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Preface: A call for action

Since September 2001, our nation has intensified efforts to improve the systems responsible for protecting

and ensuring the health, safety and well-being of individuals and communities in a disaster. However, a great
deal of work still remains to fully integrate practicing health professionals into a comprehensive system to
provide the best possible response. Currently, the U.S. emergency health care system faces significant challenges
on a day-to-day basis. Hospital overcrowding, an eroding trauma system, inadequate funding for enhanced 9-1-1
services, escalating liability costs and rising numbers of uninsured patients represent just some of the baseline
challenges. To address this situation, the American Medical Association (AMA) and the American Public
Health Association (APHA) convened a series of leadership summits to develop a report, as a national call

for action from medicine, dentistry, nursing, emergency medical services, hospital systems and public health to
strengthen health system preparedness, response and resilience to terrorism and other catastrophic events.
Recommendations in the report seek to:

¢ Ensure adequate funding to develop the critical infrastructure essential for day-to-day emergencies in
such a way that it can be scaled up to meet the needs of larger and more severe emergencies.

® Ensure that the response work force is sufficient both in numbers and appropriate level of proficiency
in disaster preparedness and response.

e Ensure that our health care and public health systems are fully integrated and interoperable at all levels
of government and with the civilian sector in ways that allow for a rapid and efficient disaster response.

In March 2007, the AMA and APHA met with state and local public health leaders in New Orleans to
critically assess the relevance and utility of this report, considering their unique vantage point and experience
with hurricanes Katrina and Rita. Meeting participants acknowledged the timeliness and importance of the
report but identified additional needs that should be considered in continued efforts to improve health system
preparedness. These include limitations of the Stafford Act that restrict the capacity to rapidly address federal
funding to rebuild critical health infrastructure; the need for more regulatory flexibility to allow for rapid
recovery of local health systems; the need for more flexible regulatory processes to allow for the rapid reopening
of closed health care facilities; the need for urgent economic development assistance for practicing clinicians
and other health providers in ways that accelerate rebuilding of community infrastructure; and finally, the
urgent need to address the ethical practice of health care delivery in mass casualty and other disaster situations
to aid in medical decision-making.

While this report presents important perspectives on the subject of preparedness for mass causalities,
with consensus recommendations that we believe will move our nation forward, we must understand that
preparedness is a process, and not a point in time, and that these recommendations must be reviewed
and refined continually over time.

Georges C. Benj , MD, FACP, FACEP(E) Michael D. Maves, MD, MBA
Executive Director Executive Vice President, CEO
American Public Health Association American Medical Association
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Introduction

Prior to, but especially following the terrorist attacks
on Sept. 11, 2001, billions of dollars were appropriated
to state and local governments, as well as academic
and other private sector entities, to improve “public
health preparedness.” While there has been improve-
ment in building overall response capacity, much
more still needs to be done. To this end, four issues
continue to be raised:

(1) Public health, emergency medical services (EMS)
and medical preparedness activities at the state
and local levels remain poorly integrated. As a
result, the ability to detect and respond to public
health emergencies may be compromised.

(2) The health system is underprepared to deal
efficiently and effectively with large numbers
of casualties from a terrorist attack or other
catastrophic event. While they are critical
components of the response infrastructure, in
many communities, regions and states, the public
health and health care systems currently function
at capacity level and lack the capability for
coordinating resources, facilities and training
to ensure the requisite surge capacity should a
mass casualty event occur.

(3) There is no agreed upon baseline of established
all-hazards standards or guidelines for defining or
measuring health system preparedness. Without
precise metrics or performance measures for
preparedness, readiness cannot be measured or
be consistent across regions and states.

(4) No shared policy platform exists among public
health and health care organizations on which
to build a strong, coordinated advocacy and
legislative agenda to improve and sustain health
system preparedness for terrorism and mass
casualty incidents.

Historically, the acute care, EMS and public health
systems have been poorly integrated with one
another, as well as with other response entities

(e.g., law enforcement). In many states and communi-
ties, these systems largely function independently of
one another, with separate structures, communication
systems, personnel requirements, procedures and
protocols. Recent terrorist events and natural disasters
underscore the real need to move beyond the present
situation toward an emergency health system that

is truly interoperable and integrated. This entails
enabling public health, health care and other response
personnel to work as a team, with adequate resources,
facilities and training to enable them to better
coordinate their assigned tasks.

In July 2005 and June 2006, leaders from 18 national
medical, dental, nursing, public health, hospital and
EMS organizations met in Chicago and New Orleans,
respectively, to deliberate the (1) deficiencies in the
medical and public health disaster response system
and (2) lack of necessary linkages between key
components of this system—the acute care, EMS and
public health sectors. This report synthesizes priorities
and recommendations expressed by various stakeholder
groups to promote ways the acute care and EMS
systems can improve cooperation, coordination and
communication with state and local health authori-
ties in preparing for or responding to terrorism and
mass casualty events. It serves as a national call for
action by asking for stronger commitment from health
professionals, legislators, government officials and
organizational leaders to build the necessary critical
mass and political will to effect meaningful change.

Priority issues and strategic
recommendations

To enhance collaboration, the American Medical
Association (AMA), in partnership with the
American Public Health Association (APHA), con-
vened the leadership summit meetings to explore the
needs of, gaps in and barriers to effective integration
of preparedness and response activities among acute
care and EMS with public health agencies at state
and local levels. As co-facilitators, the AMA and the
APHA used these opportunities to foster interaction
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and communication among key stakeholders
representing the public health and health care
professions. Overarching goals were to explore critical
questions on disaster preparedness and response
capacities and capabilities, develop action-oriented
recommendations to improve and sustain health
system preparedness, and combine each organization’s
advocacy expertise and experience to promote a
shared agenda. During their deliberations, summit
participants identified eight priority issues that must
be addressed to improve health system preparedness
for terrorism and mass casualty events:

e Collaboration, coordination and planning

e Communications and information exchange

e Disaster recovery and health systems

e Education and training

¢ Funding

e Health system surge capacity

e Legislation and regulation

e Research

To meet these priorities, summit participants selected
a balanced portfolio of specific actions that were
deemed both feasible and achievable. In follow-up
meetings, organizational representatives prioritized
and achieved consensus on 53 strategic recommenda-
tions that could be disseminated and promoted as a
shared advocacy agenda. Of these, the group
identified nine critical recommendations (listed on
pages 18-19), which require most urgent action.

To demonstrate collective support for this initiative,
organizational leaders signed a “pledge of
commitment” to work together in implementing

the summit recommendations.

1.0 Collaboration, coordination and planning

Every community should have a disaster plan. This
requires coordination and collaboration among myriad
agencies and disciplines, including: public health
departments; law enforcement, fire departments and
EMS; utility companies; government and business
officials; hospitals; health care professionals; schools;
local military installations; and others. Disaster plans
must address the short- and long-term objectives of
response and recovery activities to include: mobiliza-

tion of resources to protect public health and safety;
restoration of essential government services; and pro-
vision of emergency relief to government, businesses
and victims. Plans must consider all populations,
including (but not limited to) those with special
needs such as children, the elderly, pregnant women,
psychiatric patients and disabled persons, who may
be more vulnerable to adverse health effects. Disaster
planning also must address the role of volunteer
citizens who are likely to be among the first to arrive
at the scene and thus serve as a vital link between
local EMS and the injured. This may be particularly
relevant during a major mass casualty event in which
local EMS and hospital services are overwhelmed,
and especially when time becomes the most critical
factor for saving the critically injured.

Health care professionals have a significant role in
all disasters and must be present during planning

to ensure that the health and medical needs of all
citizens are addressed. They also must be present

to ensure that community disaster plans include
essentials for effective participation of public health
and health care professionals in all training and
response activities.

