
AAbbssttrraacctt
Background: Although the Joint Commission on

Accreditation of Healthcare Organizations (JCAHO)
requires healthcare organizations to demonstrate dis-
aster preparedness through the use of disaster exer-
cises, the evaluation of pediatric preparations is often
lacking. Our investigation identified, described, and
assessed pediatric victim involvement in healthcare
organizations’ disaster drills and exercises using data
from after-action reports.

Methods: Following the IRB approval, the authors
reviewed the after-action reports generated by health-
care organizations after a disaster drill and exercise,
as a self-assessed reporting tool for JCAHO regula-
tions. Forty-nine of these reports that were voluntarily
supplied to the emergency medical services agency
were collected. The authors analyzed the data using
quantitative and qualitative analytic approaches.

Results: Only nine reports suggested pediatric
involvement. Hospitals with large bed capacity (M �

465.6) tended to include children in exercises compared
with smaller facilities (M � 350.8). Qualitative content
analysis revealed themes such as lack of parent–child
identification and family reunification systems, ineffec-
tive communication strategies, lack of pediatric
resources and specific training, and unfamiliarity with
altering standards of pediatric care during a disaster.

Conclusions: Although many organizations are
performing disaster exercises, most are not including
pediatric concerns. Further work is needed to under-
stand the basis for this gap in emergency preparedness.

Overall, pediatric emergency planning should be a
high priority for this vulnerable population.

Key words: pediatric population, drills, emergency,
disaster preparedness, after-action reports

IInnttrroodduuccttiioonn
Communities throughout the United States and

abroad have experienced large-scale emergencies and
disasters in the recent years including the terrorist
attacks, hurricanes, and statewide power outages.These
events have significantly impacted children who may
require urgent medical and mental health attention.1,2

Hospitals should be prepared to respond appropriately
to children whose care requires skilled personnel, equip-
ment, and algorithms specific to their needs. Young chil-
dren are particularly vulnerable during disasters and
terrorism because they have smaller bodies, increased
respiratory rate, more permeable skin, and greater sur-
face area-to-mass ratio.3 They also lack the cognitive
and physical ability to recognize threats and protect
themselves in dangerous situations.4

Current knowledge on hospital-based pediatric
disaster management suggests that infrastructure,
planning, and implementation of disaster plans
are inadequate. Only 13.3 percent of prehospital
Emergency Medical Services (EMS) in the United
States have written pediatric-specific emergency
plans,4 while only 6 percent of hospital emergency
departments had all recommended pediatric supplies
and equipments.5 Hospitals in NY do not have ade-
quate number of beds to accommodate a surge of 500
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new pediatric victims for every one million population
during mass casualty events.6 Moreover, prehospital
and hospital organizations (healthcare organizations)
rarely incorporate pediatric victims in their emer-
gency drills and exercises.4,7,8

In addition to these inadequacies in infrastruc-
ture, pediatric care competency in responding to
children during disasters is a cause of concern. For
instance, pediatricians in the tri-state area of NY, NJ,
and CT perceived that their training had not prepared
them for the environmental health and bioterrorism-
related demands of the terrorist attack in NY City.2

Physicians and nurses also reported significantly
lower level of preparedness to care for children than
for adults in terrorism-related mass casualties.9 In a
survey of pediatric surgeons, only 24 percent per-
ceived “definitely” prepared to respond to a disaster
and 74 percent stated that more training is needed.10

Pediatric emergency staffs are also inadequately
trained in specialized triage methods, stabilization
and treatment of pediatric victims, and family reunifi-
cation procedures.7,8

Hospital disaster planners typically test disaster
management capabilities by using exercises, func-
tional- and full-scale disaster scenarios, simulations,
and tabletop exercises.11 Planners use exercises to
assess their ability to execute contingency plans;
increase knowledge about disaster response proce-
dures; train staff on disaster roles and responsibili-
ties; test acquired knowledge and skills; and identify
weaknesses and resource gaps—thereby improving
emergency management systems.11-13 However, hospi-
tals rarely address pediatric needs during drills and
simulations, despite recommendations to include the
children.3 Thus, the medical and emergency prepared-
ness community lack knowledge of pediatric issues
and challenges potentially encountered in exercises
specific to the population, and the ability to identify
needs and areas of improvement for pediatric care in
disaster situations. We hypothesize that there is lim-
ited pediatric preparedness activities in an estab-
lished regional disaster resource network. We will test
this hypothesis by performing an exploratory study to
assess pediatric emergency exercises in a large urban
county and identify the characteristics of healthcare

organizations that have involved pediatric population
in their emergency operations plan. We will also deter-
mine the issues and concerns in dealing with children
as illustrated in healthcare organizations emergency
and disaster drills.

