeland Security 
Presidential Directives have the potential of being enforced as law and while it is still 
unknown whether the President intended for the Homeland Security Presidential 
Directives to have the force of law, the fact that the President requested in January of 
2000 clarification regarding the legal status of Presidential Directives as law denotes 
clear intent that the subsequently issued Homeland Security Presidential Directives 
have the full force of law. This taken with the Moss memorandum is consistent with all 
Homeland Security Presidential Directives and each of their clauses having the full force 
and effect of law. 
 
SIGNATORY STATUS UNDER NRP and NIMS: 
 
All federal agencies, all 50 states, all U.S. protectorates and territories and all Tribal 
Nations within the scope and authority of the federal government have now become 
signatories to NRP/NIMS as required under HSPD-5.  Among these signatories are the 
Health Resource and Services Administration (HRSA) and the Department of Health 
and Human Services (HHS), the parent agency for Medicare, Medicaid and Veteran 
Healthcare funding. This signatory status places certain responsibilities upon these 
agencies and governments, as well as providing them certain rights and privileges. 
These rights and responsibilities are incumbent upon all agencies that derive their 
funding or authority from a signatory to NRP/NIMS.  
 
RESPONSIBILITIES OF A SIGNATORY: 
 
In addition to an irrevocable agreement to participate fully in any disaster, whether 
manmade or natural, event or incident of national significance within the region of that 
signatory or the authority of that signatory’s office, department or agency, all signatories 
to the NIMS/NRP have pre-agreed to all changes, classifications, modifications and 
regulations that may be promulgated by the director of DHS or the NIMS Integration 
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Center or the NRP Implementation Center. Such changes, classifications, modifications 
and regulations must be implemented without modification.  
 
The Director of DHS has ultimate authority, to make those changes that are deemed 
necessary by the Director of the DHS.  Interim changes, modifications and updates to 
NIMS are handled through the NIMS Integration Center; similarly NRP is updated and 
modified through the NRP Implementation Center.  Thus, any change in regulation, 
qualification, credentialing, certification or classification (typing) of a resource becomes 
“fruit of the tree” and it is immediately incumbent upon all signatories to NIMS/NRP to 
implement such changes, qualifications, credentials, certifications and/or typing upon 
implementation by the respective agency of authority.   
 
NIMS REQUIREMENTS UPON DHS OF SIGNIFICANCE: 
 
Within NIMS, there are several clauses that are of significance to establishing a new 
industry in the area of Disaster Preparedness, Planning, Training and Evaluation within 
the United States. Recurrent through the document is the phrase “establish 
qualifications, credentials and certification for hospitals and healthcare facilities 
in cooperation with … and stake holder organizations”.  This phrase appears in 
every reference to hospitals and healthcare facilities in all levels of the response – 
administrative, financial, logistical and most notably operational.  When hospitals are 
specifically noted, this phrase occurs with increased regularity.  To date, there has been 
no classification, credentialing or certification system for hospital-based healthcare 
professionals implemented by the DHS, NIMS, or NRP.  The NRTS provides no 
guidance, as of the writing of this report, for the qualification, certification, credentialing, 
or typing of medical providers and, more specifically, physicians.  However, the NIMS 
Integration Center, on September 12, 2006, quietly published a Hospital and Healthcare 
Facility NIMS Implementation Plan.  
 
“Personnel Qualification and Certification 
Qualification and certification activities are undertaken to identify and publish national-
level standards and measure performance against these standards to ensure that 
incident management and emergency responder personnel are appropriately qualified 
and certified to perform NIMS-related functions.” (NIMS page 4) 
 
“Ongoing Management and Maintenance 
This component establishes an activity to provide strategic direction for and oversight of 
the NIMS, supporting both routine review and the continuous refinement of the system 
and its components over the long term.” (NIMS page 5) 
 



 

 32 

“Review and approve (with the assistance of national professional organizations and 
with input from Federal, State, local, tribal, private-sector, and nongovernmental 
entities) discipline-specific requirements and training courses.” (NIMS page 38) 
 
“Personnel Qualification and Certification 
Under the NIMS, preparedness is based on national standards for the qualification and 
certification of emergency response personnel. Standards will help ensure tat 
participating agencies and organizations field personnel who possess the minimum 
knowledge skills and experience necessary to execute incident management and 
emergency response activities safely and effectively. Standards typically include 
training, experience, credentialing, currency, and physical and medial fitness. Personnel 
that are certified for employment in support of an incident that transcends interstate 
jurisdictions through the Emergency Management Assistance Compacts System will be 
required to meet national qualification and certification standards. Federal, State, local, 
and tribal certifying agencies; professional organizations; and private organizations 
should credential personnel for their respective jurisdictions.” (NIMS page 38) 
 
“To enable this qualification and certification function at the national level, the NIMS 
Integration Center, as defined n Chapter VII, will 
-Facilitate the development and/or dissemination of national standards, guidelines, and 
protocols for qualification and certification. 
-Review and approve (with the assistance of national professional organizations and 
with input from Federal, State, local, tribal, private-sector, and governmental entities) 
the discipline-specific requirements submitted by functionally oriented incident 
management organizations and associations. 
-Facilitate the establishment of a data maintenance system to provide incident 
managers with the detailed qualification, experience, and training information needed to 
credential personnel for prescribed incident management positions.” (NIMS pages 38-
39) 
 
“Categorizing Resources 
Resources are categorized by size, capacity, capability, skill, and other characteristics. 
This makes the resource ordering and dispatch process within jurisdictions, across 
jurisdictions, and between governmental and nongovernmental entities more efficient 
and ensure that ICs receive resources appropriate to their needs. Facilitating the 
development and issuance of national standards for ‘typing’ resources and ‘certifying’ 
personnel will be the responsibility of the NIMS integration Center described in Chapter 
VII.” (NIMS page 44) 
 
“Identification and Typing Resources 
Resource typing entails categorizing by capability the resource tat incident managers 
commonly request, deploy, and employ. Measurable standards identifying the 
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capabilities and performance levels of resources serve as the basis for categories. 
Resource users at all levels identify these standards and then type resources on a 
consensus basis, with a national-level entity taking the coordinating lead. Resource 
kinds may be divided into subcategories (types) to define more precisely the resource 
capabilities needed to meet specific requirements. Resource typing is a continuous 
process designed to be as simple as possible to facilitate frequent use and accuracy in 
obtaining needed resources. (See Appendix B for a more complete discussion of the 
NIMS national resource typing protocol.) To allow resources to be deployed and used 
on a national basis, the NIMS Integration Center defined in Chapter VII is responsible 
for defining national resource typing standards.” (NIMS pages 45 – 46) 
 
“Certifying and Credentialing Personnel 
Personnel certification entails authoritatively attesting that individuals meet professional 
standards for the training, experience, and performance required for key incident 
management functions. Credentialing involves providing documentation that can 
authenticate and verify the certification and identify of designated incident managers 
and emergency responders. This system helps ensure that personnel representing 
various jurisdictional levels and functional disciplines possess a minimum common level 
of training, currency, experience, physical and medical fitness, and capabilities for the 
incident management or emergency responder position they are tasked to fill.” (NIMS 
page 46) 
 
“ Responsibilities 
The NIMS Integration Center will be further responsible for: 
 
•developing assessment criteria for the various components of the NIMS, as well as 
compliance requirements and compliance timelines for Federal, State, local, and tribal 
entities regarding NIMS standards and guidelines; 
 
•facilitating the definition of general training requirements and the development of 
national-level training standards and course curricula associated with the NIMS, 
including the following: 
-the use of modeling and simulation capabilities for training and exercise programs 
 
-field-based training, specification of mission-essential tasks, requirements for 
specialized instruction and instructor training, and course completion documentation for 
all NIMS users 
 
-the review and recommendation (in coordination with national professional 
organizations and Federal, State, local, tribal, private-sector, and nongovernmental 
entities) of discipline-specific NIMS training courses 
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•facilitating the development of national standards, guidelines, and protocols for incident 
management training and exercises, including consideration of existing exercise and 
training programs at all jurisdictional levels; 
 
•facilitating the establishment and maintenance of a publication management system for 
documents supporting the NIMS and other NIMS-related publications and materials, 
including the development or coordination of general publications for all NIMS users, as 
well as their issuance via a NIMS publication management system; 
 
•reviewing (in coordination with appropriate national professional standards-making, 
certifying, and accrediting organizations and with input from Federal, State, local, tribal, 
private-sector and nongovernmental entities) of the discipline-specific publication 
management requirements submitted by professional organizations and associations; 
 
•facilitating the development and publication of national standards, guidelines, and 
protocols for the qualification and certification of emergency responder and incident 
management personnel, as appropriate; 
 
•reviewing and approving (with the assistance of national professional organizations and 
with input from Federal, State, local, tribal, private-sector, and nongovernmental 
entities), as appropriate, the discipline-specific qualification and certification 
requirements submitted by emergency responder and incident management 
organizations and associations; 
 
•facilitating the establishment and maintenance of a documentation and database 
system related to qualification, certification, and credentialing of incident management 
personnel and organizations, including reviewing and approving (in coordination with 
national professional organizations and with input from the Federal, State, local, tribal, 
private-sector and nongovernmental entities), as appropriate, of the discipline-specific 
requirements submitted by functionally oriented incident management organizations and 
associations. 
 
•establishment of a data maintenance system to provide incident managers with the 
detailed qualification, experience, and training information needed to credential 
personnel for prescribed "national" incident management positions; 
 
•coordination of minimum professional certification standards and facilitation of the 
design and implementation of a credentialing system that can be used nationwide; 
 
•facilitating the establishment of standards for the performance, compatibility, and 
interoperability of incident management equipment and communications systems, 
including the following: 
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-facilitating, in coordination with appropriate Federal agencies, standards-making, 
certifying, and accrediting organizations, and appropriate State, local, tribal, private-
sector, and nongovernmental organizations, the development and/or publication of 
national standards, guidelines, and protocols for equipment certification (including the 
incorporation of standards and certification programs already in existence and used by 
incident management and emergency response organizations nationwide) 
 
-reviewing and approving (in coordination with national professional organizations and 
with input from Federal, State, local, tribal, private-sector, and nongovernmental 
entities) lists of equipment that meet these established equipment certification 
requirements  
 
-collaborating with organizations responsible for emergency responder equipment 
evaluation and testing  
 
•facilitating the development and issuance of national standards for the typing of 
resources;” 
(NIMS pages 60-62) 
 
 
NRTS CLAUSES OF SIGNIFICANCE: 
 
The National Resource Typing System (NRTS) provides for a tiered classification 
system for all resources, whether equipment or personnel.  This includes all levels of 
healthcare providers, including physicians.  Currently there is no system for the 
classification or “typing” of hospitals and healthcare organizations under the NRTS.  Our 
detailed review of NRTS reveals the system is, with the review of the director of DHS, 
self-modifying and that any typing system properly presented for inclusion in the NRTS 
is automatically sent for review to the Director of DHS and it is incumbent upon the 
Director of DHS at that time to implement some form of typing system.  Human nature 
and governmental nature being what it is, and history being a prime example with 
regard to DHS, NIMS and NRTS, it is our belief that any typing system presented by a 
national professional organization would automatically be adopted with minimal 
modification.   
 
“RESPONSIBILITIES 
The NIMS Integration Center described in Chapter VII has the overall responsibility for 
ongoing development and refinement of various NIMS activities and programs. Under 
its auspices, the National Resource Management Working Group, chaired by the 
Emergency Preparedness and Response Directorate of the Department of Homeland 
Security, is responsible for establishing a national resource typing protocol. The NIMS 
resource typing protocol is based on inputs from representatives from various Federal 
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agencies and departments and private organizations, as well as representatives of 
State and local emergency management; law enforcement; firefighting and emergency 
medical services; public health; public works; and other entities with assigned 
responsibilities under the Federal Response Plan and the National Response Plan. 
Federal, State, local, and tribal authorities should use the national typing protocol when 
inventorying and managing resources to promote common interoperability and 
integration.” (NIMS page 121) 
  
“C. ELEMENTS OF THE NATIONAL TYPING PROTOCOL. 
The resource typing protocol provided by the NIMS describes resources using category, 
kind, components, metrics, and type data. The following data definitions will be used” 
(NIMS page 121) 
 
“1. Resource  
For purposes of typing, resources consist of personnel, teams, facilities, supplies, and 
major items of equipment available for assignment to or use during incidents. Such 
resources may be used in tactical support or supervisory capacities at an incident site or 
EOC. Their descriptions include category, kind, components, metrics, and type.” (NIMS 
page 121) 
 
“2. Category  
A category is the function for which a resource would be most useful. Table B-1 briefly 
describes the categories used in the national resource typing protocol.” (NIMS page 
121) 
 
“Category: Health and Medical  
Purpose: To provide assistance to supplement local resources in meeting public health 
and medical care needs following a disaster or emergency or during a potential 
developing medical situation.” (NIMS page 121-122) 
 
“3. Kind  
Kind refers to broad classes that characterize like resources, such as teams, personnel, 
equipment, supplies, vehicles, and aircraft.” (NIMS page 123) 
 
“4. Components  
Resources can comprise multiple components.” (NIMS page 123) 
 
“5. Metrics  
Metrics are measurement standards. The metrics used will differ depending on the kind 
of resource being typed. The mission envisioned determines the specific metric 
selected. The metric must be useful in describing a resource's capability to support the 
mission. As an example, one metric for a disaster medical assistance team is the 
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number of patients it can care for per day. Likewise, an appropriate metric for a hose 
might be the number of gallons of water per hour that can flow through it. Metrics should 
identify capability and/or capacity.” (NIMS page 123) 
 
“6. Type  
Type refers to the level of resource capability. Assigning the Type I label to a resource 
implies that it has a greater level of capability than a Type II of the same resource (for 
example, due to its power, size, or capacity), and so on to Type IV. Typing provides 
managers with additional information to aid the selection and best use of resources. In 
some cases, a resource may have less than or more than four types; in such cases, 
either additional types will be identified, or the type will be described as "not applicable." 
The type assigned to a resource or a component is based on a minimum level of 
capability described by the identified metric(s) for that resource.”  
(NIMS 123-124) 
 
“7. Additional Information  
The national resource typing protocol will also provide the capability to use additional 
information that is pertinent to resource decision-making. For example, if a particular set 
of resources can only be released to support an incident under particular authorities or 
laws, the protocol should provide the ability for resource managers to understand such 
limitations.”  
(NIMS page 124) 
 
“NIMS INTEGRATION CENTER (NIC)  
NATIONAL EMERGENCY RESPONDER CREDENTIALING SYSTEM – FACT SHEET 
 
“The development of a national credentialing system is a fundamental component of the  
National Incident Management System (NIMS). The NIMS states that “credentialing 
involves  
providing documentation that can authenticate and verify the certification and identity of  
designated incident managers and emergency responders” to ensure that response 
personnel  
“possess a minimum common level of training, currency, experience, physical and 
medical  
fitness, and capability” for the respective role that they are tasked to fill.” (NIC October, 
2005) 
 
“The NIMS Integration Center (NIC) initiated development of a national credentialing 
system  
in FY 2005 to enhance the ability of Federal, State, Tribal, and local jurisdictions to 
identify  
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and dispatch appropriately qualified emergency responders from other jurisdictions 
when needed.” (NIC October, 2005) 
 
“A national credentialing system ensures that personnel resources requested to assist 
another jurisdiction in a response are adequately trained and skilled. A national system 
to verify the identity and qualifications of emergency responders will not provide 
automatic access to an incident site.  This system can serve to prevent unauthorized 
(self-dispatched or unqualified personnel) access to an incident site.” (NIC October, 
2005) 
 
“The NIC will work with existing State, Territory, or discipline-specific credentialing 
bodies toward national recognition for multi-jurisdictional response under mutual aid 
agreements.”  
(NIC October, 2005) 
 
“The main components of a proposed credentialing system are: 
eligible volunteers;  
certifications and qualifications standards; 
credentialing organizations; 
credentialing information that can easily identify personnel and verify certifications, 
training, and licenses;  
and a record-keeping system.” (NIC October, 2005) 
 
“To support this credentialing initiative, the NIC is using working groups to identify job 
titles that  
should be credentialed as well as the minimum qualification, certification, training, 
education,  
licensing, and physical fitness requirements for each position.  Working groups will 
represent  
the following disciplines: Incident Management, Emergency Medical Services, 
Fire/HazMat,  
Law Enforcement, Medical and Public Health, Public Works, and Search and Rescue.” 
(NIC October, 2005) 
 
“Currently active groups include the Incident Management, Emergency Medical 
Services,  
Fire/HazMat, Public Works, and Search & Rescue working groups. The NIC is finalizing  
working group rosters for the remaining disciplines.” (NIC October, 2005) 
 
NIMS RESPONSIBILITIES UPON HHS OF SIGNIFICANCE: 
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In addition to an irrevocable agreement to participate fully in any disaster, whether 
manmade or natural, event or incident of national significance within the region of that 
signatory or the authority of that signatory’s office, department or agency, all signatories 
to the NIMS/NRP have pre-agreed to all changes, classifications, modifications and 
regulations that may be promulgated by the director of DHS or the NIMS Integration 
Center or the NRP Implementation Center. Such changes, classifications, modifications 
and regulations must be implemented without modification. 
 
The Center for Medical Services (CMS) is the HHS agency specifically empowered and 
charged with the responsibility of overseeing all operations for Medicare and Medicaid. 
These responsibilities include the certification of participating Hospitals and Healthcare 
facilities whether directly through a network of Regional Offices (RO’s) and State 
Agencies (SA’s) or through approved private organizations including the Joint 
Commission for Accreditation of Healthcare Organizations (JCAHO) and the Healthcare 
Facility Accreditation Program (HFAP) of the American Osteopathic Association (AOA). 
CMS draws its authority directly from the secretary of HHS and is responsible for 
performing all the duties and responsibilities of the secretary of HHS as applied to 
Medicare and Medicaid, including but not limited to promulgating regulations and 
regulatory guidance towards this end. 
 

• “The Social Security Act (the Act) mandates the establishment of minimum health 
and safety and CLIA standards that must be met by providers and suppliers 
participating in the Medicare and Medicaid programs. The Secretary of the 
Department of Health and Human Services (HHS) has designated CMS to 
administer the standards compliance aspects of these programs.” 

 

• “Section 1864(a) of the Act directs the Secretary to use the help of State health 
agencies or other appropriate agencies when determining whether health care 
entities meet Federal standards.”  

 

• “Section 1902(a)(9)(A) of the Act requires that a State use this same agency to 
set and maintain additional standards for the State Medicaid program.” 

 

• “Section 1902(a)(33)(B) requires that the State use the agency utilized for 
Medicare… to determine whether institutions meet all applicable Federal health 
standards for Medicaid participation, subject to validation by the Secretary.”  

 

• “CMS also may, under 42 CFR Part 442.30, invalidate a Medicaid provider 
agreement after determining that the agreement does not constitute valid 
evidence of the provider's compliance with the Federal regulatory requirements.”  
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• “A hospital accredited by JCAHO or AOA is deemed to meet all CoPs for 
hospitals” 

• “The authority of the Secretary of HHS to approve, disapprove, or terminate the 
Medicare participation of certified providers and suppliers is delegated to CMS…” 

 

• “If termination is on the grounds of fraud, program abuse, or noncompliance with 
peer review requirements, the authority to terminate or to establish eligibility for 
reinstatement reposes with the Office of Inspector General (OIG), HHS.”  

 

• “The Secretary has authority under §§1902(a)(33), 1919(g)(3), and 1910(b)(1) of 
the Act to cancel approval of all Medicaid facilities… that do not meet Federal 
health or safety requirements. Such a determination is in lieu of, or overrides, a 
determination by the State and is binding…”  

 
HSPD-21 by directing that the Secretary of Health and Human Services implement a 
plan to “create financial incentives to enhance private sector health care facility 
preparedness” has the effect of extending these signatory responsibilities through CMS 
and the federal healthcare grant system. 
 
NIMS IMPLEMENTATION CENTER HOSPITAL AND HEALTHCARE FACILITY PLAN 
 
The NIMS Implementation Center Hospital and Healthcare Facility Plan sets several 
requirements for hospital and healthcare facility compliance with NRP/NIMS. These 
include: 
 

• “Element 1 - Adoption of NIMS  
o “Adopt the National Incident Management System (NIMS) at the 

organizational level for all appropriate departments and business units, as 
well as promote and encourage NIMS adoption by associations, utilities, 
partners and suppliers.”  

 

• “Element 2 - Incident Command System (ICS)  
o “Manage all emergency incidents, exercises and preplanned 

(recurring/special) events in accordance with ICS organizational 
structures, doctrine, and procedures, as defined in NIMS. ICS 
implementation must include consistent application of Incident Action 
Planning and Common Communication Plans.” 

 
o “Depending on the size and on-site capabilities of the hospital and 

healthcare system, the size and scope of ICS will vary. Hospitals and 
healthcare systems should implement an ICS that allows for the provision 
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of safe and effective patient care and continuity of hospital operations 
regardless of the size of the hospital, size and type of incident, and/or 
limitations of resources, personnel and equipment.”  

 
o “The structure of a hospital ICS should be included in the Emergency 

Operations Plan (EOP) which will identify an Incident Commander and the 
appropriate departments/personnel to meet the following ICS areas—
command staff, operations, planning, logistics, and/or finance needed to 
have an effective incident command structure. Once the ICS personnel 
are identified, subsequent training and exercises should be conducted to 
review the structure and ICS responsibilities designated to the hospital’s 
and healthcare system’s personnel.”   

 

• “Element 3 - Multiagency Coordination System  
o “Coordinates and supports emergency incident and event management 

through the development and use of integrated multiagency coordination 
systems (MACs). That is, develop and coordinate connectivity capability 
with Hospital Command Center (HCC) and local Incident Command Posts 
(ICPs), local 911 centers, local Emergency Operations Centers (EOCs), 
the state EOC and others as applicable.” 

 
o “MAC relationships should be defined prior to an incident to address the 

potential emergency needs and areas of priority:  
▪ Personnel staffing, roles, and authority  
▪ Decontamination of patients, personnel, and/or equipment etc.  
▪ Equipment and supplies  
▪ Security  
▪ Ancillary Services”  

 
o “Once MAC relationships have been established, hospitals and healthcare 

systems should participate in collaborative planning sessions, resulting in 
exercises and training that should be conducted among the agencies to 
test and validate facilities, equipment, personnel, procedures and 
integrated communications.”  

 

• “Element 4 - Public Information System  
o “Implements processes and/or plans to communicate timely accurate 

information through a Joint Information System (JIS) and Joint Information 
Center (JIC).”  

 
o “A hospital should identify at least one PIO or Public Affairs 

Representative/Spokesperson (dependent on the size of the hospital or 
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healthcare system) that is responsible for media and public information as 
it pertains to an event that involves the hospital. The designated PIO or 
Public Affairs Representative/Spokesperson should establish working 
relationships, prior to an incident occurring, with local media outlets, 
emergency management, law enforcement, public health, emergency 
medical services, etc.”  

 

• “ Element 5 – NIMS Implementation Tracking  
o “Hospitals and healthcare systems will track NIMS implementation 

annually as part of the organization’s emergency management program.” 
 

o “It is the sole responsibility of the hospital and healthcare system to self-
certify that it is NIMS compliant. Hospital and healthcare systems should 
designate a NIMS implementation designee to implement annual activities 
and track NIMS implementation. This designee should have a working 
knowledge of the emergency management life cycle (i.e. Preparedness, 
Prevention, Mitigation, Response, and Recovery) as well as the daily and 
emergency operations procedures and protocols of the hospital or 
healthcare system.”   

 

• “Element 6 – Preparedness Funding  
o “Develop and implement a system to coordinate appropriate hospital 

preparedness funding to employ NIMS across the organization.” 
 

o “Hospitals and healthcare systems should establish a working relationship 
with their state Department of Health and state hospital associations to 
identify activities to obtain and appropriately allocate preparedness 
funding. Hospitals and healthcare systems should also develop a 
proactive process to seek other federal funding to support preparedness 
that takes advantage of developing interoperability training with their local 
and regional multi-disciplinary partners that enhances the Unified 
Command aspects of NIMS. Assistance with developing such funding 
should be coordinated with the assistance of each state’s Hospital 
Association and Emergency Management Authority.”   

 

• “Element 7 – Revise and Update Plans  
o “Revise and update plans [i.e. Emergency Operations Plan (EOPs)] and 

standard operating procedures (SOPs) to incorporate NIMS components, 
principles and policies, to include planning, training, response, exercises, 
equipment, evaluation, and corrective actions.” 
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o “Hospitals and healthcare systems should update emergency plans to 
establish the necessary policies and procedures to achieve preparedness 
and respond to and recovery from an incident. Once updated, plans 
should be exercised and reviewed to determine and measure functional 
capability. Plan reviews should be conducted annually and/or after every 
event or incident to identify future updates that may be needed.”   

 

• “Element 8 – Mutual-Aid Agreements  
o “Participate in and promote interagency mutual-aid agreements, to include 

agreements with public and private sector and/or nongovernmental 
organizations.” 

 
o “Hospitals and healthcare systems should establish mutual-aid 

agreements with neighboring hospitals and/or healthcare systems, public 
health departments, hazardous materials response teams, local fire 
department, local law enforcement, area pharmacies, and/or medical 
supply vendors. Established mutual-aid agreements should be shared with 
local emergency management prior to an incident occurring.”   

 

• “Element 9 – IS-700 NIMS  
o “Complete IS-700: NIMS: An Introduction” 

 
o “IS-700 NIMS: An Introduction should be completed by the hospital 

personnel that would have a leadership role in emergency preparedness, 
incident management, and/or emergency response during an incident. 
Personnel designated to fulfill ICS roles (i.e. hospital emergency manager, 
hospital administration, department heads) should complete IS-700 or 
equivalent, though additional participants may include the following 
hospital and healthcare systems staff:  

▪ physicians;  
▪ nursing;  
▪ ancillary,  
▪ materials/resource management;  
▪ security/safety;  
▪ laboratory;  
▪ radiology; and/or  
▪ inter-facility transport.”  

 
o “… include IS-700 in semi-annual or yearly competencies or as part of 

employee evaluation to achieve training for all identified hospital 
personnel. IS-700 can be taken on-line … or in the classroom setting 
when taught by a qualified instructor.”  
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o “A hospital or healthcare system should maintain one overall record of 

completion for employees as well as documentation in the employee’s 
personal file.”   

 

• “Element 10 – IS-800.A:  NRP  
o “Complete IS-800.A: NRP: An Introduction”  

 
o “IS-800.A: National Response Plan (NRP): An Introduction should be 

completed by personnel whose primary responsibility is emergency 
management within a hospital or healthcare system.”  

 
o “… incorporate IS-800 into semi-annual or annual competencies or a part 

of employee evaluation to achieve training for identified hospital personnel 
whose primary responsibility is emergency management. IS-800 can be 
completed on-line… or in the classroom setting when taught by a qualified 
instructor.”  

 
o “A hospital or healthcare system should maintain one overall record of 

training completion for all identified ICS employees.”  
 

• “Element 11 – ICS 100 and 200 
o “Complete ICS 100 and ICS 200 Training or equivalent courses” 

 
o “ICS-100 Introduction to ICS or equivalent should be completed by the 

hospital personnel that would have a direct role in emergency 
preparedness, incident management, and/or emergency response during 
an incident. Personnel designated to fulfill ICS roles (i.e. hospital 
emergency manager, hospital administration, department heads) should 
complete IS-100 or equivalent, though additional participants may include 
the following hospital and healthcare systems staffs:  

▪ physicians;  
▪ nursing;  
▪ ancillary,  
▪ materials/resource management;  
▪ security/safety;  
▪ laboratory;  
▪ radiology; and/or  
▪ inter-facility transport.”  

 
o “ICS-200 ICS for Single Resources and Initial Action Incidents or 

equivalent should be completed by personnel whose primary responsibility 



 

 45 

is emergency management, to include (at a minimum) middle 
management within a hospital or healthcare system. Middle management 
may refer to physicians, department managers, unit leaders, charge 
nurses, and any staff (i.e. hospital administration) that would have a role in 
an emergency operations center (hospital, local, or state).”  

 
o “… incorporate ICS-100 and ICS-200 or equivalent courses into semi-

annual or annual competencies, or as part of employee evaluation to 
achieve training for all hospital personnel. IS-100 and 200 can be taken 
on-line … or in the classroom setting when taught by a qualified 
instructor.”  

 
o “A hospital or healthcare system should maintain one overall record of 

completion for all employees as well as documentation in the employee’s 
personal file.”   

 

• “Element 12 – Training and Exercises  
o “Incorporate NIMS/ICS into internal and external local, regional, and state 

emergency management training and exercises.” 
 

o “Hospitals and healthcare systems should include NIMS and ICS policies 
and practices into internal and external training and exercises. During 
trainings and exercises, plans should be reviewed to ensure hospital and 
healthcare systems staff competency and proper execution of roles and 
responsibilities during an event.”   

 

• “Element 13 – All-Hazard Exercise Program  
o “Participate in an all-hazard exercise program based on NIMS that 

involves responders from multiple disciplines, multiple agencies and 
organizations.”  

 
o “Hospitals and healthcare systems should participate in local, regional, 

and/or state multi-discipline and multi-agency exercises twice per year to 
every 2 years (dependent on the type of drill or exercise to be held). 
Exercise activities should address internal and external communications, 
receiving, triage, treatment, and transfer of mass causalities, progression 
of causalities through the hospital system, resource management, security 
procedures, specialty lab testing, and/or site/facility safety. Exercises can 
be conducted through drills, tabletop, functional, and/or full-scale 
exercises.” 
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o “It is strongly encouraged that personnel conducting drills or helping to 
plan exercises should have the experience and documented training to 
facilitate these events. Such exercise design and evaluation training is 
available from federal and state emergency management agencies. 
Additionally, a system to provide a critical evaluation process for use in 
every exercise, drill and actual event in which the hospital or healthcare 
system would participate is strongly encouraged. Such evaluations should 
provide both quantitative and qualitative data / information upon which to 
define a process for improvement in future drills, exercises or actual 
events. The ability to identify both strengths and areas for improvement is 
critical to effective drill and exercise management over time and helps to 
strengthen Element 14– Corrective Actions.” 

 

• “Element 14 – Corrective Actions  
o “Hospitals and healthcare systems will incorporate corrective actions into 

preparedness and response plans and procedures.” 
 

o “After a hospital or healthcare system has participated in a drill or 
exercise, a corrective action report should be created. In the corrective 
action report, the following points should be addressed for each identified 
issue:  

▪ The identified action to correct the issue or deficiency,  
▪ The responsible person or group of people to implement the action,  
▪ The due date for completion of the action, and  
▪ The resulting corrective action should be incorporated into plans 

and procedures once completed.”  
 

• “ Element 15 – Response Inventory  
o “Maintain an inventory of organizational response assets.”  

 
o “Supplies and equipment (i.e., personal protective equipment (PPE), 

patient care supplies, generator) that will be used in excess during an 
incident response should be determined (based on amount of staff, 
potential patients, usage time, etc.), ordered, and stocked on-site or 
elsewhere prior to an incident. Healthcare systems should stock additional 
supplies at a warehouse and/or throughout their hospitals to maintain 
necessary supplies that during an incident that will exceed normal par 
levels. These supplies or response assets should be maintained in a 
record of inventory whether on paper or in a database.”  

 
o “For items whose usage would exceed par levels as a result of a large 

scale incident or items that for which expiration would be an issue (i.e., 



 

 47 

additional antibiotics, vaccines, PPE, etc.), an MOU or MOA should be 
developed to expedite receipt of items when needed. Plans should 
reference the MOU or MOA information to include the following:  

▪ Contact information of who the agreement is with;  
▪ Types or actual supplies or equipment to be provided;  
▪ Mobilization method and receipt of resources;  
▪ Tracking and reporting of resources;  
▪ Recovery of resources; and  
▪ Reimbursement of resources.”  

 

• “ Element 16 – Resource Acquisition  
o “To the extent permissible by law, ensure that relevant national standards 

and guidance to achieve equipment, communication, and data 
interoperability are incorporated into acquisition programs.”  

 
o “To the extent possible, hospital and healthcare systems should work to 

establish common equipment, communications, and data interoperability 
resources with other local hospitals, emergency medical services (EMS), 
public health, and emergency management that will be used during 
incident response.”  

 

• “Element 17 – Standard and Consistent Terminology  
o “Apply standardized and consistent terminology, including the 

establishment of plain English communication standards across the public 
safety sector.”  

 
o “Hospitals and healthcare systems should establish common language 

that is consistent with language to be used by local emergency 
management, law enforcement, emergency medical services, fire 
department, and public health personnel. Plain language should be 
addressed in plans as well as written into training and tested during drills 
and exercises.”  

 
o “The use of plain English does not prohibit the use of in-house hospital 

emergency codes to communicate within the facility. When communicating 
with entities outside the hospital, plain language should be used in place 
of internal specific emergency codes (e.g. Dr. Red is internal to a hospital, 
if a hospital was reporting a fire to the incident commander they would 
simply state that they have a fire or if a hospital is establishing lock down 
they would not use there internal emergency code terminology to notify 
outside resources but simply state that they are on lock down.)”  
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JOINT COMMISSION ACCREDITATION STANDARDS and DISASTER 
PREPAREDNESS: 
 
The Joint Commission has become the de facto standard for hospital and healthcare 
facility accreditation. The American Osteopathic Association (AOA) has a parallel 
Healthcare Facility Accreditation Program (HFAP). For the purposes of this discussion, 
there is no practical difference in the standards set forth by Joint Commission and AOA. 
As Joint Commission is the more common accreditation, the discussion will center on 
the Joint Commission standards. 
 
Participating hospitals and healthcare facilities renounce “self-certification” in favor of 
external accreditation by Joint Commission. The HHS through CMS uses Joint 
Commission accreditation in lieu of CMS certification for the purposes of CMS provider 
eligibility. Loss of Joint Commission accreditation is synonymous with loss of CMS 
provider eligibility. Joint Commission published a special compliance manual entitled 
Standing Together which outlines the Joint Commission standards for disaster 
preparedness in the post-9/11 era and provides guidance on meeting these standards.  
 

• “The Joint Commission discourages the development of separate plans for each 
contingency because these would be impractical to use and difficult to keep 
updated.” 

 

•  “Emergency Management… Planning Strategies: 
o  Use an ‘all-hazards approach.’ 
o  Acknowledge the potential for a catastrophic event. 
o  Compile a list of potential hazards. 
o  Recognize the problems inherent in hazard lists. 
o  Assess and prioritize the listed hazards. 
o  Fine-tune the list by conducting a ‘gap analysis.’ ” 

 

• “… the emergency management planning team’s first task is to conduct a hazard 
vulnerability analysis.” 

 

• “Preparedness and Response… Planning Strategies: 
o Ensure that planning covers basic societal functions. 
o Make the planning process as doable as possible. 
o Address the four phases of emergency management. 
o Address human resources requirements. 
o Plan for convergent responders. 
o Involve the public in community preparedness efforts. 
o Enable people to care for themselves. 
o Plan for layered preparedness and response. 
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o Ensure compatibility with unified command functions and the incident 
command system. 

o Link the community’s plan to the NIMS and the NRP. 
o Consider linking to the Joint Field Office. 
o Link to county and state plans and planning initiatives. 
o Establish mutual aid agreements.” 

 

• “address each of the four phases of emergency management, which are 
prevention, preparation, response, and recovery.” 

 
The Joint Commission standards have specifically adopted the START/JumpSTART 
Disaster Triage System. Joint Commission guidance also specifically addresses 
Disaster Preparedness and Training through Immersion Simulation Drills, referred to as 
“community wide” and “influx drills (influx of simulated patients).” The Joint Commission 
guidance allows tabletop exercises, but this type of drill does not fulfill the need for 
influx drills. Joint Commision specifies that an accredited hospital must conduct at least 
one community wide drill every year and at least two influx drills every two years. 
 

• “Emergency Drills must include a "community wide" practice drill component in at 
least one of the required drills.” 

 

•  “… at least one drill must also include an ‘influx of simulated patients’.” 
 

• “Tabletop drills are not acceptable by the Joint Commission to satisfy the ‘influx 
of patients’ component of a drill.” 

 

• “For an "influx" drill to be acceptable, it must be an active process that is 
conducted throughout the facility, involve personnel from the organization, and 
simulate the movement of patients. A tabletop drill does not meet this 
requirement.” 

 

•  “Any accredited organization that provides emergency services or is designated 
as a disaster receiving station needs at least one external drill per year that 
includes an influx from outside the organization of volunteer or simulated 
patients.” 

 

• “Enough "victims" should be used for the mass-casualty exercise to adequately 
test the system, with the number of victims necessary to test the organization's 
resources and reactions under stress.” 

 
CENTER FOR MEDICAL SERVICES (CMS): 
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The Department of Health and Human Services (HHS), a signatory to NRP/NIMS, is the 
supervisory agency for Medicare and Medicaid funding through the Center for Medical 
Services (CMS). This regulatory agency provides certification for hospitals and other 
healthcare facilities either through Joint Commission/HFAP or directly though its own 
system of state inspection offices/teams. CMS regulations carry the force of federal law 
under various aspects of the Social Security Act Title XVIII and XIV. The specific 
Federal Register sections applicable to this discussion include 42CFR482.1 and its 
applicable regulatory guidance. The CMS State Operations Manual provides the 
clearest guidance on the current interpretation of 42CFR482.1 and CMS regulations. 
 
As an office of a NRP/NIMS signatory agency, it is incumbent on CMS to comply with 
the full implementation of NRP/NIMS. This compliance includes requiring NRP/NIMS 
compliance of all vendors (Hospitals and Healthcare Facilities) receiving funding 
through CMS. CMS regulations create a regulatory requirement for full NRP/NIMS 
compliance by all Medicare, Medicaid and Tricare certified Hospitals and Healthcare 
facilities. As an office of a NRP/NIMS signatory (HHS) these requirements are no more 
than a restatement of NIMS and the NIMS Implementation Center Hospital and 
Healthcare Facility Plan. 
 

