COMMENTARY

Needed: A National Program for
Disaster Medical Preparedness

Lea V. Bosner,* Larry S, Jordant

While the United States has remained relatively unscathed by true mass
casualty disasters, such incidents have taken place in other countries, and

have clearly shown how extreme loss of life can suddenly occur in modern
society. This paper examines the need for a federal medical disaster
program in the United States, reviews some of the federal activities in this
area over the past decade, and outlines recommended directions for the

future. [PSECD 15011160 164]

During the past few years, the United Slates has
recelved numerous lessons and warnings re-

e garding disaster preparedness, While the US
has remained relatively unscathed, major disasters,
trom carthquakes to nuclear accidents, have taken
place in Latin America, the 1 5.5.R , and elsewhere.
These incidents have clearly shown how extreme
loss of life can suddenly occur in modern society
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Moreover, in many cases it appears that lives have
been placed at risk or even needlessly lost because
of a lack of preparedness [1-4].

The mass casualty response problem is qualita-
tively different from most U.S. disaster experience
Most disasters in the 1.5, including Hurricane Tugo
and the Loma Pricta carthquake, have entailed prop-
erty damage, dislocation, and some deaths and in-
juries, but not overwhelmingly large numbers of
serious but treatable injuries. In a major earthquake
or other disaster, however, the U.S. might find itself
suddenly confronted with a mass casualty situation,

If a large-scale disaster causing mass casualties
were to occur in the U5, time-sensitive needs would
come inte play Feople whose homes had been
damaged could wait in temporary shelter for days
or evenl weeks for repair ov replacement of their
houses Seriously injured people could not wait; they



wounld have to be located and oxtricated (1f neces-
sarv) and would need to receive appropriatc medical
treatment by a certain time, usually measured in
minutes and hours,

It is simply not sufficient for the U5 to have
enough emergency medical resources for such an
event, The resources must also be prepared, orga-
nized, and accessible enough to be deploved quickly
and effectively, or they are of little value in saving
lives.

Planning on this scale requites national leadership
and coordination Medical and alhed professionals
throughout the U.S. are supportive of disaster plan-
ning and will participate in efforts to improve i, but
several conditions must be met

First, the federal government must take the lead.
Emergency preparedness is a national concern, and
no single jurisdiction will continue to spend its re-
siurces to resolve a problem for the L5 Second,
the effort must be professionally credible, Although
federal leadership is needed, no true professional
will support a plan that he or she docs not believe
in, simply because a federal official says that this is
the federal plan. Finally, the eftort must interface
with existing emergency preparedness programs.

The federal government must restructure and re-
organize its medical disaster planning to make real-
istic and effective use of existing resources if lives
are to be saved in a mass casualty situation. Unfor-
tunately, this is nat likely to happen until political
pressure forces the government 10 do st

HISTORY

During the early 1980s, the federal government
began taking definitive steps to address the mass
casualty preparedness problem at two levels: im-
proved federal response, and improved state and
local response.

At the federal response level, the government
began working to develop the Nalional Phsaster
Medical Systemn (NDMS) [3] This system would be
a national network of 100,000 hospital beds and
450 Disaster Medical Assistance Teams (DMATs)
poised to provide a coordinated federal response to
either a catastrophic natural disaster, such as a mas-
sive earthquake, or large numbers of military casu-
alties returning from an overseas conventional con-
flict.

The federal government also undertoek a project
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to improve the capability of state and local emer-
gency medical resoutces to function as effectively as
possible on theit own during the minutes, hours, or
davs following a disasicy [6.7]

Both of these efforts got oft to promising slarts.
NDMS was developed by the LS Public Health
Service (PHS) along wilh the Department of De-
fense, the Veterans Administration, and the Federal
Emergency Management Agency {(FEMA) NDM3
was generally well received atound the country,
although some guestioned how well it was being
coordinated with existing emergency medical serv
ices (EMS) and disaster response systems

The effort to improve state and local capabilities
was also well received. From 1983 to 1988, FEMA
either sponsored or cosponsored move than a half-
dirzen national workshops whose invited attendees
included, among others, representatives from the
American College of Emergency Physicians, the
American Hospital Association, the American Red
Cross, the Emergency Murses Association, the [nter-
natiomal Association of Fire Chiefs, the National
Association of EMS Physicians, the National Asso-
clatiom of EMTs, and the National Association of
State EMS Directors as well as represeniatives from
FEMA, the Department of Defense, the U 5. Public
Health Service, and the Veterans Administration
These workshops brought together leading EMS
expetts to advise on the direction to be taken.! On
the basis of that advice, FEMA undertook ambitious
projects to improve both prehospital and in-hospital
responses o mass casualty incidents (MCls) [6,7].
and the FEMA Director promised to set up an office
in FEMA exclusively responsible for EMS programs.
(Staterment made on January 8, 1987, by FEMA
Director Julius W Becton, Jr, at a FEMA-sponsored
EMS workshop at the National Emergency Training
Conter, Emmitsburg, Maryland and cited in a
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follow-ugp Ietter to General Becton from Ms. Susan
D. McHenry, Director, Division of Emergency Med-
ical Services, Virginia Department of Health, Rich-
mond, VA