In a disaster, community resources will likely be
challenged by a surge of people seeking medical and
mental health services. Linking people to appropriate
resources must be closely coordinated with state, local
and federal health systems. Currently, some of these
systems are fragmented, with considerable variability
around the country in how emergency care is
handled. Federal responsibility for emergency and
trauma care is widely dispersed among multiple
agencies. In recent years, more effective interagency
collaborations have been formed to enhance the
federal government’s ability to assist states and regions
in responding to medical disasters (such as through
the Federal Interagency Committee on Emergency
Medical Services). Despite such efforts, strong national
leadership remains lacking. Presently, there are no
truly comprehensive emergency medical, trauma

care and disaster preparedness systems that are fully
integrated with national, state and local public health
systems. Recognizing that many natural and
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human-made disasters cause physical trauma, it may

be most efficient and cost-effective to use national,

statewide and regional trauma care systems as a model

for

building a comprehensive medical disaster

response system.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

1.1

1.2

Expedite progress nationwide in integrating

all aspects of the health systems responsible for
emergency and trauma care in a disaster. As
important first steps, this requires implementa-
tion of the recommendation in the Institute of
Medicine (IOM) Future of Emergency Care
report series,"”’ which calls for the establishment
of a lead agency for emergency and trauma care,
and the federal mandate to foster interagency
collaboration among emergency and trauma care
services at the national disaster medical response
level via the Federal Interagency Committee on
Emergency Medical Services and related advisory
bodies. The locus of responsibility for effective
coordination of all federal agencies involved in
disaster response should reside in an agency
normally involved in the routine response to day-
to-day emergencies, upon which the catastrophic
medical disaster response must be built.
(Recommendation for federal/state/local/

professional action)

Ensure direct involvement of public health and
health care professionals in all governmental and
health system emergency and disaster prepared-
ness planning, mitigation, response and recovery
operations; require their active participation at
all incident command and emergency operation
center activations, responses and exercises to

1.3

1.4

1.5

provide public health and medical guidance.
Public health and health care systems have a
distinct and important role to play in all phases
and types of disasters and should be part of the
critical infrastructure and unified incident
command of all multidisciplinary responses.
(Recommendation for federal/state/local/
professional action)

Require an all-hazards approach in the
development of public health and health care
disaster preparedness and response plans to
address day-to-day and catastrophic emergencies,
as well as the unique needs of special/vulnerable
populations (e.g., children, elderly, disabled)

and tribal nations. (Recommendation for federal/
state/local action)

To the extent possible, enhance portability and
sustainability between the emergency response
and acute care systems through identification,
availability and use of standardized equipment
and protocols for communications, personal
protection and agent detection, as well as for
medical and operational emergency preparedness
(especially in terms of field triage and treatment
rules) throughout the duration of an emergency
event. (Recommendation for federal/state/

local action)

Use local and state public health agencies as a
visible nexus for coordinating acute care facili-
ties, the EMS system, individual health care
practitioners, local community groups and public
health resources with other governmental
agencies, including emergency management,
fire and law enforcement. (Recommendation for
federal/state/local action)

Washington, DC: National Academy Press; 2006.
Washington, DC: National Academy Press; 2006.

Washington, DC: National Academy Press; 2006.

1. Institute of Medicine, Committee on the Future of Emergency Care in the U.S. Health System. Emergency Care for Children: Growing Pains.
2. Institute of Medicine, Committee on the Future of Emergency Care in the U.S. Health System. Emergency Medical Services At the Crossroads.

3. Institute of Medicine, Committee on the Future of Emergency Care in the U.S. Health System. Hospital-Based Emergency Care: At the Breaking Point.
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1.6 At least annually, engage public health and
health care professionals in evaluating all-hazards
emergency preparedness and response plans
through drills and other exercises in collabora-
tion with state and local emergency management
and public safety agencies. Drills and exercises
should be designed to stress the community
system-level response over time, and should
address event notification, communication,
resource allocation and patient management.

In accordance with the IOM Emergency Care
for Children report,' disaster drills should
include a pediatric mass casualty incident at
least once every two years. (Recommendation for
federal/state/local action)

1.7 Engage public health and health care personnel
and their professional associations in ongoing
dialogue at the local, regional, state and tribal
levels to identify and develop mutual efforts
within their communities, regions and states to
strengthen day-to-day health system preparedness
and emergency response capacities and capabili-
ties. This includes development of model plans
and coordinated strategies, taking into account
best practices and lessons learned for enhancing
community, regional and state health and
emergency response to disasters, with emphasis
on a multidisciplinary approach. Joint consensus
documents should be developed to clearly
delineate the roles and responsibilities of each
community response sector and identify the
unique resources each group brings to an
organized and efficient emergency response for
the jurisdiction. (Recommendation for state/local/
professional action)

1.8 Promote collaboration among appropriate state
and federal agencies, tribal authorities, and
health care organizations in the development and
initiation of national stakeholder group meetings
to address health system preparedness. These
meetings should focus on understanding the mis-
sion, lexicon and functions of multiple specialty
groups; identifying opportunities for collaboration
at the local, state, tribal and national levels; and

promoting mutual respect across all response
sectors. (Recommendation for federal/state/
professional action)

1.9 Recognize the contributions and improve the
integration of citizen volunteers and nongovern-
mental organizations into federal, state, regional
and local disaster planning and response efforts.
(Recommendation for federal/state/local action)

1.10 Encourage national professional organizations to
direct their state and local affiliates to become
involved in planning for the health and medical
response to disasters at the state and local levels
(through Web sites, newsletters, policy state-
ments, and other communication and advocacy
efforts). (Recommendation for professional action)

2.0 Communications and information exchange

In a disaster, the ability to establish and maintain
open lines to communicate efficiently with health
care facilities, emergency workers and public safety
organizations is crucial. All emergency responders,
including public health and health care professionals,
must be able to effectively communicate with one
another multidirectionally, in real time, using a
common language, before, during and after the event
occurs. Information and communication networks
should be redundant, secure and linked to the public
health and health care systems for disease surveillance
and timely information sharing.

A carefully prepared plan is needed to protect vital
communication links among emergency responders
and ensure that information interchange can
continue. All agencies that may respond to a disaster
in a given community must cooperate in advance to
identify those methods of communication that will
persist under most conceivable conditions. Timely
and accurate information and analysis must be
coupled with effective, rapid dissemination of such
information to those who need to know (e.g., response
personnel and the public) to instill confidence in
both short- and long-term response efforts in the
affected community. Without effective pre-event
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planning and coordination, including the clear
articulation of a common single message from all
authoritative sources, the media will be ineffective
in communicating health hazards and risk avoidance
to the general public. Continued effort to strengthen
relationships among the public health and health
care sectors through robust information systems and
communication networks remains of paramount
importance.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

2.1 Require that disaster communication and health
information exchange systems and protocols be
fully integrated and functionally interoperable at
all emergency response levels. Reliable, real-time
networks must be available for use among hospi-
tals, EMS agencies, public safety departments,
emergency management offices and government
agencies during day-to-day operations, as well as
during a disaster to improve situational aware-
ness, enhance victim treatment and ensure
efficient transport to definitive care facilities.
(Recommendation for federal/state/local/
professional action)

2.2 Ensure that public health and health care systems
nationwide actively collaborate with the media,
religious and civic leaders, and policymakers to
accurately inform and educate the public about
potential risks and effective coping strategies
associated with disasters. Such information
should be provided both pre- and post-event to
enhance individual and community resiliency.
(Recommendation for federal/state/local/
professional action)

2.3 Establish effective, real-time data systems to
capture and share medical and public health
information. This includes: (a) acceleration
of initiatives to develop, implement and foster
widespread use of interoperable electronic health
record systems to support emergency responders
and health professionals and improve the quality

2.4

2.5

2.6

2.7

and efficacy of patient care; (b) improvement

of syndromic surveillance systems, disease and
injury reporting, and electronic connectivity of
public health and EMS agencies and hospitals
throughout all disaster medical response phases;
and (c) implementation of early notification

and warning systems to identify possible risks
based on trends. (Recommendation for federal/state/
local/professional action