• “Assuring the safety and well being of patients would include developing and 
implementing appropriate emergency preparedness plans and capabilities. The 
hospital must develop and implement a comprehensive plan to ensure that the 
safety and well being of patients are assured during emergency situations. The 
hospital must coordinate with Federal, State, and local emergency preparedness 
and health authorities to identify likely risks for their area (e.g., natural disasters, 
bioterrorism threats, disruption of utilities such as water, sewer, electrical 
communications, fuel; nuclear accidents, industrial accidents, and other likely 
mass casualties, etc.) and to develop appropriate responses that will assure the 
safety and well being of patients. The following issues should be considered 
when developing the comprehensive emergency plans(s):  

o The differing needs of each location where the certified hospital operates;  
o The special needs of patient populations treated at the hospital (e.g., 

patients with psychiatric diagnosis, patients on special diets, newborns, 
etc.);  

o Security of patients and walk-in patients;  
o Security of supplies from misappropriation;  
o Pharmaceuticals, food, other supplies and equipment that may be needed 

during emergency/disaster situations;  
o Communication to external entities if telephones and computers are not 

operating or become overloaded (e.g., ham radio operators, community 
officials, other healthcare facilities if transfer of patients is necessary, etc.);  
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o Communication among staff within the hospital itself;  
o Qualifications and training needed by personnel, including healthcare 

staff, security staff, and maintenance staff, to implement and carry out 
emergency procedures 

o Identification, availability and notification of personnel that are needed to 
implement and carry out the hospital’s emergency plans; 

o Identification of community resources, including lines of communication 
and names and contact information for community emergency 
preparedness coordinators and responders; 

▪  Transfer or discharge of patients to home, other healthcare 
settings, or other hospitals; 

▪  Transfer of patients with hospital equipment to another hospital or 
healthcare setting;  

▪ Methods to evaluate repairs needed and to secure various likely 
materials and supplies to effectuate repairs.” 

 

•  “The hospital must be in compliance with applicable Federal laws related to the 
health and safety of patients.”  

 

•  “…the hospital must comply with all the requirements of this Condition of 
Participation (CoP) and provide those services in accordance with acceptable 
standards of practice. ‘Acceptable standards of practice’ includes maintaining 
compliance with applicable Federal and State laws, regulations, and guidelines 
regarding hospital emergency services, as well as any standards or 
recommendations promoted by or established by nationally recognized 
professional organizations…”  

 

• “…hospital staff should follow current standards of practice for patient 
environmental safety, infection control, and security.”  

 

• “The chief executive officer, the medical staff, and the director of nursing must 
o  Ensure that the hospital-wide quality assurance program and training 

programs address problems identified by the infection control officer or 
officers; and  

o Be responsible for the implementation of successful corrective action 
plans in affected problem areas.”  

 
CMS provides for both enforcement of these safety and preparedness regulations. 
 

•  “The SA evaluates each general hospital as a whole for compliance with the 
CoPs and certify it as a single provider institution including all components: 
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o  Under the legal control of the hospital governing body and part of the 
same corporation or governmental administrative entity; and 

o Subject to the direction of the hospital administrator and medical staff 
organization. 

o …even when the components are separately housed… It is not 
permissible to certify only part of a general hospital.” 

 

•  “The LSC is applied to hospitals under authority of §1861(e)(9) of the Act and by 
42 CFR 482.41(b).” 

 

• “The CoPs/Requirements apply to the entire certified provider/supplier and to all 
patients… being served by the certified entity, regardless of payment source…” 

 

• “A participating provider cannot participate in a program, and a supplier’s service 
cannot be covered, unless it is in compliance with each of the applicable CoPs…” 

 
Further, CMS has elevated non-compliance with safety and preparedness to the level of 
an “immediate jeopardy” and thus immediate suspension of a hospital or healthcare 
facility’s status as a CMS (Medicare and Medicaid) participating provider.  
 

• “When immediate jeopardy to patient health and safety is found, whether in the 
course of a scheduled Federal monitoring survey, in response to a complaint, or 
as part of sample validation efforts of an accredited entity, the RO initiates 
termination procedures.”  

 

•  “Immediate Jeopardy - “A situation in which the provider’s noncompliance with 
one or more requirements of participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death…” 

  

• “Harm does NOT have to occur before considering Immediate Jeopardy. 
Consider both potential and actual harm when reviewing the triggers…”  

 
CORRELATION OF THE NIMS-IC PLAN, CMS REGULATIONS & JOINT 
COMMISSION STANDARDS: 
 
Correlation 1: 
 
The NRP/NIMS signatory agreement signed by HHS and thus incumbent upon CMS to 
implement combined with the applicable policies, regulations and accreditation 
requirements of CMS, HRSA and Joint Commission create a mandate for full and 
unmodified compliance with NRP/NIMS/NRTS and the NIMS Implementation Center 
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Hospital and Healthcare Facility Plan is incumbent upon all hospitals and healthcare 
facilities. Further, the directives addressed to the Secretary of HHS under HSPD-5 and 
HSPD-21 confirm the intent of placing this mandate on private sector hospitals and 
healthcare under penalty of law. 
(Element 1)   
 
Correlation 2: 
 
CMS regulations and Joint Commission standards both call for the use of an Incident 
Command structure and attention to the four phases of disaster. This paraphrases the 
NIMS Implementation Center Hospital and Healthcare Facility Plan requirements for the 
use of the Incident Command System structure and ICS education. Further, the 
directives addressed to the Secretary of HHS under HSPD-5 and HSPD-21 confirm the 
intent of placing this mandate on private sector hospitals and healthcare under penalty 
of law. 
(Elements 2, 4, 9, 10 and 11) 
 
Correlation 3: 
 
CMS regulations and Joint Commission standards require hospitals and healthcare 
facilities to cooperate with community-based multi-agency disaster responses as well as 
to participate in community wide multi-agency drills. This parallels the NIMS 
Implementation Center Hospital and Healthcare Facility Plan and effectively implements 
this portion of this plan. Further, the directives addressed to the Secretary of HHS under 
HSPD-5 and HSPD-21 confirm the intent of placing this mandate on private sector 
hospitals and healthcare under penalty of law.  
(Elements 3 and 8) 
 
Correlation 4: 
 
The combination of the CMS use of Joint Commission accreditation as CMS certification 
and the deferment of certification by hospitals to Joint Commission makes Joint 
Commission accreditation the de facto certification to fulfill the NIMS Implementation 
Center mandate for “self-certification.” Thus Joint Commission accreditation also has 
become the de facto certification of compliance with the NIMS Implementation Center 
Hospital and Healthcare Facility Plan for each individual Hospital or Healthcare Facility. 
Again, the directives addressed to the Secretary of HHS under HSPD-5 and HSPD-21 
confirm the intent of placing this mandate on private sector hospitals and healthcare 
under penalty of law. 
(Element 5) 
 
Correlation 5: 
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CMS regulations and Joint Commission standards prescribe that an accredited hospital 
or healthcare facility must develop and publish for CMS/Joint Commission review an 
operational budget including the provision of capital for all aspects of business 
operation. This echoes the NIMS Implementation Center Hospital and Healthcare 
Facility Plan provisions regarding Preparedness Funding. Further, HSPD-21 directs the 
Secretary of HHS to create financial incentives to encourage disaster preparedness 
efforts by private sector hospitals and healthcare under penalty of law. 
(Element 6) 
 
Correlation 6: 
 
CMS regulations and Joint Commission standards require revision of existing plans as 
well as regular updating of plans in light of both pre-event Vulnerability Analysis and 
Post Event Review (After Action Review). These clauses validate the NRP/NIMS and 
NIMS Implementation Center Hospital and Healthcare Facility Plan requirements for 
plan revision and regular reevaluation. Further, the directives addressed to the 
Secretary of HHS under HSPD-5 and HSPD-21 confirm the intent of placing this 
mandate on private sector hospitals and healthcare under penalty of law. 
(Elements 7 and 14) 
 
Correlation 7:  
 
CMS regulations and Joint Commission standards detail requirements for both 
Community Wide and Surge (Influx) disaster drills. Further, both organizations 
discourage Tabletop Exercises in favor of Live Patient and Simulator Environment Drills. 
The detailed and recurrent reference to these drills emphasizes the weight and 
importance placed on this phase by these regulatory and accrediting agencies. This 
emphasis reflects the same importance given to disaster drills by NRP/NIMS and NIMS 
Implementation Center Hospital and Healthcare Facility Plan. Further, the directives 
addressed to the Secretary of HHS under HSPD-5 and HSPD-21 confirm the intent of 
placing this mandate on private sector hospitals and healthcare under penalty of law. 
(Elements 12, 13 and 14) 
 
Correlation 8: 
 
CMS regulations and Joint Commission standards specify that hospitals and healthcare 
facilities must maintain sufficient supplies and resources including generators, potable 
water, medications and oxygen to ensure the safety of all staff, patients and residents. 
These requirements are included in multiple key sections of the regulations including 
Life Safety, Facility Operations, Patient Safety and Human Resources/Personnel. The 
JCAHO and CMS sections are actually more stringent and specific than the comparable 
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NIMS Implementation Center Hospital and Healthcare Facility Plan portions. Further, 
the directives addressed to the Secretary of HHS under HSPD-5 and HSPD-21 confirm 
the intent of placing this mandate on private sector hospitals and healthcare under 
penalty of law. 
(Elements 15 and 16) 
 
Correlation 9: 
 
CMS regulations and Joint Commission standards specify the use of plain English and a 
common nomenclature in all communications without allowance for a different language 
or nomenclature in event of disaster. This common language requirement is far more 
stringently worded than the associated NIMS Implementation Center Hospital and 
Healthcare Facility Plan sections in large part owing to the high priority placed by both 
CMS and Joint Commission in the 1999 To Err is Human report published by the 
Institute of Medicine. Further, the directives addressed to the Secretary of HHS under 
HSPD-5 and HSPD-21 confirm the intent of placing this mandate on private sector 
hospitals and healthcare under penalty of law. 
(Element 17) 
 
IMPLICATION OF THE NIMS-IC PLAN, CMS REGULATIONS &  
JOINT COMMISSION STANDARDS: 
 
Implication 1: 
 
Whether by design or serendipity, recently published CMS regulatory changes and 
progressive refinement of Joint Commission standards have resulted in accreditation 
criteria that now closely approximate those put forth in NRP/NIMS and the NIMS 
Implementation Center Hospital and Healthcare Facility Plan. This has the effect of 
creating a regulatory mandate for hospitals and healthcare facilities to fully implement 
NRP/NIMS and the NIMS Implementation Center Hospital and Healthcare Facility Plan. 
HSPD-21 places the force and effect of law to these mandates and creates a path for 
federal prosecution under Medicare and Medicaid fraud statutes. 
 
Implication 2: 
 
Owing largely to the National Patient Safety Program initiated by Joint Commission and 
CMS in response to the Institutes of Medicine To Err is Human report, recently 
published CMS regulatory changes and progressive refinement of Joint Commission 
standards have resulted in accreditation criteria for resource acquisition/inventory and 
common communication nomenclature that exceed those put forth in NRP/NIMS and 
the NIMS Implementation Center Hospital and Healthcare Facility Plan. Further, both 



 

 56 

agencies have tied these criteria to the facility safety/Life Safety criteria for 
accreditation. 
 
Implication 3: 
 
Following the catastrophic events of the 2004 and 2005 hurricane season and the 
recent National Academies of Science reports regarding Hospital and Community 
Disaster Preparedness, recently published CMS regulatory changes and progressive 
refinement of Joint Commission standards have resulted in accreditation criteria for 
disaster planning, education and drills that exceed those put forth in NRP/NIMS and the 
NIMS Implementation Center Hospital and Healthcare Facility Plan. Further, both 
agencies have tied these criteria to the facility safety/Life Safety criteria for 
accreditation. 
 
Implication 4: 
 
Because certification by CMS and indirectly Joint Commission accreditation are 
required for Medicare and Medicaid insurance participation and because CMS and Joint 
Commission have tied much of their disaster preparedness criteria to the facility safety 
and Life Safety certification criteria, violation of these criteria would immediately 
suspend CMS certification and thus immediately suspend Medicare and Medicaid 
insurance participation by the violating hospital or healthcare facility. Further, all private 
insurance suspends program participation in the event o a CMS suspension. Thus 
violation of the CMS and/or Joint Commission disaster preparedness criteria and by 
extension the NIMS Implementation Center Hospital and Healthcare Facility Plan holds 
significant financial penalties for any hospital or healthcare facility. HSPD-21 places the 
force and effect of law to these mandates and creates a path for federal prosecution 
under Medicare and Medicaid fraud statutes 
 
OMINOUS SIGNS FROM FEDERAL REGULATORS 
 
When The High Alert Institute first raised the specter of NRP/NIMS compliance being 
linked to CMS (Medicare and Medicaid) billing in The Cost of Disaster 
Unpreparedness published October, 2006, the discussion above had been strictly 
theoretical. In early 2007, several federally funded training programs have brought to 
the table the ominous implication of the NIMS Integration Center Implementation Plan 
for Hospitals and Healthcare as it related to NIMS compliance. The High Alert Institute 
updated its original report in March of 2007.  
 
An updated version of The Cost of Disaster Unpreparedness circulated widely in 
government and the private sector in early April of 2007. On April 20, 2007 the NIMS 
Integration Center posted two new clarifications on the internet stating that as of that 
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date, NIMS compliance was not a requirement for Medicare or Medicaid billing and that 
NIMS compliance was not a requirement for Joint Commission accreditation. Of specific 
interest to this discussion is that at the time that these clarifications were released, the 
September 30, 2007, NIMS implementation deadline had not yet passed. Simple logic 
would dictate that on April 20, 2007, a compliance regulation with a deadline of 
September 30, 2007, could not be a requirement for either CMS billing or accreditation.  
 
Of equal interest, but far more ominous is the fact that only 18 days after the September 
30, 2007 NIMS compliance deadline passed with most hospitals still out of compliance, 
the President issued HSPD-21 which directs the Secretary of HHS “to use current grant 
funding programs, private payer incentives, market forces, Center for Medicare and 
Medicaid Services requirements, and other means to create financial incentives to 
enhance private sector health care facility preparedness.” 
 
This is the first step in a progression that, if followed by CMS, Department of Health and 
Human Services (HHS), Department of Homeland Security (DHS) and Department of 
Justice (DoJ), will put the full weight and power of the federal government behind a 
mandate for hospital preparedness. An appreciation how CMS and DoJ have handled 
dealt with healthcare providers who have run afoul of these agencies in the past two 
years may portend the future. 
 
In early 2006, DoJ instituted a change in how it dealt with Medicare, Medicaid and 
Tricare fraud. In prior years, these issues were typically dealt with as civil issues with 
civil penalties and restitution. Most offenders plead "guilty" or "no contest" to the 
charges, paid a fine and went home. Beginning in early 2006, DoJ began using the 
"guilty" plea from the civil cases as evidence to prosecute these individuals criminally. 
The type of insurance fraud spanned the gambit from billing for nonexistent patients to 
billing more than the documentation would support. It is this latter prosecution that is the 
cause of concern. 
 
Since NRP and NIMS regulations are promulgated upon all signatories to NRP/NIMS, 
including HHS, this would include CMS (Medicare and Medicaid). Since a all healthcare 
providers who bill CMS directly or indirectly are regulated by CMS and have 
independent contractor status with CMS, the requirements and regulations promulgated 
upon CMS by NRP/NIMS through HHS are passed down to those contractors. This is 
affirmed by every healthcare provider every time they bill CMS on a UB92, CMS1500 or 
electronic equivalent because these forms include the attestation that the healthcare 
provider is in compliance with all regulations and requirements of CMS and the program 
billed.  
 
It is this last fact that opens the door for DoJ to involve itself in hospital preparedness. 
Through their actions in 2006, DoJ has shown the willingness to criminally prosecute 
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healthcare providers for overt insurance fraud, including signing a false attestation. 
Signing the CMS attestation when not in compliance with NRP/NIMS is the same as 
signing the attestation when medical record documentation is not in compliance with 
CMS documentation standards. In short, the failure to be all hazards prepared may 
have just been raised to the level of a federal felony; enter Qui Tam. 
 
Basically, a Qui Tam ("He who sues on behalf of the king as well as for himself") is a 
provision of the Federal Civil False Claims Act that allows a private citizen to file a suit 
in the name of the U.S. Government charging fraud by government contractors and 
other entities who receive or use government funds. In healthcare, the whistleblower 
has information that a Medicare/Medicaid provider has knowingly submitted or caused 
the submission of false or fraudulent claims. The False Claims Act provides incentive to 
whistleblowers by granting them between 15% and 30% of any award or settlement 
amount. In addition, the statute provides an award of the whistleblower's attorney's fees.  
A private citizen, called a realtor, can file a complaint in the U.S. District Court with 
jurisdiction over the case.  The complaint is filed “under seal,” that is, confidentially.  
Once a complaint is filed, the Department of Justice (DoJ) has 60 days to investigate 
the information disclosed and determine whether it will join in the lawsuit. The DoJ can, 
and often does, request the court grant extensions to give it more time to investigate. It 
is not unusual for a complaint to remain under seal for as long as two to three years 
before the DoJ makes a decision.  However, a relator does have the right to challenge 
extension requests and to have the seal lifted.  Once a complaint is filed, the DoJ will 
assign the case to an investigative agency that has jurisdiction over the allegations. 
During the period of time the complaint is under seal, the Government investigators will 
conduct a preliminary investigation based on the information disclosed by the relator. 
This usually includes a comprehensive interview of the relator and review of relator's 
records if any exists. It also will include interview of any corroborative witnesses, review 
of appropriate government records and interviews of government officials. The 
investigation can also be expanded to include obtaining and reviewing the records of 
the defendant through the subpoena process. Once the preliminary investigation is 
completed, the results are analyzed by the DoJ in order to determine whether it will join 
in the lawsuit. 
 
Once a whistleblower brings suit on behalf of the government, the United States 
Attorney for the district has the option to take over the case. If the US Attorney does so, 
the government will usually notify the Medicare/Medicaid provider being sued that a 
claim has been filed. Since Qui Tam actions are filed under seal, the seal must be 
partially lifted by the court to allow this type of disclosure. The seal prohibits the 
defendant from disclosing even the mere existence of the case to anyone, including its 
shareholders. The government may then, without disclosing the identity of the 
whistleblower or any of the facts, begin taking discovery from the defendant. 
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The realtor has the right to share in any award granted under the Qui Tam action.  The 
1986 Amendment to the False Claims Act increased the relator's share of the award in 
qui tam actions. Prior to 1986, relators were not guaranteed any more than 10 percent 
of the award. The 1986 Amendment raised the relator's share to a minimum of 15 
percent and a maximum of 30 percent. 
 
Claims that are falsely presented to the Government for payment are actionable under 
the False Claims Act. The False Claims Act covers a Medicare/Medicaid provider who: 

• Knowingly presented or caused to be presented a false or fraudulent claim for 
payment or approval to an officer or employee of the government; 

• Knowingly made, used, or caused to be made or used, a false record or 
statement to get a false or fraudulent claim paid by the government; 

• Conspired to defraud the government by getting a false or fraudulent claim 
allowed or paid; 

• Knowingly made, used or caused to be made or used, a false record or 
statement to conceal, avoid, or decrease an obligation to pay or transmit money 
or property to the government, ("reverse false claim"). 

 
A hospital or healthcare facility which fails to fully implement an NRP/NIMS Compliant 
“All Hazards” Disaster Preparedness program and continues to submit 
Medicare/Medicaid claims including the attestation that the provider is in compliance 
with all regulations and requirements of CMS and the program billed presents or causes 
to be presented a false claim. A claim is considered "knowingly" made if: 

• There is actual knowledge of a false claim  

• Deliberate indifference to the truth or falsity of a claim 

• Reckless disregard of the truth or falsity of a claim 
 
The implications for the corporate officers of a hospital go beyond just CMS fraud, civil 
penalties and imprisonment. Hospitals are now largely operated by public entities and 
thus file financial reports and financial statements. These reports are based on 
projected CMS reimbursements. If a facility is not NRP/NIMS compliant and “All 
Hazards” disaster prepared, the corporate officers are not only in danger of CMS fraud, 
but of projecting CMS reimbursements they know are not collectable. Further, the seal 
on a Qui Tam claim prohibits the defendant from disclosing even the mere existence of 
the case to anyone, including its shareholders, a fact which is in conflict with the 
provider's obligation under Security and Exchange Commission regulations that require 
disclosure of lawsuits that could materially affect stock prices; enter Sarbanes-Oxley.  
 
The Sarbanes-Oxley (SOX) Act of 2002 represents landmark legislation in the world of 
corporate compliance, securities and capital markets, and overall organization 
governance and responsibility.   
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The perceived epidemic nature of corporate scandals illustrated in Enron, WorldCom 
and others, provided the impetus for Congress to act quickly.  The wide spread support 
was clear in that SOX was approved by a near unanimous vote in Congress (vote of 99-
0 in the Senate and 423-3 in the House).  The fast pace of approval resulted in need for 
numerous interpretations, explanations and general confusion. 
 
There is far reaching impact on Corporate Governance and Conduct, Financial 
Reporting and the Public Accounting Profession and also impacts the medical 
community, the legal community and investment banking analysts. 
 
Broadly speaking the Act’s provisions are built around the following principles: 
 

– Integrity  
– Independence 
– Proper Oversight 
– Accountability 
– Strong Internal Controls 
– Transparency 
– Deterrence 

 
The Sarbanes-Oxley Act came into force in July 2002 and introduced major changes to 
the regulation of corporate governance and financial practice. Among its many statutory 
requirements, Sarbanes-Oxley mandates periodic financial reports including 
certifications that:  

• The signing officers have reviewed the report  

• The report does not contain any material untrue statements or material omission 
or be considered misleading  

• The financial statements and related information fairly present the financial 
condition and the results in all material respects  

• The signing officers are responsible for internal controls and have evaluated 
these internal controls within the previous ninety days and have reported on their 
findings  

• A list of all deficiencies in the internal controls and information on any fraud that 
involves employees who are involved with internal activities  

• Any significant changes in internal controls or related factors that could have a 
negative impact on the internal controls  

 
Public companies are required to comply with SOX and not-for profits are highly 
encouraged to voluntarily comply.  Voluntary compliance with the legislation for not-for-
profits would require  
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• Established formal governance over financial reporting and interaction with the 
Board of Directors, Audit Committee, and external financial auditors.  

• CEOs and CFOs certify whether the company’s financial statements are true, 
complete, and fairly stated.  

• CEOs and CFOs evaluate the effectiveness of the company’s disclosure controls 
and procedures and present their conclusions about the effectiveness in the 
annual filing.         

• Management annually assesses and assert to the effectiveness of the company’s 
internal controls and procedures for financial reporting.  

 
For public companies, SOX contains many requirements that affect senior executives 
and individual directors.  Among those are: 
 

• CEO/CFO Certifications to assure accuracy, completeness and timeliness 
(separate civil, criminal certifications) 

 
• Establish and assess disclosure controls and procedures for collecting, 

processing and disclosing information required to be disclosed in periodic reports 
(10K, 10Q, 8-K) (current requirement); internal control reports in annual reports 
(fiscal years post 9/15/03) 

 
• Accelerated reporting by Executive Officers and Directors (2 days) 

 
• Code of Ethics, Senior Financial Officers (Disclose in 10K) 

 
• Clawbacks for CEO/CFO bonus, stock sales profits if company’s financial 

statements are restated due to misconduct (12 months from 1st disclosure) 
 
Sarbanes-Oxley establishes an independent commission which is required to study and 
report on the extent of off-balance transactions. The commission is also required to 
determine whether generally accepted accounting principals or other regulations result 
in open and meaningful reporting.  
 
Financial statements published by regulated companies are required to be accurate and 
presented in a manner that does not contain incorrect statements. These financial 
statements must include all material off-balance sheet liabilities, obligations or 
transactions. Regulated companies are required to publish information in their annual 
reports concerning the scope and adequacy of the internal control structure and 
procedures for financial reporting. This statement must assess the effectiveness of such 
internal controls and procedures. A registered accounting firm must, in the same report, 
attest to and report on the assessment on the effectiveness of the internal control 
structure and procedures for financial reporting. Regulated companies are required to 
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disclose to the public, on an urgent basis, information on material changes in their 
financial condition or operations. These disclosures are to be presented in terms that 
are easy to understand supported by trend and qualitative information of graphic 
presentations as appropriate.  
 
This last requirement, known as Section 404, has had one of the largest impacts on 
corporations in America. Companies impacted have initiated projects to document, 
assess the gaps over, remediate, and test the internal controls over financial reporting 
(ICOFR). In addition, each company must assert as to its findings resulting from this 
process and that the ICOFR are adequate within the parameters established by the 
Public Company Accounting Oversight Board (PCAOB) and the Securities and 
Exchange Commission (SEC).  
 
Audit Committee Requirements under SOX affect the full Board of Directors, Board 
Committees and executive officers of the company.  Audit Committee oversight would 
include: 

– Directly responsible for “appointment, compensation and oversight” of  
independent Auditors (SOA);) Have sole authority to appoint, compensate and 
oversee outside Auditor (NASDAQ) 

–  Approve, in advance, the provision by the Auditor of all permissible non-audit 
services 

– Authority to engage and determine funding for independent counsel and other 
advisors; company must provide funding  

 
Additional duties of the Audit Committee: 
 

• At least annually, obtain and review a report by the independent Auditor 
describing the firm’s internal quality control procedures; any material issues 
raised by the most recent internal quality control review, peer review or any 
inquiry or investigation within the preceding five years and assess the Auditor’s 
independence with respect to all relationships between the independent Auditor 
and the company (NYSE) 

• Discuss annual and quarterly financial statements with management and 
independent Auditor, including MD&A (NYSE) 

• Establish complaint reporting procedures/mechanism 
• Audit Committee must review and approve all related-party transactions 

(NASDAQ) 
• Additional NYSE requirements (e.g., discussing risk assessment and risk 

management) 
 
Audit Committee Composition 
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• Independence   
 

– Audit Committee member not to receive any compensation other than for 
board or committee service  

– Audit Committee member may not be affiliate of the company or its 
subsidiary (NASDAQ= own/control >20% voting stock ) 

– Limit time non-independent Audit Committee members can serve to 2 
years; prohibited from serving as chair. Cannot be company 
employee/family member; affirmative board determination required that in 
best company interests; disclosure requirements  

 
• Financial Expertise 

• Audit Committee must include at least one “financial expert.”(SOA-
disclosure requirement in 10K)(NYSE/NASD require) 

• All Audit Committee members must be able to read and understand 
financial statements  (NYSE/NASDAQ- at time of appointment) 

• At least one member of the Audit Committee must have accounting or 
related financial management expertise (NYSE); consider education and 
experience  as public accountant or Auditor or public company CFO, 
Controller, and sufficient financial expertise in the accounting and auditing 
areas specified in SOA (NASDAQ) 

 
Audit Committee Reporting Mechanisms: 
 

• Complaint Procedures:   
– Must establish procedures for receipt, retention and treatment of 

complaints regarding accounting, internal accounting controls and auditing 
issues. 

– Implies reporting mechanism, record-keeping and responsive actions 
– Provide mechanism for employees to submit concerns on a confidential, 

anonymous basis regarding questionable auditing or accounting matters. 
 
Requirements Affecting Outside Auditors 

• New Auditor Independence Requirements 
 

• Registered public accounting firms will be prohibited from providing eight types of 
non-audit services to audit clients: 

• Bookkeeping or other services related to company’s accounting records or 
financial statements 

• Financial information systems design and implementation 
• Appraisal or valuation services, fairness opinions 
• Actuarial services 
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• Internal audit outsourcing services 
• Management functions or human resources  
• Broker or dealer, investment adviser or investment banking services 
• Legal services and expert services unrelated to the audit 
• Any other service determined to be impermissible by the future Public 

Company Accounting Oversight Board 
•  

• Mandatory Auditor rotation:  Partner cannot be lead or review partner for more 
than 5 consecutive years  

 
• Outside Auditor must timely report to Audit Committee: 

• All critical accounting policies and practices to be used in financial reports 
– All alternative treatments of financial information within GAAP that have 

been discussed with management, ramifications of their use, and 
treatment preferred by the Auditor 

– Other material written communications with management 
 
There are many recommended actions to enhance compliance.  Some specific steps 
would include: 

• Assess/document P&P, processes already in place; determine gaps requiring 
new standards 

• Develop and implement new standards 
• Communicate to and train appropriate individuals 

• Board of Directors 
• Senior Management 
• Compliance Officer 
• Other Employees 

• Enhance reporting mechanism (ensure Audit Committee link) 
• Consider/clarify relationship of Internal Audit/Public Reporting Compliance 

Coordinator, Compliance Officer, Compliance Committee, Board and Board 
Committee Oversight 

• Consider/incorporate  auditing, monitoring approaches in compliance program 
• Opportunity to consider/incorporate overall risk assessment and risk 

management 
• Incorporate responsive actions in compliance program 
• Financial and Disclosure controls 

• Prepare Disclosure Guidelines (continued) 
• Identify appropriate individuals to involve in process- principal accounting 

officer/controller, risk management, investor relations, compliance officer, 
in-house counsel, business unit heads, subsidiary parallel positions, 
CEO/CFO review 

• Assign responsibility to appropriate specific individuals 
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• Consider appropriate oversight and disclosure mechanisms- e.g., 
checklists, form Disclosure Committee 

• Back-up certifications by key individuals 
• Consider parallel clawbacks in event of material restatement 
• Legal Counsel review of reports 
• Outside Auditor/Audit Committee roles, including review 
• Document meetings, reviews, approvals/pre-approvals 
• Review/revise Audit Committee charter 

 
Sarbanes-Oxley imposes penalties of fines and/or up to 20 years imprisonment for 
altering, destroying, mutilating, concealing, falsifying records, documents or tangible 
objects with the intent to obstruct, impede or influence a legal investigation. The 
legislation also imposes penalties of fines and/or imprisonment up to 10 years on any 
accountant who knowingly and willfully violates the requirements of maintenance of all 
audit or review papers for a period of 5 years. Organizations may not attempt to avoid 
these requirements by reincorporating their activities or transferring their activities 
outside of the United States.  
 
WILLFUL BLINDNESS: 
 
The concept of willful blindness Board of Directors and Senior Management can not 
simply turn a blind eye to violations of the above referenced statutes with impunity.  The 
doctrine of “willful blindness” is alive in well in the realm of corporate accountability.  
Willful blindness first appeared as a substitute for actual knowledge in English case law 
over a century ago.  “The willful blindness doctrine permits a jury to find that a 
defendant, in this case our director or senior manager, has knowledge of the material 
facts because he has deliberately chosen to remain ignorant of illegal activity that would 
have been disclosed by further investigation.” United States v. Jewell, 532 F.2d 697, 
704 (9th Cir. 1976)).  
 
The willful blindness doctrine is primarily recognized by English authorities. Id. 532 F.2d 
at 705. "A classic illustration of this doctrine is the connivance of an innkeeper who 
deliberately arranges not to go into his back room and thus avoids visual confirmation of 
the gambling he believes is taking place.” Id. The willful blindness doctrine requires the 
government to establish that the actor had a conscious purpose to avoid enlightenment. 
United States v. Barnhart, 979 F.2d 647, 651 (8th Cir.1992).  
 
“Additionally, willful blindness requires proof that the actor took deliberate actions to 
prevent the obtaining of actual knowledge of the facts.” Id. (Cited by In re Conduct of 
Albrecht, 42 P.3d 887, 904 (Or. 2002). 
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The cost to a hospital or healthcare facility for initial immersion simulation training and a 
full “Crawl-Walk-Run” community disaster drill is $120,000 to $180,000. The corporate 
officers of a hospitals or healthcare facility cannot reasonable claim the inability to know 
that their facility had not spent the money required to be NRP/NIMS compliant. This 
willful blindness constitutes the requisite knowledge of guilt for a successful Qui Tam 
and Sarbanes-Oxley claim. 
 
In addition, SOX creates additional protections for whistleblowers and new federal 
criminal codes provide additional protections.  18 U.S.C. § 1513:  “Whoever knowingly, 
with the intent to retaliate, takes any action harmful to any person . . . for providing to a 
law enforcement officer any truthful information relating to the commission or possible 
commission of any Federal offense . . .”  Elements added to 18 U.S.C. § 1513(e):  

• Knowing and intentional action to retaliate 
• Against any person (not just an employee) 
• Providing truthful information relating to commission or possible 

commission 
• A law enforcement official (not just a Federal agent) 
• Regarding any Federal offense 

 
Further, Elements of 18 U.S.C. § 1514A: 

– Prohibits a company from sanctioning an employee because of any lawful 
act to provide information about “fraud against shareholders” to (1) a 
Federal agency, (2) Congress, or (3) employee’s supervisor. 

– Authorizes civil action for damages and equitable relief, including 
reinstatement, back pay, attorneys’ fees, etc. 

– 90-day statute of limitations:  employee must file claim within 90 days of 
retaliation.  

– Provision construed narrowly:  applies only to information provided in 
connection with an ongoing proceeding. 

 
DISASTER HEALTHCARE LAW CONCLUSIONS: 
 
Based on the comprehensive review of Homeland Security Presidential Directives, CMS 
regulations, Joint Commission standards, NRP/NIMS and the NIMS Implementation 
Center Hospital and Healthcare Facility Plan, it is the position of The High Alert Institute 
that significant legal foundation exists for criminal and administrative prosecution of 
institutions and individuals for failures of private sector hospital and healthcare disaster 
preparedness. Avenues for prosecution include the Federal False Claims Act 
(Medicare/Medicaid Fraud Act) both by direct action of federal prosecutors and/or Qui 
Tam action by interested citizen relators. In addition, violation of Homeland Security 
Presidential Directives which have the force and effect of federal law provides federal 
prosecutors an additional avenue for criminal and/or administrative action. 
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It can be argued that under Sarbanes-Oxley, a hospital or healthcare facility corporate 
officer who signs the mandated financial report for the hospital despite the fact that the 
hospital is not fully NRP/NIMS compliant is guilty of violating the statute because the 
financial statement is based on false attestations of compliance to CMS at the time the 
insurance claim is billed. Further, if the false attestation linked to NRP/NIMS compliance 
results in a Qui Tam action, the corporate officers may face additional jeopardy under 
both Sarbanes-Oxley and the False Claims Act. Similarly, a false attestation under 
Sarbanes-Oxley resulting from a violation of a Homeland Security Presidential Directive 
which carries the force of law would carry personal legal jeopardy for the hospital or 
healthcare facility corporate officer. 
 
Finally, disaster preparedness is no longer just an accreditation issue. “All Hazards” 
disaster planning is no longer just a requirement to qualify for federal grants. Education 
is no longer a last priority. These activities are being linked to civil and criminal statues 
with increasing frequency both in open interviews and printed discussion. Disaster 
planning, preparation and education are becoming the newest legal shield for the 
healthcare corporate officer. 
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SOCIOECONOMIC CONSEQUENCES OF DISASTERS: 
 
Four interconnected points will be made regarding the socioeconomic consequences of 
disasters: 
 
1) Universal: Socioeconomic responses and socioeconomic are nearly universal among 
persons exposed to a disaster. According to a report by the Institute of Medicine (IOM), 
the majority of persons exposed to a disaster experience fear and distress (IOM, 2003). 
Many disaster-exposed persons rapidly return to normal functioning, regain composure, 
and do not seek medical care. However, a proportion of survivors experiences distress 
to the point of making behavioral changes. One behavior of critical concern for health 
care professionals is the “convergence” of disaster survivors surging on hospitals near 
the scene of a disaster event. A still smaller proportion of disaster survivors experiences 
onset, exacerbation, or recurrence of diagnosable psychiatric disorders such as 
posttraumatic stress disorder (PTSD), major depression, or anxiety disorder. Disasters 
may also increase rates of substance use and family/interpersonal violence in the 
disaster-affected community. The authors of the IOM report summarize these 
observations in this manner: 
 
“The psychological consequences of terrorism [and disasters] encompass a range of 
emotional, behavioral and psychological reactions that occur in the population as a 
result of an event or the threat of an event. These consequences include distress 
responses, changes in behavior, and diagnosed psychiatric illness,” (IOM, 2003).  
 
The interrelationship and relative magnitude of the numbers of persons who are fearful 
and distressed, change behavior, or progress to psychiatric illness, is illustrated in a 
diagram with three overlapping circles adapted from the IOM publication (IOM, 2003). 
 
2) Widespread: Disasters impact more people psychologically than by physical harm or 
destruction. In a disaster, persons who are affected psychologically outnumber persons 
who are harmed physically or sustain major property damage. This concept can be 
portrayed graphically by displaying a disaster’s large psychological “footprint” compared 
with the relatively smaller medical “footprint” (Shultz et al., 2003). Numbers of  
psychological casualties notably exceed numbers of medical casualties when the 
“boundaries of exposure” are unclear.  
 
For example, large numbers of distressed persons may seek screening when they fear 
harm from a hazardous material that is undetectable to the senses, a source of 
radiation, or an “incubating” infectious disease.  
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The term “widespread” is selected intentionally to denote that persons affected 
psychologically are not only greater in number, but are usually distributed 
geographically over a wider area compared with persons sustaining physical harm. 
 
3) Brief to Prolonged: Psychosocial reactions to trauma are recognized to be among the 
most enduring and debilitating outcomes of disasters. While fear and distress may be 
transient and expectable reactions for many disaster victims, “a significant minority 
of survivors experience serious long-term psychological difficulties,” (CMHS, 2004). For 
some persons, psychological effects persist long after the cessation of the disaster 
event (Norris, 2005; Ursano, Fullerton, & McGaughey, 1994).  
 
For example, survivors who lose a loved one in the incident may experience a 
prolonged period of bereavement. For some disaster survivors, psychological effects 
may profoundly affect their ability to function and carry on daily activities. 
 
4) Disaster-Driven: Psychosocial consequences of disasters are related to the nature of 
disasters and extreme events. The nature of disaster, including disaster type, 
magnitude, timing, and geographic scope of impact, influences the extent and severity 
of psychological effects. 
 
“The extent and extremity of psychosocial responses, ranging from transient fear and 
distress to chronic psychopathology, relate directly to the nature of disaster 
itself…Exposure, loss, and change—the forces of harm— represent disaster 
consequences and powerful stressors,” (Shultz, et al., 2006). 
 
DISASTER ECOLOGY MODEL: 
 
Since socioeconomic outcomes are related to the nature of disasters, it is important to 
define both “disaster” and “disaster ecology.” Because disasters are so expansive in 
scope, frequently impacting large geographic areas and large populations, disasters are 
described from the perspective of the emerging field of disaster ecology. In fact, the 
definition of disaster presented here is imbedded directly within a Disaster Ecology 
Model designed to concurrently consider the medical and psychological effects of 
disasters (Shultz et al., 2006). 
 
A diagram illustrates the definition of disaster and presents the elements of a Disaster 
Ecology Model. At the core of the diagram is the disaster event, portrayed as the 
collision between forces of harm and the affected population in harm’s way. Notice that 
forces of harm include exposure to hazards at the time of impact, loss, and change.  
 
Loss and change are “forces” that exert their psychological and socioeconomic effects 
far into the post-impact period. Surrounding the core of the diagram, where forces of 
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harm impact the affected population, are multiple tiers of “ecological context”, ranging 
from individual/family, to community, to societal. Together, these components embody 
the Disaster Ecology Model (Shultz, et al., 2006). 
 