MMaatteerriiaallss  aanndd  mmeetthhooddss

AAfftteerr--aaccttiioonn  rreeppoorrttss
The Joint Commission on Accreditation of

Healthcare Organizations (JCAHO) is a governing
body that focuses on the “provision of health care
accreditation and related services that support per-
formance improvement” (http://www.jointcommission.
org/AboutUs/Fact_Sheets/joint_commission_facts.htm).
Emergency management systems in hospitals are part
of their oversight. JCAHO requires healthcare organi-
zations to develop and maintain emergency operations
plan, and to test this plan at minimum twice per year
using exercises and drills.14 During these activities,
healthcare organizations must monitor core compo-
nents, including: event notification and communica-
tion strategies, resource mobilization and allocation,
and patient management (see Table 1). These stan-
dards are evaluated, including strengths and weak-
nesses, areas of improvement and corrective action
plans. Healthcare organizations document perform-
ance and outcomes in after-action reports (AARs), the
primary data source for the current study.

The AARs collected in this study are completed by
for-profit (investor) and not-for-profit (government,
state university, non-profit) healthcare organizations
in a large urban county, and are submitted via mail or
electronic mail to the local emergency medical services
agency.Without a formal evaluation process, the emer-
gency medical services staff reviews the reports to
gain insights on how healthcare organizations are
conducting drills and exercises. When requested, the
emergency medical services may also communicate
recommendations based on the drill performance of
healthcare organizations that submit AARs through
an informal process. Submission of reports to emer-
gency medical services is not mandatory.

Because there is no standardization to JCAHO
reporting, healthcare organizations typically write
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evaluations in narrative form. When available, the fol-
lowing variables were identified from each report:
healthcare organization’s name, time and date of the
drill, and type of drill. Reports between 2006 and 2007
were utilized for analysis. The following data were
collected:

Type of drill: Drills may be classified as either
tabletop exercise, functional, or full-scale drills.15 A
tabletop exercise is a discussion-based exercise,
wherein participants address the issues in depth and
make decisions in a slow-paced, problem-solving man-
ner. In contrast, functional- and full-scale drills are
operations-based exercises intended to test and evalu-
ate an emergency response system.

Description of scenario: A description of the disas-
ter scenario is also available in the AARs. Emergency
and disaster types included natural (earthquake,
pandemic flu), intentional (bioterrorism, improvised
explosive device [IED]), unintentional (chemical spill),

and multiple scenarios (a combination of natural,
intentional, or unintentional).

Narrative description of problems and concerns:
Reports described in open-ended text format gives
the details of the problems and concerns encountered
during the drill.

HHoossppiittaall  aannnnuuaall  uuttiilliizzaattiioonn  ddaattaa
To describe the characteristics of each organiza-

tion, we collected data on hospital trauma designa-
tion, pediatric trauma designation, teaching hospital
status (teaching or non-teaching), control type (for-
profit or not-for-profit), total bed capacity, and pedi-
atric bed capacity from the 2006 Hospital Annual
Utilization Data from the Office of Statewide Health
Planning and Development in the state of CA.16

Prehospital agencies were tabulated under “Not appli-
cable/Unspecified” because these agencies do not have
the similar hospital characteristics.
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Table 1. JCAHO standards versus issues identified in AAR with pediatric involvement

JCAHO emergency management standards Issues identified in AAR with pediatric involvement

The hospital plans for managing the consequences 
of emergencies; and develops and maintains an 
Emergency Operations Plan.

Lack of protocol regarding mandating staff to stay at 
work; lack of plans and procedures on reunification 
and repatriation between pediatric patients and families.

The hospital establishes emergency notification 
and communication strategies

Ineffective event notification.

Lack of primary communication system, i.e., telephone contact list.

Ineffective communication between drill participants; and between
patients and triage staff.

The hospital establishes resource mobilization 
and allocation.

Lack of supplies and equipment, including pediatric supply cache.

Need for child-care provision for staff and tracking of staff dependents.