Ensure that all community responder groups
know how to implement and use patient tracking
systems to access information on family members
or friends believed to be patients as a result of the
disaster. Available systems (e.g., the American
Red Cross Patient Connection Program) should
be integrated to maximize efficiency. Public
service announcements should be developed to
instruct the public on how to access such
systems. (Recommendation for federal/state/local/
professional action)

Develop and disseminate consistent information
for public health and health care professionals
and the public describing the policies, roles and
legal authority of state and local public health
agencies during a disaster (e.g., authority to
activate or enforce quarantine and isolation).
(Recommendation for federal/state/local/
professional action)

Provide opportunities for debriefing and
information sharing—both internally and exter-
nally—on hospital, community, regional and
state response to actual disasters as well as
disaster drills and exercises, with implementation
of a plan to address identified gaps in response
plans and protocols, and appropriate follow-up
for continuous quality improvement.
(Recommendation for federal/state/local action)

Increase access to and availability of appropriately
trained public health personnel in hospitals and
other medical treatment facilities to assist in disease
and injury reporting and surveillance activities.
(Recommendation for state/local action)
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3.0 Disaster recovery and health systems

In all communities, health systems and assets are vital
components of the critical infrastructure and provide
tremendous social and economic benefits. In a disas-
ter, the incapacity or destruction of such systems and
assets would have an immediate, debilitating impact
on local medical and public health programs and
services, as well as on economic security. Adequate
response and recovery in a disaster cannot occur
without a fully resourced, protected and connected
health system that functions effectively on a day-to-
day basis. Government agencies at the federal, state
and local levels need to understand that the viability
of this system is an essential part of a community’s
critical infrastructure. Targeted and sustained
investment in enhanced health system preparedness
for disasters serves as an engine for economic growth
and development before an event occurs, as well

as post-event for community redevelopment and
recovery.

Once a disaster has ended and all threats have
passed, the overall goal of recovery is to restore the
community to a “normal” level of functioning. This
can be the most difficult phase of the incident and
requires effective preparation and planning to reduce
the stressors associated with a catastrophic event and
facilitate the recovery process. Multiple patients may
require extended care and rehabilitation, structural
damage must be repaired, and disrupted infrastructure
must be restored. In a disaster, the immediate impact
of physical injury and loss of life and personal
property can be overwhelming. Health consequences
must be monitored and fully assessed to better
understand preventable complications that could

be avoided in future disasters. This cannot be
accomplished without legally compliant, electronically
linked, national, state and regional disaster registries
and benchmarks.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

3.1

3.2

3.3

3.4

3.5

Develop and evaluate processes to ensure that,
after a disaster, local health systems (public,
private and investor-owned) return as quickly

as possible to a state of readiness for routine
health care and for future disaster events. These
processes must address all components of health
care for the public, recognizing that the local
health system is part of the critical infrastructure
for maintaining both the health of the community
and its economic welfare. (Recommendation for
federal/state/local/professional action)

Require that all governmental and health
system entities fully record and evaluate the
immediate and long-term consequences to
individuals, communities and health systems in
after-action and follow-up reports, and establish
standardized repositories for data describing
these consequences. (Recommendation for federal/
state/local/professional action)

Develop and evaluate disaster recovery strategies
for the timely repair or rebuilding of societal
infrastructure for health care, public safety

and public health services (e.g., wastewater
treatment, potable water supply) and prevention
of secondary infections and injuries.
(Recommendation for federal/state/local/
professional action)

Develop and evaluate processes for providing
physical and mental health care and
rehabilitation and meeting the medical and
psychological needs of disaster victims beyond
initial life-sustaining care. This includes processes
to ensure that short- and long-term programs
and services are available (pre- and post-event)
to meet the needs of responders and the general
public in terms of assuaging stress, grief, fear,
panic and anxiety, as well as to address other
medical and mental health problems and
concerns. (Recommendation for federal/state/local/
professional action)

Develop and evaluate processes for identification
of the deceased and retrieval of human remains
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in a disaster. (Recommendation for
federal/state/local/professional action)

3.6 Develop and evaluate prevention strategies for
averting or minimizing the effects of subsequent
disasters, including effects related to recovery.
(Recommendation for federal/state/local action)

4.0 Education and training

Each response discipline brings a unique and
valuable knowledge base and skill set, both of which
contribute importantly to disaster readiness in the
community. However, the multitude of responders
who arrive at a disaster scene (EMS, firefighters, law
enforcement personnel, physicians, dentists, nurses,
military personnel and others) typically have different
definitions of terms, standards, operation methods
and classifications, as well as different experiences
and training. Most have minimal understanding of
one another’s roles and responsibilities in a disaster
situation.

All public health and health care personnel and pro-
fessions have a responsibility to continually prepare
themselves to respond to the health and medical
needs of the public during disasters. The coordinated
and integrated response that communities and the
nation as a whole must implement in a disaster makes
it critical that public health, EMS and clinical
personnel are trained in multidisciplinary settings.

Few national programs have been developed to
address, in an all-hazards approach, the important
skills, competencies and educational needs in disaster
management and response that are common to
multiple disciplines. No nationwide standards exist
for the training and certification of public health and
health care professionals on this subject. Increased
efforts are needed to establish and promulgate a base-
line set of definitions and competencies, complemented
with discipline- and specialty-specific targeted
training modules. Realistic, community-wide disaster
drills are needed to ensure that responders can
recognize the strengths and weaknesses of their
disaster planning, mitigation, response, recovery and
education programs, and modify them accordingly.

Such efforts must include ordinary citizens who are
likely to be among the first to volunteer at a disaster
scene and thus serve as a vital link between local
EMS and the injured.

By institutionalizing training in emergency
preparedness and response throughout the response
system, professional organizations can collaborate
with state and federal agencies and others to ensure
that readiness remains high even during periods of
seeming safety and stability. Building a well-trained
and well-prepared work force through an all-hazards
approach will bolster medical and public health
capacity for any emergency, which will truly
strengthen health systems and infrastructures.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

4.1 Assess and define the knowledge, skills, attitudes
and proficiencies needed by health care and
public health professionals and others (e.g.,
citizen responders) for the management of
children and adults in day-to-day emergencies
and during catastrophic mass casualty events.

In accordance with recommendations in the [OM
Future of Emergency Care report series,'” all
health professions schools, institutions and
entities responsible for the training, continuing
education, credentialing and certification of
health professionals should define and incorpo-
rate adult and pediatric disaster preparedness
and emergency care competencies into
discipline-specific educational curricula at the
undergraduate, graduate and postgraduate levels.
(Recommendation for federal/state/professional action)

4.2 Assist all health care facilities in partnering with
appropriate governmental, public health and
emergency response agencies to conduct multidis-
ciplinary, community-wide disaster drills based on
local hazard vulnerability analyses to: (a) address
acute and chronic health care issues during and
after disasters; (b) ensure some operational
knowledge prior to a real event; (c) test emer-
gency response plans and procedures; and (d)
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demonstrate preparedness at the local level.
(Recommendation for federal/state/local/
professional action)

4.3 Identify and widely disseminate, or otherwise
develop, comprehensive, standardized and
competency-based disaster education and training
programs (such as the National Disaster Life
Support™ Program) for emergency responders,
citizen volunteers and other community
residents. Such programs should: (a) use an
all-hazards approach; (b) cover the full spectrum
from prevention and mitigation to response and
recovery; (c) provide specific information to
address mental health, ethical and legal issues,
and the needs of particular at-risk populations
(e.g., children, disabled, frail elderly); (d) use a
common vocabulary (e.g., glossary of terms and
definitions) to provide consistent information
across disciplines; (e) provide emergency
responders, including citizen volunteers, with
a fundamental mutual understanding and
working knowledge of their integrated roles and
responsibilities at a disaster scene; and
(f) allow for portability across state lines.
(Recommendation for federal/state/local/
professional action)

4.4 Implement a credentialing process to verify
that volunteer health professionals responding
to a disaster have attained a defined level of
knowledge and skill in disaster medicine.
(Recommendation for federal/state/professional
action)

5.0 Funding

Health system preparedness requires continued
investment in both funding and policymaking if
sufficient capacity is to be developed and maintained.
This investment must be sustained over time and
coordinated at the local, regional, state and national
levels. Current federal funding has created a number
of “stovepiped” programs that remain poorly
integrated and evaluated. Greater congruence and
consistency in program guidance from various federal

agencies is necessary, and should focus on shared,
crosscutting capabilities. The public health, EMS,
nursing, hospital, dental and medical communities
can play a pivotal role in educating policymakers
and resource allocators on the needs of the system.