Professionals trained in the science of public health may observe an interesting parallel 
between the Disaster Ecology Model and the classic “epidemiologic triad,” consisting of 
agent, host, and environment. The epidemiologic triad serves as a teaching tool for 
explaining the spread of infectious disease throughout a community, identifying points of 
intervention to halt transmission, and guiding field epidemiologic investigations (Last, 
2001). 
 
Pandemic influenza is a timely illustration, one that portends a monumental global 
disaster. The agent may be either the H1N1 or the H5N1 influenza virus, the host is the 
universally susceptible worldwide human population, and the environment consists of 
many features that may facilitate viral transmission such as population density, 
crowding, and transcontinental transportation. For some infectious diseases, a fourth 
component is essential for transmission of the agent through the environment to a 
vulnerable host. This intermediary may be a “vehicle” such as contaminated 
food or water, or a “vector” such as a mosquito or tick (IOM, 2003; Reissman, et al., 
2005; Rundell & Christopher, 2004) 
 
Recently, this popular public health model has been applied to the description of 
disasters, including discussion of the psychosocial dimensions (IOM, 2003). However, 
for many disaster management and health care professionals, including the majority 
who are unfamiliar with the triad model, the infectious disease terminology creates an 
unnecessary stumbling block.  
 
The Disaster Ecology Model draws upon, and considerably expands, the components of 
the epidemiologic triad. This model uses disaster-specific terminology intended for 
all-hazards applications. Nevertheless, the parallels are apparent and should be 
acknowledged. To account for the diverse types of disasters and emergency events, 
the Disaster Ecology Model replaces agent with forces of harm, host with affected 
communities and populations, and environment with ecological context (Shultz, et al., 
2006). 
 
The Disaster Ecology Model purposefully incorporates the psychosocial as well as 
medical consequences of disasters. The full Disaster Ecology Model identifies many 
elements that individually, collectively, and interactively influence disaster occurrence 
and outcomes. The Disaster Ecology Model is easily applied to the socioeconomic 
impacts of disaster. The Disaster Ecology Model portrays the interaction of forces of 
harm and human population. The impact of disaster on function and psychosocial well-
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being is influenced by many factors comprising multiple layers of ecological “context”. In 
broad categories, factors are illustrated within three levels: 

 

• Individual/Family  

• Community  

• Societal/Structural. 
 
At each level, the ecological context includes risk and resiliency factors, influences that 
may exacerbate or mitigate the impact of disaster, respectively. The Disaster Ecology 
Model facilitates better understanding of how disasters impact human communities and 
how citizens and professionals can be resilient in the face of disaster. Of great  
significance, the Disaster Ecology Model describes the devastation wrought by 
exposure to disaster hazards and simultaneously elucidates the contribution of loss and 
change to psychological and behavioral outcomes. Thus, the Disaster Ecology Model 
provides a framework for discussing the socioeconomic consequences of disaster as 
well as the psychosocial and medical consequences of disasters. The Disaster Ecology 
Model also provides a framework for defining strategies for prevention and intervention 
to diminish these consequences for populations affected by disasters. 
 
DISASTER CONSEQUENCES: 
 
The public health impact of a disaster can be measured in terms of mortality, morbidity 
(cases of non-fatal injury or illness), population displacement, impact on health services, 
effects on community public health, property and material losses, social disruption, 
psychological distress and socioeconomic impairment. The socioeconomic impact 
relates directly to the magnitude of disaster consequences. 
 
Morbidity: Disasters frequently result in injuries during the response and recovery 
phases. Conditions in the aftermath of disasters, particularly contamination of water 
supplies or increased breeding of vectors for infectious diseases, may lead to 
epidemics. During acts of terrorism, injury may occur immediately upon explosion of a 
conventional weapon or incendiary device, at the moment of detonation of a nuclear 
device, or at the instant of release of a chemical agent into the atmosphere. For 
bioterrorism, release of the agent is typically clandestine and the presence of the 
infectious agent may only be revealed several days after incubation, when people 
become symptomatic with serious or fatal illness. Socioeconomic morbidity in the form 
of lost revenue and business disruption further complicate the response and recovery 
required by the disaster. 
 
Mortality: Disasters and acts of terrorism often result in loss of life, ranging from small 
numbers of deaths to mortality on a mass scale. Mortality is related to the properties of 
the hazard forces of natures (explosive, incendiary, nuclear, or chemical device; 
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infectious disease agent or toxin), quantity and quality of agent used, numbers of 
persons exposed, and characteristics of the physical, social and economic setting. 
 
Displacement: Disasters may displace persons due to physical destruction of property 
or hazards that render a locale uninhabitable. Humanitarian crises—complex 
emergencies—may displace persons due to civil conflict and persecution. Rousted from 
their homes, these persons flee to another country, becoming refugees, or live a 
precarious existence elsewhere in their own country among other internally displaced 
persons (IDPs). Acts of terrorism may displace large numbers of persons due to large-
scale physical destruction (example: World Trade Center attack, 2001) or due to 
ongoing civil conflict and threat, sometimes directed toward whole categories of citizens 
(examples: Bosnia, Colombia, Rwanda, Afghanistan). Powerful recent examples of 
mass displacement include the 2004 Southeast Asia tsunami and Hurricane Katrina in 
2005. 
 
Damage to health services: Disasters may destroy hospitals, clinics, pharmacies, and 
diagnostic centers. Medical and emergency providers will need to redirect their focus 
toward disaster victims. Routine health care will be less accessible, even if facilities 
remain unharmed. Availability of vital, life-sustaining services such as dialysis or 
chemotherapy may be disrupted. Moreover, essential pharmaceuticals such as 
diabetes, asthma, cardiovascular and psychiatric medications may be in short supply. 
Terrorist acts may cause fear responses that trigger a surge on the medical care system 
(example: Aum Shinrikyo sarin gas attack on the Tokyo subway, 1995). 
 
Damage to community public health: Disasters may disrupt public health services and 
redirect the work of health professionals to disaster relief efforts. Regarding basic 
public health infrastructure, water supplies may become contaminated, sanitation 
systems may be damaged, and health care for populations with special needs may be 
halted. Terrorist attacks and epidemic diseases usurp major public health resources and 
cause large-scale redeployment of public health professionals (examples: public health 
response to World Trade Center attack, 2001 anthrax attacks, West Nile virus in New 
York City, SARS in Toronto, Hurricane Katrina). 
 
Property and material losses: Disasters frequently result in damage and destruction of 
property. Persons may need to live in damaged dwellings, with reduced safety, security 
and comfort. Others will be forced to evacuate to temporary quarters or simply vacate 
the area in search of alternative living quarters. Regarding natural disasters, Hurricane 
Mitch caused extraordinary needs for shelter for persons whose dwellings were 
destroyed in the mudslides and flash floods from the storm’s unrelenting, torrential 
rains. Many persons were left temporarily homeless in the wake of September 11, 2001 
when much of lower Manhattan became uninhabitable due to loss of services and 
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hovering clouds of debris. In the aftermath of Hurricane Katrina, 2005, much of New 
Orleans was submerged and some areas will never be resettled. 
 
Social Disruption: Disasters may destroy the fabric of a community, dislocating families, 
destroying neighborhoods, dismembering social networks, and causing migration of 
portions of the population to other places. Even when the neighborhood can be restored 
to livability, the social life may be severely disrupted and may never be restored to 
predisaster conditions. This was the case following Hurricane Andrew in Miami. Many 
complex emergencies, including the rash of ethnic conflicts in Europe that escalated to 
full-scale warfare throughout the 1990s, create near-total social disruption. The 
aftermath of the September 11, 2001 terrorist attacks produced a series of cascading 
effects on the United States economy and on societal perceptions of vulnerability and 
threat of future attack. The fiscal prowess of American corporations, reflected in many 
months of downward stock valuations, took a hard hit. Major industries, including 
commercial airlines and tourism, were devastated. Layoffs spiked throughout all sectors 
of the economy. These events have had long-term psychological implications. These 
multiple and compounding disaster consequences influence behavioral health and 
challenge resiliency at individual and community levels. Psychosocial effects are 
among the most devastating and debilitating outcomes of a disaster. Experiencing a 
disaster or act of terrorism can be one of the most traumatic events a person can face. 
 
The Dynamic Balance and the Economic Impact on the Hospital  
The Dynamic Balance is framework that functions as both a management decision 
making process  and a quality improvement method  that explains what occurs of when 
a hospital responds to medical surge as the result of a disaster.  The dynamic balance 
is the process by which the hospital balances the demands made upon the healthcare 
system by three categories of forces they are fiscal, clinical, and administrative.  
 
The fiscal force that impacts the balance is comprised of the fiscal resources that are 
available to address the needs of the medical surge as a result of the disaster. This 
force has two separate but interwoven components. These components are part of the 
hospital’s budget, fiscal reporting, and annually balance sheet. The fiscal officer is 
concerned with how to disaster and its healthcare implications impact the hospital 
budget in human capital, resources, and technology cost requirements. 
 
The second force which directly impacts the fiscal force and the demands of the Chief 
fiscal officer are the demands made on resource allocation. In terms of human capital, 
was the present FTE matrix adequate to meet the needs of the disaster.  Did the 
hospital have adequate supplies in stockpile and was the material  management 
operations impacted. And was the equipment and technology overused in terms of the 
operations, maintenance, and supplies budgeted. 
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Administratively was the hospital operationally and fiscally challenged as a result of 
government regulations, Joint Commission standards, and were there any potential cost 
associated with litigation as the result of the disaster. Table 1 represents a summary 
and detail of this discussion. 
      

Table I-The Dynamic Balance Defined 

Force Definition and Components Impact of a Disaster 

Fiscal Fiscal is the amount of 
economic resources 
brought to bear on 
operations of the hospital. 
The components include: 

a) Dollars recovered for 
reimbursed care 

b) Dollars expended for 
uncompensated care 

c) Dollars budgeted for 
normal operations 

a) Inability to get 
reimbursed for care 
costs due to lack of 
insurance 
information 

b) Inability to get 
reimbursed from 
Medicare for 
improper coding 

c) Dollars for resource 
allocation exceed 
standing budgets 

Clinical and Supporting 
Resources 

Resource Management 
involves the allocation of 
human capital, technology, 
and supplies 

a) The supply of human 
capital is overused 
and there are not 
adequate staffing 
ratios to care for 
patients. 

b) The complex 
technology of 
medicine is overused 
and runs the risk of 
not being 
operational. 

c) Supplies on hand 
may run out and 
supplies are unable 
to resupply rapidly 
enough to meet 
demand 

Administrative Administrative Concerns 
are legal, governmental, 

a) Governmental the 
emergency planners 
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accreditation, Quality 
Improvement 

are demanding more 
resource allocation 
than the hospital is 
prepared to use. 

b) Due to rationing of 
care and triage there 
may be potential 
liability exposure in 
terms of medical and 
hospital malpractice. 

c) The Joint 
Commission for the 
Accreditation of 
Healthcare 
Organizations 
demands that 
hospital meet 
disaster service 
requirements but 
also must maintain 
all accreditation 
requirements 
simultaneously 

d) Quality Improvement 
Department must 
track the efficiency of 
hospital response to 
a disaster and at the 
same time maintain 
the tracking of 
normal operational 
quality benchmarks. 

e) Legal Liability and 
exposure to: 
Quality of Care 
Issues 
EMTALA 
OSHA 
Stark Laws 
ADA 
State employment 
laws 
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Sarbanne Oxley 

 

The dynamic balance forces described in table I are also impacted by the analysis of 
our society at large.  At the community level healthcare delivery is impacted by the 
individual demographics of the targeted community, the epidemiological data of the 
community, religious institutions, and cultural norms of the various subcultures in the 
community. The role of the hospital in the economic community at large must be taken 
into consideration. For instance in most communities the hospital is one of the major 
employers and if as a result of the disaster it impacts the hospitals ongoing viability it 
can also impact the employment data of that community. 
 
     The hospital is motivated to use the dynamic balance and remain operationally 
viable as a result of its mission and vision. Part of the vision is to provide care 
regardless of cost to the community in which the hospital serves. This motivation can be 
best explained by the concept of the provision of social justice. Social   Justice Theory 
postulates that healthcare is a right that is inherent in a society and that everyone 
regardless of medical condition or cost is entitled to.  Social Justice theorizes that there 
are three driving forces impacting health care they are individual and social needs. 
(Almgreen, 2007) The components of each force in this theory are demonstrated by the 
following table. 
 
Table II-Components of Social Justice Determinants as it applies to healthcare 

Individual and Social Needs 

Age,  

Race 

Culture 

Gender 

Geographic Locations 

Income 

Education 

Occupations 

Healthcare Structure and 

Process 

Methods of Finance, 

Reimbursement 

Composition and availability 

of providers 

Treatment Care Delivery  

Models 

Health Laws 

Combined Needs of the 

Populations 

Prevalence of diseases, 

conditions, and mortality 
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Inherent in the motivation of the hospital to provide this level of care is the concept of 
vulnerable populations.  Social epidemiology is an approach to predicting the need for 
healthcare based on social, cultural, economic, and individual values as it relates to 
healthcare. The Dynamic Balance advocates that one of the forces of healthcare is the 
need to treat vulnerable populations.  Vulnerable populations are those populations in 
our society that are susceptible to physical or emotional disease and injury. When a 
disaster occurs the victims of the disaster become an emerging new vulnerable 
population.  Aday(1994)  a social epidemiologist  theorizes  that this occurs because of 
social and economic policy, community health policy, and the national policy concerning 
medical care and public health.  Her model can be adapted to address the vulnerable 
populations that emerge as the result of a medical surge. This is represented by the 
following table. 
 
Table Number III - Aday’s Model of factors impacting care adapted for Disasters 

Social and Economic 

Issues 

Ongoing community health 

need 

Community Structure and 

Law 

1) Existing available 
community resources in 
healthcare agencies and 
social service agencies. 
2) Present human capital 
available in the community 
With expertise to provide 
healthcare services in the 
disaster. 
3) Social economic status 
of the community at large 
4) The patterns of 
accessing healthcare 
services. 
5) Ethnic and Cultural 
Norms toward healthcare  

1) By the very nature of 
the disaster there 
emerges a 
population needing 
medical or 
behavioral health in 
response to new 
injuries caused by 
the disaster. 

2) Chronically 
physically or 
behaviorally 
compromised 
patients will have 
their conditions 
exacerbated as the 
result of the disaster. 

1) Urban versus rural 
2) Availability of public 

transportation 
3) Access to healthcare 

using existing 
highways 

4) Availability of 
Governmental 
Resources in 
emergency planning 

5) Types of Business 
and Industry. Are 
there specific 
businesses at risk for 
disasters? 

6) Availability of 
governmental EMS 

7) Has the area been 
declared a federal or 
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state disaster. 
8) The amount and 

level of community 
based healthcare 
resources which are 
not hospital based. 
. 

 

Therefore the hospital that is impacted economically as a result of the disaster has its 
mission to serve healthcare to the community in an equitable fashion compromised. 
Further the hospital’s capability to meet the healthcare needs of vulnerable populations 
is also severely compromised as result of this new vulnerable population the disaster 
victim.  Under normal circumstances the hospital uses the dynamic balance to balance 
the economic and resource realities with their mission to serve the community.  In a 
disaster situation the hospital must develop a mitigation strategy to meet this dilemma. 
 
Mitigation Strategy for the maintenance of the Dynamic Balance: 
 
In developing a response to the disaster the hospital sees itself as the flagship that will 
coordinate and drive the healthcare response in an organized fashion to respond to the 
disaster.    In the formation stage the hospital forms an integrated web of care.  This 
web of care represents all the assets in the community. The players in this web of care 
include the prehospital responders (Emergency Medical Services), community health 
clinics and agencies, public health department clinics, community mental health 
agencies, community substance abuse agencies, visiting nurse agencies, emergency 
special needs shelters, and private independent healthcare providers like physician 
offices etc.   In a disaster all these services need to come under one administrative 
function that manages the fiscal and programmatic resources. The problem for the 
hospital during this formation stage is that there is not a present crisis that will motivate 
all these services to be coordinated one entity. During the formation stage the hospital 
develops these loose alliances where all the members of the web of care have their own 
preparation plans. The dynamic balance also takes into consideration that during this 
stage each healthcare entity is driven by their own self business interests .  Also it is 
worthwhile to note that some of these assets may be required by their own license or 
accreditation to have disaster response plans of their own. 
 
The operational stage is in place when the disaster occurs at the hospital’s incident 
command structure is established.  The hospital by default becomes the flag ship by the 
fact that the victims needing either physical or behavioral health services utilize the 
emergency department of the hospital as their entry point for care. Based upon the 
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hospital’s mission to serve the disaster victims they must also developed a web of care 
that serves as a referral source to move patients to lower cost level of acuity. With this 
need to create this functioning integrated web of care there are concerns that surface. 
 

•  Do the potential partners in this web of care have the fiscal resources to invest in 
the needed human capital, technology, equipment, and supplies to meet the 
needs of the disasters? 

• Based upon the community assets ability to respond and help finance the 
disaster response will dictate the total resources that the hospital must bring to 
bear. 

 
With the operational concerns in mind the hospital needs to mobilize and coordinate 
every member of the web of care’s staffing, clinical, and resource allocation plans.  The 
ability to activate other agency resources depends on the authority that the hospital has 
over these community partners. The actual resource allocation of these community 
assets needs to be under the direct control of the incident hospital commander.  The 
incident hospital commander needs to have three hospital functions that report directly 
to it.  The structure of the incident command center needs to include the following direct 
reports: case management because they control the bed and procedure utilization, 
emergency department because that is the point of first contact. And quality 
improvement because they are not only continually evaluating the hospital’s disaster 
response they are also responsible to monitor the operational benchmarks for hospital 
function. And also all administrative authorities for the community health assets need to 
report to the hospital incident command center. This white paper’s position is that 
emergency planners should consider to giving the hospital the administrative authority 
to administrator the integrative web of care during the disaster. 
 
The evaluation stage is where the hospital examines the web of care’s response to the 
disaster using program evaluation techniques. This evaluation is a continual process 
through the formation, operational, and the debriefing stage. The debriefing stage 
should include a meeting at the hospital where the EFS 8 emergency planner and all 
the community assets meet to discuss how the coordination and delivery of services 
could be improved. To prepare for this meeting the hospital must undergo a program 
evaluation process. The program evaluation has two major components. The first 
component is a service audit.  During the service audit the major question is was the 
hospital able to provide the services needed to meet the mission. The program 
evaluation audit needs to look at the services in terms of various processes.  These 
processes are represented by the following table: 
 

Table IV - Process of the disaster response and factors to be analyzed 
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Process Number Factors to be Analyzed 

Process one Analysis of the disaster as the triggering 
event 
Size of the disaster, type of disaster , 
projected patient volume  

Process Two An evaluation of the hospital’s preplanning 
stages to ascertain their ongoing 
readiness for a disaster 

Process Three Assessment of the community and patient 
clinical needs as a result of the type of 
disaster 

Process Four Assessment of Program that has been 
developed to address disaster.  
Clinical and Resource Management 
Procedures 
Clinical Supplies and Materials Needed 
Staffing Plan including type of staff, 
numbers, and shifts 
Is rest facilities available for rest during 
shifts 
Is there a program in place to deal with 
staff injuries, illness, and psychological 
burnout 

Process Five During the disaster did the procedures 
need to be changed? 
Were there clinical resources and 
materials needed that could not be 
procured 
Is there a system in place for non-
clinicians to provide information to press 
and families? 
 

Process Six Human resources evaluation: 
Adequate staffing plan to cover disaster 
Cost of the staffing in man hours has to be 
aligned with operating budget 
Development, Implementation, Cost and 
emulation of efficacy of needed 
competency training 
Does the hospital have a plan for the 
contracting of employee assistance 
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clinicians to provide counseling to health 
workers related to stress: a) stress of 
covering shifts ongoing, stress of worrying 
about family safety and survival b) ability 
for employee health nurse to cover and 
assist with employee injuries and need to 
be relieved of duty with coverage for pay? 
c) Provision for staff to take time away 
from disaster without going off shift to 
regroup and reenergize. 

 

To analyze the hospitals and the web of care response there needs to be a set of 
questions are asked at each process. These questions include: 
 

• Are the community’s primary resources inventoried and do you have 
service agreements with these resources to provide services in a 
disaster? 

• Are these resources able to handle a potential surge in capacity? 

• Are there back up resources that you have service agreements with in 
case they are needed? Do they have the ability to handle a potential surge 
in capacity? 

• Has the ESF 8 contacted and met with the most likely incident 
commanders at these various facilities and established a working 
relationship? 

• Were both medical and behavioral health services need and utilized 

• Were there needed service delivery demands that were not fulfilled? 

• Were there available assets available but not needed during the disaster?  
 
These questions should be the underlying methodology by which each of the six 
processes are evaluated under. 
 
The dynamic balance is also concerned with the financial and economic cost of the 
hospital response. The hospital response includes preplanning for the activation of the 
disaster plan, the training and maintenance of clinical core competencies, the cost of 
maintaining a pool of available talent to move to disaster services, the cost of case 
management and bed analysis, the cost of quality improvement team efforts, the cost of 
having on retainer employee and occupation health clinicians to deal with mental health 
and physical health issues of the disaster workers,  and the cost of maintaining systems 
in place to gather insurance information and code/bill correctly,  
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After the disaster services are provided and the hospital and the integrated web of care 
have completed providing services to the disaster, fiscal planners and program 
evaluators are concerned with certain fiscal and economic measurements that 
ultimately tell the story related to fiscal survival and sustainability of the last part of the 
program evaluation is the economic and fiscal section.  
 
In order to understand the economic and fiscal impact of the disaster on the hospital 
and the integrated web of care there are measurements that must be used and 
analyzed. These measurements include: break even analysis, cost benefit, cost 
effectiveness, and cost utilization. 
 
Table V-Cost and Economic Evaluation Measurements 

Measurement Formular  What is Measured Outcomes 

Cost 
Effectiveness(CEA)  
is a measurement 
whereby a hospital 
can measure their 
response in one 
disaster against 
their response in 
another. 

 
CEA=total cost in $ 
divided  by the 
quantified effects of 
the program  
            

Specific health 
indicators that show 
the program benefit 
# of victims saved 
# of victims treated 
# of victims sent to 
either higher or 
lower levels of care 

The direct and 
indirect costs of the 
hospital disaster 
response 

Cost benefit(CBA) is 
a measurement that 
does not compare 
hospital responses 
with each other but 
rather calculates the 
benefit of the 
program 

CBA=total benefit in 
$ minus the total 
cost in $ 

Dollar values of 
program and 
outcomes.  

Program Direct and 
indirect costs 
Non clinical costs 
Clinical costs 

Cost Utility(CUA) is 
a measurement 
which measures the 
outcome of the 
hospital disaster 
effort in terms of the 
victims attitude 
toward their 
outcomes and 
services 

CUA=total cost 
divided by utility 
units 

Victims satisfaction 
with health outcome 
of emergency 
response 
Victims satisfaction 
with clinicians who 
treated them 
Victims satisfaction 
with administrative 
processes 
 

Administrative 
Costs plus clinical 
costs to cost of 
ancillary and 
consulting staff 
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Break Even (BEA) 
is a measurement 
which determines 
the point at which 
the expenses 
related to disaster 
services in the 
hospital are equal or 
less than the 
revenue generated 
and monies 
collected. 

BEA= Fixed costs 
divided by the cost 
per victim minus 
variable cost per 
victim  

Overall cost of the 
program including 
the interventions 
pre-disaster, during 
the disaster, and in 
the evaluation 
stage. 
Dollar amount of all 
the procedures 
medical performed 
on patients(CPT 
Codes) 
The cost of the 
utilization of 
technology(MRI, 
Cat Scans) 
The actual monies 
that will be able to 
be recovered by 
billing public or 
private insurance 
 

 

 
The staff responsible for program evaluation can use the answer the  analysis of the 
processes numbers 1 through 6 and can use the data that comes from the economic 
evaluations to create a quality improvement plan designed to enhance the web of care 
next response to a disaster. 
 
Based upon the dynamic balance’s approach to Hospital disaster planning we suggest 
the following: 

a) Calculate an overall cost for providing healthcare throughout the integrated web 
of care. 

b) Calculate what percentage of the budget was previously allocated to serve the 
disaster and did it meet costs. 

c) What was the overall healthcare quality % of meeting benchmarks both for 
disaster services and normal healthcare operations 

d) What regulatory and accreditation standards were not met during the disaster. 
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e) What were the responses to patient satisfaction related to clinical provision of 
care by providers and processes and was there a variation with scores during 
normal operations. 

f) What legal liabilities were created by potential legal exposures to laws governing 
healthcare. 

g) The hospital’s ease of setting up the integrated web of care under their authority 
h) The hospital incident commander’s report regarding operations 
i) EFS 8 report on healthcare operations from the emergency command center 

perspective. 
 
Together with all these analysis the hospital and the integrated web of care can identify 
opportunities for improvement and create quality improvement plans so that the hospital 
and integrated web of care will be able to keep the forces of the dynamic balance in 
equilibrium. 
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RESPONSE PHASE ECONOMICS: 
 
CONSIDERING THE SURGE: 
 
Medical casualties represent the mainstay of hospital MCI plans and drills. The high 
volume of patients arriving during MCIs may challenge surge capacity while high-
demand patients requiring specialized evaluation or intervention may challenge surge 
capability (Auf der Heide, 2004; Barbera & McIntyre, 2003). Fortunately, most incoming 
casualties have minor injuries, can be treated on an outpatient basis, and remain in the 
hospital less than 1 day. Also, most casualties receive treatment for a nontrauma 
condition with soft tissue injuries being particularly common. 
 
EMS-transported medical casualties. Hospital plans and drills almost universally 
incorporate medical casualties who are triaged and transported to the hospital by 
Emergency Medical Services (EMS). Field triage of casualties can be continued 
relatively seamlessly upon arrival at area hospitals, as “first responders” pass off their 
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patients to the care of “first receivers”. For continuity and efficiency of care, some 
hospitals are adopting a triage approach that activates color-coded treatment sites 
within the hospital corresponding to the patient triage classification initiated 
at the incident scene. 
 
Self-transported medical casualties. However, self evacuees frequently make up the 
majority of medical casualties during MCIs. These self-referred patients, brought to the 
hospital by bystanders or family members, or arriving under their own power, effectively 
move the incident from the scene to the hospital. Auf der Heide (2004) notes, “If 
sufficient ambulances are not immediately available, survivors do not tend to sit idly by 
awaiting their arrival. Rather, they use whatever means of transport is expedient.” In a 
classic study of 29 U.S. disasters, including data from 75 hospitals, just over half the 
patients were transported by ambulance (Quarantelli, 1983). 
 
The proportion of patiemts arriving by ambulance was even less during more recent 
major disasters reviewed by Auf der Heide (2006): 26% for the Loma Prieta earthquake 
(Tierney, 1992), 33% for the Oklahoma City Federal Building bombing (Hogan, et al, 
1999), 7% for the Tokyo subway sarin attack (Okumura et al., 1998), and 7% for 
the World Trade Center Attack (Guttenberg, et al., 2002). The remainder—and the 
majority—are not transported by ambulance and have not been seen or processed by 
EMS prior to arrival at the hospital site (Auf der Heide 1996; 2002). Thus the early surge 
is composed of self-evacuees, accompanied by those who transport them (and stand 
sentinel over them at the hospital receiving entrance). 
 
Less severe casualties arrive first. Self-evacuees typically arrive before EMS-transports, 
usurping available emergency department (ED) resources. Later-arriving 
EMS-transports encounter EDs already flooded with less severe, more-mobile 
casualties. This situation, described as “reverse triage” (Auf der Heide, 2006) or 
“upside-down triage”, challenges the ability to provide life-saving care to EMS-transports 
who are severely injured. 
 
Medical Casualties--Think Behaviorally: Most hospital plans and drills do not include a 
realistic ratio of self-evacuees in addition to EMS transports. Most exercises do not 
include bystanders and “Good Samaritans” who transport survivors to the hospital, nor 
do they include accompanying or arriving family members for patients treated at the 
hospital.  
 
Outcome: Numbers of arrivals related to medical casualties are grossly 
underrepresented.  
 
Components of Hospital Surge 
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The behavior of self-evacuees creates several compounding challenges. First, patient 
flow starts suddenly and sometimes without warning and builds rapidly (Auf de Heide, 
2004, 2006). Less serious casualties are more mobile and arrive first without EMS 
processing and may effectively blockade more serious, later-arriving casualties 
from receiving prompt care. This phenomenon, coupled with the sheer volume of 
arrivals, degrades the quality and timeliness of trauma care. This situation is aptly 
described by Hirshberg and colleagues (2001): “In reality, the quality of trauma care in 
an MCI is inversely proportional to the caseload (the larger the number of arriving 
casualties, the lesser the quality of trauma care) simply because the number of trauma 
trained staff and trauma-related resources is limited…Thus the first severely injured 
patient from an urban terrorist bombing will be greeted in the shock room of the regional 
trauma center by the trauma team on call. The eighth critical patient will be treated in an 
improvised resuscitation bay by a reinforcement team that may not even include a 
surgeon with trauma experience. The twentieth severe casualty will be lucky to end up 
on a regular emergency department gurney with a physician who is Advanced Trauma 
Life Support Program certified. Even the most creative disaster plan in the best trauma 
center will not prevent this decline in the quality of trauma care during an MCI.”  
Fortunately, in a typical MCI, severe injuries are sustained by only about 10-15% of 
survivors (Hirshberg, Holcomb, & Mattox, 2001; Mallonee, et al., 1996; Stein & 
Hirshberg, 1999).  
 
Hospitals overload close to the scene. Hospitals most likely to be overloaded are those 
geographically closest to the site of the disaster, those most rapidly accessed, and 
those with local renown for providing excellent emergency care (Auf der Heide, 2004; 
Quarantelli, 1983). While hospitals near the scene experience overwhelm, other 
nearby hospitals may be underutilized. 
 
Timing of medical casualties. During conventional burn/ blast incidents, casualties begin 
to arrive within the first 30 minutes and most arrive within 90 minutes. Minor injuries 
extend into the post-impact period. This is especially so with broad-scale destruction 
from such natural disasters such as hurricanes where the majority of injuries occur 
during clean-up operations (Shultz, et al., 2005c). Additional medical casualties develop 
and present in the aftermath as a result of loss or disruption of usual sources of medical 
care, medical treatments, or essential medications. 
 
Psychological casualties frequently outnumber medical casualties during MCI surges, 
particularly in terrorist attacks involving weapons of mass destruction (WMD) (Shultz et 
al., 2005a,b). Psychological casualties are likely to present with fear and acute anxiety, 
a nearly universal and “expectable” response to a traumatic event (IOM, 2003; NCCTS, 
2005). Given the normalcy of this response, unhelpful and pejorative terms such as 
“worried well” should not be applied to psychological casualties; the Institute of Medicine 
recommends that the descriptive phrase, “fearful and distressed” be used instead (IOM, 
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2003). 
 
While most distressed citizens will not seek medical care, those who come to hospitals 
frequently fear a specific exposure. Psychological casualties often present with a broad 
spectrum of physical symptoms of psychogenic origin, sometimes described as 
“multiple unexplained physical symptoms” (MUPS) (van den Berg et al., 2005). 
On occasion, a cluster of patients arrives, presenting with similar psychosomatic 
symptoms and a common belief regarding the nature of their exposure. This is a 
phenomenon described as mass psychogenic illness (MPI). Alternatively, fearful 
survivors may misinterpret real physiological symptoms due to common causes 
(seasonal cold viruses) as evidence for exposure to a dangerous or deadly agent, as 
occurred among those seeking screening during the 2001 anthrax attack (Allegra et al, 
2005). 
 
Often psychosomatic symptoms are due to belief in exposure to a hazardous material or 
chemical agent. As symptoms from anxiety (restlessness, shortness of breath, 
headache, chest tightness) are often difficult to separate from actual chemical irritant 
gas exposure, separating psychological from physical casualties may take time. 
Cardinal differentiating features (such as miosis which nearly universally accompanies 
vapor exposure to cholinergic agents) should be used when possible to help assess 
degree of exposure. These patients will need to be worked up medically to rule out a 
physiological basis for their symptoms. 
 
Historical examples of weapons of mass destruction (WMD) terrorism illustrate that the 
psychological “footprint” greatly exceeds the medical “footprint” (Shultz et al., 2003). 
 
Example: Studies of persons seeking care following the 1991 Iraqi Scud missile attacks 
on Israel revealed that hospital visits for psychological casualties were four-fold greater 
than for physical injury. Among 1,059 patients, 234 were physically injured and 825 
were psychological casualties with no physical harm sustained (Karsenty, et al., 1991). 
Among psychological casualties, half were diagnosed with acute anxiety; 230 
erroneously autoinjected with atropine, fearing exposure to “gas;” 40 were injured as 
they evacuated to their sealed rooms; four died from stress heart attack; and seven died 
from misuse of their gas masks. 
 
Example: Among 5,510 persons seeking medical attention following the sarin gas attack 
in the Tokyo subway, almost 80% were psychological casualties with no evidence of 
chemical exposure or physical injury during rapid escape (Okamura, et al., 1998a,b).  
More than 700 persons presented for services at St. Luke’s Hospital within the first 
hour and the influx continued throughout the following week, with sustained pressure on 
the Emergency Department from patients who could not have been significantly affected 
by gas exposure (Okamura, et al., 1998b) 
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. 
Example: The terrorist-perpetrated anthrax outbreak during Fall, 2001 demonstrated 
that potentially-exposed persons can create daunting demands for screening and 
prophylaxis. In this outbreak, highly-volatile anthrax powder was mailed to media 
outlets, television networks, and prominent U.S. Senators, causing 23 anthrax cases 
and 5 deaths (Shaffer et al., 2003). Many citizens were impacted psychologically, 
especially among the ranks of 30,000 Capitol Hill staff and U.S. Postal Service 
employees to whom CDC dispensed prophylactic antimicrobial medications. 
 
Pre-impact psychological casualties. Some disasters, notably hurricanes and seasonal 
river floods, provide warning periods during which distressed persons may 
surge upon hospitals prior to impact.  
 
Example: In 2004, as Hurricane Frances approached South Florida’s Atlantic Coast, 
one Boca Raton hospital carefully documented the surge in arrivals days before 
landfall. Among those seeking pre-storm admission were oxygen-dependent patients, 
homeless persons, elderly persons “dumped” by family members, and a variety of 
special needs patients. These individuals arrived preimpact, unharmed but fearful. 
 
Family members who are related to patients receiving treatment add another dimension 
to the surge. As the MCI unfolds, family members may transport or accompany injured 
survivors to the hospital. Alternatively, relatives may come to the hospital later when 
informed that their loved one is receiving care for injuries sustained at the scene. 
 
Example: Occasionally, the ingress of family members becomes the defining surge 
event. In a rural Indiana town, a well-known high school student was severely injured in 
a broadside automobile collision. She was transported to the small-capacity local 
hospital. News of the event spread rapidly. Within an hour of her arrival, a total of 175 
of the townspeople had arrived at the hospital, including most of the students in her 
school, many parishioners from her church, and multiple generations of relatives. 
 
Surge demands may also relate to the identity of the injured patients. A single VIP may 
unleash a surge of media and onlookers. Injury to the homecoming king, or members 
of the championship tennis team, may bring students in droves. Babies as casualties 
generate considerable less for the unknown or “not special” patients. During an MCI, the 
hospital may go into lockdown. Family members and friends of inpatients currently 
undergoing care may arrive during usual visiting hours to find that access is restricted. 
Some arriving family members may react with anger, belligerence, or distress when 
they are unable to gain entrance to be with their loved ones. 
 
Hospitals and trauma centers near the scene of an MCI may experience notable surges 
of persons searching for missing loved ones. This is most likely to happen following 
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MCIs with several defining characteristics: large numbers of casualties, distribution of 
patients to multiple hospitals, and lack of information regarding whereabouts and vital 
status of some casualties. When persons are trapped alive in the rubble or dead bodies 
are not readily identifiable, the “surge of the searching” may also be set in motion. 
 
Example: During the Madrid railway bombings, March 11, 2004, swelling ranks of 
searching family members created a mobile, roving surge, moving from hospital to 
hospital. Three hundred searching persons filled the auditorium of Madrid’s largest 
hospital.  
 
Examples: The surge of searching family members descending on local hospitals was a 
defining feature of the September 11, 2001 attack on the World Trade Center. This 
behavior was also noted during the E2 nightclub fire in Chicago, The Station nightclub 
fire in Rhode Island, and the London “Tube” bombings in 2005 (CNN, 2005). 
 
Response personnel may become injured, contaminated, exposed, or psychologically 
traumatized in the line of duty, adding to the surge. Hospitals may give priority to 
treating injured responders and regardless of policy, injuries to responders increase the 
burden of care. Some responders who become casualties, such as EMS personnel, 
may be well-known to the ED staff. 
 
Example: During the response to the sarin gas attack on the Tokyo subway system, 
perpetrated by the doomsday cult, Aum Shinrikyo, a total of 134 responders were 
among the patients treated for medical conditions and sarin gas exposure. 
 
Example: A high proportion of the casualties treated in New York City hospitals 
following the September 11, 2001 attack were fire fighters and law enforcement 
personnel (CDC, 2002). 
 
Hospital drills simulate and focus on incoming casualties, careful not to disturb care or 
disrupt the tranquility of patients under care. However, hospitals must plan for the 
prospect of real-world events creating distress among inpatients under treatment. 
Inpatients are citizens of the affected local community. Televisions in patient rooms 
broadcast the unfolding saga. Family and friends of inpatients may be in harm’s way. 
The event is likely to directly affect the neighborhoods or workplaces of some patients 
under care. Supportive family members may be barred from entry, creating both a loss 
of social support at the bedside and possible confrontation with safety and security 
personnel at the hospital entrance. During an MCI, inpatients may experience a notable 
degradation in quality of care. Some inpatients may be rushed to early discharge to 
accommodate incoming casualties. Others will be forced to share their quarters and/or 
hallways with overflowing new arrivals. The number of inpatients who exhibit distress 
may greatly exceed the surge of new arrivals. 
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Example: During 9/11, Massachusetts General Hospital relocated many distressed 
patients who expressed fear of being in rooms on upper levels of the hospital tower on a 
day when civilian aircraft were being purposefully aimed at tall buildings. 
 
Example: During 9/11, New York City’s Bellevue Hospital staff noted the “temptation to 
focus exclusively on the event, which can potentially lead to neglect of patients” (who 
were hospitalized before the attack) (Roccaforte, 2001). 
 
Example: During Hurricane Katrina, a New Orleans pediatric hospital sent out a distress 
call when staff and young patients were trapped in an interior corridor under siege from 
looters as security personnel abandoned the site. 
 