Need for traffic control in NICU.

Lack of “just in time” training for staff related to pediatric care.

Lack of pediatric specialists.

The hospital establishes patient management 
strategies.

Lack of patient tracking.

Need for mental health provisions for patients.

Others* Lack of knowledge on disaster response protocol/altered standard of care.

*Not a specific JCAHO standard.



DDaattaa  aannaallyyssiiss
Quantitative analysis. To test the differences

between the characteristics of healthcare organiza-
tions with or without pediatric involvement in disas-
ter exercises and drills, we conducted nonparametric
statistics, Fisher’s exact and Mann Whitney tests
for categorical variables and continuous variables,
respectively. For this analysis, prehospital agencies
were excluded (n � 5) because the characteristics
being compared applied only to the hospital agencies.

Qualitative analysis. The AARs were written in
narrative form; thus, qualitative approach using con-
tent analysis was used to assess and evaluate issues
pertaining to pediatric population in hospital drills.
AARs were reviewed independently by two of the
investigators. We coded themes according to JCAHO’s
core components to describe a logical comparison
between the standards and the AARs. When new cate-
gories surfaced, the two raters discussed whether to
add new or create subcategories. To measure inter
rater reliability, 10 percent of the coded texts were
randomly abstracted from the database and re-coded
by each rater independently. The Cohen’s Kappa was
then calculated to be 0.76.

We entered qualitative data into an Excel data-
base according to the themes identified, and organized
by type of drill performed. Reports with pediatric pop-
ulation involvement were separated and organized
into a separate database. In accordance with the focus
of this study, only the pediatric-specific data are
reported in the qualitative results.

RReessuullttss

QQuuaannttiittaattiivvee  ddaattaa
There were 34 organizations that submitted one

or more AARs between 2006 and 2007. Twenty-five
were hospitals, five public health agencies (eg EMS,
American Red Cross), and three unidentified organi-
zations. Of these, only eight healthcare organizations
included pediatric population in their exercises and
drills (Table 2). The hospitals tended to have a signifi-
cantly larger bed capacity (M � 465.6) compared with
those that did not include children in their disaster

drills (M � 350.8). Albeit statistically insignificant
(p � 0.60), healthcare organizations including chil-
dren in drills had more pediatric bed capacity than
those who did not indicate pediatric involvement.

Forty-nine AARs were collected from the 33 report-
ing healthcare organizations. Only nine exercises and
drills had pediatric involvement. Overall, functional
drills (n � 23, 46.9 percent) were more commonly con-
ducted followed by full-scale drills (n � 14, 28.6 percent)
and tabletop exercises (n � 12, 24.5 percent). Natural
disaster (n � 17, 36.2 percent) and intentional emer-
gencies (n � 15, 30.6 percent) were commonly utilized
scenarios in the exercises and drills examined in our
series (Table 3).

QQuuaalliittaattiivvee  ddaattaa
The following section reports the issues and con-

cerns described in the nine pediatric AARs. Most of the
AARs were generated by medical/surgical hospitals
with only one emanating from a public health agency.

Emergency operations plan. It is essential
that emergency plans comprehensively detail the
approaches to emergencies in the hospital and in
the surrounding community. Table 1 summarizes
the corresponding issues and concerns reported by
healthcare organizations and the JCAHO emergency
management standards.

In a tabletop exercise that incorporated children-at-
school as victims of a large-scale earthquake, the partic-
ipants demonstrated a lack of awareness in dealing
with the possibility that staff may want to leave work to
check on their family members. They expressed that
their agency did not have existing plan or policy that
would require staff to stay at work when they wanted to
leave in the event of an emergency or disaster.

Several other AARs revealed that written plans on
reunification and repatriation of family members are
missing. Two distinct tabletop exercises identified
their hospitals’ lack of plans for reunification and
repatriation of pediatric patients and family mem-
bers. In a multidisaster functional drill, one 12-year-
old victim came to the hospital with missing parents.
Although “attempts were being made to contact them
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Table 2. Characteristics of participating heathcare organizations

Agencies with no pediatric
involvement in AARs (n �� 26)

Agencies with pediatric
involvement in AARs (n �� 8) Total (N �� 34)

Trauma designation

Level I or II 4 (15.4 percent) 2 (25.0 percent) 6 (17.6 percent)