Whether man-made or natural, disasters have
demonstrated that response capacity rests on
collaboration and coordination among local public
health departments and private and public health
care systems, as well as individual physician practices.
After a disaster, affected areas may experience an
increased loss of public health and health care
resources and personnel. Funding for disaster recovery
should prioritize the re-establishment of the private
and public health care systems to stimulate economic
growth, as well as to prevent and mitigate against
further health consequences. Collectively, these assets
must be acknowledged as “critical infrastructure”
consistent with Homeland Security Presidential
Directive-7 (National Infrastructure Protection Plan).
As such, the public health and health care systems
require significantly increased and sustained funding
for disaster preparedness. This is critically important,
as the current capacity for routine health care
delivery is already severely over-leveraged.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

5.1 Advocate congressional action for the immediate
increase in federal funding to develop, improve,
expand and sustain emergency medical, trauma
care and disaster health preparedness systems
nationwide. Stable, dedicated funding is needed
to ensure the emergency and critical care
infrastructure and capacity to respond to
disasters, as the current day-to-day health system
already is functioning at overcapacity.
(Recommendation for congressional/federal/state/
local/professional action)

5.2 Require that state and federal funding for
economic recovery from disasters prioritize the
re-establishment of the public health and health
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5.4

5.5

5.6

5.7

care systems to promote economic growth and
mitigate long-term medical and mental health
consequences to affected populations.
(Recommendation for congressional/federal/

state action)

Provide less prescriptive and more flexible
federal funding for all-hazards health system pre-
paredness, while ensuring that state legislatures
and municipal and tribal governments remain
accountable for the appropriate use and
dissemination of the funds. (Recommendation for
congressional/federal/state action)

Fund ongoing multidisciplinary training,
exercises and drills to measure state, regional
and local capacity to implement and adapt all-
hazards disaster preparedness and response plans
and ensure that response capability meets the
expectations of the public. (Recommendation for
congressional/federal/state/local action)

Create and fund a national public-private entity
(representing federal, military, tribal, medical,
dental, nursing, EMS, hospital, public health and
other appropriate entities) to monitor national
health system preparedness efforts and activities.
(Recommendation for congressional/federal/
professional action)

Establish an oversight and review process to
better coordinate grant programs across multiple
federal agencies to address gaps, reduce
redundancy and enhance consistency of program
objectives and outcomes for strengthening
preparedness among state and local EMS, public
health and acute care systems. (Recommendation
for congressional/federal action)

Review existing reimbursement and financing
systems, such as Medicare and Medicaid, for
the provision of medical care in a mass casualty
event. (Recommendation for congressional/federal/
state/professional action)

5.8

5.9

6.0

Implement recommendations in the IOM Future
of Emergency Care report series'” by funding

the U.S. Department of Health and Human
Services or another appropriate federal agency

to convene meetings of multidisciplinary experts
to: (a) develop evidence-based indicators of EMS
and trauma care system performance, including
performance of pediatric emergency care; and (b)
develop an evidence-based categorization process
for EMS systems, emergency departments and
trauma care centers based on adult and pediatric
service capabilities. (Recommendation for
congressional/federal action)

Implement recommendations in the IOM
Emergency Care for Children report' by funding
the U.S. Department of Health and Human
Services or another appropriate federal agency
to convene meetings of multidisciplinary experts
to develop strategies for addressing pediatric
needs in a disaster. In partnership with state and
regional planning bodies and emergency care
providers, this effort should encompass the: (a)
updating of pediatric emergency care clinical
practice guidelines and standards of care; (b)
development of strategies to minimize parent-
child separation and improved methods for
reuniting separated children with their families;
(c) development of strategies to improve the
level of pediatric expertise on Disaster Medical
Assistance Teams and other organized disaster
response teams; (d) development of disaster plans
that address pediatric surge capacity for both
injured and noninjured children; and (e) devel-
opment of, and improved access to, specific
medical and mental health therapies, as well as
social services, for children in the event of a
disaster. (Recommendation for congressional/
federal action)

Health system surge capacity

When a disaster affects a community, local emergency

responders, government agencies and private organi-

zations will take action to save lives and help the

population cope with the crisis. Health care facilities

will be confronted with increased demands for human
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resources, both short- and long-term; adequate
personal protective equipment for staff; trauma and
burn care; mortuary services; and mental health care.
Additional demands will be placed on hospital
pharmacies, laboratory and diagnostic services,
patient transport, dietary services, housekeeping and
physical plant services. A major challenge will be the
appropriate distribution of seriously or critically ill
patients to area or regional medical facilities. For
necessary medical treatment in a disaster, the public
will expect the highest possible standard of care
consistent with the availability of health care
resources. The public also will expect that the best
available treatments be offered in circumstances in
which the short-term lack of emergency and critical
care services requires the application of alternative
standards of care.

Presently, many hospital emergency departments in
the United States are severely overcrowded. In many
cities, the emergency care system is already function-
ing at or beyond saturation on a daily basis. This will
make it difficult or impossible to gain the surge capac-
ity needed to sustain community health care systems
during a mass casualty event. Valid and reliable
models are urgently needed to predict and provide
surge capability of health care systems and should

be a priority for state and local emergency response
planners. This includes specific attention to the needs
of children, who are more vulnerable to the conse-
quences of disasters than adults, both physiologically
and psychologically.

Regional health care systems best understand their
own needs and resources, and must therefore develop
their own disaster medical surge capabilities. This

is particularly important since federal and other
deployable assets may not be available for the first
24 to 72 hours after a disaster. To meet community
health needs, state and local agencies must provide
adequate equipment, facilities, medical transportation
and appropriately trained personnel, including
laboratory technicians, environmental health profes-
sionals, social workers, mental health professionals
and epidemiologists. Volunteer resources, such as the

American Red Cross, Medical Reserve Corps and
Community Emergency Response Teams (CERTs),
provide a support network of community-based health
professionals and citizen responders who are trained
to provide emergency care and can be integrated
appropriately into local response efforts. Coordination
of resources and assets needs to be addressed through
an integrated planning process that involves all
elements and levels of the response system.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

6.1 Charge and adequately fund the IOM to perform
a comprehensive study of health system surge
capacity, with recommendations for developing,
improving and expanding the capability of all
health systems to prepare for, respond to and
recover from disasters. (Recommendation for
congressional/federal action)

6.2 Develop and disseminate model plans and
strategies, based on findings from authoritative
groups such as the IOM, for addressing health
system surge capability for general and special
populations during disasters. Comprehensive
strategies are needed, including but not limited
to: (a) general and event-specific triage, trans-
port, and sheltering guidelines and measures,
including guidance for children and other
vulnerable or underserved populations who may
require special equipment or modified approaches
to care; (b) rapid community-needs assessment to
ensure that vital and specific needs of all affected
community members are being met; (¢) manage-
ment of human resources; and (d) guidelines
for the allocation of scarce medical resources,
such as ventilators, burn beds or surgical suites.
In developing these strategies, it is critically
important to make use of regionalization to
leverage resources and work force capabilities for
children, youth and adults. (Recommendation for
federal/state/local/professional action)
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6.3 Develop a community-wide inventory of poten-
tial surge capacity assets in the public health and
health care response sectors, and define the range
of their potential assistance (e.g., dentistry has
much to offer, in personnel and facilities, when
a community’s traditional medical resources are
overwhelmed). After these assets are defined,
training modules should be developed and
deployed to teach response personnel the basics
of their surge roles, as well as the importance of
working within the incident command system.
(Recommendation for federal/state/local/
professional action)