PROBLEMS DEVELOP

In spite of these early steps, both NDMS and the
FEMA inifiatives had begun lo falter by the late
1980s. By 1983, after tive vears of effort, scarcely
two dozen of the projected 430 DMATs had been
organized, and the readiness of some of these was
gquestionable.  Although NDMS  had  cnrolled
100,000 hospital beds, they had followed up with
little or no training for hospital personnel. Increas-
ingly, questions were being raised about the value
of NDMS exercises for hospitals and about the state
of federal disaster medical preparedness [8,9].

In 1987, FEMA terminated its prehospital and in-
hospital projects. On June 30, 1987, FEMA's EMS
project officer was reassigned to other duties. After
that date, FEMA no longer participated in activities
on the Committee on National Voluntary EMS
Standards, which, with support from FEMA, had
been developing a national standard for prehospital
response to mass casualty incidents. A parallel effort
to develop national guidelines for hospital disaster
planning was discontinued, and funds allocated to
that project were reprogrammed by FEMA, Aclion
was also suspended on other recommendations
FEMA had received, and the director’s commilment
to a single office responsible for EMS in FEMA was
never {ulfilled. At a FEMA-sponsored workshop in
1984, a number of state EMS directors voiced their
concerns about FEMA's cutback on EMS activities
{letber to FEMA Director Becton, March 22, 1988,
from Larry Jordan, President, National Association
of Btate EMS Directors). After that, FEMA convened
no further workshops of state EMS directors,

At first, these actions went largely unnoticed out-
side of the emergency preparedness community, but
in 1989, Hurricane Hugo and the Loma Prieta earth-
quake abruptly reminded Americans of their vul-
nerability to nature. FEMA's problems in organizing
its own disaster response suddenly exposed FEMA
to very negative publicity [10-15]

[n 1991, the United States became engaged in a
war in the Middle East Medical personnel from
across the country offered to help NDMS receive
and treat retwning wounded. In numerous cases,
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their offers of help were rebulfed, and many wheo
already belonged to NDMS suddenly found that
there was a complete lack of planning {16,17).

In all cases, Americans were extremely lucky:
Humricane Hugo caused widespread property dam-
age, but little loss of life; the Loma Pricta earthquake
did not demolish major urban centers, but was cen-
tered mainly in rural areas; and the war in the
Middle Fast produced an astonishingly low number
of American casualties,

Despite this good fortune, the lesson was clear:
the crises had come and neither FEMA nor NI2MS
had been ready.

A MNEED} FOR IMPROVEMENT

Aftet the hurricane and the earthquake, the fed-
eral government performed a number of internal
audits of its operations [18]. One report daimed that
federal disaster response resources were quickly ex-
hausted (unpublished report prepared for the FEMA
Advisory Board during the fall of 1989). Lpon ex
amination, however, this conclusion appears incom-
plete or, worse, inaccurate, At the height of these
disasters, the United States had “enough” emergency
personnel,  supplies, and equipment scattered
throughout the country; what was lacking was a
system with the ability to get at, organize and mo-
bilize them.

This is a crucial poini— the U5 never had a
shortfall of resources. We had a shortfall of wanage-
ment capability to wse resourees.’

This management shortfall is a svmptom of the
unwillingness of key federal officials to work in
partmership with the emergency medical commu-
nity, For example, FEMA invited top EMS and emer-
gency preparedriess experls to disaster medical
workshops every year from 1283 through 1988, but
then generally disregarded the recommendations
coming from those workshops. NIDMS leadership
has convened a number of meetings of its NDMS
Advisory Board, but there is little evidence that the
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Board has had significant impact on the divection of
NDMS, Instead, NDMS leadership has tried to
superimpose a single cenirally designed model on
the LS. while ignoring numerous alternative models
in existence.

One reason for FEMA's failure to work closely
with the EMS community can be traced to the
precccupation of FEMA leadership with nuclear civil
defense. Another factor is the top-down manage-
ment style endemic in all federal bureaucracies A
third factor is the absence of leadership on this 1ss5ue
of disaster preparedness. There is simply no top
federal official today demanding that we have effec-
tive disaster medical programs.