None 15 (57.7 percent) 5 (62.5 percent) 20 (58.8 percent)

Not applicable/unspecified* 7 (26.9 percent) 1 (12.5 percent) 8 (23.6 percent)

Pediatric trauma designation

Level I or II 2 (7.7 percent) 1 (12.5 percent) 3 (8.8 percent)

None 17 (65.4 percent) 6 (75.0 percent) 23 (67.6 percent)

Not applicable/Unspecified* 7 (26.9 percent) 1 (12.5 percent) 8 (23.6 percent)

Teaching hospital

Yes 2 (7.7 percent) 1 (12.5 percent) 3 (8.8 percent)

No 17 (65.4 percent) 6 (75.0 percent) 23 (67.6 percent)

Not applicable/Unspecified* 7 (26.9 percent) 1 (12.5 percent) 8 (23.6 percent)

Control Type

Not-for-profit 16 (61.6 percent) 7 (87.5 percent) 23 (67.6 percent)

For-profit 5 (19.2 percent) 1 (12.5 percent) 6 (17.6 percent)

Not applicable/Unspecified 5 (19.2 percent) 0 (0.0 percent) 5 (14.8 percent)

Hospital bed capacity†,‡

Mean 350.8 465.6 381.7

Standard deviation 298.5 67.9 260.7

Range 64-1395 369-570 64-1395

Pediatric bed capacity†

Mean 17.2 22.6 18.6

Standard deviation 34.4 13.4 29.9

Range 0-135 0-34 0-135

Reports with scores “Not applicable/Unspecified” were treated as missing values.
*Missing values not computed for Fisher’s Exact Test.
†Mann Whitney Test.
‡p � 0.05.



[family],” it was indicated that there was no written
protocol to contact family members.

Notification and communication. Notification
of the elements of the emergency and response meas-
ures is important. Likewise, communication systems
must be efficient and operational. In one AAR, a hospi-
tal identified the need to coordinate patient transfer
with the Neonatal Intensive Care Unit (NICU); how-
ever, communication involving the NICU appears to
be inefficient for several reasons. One, the hospital’s
emergency incident command center discovered that
the NICU failed to notify its bed availability. Two,
when a call was made, it was found that the telephone
extension lists were not available. Three, staff in the
department were not available at the time of the con-
tact and it was later discovered that personnel were
not notified about the drill. Other ancillary staff such
as the social worker was also unavailable to assist also
due to lack of awareness of the drill.

Another agency also expressed communication
concerns during an IED functional drill that included
five children. Although the hospital reported adequate
response in the aspect of decontaminating children,

communication, and coordination in the triage area
was reportedly disorganized.

“Some staff stated that the triage seemed
unorganized, with lack of direction, limited
interaction between patients and triage
team and between triage team members.
Communication between these groups is
an area of improvement.”

Resource mobilization and allocation.
Supplies and Equipment: Adult hospitals are expected
to care for pediatric patients in disaster and emer-
gency scenarios, and they should be equipped with
some pediatric supplies. Participants of one tabletop
exercise acknowledged that many adult patient hospi-
tals may lack pediatric supply caches (eg, Broselow
tapes). Some also commented that pediatric supplies
for sheltering staff family members might also be
required. Another report stated that children of hospi-
tal personnel may be housed in the pediatric care unit
and therefore, they would need items such as games,
diapers, pillows, and mats to lie on in the event of a
major disaster.
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Table 3. Characteristics of after-action reports (N �� 49)

AAR with no pediatric 
involvement (n �� 40)

AAR with pediatric 
involvement (n �� 9) Total (n �� 49)

Exercise/Drill type

Tabletop 9 (22.5 percent) 3 (33.3 percent) 12 (24.5 percent)

Functional 19 (47.5 percent) 4 (44.4 percent) 23 (46.9 percent)

Full scale 12 (30.0 percent) 2 (22.2 percent) 14 (28.6 percent)

Type of emergency

Natural 13 (32.5 percent) 4 (44.4 percent) 17 (36.2 percent)

Intentional 11 (27.5 percent) 4 (44.4 percent) 15 (30.6 percent)

Unintentional 5 (12.5 percent) 0 (0.0 percent) 5 (10.2 percent)

Multiple 4 (10.0 percent) 0 (0.0 percent) 4 (8.2 percent)

Unspecified 7 (17.5 percent) 1 (11.1 percent) 8 (16.3 percent)



Staff Support Activities: JCAHO stresses the
importance of providing staff family support. Some
reported a need for a child care and a tracking proce-
dure for staff dependents in dependent care units.