6.4 Expand efforts to engage and utilize health
professionals in formally organized and trained
volunteer emergency response teams (such as the
Medical Reserve Corps) to supplement existing
medical and public health resources within state
boundaries and across state lines. Professional
medical and public health organizations should
promote such efforts and provide information
to interested members on how to become more
involved in local volunteer initiatives.
(Recommendation for federal/state/local/
professional action)

6.5 Ensure that local emergency response plans pro-
vide for the distribution of patients throughout
the acute care system and to neighboring regions
or states (even if this deviates from standard EMS
or hospital procedures). The overarching intent
is to provide the best possible care to the largest
number of victims in the shortest time. This
requires that all hospitals meet specified criteria
for treating infants and children in emergencies,
and drill periodically to reinforce needed
competencies. While all communities or regions
do not have access to pediatric trauma centers,
when possible and appropriate, children should
be sent to these facilities. (Recommendation for
federal/state/local/professional action)

6.6 Establish and use common terminology and
definitions for various concepts associated with

surge capacity (e.g., What is a “bed”? What is an
“overflow bed”? What is “surge capacity”?).
(Recommendation for federal/state/local/
professional action)

6.7 Ensure state and local public health and health
care entities have an active, if not a leadership,
role in planning for surge capacity in their states
and communities for the management of mass
casualties from a disaster or other public health
emergency. (Recommendation for state/local/
professional action)

6.8 Expand efforts to train and utilize non-health
professionals, such as through American Red
Cross chapters and CERTs, to provide a network
of community-based volunteers who can provide
emergency care but who must be integrated
appropriately into local disaster response plans.
(Recommendation for federal/state/local/
professional action)

1.0 Legislation and regulation

Response to a disaster may require the imposition of
emergency public health measures such as quarantine,
isolation, closure of public places, seizure of property,
mandatory vaccination, travel restrictions and
disposal of human remains. States and municipalities
may encroach on some of the civil rights of disaster
victims in order to promote the public welfare by

a safe and expeditious response to the emergency
situation. The ability to act in the best interests

of the people provides a municipality and/or state
broad discretion in how it responds to an emergency
situation or disaster, and derives from the police
power of the municipality and state. State and local
health authorities should review statutes, regulations
and ordinances that authorize these emergency
measures and ensure legally sound procedures for
executing them.

Disaster situations often involve mobilization of large
numbers of health care personnel from many states,
raising questions about the “practice of medicine” and
scope of practice in jurisdictions where an individual
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is not licensed. Ensuring proper licensure and
credentialing has legal implications both for health
care volunteers and hospitals utilizing their services.
While the commonly held “Good Samaritan
Doctrine” is designed to encourage people to stop
and render aid to those in need, every state recognizes
the duties and potential liabilities under this doctrine
somewhat differently. Local and state authorities do
not necessarily have the means by which to protect
volunteers against disclosure of personal information
contained in a registry, liability for actions taken
while responding to an emergency, uncompensated
personal injury incurred while responding to an
emergency, or compromised employment status as a
result of temporary relocation. Whether man-made
or natural, disasters have demonstrated prohibitive
challenges in current government policy with regard
to medical liability, standards of care and license
reciprocity to enable volunteer health professionals
to participate in disaster response.

Presently, state, public health and hospital authorities
do not have a systematic mechanism for registering
and credentialing health care volunteers for emer-
gency or disaster response. Nationally integrated, fully
interoperable, technologically based systems for the
rapid deployment of properly educated, duly licensed
and certified, disaster-credentialed and privileged,
and collectively indemnified health care professionals
must be made available to proper authorities in states
where declared disasters occur.

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

7.1 Advocate congressional, presidential and
gubernatorial support for the creation of a
comprehensive legal framework for the provision
and indemnification of health and mental
health care by health care professionals who are
licensed, recognized or certified in jurisdictions
other than those in which medical disasters may
occur. Government policies must accommodate
complex issues, such as medical liability and
licensure portability, to enable volunteer health

professionals to participate in disaster response
and yet maintain the highest possible standards
of care under extreme conditions.
(Recommendation for congressional/state/local/
professional action)

7.2 Establish an integrated system that provides the
necessary funding, technology, data standards
and mechanisms to ensure the confidential
and accurate registration and verification of
credentials of emergency responders prior to
and during a disaster. Oversight of this system
needs to involve public (local, state and federal)
and private agencies and organizations.
(Recommendation for federal/state/professional
action)

7.3 In coordination with the U.S. Department of
Homeland Security, the U.S. Department of
Defense and other appropriate federal agencies,
designate the U.S. Department of Health and
Human Services with lead responsibility for
strengthening the federal government’s capability
to provide medical and public health support
during a disaster. (Recommendation for
congressional/federal action)

7.4 Direct that all hospitals have access to and
begin to implement specified criteria for treating
vulnerable populations including children in
emergencies; these criteria should be validated
through exercises and periodic comprehensive
drills to reinforce expected competencies.
(Recommendation for federal/state/local action)

8.0 Research

Federal investment to prepare the nation against ter-
rorism and other health threats must be validated
through objective confirmation of the effectiveness of
efforts. Health system preparedness decision-making
must be based on research that assesses the
cost-benefit of efforts, quantifies specific obstacles,
guides solutions, informs interventions and best
practices, analyzes and forecasts threats and
vulnerabilities, and develops performance metrics.
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Developing an evidence base for health system pre-
paredness requires examining how the health system
operates in the context of the entire community
response. The best way to develop evidence of what
is needed for a successful public health and medical
response is an iterative process of planning and
conducting realistic disaster drills and exercises. This
entails making a community-wide plan that involves
all relevant responders, training them for their role in
executing the plan, implementing the plan on a large
scale, developing an after-action report to evaluate
the plan, changing the plan as appropriate, and
testing it again to determine whether the changes
were effective. Through this process, it will then

be possible to identify which inputs affected the
outcome.

There is no substitute for health system research
based on real experience in actual communities. Best
practices and benchmarks for health system perform-
ance will not be meaningful unless that performance
is evaluated in the context of where it will really hap-
pen—in realistic scenarios that involve a community’s
entire emergency management system, operating as
required under the National Response Plan and
compliant with the National Incident Management
System. Ensuring preparedness through scientific
methods and evidence is fundamental, urgently
needed and essential.

The science of disaster management remains in the
early stages of development like much of health
systems research. A robust research agenda is needed
to ensure that an evidence-based approach is used to
solve problems and respond effectively to disasters
and mass casualty events. This will ensure that best
care is received and that trade-offs, which usually
occur in these situations, are addressed in a responsible
manner using the best available knowledge.
Numerous professional organizations have proposed
research agendas for disaster medicine, nursing,
mental health and public health, which should be
combined into a single national research agenda

to guide federal agencies in funding scientific
investigation.

17

To address this priority issue, we recommend the
combined efforts of government and private sector
health system agencies and organizations to:

8.1 Support evidence-based research on the efficacy
and effectiveness of immediate and long-term
medical and mental health treatments, systems
of care for acute and chronic disaster-related
illnesses and injuries, and best practices for
translating and disseminating the results of such
research into disaster medical care and disaster
risk communication. This requires investigation,
documentation and evaluation of real-world
experiences of health care delivery in crisis
situations, including those in which “usual”
public health and medical care standards are
suspended or impossible to maintain.
(Recommendation for congressional/federal/state/
professional action)

8.2 Support collaborative efforts among all appropriate
public and private sector stakeholders to develop
priorities for a national disaster medical research
agenda derived from various extant proposals.