Example: During Hurricane Katrina, multiple hospitals were flooded but continued to 
care for critical patients who could not be evacuated ahead of the storm. Having 
successfully weathered the initial bout of hurricane winds and storm surge, these 
hospitals continued to function until they were inundated by the flood waters that rose 
inexorably after the levees were breached. 
 
THE GEOMETRIC PROGRESSION OF SURGE: 
 
Given the above surge considerations, it becomes evident that healthcare surge is a 
geometric progression based on ratios of: 

• 4:1 Self Transport Patients to EMS Patients 

• 4:1 Psychological Injuries to Physical Injuries/Illness  

• 2:1 Friend & Family to Patients 

• 1:1 Searching Citizens to Patients, Friend & Family 
 
This geometric progression yields a staggering healthcare surge from even a modest 
initial EMS patient count. 

• 7 EMS Patients from a Disaster represents 

• 28 Self Transported Patients 
 

• 35 EMS and Self Transported Patients represent 

• 140 Psychologically Injured patients 
 

• 175 Medical & Psychological Patients represent 

• 350 Friends & Family 
 

• 525 Patients, Friend & Family represent 

• 525 Searching Citizens 
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Yielding a total surge of 1050 individuals beginning with 7 EMS patients. Table 1 
demonstrates the total healthcare surge based on differing initial EMS patient counts. 
 

EMS 1 2 3 4 5 6 7 8 9 10 

Self Transport 4 8 12 16 20 24 28 32 36 40 

Psychological 20 40 60 80 100 120 140 160 180 200 

Family & Friends 50 100 150 200 250 300 350 400 450 500 

Searching Citizens 75 150 225 300 375 450 525 600 675 750 

TOTAL SURGE 150 300 450 600 750 900 1050 1200 1350 1500 

Table 1 
Geometric Progression of Healthcare Surge 

 
As demonstrated by the data in Table 1, healthcare surge should be based on a Surge 
to EMS Patient ratio of 150:1. Table 2 provides a matrix of surge ratios for planning 
purposes. 
 
 EMS Self 

Transport 
Psychological Family & 

Friends 
Searching 
Citizens 

EMS 1:1     
Self Transport 4:1 1:1    
Psychological 20:1 5:1 1:1   
Family & Friends 50:1 25:2 5:2 1:1  
Searching Citizens 75:1 75:4 15:4 15:10 1:1 
TOTAL SURGE 150:1 75:2 15:2 3:1 2:1 

 
 
 Mental health and substance abuse needs under normal hospital operations can cause 
an increase in cost in the emergency department for the use of emergency department 
human capital and resources. In a great many hospitals in the United States in the 
normal operational mode they have a diversion program.   Once the mental health and 
or substance abuse patient is seen and cleared medically by the emergency department 
physician a mental health therapist is called in and provides counseling, triage, and 
admission to inpatient programs if needed. Why this type of service is so cost effective 
is that the highly trained trauma team can treat a medical emergency which is s higher 
level of acuity.  And the cost of the mental health worker is often less because there is 
not a need for a trauma bed, no heavy use of technology, and the cost of the mental 
health therapist is often less than emergency trauma trained professionals. 
 
This system works well under normal operations. However when there is a disaster 
there is an increase in mental health needs. There are two types of mental health 
patients that will present with needs. There is the chronically mentally ill patient who 
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receives intensive services in a community agency. However as the result of a disaster 
there own mental health condition causes them to decompensate and there is a need 
for immediate services.  Wong (2008) studied the effect that the situation in New 
Orleans caused as a result of Katrina. Twenty two percent of the patients who were 
being seen by the community mental health system decompensate and presented in the 
emergency departments. This caused an influx which taxed the hospital’s emergency 
department capabilities. Also these same patients then require 19% more mental health 
services by the community mental health centers. 
 
Hospitals that respond to disaster end up having an influx with the medical surge of 
those patients who require behavioral health services. These patients can be 
categorized in several ways: 

 

• Patients who present with a history of mental health problems who may present 
with or without co-existing medical injuries in need of treatment. 

• Patients who present with medical injuries in need of treatment who now have 
co-existing mental health problems. These patients had no previous history of 
mental health. 

• Patients who present without medical injuries and acute mental health problems 
with no previous history. 

 
The economic impact on the mental health system is an increase in the number of 
patients either by decompensation of existing mental health conditions or patients that 
developed emotional problems as a result of the disaster. The economic and fiscal 
impact on the hospital is that they have more patients in need of behavioral health 
needs and do not normally have the adequate resources planned to handle this type of 
surge. The mitigation for the hospital occurs in two different areas. First the hospital 
needs to build up the capacity of the psychiatric diversion programs in the EDs to 
handle the influx of patient needs. Also the hospital before the disaster needs to 
coordinate with all the mental health resources and assets in the community to be on 
alert and handle some of the patients who may not be so severe and can be handled on 
an outpatient basis to divert care from a higher cost center to a more cost effective site.   
 
To accomplish this prior to the disaster the hospital should have agreements with all 
community assets and should have a mental health disaster plan.  The responsibility for 
this effort should fall to the administrator in charge of the emergency department 
psychiatric diversion program. When the hospital incident command center is activated 
this psychiatric service administrator should report in on a regular basis with numbers, 
diagnosis, time spend in the ED, and hospital staff time involved in each case. The 
hospital incident command center should receive aggregate treatment and diagnosis 
data. 
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The fiscal officer needs to track the costs for establishing the increased capability of the 
hospital psychiatric diversion program and also should track the amount of time, 
resources, and human capital time involved with each case during the disaster. 
Psychiatric Diversion Programs are cost effective during normal hospital operations and 
even with the increased costs of disaster preparedness in this area the cost of providing 
the service should be less than the alternative which is to have these patients treated by 
more complex medicine carried out by highly trained trauma specialists. In closing this 
is a misuse of trauma personnel. 
 
Wang, P.” Disruption of Existing Mental Health Services and the failure of the mental 
health system Post Katrina “ NIMH Public Access Document  Feb, 2008. 
Young, BH. Et al(1998) Disaster Mental Health Services Guidebook Department of 
Veterans Affairs, Menlo Park, Ca. 
 
 
TRIAGE: 
 
The white paper, Review and Integration of Civilian Triage Systems 
For Optimal Patient Care and Healthcare Efficiency undertook a review and integration 
of triage for the purpose of disaster healthcare operations in the event of mass casualty 
incidents in. The American Medical Association (AMA) and the Centers for Disease 
Control (CDC) have undertaken a review of the literature on civilian mass casualty 
triage. Both reviews found a paucity of scientific data regarding triage system efficacy, 
but a review of the available literature and expert opinion has yielded a picture of the 
“optimal” triage system.  
 
WHY AN OPTIMAL TRIAGE SYSTEM?: 
 
Identifying the characteristics of an optimal triage system allows for the comparison of a 
triage system against a common standard. More importantly, enumerating the 
characteristics of an optimal triage system makes creation of an operational version of 
the optimal triage system. To create an optimal triage system, the needs of those to be 
triaged must be identified: 

• The numbers to be triaged will be much larger than prior history indicates as the 
population grows and as populations concentrate in high risk areas, further 
limited resources will necessitate the exclusion of some people from care. 

• The number of people requiring behavioral health services will far exceed the 
number of people requiring medical services. 

• Over 97% of all disaster healthcare services in the recent past have been for the 
treatment of pre-existing conditions, thus additional casualties from a high injury 
rate disaster will be in addition to the numbers seen to date. 
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• Limited numbers of disaster healthcare responders will necessitate that all 
responders be capable of triage, further triage must be simple enough for non-
healthcare providers to perform. 

• Disaster healthcare responders under stress will revert to the approach they 
practice everyday either ignoring or circumventing the new practices. 

 
CHARACTERISTS OF AN OPTIMAL TRIAGE SYSTEM: 

 
Any review of mass casualty triage in the United States must begin with the 
acknowledgement that since 1917-1918 has not experienced a civilian mass casualty. 
Each triage system utilized and promoted in the civilian world has been borne not of 
mass casualty incidents, but mass fatality incidents. Mass casualty incidents differ from 
mass fatality incidents in both the psychological impact of the incident and in the 
number of individuals to be triaged.  
 
While healthcare surge is most often discussed in terms of percent increase over 
normal patient flow with Federal grants requiring 20% surge capacity, true mass 
casualty incidents are characterized by exponentially larger absolute numbers of 
patients. Medical contingency experts generally limit the discussion of mass casualty 
incidents to the influx of hundreds of patients to every healthcare facility in a given 
locality totaling thousands and even ten’s of thousands within a relatively short time 
frame. In short, true mass casualty incidents provide sufficient patient surge to 
predictably collapse most healthcare response systems. 
 
These conceptual and operational realities define the characteristics of an optimal triage 
system: 
 

• It Must Be Fast 
o Improved Survival comes through Early Care of the Most Severe 

• It Must Be Scalable 
o Triage Cannot Slow Due to Overwhelming Surge 

• It Must Be Recurring 
o Triage is a Process of Observation, not a Single Encounter 
o Recurring Triage Prevents Missing an Evolving Condition 

• It Must Include Medical and Behavioral 
o Improved Recovery requires Early Intervention 
o Limited Triage Officers means Everyone must triage Everything 
o Most Disaster Medical Care is for the Treatment of the Exacerbation of 

Pre-Existing Conditions (Medical and Behavioral) 
o Exacerbation of Pre-Existing Conditions evolve slowly over time. 

• It Must Anticipate Exclusion From Care 
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o Limited Resources Demands Resource Based Decision Making 
o Triage Systems Must Provide for the fact that Care Will Be Denied 

 
A SURVEY OF CURRENT TRIAGE SYSTEMS: 
 
“5 Tier” Triage Systems: The use of “5 Tier” triage systems has become the North 
American standard for triage on a daily operational basis in Emergency Rooms. The 
Emergency Severity Index is the predominant iteration of the “5 Tier” triage system in 
the United States. All “5 Tier” triage systems are based on the balance between the 
severity of the patient’s presenting condition and the resources anticipated to be 
required for the evaluation and stabilization of the presenting complaint. 
 
Although “5 Tier” triage systems include behavioral health triage, the primary emphasis 
is on medical conditions and medical needs. Behavioral health issues are secondary 
considerations and not included in the triage of those with medical conditions unless 
obviously attributable to or associated with behavioral health issues.  
 
When assessing “5 Tier” triage systems against the optimal triage system: 

• Is it Fast? 
o The average time required to triage a patient using a “5 Tier” triage system 

is eight minutes per patient. The theoretical maximum triage surge 
capacity is 7.5 patients per triage officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a constant. Each patient 

requires a triage officer to spend a defined period of time completing the 
triage.  

• Is it Recurring? 
o In virtually every emergency department, “5 Tier” triage systems are an 

initial encounter that is not repeated at any point during the emergency 
department of hospital stay. 

• Does it include both Medical and Behavioral triage? 
o “5 Tier” triage systems include all presenting complaints, but are, by their 

very nature, medically focused. 

• Does it anticipate Exclusion from Care? 
o Although there is a rising trend towards declaring “triage category 5” 

patients “medically stable” under EMTALA for the purpose of either 
requiring payment for emergency department services before treatment or 
referring the patient to an off-site alternate care center. No application of 
“5-Tier” triage includes exclusion from care criteria. 
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In short, “5 Tier” triage systems score 1 out of 5 when compared to the optimal triage 
system. 
 
S.T.A.R.T. Triage (aka JumpSTART –or– START to Finish): Triage based upon 
physiological parameters has become the standard for civilian Mass Casualty Triage. 
There are multiple applications of this basic system, but they all revolve around the 
rapid assessment of Respirations, Pulse and Mentation while separating patients into 
Critical, Urgent, Non-Urgent and Expectant categories. 
 
S.T.A.R.T. triage is exclusively a medical triage system in both concept and application. 
Although “Mentation” is a triage criteria, it deals exclusively with cognitive function as it 
relates to physiological impact on cognition without consideration for the impact of 
behavioral health issues on cognition. 
 
When assessing S.T.A.R.T. triage (and its relatives) against the optimal triage system: 

• Is it Fast? 
o The average time required to triage a patient using S.T.A.R.T. triage is 

one minute per patient. The theoretical maximum triage surge capacity is 
60 patients per triage officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a constant. Each patient 

requires a triage officer to spend a defined period of time completing the 
triage.  

• Is it Recurring? 
o In virtually every civilian application, S.T.A.R.T. triage occurs before 

decontamination, after decontamination and upon arrival to each care 
area during a mass casualty event, however S.T.A.R.T. triage is not 
repeated at any other point during the emergency department or hospital 
stay. Thus once the patient enters a treatment area, triage ceases. 

• Does it include both Medical and Behavioral triage? 
o S.T.A.R.T. triage includes all presenting complaints, but the triage criteria 

are exclusively medical. 

• Does it anticipate Exclusion from Care? 
o Although S.T.A.R.T. triage (and its relatives) include an “expectant” 

category for those patients whose needs exceed the available resources, 
there are no set criteria for either relative or absolute exclusion from care. 
This lack of criteria places the onus for deciding which patients are 
excluded from care upon the triage officer individually resulting in an 
inconsistent application of exclusion criteria.  
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In short, S.T.A.R.T. triage and related triage systems score 3.5 out of 5 when compared 
to the optimal triage system. 
 
PsySTART Triage: A relatively new and robust first attempt at disaster mass triage for 
disaster behavioral health. PsySTART asks all the right questions to determine who is 
at greatest risk for psychological injury as a result of a disaster or manmade incident. 
PsySTART is a two stage process operationally, a psychological triage followed by a 
technology assisted referral and follow-up system. 
 
As the name implies, PsySTART is exclusively a behavioral health triage system with 
no medical component. PsySTART assumes, incorrectly, that medical triage and 
treatment will eliminate medical patients from the PsySTART triage cohort. 
 
When assessing PsySTART against the optimal triage system: 

• Is it Fast? 
o PsySTART is new and there is little data on the average time required to 

triage a patient, however given the process as documented in the 
literature, is may be assumed that PsySTART will be comparable to other 
question intensive triage systems. Using the “5 Tier” triage system as a 
time model, it can be extrapolated to require at least eight minutes per 
patient. This does not include the time required to enter each PsySTART 
triage for referral and follow-up. The theoretical maximum triage surge 
capacity is 7.5 patients per triage officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a constant. Each patient 

requires a triage officer to spend a defined period of time completing the 
triage.  

• Is it Recurring? 
o The original literature descriptions and reports of field application are 

based on a single PsySTART triage with referral and follow-up obviating 
the need for repeat triage. 

• Does it include both Medical and Behavioral triage? 
o PsySTART is an exclusively behavioral health triage system. 

• Does it anticipate Exclusion from Care? 
o PsySTART provides for no exclusion from care and no “expectant” 

category. Although not stated, the construction of PsySTART obviously 
assumes the ability to triage, treat, refer and follow-up any number of 
patients. 

 
In short, PsySTART scores 0.5 out of 5 when compared to the optimal triage system. 
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M.A.S.S. Triage: The only triage system designed to be scalable, M.A.S.S. triage was 
first introduced to a broad audience as part of the National Disaster Life Support 
program and is based on the ability of patients to move and follow commands. M.A.S.S. 
triage utilizes the ability to ambulate and move limbs against gravity as the criteria for 
separating critical patients from those less seriously injured or ill. M.A.S.S. triage 
integrates any more specific triage system as an adjunct to the initial movement based 
triage criteria. 
 
M.A.S.S. triage is primarily designed for the triage of medical patients, but the reliance 
on the ability to understand, process and comply with instructions provides a crude 
behavioral health triage. 
 
When assessing M.A.S.S. triage against the optimal triage system: 

• Is it Fast? 
o By relying on the ability to move in response to commands, M.A.S.S. 

triage is capable of triaging 80% of any surge of patients in the time it 
takes the group to hear the instruction and comply. The theoretical 
maximum triage surge capacity is in excess of 500 patients per triage 
officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a proportional to the size of 

the surge and the incoming rate of patient flow. Amount of time required to 
accomplish the initial triage is dependent on the size of the group and 
unrelated to the time spent with the triage officer.  

• Is it Recurring? 
o The ability to understand, process and comply with instructions is 

constantly reassessed as a normal part of the entire treatment process 
and this is recurrent throughout the care environment. 

• Does it include both Medical and Behavioral triage? 
o M.A.S.S. triage includes all presenting complaints, but the triage criteria 

are weighted to discern medical problems primarily. 

• Does it anticipate Exclusion from Care? 
o Although M.A.S.S. triage can include a triage system that incorporates an 

“expectant” category for those patients whose needs exceed the available 
resources, there are no set criteria for either relative or absolute exclusion 
from care. This lack of criteria places the onus for deciding which patients 
are excluded from care upon the triage officer individually resulting in an 
inconsistent application of exclusion criteria.  

 
In short, M.A.S.S. triage scores 4 out of 5 when compared to the optimal triage system. 
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AMA / CDC Draft Triage System: Although as yet unpublished, the draft triage system 
being devised by a working committee of the CCDC, the AMA and several other groups 
has been circulated for comment among subject mater experts including High Alert 
Institute, Inc.. The draft triage system includes aspects of M.A.S.S. Triage and a 
modified S.T.A.R.T. triage adding a series of medical interventions designed to 
decrease the progression of critical and pre-terminal patients. The draft system is 
designed to supplant the field triage system employed by EMS in the field and integrate 
with the emergency department triage system already in place at a receiving hospital.  
 
The draft triage system triage is exclusively a medical triage system in both concept and 
application. Although “Mentation” is a triage criteria, it deals exclusively with cognitive 
function as it relates to physiological impact on cognition without consideration for the 
impact of behavioral health issues on cognition. 
 
When assessing The draft triage system triage against the optimal triage system: 

• Is it Fast? 
o By relying on the ability to move in response to commands, the draft triage 

system is capable of triaging 80% of any surge of patients in the time it 
takes the group to hear the instruction and comply. The theoretical 
maximum triage surge capacity is in excess of 500 patients per triage 
officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a proportional to the size of 

the surge and the incoming rate of patient flow. Amount of time required to 
accomplish the initial triage is dependent on the size of the group and 
unrelated to the time spent with the triage officer.  

• Is it Recurring? 
o The draft triage system, as it is currently resented is designed to be a 

continuum of triage beginning in the field and continued through 
decontamination and into the emergency department, however there is no 
provision for a completed portion to be repeated at any other point during 
the emergency department or hospital stay. Thus once the patient enters 
a treatment area, triage ceases. 

• Does it include both Medical and Behavioral triage? 
o The draft triage system includes all presenting complaints, but the triage 

criteria are exclusively medical. 

• Does it anticipate Exclusion from Care? 
o Although the draft triage system includes an “expectant” category for 

those patients whose needs exceed the available resources, there are no 
set criteria for either relative or absolute exclusion from care. This lack of 
criteria places the onus for deciding which patients are excluded from care 
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upon the triage officer individually resulting in an inconsistent application 
of exclusion criteria.  

 
In short, S.T.A.R.T. triage and related triage systems score 3.5 out of 5 when compared 
to the optimal triage system. 
 
AN OPTIMAL MASS CASUALTY TRIAGE SYSTEM: 
 
Following hurricane Katrina, standard civilian mass casualty triage in the Louis 
Armstrong International Airport labored under the surge of incoming evacuees and 
patients along with the tendency of healthcare providers to revert to the most familiar 
procedures when under significant stress. Out of this need arose a continuously 
recurring and integrated triage approach. The initial iteration as implemented at the 
Louis Armstrong International Airport on August 31, 2005 included aspects of M.A.S.S. 
triage, S.T.A.R.T. triage, “5 Tier” triage and an ad hoc behavioral health triage system. 
 
High Alert Institute, Inc.’s review of the Louis Armstrong International Airport experience 
along with a reintegration of M.A.S.S. triage, S.T.A.R.T. triage, “5 Tier” triage and 
PsySTART triage systems along with military triage categories. This review has yielded 
a process referred to as Continuous Integrated Triage. 
 
Continuous Integrated Triage: The purpose of continuous integrated triage is to be a 
recurring approach to triage that is utilized on a daily basis in emergency departments 
and throughout the hospital as a means of instilling the process into every healthcare 
provider. Continuous Integrated Triage incorporates five operating principles: 

• Each healthcare provider completes an updated triage as part of each care 
encounter as the patient moves through the healthcare environment. 

• Medical and Behavioral Health triage occur side by side. 

• Resource Based and Absolute Triage Exclusion Criteria are integrated into the 
triage criteria. 

• “Expectant” treatment areas are part of the triage and care process for both 
medical and behavioral health patients. 

• Triage is a simple rule based process requiring only the ability to communicate, 
ask pre-defined questions, count respirations, take a pulse and follow 
instructions.  

 
Step 1a – Move: The initial triage is observational and based on the ability of a group of 
people to see, hear, understand, comprehend, process and comply with the instruction 
to walk to a designated location.  
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Patients who comply with the instruction have declared themselves as Medically Stable 
(Green) and as not Behaviorally Critical (PsyGreen or PsyYellow). These patients are: 

• Able to walk greater than 100 feet with minimal or no assistance 

• Neurologically intact bilaterally 

• Capable of complying with instruction and authority 

• Cognizant of their environment and perceive that environment correctly  
 
Thus these patients meet the following standard patient classifications: 

• New York Heart Classification (NYHC) Stage: 1 

• Gold Pulmonary Classification Stage: 1 

• NIH Stroke Scale (NIHSS) Score: 0 

• Glasgow Coma Scale: 15/15 

• Global Assessment of Functioning Score: >50 
 
Statistically, 80% of a surge group will follow the instruction and declare themselves 
both Medically Stable (Green) and Psychologically Stable (PsyGreen / PsyYellow) 
leaving 20% of the surge group to be further triaged. 
 
Step 1b – Wave: The second triage is observational and, like the initial triage, is based 
on the ability of a group of people who did not walk when instructed to see, hear, 
understand, comprehend, process and comply with the instruction to wave and arm or 
leg. 
 
Patients who comply with the instruction have declared themselves as Medically Urgent 
(Yellow) and Behaviorally Urgent (PsyYellow). These patients are: 

• Unable to walk, but have crossed balance and the ability to move a major motor 
group against gravity 

• Neurologically intact bilaterally or unilaterally 

• Capable of complying with instruction and authority 

• Cognizant of their environment and perceive that environment correctly  
 
Thus these patients meet the following standard patient classifications: 

• New York Heart Classification (NYHC) Stage: 1 or 2 

• Gold Pulmonary Classification Stage: 1 or 2 

• NIH Stroke Scale (NIHSS) Score: <2 

• Glasgow Coma Scale: 15/15 

• Global Assessment of Functioning Score: >50 
 
Statistically, and additional 16% of the total surge will follow the second instruction and 
declare themselves as Medically Urgent (Yellow) and Behaviorally Urgent (PsyYellow) 
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leaving 4% of the sure group to be further triaged. Moreover, these will be the patients 
most in need of early intervention. 
 
Step 2a – S.T.A.R.T. Triage: The third triage implements the familiar and well 
disseminated S.T.A.R.T. triage system with little modification. Subjectivity has been 
removed through the inclusion of a resourced based relative exclusion from care 
criteria. S.T.A.R.T. triage is based on Respirations, Pulse and Mentation.  
 

• Respirations: 
o No Respiration → Dead, move to next patient 
o Respiration Rate Abnormal → “Critical” or “Expectant”  

▪ Adult: <12 or >20 
▪ Child: <20 or >40 

o Respiration Rate Normal → Evaluate Pulse 
▪ Adult: 12 to 20 
▪ Child: 20 to 40 

• Pulse: 
o No Pulse → Dead, move to next patient 
o Pulse Rate Abnormal → “Critical” or ”Expectant”  

▪ Adult: <60 or >100 
▪ Child: <70 or >130 

o Pulse Rate Normal → Evaluate Mentation 
▪ Adult: 60 to 100 
▪ Child: 70 to 130 

• Mentation: 
o Alert, Oriented, Ambulatory, Follows Commands → “Stable” (Green) 
o Alert, Oriented, Non-Ambulatory, Follows Commands → “Urgent” (Yellow) 
o Disoriented, Unresponsive, Inappropriate → “Critical” or “Expectant” 

 
Step 2b – Behavioral Health Triage: Based on a highly modified observational version of 
PsySTART, behavioral health triage is performed concomitantly with the evaluation of 
mentation during S.T.A.R.T. triage. In addition to the conversion of PsySTART into an 
observational triage system, an “expectant” (PsyBlack) category is added in 
acknowledgement of the fact that behavioral health resources will be overwhelmed in 
many disasters. 
 

• Observational Components 
o Exposures 

▪ Witnessed Death or Serious Injury → PsyRed or PsyBlack 
▪ Family Member Died, Severely Injured or Ill → PsyRed or PsyBlack 
▪ Direct Threat to Life (Self / Family) → PsyRed vs. PsyBlack 
▪ Entrapment or Delayed Rescue → PsyRed or PsyBlack 
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▪ Severe Injury or Illness to Self → PsyRed or PsyBlack 
▪ HAZMAT Exposure → PsyYellow 
▪ Decontamination → PsyYellow 

o Situations 
▪ Concerns of HAZMAT Exposure → PsyYellow 
▪ Unaccompanied Minor → PsyYellow 
▪ Missing Family Member → PsyYellow 
▪ Separated from Immediate Family → PsyYellow 
▪ Home Uninhabitable → PsyYellow 
▪ Displaced from Home → PsyYellow 
▪ Parent of Child Under 18 years → PsyYellow 

o Reactions 
▪ Felt / Expressed Extreme Fear or Panic → PsyRed vs. PsyBlack 
▪ Thought or Intent of Self Harm → PsyRed vs. PsyBlack 

 
Step 3: “5-Tier” Triage with Behavioral Health Considerations: In the operation, 
Continuous Integrated Triage divides patients into separate treatment areas designated 
by the triage category. This division provides a de facto “5-Tier triage classification in as 
far as Step 1 and Step 2 of Continuous Integrated Triage divide patients into categories 
that are functionally comparable to those used in most “5-Tier” triage systems: 
 

• Step 1 and Step 2 Critical = “5-Tier” Category 1 or 2 

• Step 1 and Step 2 Urgent = “5-Tier” Category 3 

• Step 1 and Step 2 Non-Urgent = “5-Tier” Category 4 or 5 
 
The division of patients into separate, triage category specific treatment areas also 
means that Step 3 of the triage occurs independently (and recurrently) in each 
treatment area. This significant operational difference allows for a tailored application of 
the familiar “5-Tier” triage system. This “5-Tier” triage is supplemented with the addition 
of a behavioral health screening. This built in redundancy ensures that Continuous 
Integrated Triage remains operationally recurrent throughout the evaluation and 
treatment process. Like Step 2b, an “Expectant” category has been added to standard 
“5-Tier” triage system in recognition of both relative and absolute triage exclusion 
criteria. 
 

• Immediate Observations of Patient Condition / Circumstances 
o Requires Immediate Life Saving Interventions → “Critical-1” or ”Expectant” 
o Suicidal Attempt → “Critical-1” or ”Expectant” 

• High Risk Conditions / Circumstances 
o High Risk Mechanism of Injury → “Critical-2” or ”Expectant” 
o Mental Status Changes → “Critical-2” or ”Expectant” 
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o Severe Pain or Distress → “Critical-2” or ”Expectant” 
o Entrapment or Prolonged Rescue → “Critical-2” or ”Expectant” 
o Witnessed Death of Others → “Critical-2” or ”Expectant” 
o Death or Injury of Family Member → “Critical-2” or ”Expectant” 

• Current Vital Signs 
o Worsening compared to Step 2 Vital Signs → “Critical-2” or ”Expectant” 
o Respiration Rate  

▪ Abnormal → “Critical-2” or “Expectant”  

• Adult: <12 or >20 

• Child: <20 or >40 
▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 12 to 20 

• Child: 20 to 40 
o Pulse Rate  

▪ Abnormal → “Critical-2” or ”Expectant”  

• Adult: <60 or >100 

• Child: <70 or >130 
▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 60 to 100 

• Child: 70 to 130 
o Temperature 

▪ Abnormal → “Critical-2” or “Expectant” 

• Adult: <35oC (95oF) or >38oC (102oF) 

• Child: <35oC (95oF) or >38oC (102oF) 
▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 35oC (95oF) to 38oC (102oF) 

• Child: 35oC (95oF) to 38oC (102oF) 
o Pulse Oximetry 

▪ Abnormal → “Critical-2” or “Expectant” 

• Adult: SaO2 <92% 

• Child: SaO2 <92% 
▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: SaO2 92% 

• Child SaO2 92% 

• Resource Needs (Non-Critical) 
o Presenting Complaint, Injury or Illness Requires 

▪ >1 Resource to Evaluate / Treat → “Urgent -3” or “Expectant” 
▪ 1 Resource to Evaluate / Treat → “Non-Urgent -4” 
▪ 0 Resources to Evaluate / Treat → “Non-Urgent-5” 
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“Critical” (Red / PsyRed) vs. “Expectant” (Black / PsyBlack): The relative exclusion from 
care decision between providing critical care for medical or behavioral health issues and 
withholding that care is a resource based ethical decision predicated on a simple 
paradigm:  
 

• Resources available now to treat without endangering two or more other patients 
o Critical (Red) Treatment Areas 

▪ “Critical-1” & “Critical-2” (Red) Medical Treatment Area 
▪ PsyRed (Critical) Behavioral Health Treatment Area 

o Urgent (Yellow) Treatment Areas 
▪ “Urgent-3” (Yellow) Medical Treatment Area 
▪ PsyYellow (Urgent) Behavioral Health Treatment Area 

• Resources NOT available to treat without endangering two or more other patients 
o Black Treatment Areas 

▪ Expectant (Black) Medical Treatment Area 

• Pain control and behavioral health support 
▪ PsyBlack Behavioral Health Treatment Area 

• Psychosis/Agitation control and behavioral health support 
 
In addition to the relative resource based exclusion criteria, the Task Force for Mass 
Critical Care Summit published absolute exclusion criteria in the May, 2008 supplement 
in the journal Chest  (Chest 2008 May;133(5) Suppl:1S-66S). These absolute criteria 
are the only published criteria as of the time of this review. 
 
Adjunctive Treatment Measures: S.T.A.R.T. triage has seen several modifications to 
account for trauma related conditions that are readily reversible with minimal 
intervention and no ongoing resource utilization. These adjunctive measures may be 
introduced throughout the triage process as required by patient need and permitted by 
the relative and absolute triage exclusion criteria. Three of these interventions are 
sufficiently simple for non-healthcare providers to perform: 

• Safety pin the tongue to the chin to maintain the airway 

• Administer Antidote for Known Toxic Exposure 

• Apply pressure to bleeding wounds 
 
Three additional interventions for healthcare providers require minimal training: 

• Provide an Alternate Airway 
o Insert a 16 gauge angiocath cricoidostomy 

• Relieve Tension Pneumothorax 
o Insert a 16 gauge angiocath for thoracic decompression 

• Relieve Pericardial Tampanade 
o Insert a 16 gauge angiocath for pericardial decompression 
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When assessing Continuous Integrated Triage against the optimal triage system: 

• Is it Fast? 
o By relying on the ability to move in response to commands, Continuous 

Integrated Triage is capable of triaging 80% of any surge of patients in the 
time it takes the group to hear the instruction and comply. The theoretical 
maximum triage surge capacity is in excess of 500 patients per triage 
officer per hour. 

• Is it Scalable? 
o The ratio of time, triage officers and patients is a proportional to the size of 

the surge and the incoming rate of patient flow. Amount of time required to 
accomplish the initial triage is dependent on the size of the group and 
unrelated to the time spent with the triage officer.  

• Is it Recurring? 
o The ability to understand, process and comply with instructions is 

constantly reassessed as a normal part of the entire treatment process 
and this is recurrent throughout the care environment. 

• Does it include both Medical and Behavioral triage? 
o Continuous Integrated Triage includes all presenting complaints. 

Components of S.T.A.R.T. and PsySTART triage systems are integrated 
in modified form to simultaneously evaluate patients for medical and 
behavioral health needs. 

• Does it anticipate Exclusion from Care? 
o Continuous Integrated Triage incorporates an “expectant” category for 

those patients whose needs exceed the available resources as well as set 
criteria for relative resource based triage exclusion criteria. These criteria 
remove the onus for deciding which patients are excluded from care from 
the individual triage officer. Continuous Integrated Triage is compatible 
with currently published absolute triage exclusion criteria.  

 
In short, Continuous Integrated Triage scores 5 out of 5 when compared to the optimal 
triage system. 
 
The Field Application of Continuous Integrated Triage 
 
In application, Continuous Integrated Triage would be functionally the same during 
disaster and non-disaster operations. All individuals and teams responsible for any 
aspect of triage would employ Steps 1 & 2 in every patient encounter. This application 
would provide for the greatest familiarity for EMS and other first responders allowing for 
the greatest level of acceptance with only a small and readily learned addition to 
standard EMS triage being required to adopt Continuous Integrated Triage. Behavioral 
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Health triage teams would have the greatest training curve given their relative 
unfamiliarity with medical triage, however their ability to serve as force multipliers and 
outreach support in a disaster response makes the investment in this training well worth 
the effort. Like medical first responders, Behavioral Health triage team members would 
only learn and employ Step 1 and Step 2 of Continuous Integrated Triage in support of 
their role as behavioral health first responders. Hospitals and Alternate Care Facilities 
would employ all three steps of Continuous Integrated Triage. Personnel at these 
facilities are already trained in both S.T.A.R.T. and “5-Tier” triage systems, the 
integration of behavioral health triage and screening into the existing systems ensures 
that behavioral health triage is not circumvented by time constrained and fatigued 
healthcare professionals.  
 
TRIAGE SUMMARY: 
 
Current triage models suffer from limitations of speed, scalability and recurrence, lack of 
applicability to medical or behavioral health patient groups and failure to account for 
triage exclusion. These conceptual and operational realities define the characteristics of 
an optimal triage system: 
 

• It Must Be Fast 
o Improved Survival comes through Early Care of the Most Severe 

• It Must Be Scalable 
o Triage Cannot Slow Due to Overwhelming Surge 

• It Must Be Recurring 
o Triage is a Process of Observation, not a Single Encounter 
o Recurring Triage Prevents Missing an Evolving Condition 

• It Must Include Medical and Behavioral 
o Improved Recovery requires Early Intervention 
o Limited Triage Officers means Everyone must triage Everything 
o Most Disaster Medical Care is for the Treatment of the Exacerbation of 

Pre-Existing Conditions (Medical and Behavioral) 
o Exacerbation of Pre-Existing Conditions evolve slowly over time. 

• It Must Anticipate Exclusion From Care 
o Limited Resources Demands Resource Based Decision Making 
o Triage Systems Must Provide for the fact that Care Will Be Denied 

 
The use of Continuous Integrated Triage on a daily basis in non-disaster operations by 
first responders, EMS, behavioral health professionals, emergency department 
personnel and hospital personnel provides the familiarity with all aspects of Continuous 
Integrated Triage required to ensure maximal efficiency during mass casualty incidents. 
Further, the recurring nature of Continuous Integrated Triage combined with the 
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integration from the prehospital through the emergency department and into the 
inpatient and post hospital environment maximizes patient safety as well as operational 
efficiency. Finally the tight integration of medical and behavioral health evaluation 
inherent to Continuous Integrated Triage fosters greater attention to a global approach 
to patient care and more importantly, patient follow-up. 
 
Based on this review of existing triage systems and the triage experience at the Louis 
Armstrong International Airport, The High Alert Institute has proposed a Continuous 
Integrated Triage system which meets the five characteristics of an optimal triage. 
Continuous Integrated Triage can be incorporated into daily emergency department and 
hospital operations improving both provider familiarity with the triage system and daily 
practice towards both expertise and mastery. 
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Human Continuity and Force Protection: 
 
The hospital’s human resource department is responsible for the provision of services to 
employees involving their safety, health, and security. Safety refers to protecting their 
physical well being which usually results in physical injuries. Health refers to providing a 
milieu whereby the health workers physical and mental health has to ability to remain 
free of dysfunction. Security refers the protection of the work environment from violence 
and criminal activity.   
 
Under normal hospital operating procedures this falls under the auspices of the human 
resource, housekeeping, physical plant operations, and security. The Joint Commission 
Accreditation of Hospital Standards organizes these functions into the Environment of 
Care Standards. The Components of the Environment of Care includes:  safety, 
security, utility safety, and plant safety.  And the hospital is always ready to perform a 
security audit which examines lighting in parking lots, traffic flow patterns, fire risks, 
plant risks such as falling tile, and potential worker safety hazards such as exposed 
cords etc.  And lastly as part of this audit is the analysis of the  process of reporting and 
tracking injuries and illness these categories include: injuries and illness related death, 
injuries causing either short term or potentially long term injuries, and minor injuries that 
require treatment and the person returns to work.(Flynn, 2007) 
 
Under normal operations the hospital also has two functions that are designed to 
provide for a health promotion effort from the institution. The Employee Health Nurse is 
the person responsible for tracking of illness and injuries, the examination and analysis 
of employee sick time and tardiness due to illness, and often runs a occupational health 
clinic where triage is completed to determine if the worker needs to be seen 
immediately in the hospital urgency center which is a sub operation of the hospital’s 
emergency department.  Also the hospital provides off grounds with professional 
licensed mental health therapists an employee assistance service which provides short 
term counseling for personal crisis, emotional problems, work related adjustment 
issues, and other psychological conditions. 
 
When the hospital experiences a medical surge as the result of a disaster the budget for 
these previous operations becomes more intense.  There is need for more vigil as it 
relates to the environment of care, physical plant, and security measures as described 
above, The surge causes a problem with a greater traffic flow of vehicles and human 
traffic which can cause potential auto accidents and also safety issues for health 
workers outside the facility on the grounds and security issues with the problem of 
having to manage a extreme flow of human traffic. Some of that traffic is unrelated to 
the victims and might lead to greater crime and security issues.   
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The healthcare workers experience a split loyalty. They are caring for the victims and at 
the same time might be experiencing anxiety and fear related to their own homes and 
the safety of their families. This is exasperated by the working of long hour and often 
having to experience more frequent death and horrifying medical conditions.  The 
healthcare worker who already is experiencing and being treated for psychological 
conditions will find that their conditions are worsened by these stressors. Also if the 
health worker is recovery from alcoholism and or drug addiction these events could 
cause a relapse and could go unnoticed because of the increased activity due to the 
medical surge. The health workers can also experience injuries that have their etiology 
in the safety and security lapses or the deterioration of the physical plant due to events 
like falling tile, a lack of air conditioning, flooding in the hospital, fire etc. 
 