Safety and Security: One out of the nine AARs
with pediatric involvement addressed safety and secu-
rity concerns. Just one agency identified the need to
establish discharge parameters when discharging
children. The report states that,

“If there was a real [IED explosion], addi-
tional security to assist the traffic control
is needed where [we will be] discharging
NICU and nursery patients.”

Staff Functions: Staff at adult hospitals may
require on-site training for pediatric patients. One
agency reported that there is neither a plan for a “just
in time” training for staff related to pediatric care nor
a plan to alter staffing ratios in the event that addi-
tional pediatric clinicians are needed. Another hospi-
tal reported that the lack of training among staff was
apparent and many sites including established alter-
nate care sites. In a functional drill involving children
injured from a detonated bomb:

“Some staff, particularly the newly hired
(staff) were uncertain of the command post
location and responded to three different
areas, instead. There was also confusion as
to who should respond.”

In addition, some reports indicated a concern
regarding pediatric specialists’ shortage. One report
documented staffing needs. Tabletop exercise partici-
pants expressed that there is a shortage of pediatric
general surgeons countywide and there is a need to
identify various pediatric specialists such as emer-
gency physicians, pediatricians, pediatric anes-
thetists, orthopedists, and otolaryngologists. The
report further stated that:

“It will be important to know whether adult
general surgeons will be willing to operate
on pediatric patients, if the need arises,

perhaps statewide altered standards of
care policy will give some legal protection
for adult surgeons to care for patients who
are not within their usual scope of practice.”

Patient management. Optimal patient care and
support activities are the goal and critical elements of
care include: attention to special population such as
children, mental health services, mortuary services,
and patient tracking. However, only patient tracking
and mental health were identified in our review.

Reports from two hospital drills indicated the lack
of patient tracking procedures. In an earthquake sce-
nario involving a large volume of pediatric victims, one
hospital reported having no existing patient tracking
system plan. This hospital did, however, identify ini-
tial steps to address this issue, photographing each
pediatric patient. Additionally, one hospital conduct-
ing a full-scale earthquake scenario drill reported no
clear plan for tracking some pediatric victims in the
triage area. The report stated:

“Triage nurses wanted to send minor care
patients to treatment area without regis-
tering at triage. They wanted the register-
ing done in that area to allow for triaging of
more acute patients.”

In two earthquake-scenario tabletop exercises,
participants discussed mental health provisions as
part of their exercises. Participants from one center
identified the need for mental health support after the
disaster, yet there was no clear indication in the
recorded dialogue and notes that a particular mental
health system response was in place. One considera-
tion raised in the other tabletop exercise was the pro-
vision of pediatric mental health services during and
after a natural disaster. The group discussed how
mental health issues for victims would be handled as
well as what mental health services were currently
available. The responses were:

“Let them [children] express themselves,
play, and let [them] know what is happen-
ing and that everything will be fine.”
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“Pediatric staff, social workers and pas-
toral services can be used for victims.”

Other concerns: ethical standards. After
review of transcripts, it was apparent that tabletop
participants lack understanding of the practical and
ethical standards regarding whether or not adult gen-
eral surgeons were capable and allowed to operate on
pediatric patients, if the need arises. In another func-
tional drill scenario, a pediatric patient was dis-
charged, but later decompensated and died. The
family claimed that the patient was not stable enough
to go home but was forced to leave due to the impact of
the earthquake to the hospital operations. On the
basis of the after-action report, the participants
showed lack of adequate response as to how standards
of care can be altered, as to who makes the decisions,
and if the hospital’s legal department should be
involved. Although the participants acknowledged the
need for the legal department’s involvement in the
case, their response to the other issues was, “These
issues need to be looked into.”