(Recommendation for federal/professional action)

8.3 Critically assess the adequacy of resources, per-
sonnel, education and training for the medical
and public health response to mass casualty
incidents. This includes research to address the
surge capability necessary to meet the needs

of general and special populations, including
children, the poor, the elderly and the disabled;
to determine methods for, and outcomes of,
rationing scarce resources; to determine best
educational methods for teaching all levels of
responders, including the public; and to evaluate
the effectiveness of expanding mutual aid
agreements with neighboring regions, states and
nations under various disaster scenarios and
conditions. (Recommendation for federal/state/
professional action)

8.4 Implement and evaluate standardized surveillance
programs, based on federal and state guidelines,
for effectiveness in monitoring and sharing infor-
mation about illness and injury patterns and
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trends (e.g., by age, gender and geographic
distribution). (Recommendation for federal/
state/local action)

8.5 Establish baseline all-hazards standards or guide-
lines for defining and measuring health system
preparedness for disasters. Nationally accepted
metrics and performance measures should be
developed for assessing and monitoring state and
local response capacities and capabilities and
for accounting of federal preparedness funds.
(Recommendation for federal/state/local/
professional action)

Take-home messages
and most critical
recommendations

In follow-up meetings to the AMA/APHA Linkages
Leadership Summit, organizational participants
identified the following key messages and recommen-
dations to serve as the initial components of a
coordinated national advocacy agenda for improving
health system preparedness for terrorism and other
disasters.

Message 1:

Public health and health care systems must be
appropriately funded and protected as critical infra-
structure for responding to day-to-day emergencies
and catastrophic mass casualty events.

Congressional action is urgently needed for the
immediate increase in federal funding to develop,
improve, expand and sustain emergency medical,
trauma care and disaster health preparedness systems
nationwide. Stable, dedicated funding is needed to
ensure the emergency and critical care infrastructure
and capacity to respond to disasters, as the current
day-to-day health system already is functioning at
overcapacity. (Recommendation 5.1)

All appropriate governmental and health system
entities nationwide must develop and evaluate
processes to ensure that, after a disaster, local health
systems return as quickly as possible to a state of
readiness for routine health care and for future
disaster events. These processes must address all
components of health care for the public, recognizing
that the local health system is part of the critical
infrastructure for maintaining both the health of the
community and its economic welfare.
(Recommendation 3.1)

Funding for economic recovery from disasters must
prioritize the re-establishment of the public health
and health care systems to promote economic growth
and mitigate long-term medical and mental health
consequences to affected populations.
(Recommendation 5.2)

The Institute of Medicine (IOM) should be charged
and adequately funded to perform a comprehensive
study of health system surge capacity, with recommen-
dations for developing, improving and expanding the
capability of all health systems to prepare for, respond
to and recover from disasters. (Recommendation 6.1)

Message 2:

Public health and health care disaster preparedness
and response systems must be fully integrated and
interoperable at all government levels.

All governmental and health system entities and
professional organizations must support continued
progress toward the full integration of emergency and
disaster preparedness with public health and health
care systems nationwide with respect to emergency
and trauma care. Important first steps are the [OM
recommendation to establish a lead agency for
emergency and trauma care, and the federal mandate
to foster interagency collaboration among emergency
and trauma care services at the national disaster
response level via the Federal Interagency Committee
on Emergency Medical Services and related advisory
bodies. (Recommendation 1.1)
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All governmental and health system emergency and
disaster preparedness planning, mitigation, response
and recovery operations, including unified incident
command and the emergency operations center, must
include the direct participation of public health and
health care professionals. (Recommendation 1.2)

All governmental and health system entities
nationwide must require that health disaster
communications and health information exchange
networks be fully integrated and functionally
interoperable at every level of government and
health systems. (Recommendation 2.1)

Message 3:

Public health and health care professionals should
maintain an appropriate level of proficiency in
disaster preparedness and response through the
incorporation of competency-based education and
training in undergraduate, graduate, postgraduate
and continuing education programs.

All appropriate governmental and health system
entities and professional organizations must develop
and disseminate health competencies for the
management of adult and pediatric patients, both for
day-to-day emergencies and for catastrophic events.
Appropriate educational accreditation agencies must
facilitate incorporation of these competencies into
both discipline-specific educational curricula and
maintenance of competency programs at the
undergraduate, graduate and postgraduate levels.
(Recommendation 4.1)

Message 4:

Public health and health care responders must

be provided and assured adequate legal protections
in a disaster.

Congressional, presidential and gubernatorial support
is needed for the creation of a comprehensive legal
framework for the provision and indemnification of
health and mental health care by health professionals
who are licensed, recognized or certified in jurisdic-
tions other than those in which medical disasters may
occur. Government policies must address issues of
medical liability, standards and alternate standards

of care, and license reciprocity to enable volunteer
health professionals to participate in disaster response.
(Recommendation 7.1)

A pledge of commitment

With these recommendations, summit participants
invite colleagues and legislators across the country

to join in advocating a shared policy agenda, as a
national call to action, to enable the public health
and health care systems to become truly interoperable
and integrated, with adequate resources, facilities and
training to better coordinate their assigned tasks. In
support of this initiative, participating organizations
have signed a pledge of commitment to four overarching
principles: (1) to provide leadership in national, state
and community disaster planning and response efforts;
(2) to assist state and local affiliates and individual
members with “putting disaster preparedness into
practice”; (3) to promote multidisciplinary disaster
education and training programs; and (4) to ensure
national support and advocacy for solutions through
research, public policy, legislation and funding.
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Improving health system preparedness
for terrorism and mass casualty events

A commitment from medicine, dentistry, nursing, emergency medical
services, hospital systems and public health to improve health system
preparedness for terrorism and mass casualty incidents

We in the health professions pledge to make health system preparedness one of our highest priorities.
Working with educators, legislators, social workers, firefighters, law enforcement, business, community groups,
clergy and others, we will support national, state and local efforts to strengthen individual and community
preparedness, response and resilience to terrorism and other catastrophic events.

Together, we will work to enable the public health and health care systems to become truly interoperable and
integrated, with adequate resources, facilities and training to better coordinate their assigned tasks. As scientists,
public servants and humanitarians, we will incorporate everything possible into our professional and advocacy
efforts to protect public health and safety in a disaster. We resolve to:

in national, state and local disaster planning and response efforts.
We will increase our participation in coalitions and programs to further develop and strengthen
health system preparedness and ensure that the medical and mental health needs of all populations
are addressed. We will work with state and federal agencies and others to ensure that readiness
remains high even during periods of seeming safety and stability.

We will work together to develop and disseminate resources to help health professionals educate
and inform patients and community residents about disaster preparedness, as well as motivate

our colleagues to become more involved in local volunteer response efforts. We also will talk with
patients, colleagues and community groups about potential hazards and how best to protect
themselves and others in an emergency.

about disaster preparedness and response.
Collectively, we will work to incorporate disaster training throughout the health response system.
Building a well-trained and well-prepared health work force through an all-hazards approach will
bolster medical and public health capacity for any emergency, which will truly strengthen the health
infrastructure. As part of our professional development, we will learn to provide culturally competent
and supportive guidance and education to patients and family members affected by disasters. In
addition, we will become informed about local resources and referral services for victims and others
affected by such events.

based on sound science.
We will work with local, state and federal policymakers to increase resources dedicated to a
comprehensive, coordinated and evidence-based health systems approach to disaster prevention,
mitigation, response and recovery.
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Appendix A: Summary chart of summit recommendations
with designation of responsible entities

Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Collaboration, coordination and planning
1.1 Expedite progress nationwide in integrating all aspects X X X X

of the health systems responsible for emergency and
trauma care in a disaster. As important first steps,

this requires implementation of the recommendation

in the Institute of Medicine (IOM) Future of Emergency
Care report series, which calls for the establishment of a
lead agency for emergency and trauma care, and the
federal mandate to foster interagency collaboration among
emergency and trauma care services at the national
disaster medical response level via the Federal Interagency
Committee on Emergency Medical Services and related
advisory bodies. The locus of responsibility for effective
coordination of all federal agencies involved in disaster
response should reside in an agency normally involved in
the routine response to day-to-day emergencies, upon
which the catastrophic medical disaster response must

be built.