These stressors that cause illness related to both physical and mental health conditions 
cause an increase in cost related to excessive use of sick time, excessive use of being 
tardy to your duty station, an increase in the use of health benefits and health insurance 
costs.  Cynthia Davidson, the hospital disaster planner for the Metropolitan Healthcare 
Council of New Orleans documents that as a result of Hurricane Kathrin hospitals 
experience a 15-20% increase in employee related healthcare costs. (Davidson, 2008). 
This increase in cost in this area impacts the hospital fiscal planner’s breakeven 
analysis. The focus of this white paper is to illuminate how the economic issues can be 
mitigated and human capital issue related to employee health can be addressed.   
 
The first intervention that can mitigate the potential for physical injury and harm is for 
the Plant Operations Manager and Security Manager to perform regular environment of 
care and safety audits. Their findings and their immediate interventions need to be 
reported and keep track of in the hospital incident command center structure.  The 
second intervention is for the hospital to cost shift and place perhaps off duty or pool 
nurses to work under the direction of the employee health nurse. The employee health 
department needs to be tracking injuries, use of calling out sick, and those needing 
treatment. This function also should create break areas and sleeping areas where the 
health workers can go and get out of the immediate crisis area and rest, relax, and 
decompress. There should be a regular schedule developed for this service and the 
amount and time used by staff show be clocked and recorded. Again regular ongoing 
reports of these services and results should be fed into the hospital incident command 
center.   
 
The last area of intervention needs to be psychological. The hospital chief medical 
officer or the Medical Director for psychiatry needs to supervise this intervention. The 
psychological intervention includes three components; individual counseling, group 
counseling, and critical incident debriefing. Once the hospital incident command center 
is activated the CMO or the psychiatrist need to activate an emergency employee 
assistance program which immediately bring in mental health therapists  to be in the 
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hospital around the clock during the disaster. Therapists should be stationed in high 
volume and care centers like the emergency department and the critical care areas. 
They also should be placed in the break areas and the sleep areas. Services should be 
initiated either by the mental health therapists own observation or the referral of the 
supervisory staff.   
 
The actual amount clock hours for individual or group counseling need to be 
documented and tracked for the psychological conditions treated and their etiologies.  
Health Care workers experience psychological trauma related to visualizing horrific 
medical conditions and often death related to issue like severe burns, body 
disfigurement, and severe medical conditions that treatment might not save the victim.  
There is a methodology that crisis mental health therapists are trained in that is critical 
incident debriefing.  (Mitchell, 2001). This is a psychological debriefing and 
desensization that is often done in groups with nurses, physicians, and other health 
care workers. 
  
The hospital fiscal officer must plan for the additional costs of this mitigation. However if 
this mitigation is put in place the hospital will experience a lower increase in employee 
physical and health issues. And ultimately will see reduced costs in health benefits, time 
off because of workers compensation claims, less claims for disability, and less use of 
sick and tardiness benefits. This reduction can save the hospital additional expenditures 
when they are trying to save monies so that the hospital can return to normal operations 
after the disaster. 
 
Davidson, C.  “Employee health in hospitals in New Orleans Post Katrina” Hospital 
Employee Health. December 2008. 
 
Flynn, W et al (2007)   Healthcare Human Resource Management , Mason, Ohio  
Southwestern Learning. 
Mitchell, J, Everly, G, (2001) The Basic Critical Incident Stress Management Course 
Booklet  Ellicot City, Maryland  International Critical Stress Foundation. 
 
CORE COMPETENCIES AND RESOURCE TYPING OF HEALTHCARE PROVIDERS: 
 
Homeland Security Presidential Directive (HSPD-21) in part calls for: 
“...the recognition of the unique principles in disaster-related public health and medicine 
merit the establishment of their own formal discipline.  Such a discipline will provide a 
foundation for doctrine, education, training, and research and will integrate 
preparedness into the public health and medical communities.” 
 
Stakeholders in the development of the discipline described in HSPD-21 have proposed 
either publicly or privately a body of knowledge and skills core to such a discipline. This 
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essential body of knowledge is codified as Core Competencies. To date the American 
Association of Physician Specialists (AAPS), the American Medical Association (AMA) 
and the American Osteopathic Association (AOA) have prepared core competency 
documents. 
 
In the past, divergent core competency documents within a medical discipline such as 
emergency medicine or family practice have resulted in decades of division and discord 
within the profession and specialty. Ultimately, wherever such divergence has existed 
medical science and evidence based medical practice have resulted in convergence of 
the core competency documents and near universal agreement on the skills and 
knowledge that define and are essential to a distinct medical discipline. 
 
Unfortunately, the United States and its citizens cannot afford to wait decades for the 
medical politicians and special interests to conclude that there is already agreement on 
the knowledge base and skills core to the discipline and specialty of disaster medicine. 
HSPD-21 places further impetus on resolving the issue of core competencies so that 
the disaster medicine discipline called for in HSPD-21 may advance with all alacrity. 
 
REVIEW OF EXISTING CORE COMPETENCY DOCUMENTS: 
 
The core competency documents from AAPS, AMA and AOA are each developed in 
differing taxonomy systems. This difference in taxonomy systems combined with 
differences in batching of skills and knowledge within documents complicated the 
extraction of commonly agreed upon core points of knowledge and key skills. High Alert 
Institute, Inc. retained Stewart Consulting and Research to perform a theoretical review 
of the available core competency documents from the three major national multi-
specialty medical groups; AAPS, AMA and AOA.  
 
The Stewart review was designed strictly to remove the bias and divergence created by 
the taxonomy systems themselves and create a “crosswalk reference” between the core 
competency documents reviewed to facility their comparison. The Stewart review found 
that while each core competency document suffered bias based on the philosophical 
foundation on which it was written, all the documents agreed on virtually all the core 
knowledge and skills that define the discipline of disaster healthcare as called for by 
HSPD-21.  
 
Overview of Stewart Consulting Review: 

1. “I’m not convinced that the current relationship between the “Core 
Competencies” and the various ‘Group Specific Competencies’ (i.e., the 
competencies for Informed Workers, Practitioners, Leaders) in the AMA 
document works quite as well as it might.  Specifically, I would have hoped that 
there would be a continuum such that it’s clear that “informed workers” have 
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competencies that are at the base of Bloom’s Taxonomy levels of Knowledge 
and Comprehension. While much of what the ‘practitioners’ focus on builds on 
these ‘informed workers’ Knowledge/Comprehension level elements, but add 
some competence in terms of Application in the face of new situations. Similarly 
it should be clear that ‘Leaders’ have all the competencies above plus 
competence in terms of bigger picture elements and can demonstrate skills at the 
Analysis, Synthesis, and Evaluation levels.  In some cases, this progression 
seems to work fairly well, but in others the linkage gets a little weak.” 
 

2. “Both the AAPS and the AMA documents may be weakened by what seems to 
be a desire to try to fill in “something” for each cell, regardless of whether it may 
or may not actually be necessary.  For example, it may not be all that realistic to 
expect that strategic leaders will actually “develop, evaluate, and revise legal 
principles and … codes”.  It may be worthwhile to think about whether some text 
in certain cells is appropriate and whether some cells might actually – legitimately 
– be left blank because it’s unrealistic from a training/assessment perspective to 
think that they can or need to be filled in.” 
 

3. “Though it may be an inherent problem, given the need to develop a system that 
encompasses professionals from such a diverse population, there seems to me 
to be in both the AAPS and the AMA documents a focus in some of the materials 
that is sometimes far too specific and, on the other hand, sometimes too 
‘academic’ and broad.  In some cases, the focus is on planning for what is 
relevant for your community or practice (which may be totally appropriate for a 
hospital administrator).  But in other cases the focus shifts out so broadly that it 
seems to encompass every type of potential disaster.  For example asking that a  
‘Leader’ be able to ‘develop, evaluate, and revise policies and procedures for 
mobilizing and integrating global, federal, regional, state, local, institutional, 
organizational and private industry disaster support services in a disaster.  This 
includes knowledge of legal statutes and mutual aid agreements for the 
mobilization and deployment of civilian, military, and other response personnel 
and assets.’   
 
From the perspective of a physician who has worked in disaster situations, 
objectives phrased in this fashion seem to get too far away from what I see as 
critical (which is basically someone who can take a knowledge of solid principles 
and merge them with a realistic assessment of the assets on the ground and 
direct the activities and deployment of personnel and  materiel) and moved to a 
level that is more closely akin to the job responsibilities of high level FEMA 
personnel.” 
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4. “From an assessment perspective, some of the phrasing of the various levels of 
competencies seems to go astray.  For starters, it is generally an article of faith 
among those who use Bloom’s Taxonomy as an evaluation tool that the higher-
order skills such as Application and Analysis build on the lower-level skills such 
as Knowledge, and that the higher level skills such as Synthesis and Evaluation 
typically require some sort of –often extensive – performance component.    
 
I can make a leap of faith that a physician interested in working at disaster sites 
who correctly describes the appropriate triage category for a hypothetical patient 
in a hypothetical scenario will be likely to triage appropriately in real life disasters.  
I’m less comfortable with the fact that many of the ‘Leader’ competencies seem 
to consist of little more than worrying if someone is able to prepare and critique 
policy manuals and procedural guidelines.   
 
As currently phrased, some of the language of the competency statements 
seems WAY too broad.  For example, one competency statement indicates that a 
practitioner should be able to describe “solutions” for ensuring the recovery of 
programs and services to meet the medical and mental health needs of – 
basically – everyone in any disaster scenario.  Other competency statements, on 
the other hand, seem to ask that individuals re-create anew policies and 
standards that are already fairly well-established. Far better, I’d suspect, if this 
document is to have real usefulness, is for there to be some effort made to 
include guidelines and suggestions about the kinds of  evaluation measures that 
might be most relevant for various of the competencies.  E.g. clearly calling for 
an actual demonstration of donning PPE; written multiple-choice testing; the use 
of professional patients/patient simulators and tabletop simulations.” 
 

5. “Some consideration might be given to re-thinking the way that the category-
specific competency descriptors are numbered.  If Bloom’s Taxonomy is to be 
used as a guiding principle, the competencies would best be set up using a 
system along the following lines:” 
 

Domain Competency Informed 
Worker 

Practitioner Leader 

1.0 1.1 1.1.1 1.1.2 1.1.3 

1.0 1.2.a 1.2.1.a 1.2.2.a 1.2.3.a 

 1.2.b 1.2.1.b 1.2.2.b 1.2.3.b 

 
“In this design, the umbrella concept is the domain.  There are 2-4 competencies (e.g. 
1.1, 1.2. 1.3, 1.4) that are used to illustrate various facets of the domain.  The category-
specific competencies, then, both (a) show how the competency applies – and might be 
demonstrated/tested for persons working at various levels and (b) typically would be 
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expected to show a progression from having a basic knowledge or rules or principles at 
the ‘Informed Worker’ level to higher level synthesis and evaluation skills at the ‘Leader’ 
level. The current AAPS and AMA numbering systems seems a little ‘off’ because there 
is not a one-to-one relationship between the competencies under the AAPS’s ‘Physician 
Leader’ or the AMA’s ‘Informed Worker’, ‘Practitioner’, ‘Leader’ levels.” 
 
Based on our review and the comments obtained from Stewart Research and 
Consulting, High Alert Institute, Inc. proposes a single summary core competency 
document presented as a “crosswalk reference” with the associated AAPS, AMA and 
AOA core competency documents. Given that the AOA currently has no core 
competencies to contribute, the crosswalk would require update when the AOA 
document becomes available.  
 
It is the position of High Alert Institute, Inc. that this composite summary and associated 
“crosswalk reference” along with all three core competency documents form AAPS, 
AMA and AOA be recognized by the United States Department of Homeland Security 
(DHS); Department of Health and Human Services (HHS); Department of Defense 
(DOD); Institutes of Medicine; National Institute of Health (NIH); Centers for Disease 
Control (CDC) and Department of Education (DoE). This will establish the needed basis 
for the foundation of a distinct discipline in disaster healthcare as called for by HSPD-21 
while bypassing the inherent delay in recognizing that all three systems enumerate the 
same core knowledge and skills. 
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Category Examples and Key Words 

Knowledge: Recalls data or 
information. 

Examples: Recites a policy. Quotes prices from 
memory to a customer. Knows the safety rules. 
Key Words: defines, describes, identifies, knows, 
labels, lists, matches, names, outlines, recalls, 
recognizes, reproduces, selects, states.  

Comprehension: 
Understands the meaning, 
translation, interpolation, and 
interpretation of instructions 
and problems. States a 
problem in one's own words.  

Examples: Rewrites the principles of test writing. 
Explains in one’s own words the steps for performing a 
complex task. Translates an equation into a computer 
spreadsheet. 
Key Words: comprehends, converts, defends, 
distinguishes, estimates, explains, extends, 
generalizes, gives examples, infers, interprets, 
paraphrases, predicts, rewrites, summarizes, 
translates. 

Application: Uses a concept 
in a new situation or 
unprompted use of an 
abstraction. Applies what was 
learned in the classroom into 
novel situations in the work 
place. 

Examples: Uses a manual to calculate an employee’s 
vacation time. Applies laws of statistics to evaluate the 
reliability of a written test.  
Key Words: applies, changes, computes, constructs, 
demonstrates, discovers, manipulates, modifies, 
operates, predicts, prepares, produces, relates, shows, 
solves, uses. 

Analysis: Separates material 
or concepts into component 
parts so that its organizational 
structure may be understood. 
Distinguishes between facts 
and inferences. 

Examples: Troubleshoots a piece of equipment by 
using logical deduction. Recognizes logical fallacies in 
reasoning. Gathers information from a department and 
selects the required tasks for training. 
Key Words: analyzes, breaks down, compares, 
contrasts, diagrams, deconstructs, differentiates, 
discriminates, distinguishes, identifies, illustrates, 
infers, outlines, relates, selects, separates. 
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Synthesis: Builds a structure 
or pattern from diverse 
elements. Put parts together 
to form a whole, with 
emphasis on creating a new 
meaning or structure. 

Examples: Writes a company operations or process 
manual. Designs a machine to perform a specific task. 
Integrates training from several sources to solve a 
problem. Revises and process to improve the 
outcome. 
Key Words: categorizes, combines, compiles, 
composes, creates, devises, designs, explains, 
generates, modifies, organizes, plans, rearranges, 
reconstructs, relates, reorganizes, revises, rewrites, 
summarizes, tells, writes. 

Evaluation: Make judgments 
about the value of ideas or 
materials. 

Examples: Selects the most effective solution. Hires 
the most qualified candidate. Explains and justifies a 
new budget. 
Key Words: appraises, compares, concludes, 
contrasts, criticizes, critiques, defends, describes, 
discriminates, evaluates, explains, interprets, justifies, 
relates, summarizes, supports. 

 
Table 1 
Bloom’s Cognitive Taxonomy 
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Overview: 
 
Today, in the United States of America there is a need to effectively organize and 
coordinate disaster planning, action and the application of knowledge and 
understanding.  This need transcends all considerations and professions and especially 
health care.  We must be prepared, especially physicians in responding to all types of 
disasters for the public good and that of this nation. It is well known that most physicians 
lack disaster medical training and there is currently a nationwide shortage of 
appropriately trained physicians to respond to national disaster.  In addition the 
NDMS/DMAT system is not currently adequate-not enough physicians to sustain three 
(3) tiers of teams going round-the-clock for another Katrina-like disaster. Joint 
Commission and the Institute of Medicine have recognized disaster preparedness as a 
major healthcare need. 
 
Disaster medicine as a specialty and mindset was not only a reaction from September 
11, 2001, but to the numerous subsequent events that seemed to all too quickly follow:  
random anthrax attacks in the weeks afterwards, the SARS outbreak in pockets of the 
world, the blackout in the summer of 2003 that took the power out in New York City and 
surrounding cities and states, the December 26, 2004 Indian Ocean tsunami, the 
Pakistan earthquake of 2005, a tumultuous hurricane season in 2005 culminating with 
the arrival of Hurricane Katrina, and, of course, terrorist attacks throughout the world 
including Spain, England, Bangladesh and Bali—all against a backdrop of conflict in 
Afghanistan and Iraq. 
 
The medical establishment in North America began forming study and discussion 
groups in disaster medicine, much more frequently in the past. In some cases, the 
medical schools were already on the front lines of this movement—they just accelerated 
their growth, such as the University of New Mexico Center for Disaster Medicine, which 
was established in 1989. Meanwhile, elsewhere in the world, there have been disaster 
medicine for-credit courses at universities in London, Paris, Brussels and Bordeaux 
since at least the early 1980’s. 
 
In the past several years it has become increasingly apparent that federal, state and 
local emergency management organizations are in need of a mechanism to determine 
and define trained and qualified physicians in the face of a global upturn in the rate of 
natural and man-made disasters.  Many physicians who show up to volunteer at 
disasters have a bare minimum of knowledge in disaster medicine. It was against this 
backdrop that the American Academy of Disaster Medicine (AADM) and the American 
Board of Disaster Medicine (ABODM) were formed for the purpose of scholarly 
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exchange and education in Disaster Medicine as well as the development of an 
examination demonstrating excellence towards Board Certification in this new specialty. 
 
Rationale and Results: 
 
An area of medical specialization is defined by body of unique knowledge and skills 
required by practitioners in that field. In February of 2003, prior to formation of the 
AADM and ABODM, AAPS commissioned an expert panel to undertake a scholarly 
review of the literature and survey the recognized experts in disaster management, 
emergency management, medical contingency planning, emergency medicine, public 
health, disaster behavioral health and military medicine to determine if such a unique 
body of knowledge and skills existed. By February of 2004 it was determined that the 
majority of experts, supported by the available literature, agreed that there is a unique 
body of core knowledge and skills to define the specialty of Disaster Medicine and a 
broader body of knowledge needed by all healthcare practitioners responding to a 
disaster event.  
 
Beginning in February of 2004 through October, 2005 further research was completed 
to compile this body of unique knowledge into a Core Competencies document. By 
January of 2005, it was evident that the National Disaster Life Support Educational 
Consortium and the American Medical Association were similarly compiling the body of 
knowledge needed by all healthcare professionals responding to a disaster. As the 
purpose of the AAPS Disaster Medicine Core Competencies is to define the core body 
of knowledge required to demonstrate proficiency in Disaster Medicine towards Board 
Certification in the specialty, the Core Competency document reflects that bias. 
 
Once the Core Competency document was drafted, the AADM through the ABODM 
reviewed the document against the existing literature and again solicited expert opinion 
regarding the Domains of Competence and Areas of Competency contained in the 
document. The Core Competencies were formatted using a modified Bloom’s 
Taxonomy based on the fact that all the competencies contained there in are aimed at 
the physician leader who seeks to demonstrate excellence in the field of Disaster 
Medicine. The Core Competencies committee, the AADM and the ABODM recognize 
that many, but not all the competencies contained in the Core Competencies document 
are also needed by all healthcare professionals responding to a disaster. The final draft 
document was published using a modified Bloom’s Taxonomy in February of 2006 and 
last revised in April of 2007. 
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AAPS Domains of Competency 
Domain 
Number 

Incident Command System: 
Works as a member of the disaster team under the structure of the 
Incident Command System 

1 

Preparation and Mitigation: 
Participates in planning for disaster preparation and mitigation  2 

Triage: 
Performs triage as appropriate in the disaster environment 3 

Decontamination/PPE: 
Follows appropriate decontamination principles and procedures 

4 

Public Health and Safety: 
Advises on and coordinates aspects of public health and safety 
throughout the disaster life cycle 

5 

Psychosocial Considerations: 
Provides psychosocial support as appropriate throughout the 
disaster life cycle 

6 

Support/Assistance: 
Works with various groups and organizations (governmental, 
community, non-governmental, volunteers) to optimize support for 
disaster planning, response, and recovery. 

7 

Communication/Documentation: 
Maintains necessary communication and documentation 

8 

Regulatory/Legal/Ethical Principles: 
Complies with regulatory and legal as well as accepted moral and 
ethical principles 

9 

Assessment and Treatment: 
Assesses and treats injuries resulting from natural/non-natural and 
incidental/intentional causes in a variety of environments (urban, 
rural, austere) 

10 

Pathology 11 

Table 2 
AAPS Core Competencies for the Certification of Disaster Medicine Specialists 
(Revised 04/27/07) 
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AAPS Core Competencies 
Competency 
Number 

Incident Command System:   
Participates as a member of the disaster team under the 
structure of the Incident Command System  

1 

Understands the structure of the Incident Command System 
(Logistics-Operational-Financing-Planning):  knows the 
organization of the Emergency Operations Center, the ICS table 
of organization and the role and responsibilities of the public 
information officer (PIO), the safety officer, incident commander, 
liaison officer, communications, and related topics such as NIMS 
and HEICS; understands the chain of command and chain of 
responsibility 

1.1  

Understands basic concepts related to command location, 
gathering sites (Red, Yellow, Green), site control, span of control, 
site safety, stockpile issues (strategic, primary loads, local/ 
community, pharmacy), contracting/ resupply                       

 1.2 

Understands how to establish the site perimeter and subdivide 
into hot, warm and cold zones as appropriate  

 1.3 

Preparation and Mitigation:   
Participates in planning for disaster preparation and 
mitigation  

2 

Has the  knowledge and skills to serve a major planning role in 
areas related to PHS, immunization, health/nutrition, 
sanitation/water, special populations (e.g., pediatrics, geriatric, 
mobility issues, pregnancy) 

 2.1 

Has the knowledge and skills to participate in the setup and 
supervision of disaster planning/exercises/training in a variety of 
settings (hospitals, community/schools, regional/state, federal, 
personal) 

 2.2 

Understands basic concepts of credentialing/education, 
funding/granting, interagency agreements (mutual aid, EMTALA 
Transfer), resupply contracting, EMS/alternate transportation, 
shelters 

 2.3 

Triage:   
Performs triage as appropriate in the disaster environment 3 

Understand the role and implementation of triage and can 
differentiate between disaster and non-disaster triage 

 3.1 

Has basic operational knowledge of the major disaster triage 
systems (i.e. START/PRM, JumpSTART, MASS) and can use one 

 3.2 
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of these methods to perform triage that results in appropriate tags 
and records 

Decontamination/PPE:   
Follows appropriate decontamination principles and 
procedures 

4 

Knows what comprises levels A, B, C, and D and can determine 
the level of PPE required for each 

 4.1 

Has the knowledge and skills to perform Level C decontamination  4.2 

 

Public Health and Safety:   
Advises on and coordinates aspects of public health and safety 
throughout the disaster life cycle 

5 

Has knowledge and skills in environmental aspects of public health 
and safety, including sanitation, water, nutrition, immunization, voluntary 
and compulsory evacuation, scene control, weather monitoring and 
modeling, shelters, dispersion modeling and monitoring 

 5.1 

Has knowledge and skills in aspects of public health and safety related 
to disease, including immunization/prophylaxis, 
surveillance/epidemiology, emerging disease modeling, vector control, 
lab/path services, treatment 

 5.2 

Has knowledge and skills related to complex humanitarian disaster, 
including issues related to pharmacy services, refugee/evacuees, 
physical recovery, special populations, morgue services  

 5.3 

Psychosocial Considerations:   
Provides psychosocial support as appropriate throughout the 
disaster life cycle 

6 

Can recognize, assess, and develop a treatment plan for incident-
related stress for responders and their team members and families as 
well as community/victims through the disaster life cycle 

 6.1 

Understands the role of groups such as clergy, NGOs, volunteers, and 
grief counselors in Critical Incident Stress Management (CISM) and ( 
Psychological First Aid (PFA) 

 6.2 

Understands the psychosocial needs of special populations, especially 
pediatric 

 6.3 

Support/Assistance:   
Works with various groups and organizations (governmental, 
community, non-governmental, volunteers) to optimize support for 
disaster planning, response, and recovery 

7 

Understands the roles and the integration of groups such as the 
following: NDMS (DMORTs/ME, IMSURTS, DMAT, VMAT, NMRT), 
Community (Law Enforcement, Fire/Rescue, EMS, Public Works), 

 7.1 
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NGOs, Military/National Guard/Coast Guard, FEMA, FBI, CERTs, 
Public Health personnel, CDC, USAMRICD, WMD-CSTs, Poison 
Control, vendors, and other specialists (e.g., medical, nuclear)  

Understands issues related to the use of volunteers (training, handling, 
appropriate use, liability, responsibility) 

 7.2 

Communication/Documentation:   
Maintains necessary communication and documentation 8 

Understands the chain of communication and role of the PIO  8.1 

Understands basic vocabulary as well as acronyms used in disaster 
operations 

 8.2 

Knows basic procedures for medical record-keeping (including data 
capture and banking, role of toe tags) 

 8.3 

Knows basics of evidentiary documentations (crime scene evidence)  8.4 

Understands basic types of communications equipment 
(primary/backup) and the need for and application of basic technical 
communications security procedures (encryption, varied frequencies) 

 8.5 



 

 125 

 

Regulatory/Legal/Ethical Principles:   
Complies with regulatory and legal as well as accepted moral and 
ethical principles 

9 

Understands regulatory and legal landscape as well as moral and 
ethical issues as they impact disaster medicine.  Has sufficient 
knowledge to operate in compliance with regulatory and ethical 
principles related to the following: HIPAA, EMTALA/COBRA, Stafford 
Act, JACHO, Federal Response Plan, OSHA, NIOSH, ADA/ Access, 
Licensing, Sovereign Immunity, Good Samaritan Doctrine, Federal Tort 
Claims Act,  Expectant Patient Issues (dying not yet dead, DNR), NRC, 
CDC, FDA, EPA, Confidentiality, Consent, Withdrawal of Care, refusal 
to assume risk, AMA/Refusal of Care, Privacy/Decontamination, 
profiling, legal rights of responders, professionalism 

 9.1 

Public Health and Legal Considerations l--Immediate and Long Range  9.2 

Assessment and Treatment:   
Assesses and treats injuries resulting from natural/non-natural 
and incidental/intentional causes in a variety of environments 
(urban, rural, austere) 

10 

Has the knowledge and skills to assess and treat injuries related to the 
following: 

 10.1 

Electrocution -- including High Voltage/ Low Amperage, High 
Voltage/High Amperage, Low Voltage/High Amperage, Low 
Voltage/Low Amperage, AC vs. DC 

 10.1.1 

Resuscitation Protocols -- ACLS, BCLS, PALS, APLS, ALSO, NALS, 
NRP 

 10.1.2 

Infection -- including Bio weapon, epidemic, emerging illness, 
vaccination needs 

 10.1.3 

Toxin -- including natural vs. synthetic, nerve agents, cholinergic, 
anticholinergic, biologic, blister agents, enzymatic 

 10.1.4 

Blast trauma --including physics of explosives; primary, blast trauma 
affecting gut, lung, ear, eyes; bullets, thermal and radiation burns, 
secondary blast trauma (smash, spear, gas, glow), and  tertiary blast 
trauma (crush, traumatic or emergency amputation) 

 10.1.5 

Ionizing/Non-Ionizing Radiation—including physics, toxicity, exposure 
rates and times, iodine prophylaxis, pregnancy risks, and 
treatments/antidotes 

 10.1.6 

Burns – including thermal, Parkland Formula, BSA burned, chemical, 
radiation, environmental, special population considerations 

 10.1.7 



 

 126 

Penetrating/Ballistic- including physics, mechanisms of injury, yaw, 
pitch, sprawl, deformation, velocity, and kinetics.  

 10.1.8 

Crush Injuries -- including rhabdomyolysis, compartment syndrome, 
compartment pressure measurement, fasciotomy, crush injury/release 
syndrome, hyperkalemia, myoglobinuria, and washout (to prevent ARF), 
entrapment, and field amputation 

 10.1.9 

Submersion/Drowning- Dry vs. Wet Drowning, Salt vs. Fresh Water 
Drowning, Submersion Injury, Diving Reflex, Cold Water 
Considerations, Treatment, Surgical Airway 

 10.1.10 

Inhalational – including smoke, chemical, drowning, biological, 
radiation 

 10.1.11 

Exposure Effect – including hypothermia, rewarming, hyperthermia, 
cooling (mist and  fan) 

 10.1.12 

Dehydration/Starvation- Mechanisms of Dehydration (Type 1 vs Type 
2), Mechanisms of Rehydration (Oral vs iv), Rehydration Solution, Re-
Feeding, Culturally Sensitive Diets, Special Needs Diets, 
Refugee/Evacuee Feeding, Special Populations 

 10.2 

Psychological/ Psychiatric Trauma- Acute Stress Rxn vs Acute 
Stress Disorder, Acute Stress Disorder vs. Post Traumatic Stress 
Disorder, Community Psychological Issues, Psychology of Recovery 
(Community), Critical Incident Stress Management. 

 10.3 

Blunt Trauma- Hollow/Solid Organ Injury; Intracranial Blunt Trauma; 
and Bony Trauma; Neurologic Trauma 

 10.1.13 

Special Populations – Treatment considerations for special needs 
populations in all phases of disaster response.  

 10.4 

Pathology 11 

Identification of Remains (DNA, Forensic Odontology, Forensic 
Anthropology) 

 11.1 

Visual Observations of Trauma or Infectious Disease  11.2 

Electrocution   11.2.1 

Infection  11.2.2 

Toxin  11.2.3 

Blast trauma  11.2.4 

Ionizing/Non-Ionizing Radiation  11.2.5 

Burns  11.2.6 

Penetrating/Ballistic  11.2.7 

Crush Injuries  11.2.8 
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Submersion/Drowning  11.2.9 

Inhalational  11.2.10 

Exposure Effect  11.2.11 

Dehydration/Starvation  11.2.12 

Psychological/ Psychiatric Trauma  11.2.13 

Blunt Trauma  11.2.14 

Autopsy Findings and Clinical-Pathological Correlations  11.3 

Collection, Testing, and Preservation of Biological Materials for Future 
Medical and Legal Concerns and Inquiries 

 11.4 

 
Table 3 
AAPS Core Competencies for the Certification of Disaster Medicine Specialists 
(Revised 04/27/07) 
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Background 
The evolving discipline of Disaster Medicine and Public Health Preparedness is broad 
and encompasses many professions and specialties.  Current attempts to provide an 
overarching educational framework utilizing competencies and learning objectives have 
been limited primarily to individual specialties or target groups such as nursing, public 
health, and healthcare workers.  This has led to a lack of uniformity in lexicon, training, 
and expertise for personnel in this field.  To address this need, the American Medical 
Association (AMA) conducted a comprehensive literature review and convened an 
expert panel with the intent of providing consensus-based competencies and an 
educational framework from which educators could devise learning objectives and 
curricula tailored to the needs of all potential health system responders in a disaster. 
 
Methodology 
A systematic literature review (January 2004-July 2007) was conducted to identify 
competencies that have been created for potential health system responders (public 
health, healthcare, prehospital, public safety, nongovernmental organizations, private 
sector, and governmental authorities) in a disaster.  This literature search was designed 
to augment a recent comprehensive review, funded by the Agency for Healthcare 
Research and Quality, which provided the basis for the derivation of educational 
competencies and objectives for all hospital healthcare workers in disaster 
preparedness and response (Hsu etal, 2006). 
 
To build on this work, the AMA convened a 12-person expert working group to review 
the existing educational competencies for relevance to all potential health system 
responders and to address identified learning gaps.  The work was funded under a 
grant from the Health Resources and Services Administration.  The resulting draft 
educational framework and competencies were submitted to selected stakeholder 
organizations for review, revised as appropriate, and then reviewed further by the 
National Disaster Life Support Education Consortium™ (NDLSEC™).  The NDLSEC is 
a group of 75 public and private organizations with an interest in disaster preparedness, 
professional education, and curriculum development. 
 
Results 
Based on the literature review, the expert working group identified a set of cross-cutting, 
evidence-based competencies, applicable to all potential health system responders, for 
incorporation into the National Disaster Life Support™ (NDLS™) and other health 
education and training programs.  The working group also identified important potential 
learning gaps, such as in public health law, ethics, risk communication, cultural 
competence, mass fatality management, forensics, contingency planning and response, 
and crisis leadership.  In addition, it was determined that competencies needed to be 
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comprehensive to ensure they address individuals and populations who may be more 
vulnerable to adverse health effects in a disaster (e.g.., children, pregnant women, frail 
elderly, disabled persons).  During the review process, two major issues were identified.  
First, existing published competencies are limited primarily to the workplace, discipline, 
or practice setting, and are insufficiently broad to adequately address all of the groups 
required for a coordinated health system response to a disaster.  Second, existing 
competency sets lack sufficient detail relevant to various target audiences differentiated 
by their professional preparation and prior experience, as well as their roles in a 
disaster.  As such, a new conceptual educational model is proposed, based on 
adaptation of Bloom’s Cognitive Taxonomy, to allow each health system responder to 
achieve the highest level of proficiency within each competency.  This framework will 
accommodate the development of courses and curricula to meet the diverse education, 
training, and job requirements of all target groups. 
 
Development of Competency Domains. As a first step, we sought to identify and define 
the broad overarching competency domains relevant to all health professionals in a 
disaster using the literature review of existing competencies as background.  After final 
review, the expert working group identified seven competency domains, which 
encompass all target audiences of those responsible for a coordinated health system 
response (see Table 1). 
 
 
 

Competency Domains 

 
1.0 Preparation and Planning 

 
2.0 Detection and Communication 

 
3.0 Incident Management and Support Systems 

 
4.0 Safety and Security 

 
5.0 Clinical/Public Health Assessment and Intervention 

 
6.0 Contingency, Continuity, and Recovery 

 
7.0 Public Health Law and Ethics 

Table 4 
AMA Competency Domains 
(Revised 10/11/07) 
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Delineation of Core Competencies, Health Personnel Categories, and Group-Specific 
Competencies in Accordance with Bloom’s Taxonomy. The next step was to merge the 
cognitive domains derived from Bloom’s taxonomy with an educational model that 
allows for health professionals to demonstrate competency according to their expected 
role and level of involvement in a disaster (See the Appendix for a summary of Bloom’s 
Taxonomy).  After review of published competency sets and consideration of extant 
gaps, the expert working group defined 19 core competencies that are relevant to all 
health professionals (see Table 2). 
 
To facilitate the application of the core competencies across the wide range of target 
groups involved in a disaster, we identified three broad, yet distinct, personnel 
categories that encompass all health professionals (i.e., informed workers/students, 
practitioners, and leaders; see Table 3).  For each core competency, persons can 
perform at different levels of proficiency depending on their experience, professional 
role, level of education, or job function.  This framework allows for all health professions 
to be represented in each category, and recognizes the diversity of expected job 
functions and educational requirements for each health profession involved in disaster 
planning and response. 
 
Once the core competencies and personnel categories were determined, we defined 
more specific competencies, in accordance with Bloom’s taxonomy, to describe the 
knowledge, skills, and attitudes expected for each personnel category (see Table 4).  
The overarching goal of this process is to allow all health professionals to achieve the 
highest level of proficiency within each core competency and within each personnel 
category. 
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Competency 
Domain 
 

Core Competencies 

1.0 Preparation and 
Planning  

1.1 Demonstrate proficiency in the use of an all-hazards framework 
for disaster planning and mitigation. 

1.2 Demonstrate proficiency in addressing the health-related needs, 
values, and perspectives of all ages and populations in community 
and institutional disaster plans. 

2.0 Detection and 
Communication 

2.1 Demonstrate proficiency in the detection of and immediate 
response to a disaster or public health emergency. 

2.2 Demonstrate proficiency in the use of information and 
communication systems in a disaster or public health emergency. 

2.3 Demonstrate proficiency in addressing cultural, ethnic, religious, 
linguistic, socioeconomic, and special health-related needs of all 
ages and populations in community and institutional emergency 
communication systems. 

3.0 Incident 
Management and 
Support Systems 
 

3.1 Demonstrate proficiency in the initiation, deployment, and 
coordination of national, regional, state, local, and institutional 
incident command and emergency operations systems. 

3.2 Demonstrate proficiency in the mobilization and coordination of 
disaster support services. 

3.3 Demonstrate proficiency in the provision of health system surge 
capacity for the management of mass casualties in a disaster or 
public health emergency. 

4.0 Safety and 
Security 

4.1 Demonstrate proficiency in the prevention and mitigation of 
health, safety, and security risks to yourself and others in a disaster 
or public health emergency.  

4.2 Demonstrate proficiency in the use of personal protective 
equipment at a disaster scene or receiving facility. 
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4.3 Demonstrate proficiency in victim decontamination at a disaster 
scene or receiving facility. 

5.0 Clinical/Public 
Health Assessment 
and Intervention 

5.1 Demonstrate proficiency in the use of triage systems in a 
disaster or public health emergency. 

5.2 Demonstrate proficiency in the clinical assessment and 
management of injuries, illnesses, and mental health conditions 
manifested by all ages and populations in a disaster or public health 
emergency. 

5.3 Demonstrate proficiency in the management of mass fatalities in 
a disaster or public health emergency. 

5.4 Demonstrate proficiency in public health interventions to protect 
the health of all ages, populations, and communities affected by a 
disaster or public health emergency. 

6.0 Contingency, 
Continuity, and 
Recovery 

6.1 Demonstrate proficiency in the application of contingency 
interventions for all ages, populations, institutions, and communities 
affected by a disaster or public health emergency. 

6.2 Demonstrate proficiency in the application of recovery solutions 
for all ages, populations, institutions, and communities affected by a 
disaster or public health emergency. 

7.0 Public Health Law 
and Ethics 

7.1 Demonstrate proficiency in the application of moral and ethical 
principles and policies for ensuring access to and availability of 
health services for all ages, populations, and communities affected 
by a disaster or public health emergency. 

7.2 Demonstrate proficiency in the application of laws and 
regulations to protect the health and safety of all ages, populations, 
and communities affected by a disaster or public health emergency. 

Table 5 
AMA Competencies for All Health Professionals in a Disaster 
(Revised 10/11/07) 
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Health Personnel Categories 

 
Levels of proficiency that can be achieved for each core competency: 
 
Informed Worker/Student: Health system professionals and students who require 
awareness and understanding of particular aspects of disaster planning, mitigation, 
response, or recovery.  These persons should be able to describe core concepts or 
skills but may have limited ability or need to apply this knowledge. 
 
Practitioner: Health system professionals who are required to apply clinical or public 
health knowledge, skills, and values in disaster planning, mitigation, response, and 
recovery. 
 