A NETWORKING APPROACH

Traditionally, federal agencies have approached
problems within their purview by establishing and
operating federally funded programs. Do veterans
need health care? The government will build hos-
pitals, Do the poor need better housing? The gov-
ernment will build public housing. For two reasons,
this approach is not likely to address the problemn at
hand. First, neither the political nor the economic
climate in the U.S, at this time is conducive to the
establishment of large, new federal programs,

Second, and more significantly, the large scale
federally funded program approach may not be
appropriate to this problem for the simple reason
that the problem is not mainly a lack of resources;
it #s a lack of organization.

The government's most effective approach to the
problem of improving disaster medical preparedness
would be a coordinating approach, That is, the
government needs to recognize that the country
abounds in EMS5 and other disastcr vesponse re-
sources. There is no need o superimpose new fed-
eral organizations on top of these many exsting
ones. What is needed is organization and coordina-
tion of these resources so that they can be made
available and mobilized quickly in a national disas-
ter. These Tesources must have training and infor-
mation so that they can operate gquickly and eliec-
tively in a local or regional disaster, Unfortunately,
the emergency wanagemen! community has ex-
pended much of its energy in the battle of nuclear
civil defense as opposed to natural disaster prepar
edness, and the emergency medical community has

i Hsaslor Medical Preparedness

not yet focused its pressure on the issue of cmer-
goenoy preparedness. Programs do not get developed
without political pressure behind them.

RECOMMENDATIONS FOR ACTION

The federal government needs to reexamine the
question of disaster medical preparedness in the
United States and, to the extent warranted by that
assessment, coordinate existing programs for maxi-
mum effectiveness, and develop and implement a
comprehensive program to supplant the piecemeal
{and somewhat ineffective) efforts that have been
under way up to now

TProjecis could be instituted under such a compre-
hensive program at little cost, and numerous ideas
have already been suggested  Many of the recom-
mendations from the EMS workshops FEMA held
from 1983 to 1988 are stll valid, Recommendations
have been made to develop training and technical
assistance programs on mass casualty response plan-
ning; to develop national models or standards for
prehospital and in-hospital disaster response; fo
raise the overall quality of NDMS; and to make
better use of the Federal Interagency Committes on
EMS. FEMA should review and act on these rec-
ommendations, FEMA should also address the many
other recommendations for action that have come
from the emergency medicine and EMS commumi-
ties and have been published in various journals
over the past few years [19-23],

We have developed very specific recommenda-
tioms for action, both for FEMA and for NDMS [24]
These program-specific recommendations inchude:

1 Improving coovdinahion betiveen state EMS offices
amd sfafe civll defense offices by sponsoning issies
discussion meetings, developing impoved emer-
gency communications plans, and reviewing FE-
MA's training cutricola for inclusion of EMS s
ASUCE.

2 lmproving federal EMS program coordimahon by
shengthering the Federal Intexagency Conumnittes
on EMS {which FEMA chairs).

3 Thoroughly evaltuating and, if necessary, redivecting
NDAS thiough a complete systerns analysis and
necds assessment 1o ensure that NDMS will woik
if needed

4 Developing ¢ federal-level EMS information clear
ighonse to ensure development of, access to, arnd
optmum use of information on ways to improve
emergency and disaster medical services,
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CONCLUSION

: The population of the U5 is at risk from major
disasters that could cause deaths and injuries on a
large scale. EMS resources ave plentiful but are not
organized in such a way as to be quickly accessible
or usable in a disaster

The federal government has & unique opportunity
te significantly enhance the EMS component of
national emergency preparedness, and thus the pro-
tection of the U.5. population, through a building-
biock program aimed at the EMS community. Such
an approach, targeted specificaily al state and local
level programs, should also complement efforts to
strengthen the NDMS

Numeroas individuals and organizations are will-
ing to work with the government voluntarily to help
coordinate EMS programs nationally. By working
with these volunteers, the government can develop
training, guidance, information resources, and other
program elements at a moderate cost with the as-
surance that they will be accepted and utilized of-
fectively,

Timing is critical. On the one hand, the willing
ness of outside groups to work with the government
presents an opportunity that coincides with the
emergence of EMS as & profession, the growth of
leadership in the nonfederal EMS sectors over the
past decade, and the heightened awareness of our
society's vuinerability to toxic materials accidents,
earthquakes, and other such hazards On the other
hand, the likelihood of a major disaster occurring in
the U S, increases with time. Because of this conflu-
ence of timing and enthusiasm, and because the
success of this idea depends on the volunlary co-
operation of nongovernment personnel, the gavern-
ment should act now to evaluate and, as appropriate,
implement these recommendations. H S
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