DDiissccuussssiioonn
In this report we hypothesized that there is lim-

ited pediatric preparedness activities in healthcare
organizations in an established regional disaster
resource network. We described the issues and chal-
lenges in emergency and disaster exercises involving
children. Given the unique needs of children in mass
casualty events, it is concerning that very few hospi-
tals include children in their disaster preparations,
thus, missing an opportunity to learn about resource
and response limitations in their respective facilities.
Emergency planning for children is a high priority
since recent evaluations of existing systems suggest
that pediatric resources and specialties may become
overloaded.5,17 Therefore, adult practitioners at adult-
only facilities may need to care for children during
emergencies and disasters.3,5

Written emergency and disaster plans are an
important aspect of an organization’s emergency pre-
paredness; planners and disaster response coordina-
tors should train to standard and ensure that training
scenarios at minimum reflect the communities that

they serve.18 The inclusion of pediatric issues in agen-
cies’ preparedness must take place in the form of writ-
ten plans, which guide training and drill exercises.
Algorithms exist that can guide coordinators in adult
facilities that do not routinely care for children.19 Our
findings suggest that healthcare organizations are not
prepared to respond to children who are separated
from their parents or guardians because pediatric-
related plans are not in place.

With the exception of bed capacity, there is gener-
ally no significant correlation between hospital char-
acteristics and hospitals’ pediatric involvement in
emergency exercises and drills. Of the hospitals
included in this study, there is no association between
overall bed-capacity and pediatric bed-capacity.
Nevertheless, hospitals with large bed-capacity (M �

465.6) tended to include pediatric victims in AARs
than those with smaller capacity (M � 350.8). The bed
capacity trend, although insignificant, is similar to
pediatric bed capacity relationships between facilities.
Hence, efforts should be made to assist these smaller
community hospitals in addressing children in their
disaster management activities.

As previously established, poor communication
systems remain a common concern in disaster pre-
paredness efforts20-22 as well as a challenge in an
actual response.23 However, what is alarming in our
study is the fact that neonatal intensive care units
were not clearly integrated into functional drills and
worse, the department’s telephone information was
not available in the emergency system. Hospitals
must address this concern by making sure that all
departments, particularly pediatric units are well-
informed about drill activities and develop communi-
cation schemes as part of the emergency response
system. Hospitals, regardless of service type or pedi-
atric bed capacity, need to ensure enough resources
because it is likely that their facilities may be inun-
dated with children during an emergency or a disaster
event.3 Our study demonstrates that managers and
clinicians in hospitals must be cognizant of pediatric-
specific supplies and equipment for the pediatric
patients. In fact, our study suggests a need for pedi-
atric-specific materials for children of healthcare
workers when sheltering them in the hospital during
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a disaster response. A plan for child care in the hospi-
tal should also be in place while healthcare workers
are responding to emergency and disaster events. We
found that personal family safety and being with fam-
ily members during an emergency are deemed impor-
tant to nurse responders.24

We identified other inadequacies such as a lack of
system in maintaining security and safety for pedi-
atric victims, inadequate training for pediatric care,
limited pediatric specialty participation during disas-
ter drills, and a paucity of mental health services.
These problems are fairly critical since hospitals
should consider including children in their emergency
operations plan. It is imperative that facilities conduct
exercises and drills including children. Otherwise, the
staff is poorly trained and will potentially provide
inadequate and improper pediatric care during actual
emergencies and disaster.

Finally, many hospital staff may encounter chal-
lenges regarding altered standards of care in response
to disasters. The present study suggests that alterna-
tive care standards are not widely known. It is also
apparent that there is insufficient sharing and dis-
semination of hospital policies. The United States
Department of Health and Human Services acknowl-
edges that standards of care might be compromised in
a mass casualty incident. In collaboration with experts
in other fields such as bioethics and emergency medi-
cine, the department established the provision for
altered standard of care. Hospital administrators are
encouraged to review and disseminate this informa-
tion to their organization’s community to increase
their awareness and stimulate discussion regarding
ethical considerations during the times of emergencies
and disasters.25

One limitation of the study is the exclusion of
drill performance strengths because the analysis
was focused primarily on deficiencies and areas of
improvement. Additionally, the qualitative methods
were used to study a relatively unexplored area, and
qualitative findings are not meant to be generalizable.
Consequently, there is limited room to extrapolate
these findings to other hospitals in the County, since
we do not know if the hospitals have similar, different,
or additional issues pertaining to children. Despite

these limitations, our findings suggest that further
investigation is warranted. We suggest that planners
arrange for evaluators to observe pediatric disaster
preparedness during actual drills. Evaluators making
direct observations will determine in real time the
strengths and weaknesses of a Center’s approach and
capture an overall picture of a healthcare organiza-
tion’s disaster preparedness status.
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