1.2 Ensure direct involvement of public health and health X X X X
care professionals in all governmental and health system
emergency and disaster preparedness planning, mitigation,
response and recovery operations; require their active
participation at all incident command and emergency
operation center activations, responses and exercises to
provide public health and medical guidance. Public health
and health care systems have a distinct and important
role to play in all phases and types of disasters and should
be part of the critical infrastructure and unified incident
command of all multidisciplinary responses.

1.3 Require an all-hazards approach in the development of X X X
public health and health care disaster preparedness and
response plans to address day-to-day and catastrophic
emergencies, as well as the unique needs of special/vulnerable
populations (e.g., children, elderly, disabled) and tribal nations.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations

Collaboration, coordination and planning, continued

1.4 To the extent possible, enhance portability and X X X
sustainability between the emergency response and
acute care systems through identification, availability
and use of standardized equipment and protocols for
communications, personal protection and agent
detection, as well as for medical and operational
emergency preparedness (especially in terms of field
triage and treatment rules) throughout the duration
of an emergency event.

1.5 Use local and state public health agencies as a visible X X X
nexus for coordinating acute care facilities, the EMS
system, individual health care practitioners, local
community groups and public health resources with
other governmental agencies, including emergency
management, fire and law enforcement.

1.6 At least annually, engage public health and health X X X
care professionals in evaluating all-hazards emergency
preparedness and response plans through drills and
other exercises in collaboration with state and local
emergency management and public safety agencies.
Drills and exercises should be designed to stress the
community system-level response over time, and should
address event notification, communication, resource
allocation and patient management. In accordance with
the IOM Emergency Care for Children report, disaster
drills should include a pediatric mass casualty incident
at least once every two years.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Collaboration, coordination and planning, continued
1.7 Engage public health and health care personnel and X X X

their professional associations in ongoing dialogue at the
local, regional, state and tribal levels to identify and
develop mutual efforts within their communities, regions
and states to strengthen day-to-day health system
preparedness and emergency response capacities and
capabilities. This includes development of model plans and
coordinated strategies, taking into account best practices
and lessons learned for enhancing community, regional
and state health and emergency response to disasters, with
emphasis on a multidisciplinary approach. Joint consensus
documents should be developed to clearly delineate the
roles and responsibilities of each community response
sector and identify the unique resources each group brings
to an organized and efficient emergency response for

the jurisdiction.

1.8 Promote collaboration among appropriate state and federal X X X
agencies, tribal authorities, and health care organizations
in the development and initiation of national stakeholder
group meetings to address health system preparedness. These
meetings should focus on understanding the mission, lexicon
and functions of multiple specialty groups; identifying
opportunities for collaboration at the local, state, tribal
and national levels; and promoting mutual respect across
all response sectors.

1.9 Recognize the contributions and improve the integration X X X
of citizen volunteers and nongovernmental organizations
into federal, state, regional and local disaster planning
and response efforts.

1.10 Encourage national professional organizations to direct X
their state and local affiliates to become involved in
planning for the health and medical response to disasters
at the state and local levels (through Web sites, newsletters,
policy statements, and other communication and
advocacy efforts).
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Recommendation directed at:
Congress Federal  State Local Professional

Strategic recommendations

agencies agencies agencies organizations

Communications and information exchange

2.1

Require that disaster communication and health
information exchange systems and protocols be fully
integrated and functionally interoperable at all
emergency response levels. Reliable, real-time networks
must be available for use among hospitals, EMS agencies,
public safety departments, emergency management
offices and government agencies during day-to-day
operations, as well as during a disaster to improve
situational awareness, enhance victim treatment and
ensure efficient transport to definitive care facilities.

2.2

Ensure that public health and health care systems
nationwide actively collaborate with the media, religious
and civic leaders, and policymakers to accurately inform
and educate the public about potential risks and effective
coping strategies associated with disasters. Such information
should be provided both pre- and post-event to enhance
individual and community resiliency.

2.3

Establish effective, real-time data systems to capture
and share medical and public health information.

This includes: (a) acceleration of initiatives to develop,
implement and foster widespread use of interoperable
electronic health record systems to support emergency
responders and health professionals and improve the
quality and efficacy of patient care; (b) improvement of
syndromic surveillance systems, disease and injury
reporting, and electronic connectivity of public health
and EMS agencies and hospitals throughout all disaster
medical response phases; and (c) implementation of
early notification and warning systems to identify possible
risks based on trends.

2.4 Ensure that all community responder groups know how

to implement and use patient tracking systems to access
information on family members or friends believed to be
patients as a result of the disaster. Available systems

(e.g., the American Red Cross Patient Connection Program)
should be integrated to maximize efficiency. Public service
announcements should be developed to instruct the public
on how to access such systems.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations

Communications and information exchange, continued

2.5 Develop and disseminate consistent information for X X X X
public health and health care professionals and the
public describing the policies, roles and legal authority
of state and local public health agencies during a
disaster (e.g., authority to activate or enforce
quarantine and isolation).

2.6 Provide opportunities for debriefing and information X X X
sharing—both internally and externally—on hospital,
community, regional and state response to actual
disasters as well as disaster drills and exercises, with
implementation of a plan to address identified gaps in
response plans and protocols, and appropriate follow-up
for continuous quality improvement.

2.7 Increase access to and availability of appropriately X X
trained public health personnel in hospitals and other
medical treatment facilities to assist in disease and
injury reporting and surveillance activities.

Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Disaster recovery and health systems
3.1 Develop and evaluate processes to ensure that, after X X X X

a disaster, local health systems (public, private and
investor-owned) return as quickly as possible to a state
of readiness for routine health care and for future disaster
events. These processes must address all components of
health care for the public, recognizing that the local
health system is part of the critical infrastructure for
maintaining both the health of the community and its
economic welfare.

25

AMA/APHA Linkages Leadership Summit Report



Strategic recommendations

Recommendation directed at:

Congress Federal  State Local Professional
agencies agencies agencies organizations

Disaster recovery and health systems, continued

3.2

Require that all governmental and health system
entities fully record and evaluate the immediate and
long-term consequences to individuals, communities
and health systems in after-action and follow-up
reports, and establish standardized repositories for
data describing these consequences.

33

Develop and evaluate disaster recovery strategies for
the timely repair or rebuilding of societal infrastructure
for health care, public safety and public health services
(e.g., wastewater treatment, potable water supply)

and prevention of secondary infections and injuries.

3.4

Develop and evaluate processes for providing physical
and mental health care and rehabilitation and meeting
the medical and psychological needs of disaster victims
beyond initial life-sustaining care. This includes processes
to ensure that short- and long-term programs and services
are available (pre- and post-event) to meet the needs of
responders and the general public in terms of assuaging
stress, grief, fear, panic and anxiety, as well as to address
other medical and mental health problems and concerns.

3.5

Develop and evaluate processes for identification of
the deceased and retrieval of human remains in a disaster.

3.6 Develop and evaluate prevention strategies for averting

or minimizing the effects of subsequent disasters,
including effects related to recovery.
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Recommendation directed at:
Congress Federal  State Local Professional

Strategic recommendations

agencies agencies agencies organizations

Education and training

4.1

Assess and define the knowledge, skills, attitudes and
proficiencies needed by health care and public health
professionals and others (e.g., citizen responders) for

the management of children and adults in day-to-day
emergencies and during catastrophic mass casualty events.
In accordance with recommendations in the IOM Future
of Emergency Care report series, all health professions
schools, institutions and entities responsible for the
training, continuing education, credentialing and
certification of health professionals should define and
incorporate adult and pediatric disaster preparedness

and emergency care competencies into discipline-specific
educational curricula at the undergraduate, graduate and
postgraduate levels.