Leader: Health system professionals with administrative decision-making 
responsibilities, leadership functions, and policymaking roles in disaster planning, 
mitigation, response, or recovery 
 

Table 6 
AMA Designation of Proficiency Levels According to Personnel Category 
(Revised 10/11/07) 
 
Proposed Learning Matrix for All Health System Responders. Recognizing that health 
system professionals vary in their expected roles and level of involvement in a disaster, 
a learning matrix can be constructed and customized for any target audience to define 
proficiency requirements within each competency (see Table 5).  With this matrix, 
disaster health education and training programs can be created or modified to 
incorporate the competencies at the desired proficiency levels.  As summarized in 
Figure 1, this model provides a practical and flexible framework for the education, 
training, and outcome evaluation of all health professionals according to their expected 
role and level of involvement in a disaster.  This matrix allows for the escalation of 
knowledge and proficiency in any competency and personnel category, as well as for 
the progression from informed worker/student to practitioner to leader.  The 
competencies can be applied to a wide range of health professionals who are expected 
to perform at different levels according to experience, professional role, level of 
education, or job function.  An important next step is the development of learning 
objectives and outcome measures for each competency to facilitate the design and 
development of disaster education and training programs to accommodate the needs of 
all health professions and job functions involved in disaster medicine and public health 
preparedness. 



 

 134 

 
 
 

Competency Domain 

Core Competency 

Health Personnel Category 

Informed Worker/Student Practitioner Leader 

 
Category-Specific 
Competencies 
 

 
Category-Specific 
Competencies 

 
Category-Specific 
Competencies 

Learning Objectives Learning Objectives Learning 
Objectives 

Evaluation Measures Evaluation Measures Evaluation 
Measures 

Table 7 
AMA Competency-Based Educational Framework for Health System 
Professionals 
(Revised 10/11/07)
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Table 8. AMA Proposed Core and Group-Specific Competencies for Health System Professionals in a Disaster 
 

 
Competency 
Domains 

 
Core Competencies 

Category-Specific Competencies 

Informed 
Worker/Student 

Practitioner Leader 

1.0 Preparation 
and Planning  
 

1.1 Demonstrate 
proficiency in the use 
of an all-hazards 
framework for disaster 
planning and 
mitigation. 

1.1.1 Describe the all-
hazards framework for 
disaster planning and 
mitigation. 
 
1.1.2 Explain key 
components of your 
regional, community, 
institutional, and 
personal/family disaster 
plans. 

1.1.3 Summarize your 
regional, community, 
office practice, and 
institutional disaster plans. 
 
1.1.4 Perform your 
expected your role in 
community and 
institutional disaster 
exercises and drills. 
 
1.1.5 Conduct hazard 
vulnerability assessments 
for your office practice, 
community, or institution. 

1.1.6 Participate in the 
design, implementation, 
and evaluation of disaster 
exercises and drills to 
ensure continual 
assessment of  regional, 
community, and 
institutional disaster plans. 

1.2 Demonstrate 
proficiency in 
addressing the health-
related needs, values, 
and perspectives of all 
ages and populations 
in community and 
institutional disaster 
plans. 

1.2.1 Identify individuals 
(of all ages) and 
populations with special 
needs who may be more 
vulnerable to adverse 
health effects in a 
disaster.  

1.2.2 Delineate healthcare 
and public health issues 
that need to be addressed 
in community and 
institutional disaster plans 
to accommodate the 
needs, values, and 
perspectives of all ages 
and populations. 
 
1.2.3 Identify 
psychological reactions 
that may be exhibited by 

1.2.4 Create, evaluate, 
and revise policies and 
procedures for meeting 
the health-related needs 
of all ages and 
populations in community 
and institutional disaster 
plans. 
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victims of all ages, their 
families, and responders 
in a disaster or public 
health emergency. 

2.0 Detection and 
Communication 
 
 

2.1 Demonstrate 
proficiency in the 
detection of and 
immediate response to 
a disaster or public 
health emergency. 

2.1.1 Recognize general 
indicators and 
epidemiologic clues of a 
disaster or public health 
emergency (including 
natural, unintentional, 
and terrorist events). 
 
2.1.2 Describe 
immediate actions and 
precautions to protect 
yourself and others from 
harm in a disaster or 
public health 
emergency. 

2.1.3 Characterize signs 
and symptoms, as well as 
disease and injury 
patterns, likely to be 
associated with exposure 
to natural disasters, 
conventional and nuclear 
explosives and/or release 
of biologic, chemical, and 
radiological agents. 
 
2.1.4 Explain the purpose 
and role of surveillance 
systems that can be used 
to detect and monitor a 
disaster or public health 
emergency. 

2.1.5 Evaluate and modify 
policies and procedures 
for the detection and 
immediate response to 
natural disasters, 
industrial- or 
transportation-related 
catastrophes (e.g., 
hazardous material spill, 
explosion), epidemics, and 
acts of terrorism (e.g., 
involving conventional and 
nuclear explosives and/or 
release of biologic, 
chemical, and radiological 
agents). 

2.2 Demonstrate 
proficiency in the use 
of information and 
communication 
systems in a disaster 
or public health 
emergency. 
 

2.2.1 Describe 
emergency 
communication and 
reporting systems and 
procedures for 
contacting family 
members, relatives, 
coworkers, and local 
authorities in a disaster 
or public health 

2.2.3 Utilize emergency 
communications systems 
to report critical health 
information to appropriate 
authorities in a disaster or 
public health emergency. 
 
2.2.4 Access timely and 
credible health and safety 
information for all ages 

2.2.5 Evaluate and modify 
risk communication and 
emergency reporting 
systems to ensure that 
health, safety, and 
security warnings, and 
actions taken, are 
articulated clearly and 
appropriately in a disaster 
or public health 
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emergency. 
 
2.2.2 Describe 
informational resources 
that are available for 
health professionals and 
the public to prepare for, 
respond to, and recover 
from disasters. 
 

and populations affected 
by natural disasters, 
industrial- or 
transportation-related 
catastrophes (e.g., 
hazardous material spill, 
explosion), epidemics, and 
acts of terrorism (e.g., 
involving conventional and 
nuclear explosives and/or 
release of biologic, 
chemical, and radiological 
agents). 

emergency. 
 

2.3 Demonstrate 
proficiency in 
addressing cultural, 
ethnic, religious, 
linguistic, 
socioeconomic, and 
special health-related 
needs of all ages and 
populations in 
community and 
institutional emergency 
communication 
systems. 

2.3.1 Describe strategies 
for and barriers to 
communicating and 
disseminating health 
information to all ages 
and populations affected 
by a disaster or public 
health emergency. 

2.3.2 Delineate cultural, 
ethnic, religious, linguistic, 
and health-related issues 
that need to be addressed 
in community and 
institutional emergency 
communication systems 
for all ages and 
populations affected by a 
disaster or public health 
emergency. 

2.3.3 Create, evaluate, 
and revise policies and 
procedures for meeting 
the needs of all ages and 
populations in community 
and institutional 
emergency 
communication systems. 

3.0 Incident 
Management and 
Support Systems 
 

3.1 Demonstrate 
proficiency in the 
initiation, deployment, 
and coordination of 
national, regional, 
state, local, and 
institutional incident 

3.1.1 Describe the 
purpose and relevance 
of the National 
Response Plan, National 
Incident Management 
System, and Hospital 
Incident Command 

3.1.2 Demonstrate your 
function and describe 
other job functions in 
institutional and 
community disaster 
response systems to 
ensure unified command 

3.1.3 Devise, evaluate, 
and modify institutional 
and community incident 
command and emergency 
operations systems to 
ensure unified command 
and scalable response to 
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command and 
emergency operations 
systems. 

System to community 
and institutional disaster 
response. 

and scalable response to 
a disaster or public health 
emergency.. 

a disaster or public health 
emergency. 

3.2 Demonstrate 
proficiency in the 
mobilization and 
coordination of disaster 
support services. 

3.2.1 Describe global, 
federal, regional, state, 
local, institutional, 
organizational, and 
private industry disaster 
support services, 
including the rationale 
for the integration and 
coordination of these 
systems. 

3.2.2 Demonstrate the 
ability to collaborate with 
relevant public and private 
sector stakeholders to 
ensure efficient 
coordination of civilian, 
military, and other disaster 
response assets. 

3.2.3 Develop, evaluate, 
and revise policies and 
procedures for mobilizing 
and integrating global, 
federal, regional, state, 
local, institutional, 
organizational, and private 
industry disaster support 
services in a disaster.  
This includes knowledge 
of legal statutes and 
mutual aid agreements for 
the mobilization and 
deployment of civilian, 
military, and other 
response personnel and 
assets. 

3.3 Demonstrate 
proficiency in the 
provision of health 
system surge capacity 
for the management of 
mass casualties in a 
disaster or public 
health emergency. 

3.3.1 Describe the 
potential impact of mass 
casualties on access to 
and availability of clinical 
and public health 
resources in a disaster. 

3.3.2 Characterize 
institutional and 
community surge capacity 
assets in the public and 
private health response 
sectors, and the range of 
their potential assistance 
in a disaster or public 
health emergency. 

3.3.3 Develop and 
evaluate policies, plans, 
and strategies for 
predicting and providing 
surge capacity of 
institutional and 
community health systems 
for the management of 
mass casualties in a 
disaster or public health 
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emergency. 

4.0 Safety and 
Security 
 

4.1 Demonstrate 
proficiency in the 
prevention and 
mitigation of health, 
safety, and security 
risks to yourself and 
others in a disaster. 

4.1.1 Using an all-
hazards framework, 
explain general health, 
safety, and security risks 
associated with 
disasters. 
 
4.1.2 Describe infection 
control precautions to 
protect healthcare 
workers, other 
responders, and the 
public from exposure to 
communicable diseases, 
such as pandemic 
influenza. 

4.1.2 Characterize unique 
health, safety, and 
security risks associated 
with natural disasters, 
industrial- or 
transportation-related 
catastrophes (e.g., 
hazardous material spill, 
explosion), epidemics, and 
acts of terrorism (e.g., 
involving conventional and 
nuclear explosives and/or 
release of biologic, 
chemical, and radiological 
agents). 
 
4.1.3 Utilize federal and 
institutional guidelines and 
protocols to prevent the 
transmission of infectious 
agents in healthcare and 
community settings. 

4.1.3 Develop, evaluate, 
and revise community and 
institutional policies and 
procedures to protect the 
health, safety, and 
security of all ages and 
populations affected by a 
disaster or public health 
emergency. 

4.2 Demonstrate 
proficiency in the use 
of personal protective 
equipment at a 
disaster scene or 
receiving facility. 
 

4.2.1 Describe the 
rationale and specific 
function of personal 
protective equipment 
that may be used in a 
disaster or public health 
emergency. 
 

4.2.2 Demonstrate the 
ability to locate and use 
personal protective 
equipment according to 
the degree and type of 
protection required for 
various types of 
exposures. 

4.2.3 Develop, evaluate, 
and revise policies, 
protocols, and procedures 
for the use of all levels of 
personal protective 
equipment that may be 
used at a disaster scene 
or receiving facility. 

4.3 Demonstrate 4.3.1 Explain the 4.3.2 Decontaminate 4.3.3 Develop, evaluate, 
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proficiency in victim 
decontamination at a 
disaster scene or 
receiving facility. 

purpose of victim 
decontamination in a 
disaster. 

victims at a disaster scene 
or receiving facility. 

and revise 
decontamination policies, 
protocols, and procedures 
that may be implemented 
at a disaster scene or 
receiving facility. 
 

5.0 Clinical/Public 
Health 
Assessment and 
Intervention 

5.1 Demonstrate 
proficiency in the use 
of triage systems in a 
disaster or public 
health emergency. 

5.1.1 Explain the role of 
triage as a basis for 
prioritizing or rationing 
healthcare services for 
victims and communities 
affected by a disaster or 
public health 
emergency. 

5.1.2 Explain the strengths 
and limitations of various 
triage systems that have 
been developed for the 
management of mass 
casualties at a disaster 
scene or receiving facility. 
 
5.1.3 Perform mass 
casualty triage at a 
disaster scene or 
receiving facility. 

5.1.5 Develop, evaluate, 
and revise mass casualty 
and population-based 
triage policies, protocols, 
and procedures that may 
be implemented in a 
disaster or public health 
emergency. 

5.2 Demonstrate 
proficiency in the 
clinical assessment 
and management of 
injuries, illnesses, and 
mental health 
conditions manifested 
by all ages and 
populations in a 
disaster or public 
health emergency. 
 

5.2.1 Describe possible 
medical and mental 
health consequences for 
all ages and populations 
affected by a disaster or 
public health 
emergency. 
 
5.2.2 Explain basic life 
saving and support 
principles and 
procedures that can be 
utilized at a disaster 
scene. 

5.2.3 Demonstrate the 
ability to apply and adapt 
clinical knowledge and 
skills for the assessment 
and management of 
injuries and illnesses in 
victims of all ages under 
various exposure 
scenarios (eg, natural 
disasters; industrial- or 
transportation-related 
catastrophes; epidemics; 
and acts of terrorism  
involving conventional and 

5.2.5 Develop, evaluate, 
and revise policies, 
protocols, and procedures 
for the clinical care of all 
ages and populations 
under crisis conditions, 
with limited situational 
awareness and resources. 
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 nuclear explosives and/or 
release of biological, 
chemical, and radiological 
agents), in accordance 
with professional scope of 
practice. 
 
5.2.4 Identify strategies to 
manage fear, panic, 
stress, and other 
psychological responses 
that may be elicited by 
victims, families, and 
responders in a disaster or 
public health emergency. 
 

5.3 Demonstrate 
proficiency in the 
management of mass 
fatalities in a disaster 
or public health 
emergency. 

5.3.1 Describe 
psychological, 
emotional, cultural, 
religious, and forensic 
considerations for the 
management of mass 
fatalities in a disaster or 
public health 
emergency. 
 

5.3.2 Explain the 
implications and 
specialized support 
services required for the 
management of mass 
fatalities from natural 
disasters, epidemics, and 
acts of terrorism (e.g., 
involving conventional and 
nuclear explosives and/or 
release of biologic, 
chemical, and radiological 
agents). 
 
5.3.3 Explain the need for 
(and the need to collect 
and preserve) forensic 

5.3.4 Develop, evaluate, 
and revise policies, 
protocols, and procedures 
for the management of 
human and animal 
remains at a disaster 
scene or receiving facility. 
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evidence from living and 
deceased humans and 
animals at a disaster 
scene or receiving facility. 

5.4 Demonstrate 
proficiency in public 
health interventions to 
protect the health of all 
ages, populations, and 
communities affected 
by a disaster or public 
health emergency. 

5.4.1 Describe short- 
and long-term public 
health interventions 
appropriate for all ages, 
populations, and 
communities affected by 
a disaster or public 
health emergency. 

5.4.2 Apply knowledge 
and skills for the public 
health management of all 
ages, populations, and 
communities affected by 
natural disasters, 
industrial- or 
transportation-related 
catastrophes, epidemics, 
and acts of terrorism, in 
accordance with 
professional scope of 
practice.  This includes 
active/passive 
surveillance, movement 
restriction, vector control, 
mass immunization and 
prophylaxis, rapid needs 
assessment, 
environmental monitoring, 
safety of food and water, 
and sanitation. 

5.4.3 Develop, evaluate, 
and revise public health 
policies, protocols, and 
procedures for the 
management of all ages, 
populations, and 
communities affected by 
natural disasters, 
industrial- or 
transportation-related 
catastrophes, epidemics, 
and acts of terrorism. 

6.0 Contingency, 
Continuity, and 
Recovery 

6.1 Demonstrate 
proficiency in the 
application of 
contingency 
interventions for all 
ages, populations, 
institutions, and 

6.1.1 Describe solutions 
for ensuring the 
continuity of supplies 
and services to meet the 
medical and mental 
health needs of yourself, 
your family, office 

6.1.2 Demonstrate 
creative and flexible 
decision-making in various 
contingency situations and 
risk scenarios, under crisis 
conditions and with limited 
situational awareness. 

6.1.3 Develop, evaluate, 
and revise contingency 
and continuity policies and 
plans for healthcare 
professionals, institutions, 
and community health 
systems to maintain the 
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communities affected 
by a disaster or public 
health emergency. 

practice, institution, and 
community in a disaster, 
under various 
contingency situations 
(e.g., mass evacuation, 
mass sheltering, 
prolonged shelter-in-
place). 

highest possible standards 
of care under various risk 
scenarios. 

6.2 Demonstrate 
proficiency in the 
application of recovery 
solutions for all ages, 
populations, 
institutions, and 
communities affected 
by a disaster or public 
health emergency. 

6.2.1 Describe short- 
and long-term medical 
and mental health 
considerations for the 
recovery of all ages, 
populations, and 
communities affected by 
a disaster or public 
health emergency. 

6.2.2 Describe solutions 
for ensuring the recovery 
of clinical records, 
supplies, and services to 
meet the physical  and 
mental health needs of 
yourself, your family, 
institution, and community 
in a disaster or public 
health emergency. 
 

6.2.3 Develop, evaluate, 
and revise policies and 
plans for the efficient 
recovery of institutional 
and community health 
systems in a disaster or 
public health emergency. 

7.0 Public Health 
Law and Ethics 

7.1 Demonstrate 
proficiency in the 
application of moral 
and ethical principles 
and policies for 
ensuring access to and 
availability of health 
services for all ages, 
populations, and 
communities affected 
by a disaster or public 
health emergency. 

7.1.1 Describe moral 
and ethical issues 
relevant to the 
management of 
individuals (of all ages), 
populations, and 
communities affected by 
a disaster or public 
health emergency. 

7.1.2 Apply moral and 
ethical principles and 
policies to address 
individual and community 
health needs in a disaster.  
This includes 
understanding of 
professional obligation to 
treat, the right to protect 
personal safety in a 
disaster, and 
responsibilities and rights 
of health professionals in 
a disaster or public health 

7.1.3 Develop, evaluate, 
and revise ethical 
principles, policies, and 
codes to address 
individual and community 
health needs in all disaster 
phases. 
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emergency. 
 
 

7.2 Demonstrate 
proficiency in the 
application of laws and 
regulations to protect 
the health and safety 
of all ages, 
populations, and 
communities affected 
by a disaster or public 
health emergency. 

7.2.1 Describe legal and 
regulatory issues 
relevant to disasters and 
public health 
emergencies, including 
the basic legal 
framework for public 
health. 

7.2.2 Apply legal 
principles, policies, and 
practices to address 
individual and community 
health needs in a disaster.  
This includes 
understanding of liability, 
worker protection and 
compensation, licensure, 
privacy, quarantine laws, 
and other legal issues to 
enable and encourage 
health professionals to 
participate in disaster 
response and maintain the 
highest possible standards 
of care under extreme 
conditions.  

7.2.3 Develop, evaluate, 
and revise legal principles, 
policies, practices, and 
codes to address 
individual and community 
health needs in all disaster 
phases. 
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Table 9. Example Learning Matrices for Three Health System Professions 
 

TARGET GROUP: LABORATORY TECHNOLOGIST 

 
Core Competencies 
 

Expected Level of Proficiency 

Informed 
Worker/Studen
t 

Practitioner Leader 

1.1 Demonstrate proficiency in the use of an 
all-hazards framework for disaster planning 
and mitigation. 

X   

1.2 Demonstrate proficiency in addressing the 
health-related needs, values, and perspectives 
of all ages and populations in community and 
institutional disaster plans. 

  
X 

 

2.1 Demonstrate proficiency in the detection of 
and immediate response to a disaster or public 
health emergency. 

 X  

2.2 Demonstrate proficiency in the use of 
information and communication systems in a 
disaster or public health emergency. 

 X  

2.3 Demonstrate proficiency in addressing 
cultural, ethnic, religious, linguistic, 
socioeconomic, and special health-related 
needs of all ages and populations in 
community and institutional emergency 
communication systems. 

 
X 

  

3.1 Demonstrate proficiency in the initiation, 
deployment, and coordination of national, 
regional, state, local, and institutional incident 
command and emergency operations systems. 

 
X 

  

3.2 Demonstrate proficiency in the mobilization 
and coordination of disaster support services. 

X   

3.3 Demonstrate proficiency in the provision of 
health system surge capacity for the 
management of mass casualties in a disaster 
or public health emergency. 

 
X 

  

4.1 Demonstrate proficiency in the prevention 
and mitigation of health, safety, and security 
risks to yourself and others in a disaster or 
public health emergency. 

 
X 

  

4.2 Demonstrate proficiency in the use of  X  
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personal protective equipment at a disaster 
scene or receiving facility. 

4.3 Demonstrate proficiency in victim 
decontamination at a disaster scene or 
receiving facility. 

X   

5.1 Demonstrate proficiency in the use of 
triage systems in a disaster or public health 
emergency. 

X   

5.2 Demonstrate proficiency in the assessment 
and management of injuries, illnesses, and 
mental health conditions manifested by all 
ages and populations in a disaster or public 
health emergency. 

X   

5.3 Demonstrate proficiency in the 
management of mass fatalities in a disaster or 
public health emergency. 

X   

5.4 Demonstrate proficiency in public health 
interventions to protect the health of all ages, 
populations, and communities affected by a 
disaster or public health emergency. 

X   

6.1 Demonstrate proficiency in the application 
of contingency interventions for all ages, 
populations, institutions, and communities 
affected by a disaster or public health 
emergency. 

  
X 

 

6.2 Demonstrate proficiency in the application 
of recovery solutions for all ages, populations, 
institutions, and communities affected by a 
disaster or public health emergency. 

 
X 

  

7.1 Demonstrate proficiency in the application 
of moral and ethical principles and policies for 
ensuring access to and availability of health 
services for all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 

 

7.2 Demonstrate proficiency in the application 
of laws and regulations to protect the health 
and safety of all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 
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For each competency and responder category, learning objectives must be developed 
to accommodate persons in the target group who perform at different levels and in 
varying degrees based on their educational level, experience, professional role, and job 
function in disaster planning, mitigation, response, and recovery.
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TARGET GROUP: PHARMACIST 

 
Core Competencies 

Expected Level of Proficiency 

Informed 
Worker/Studen
t 

Practitioner Leader 

1.1 Demonstrate proficiency in the use of an 
all-hazards framework for disaster planning 
and mitigation. 

 X  

1.2 Demonstrate proficiency in addressing the 
health-related needs, values, and perspectives 
of all ages and populations in community and 
institutional disaster plans. 

  
X 

 

2.1 Demonstrate proficiency in the detection of 
and immediate response to a disaster or public 
health emergency. 

 X  

2.2 Demonstrate proficiency in the use of 
information and communication systems in a 
disaster or public health emergency. 

 X  

2.3 Demonstrate proficiency in addressing 
cultural, ethnic, religious, linguistic, 
socioeconomic, and special health-related 
needs of all ages and populations in 
community and institutional emergency 
communication systems. 

  
X 

 

3.1 Demonstrate proficiency in the initiation, 
deployment, and coordination of national, 
regional, state, local, and institutional incident 
command and emergency operations systems. 

  
X 

 

3.2 Demonstrate proficiency in the mobilization 
and coordination of disaster support services. 

 X  

3.3 Demonstrate proficiency in the provision of 
health system surge capacity for the 
management of mass casualties in a disaster 
or public health emergency. 

  
X 

 

4.1 Demonstrate proficiency in the prevention 
and mitigation of health, safety, and security 
risks to yourself and others in a disaster or 
public health emergency. 

  
X 

 

4.2 Demonstrate proficiency in the use of X   
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personal protective equipment at a disaster 
scene or receiving facility. 

4.3 Demonstrate proficiency in victim 
decontamination at a disaster scene or 
receiving facility. 

X   

5.1 Demonstrate proficiency in the use of 
triage systems in a disaster or public health 
emergency. 

X   

5.2 Demonstrate proficiency in the assessment 
and management of injuries, illnesses, and 
mental health conditions manifested by all 
ages and populations in a disaster or public 
health emergency. 

  
X 

 

5.3 Demonstrate proficiency in the 
management of mass fatalities in a disaster or 
public health emergency. 

X   

5.4 Demonstrate proficiency in public health 
interventions to protect the health of all ages, 
populations, and communities affected by a 
disaster or public health emergency. 

  
X 

 

6.1 Demonstrate proficiency in the application 
of contingency interventions for all ages, 
populations, institutions, and communities 
affected by a disaster or public health 
emergency. 

  
X 

 

6.2 Demonstrate proficiency in the application 
of recovery solutions for all ages, populations, 
institutions, and communities affected by a 
disaster or public health emergency. 

  
X 

 

7.1 Demonstrate proficiency in the application 
of moral and ethical principles and policies for 
ensuring access to and availability of health 
services for all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 

 

7.2 Demonstrate proficiency in the application 
of laws and regulations to protect the health 
and safety of all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 
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For each competency and responder category, learning objectives must be developed 
to accommodate persons in the target group who perform at different levels and in 
varying degrees based on their educational level, experience, professional role, and job 
function in disaster planning, mitigation, response, and recovery.
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TARGET GROUP: HOSPITAL ADMINISTRATOR 

 
Core Competencies 
 

Expected Level of Proficiency 

Informed 
Worker/Studen
t 

Practitioner Leader 

1.1 Demonstrate proficiency in the use of an 
all-hazards framework for disaster planning 
and mitigation. 

  X 

1.2 Demonstrate proficiency in addressing the 
health-related needs, values, and perspectives 
of all ages and populations in community and 
institutional disaster plans. 

   
X 

2.1 Demonstrate proficiency in the detection of 
and immediate response to a disaster or public 
health emergency. 

  X 

2.2 Demonstrate proficiency in the use of 
information and communication systems in a 
disaster or public health emergency. 

  X 

2.3 Demonstrate proficiency in addressing 
cultural, ethnic, religious, linguistic, 
socioeconomic, and special health-related 
needs of all ages and populations in 
community and institutional emergency 
communication systems. 

  
X 

 

3.1 Demonstrate proficiency in the initiation, 
deployment, and coordination of national, 
regional, state, local, and institutional incident 
command and emergency operations systems. 

   
X 

3.2 Demonstrate proficiency in the mobilization 
and coordination of disaster support services. 

  X 

3.3 Demonstrate proficiency in the provision of 
health system surge capacity for the 
management of mass casualties in a disaster 
or public health emergency. 

   
X 

4.1 Demonstrate proficiency in the prevention 
and mitigation of health, safety, and security 
risks to yourself and others in a disaster or 
public health emergency. 

   
X 

4.2 Demonstrate proficiency in the use of X   
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personal protective equipment at a disaster 
scene or receiving facility. 

4.3 Demonstrate proficiency in victim 
decontamination at a disaster scene or 
receiving facility. 

X   

5.1 Demonstrate proficiency in the use of 
triage systems in a disaster or public health 
emergency. 

X   

5.2 Demonstrate proficiency in the assessment 
and management of injuries, illnesses, and 
mental health conditions manifested by all 
ages and populations in a disaster or public 
health emergency. 

 
X 

  

5.3 Demonstrate proficiency in the 
management of mass fatalities in a disaster or 
public health emergency. 

  X 

5.4 Demonstrate proficiency in public health 
interventions to protect the health of all ages, 
populations, and communities affected by a 
disaster or public health emergency. 

 
X 

  

6.1 Demonstrate proficiency in the application 
of contingency interventions for all ages, 
populations, institutions, and communities 
affected by a disaster or public health 
emergency. 

   
X 

6.2 Demonstrate proficiency in the application 
of recovery solutions for all ages, populations, 
institutions, and communities affected by a 
disaster or public health emergency. 

   
X 

7.1 Demonstrate proficiency in the application 
of moral and ethical principles and policies for 
ensuring access to and availability of health 
services for all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 

 

7.2 Demonstrate proficiency in the application 
of laws and regulations to protect the health 
and safety of all ages, populations, and 
communities affected by a disaster or public 
health emergency. 

  
X 
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For each competency and responder category, learning objectives must be developed 
to accommodate persons in the target group who perform at different levels and in 
varying degrees based on their educational level, experience, professional role, and job 
function in disaster planning, mitigation, response, and recovery. 
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Table 10 
Core Competencies Crosswalk by Domain 
 

Reference 
Domain of 
Competence 

AAPS Domain of 
Competence 

AMA Domain of 
Competence 

AOA Domain 
of 
Competence 

1.0 
Planning and 
Preparedness 

2.0 Preparation and 
Mitigation 

1.0 Preparation and 
Planning None 

2.0  Communication 
8.0 Communication and 
Documentation 

2.0 Detection and 
Communication None 

3.0 
Incident 
Command 

1.0 Incident Command 
System 

3.0 Incident 
Management Systems 
and Support Services None 

4.0 
Safety and 
Decontamination 

4.0 
Decontamination/PPE 

4.0 Safety and 
Security None 

5.0 Assessment 3.0 Triage 

5.0 Clinical/Public 
Health Assessment 
and Intervention None 

    
10.0 Assessment and 
Treatment   None 

6.0 Intervention 
10.0 Assessment and 
Treatment 

5.0 Clinical/Public 
Health Assessment 
and Intervention None 

7.0 Public Health 
5.0 Public Health and 
Safety 

5.0 Clinical/Public 
Health Assessment 
and Intervention None 

8.0 Behavioral Health 
6.0 Psychological 
Considerations 

5.0 Clinical/Public 
Health Assessment 
and Intervention None 

9.0 Recovery 
7.0 Support and 
Assistance 

6.0 Contingency, 
Continuity, and 
Recovery None 

    
5.0 Public Health and 
Safety     

10.0 Law and Ethics 

9.0 
Regulatory/Legal/Ethical 
Principles 

7.0 Public Health Laws 
and Ethics None 

11.0 
Pathology and 
Forensics 11.0 Pathology   None 
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Table 11. Core Competency Crosswalk 
 

Reference 
Domain of 
Competence Core Competency AAPS Core Competency 

AMA Core 
Competency 

AOA Core 
Competency 

  Description Description AAPS Reference Number 
AMA Reference 
Number 

AOA 
Reference 
Number 

1.0 Planning         

    

Foundation 
knowledge 
required for 
planning and 
training 

2.3 - Understands basic 
concepts of 
credentialing/education, 
funding/granting, 
interagency agreements, 
mutual aid, EMTALA 
Transfer), re-supply 
contracting, EMS/alternate 
transportation, shelters 

1.1 - Demonstrate 
proficiency in the use 
of an all hazards 
framework for 
disaster planning and 
mitigation None 

    

Specific skills 
related to planning 
and training 

2.2 - Has the knowledge and 
skills to participate in the 
setup and supervision of 
disaster 
planning/exercises/training 
in a variety of settings 
(hospitals, 
community/schools, 
regional/state, federal, 
personal) 

1.2 Demonstrate 
proficiency in 
addressing the 
health-related needs 
, values, and 
perspectives of all 
ages and populations 
in community and 
institutional disaster 
plans   
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2.1 - Has the knowledge and 
skills to serve a major 
training role in areas related 
to PHS, immunization, 
health/nutrition, 
sanitation/water, special 
populations     

2.0  Communications Detection   

2.1 Demonstrate 
proficiency in the 
detection of and 
immediate response 
to a disaster or public 
health emergency None 

    
Information and 
Communication 

8.1 - Understands the chain 
of command and the role of 
the public information officer 

2.2 - Demonstrate 
proficiency in the use 
of information and 
communication 
systems in a disaster 
or public health 
emergency   

      

8.2 - Understands basic 
vocabulary as well as 
acronyms used in disaster 
operations     

      

8.3 Knows basic procedures 
for medical recordkeeping 
(including data capture and 
banking, role of toe tags)     
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8.5 - Understands basic 
types of communication 
equipment (primary/backup) 
and the need for and 
application of basic technical 
communications security 
procedures     

    

Communication 
Issues Related to 
Special 
Populations 

5.3 - Has knowledge and 
skills related to complex 
humanitarian disaster, 
including issues related to 
…special populations 

2.3 - Demonstrate 
proficiency in 
addressing cultural, 
ethnic, religious, 
linguistic, 
socioeconomic, and 
special health-related 
needs of all ages and 
populations in 
community and 
institutional 
emergency 
communication 
systems   
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3.0 
Incident 
Command 

Foundation 
Knowledge, 
Mobilization and 
Coordination 

1.1 - Understands the 
structure of the Incident 
Command System: knows 
the organization of the 
Emergency Operations 
Center, the ICS table of 
organization and the roles 
and responsibilities of the 
public information officer, 
safety officer, incident 
commander, liaison officer, 
communication and related 
topics such as NIMS and 
HEICS; understands the 
chain of command and chain 
of responsibility 

3.1 - Demonstrate 
proficiency in the 
initiation, 
deployment, and 
coordination of 
national, regional, 
state, local and 
institutional incident 
command and 
emergency 
operations systems None 

      

1.2 - Understands basic 
concepts related to 
command location, 
gathering sites (Red, Green, 
Yellow), site control, span of 
control, site safety, stockpile 
issues, contracting/re-supply     

      

1.3 - Understands how to 
establish the site perimeter 
and subdivide into hot, 
warm, and cold zones as 
appropriate     
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Disaster Support 
Services 

7.1 - Understands the roles 
and the integration of groups 
such as the following: 
NDMS, community law 
enforcement, 
fire/rescue/EMS, public 
works, NGOs, 
military/National 
Guard/Coast Guard, FEMA, 
FBI, CERTS, Public Health 
personnel, CDC, USAMRIC, 
WMD-CSTs, Poison Control, 
vendors and other 
specialists (e.g., medical, 
nuclear) 

3.2 -Demonstrate 
proficiency in the 
mobilization and 
coordination of 
disaster support 
services   

      

7.2 Understands issues 
related to the use of 
volunteers (training, 
handling, appropriate use, 
liability, responsibility)     

    Surge Capacity 

 9.1 - Understand regulatory 
and legal landscape, as well 
as moral and ethical issues 
as they impact disaster 
medicine.  Has sufficient 
knowledge to operate in 
compliance with regulatory 
and ethical principles related 
to the following: HIPPA, 

3.3 - Demonstrate 
proficiency in the 
provision of health 
care surge capacity 
for the management 
of mass casualties in 
a disaster or public 
health emergency   
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EMTALA/COBRA, Stafford 
Act, JAHCO, Federal 
Response Plan, OSHA, 
NIOSH, ADA/access, 
Licensing, Sovereign 
Immunity, Good Samaritan 
Doctrine, Federal Tort 
Claims Act, Expectant 
Patient Issues (dying not yet 
dead, DNR), NRC, CDC, 
FDA, EPA, Confidentiality, 
Consent, Withdrawal of 
Care, refusal to assume risk, 
AMA/Refusal of Care, 
Privacy/Decontamination, 
profiling, legal rights of 
responders, professionalism 

4.0  
Safety and 
Decontamination Safety 

Note that this concept is 
addressed as a part of 1.2 -
Understands basic concepts 
related to … site safety 

4.1 Demonstrate 
proficiency in the 
prevention and 
mitigation of health, 
safety, and security 
risks to yourself and 
others in a disaster None 

    

Personal 
Protective 
Equipment 

4.1 - Knows what comprises 
levels A, B, C, and D and 
can determine the level of 
PPE required for each. 

4.2 - Demonstrate 
proficiency in the use 
of personal protective 
equipment at a 
disaster scene or   
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receiving facility 

    Decontamination 

4.2 - Has the knowledge and 
skills required to perform 
Level C decontamination 

4.3 - Demonstrate 
proficiency in victim 
decontamination at a 
disaster scene or 
receiving facility   

5.0 Assessment Triage 

3.1 - Understand the role 
and implementation of triage 
and can differentiate 
between disaster and non-
disaster triage 

5.1 - Demonstrate 
proficiency in the use 
of triage systems in a 
disaster None 

      

3.2 - Has basic operational 
knowledge of the major 
disaster triage systems 
(START/PRM, iSTART, 
MASS) and can use one of 
those methods to perform 
triage that results in 
appropriate tags and records     
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6.0 Intervention 
Injuries and 
Illnesses 

10.1-15 - Has the knowledge 
and skills to assess and 
treat injuries related to: 
electrocution, resuscitation 
protocols, infection, toxins, 
blast trauma, ionizing/non-
ionizing radiation, burns, 
penetrating/ballistic injuries, 
crush injuries, 
submersion/drowning, 
inhalational, exposure effect, 
dehydration/starvation, 
psychological/psychiatric 
trauma, blunt trauma, 
special populations). 

5.2 - Demonstrate 
proficiency in the 
clinical assessment 
and management of 
injuries, illnesses, 
and mental health 
conditions 
manifested by all 
ages and populations 
in a disaster or public 
health emergency   

7.0 Public Helath 
Public Health 
Interventions 

5.1. Has knowledge and 
skills in environmental 
aspects of public health and 
safety, including sanitation, 
water, nutrition, 
immunization, voluntary and 
compulsory evacuation, 
scene control, weather 
monitoring and modeling, 
shelters, dispersion 
modeling and monitoring. 

5.4 - Demonstrate 
proficiency in public 
health interventions 
to protect the health 
of all ages, 
populations, and 
communities affected 
by a disaster or 
public health 
emergency   
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5.2 -Has knowledge and 
skills in aspects of public 
safety related to disease 
including 
immunization/prophylaxis, 
surveillance/epidemiology, 
emerging disease modeling, 
vector control, lab/pathology 
services, treatment     

8.0 
Behavioral 
Health 

Behavioral Health 
Issues/Conditions 

10.13 - Has the knowledge 
and skills to assess and 
treat injuries related to 
…psychological/psychiatric 
trauma (acute stress 
reaction vs. acute stress 
disorder, acute stress 
disorder vs. post-traumatic 
stress disorder, community 
psychological issues, 
psychology of recovery, 
critical incident stress 
management, psychological 
first aid) 

5.2 - Demonstrate 
proficiency in the 
assessment and 
management of 
injuries, illnesses, 
and mental health 
conditions 
manifested by 
children and adults in 
a disaster or public 
health emergency None 
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6.1 - Can recognize, assess, 
and develop a treatment 
plan for incident-related 
stress for responders and 
their team members and 
families as well as 
community/victims 
throughout the disaster life 
cycle     

      

6.2 - Understands the role of 
groups such as clergy, 
NGOs, volunteers and grief 
counselors     

      

6.3 - Understands the 
psychological needs of 
special populations, 
especially pediatric     

9.0 
Contingency and 
Recovery Contingency   

6.1 - Demonstrate 
proficiency in the 
application of 
contingency 
interventions for all 
ages, populations, 
institutions, and 
communities affected 
by a disaster None 
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    Recovery 

5.3 - Has knowledge and 
skills related to complex 
humanitarian disaster, 
including issues related to 
pharmacy services, 
refugees/evacuees, physical 
recovery, special 
populations, morgue 
services 

6.2 Demonstrate 
proficiency in the 
application of 
recovery solutions for 
all ages, populations, 
institutions, and 
communities affected 
by a disaster   

10.0 Law and Ethics Law and Ethics 

9.1 - Understand regulatory 
and legal landscape, as well 
as moral and ethical issues 
as they impact disaster 
medicine.  Has sufficient 
knowledge to operate in 
compliance with regulatory 
and ethical principles related 
to the following: HIPPA, 
EMTALA/COBRA, Stafford 
Act, JAHCO, Federal 
Response Plan, OSHA, 
NIOSH, ADA/access, 
Licensing, Sovereign 
Immunity, Good Samaritan 
Doctrine, Federal Tort 
Claims Act, Expectant 
Patient Issues (dying not yet 
dead, DNR), NRC, CDC, 
FDA, EPA, Confidentiality, 

7.1 - Demonstrate 
proficiency in the 
application of moral 
and ethical principles 
and policies for 
ensuring access to 
and availability of 
health services for all 
ages, populations, 
and communities 
affected by a disaster None 
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Consent, Withdrawal of 
Care, refusal to assume risk, 
AMA/Refusal of Care, 
Privacy/Decontamination, 
profiling, legal rights of 
responders, professionalism 

      

Note that while legal and 
ethical issues are separated 
into two competencies by 
the AMA document, the 
AAPS document merges 
them (see 9.1 in the cell 
above) 

7.2 - Demonstrate 
proficiency in the 
application of laws 
and regulations to 
protect the health 
and safety of all 
ages, populations, 
and communities 
affected by a 
disaster.   

      

9.2 - Public health and legal 
considerations - immediate 
and long-range     

11.0 
Pathology and 
Forensics   

8.4 - Knows basics of 
evidentiary documentation 
(crime scene evidence) 

5.3 - Demonstrate 
proficiency in the 
management of 
mass fatalities in a 
disaster or public 
health emergency None 
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11.1 - Identification of 
remains (DNA, forensic 
odontology, forensic 
anthropology)     

      
11.2 - Visual observation of 
trauma or infectious disease      

      

11.3 - Autopsy findings and 
clinical-pathological 
correlations     

      

11.4 - Collection, testing, 
and preservation of 
biological materials for future 
medical and legal concerns 
and inquiries     
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Table 12. Category Specific Crosswalk 
 

Crossw
alk Crosswalk Crosswalk AAPS AMA 

AMA 
Category 
Specific 
Competenc
y     AOA 

Referen
ce 

Domain of 
Competence Core Competency 

Core 
Competen
cy 

Core 
Competency 

Informed 
Worker 

Physici
an 

Leade
r 

Core 
Competen
cy 

  Description Description Ref. # Ref # Ref. # Ref. # Ref. # Ref. # 

1.0 Planning 

Foundation 
knowledge required 
for planning and 
training 2.3 1.1 1.1.1 1.1.3 1.1.6 None 

          1.1.2 1.1.4     

            1.1.5     

    

Specific skills 
related to planning 
and training 2.2 1.2 1.2.1 1.2.2 1.2.4   

      2.1     1.2.3     

2.0 
Communicatio
n Detection   2.1 2.1.1 2.1.3 2.1.5 None 

          2.1.2 2.1.4     

    
Information and 
Communication 8.1 2.2 2.2.1 2.2.3 2.2.5   

          2.2.2 2.2.4     

      8.2           
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      8.3           

      8.5           

    

Communication 
Issues Related to 
Special Populations   2.3 2.3.1 2.3.2 2.3.3   

3.0 
Incident 
Command 

Foundation 
Knowledge, 
Mobilization and 
Coordination 1.1 3.1 3.1.1 3.1.2 3.1.3 None 

      1.2           

      1.3           

    
Disaster Support 
Services 7.1 3.2 3.2.1 3.2.2 3.2.3   

      7.2           

    Surge Capacity   3.3 3.3.1 3.3.2 3.3.3   

4.0 

Safety and 
Decontaminati
on Safety 1.2 4.1 4.1.1 4.1.2* 4.1.3* None 

          4.1.2 4.1.3*     

    
Personal Protective 
Equipment 4.1 4.2 4.2.1 4.2.2 4.2.3   

    Decontamination 4.2 4.3 4.3.1 4.3.2 4.3.3   

5.0 Assessment Triage 3.1 5.1 5.1.1 5.1.2 5.1.5 None 

            5.1.3     

      3.2           

6.0 Intervention 
Injuries and 
Illnesses 10.1-10.4 5.2 5.2.1 5.2.3 5.2.5   

          5.2.2       
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    Mass Fatalities 11.4 5.3 5.3.1 5.3.2 5.3.4   

            5.3.3     

7.0 Public Health 
Public Health 
Interventions 5.1 5.4 5.4.1 5.4.2 5.4.3   

      5.2           

8.0 
Behavior 
Health 

Behavioral Health 
Issues/Conditions 10.3 5.2   5.2.4     

      6.1         None 

      6.2           

      6.3           

9.0 
Contingency 
and Recovery Contingency 5.2 6.1 6.1.1 6.1.2 6.1.3   

    Recovery 5.3 6.2 6.2.1 6.2.2 6.2.3   

10.0 
Law and 
Ethics   9.1 7.1 7.1.1 7.1.2 7.1.3 None 

11.0 
Pathology and 
Forensics   9.2 7.2 7.2.1 7.2.2 7.2.3   
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RESOURCE TYPING FOR HEALTHCARE PROVIDERS: 
 
The Homeland Security Act of 2002 provided the authority for the creation of the 
Department of Homeland Security (DHS).  It also directed the Director of DHS to create 
a National Incident Management System (NIMS).  Published in 2004, NIMS formed the 
framework for detection, mitigation, response and recovery from manmade and natural 
occurring disasters, events and incidents of national significance within the United 
States, its territories, protectorates and Indian Tribal nations.  NIMS provided the 
framework for the creation of the National Response Plan (NRP), also published in 
2004.  The National Response Plan is an all-hazards, all-agencies approach to the 
detection, mitigation, response and recovery from disasters, whether natural or 
manmade events and incidents of national significance.   A little known provision of 
NIMS created a classification system for all disaster-related resources.  This 
classification system, the National Resource Typing System (NRTS) provides a unified 
cross-agency, cross-jurisdictional means of classifying all resources that are or could be 
used in response to a NRP/NIMS event, whether these resources are equipment or 
personnel.   
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RECOMMENDED TYPING SYSTEM: 
 
Based on a review of NDMS, VA, AHCA and GSA/GAO documents, we believe the 
following typing system would be in compliance with existing systems and provide the 
least resistance to integration as required under NIMS, NRP and the Homeland Security 
Act.   
 
Type I Disaster Healthcare Provider: 
Qualifications:   

1. Board certified/board eligible in disaster medicine by the ABPS/AAPS, 
AMA/ABMS and/or AOA 

2. At least one year field experience in disaster medicine. 
 
Type II Disaster Healthcare Provider: 
Qualifications:   

1. Board certified/board eligible in disaster medicine by the ABPS/AAPS, 
AMA/ABMS and/or AOA 

2. Less than one year field experience in disaster medicine. 
 
Type III Disaster Healthcare Provider: 
Qualifications: 

1. Board certified/board eligible in any ABPS/AAPS, AMA/ABMS and/or AOA 
specialty or board of certification other than disaster medicine 

2. At Least one year field experience in disaster medicine. 
 
Type IV Disaster Healthcare Provider: 
Qualifications: 

1. Board certified/board eligible in any ABPS/AAPS, AMA/ABMS and/or AOA 
specialty or board of certification other than disaster medicine 

2. Less than one year field experience in disaster medicine. 
 
Type V Disaster Healthcare Provider: 
Qualifications: 

1. Board certified/board eligible in any non-ABSP/AAPS, non-AMA/ABMS and non-
AOA specialty or board of certification;  

2. At Least one year field experience in disaster medicine.   
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Type VI Disaster Healthcare Provider: 
Qualifications: 

1. Board certified/board eligible in any non-ABSP/AAPS, non-AMA/ABMS and non-
AOA specialty or board of certification;  

2. Less than one year field experience in disaster medicine.   
 
Type VII Disaster Healthcare Provider: 
Any Non-board certified/non-board eligible provider with at least one year field 
experience in disaster medicine. 
 
Type VIII Disaster Healthcare Provider: 
Any non-board certified/non-board eligible provider with less than one year field 
experience in disaster medicine. 
 
Type IX Disaster Healthcare Provider: 
Graduated provider in post graduate training. 
 
Type X Disaster Healthcare Provider: 
Undergraduate provider (Healthcare Student) in training. 
 
INTERPHASE ECONOMICS: 
 
The Costs and Benefits of Preparedness: 
 
The two preparedness frameworks presented here, the event preparedness model and 
the process enhancement model, estimate the costs and benefits of disaster 
preparedness.  Both models estimate the annual cost to be about $11,000 per bed per 
year (the event preparedness model estimates the annual cost to be $10,500 and the 
process improvement model estimates the annual cost to be $11,400).  These costs 
represent about 1% of both the costs to build a new hospital bed (Greene, HHN 
Magazine, November 2006) and the cost to operate a staffed hospital bed (AHA Fact 
Sheet, 2009).  When a disaster occurs, there will be the additional costs to provide 
specific disaster care, and the opportunity costs of canceling outpatient services and 
more profitable inpatient procedures such as elective surgeries.  The opportunity cost of 
meeting disaster preparedness requirements as opposed to some other use of the 
capital (such as expanding an outpatient facility) will depend on the institution.  As 
described in other papers included in this report, the costs of providing disaster care will 
vary by the type of disaster and the opportunity costs of providing disaster care such as 
giving up outpatient care and elective inpatient care are estimated to be about $5,000 
per licensed bed each day the disaster continues.   
 
The event preparedness model suggests that there are no direct financial benefits to 
meeting the preparedness guidelines while the event preparedness model suggests that 
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meeting the guidelines will result in annual revenue of $17,000 (due to more inpatient 
admissions because if/when a disaster occurs fewer patients will leave the ED either 
against medical advice or without treatment) or a net annual revenue of about $5,000.   
However, under either model the amount of additional revenue depends on the specific 
type of care provided, the insurance status of the patients treated, and whether the 
federal government declares a disaster area.  If the federal government declares a 
disaster area, hospitals can submit bills to FEMA which will direct CMS to pay 100% of 
the Medicare care rate for care provided.  However, this option will not be available for 
smaller scale disasters that nonetheless can be very expensive to treat.  
 
The costs and benefits of disaster preparedness suggest that CFOs will find it more 
difficult to build a business case for disaster preparedness than they will for other 
preparedness programs such as meeting MRSA prevention guidelines, if for no other 
reasons than MRSA infections have a higher probability of occurring and occurring on a 
regular basis than disasters, and the savings from preventing MRSA are much more 
certain and easier to estimate.     

 
The Costs of Disaster Preparedness and the Hospitals’ Economic Environment: 
 
Current financial pressures make it difficult for hospitals to meet the additional costs of 
disaster preparedness or providing disaster care.  While hospitals have done better than 
many other sectors of the economy, even without the costs of disaster preparation, they 
face an increasingly challenging economic environment and even more difficulty 
maintaining a positive total margin (much less a margin large enough to meet capital 
needs).  As a sign of their deteriorating financial condition Moody’s Financial Services 
downgraded the nonprofit health sector from stable to negative (Moody’s 2008).   As 
another sign of their deteriorating financial condition, hospitals reported their worst ratio 
of credit downgrades to credit upgrades in years 
 
Hospitals have found it more difficult in the past few years to access capital.  Regarding 
their access to capital, MedPAC (March 2009, xiv et seq.) found that: 
 

Access to capital was erratic in 2008. Bond offerings and construction started off at a 
record pace in January but froze in September 2008 due to an economy-wide freeze 
of the credit markets. The difficulties in accessing capital resulted from a sudden 
breakdown of the credit markets … .  Recently, hospitals with robust fundamentals 
have been able to issue debt, but face higher capital costs 

 
Hospitals still have access to lines of credit from banks, but some banks’ 
creditworthiness and willingness to lend may be in question because of 
conditions in the larger credit markets. 
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The current economic environment has already taken its toll on hospitals, even without 
the additional expenses of preparedness.  The American Hospital Association (AHA, 
2009) estimates that 9 out 10 hospitals have made cutbacks to address economic 
concerns (AHA, April 2009) 

o Nearly half have reduced staff 
o 8/10 have cut administrative expenses 
o 1/5 have reduced services including behavioral health, post acute 

care, clinic, patient education and other services that require 
subsidies 

 
The AHA also reports an increased demand for uncompensated care and more demand 
for care by Medicaid beneficiaries, even though in most states Medicaid payments do 
not cover the cost of care meaning that hospitals must shift the cost of treating Medicaid 
patients to other payers.   
 
It is unlikely that hospitals’ financial environment will improve soon.  Hospitals will very 
likely continue to face increased costs and increased constraints on revenues.  It is 
likely that hospitals will continue to face increased costs for the inputs (except perhaps 
for some categories of labor) they need to provide care.   The shortage of nurses and 
pharmacists, for example, will continue, even though some hospitals may lay off nurses 
and pharmacists from time to time.  The costs of other inputs such as pharmaceuticals 
will almost certainly continue to rise.  The demand for hospital care will continue to 
increase as the population continues to age and as people demand for hospital 
services.  Due to aging, for every hip fracture or Alzheimer’s patient in 1990, there will 
be 6 in 2030.  The development of new technologies, while saving lives and increasing 
quality of life, will also continue to increase the cost of care. The AHA estimates that 
52% of the increase in the cost of hospital care was due to increases in the cost of 
goods and services hospitals need to provide care, 43% was due to increased demand 
for care due to aging and other conditions, and 5% was due to the increased intensity of 
the care provided (AHA, The Costs of Caring, 2005 (on the AHA web site)).  None of 
these factors will abate soon and all require capital at a time when capital is costly. 
 
Revenues will continue to face constraints.  Hospitals have three major sources of 
revenue:  patient care, investments and donations.   While “predictions are always 
difficult to make, especially about the future,” all three sources will remain constrained.   
 
Payers will continue to curtail payments to hospitals.  Medicare is the single largest 
source of hospital revenues, and is the source of about 30% of all hospital revenues.  
The average Medicare margin is negative, is projected to become more so (MEDPac, 
2009).  While Congress has been reluctant to permit many scheduled reductions in 
Medicare hospital payments to go into effect, the deteriorating position of the Medicare 
Trust Fund makes it unlikely that Congress will substantially increase Medicare 
payments to hospitals soon.  States are unlikely to increase Medicaid payments to any 
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large extent because may states face deficits, increased demand for Medicaid, but 
increased voter resistance to raising taxes.  Private payers have every incentive to keep 
reduce hospital payments to maximize their own profits.  Many insurance companies 
peg their payments to Medicare’s rate, which makes it easy for them to echo Medicare’s 
efforts to curtail hospital payments.  As a result, hospitals will find it increasingly difficult 
to shift expenses from one payer to another. 
 
Income from investments and donations are uncertain.  While income from investments 
will improve when the economy improves, it is not certain when that will occur, but how 
much hospitals can invest depends on their margins; investments are possible only after 
operating expenses have been met.  Income from donations also declines during 
difficult economic times and it not certain how soon donations will recover after the 
economy recovers.  Donations also depend on tax policies.  Lowering income tax rates 
discourages donating to hospitals because it reduces the tax benefits of donating.   
Phasing out the tax benefits of donating also discourages donating for the same reason.  
Lowering tax rates and phasing out the tax benefits of donations have been proposed. 
  
While hospital revenues will continue to face constraints, it is not likely that the 
percentage of insured patients, especially patients with comprehensive insurance, will 
increase soon, even if the downturn reverses.  The largest economic growth has been 
in the small business sector which is less likely to offer employer-sponsored health 
insurance than larger employers.  Larger employers may continue to constrain wages 
and benefits for some time after a recovery starts; at least until it is certain that the 
recovery will continue.  Continued competition from low-wage countries and from 
countries where the government pays for health care means that employers will 
continue to look for ways to constrain total payroll costs such as curtailing health 
coverage and asking employees to pay a larger share of costs.  Possible changes in tax 
treatment of employer-provided health benefits may discourage employers from 
providing at least some types (probably the most comprehensive types) of health 
insurance.  These changes may have their largest impact on elective procedures which 
have been more profitable for hospitals than many other types of procedures. 
 
Profitability and quality are related.  Crecine (1965) pointed out that governments need 
positive margins to provide quality service and the quality of government service suffers 
when revenues fall.  He pointed out that when governments face financial stress they 
frequently substitute cold patch for hot asphalt to fix streets, even though asphalt lasts 
longer and provides a better surface.   Bazzoli (2008) found that this relationship is also 
true in hospitals.  Hospitals in stronger financial condition are more likely to provide 
quality care than are hospitals in weaker financial condition. 
 
For marginally profitable hospitals, imposing additional costs without additional 
revenues can trigger a downward spiral of decreased margins leading to decreased 
quality leading to fewer patients and physicians, which leads to even lower revenues 
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and even lower quality and so forth.  Eventually this spiral leads to closure, although 
hospitals tend to “linger” and provide poorer quality longer than many other businesses 
faced with declining margins and quality.  Marginally profitable hospitals may also have 
to reduce the uncompensated care they provide in response to the increased costs of 
disaster preparedness.  Especially for marginally profitable hospitals, cost increases not 
matched by revenues must be passed on to patients either as higher prices or lower 
quality and every increase in price means that additional patients can no longer afford 
care.  Increased costs create a lose-lose situation both for hospitals and the 
communities they serve. 

 
How CFOs Can Help Their Hospital Meet the Challenges of Preparedness Costs: 
 
The financial dimensions of preparedness and the challenging economic environment in 
which preparedness occurs means that CFOs will need to take a proactive role.  CFOs 
will need to: 
 

▪ Know their hospital’s costs of to become prepared and remain prepared 
▪ Know the types of disasters likely to occur and the types of patients likely to be 

affected  
▪ Know their hospital’s role in its community 
▪ Know sources of funding to meet preparedness expenses 
▪ Know the financial implications of preparedness networks or affiliations and even 

to propose them 
▪ Identify ways to reduce at least some of the costs of preparedness 
▪ Work with other hospital staff to and community leaders explore ways to use the  

hospitals’ preparedness plan as a marketing resource for both fundraising and 
business strength 

▪ Share this information with hospital senior staff and with the hospital’s board, 
especially its finance committee 

 
Costs to become prepared and remain prepared.   
 
CFOs need to know how it much it will cost their institution to become and remain 
prepared.  CFOs who understand both preparedness and finance will be especially 
important to their hospitals because they will know how to present the costs of 
preparedness fairly and accurately, but can propose ways to meet them that have the 
least negative impact on the hospital’s reported financial position.  While average costs 
are helpful, each hospital's costs will vary depending on its age, design, previous 
preparedness steps, and the disasters most likely to be faced.  CFOs will need to 
cooperate with other specialists such as engineers and medical personnel to know the 
preparedness guidelines and requirements well enough to estimate preparedness 
costs; if this estimation is contracted out, then the CFO will need to understand the 
guidelines well enough to use the estimates wisely. 
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Preparedness guidelines will change as we gain more experience with disasters and 
new potential disasters emerge (there may be a new form of influenza for example).  
CFOs will need to keep abreast of the new threats and estimates of the costs to meet 
them.  CFOs may have to pay as much attention to preparedness guidelines as they 
pay to financial reporting guidelines and be as familiar with the sources of information 
about preparedness as they are about sources of information about financial issues.   
 
The types of disasters likely to occur and the types of patients likely to be affected 
 
The costs to treat each disaster will depend on the nature of the disaster and the people 
affected.  Disasters that affect vulnerable populations with comorbid conditions may 
cost more to treat than disasters affecting other populations.  However, certain types of 
influenzas seem to affect working age and otherwise healthier patients more severely 
(and therefore are more costly to treat) than younger or older populations.  The CFO will 
need to work with medical staff to estimate the costs to treat expected types of disasters 
at his/her hospital.  The CFO should also estimate the revenues the hospital will receive 
from the patients most likely to be affected by each type of disaster, and how soon after 
care is provided the hospital will receive these revenues.  The CFO is a unique position 
to make this estimation because of his/her knowledge of the hospital’s payer mix and 
previous experience with its payers. 
 
Their hospital’s role in its community 
 
Hospitals frequently are major employers and are major sources of capital expenditures; 
Nationally, in 2007 hospitals provided 1 in 9 jobs (AHA, January 2009) and in many 
areas that number is higher.  Nationally, in 2006 health care accounted for 6% of capital 
expenditures (Statistical Abstract of the United States, 2009, Tables 754 and 755), and 
in some cases (especially in rural areas) that percentage is higher.  The CFO should 
know the percentage of employment and capital expenditures that the hospital provides 
and should outline scenarios for how preparedness costs will affect both employment 
and capital spending.   
 
CFOs should also know their hospital’s community reputation.  The process 
enhancement model assumes that a hospital’s being prepared will result in more 
inpatient admissions because fewer patients will leave the ED against medical advice or 
without treatment.  How many of those potential admissions will be realized will depend 
in part on how desirable the hospital is seen as a source of inpatient care and the 
availability of alternative hospitals in the community.  
 
The sources of funding to meet preparedness expenses 
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Grants are available to defer part of the costs of preparedness.  Other reports in this 
white paper estimate that grants are available for one-fourth of the total costs.  CFOs 
will need to develop funding packages that include these grants together with other 
sources.  CFOs have experience in putting together funding packages for other capital 
projects that they can use for preparedness as well. 
 
The financial implications of preparedness networks or affiliations and to propose them 
 
Hospitals will need to cooperate with other hospitals and other institutions to face the 
threats of disaster.  Disaster preparedness networks may develop the way trauma 
networks have developed in that every institution may not have to do the same thing.  
Networks may mean for example that one hospital will accept overflow patients from 
other institutions and in return may be able to send its overflow patients to that other 
hospital.  To the extent permitted by anti-trust laws, hospitals in the same community 
may specialize in treating specific types of disasters, which usually results in both higher 
quality and lower costs.  The CFO can and should suggest the ways his/her hospital 
can participate most effectively and can take the lead in estimating the potential costs 
and savings of joining these networks.   
 
Identify ways to reduce at least some of the costs of preparedness 
 
CFOs must identify ways to reduce or manage both the capital and noncapital costs of 
preparedness.  For capital costs, the CFO can identify the best providers of capital 
equipment for preparedness the same way s/he identifies the best providers of other 
capital goods.  There will also be other preparedness costs.  Preparedness will involve 
costs to coordinate staff and to ensure the smooth transition of disaster care patients 
across shifts, across hospital departments, and across heath care providers both inside 
and outside the hospital.  These costs will be similar to those of other quality 
improvement programs.  CFOs can use their experiences from these quality programs 
to ensure that these issues related to preparedness programs are done in the most 
efficient way possible 
 
Use preparedness as a marketing tool 
 
CFOs can work with hospital public relations to publicize the costs and status of 
preparedness to encourage donations, to educate public officials (including 
Congressmen) and to assure the public, payers and employers that the hospital is ready 
for disasters.  Local chambers of commerce and civic organizations (such as Rotary or 
Kiwanis) may use this information as part of their plans to recruit additional employers.  
Especially in small towns and rural areas, employers consider health care availability in 
deciding where to locate; having a hospital that meets disaster preparedness guidelines 
(even well prepared to meet a disaster) can be a marketing resource.  Insurance 
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companies may also consider this information in deciding which hospitals to include in 
their networks.   
 
Share this information with hospital senior staff and with the hospital’s board, especially 
its finance committee 
 
Hospital senior staff and the hospital’s board (especially its finance committee) need 
information about preparedness including its costs and probable impacts to carry out 
their responsibilities.  The board needs this information to plan the budget, to develop 
alternative responses to the preparedness issue, and to make strategic decisions about 
the hospital’s future and its niche in the community.  The CFO might propose that board 
have a preparedness subcommittee that includes the CFO much the way boards have 
subcommittees that include the CFO to address other issues.   
 
The CFO has assumed a more pivotal role in hospital operations and administration as 
financial concerns continue to increase.  Hospitals cannot serve their communities 
without a strong financial position and the CFO is responsible for the hospital's 
continued financial health and CFO's must ensure that hospitals have the capital they 
need to provide quality care.  It is to everyone’s advantage for the CFO to be the person 
the board and other senior staff rely on for disaster preparedness cost information and 
for the CFO to have the board’s support for the ways s/he suggests to become and 
remain prepared for disasters that everyone hopes never occur.  
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TRIAGE: 
 
The white paper, Review and Integration of Civilian Triage Systems 
For Optimal Patient Care and Healthcare Efficiency undertook a review and integration 
of triage for the purpose of disaster healthcare operations in the event of mass casualty 
incidents in. The American Medical Association (AMA) and the Centers for Disease 
Control (CDC) have undertaken a review of the literature on civilian mass casualty 
triage. Both reviews found a paucity of scientific data regarding triage system efficacy, 
but a review of the available literature and expert opinion has yielded a picture of the 
“optimal” triage system.  
 
The use of Continuous Integrated Triage on a daily basis in non-disaster operations by 
first responders, EMS, behavioral health professionals, emergency department 
personnel and hospital personnel provides the familiarity with all aspects of Continuous 
Integrated Triage required to ensure maximal efficiency during mass casualty incidents. 
Further, the recurring nature of Continuous Integrated Triage combined with the 
integration from the prehospital through the emergency department and into the 
inpatient and post hospital environment maximizes patient safety as well as operational 
efficiency. Finally the tight integration of medical and behavioral health evaluation 
inherent to Continuous Integrated Triage fosters greater attention to a global approach 
to patient care and more importantly, patient follow-up. 
 
Based on this review of existing triage systems and the triage experience at the Louis 
Armstrong International Airport, The High Alert Institute has proposed a Continuous 
Integrated Triage system which meets the five characteristics of an optimal triage. 
Continuous Integrated Triage can be incorporated into daily emergency department and 
hospital operations improving both provider familiarity with the triage system and daily 
practice towards both expertise and mastery. 
 
In the context of Disaster Medicine, reactive triage is synonymous with mass casualty 
medical triage and is defined by the parameters influencing response to the mass 
casualty event.  Reactive Triage is also known as ‘Continuous Integrated Triage’.  
Proactive or ‘Business’ triage is a form of process analysis and resource allocation, 
whereby medical triage principles are applied to logistical and operational processes 
during the planning and preparation stages of the disaster life cycle. 
 
The concept of resource-based decision making would seem to be fundamental to the 
practice of medicine and even more integral to Disaster Medicine. The reality is that, in 
most industrialized nations, medical care decisions are not based on available 
resources but more often upon the emotional state of the provider.  For the process of 
triage to be effective and efficient, resource-based decision making must become the 
standard. 
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The primary principle to bear in mind regarding triage is that triage is an ongoing 
process.  Patients receive repeated evaluation and prioritization during the entire 
time that they are seeking and receiving medical care from the moment they first 
approach the medical unit until the moment that they leave the care environment. 
 
Triage processes should incorporate the best and most efficient aspects of available 
triage methods, beginning with gross observations: 

• Can the patients walk? 

• Do they follow commands? 

• Do they know who they are, where they are and why they are here? 
Progressing to basic physiology: 

• Are they breathing? 

• Do they have a pulse? 

• Can they follow commands? 
And finally including more detailed information: 

• Why were the patients actually brought for care? 

• What happened to them? 

• What are their needs? 

• What are their expectations? 
 
In the typical practices of emergency rooms and clinics, the last question answered 
marks the end of the triage process and the beginning of patient care. Continuous 
Integrated Triage (CIT), however, does not share this familiar endpoint. Instead, it 
requires a paradigm shift from how most healthcare providers conceptualize triage. In 
CIT, the sorting and prioritizing of care needs never ceases and the process is not 
complete until the patient has been transferred or discharged from care. 
 
For triage to work in the mass casualty environment, both proactive and reactive triage 
processes must be integrated into our minds and into our moment-to-moment medical 
practice. 
 
At first glance, the thinking point challenge would seem to be a minor problem; 
something that can easily be corrected with a small amount of practice. Reality 
demonstrates a far different truth. As CIT was first being taught across the United 
States, a disturbing trend was discovered. While healthcare providers readily embraced 
the idea of continuously reassessing their patients (as  nurses have done for decades), 
the idea of re-prioritizing patients - particularly those in the most dire of need was 
greatly emotionally laden. 
 
There are reports now surfacing of facilities that refuse to categorize any patient as 
anything less than Critical until a full physical examination, laboratory evaluations, and 
even CT scans have been done. At these institutions, the entire concept of triage 
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sorting the masses so that the most good can be done for the most people has been 
lost. They are not performing triage at all but are jumping straight into treatment. Such 
practices have been proven to squander resources, delay care, and endanger lives. 
 
Of even greater concern are a few isolated reports of facilities refusing to allow 
providers to bypass patients for whom there are not resources immediately available. 
These are most often referred to as ‘black tag’ patients or those who are ‘expectant’.  By 
definition, these are patients require more resources than are available at the time or 
prudent to expend on any one person. This situation is heartrending for the healthcare 
provider because, under ideal circumstances, these expectant patients could be 
prioritized for care. The problem is that most healthcare professionals do not  
understand that, although triaged ‘expectant, these patients are not abandoned but 
must await specific resources for their definitive care. 
 
A ‘black tag’ is not a death warrant. It is not a ‘Do Not Resuscitate’ order. It is not an 
order to abandon all care. ‘Expectant patients’ still receive compassionate care and are 
treated with respect. Also, they are continuously re-triaged and as additional resources 
become available, they are can be brought back into the treatment mix. In Disaster 
Medicine, “Expectant” means “expectant of resources” and is more analogous to the 
patient awaiting an organ for transplant than a terminally ill patient awaiting death. 
 
When victim counts soar, efficiency of care is a determining factor of whether or not 
fatality counts will soar as well. The most critical of decisions for the success or failure 
of a Disaster Medicine response lies in the hands of those performing triage.  
 
Business triage 
Business triage is a system of process analysis and resource allocation for resource 
limited business environments both within and outside the healthcare industry. By 
applying business triage, it is possible to identify and concentrate resources on those 
outcomes which are most important to mission success. 
 
The first step in this triage technique is to identify and categorize desired outcomes as 
Critical/Essential, Urgent/Important or Supportive/Optional. Once the outcomes are 
classified into these categories, one identifies the processes that will support the 
desired outcomes. Next, the identified processes are sorted into the same categories as 
the outcomes. Finally, the resources needed to support each process are identified and 
categorized in the exact same way. 
 
Outcomes categorized by this system as Essential/Critical would be fully supported with 
all available resources. Urgent/Important Outcomes, then, would be second-in- line for 
resources and Supportive/Optional would be last.  
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Using this business triage model, the Disaster Medicine professional can allocate 
resources to support the overall mission without emotional overlay, political influence or 
other agenda. This application of triage principles to disaster preparation and disaster 
planning is a skill set unique to the Disaster Medicine professional. 
 
From Theory to Policy: 
 
The business of hospital operations in the 21st century is optimized for maximal 
efficiency and patient outcome on a daily operational basis. Core measures and 
standard operating procedures are designed to ensure that all members of the 
healthcare team perform to their personal best. The irony of hospital disaster response 
is that when maximum efficiency is required, the healthcare team is required to change 
operating protocols and adopt procedures that are at best unpracticed, and all too often 
unfamiliar. These healthcare professionals practice to be maximally effective in their 
chosen vocation each working day, yet on disaster day, the Emergency Operations 
Manual dictates a deviation from the familiar and perfected “best practices.” This model 
is based on the concept that emergencies are rare, but in healthcare emergencies are 
the norm and healthcare professionals are expert in handling emergencies. The best 
approach is to incorporate disaster response protocols into standard operating 
procedure manuals rather than adopting a wholly different set of protocols.  
 
This approach to disaster preparedness is far more cost effective than developing a 
separate Emergency Operations manual. Unlike developing, approving and maintaining 
an Emergency Operations manual, adding seven policies to the Standard Operations 
manual is far less time and labor intensive for both administration and for the healthcare 
team who must be trained in each policy and update. The integration of disaster 
preparedness policies into the Standard Operations manual must be done with an 
understanding of the principles that govern healthcare surge and mass casualty events.  
 
During disaster and mass casualty events, patient families, visitors and citizens 
searching for missing loved ones make up 75-80% of the total event surge, leaving 
patients to account for only 20-25% of the total event surge. Patients requiring disaster 
behavioral health services account for 80% of the patient surge and the remaining 20% 
present with a primary medical condition.  Of those presenting with a primary medical 
condition, 97% will have an evolving medical condition that may not be evident initially.  
Such patients may appear to be “medically stable for discharge” but remain at risk. The 
Family Center is a proven means of maintaining the open flow of information in a HIPAA 
compliant fashion and achieving the following goals: 

• reduced family, visitor and community stress; 

• enhanced non-pharmacologic calming; and  

• increased surge capacity. 
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Similarly, use of The Hospital-Based Support Center is a proven means of maintaining 
appropriate medical surveillance against subtle evolving medical complications, while 
also achieving the following goals: 

• reduced patient stress; 

• enhanced  non-pharmacologic calming; and  

• increased surge capacity. 
 
These seven policies are deployed with the purpose to: 

1. Increase Surge Capacity by providing a separate and emotionally comforting 
location for the dissemination of information to patient families, visitors and 
citizens searching for missing loved ones. 

2. Provide a location outside the security and decontamination envelope of the 
hospital during a disaster or mass casualty incident in which disaster behavioral 
health services are made available to patient families, visitors and citizens 
searching for missing loved ones. 

3. Increase Patient Flow by providing rapid, recurring mass casualty triage in a 
progressive and integrated framework that is scalable for both daily use and 
surge events, while simultaneously ensuring medical and disaster behavioral 
health triage in a repeating and consistent fashion.  

4. Maintain Patient Flow by ensuring the ethical application of resource-based, 
decision-making criteria for the placement of patients in the “Expectant of 
Resources” treatment category when patient surge exceeds surge capacity 
and/or surge capability and the ethical application of resource-based, decision-
making criteria for the exclusion from care when patient surge exceeds surge 
capacity and/or surge capability. 

5. Increase Surge Capacity by providing a location separate and apart from the 
intense environment of emergency treatment areas for the provision of disaster 
behavioral health services, while maintaining medical surveillance against 
evolving medical conditions. 

6. Increase Patient Flow during surge events by providing a separate area for the 
provision of discharge and follow-up instructions. 

7. Integration of Disaster Operations into standard hospital departments and 
procedures. 
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Appendix A: 
 
Policy Templates 
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MASS CASULATY SURGE CAPACITY EXPANSION - Scope of Operations 

 

Approvals: ________________________________________________ 

 

Purpose: 

8. Increase Surge Capacity by providing a separate and emotionally comforting location for 

the dissemination of information to patient families, visitors and citizens searching for 

missing loved ones. 

9. Provide a location outside the security and decontamination envelope of the hospital 

during a disaster or mass casualty incident in which disaster behavioral health services 

are made available to patient families, visitors and citizens searching for missing loved 

ones. 

10. Increase Patient Flow by providing rapid, recurring mass casualty triage in a progressive 

and integrated framework that is scalable for both daily use and surge events, while 

simultaneously ensuring medical and disaster behavioral health triage in a repeating and 

consistent fashion.  

11. Maintain Patient Flow by ensuring the ethical application of resource-based, decision-

making criteria for the placement of patients in the “Expectant of Resources” treatment 

category when patient surge exceeds surge capacity and/or surge capability and the 

ethical application of resource-based, decision-making criteria for the exclusion from 

care when patient surge exceeds surge capacity and/or surge capability. 

12. Increase Surge Capacity by providing a location separate and apart from the intense 

environment of emergency treatment areas for the provision of disaster behavioral health 

services, while maintaining medical surveillance against evolving medical conditions. 

13. Increase Patient Flow during surge events by providing a separate area for the provision 

of discharge and follow-up instructions. 

14. Integration of Disaster Operations into standard hospital departments and procedures. 

 

General Statement 

During disaster and mass casualty events, patient families, visitors and citizens searching 

for missing loved ones make up 75-80% of the total event surge, leaving patients to 

account for only 20-25% of the total event surge. Patients requiring disaster behavioral 

health services account for 80% of the patient surge and the remaining 20% present with 

a primary medical condition.  Of those presenting with a primary medical condition, 97% 

will have an evolving medical condition that may not be evident initially.  Such patients 

may appear to be “medically stable for discharge” but remain at risk. The Family Center 

is a proven means of maintaining the open flow of information in a HIPAA compliant 

fashion and achieving the following goals: 

• reduced family, visitor and community stress; 

• enhanced non-pharmacologic calming; and  

• increased surge capacity. 
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Similarly, use of The Hospital-Based Support Center is a proven means of maintaining 

appropriate medical surveillance against subtle evolving medical complications, while 

also achieving the following goals: 

• reduced patient stress; 

• enhanced  non-pharmacologic calming; and  

• increased surge capacity. 

 

 

 Specifics 

 

Leadership: _________________________________________ 

 

Location: ___________________________________________ 

 

Competencies (minimum) 

 CPR 

 

Patients/Customers Served 

• Patients presenting for determination of medical stability and Emergency Medical 

Screening Examination (EMSE) under EMTALA. 

• Patients requiring medical evaluation, treatment and/or stabilization. 

• Patients determined to not be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA. 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring disaster 

behavioral health services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring 

psychological and/or psychiatric services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA awaiting discharge 

instructions and follow-up referrals 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital-Based Support Center 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital or Emergency Room  

• Citizens Searching for Missing Loved Ones 

 

Scope and Complexity of Patients 

• Patients presenting for determination of medical stability and Emergency Medical 

Screening Examination (EMSE) under EMTALA. 

• Patients requiring medical evaluation, treatment and/or stabilization. 
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• Patients determined to not be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA. 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring disaster 

behavioral health services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring 

psychological and/or psychiatric services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA awaiting discharge 

instructions and follow-up referrals 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital-Based Support Center 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital or Emergency Room  

• Citizens Searching for Missing Loved Ones 

 

Overview of Service Delivery Process 

 

Summary 

During disaster and mass casualty events, patient families, visitors and 

citizens searching for missing loved ones make 75-80% of the total event 

surge, leaving patients to account for only 20-25% of the total event surge. 

Patients requiring disaster behavioral health services account for 80% of the 

patient surge and the remaining 20% present with a primary medical 

condition.  Of those presenting with a primary medical condition, 97% will 

have an evolving medical condition that may not be evident initially.  Such 

patients may appear to be “medically stable for discharge” but remain at risk. 

The Family Center is a proven means of maintaining the open flow of 

information in a HIPAA compliant fashion and achieving the following goals: 

• reduced family, visitor and community stress; 

• enhanced non-pharmacologic calming; and  

• increased surge capacity. 

Similarly, use of The Hospital-Based Support Center is a proven means of 

maintaining appropriate medical surveillance against subtle evolving medical 

complications, while also achieving the following goals: 

• reduced patient stress; 

• enhanced  non-pharmacologic calming; and  

• increased surge capacity. 
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Goal 

1. Increase Surge Capacity by providing a separate and emotionally comforting 

location for the dissemination of information to patient families, visitors and 

citizens searching for missing loved ones. 

2. Provide a location outside the security and decontamination envelope of the 

hospital during a disaster or mass casualty incident in which disaster 

behavioral health services are made available to patient families, visitors and 

citizens searching for missing loved ones. 

3. Increase Patient Flow by providing rapid, recurring mass casualty triage in a 

progressive and integrated framework that is scalable for both daily use and 

surge events, while simultaneously ensuring medical and disaster behavioral 

health triage in a repeating and consistent fashion.  

4. Maintain Patient Flow by ensuring the ethical application of resource-based, 

decision-making criteria for the placement of patients in the “Expectant of 

Resources” treatment category when patient surge exceeds surge capacity 

and/or surge capability and the ethical application of resource-based, 

decision-making criteria for the exclusion from care when patient surge 

exceeds surge capacity and/or surge capability. 

5. Increase Surge Capacity by providing a location separate and apart from the 

intense environment of emergency treatment areas for the provision of 

disaster behavioral health services, while maintaining medical surveillance 

against evolving medical conditions. 

6. Increase Patient Flow during surge events by providing a separate area for 

the provision of discharge and follow-up instructions. 

7. Integration of Disaster Operations into standard hospital departments and 

procedures. 

 

 

Diagnostic Categories 

• Patients presenting for determination of medical stability and Emergency 

Medical Screening Examination (EMSE) under EMTALA. 

• Patients requiring medical evaluation, treatment and/or stabilization. 

• Patients determined to not be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA. 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring disaster 

behavioral health services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring 

psychological and/or psychiatric services 



 

Copyright MMIX – All Rights Reserved 
High Alert Institute, Inc  863-696-8090  info@HighAlertInstitute.org 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA awaiting 

discharge instructions and follow-up referrals 

• Non-Patient Families and Visitors of patients under care and surveillance in 

the Hospital-Based Support Center 

• Non-Patient Families and Visitors of patients under care and surveillance in 

the Hospital or Emergency Room  

• Citizens Searching for Missing Loved Ones 

 

Interventions that may be performed 

 M.A.S.S. Triage (Move Assess Sort and Send triage) 

S.T.A.R.T. (Simple Triage And Rapid Triage) 

 Jump START 

 5-Tier (ESI) Triage 

 Direct Pressure Bandage 

 Application of Splint 

 Application of Tourniquet 

 Administration of Emergency Antidotes 

 Surgical Airway 

 Safety Pin Airway 

 Emergency Reduction of Fracture 

 Needle Thoracotomy 

 Needle Pericardiocentesis 

 Disaster Behavioral Health Services 

 Safety Function Action (SFA) 

 Psychological First Aid (PFA) 

 Critical Incident Stress Management (CISM) 

 CPR 

 ACLS 

 

Interventions NOT permitted 

 

Staffing 

 Nursing 

 Medical Staff 

 Social Workers 

 Psychologist/Psychiatrist 

 Mental Health Workers 

 Disaster Behavioral Health Services 

 Other Licensed Healthcare Staff 

 Security 
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Departments which Support Surge Operations 

Administration 

 Dietary 

 Housekeeping 

 Building Maintenance/Physical Plant 

 Hospital-Based Support Center 

Hospital Associated Family Center 

Emergency Department 

 Medical Records 

 Information Technology  

 Central Supply 

 Pre-Hospital Transport & EMS Liaison 

 Infection Control 

 

Assessment Methods and Treatment Approaches: 

 

Utilization Management Criteria 

 

Staffing Plan 

 

Use of Clinical Best Practice Pathways 

 

Department Goals and Objectives 

1. Increase Surge Capacity by providing a separate and emotionally comforting 

location for the dissemination of information to patient families, visitors and 

citizens searching for missing loved ones. 

2. Provide a location outside the security and decontamination envelope of the 

hospital during a disaster or mass casualty incident in which disaster behavioral 

health services are made available to patient families, visitors and citizens 

searching for missing loved ones. 

3. Increase Patient Flow by providing rapid, recurring mass casualty triage in a 

progressive and integrated framework that is scalable for both daily use and surge 

events, while simultaneously ensuring medical and disaster behavioral health 

triage in a repeating and consistent fashion.  

4. Maintain Patient Flow by ensuring the ethical application of resource-based, 

decision-making criteria for the placement of patients in the “Expectant of 

Resources” treatment category when patient surge exceeds surge capacity and/or 

surge capability and the ethical application of resource-based, decision-making 

criteria for the exclusion from care when patient surge exceeds surge capacity 

and/or surge capability. 

5. Increase Surge Capacity by providing a location separate and apart from the 

intense environment of emergency treatment areas for the provision of disaster 
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behavioral health services, while maintaining medical surveillance against 

evolving medical conditions. 

6. Increase Patient Flow during surge events by providing a separate area for the 

provision of discharge and follow-up instructions. 

7. Integration of Disaster Operations into standard hospital departments and 

procedures. 

 

Key Performance Indicators 

 

Key Activation Indicators 

Activation of the Hospital Disaster Plan or Surge Plan 

 

Key Deactivation Indicators 

Deactivation of the Hospital Disaster Plan or Surge Plan 
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CONTINUOUS INTEGRATED TRIAGE - Scope of Operations 

 

Approvals: _____________________________________________ 

 

Purpose:  

1. Provide rapid, recurring mass casualty triage in a progressive and integrated 

framework that is scalable for both daily use and surge events 

2. Provide simultaneous medical and disaster behavioral health triage in a repeating and 

consistent fashion  

3. Provide ethical, resource-based, decision-making criteria for the placement of patients 

in the “Expectant of Resources” treatment category when patient surge exceeds surge 

capacity and/or surge capability 

4. Provide ethical, resource-based, decision-making criteria for the exclusion from care 

when patient surge exceeds surge capacity and/or surge capability 

 

General Statement: 

Continuous integrated triage is a rapid, scalable triage method applicable to any acute 

care setting and is of significant value during disaster and mass casualty situations.  

When instituted as part of the daily routine in emergency departments and throughout the 

hospital, all healthcare providers learn to use it correctly and efficiently.  It is just as 

valuable a tool and skill when used alone or in conjunction with other triage systems.   

 

Continuous Integrated Triage incorporates five operating principles: 

• Triage is as straightforward, rule-based process that only requires of anyone given 

that role the ability to perform these simple tasks - communicate, ask pre-defined 

questions, count respirations, take a pulse and follow instructions 

• Each healthcare provider completes an updated triage as part of every care encounter 

as the patient moves through the healthcare environment 

• Medical and Behavioral Health triage are addressed at the same time 

• Resource-Based and Absolute Triage Exclusion Criteria are integrated into the triage 

criteria 

• “Expectant” treatment areas are part of the triage and care process for both medical 

and behavioral health patients 

 

Specifics 

 

Leadership: ______________________________________________ 

 

Location: ________________________________________________ 

 

Competencies (minimum) 

 M.A.S.S. Triage (Move Assess Sort and Send triage) 
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S.T.A.R.T. (Simple Triage And Rapid Triage) 

 5-Tier (ESI) Triage 

 CPR 

  

Patients/Customers Served 

• Patients presenting for determination of medical stability and Emergency Medical 

Screening Examination (EMSE) under EMTALA. 

 

Scope and Complexity of Patients: 

• Patients presenting for determination of medical stability and Emergency Medical 

Screening Examination (EMSE) under EMTALA. 

 

Overview of Service Delivery Process 

 

Summary 

Continuous integrated triage is a rapid, scalable triage method applicable to any 

acute care setting and is of significant value during disaster and mass casualty 

situations.  When instituted as part of the daily routine in emergency departments 

and throughout the hospital, all healthcare providers learn to use it correctly and 

efficiently.  It is just as valuable a tool and skill when used alone or in conjunction 

with other triage systems.   

 

Continuous Integrated Triage incorporates five operating principles: 

• Triage is as straightforward, rule-based process that only requires of 

anyone given that role the ability to perform these simple tasks - 

communicate, ask pre-defined questions, count respirations, take a 

pulse and follow instructions 

• Each healthcare provider completes an updated triage as part of every 

care encounter as the patient moves through the healthcare 

environment 

• Medical and Behavioral Health triage are addressed at the same time 

• Resource-Based and Absolute Triage Exclusion Criteria are integrated 

into the triage criteria 

• “Expectant” treatment areas are part of the triage and care process for 

both medical and behavioral health patients.  

 

Goal 

1. Provide rapid, recurring mass casualty triage in a progressive and integrated 

framework that is scalable for both daily use and surge events 

2. Provide simultaneous medical and disaster behavioral health triage in a 

repeating and consistent fashion  
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3. Provide ethical, resource-based, decision-making criteria for the placement of 

patients in the “Expectant of Resources” treatment category when patient 

surge exceeds surge capacity and/or surge capability 

4. Provide ethical, resource-based, decision-making criteria for the exclusion 

from care when patient surge exceeds surge capacity and/or surge capability 

 

Diagnostic Categories 

• Patients presenting for determination of medical stability and Emergency 

Medical Screening Examination (EMSE) under EMTALA. 

• Patients requiring medical evaluation, treatment and/or stabilization. 

• Patients determined to not be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA. 

• Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring disaster behavioral health services 

• Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring psychological and/or psychiatric services 

• Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

awaiting discharge instructions and follow-up referrals 

 

Diagnosis and Triage Levels NOT Accepted 

• Citizens Searching for Missing Loved Ones 

• Non-Patient Family members, and Visitors of patients under care or 

surveillance in any part of the hospital-based system 

 

Interventions that may be performed 

 M.A.S.S. Triage (Move Assess Sort and Send triage) 

S.T.A.R.T. (Simple Triage And Rapid Triage) 

 Jump START 

 5-Tier (ESI) Triage 

 Direct Pressure Bandage 

 Application of Splint 

 Application of Tourniquet 

 Administration of Emergency Antidotes 

 Needle Cricothyroidotomy Airway 

 Safety Pin Airway 

 Emergency Reduction of Fracture 

 Needle Thoracotomy 

 Needle Pericardiocentesis 
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Interventions NOT permitted 

 CPR 

 ACLS 

 

Staffing 

 Nursing 

 

Departments which Support the Triage Center 

Nursing 

Security 

Medical Records 

Administration 

Registration 

Medical Staff 

Housekeeping 

Maintenance/Facilities Management  

 

Assessment Methods and Treatment Approaches: 

 

Step 1a – Move: The initial triage is observational and based on the ability of a group of 

people to see, hear, understand, comprehend, process and comply with the instruction to 

walk to a designated location.  

 

Patients who comply with the instruction have declared themselves as Medically Stable 

(Green) and as not Behaviorally Critical (PsyGreen or PsyYellow). These patients are: 

• Able to walk greater than 100 feet with minimal or no assistance 

• Neurologically intact bilaterally 

• Capable of complying with instruction and authority 

• Cognizant of their environment and perceive that environment correctly  

 

Thus these patients meet the following standard patient classifications: 

• New York Heart Classification (NYHC) Stage: 1 

• Gold Pulmonary Classification Stage: 1 

• NIH Stroke Scale (NIHSS) Score: 0 

• Glasgow Coma Scale: 15/15 

• Global Assessment of Functioning Score: >50 

 

Statistically, 80% of a surge group will follow the instruction and declare themselves 

both Medically Stable (Green) and Psychologically Stable (PsyGreen / PsyYellow) 

leaving 20% of the surge group to be further triaged. 
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Step 1b – Wave: The second triage is observational and, like the initial triage, is based on 

the ability of a group of people who did not walk when instructed to see, hear, 

understand, comprehend, process and comply with the instruction to wave an arm or leg. 

 

Patients who comply with the instruction have declared themselves as Medically Urgent 

(Yellow) and Behaviorally Urgent (PsyYellow). These patients are: 

• Unable to walk, but have crossed balance and the ability to move a major motor 

group against gravity 

• Neurologically intact bilaterally or unilaterally 

• Capable of complying with instruction and authority 

• Cognizant of their environment and perceive that environment correctly  

 

Thus these patients meet the following standard patient classifications: 

• New York Heart Classification (NYHC) Stage: 1 or 2 

• Gold Pulmonary Classification Stage: 1 or 2 

• NIH Stroke Scale (NIHSS) Score: <2 

• Glasgow Coma Scale: 15/15 

• Global Assessment of Functioning Score: >50 

 

Statistically, an additional 16% of the total surge will follow the second instruction and 

declare themselves as Medically Urgent (Yellow) and Behaviorally Urgent (PsyYellow) 

leaving 4% of the sure group to be further triaged. Moreover, these will be the patients 

most in need of early intervention. 

 

Step 2a – S.T.A.R.T. Triage: The third triage implements the familiar and well 

disseminated S.T.A.R.T. triage system with little modification. Subjectivity has been 

removed through the inclusion of a resourced based relative exclusion from care criteria. 

S.T.A.R.T. triage is based on Respirations, Pulse and Mentation.  

 

• Respirations: 

o No Respiration → Dead, move to next patient 

o Respiration Rate Abnormal → “Critical” or “Expectant”  

▪ Adult: <12 or >20 

▪ Child: <20 or >40 

o Respiration Rate Normal → Evaluate Pulse 

▪ Adult: 12 to 20 

▪ Child: 20 to 40 

• Pulse: 

o No Pulse → Dead, move to next patient 

o Pulse Rate Abnormal → “Critical” or ”Expectant”  

▪ Adult: <60 or >100 

▪ Child: <70 or >130 
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o Pulse Rate Normal → Evaluate Mentation 

▪ Adult: 60 to 100 

▪ Child: 70 to 130 

• Mentation: 

o When assessing older children and adults: 

▪ Alert, Oriented, Ambulatory, Follows Commands → “Stable” (Green) 

▪ Alert, Oriented, Non-Ambulatory, Follows Commands → “Urgent” 

(Yellow) 

▪ Disoriented, Unresponsive, Inappropriate → “Critical” or “Expectant” 

o When assessing children 1-8 yrs of age (modified from Jump S.T.A.R.T.): 

▪ Alert, Response to verbal stimuli, well appearing and appropriately 

responsive to Pain  → “Stable” (Green) 

▪ Alert, Response to verbal stimuli, non-well appearing and appropriately 

responsive to Pain  → “Urgent” (Yellow) 

▪ Inappropriately responsive to Pain or Unresponsive → “Critical” or 

“Expectant” 

 

Step 2b – Behavioral Health Triage: Based on a highly modified observational version of 

PsySTART, behavioral health triage is performed concomitantly with the evaluation of 

mentation during S.T.A.R.T. triage. In addition to the conversion of PsySTART into an 

observational triage system, an “expectant” (PsyBlack) category is added in 

acknowledgement of the fact that behavioral health resources will be overwhelmed in 

many disasters. 

 

• Observational Components 

o Exposures 

▪ Witnessed Death or Serious Injury → PsyRed or PsyBlack 

▪ Family Member Died, Severely Injured or Ill → PsyRed or PsyBlack 

▪ Direct Threat to Life (Self / Family) → PsyRed vs. PsyBlack 

▪ Entrapment or Delayed Rescue → PsyRed or PsyBlack 

▪ Severe Injury or Illness to Self → PsyRed or PsyBlack 

▪ HAZMAT Exposure → PsyYellow 

▪ Decontamination → PsyYellow 

o Situations 

▪ Concerns of HAZMAT Exposure → PsyYellow 

▪ Unaccompanied Minor → PsyYellow 

▪ Missing Family Member → PsyYellow 

▪ Separated from Immediate Family → PsyYellow 

▪ Home Uninhabitable → PsyYellow 

▪ Displaced from Home → PsyYellow 

▪ Parent of Child Under 18 years → PsyYellow 

o Reactions 

▪ Felt / Expressed Extreme Fear or Panic → PsyRed vs. PsyBlack 
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▪ Thought or Intent of Self Harm → PsyRed vs. PsyBlack 

 

Step 3: “5-Tier” Triage with Behavioral Health Considerations: 

Upon completion of Steps 1 and 2, the Continuous Integrated Triage process divides 

patients into three triage categories.  These categories are functionally comparable to 

most 5-Tier Triage systems (Emergency Severity Index or other) when viewed as 

follows: 

• Step 1 and Step 2 Critical = “5-Tier” Category 1 or 2 

• Step 1 and Step 2 Urgent = “5-Tier” Category 3 

• Step 1 and Step 2 Non-Urgent = “5-Tier” Category 4 or 5 

• Immediate Observations of Patient Condition / Circumstances 

o Requires Immediate Life Saving Interventions → “Critical-1” or ”Expectant” 

o Suicidal Attempt → “Critical-1” or ”Expectant” 

• High Risk Conditions / Circumstances 

o High Risk Mechanism of Injury → “Critical-2” or ”Expectant” 

o Mental Status Changes → “Critical-2” or ”Expectant” 

o Severe Pain or Distress → “Critical-2” or ”Expectant” 

o Entrapment or Prolonged Rescue → “Critical-2” or ”Expectant” 

o Witnessed Death of Others → “Critical-2” or ”Expectant” 

o Death or Injury of Family Member → “Critical-2” or ”Expectant” 

• Current Vital Signs 

o Worsening compared to Step 2 Vital Signs → “Critical-2” or ”Expectant” 

o Respiration Rate  

▪ Abnormal → “Critical-2” or “Expectant”  

• Adult: <12 or >20 

• Child: <20 or >40 

▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 12 to 20 

• Child: 20 to 40 

o Pulse Rate  

▪ Abnormal → “Critical-2” or ”Expectant”  

• Adult: <60 or >100 

• Child: <70 or >130 

▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 60 to 100 

• Child: 70 to 130 

o Temperature 

▪ Abnormal → “Critical-2” or “Expectant” 

• Adult: <35oC (95oF) or >38oC (102oF) 

• Child: <35oC (95oF) or >38oC (102oF) 

▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: 35oC (95oF) to 38oC (102oF) 
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• Child: 35oC (95oF) to 38oC (102oF) 

o Pulse Oximetry 

▪ Abnormal → “Critical-2” or “Expectant” 

• Adult: SaO2 <92% 

• Child: SaO2 <92% 

▪ Normal → Evaluate Resource Needs (Non-Critical) 

• Adult: SaO2 92% 

• Child SaO2 92% 

• Resource Needs (Non-Critical) 

o Presenting Complaint, Injury or Illness Requires 

▪ >1 Resource to Evaluate / Treat → “Urgent -3” or “Expectant” 

▪ 1 Resource to Evaluate / Treat → “Non-Urgent -4” 

▪ 0 Resources to Evaluate / Treat → “Non-Urgent-5” 

 

“Critical” (Red / PsyRed) vs. “Expectant” (Black / PsyBlack): The relative exclusion 

from care decision between providing critical care for medical or behavioral health issues 

and withholding that care is a resource-based ethical decision predicated on a simple 

paradigm:  

 

o Resources available now to treat without endangering two or more other patients 

▪ Critical (Red) Treatment Areas 

• “Critical-1” & “Critical-2” (Red) Medical Treatment Area 

• PsyRed (Critical) Behavioral Health Treatment Area 

▪ Urgent (Yellow) Treatment Areas 

• “Urgent-3” (Yellow) Medical Treatment Area 

• PsyYellow (Urgent) Behavioral Health Treatment Area 

o Resources NOT available to treat without endangering two or more other patients 

▪ Black Treatment Areas 

• Expectant (Black) Medical Treatment Area 

o Pain control and behavioral health support 

• PsyBlack Behavioral Health Treatment Area 

o Psychosis/Agitation control and behavioral health support 

 

Adjunctive Treatment Measures: S.T.A.R.T. triage has seen several modifications to 

account for trauma-related conditions that are readily reversible with minimal 

intervention and no ongoing resource utilization. These adjunctive measures may be 

introduced throughout the triage process as required by patient need and permitted by the 

relative and absolute triage exclusion criteria. Three of these interventions are sufficiently 

simple for non-healthcare providers to perform: 

• Safety pin the tongue to the chin to maintain the airway 

• Administer Antidote for Known Toxic Exposure 

• Apply pressure to bleeding wounds 
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Three additional interventions for healthcare providers require minimal training: 

• Provide an Alternate Airway 

o Insert a 16 gauge angiocath cricoidostomy 

• Relieve Tension Pneumothorax 

o Insert a 16 gauge angiocath for thoracic decompression 

• Relieve Pericardial Tampanade 

o Insert a 16 gauge angiocath for pericardial decompression 

 

 

Utilization Management Criteria 

 

Staffing Plan 

 

Use of Clinical Best Practice Pathways 

Continuous integrated triage is a rapid, scalable triage method applicable to any acute 

care setting and is of significant value during disaster and mass casualty situations.  

When instituted as part of the daily routine in emergency departments and throughout the 

hospital, all healthcare providers learn to use it correctly and efficiently.  It is just as 

valuable a tool and skill when used alone or in conjunction with other triage systems.   

 

Continuous Integrated Triage incorporates five operating principles: 

• Triage is as straightforward, rule-based process that only requires of anyone given 

that role the ability to perform these simple tasks - communicate, ask pre-defined 

questions, count respirations, take a pulse and follow instructions 

• Each healthcare provider completes an updated triage as part of every care encounter 

as the patient moves through the healthcare environment 

• Medical and Behavioral Health triage are addressed at the same time 

• Resource-Based and Absolute Triage Exclusion Criteria are integrated into the triage 

criteria 

• “Expectant” treatment areas are part of the triage and care process for both medical 

and behavioral health patients 

 

 

Department Goals and Objectives 

1. Provide rapid, recurring mass casualty triage in a progressive and integrated 

framework that is scalable for both daily use and surge events 

2. Provide simultaneous medical and disaster behavioral health triage in a repeating and 

consistent fashion  

3. Provide ethical, resource-based, decision-making criteria for the placement of patients 

in the “Expectant of Resources” treatment category when patient surge exceeds surge 

capacity and/or surge capability 
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4. Provide ethical, resource-based, decision-making criteria for the exclusion from care 

when patient surge exceeds surge capacity and/or surge capability 

 

Key Performance Indicators 

 

Key Activation Indicators 

Activation of the Hospital Disaster Plan or Surge Plan 

 

Key Deactivation Indicators 

Deactivation of the Hospital Disaster Plan or Surge Plan 
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HOSPTIAL-BASED SUPPORT CENTER - Scope of Operations 

 

Approvals: ____________________________________ 

 

 

Purpose:  

15. Increase Surge Capacity by providing a location separate and apart from the intense 

environment of emergency treatment areas for the provision of disaster behavioral health 

services, while maintaining medical surveillance against evolving medical conditions. 

16. Increase Patient Flow during surge events by providing a separate area for the provision 

of discharge and follow-up instructions.  

 

General Statement: 

During disaster and mass casualty events, patients requiring disaster behavioral health 

services account for 80% of the patient surge and the remaining 20% present with a 

primary medical condition.  Of those presenting with a primary medical condition, 97% 

will have an evolving medical condition that may not be evident initially.  Such patients 

may appear to be “medically stable for discharge” but remain at risk.  Use of The 

Hospital-Based Support Center is a proven means of maintaining appropriate medical 

surveillance against subtle evolving medical complications, while also achieving the 

following goals: 

• reduced patient stress; 

• enhanced  non-pharmacologic calming; and  

• increased surge capacity. 

 

 

Specifics: 

 

Leadership: _________________________________________ 

 

Location: ________________________________ 

 

Competencies (minimum) 

 CPR certification 

 

Patients/Customers Served: 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring disaster 

behavioral health services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring 

psychological and/or psychiatric services 
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• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA awaiting discharge 

instructions and follow-up referrals 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital Based Support Center 

 

Scope and Complexity of Patients: 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring disaster 

behavioral health services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA requiring 

psychological and/or psychiatric services 

• Patients determined to be medically stable for discharge after an Emergency 

Medical Screening Examination (EMSE) under EMTALA awaiting discharge 

instructions and follow-up referrals 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital Based Support Center 

 

Overview of Service Delivery Process 

 

Summary 

During disaster and mass casualty events, patients requiring disaster 

behavioral health services account for 80% of the patient surge and the 

remaining 20% present with a primary medical condition.  Of those presenting 

with a primary medical condition, 97% will have an evolving medical 

condition that may not be evident initially.  Such patients may appear to be 

“medically stable for discharge” but remain at risk.  Use of The Hospital-

Based Support Center is a proven means of maintaining appropriate medical 

surveillance against subtle evolving medical complications, while also 

achieving the following goals: 

• reduced patient stress; 

• enhanced  non-pharmacologic calming; and  

• increased surge capacity. 

 

Goal 

1. Increase Surge Capacity by providing a location separate and apart from 

the intense environment of emergency treatment areas for the provision of 

disaster behavioral health services, while maintaining medical surveillance 

against evolving medical conditions. 

2. Increase Patient Flow during surge events by providing a separate area for 

the provision of discharge and follow-up instructions.  
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Diagnostic Categories 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring disaster behavioral health services 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring psychological and/or psychiatric services 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

awaiting discharge instructions and follow-up referrals 

o Non-Patient Families and Visitors of patients under care and surveillance 

in the Hospital-Based Support Center 

 

Diagnosis and Triage Levels NOT Accepted 

o Patients requiring medical evaluation, treatment and/or stabilization. 

o Patients determined to not be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA. 

o Patients who become medically unstable before discharge from the 

hospital-based support center. 

o Non-Patient Family and Visitors for patients not under care and 

surveillance in the Hospital Based Support Center. 

 

 

Interventions that may be performed 

 Safety Function Action (SFA) 

 Psychological First Aid (PFA) 

 Critical Incident Stress Management (CISM) 

 Cognitive Behavioral Therapy (CBT) 

 CPR 

 ACLS 

 

Interventions NOT permitted 

Medical Procedures or Medical Evaluations other than those immediately 

necessary to sustain life 

 

Staffing 

 Registration 

 Credentialed Disaster Behavioral Health Volunteers 

 Nursing 

 Social Worker 
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 Psychologist 

 Psychiatry 

 

Departments which support the Hospital Based Support Center 

Registration 

Security 

Nursing 

Medical Staff 

Social Work 

Medical Records 

Information Technology 

Dietary 

Volunteer Services 

Maintenance/Physical Plant 

Housekeeping 

Administration 

  

Assessment Methods and Treatment Approaches: 

Disaster Behavioral Health services 

Safety, Function, Action SFA) – Beyond Psychological First Aid 

Psychological First Aid (PFA) 

Critical Incident Stress Management (CISM) 

Cognitive Behavioral Therapy (CBT) 

 

Utilization Management Criteria 

 

Staffing Plan 

 

Use of Clinical Best Practice Pathways 

Trained and credentialed Disaster Behavioral Health personnel will provide 

primary behavioral health services 

 

Department Goals and Objectives 

1. Increase Surge Capacity by providing a location separate and apart from the 

intense environment of emergency treatment areas for the provision of disaster 

behavioral health services, while maintaining medical surveillance against 

evolving medical conditions. 

2. Increase Patient Flow during surge events by providing a separate area for the 

provision of discharge and follow-up instructions. 

 

Key Performance Indicators 

 

Key Activation Indicators 
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Activation of the Hospital Disaster Plan or Surge Plan 

 

Key Deactivation Indicators 

Deactivation of the Hospital Disaster Plan or Surge Plan 
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FAMILY CENTER - Scope of Operations 

 

Approvals: ____________________________________ 

 

 

Purpose:  

17. Increase Surge Capacity by providing a separate and emotionally comforting location for 

the dissemination of information to patient families, visitors and citizens searching for 

missing loved ones. 

18. Provide a location outside the security and decontamination envelope of the hospital 

during a disaster or mass casualty incident in which disaster behavioral health services 

are made available to patient families, visitors and citizens searching for missing loved 

ones. 

 

General Statement: 

During disaster and mass casualty events, patient families, visitors and citizens searching 

for missing loved ones make up over 50% of the total event surge. The Family Center is a 

proven means of maintaining the open flow of information in a HIPAA compliant fashion 

and achieving the following goals: 

• reduced family, visitor and community stress; 

• enhanced non-pharmacologic calming; and  

• increased surge capacity. 

 

Specifics: 

 

Leadership: _________________________________________ 

 

Location: ________________________________ 

 

Competencies (minimum) 

 CPR certification 

 

Customers Served: 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital or Emergency Room 

• Citizens Searching for Missing Loved Ones 

 

Scope and Complexity of Customers: 

• Non-Patient Families and Visitors of patients under care and surveillance in the 

Hospital or Emergency Room  

• Citizens Searching for Missing Loved Ones 
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Overview of Service Delivery Process 

 

Summary 

During disaster and mass casualty events, patient families, visitors and 

citizens searching for missing loved ones make up over 50% of the total event 

surge. The Family Center is a proven means of maintaining the open flow of 

information in a HIPAA compliant fashion and achieving the following 

goals: 

• reduced family, visitor and community stress; 

• enhanced non-pharmacologic calming; and  

• increased surge capacity. 

 

Goal 

1. Increase Surge Capacity by providing a separate and emotionally 

comforting location for the dissemination of information to patient 

families, visitors and citizens searching for missing loved ones. 

2. Provide a location outside the security and decontamination envelope of 

the hospital during a disaster or mass casualty incident in which disaster 

behavioral health services are made available to patient families, visitors 

and citizens searching for missing loved ones. 

 

 

Diagnostic Categories 

o Non-Patient Families and Visitors of patients under care and surveillance 

in the Hospital or Emergency Room 

o Citizens Searching for Missing Loved Ones 

 

Diagnosis and Triage Levels NOT Accepted 

o Patients requiring medical evaluation, treatment and/or stabilization. 

o Patients determined to not be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA. 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring disaster behavioral health services. 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

requiring psychological and/or psychiatric services. 

o Patients determined to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

awaiting discharge instructions and follow-up referrals. 

o Patients determined to not be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA. 
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o Patients who become medically unstable before discharge from the 

hospital or emergency room. 

 

 

Interventions that may be performed 

 Safety Function Action (SFA) 

 Critical Incident Stress Management (CISM) 

CPR 

 

Interventions NOT permitted 

Medical Procedures or Medical Evaluations other than those immediately 

necessary to sustain life 

Psychological Interventions or Evaluations other than SFA or CISM   

Psychiatric Interventions or Evaluations 

 

Staffing 

 Registration 

 Community Disaster Behavioral Health Volunteer 

 Red Cross Volunteer 

 Social Worker 

 Security 

 

Departments which support the Hospital Based Support Center 

Registration 

Security 

Social Work 

Medical Records 

Information Technology 

Dietary 

Volunteer Services 

Maintenance/Physical Plant 

Housekeeping 

Administration 

 

Assessment Methods and Treatment Approaches: 

Disaster Behavioral Health services 

 

Utilization Management Criteria 

 

Staffing Plan 

 

Use of Clinical Best Practice Pathways 
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Trained Disaster Behavioral Health personnel will provide primary behavioral 

health services 

 

Department Goals and Objectives  

1. Increase Surge Capacity by providing a separate and emotionally comforting 

location for the dissemination of information to patient families, visitors and 

citizens searching for missing loved ones. 

2. Provide a location outside the security and decontamination envelope of the 

hospital during a disaster or mass casualty incident in which disaster behavioral 

health services are made available to patient families, visitors and citizens 

searching for missing loved ones. 

 

 

 

Key Performance Indicators 

 

Key Activation Indicators 

Activation of the Hospital Disaster Plan or Surge Plan 

 

Key Deactivation Indicators 

Deactivation of the Hospital Disaster Plan or Surge Plan 
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Psychological First Aid (PFA)  

 

Scope of Operations 

 

Approvals: ____________________________________ 

 

 

Purpose: 

Provide emotional calming, support, and referral to disaster behavioral health services to the 

following populations: 

19. Survivors of a disaster or mass casualty incident; 

20. Patients in any care environment; 

21. Patient families and/or visitors in any care environment; 

22. Those searching for survivors of a disaster or mass casualty incident; and  

23. Families and/or visitors of survivors of a disaster or mass casualty incident. 

 

General Statement: 

Psychological First Aid is a proven means of making first contact and comfort for those 

requiring emotional calming and support.  

 

Specifics: 

 

Leadership: _________________________________________ 

 

Location: ________________________________ 

 

Competencies (minimum) 

 Psychological First Aid (PFA) 

 

Patients/Customers Served: 

• Patients in any care setting who require emotional calming and support. 

• Patient families and/or visitors in any care setting who require emotional calming 

and support. 

• Disaster survivors in any care setting who require emotional calming and support. 

• Families and/or visitors of disaster survivors in any care setting who require 

emotional calming and support. 

• Citizens searching for missing loved ones from a disaster or mass casualty event 

in need of emotional calming and support. 
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Scope and Complexity of Patients: 

• Patients in any care setting who require emotional calming and support. 

• Patient families and/or visitors in any care setting who require emotional calming 

and support. 

• Disaster survivors in any care setting who require emotional calming and support. 

• Families and/or visitors of disaster survivors in any care setting who require 

emotional calming and support. 

• Citizens searching for missing loved ones from a disaster or mass casualty event 

in need of emotional calming and support. 

 

Overview of Service Delivery Process 

 

Summary 

Psychological First Aid is a proven means of making first contact and comfort 

for those requiring emotional calming and support.  

 

 

Goal 

Provide emotional calming, support, and referral to disaster behavioral health 

services to the following populations: 

1. Survivors of a disaster or mass casualty incident; 

2. Patients in any care environment; 

3. Patient families and/or visitors in any care environment; 

4. Those searching for survivors of a disaster or mass casualty incident; and  

5. Families and/or visitors of survivors of a disaster or mass casualty 

incident. 

 

 

Diagnostic Categories 

o Patients in any care setting who require emotional calming and support. 

o Patient families and/or visitors in any care setting who require emotional 

calming and support. 

o Disaster survivors in any care setting who require emotional calming and 

support. 

o Families and/or visitors of disaster survivors in any care setting who 

require emotional calming and support. 

o Citizens searching for missing loved ones from a disaster or mass casualty 

event in need of emotional calming and support. 
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Diagnosis’s and Triage Levels NOT Accepted 

o Patients determined not to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

o Patients who become medically unstable before discharge from the 

hospital based support center 

o Non-Patient Families and Visitors for patients not under care and 

surveillance in the Hospital Based Support Center 

 

 

Personnel who may perform Psychological First Aid 

• Trained Volunteers 

• Trained Clinical Hospital Staff 

• Trained Non-Clinical Hospital Staff 

• Trained Nurses 

• Trained Physicians 

• Trained Behavioral Healthcare Workers 

 

Locations where Psychological First Aid may be performed 

• Any care setting 

 

Assessment Methods and Treatment Approaches: 

Psychological First Aid 

 

Utilization Management Criteria 

 

 

Use of Clinical Best Practice Pathways 

Psychological First Aid will be a method for the provision of primary client 

comfort.  

 

 

Key Performance Indicators 
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Critical Incident Stress Management (CISM)  

 

Scope of Operations 

 

Approvals: ____________________________________ 

 

 

Purpose:  

Provide emotional calming, support, and referral to disaster behavioral health services to the 

following populations: 

24. Survivors of a disaster or mass casualty incident; 

25. Patients in any care environment; 

26. Patient families and/or visitors in any care environment; 

27. Those searching for survivors of a disaster or mass casualty incident; and  

28. Families and/or visitors of survivors of a disaster or mass casualty incident. 

 

General Statement: 

Critical Incident Stress Management is an intervention protocol developed specifically 

for dealing with traumatic events.  It is a formal, highly structured and professionally 

recognized process for helping those involved in a critical incident to share their 

experiences, vent emotions, learn about stress reactions and symptoms and given referrals 

for further help if required. It is not psychotherapy.  It is a confidential, voluntary and 

educative process.  

 

Specifics: 

 

Leadership: _________________________________________ 

 

Location: ________________________________ 

 

Competencies (minimum) 

 Critical Incident Stress Management (CISM) – Individual and Group 

 

Patients/Customers Served: 

• Patients in any care setting who require emotional calming and support. 

• Patient families and/or visitors in any care setting who require emotional calming 

and support. 

• Disaster survivors in any care setting who require emotional calming and support. 

• Families and/or visitors of disaster survivors in any care setting who require 

emotional calming and support. 

• Citizens searching for missing loved ones from a disaster or mass casualty event 

in need of emotional calming and support. 
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Copyright MMIX – All Rights Reserved 
High Alert Institute, Inc  863-696-8090  info@HighAlertInstitute.org 

Scope and Complexity of Patients: 

• Patients in any care setting who require emotional calming and support. 

• Patient families and/or visitors in any care setting who require emotional calming 

and support. 

• Disaster survivors in any care setting who require emotional calming and support. 

• Families and/or visitors of disaster survivors in any care setting who require 

emotional calming and support. 

• Citizens searching for missing loved ones from a disaster or mass casualty event 

in need of emotional calming and support. 

 

Overview of Service Delivery Process 

 

Summary 

Critical Incident Stress Management is an intervention protocol developed 

specifically for dealing with traumatic events.  It is a formal, highly structured 

and professionally recognized process for helping those involved in a critical 

incident to share their experiences, vent emotions, learn about stress reactions 

and symptoms and given referrals for further help if required. It is not 

psychotherapy.  It is a confidential, voluntary and educative process. 

 

Goal 

Provide emotional calming, support, and referral to disaster behavioral health 

services to the following populations: 

1. Survivors of a disaster or mass casualty incident; 

2. Patients in any care environment; 

3. Patient families and/or visitors in any care environment; 

4. Those searching for survivors of a disaster or mass casualty incident; and  

5. Families and/or visitors of survivors of a disaster or mass casualty 

incident. 

 

Diagnostic Categories 

o Patients in any care setting who require emotional calming and support 

o Patient families and/or visitors in any care setting who require emotional 

calming and support 

o Disaster survivors in any care setting who require emotional calming and 

support 

o Families and/or visitors of disaster survivors in any care setting who 

require emotional calming and support 

o Citizens searching for missing loved ones from a disaster or mass casualty 

event in need of emotional calming and support 

 



 

Copyright MMIX – All Rights Reserved 
High Alert Institute, Inc  863-696-8090  info@HighAlertInstitute.org 

Diagnosis and Triage Levels NOT Accepted 

o Patients determined not to be medically stable for discharge after an 

Emergency Medical Screening Examination (EMSE) under EMTALA 

o Patients who become medically unstable before discharge from the 

hospital based support center 

o Non-Patient Families and Visitors for patients not under care and 

surveillance in the Hospital-Based Support Center 

 

 

Personnel who may perform Critical Incident Stress Management 

• Trained Volunteers 

• Trained Clinical Hospital Staff 

• Trained Non-Clinical Hospital Staff 

• Trained Nurses 

• Trained Physicians 

• Trained Behavioral Healthcare Workers 

 

Locations where Critical Incident Stress Management may be performed 

• Any care setting 

 

Assessment Methods and Treatment Approaches: 

Critical Incident Stress Management  

 

Utilization Management Criteria 

 

 

Use of Clinical Best Practice Pathways 

Critical Incident Stress Management will be a method for the provision of primary 

client comfort.   

 

 

Key Performance Indicators 

 

 

  

 