4.2

Assist all health care facilities in partnering with
appropriate governmental, public health and

emergency response agencies to conduct multidisciplinary,
community-wide disaster drills based on local hazard
vulnerability analyses to: (a) address acute and chronic
health care issues during and after disasters; (b) ensure some
operational knowledge prior to a real event;

(c) test emergency response plans and procedures; and

(d) demonstrate preparedness at the local level.

43

Identify and widely disseminate, or otherwise develop,
comprehensive, standardized and competency-based
disaster education and training programs (such as the
National Disaster Life Support Program) for emergency
responders, citizen volunteers and other community
residents. Such programs should: (a) use an all-hazards
approach; (b) cover the full spectrum from prevention
and mitigation to response and recovery; (c) provide
specific information to address mental health, ethical
and legal issues, and the needs of particular at-risk
populations (e.g., children, disabled, frail elderly);

(d) use a common vocabulary (e.g., glossary of terms
and definitions) to provide consistent information across

(Continued on next page)
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disciplines; (e) provide emergency responders, including
citizen volunteers, with a fundamental mutual understanding
and working knowledge of their integrated roles and
responsibilities at a disaster scene; and (f) allow for
portability across state lines.

4.4 Implement a credentialing process to verify that X X X
volunteer health professionals responding to a disaster
have attained a defined level of knowledge and skill
in disaster medicine.

Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Funding
5.1 Advocate congressional action for the immediate X X X X X

increase in federal funding to develop, improve, expand
and sustain emergency medical, trauma care and disaster
health preparedness systems nationwide. Stable, dedicated
funding is needed to ensure the emergency and critical
care infrastructure and capacity to respond to disasters, as
the current day-to-day health system already is functioning
at overcapacity.

5.2 Require that state and federal funding for economic X X X
recovery from disasters prioritize the re-establishment of
the public health and health care systems to promote
economic growth and mitigate long-term medical and
mental health consequences to affected populations.

5.3 Provide for less prescriptive and more flexible federal X X X
funding for all-hazards health system preparedness, while
ensuring that state legislatures and municipal and tribal
governments remain accountable for the appropriate
use and dissemination of the funds.

5.4 Fund ongoing multidisciplinary training, exercises and X X X X
drills to measure state, regional and local capacity to
implement and adapt all-hazards disaster preparedness
and response plans and ensure that response capability
meets the expectations of the public.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Funding, continued
5.5 Create and fund a national public-private entity X X X

(representing federal, military, tribal, medical, dental,
nursing, EMS, hospital, public health and other appropriate
entities) to monitor national health system

preparedness efforts and activities.

5.6 Establish an oversight and review process to better X X
coordinate grant programs across multiple federal
agencies to address gaps, reduce redundancy
and enhance consistency of program objectives and
outcomes for strengthening preparedness among state
and local EMS, public health and acute care systems.

5.7 Review existing reimbursement and financing X X X X
systems, such as Medicare and Medicaid, for the
provision of medical care in a mass casualty event.

5.8 Implement recommendations in the IOM Future X X
of Emergency Care report series by funding the U.S.
Department of Health and Human Services or
another appropriate federal agency to convene
meetings of multidisciplinary experts to: (a) develop
evidence-based indicators of EMS and trauma care
system performance, including performance of pediatric
emergency care; and (b) develop an evidence-based
categorization process for EMS systems, emergency
departments and trauma care centers based on adult
and pediatric service capabilities.
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Strategic recommendations

Recommendation directed at:

Congress Federal  State Local Professional
agencies agencies agencies organizations

Funding, continued

5.9 Implement recommendations in the IOM Emergency

Care for Children report by funding the U.S. Department
of Health and Human Services or another appropriate
federal agency to convene meetings of multidisciplinary
experts to develop strategies for addressing pediatric

needs in a disaster. In partnership with state and regional
planning bodies and emergency care providers, this effort
should encompass the: (a) updating of pediatric emergency
care clinical practice guidelines and standards of care;

(b) development of strategies to minimize parent-child
separation and improved methods for reuniting separated
children with their families; (c) development of strategies
to improve the level of pediatric expertise on Disaster
Medical Assistance Teams and other organized disaster
response teams; (d) development of disaster plans that
address pediatric surge capacity for both injured and
noninjured children; and (e) development of, and improved
access to, specific medical and mental health therapies,

as well as social services, for children in the event of a disaster.

Recommendation directed at:

Strategic recommendations

Congress Federal  State Local Professional
agencies agencies agencies organizations

Health system surge capacity

6.1 Charge and adequately fund the IOM to perform
a comprehensive study of health system surge
capacity, with recommendations for developing,
improving and expanding the capability of all health
systems to prepare for, respond to and recover
from disasters.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations

Health system surge capacity, continued

6.2 Develop and disseminate model plans and strategies, X X X X
based on findings from authoritative groups such as
the IOM, for addressing health system surge capability
for general and special populations during disasters.
Comprehensive strategies are needed, including but
not limited to: (a) general and event-specific triage,
transport, and sheltering guidelines and measures,
including guidance for children and other vulnerable
or underserved populations who may require special
equipment or modified approaches to care; (b) rapid
community-needs assessment to ensure that vital and
specific needs of all affected community members are
being met; (c) management of human resources; and
(d) guidelines for the allocation of scarce medical
resources, such as ventilators, burn beds or surgical
suites. In developing these strategies, it is critically
important to make use of regionalization to leverage
resources and work force capabilities for children, youth
and adults.

6.3 Develop a community-wide inventory of potential X X X X
surge capacity assets in the public health and health
care response sectors, and define the range of their
potential assistance (e.g., dentistry has much to offer,
in personnel and facilities, when a community’s
traditional medical resources are overwhelmed).
After these assets are defined, training modules
should be developed and deployed to teach response
personnel the basics of their surge roles, as well as the
importance of working within the incident command
system.

6.4 Expand efforts to engage and utilize health professionals X X X X
in formally organized and trained volunteer emergency
response teams (such as the Medical Reserve Corps) to
supplement existing medical and public health resources
within state boundaries and across state lines. Professional
medical and public health organizations should promote
such efforts and provide information to interested members
on how to become more involved in local volunteer
initiatives.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations

Health system surge capacity, continued

6.5 Ensure that local emergency response plans provide X X X X
for the distribution of patients throughout the acute
care system and to neighboring regions or states
(even if this deviates from standard EMS or hospital
procedures). The overarching intent is to provide the
best possible care to the largest number of victims in
the shortest time. This requires that all hospitals meet
specified criteria for treating infants and children in
emergencies, and drill periodically to reinforce needed
competencies. While all communities or regions do
not have access to pediatric trauma centers, when
possible and appropriate, children should be sent to
these facilities.

6.6 Establish and use common terminology and definitions X X X X
for various concepts associated with surge capacity (e.g.,
What is a “bed”? What is an “overflow bed”? What is

“surge capacity”?).

6.7 Ensure state and local public health and health care X X X
entities have an active, if not a leadership, role in
planning for surge capacity in their states and
communities for the management of mass casualties
from a disaster or other public health emergency.

6.8 Expand efforts to train and utilize non-health X X X X
professionals, such as through American Red Cross
chapters and Community Emergency Response
Teams, to provide a network of community-based
volunteers who can provide emergency care but
who must be integrated appropriately into local
disaster response plans.
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Legislation and regulation
7.1 Advocate congressional and presidential support for the X X X X

creation of a comprehensive legal framework for the
provision and indemnification of health and mental
health care by health care professionals who are licensed,
recognized or certified in jurisdictions other than those in
which medical disasters may occur. Government policies
must accommodate complex issues, such as medical
liability and licensure portability, to enable volunteer
health professionals to participate in disaster response
and yet maintain the highest possible standards of care
under extreme conditions.

7.2 Establish an integrated system that provides the necessary X X X
funding, technology, data standards and mechanisms to
ensure the confidential and accurate registration and
verification of credentials of emergency responders prior
to and during a disaster. Oversight of this system needs
to involve public (local, state and federal) and private
agencies and organizations.

7.3 In coordination with the U.S. Department of Homeland X X
Security, the U.S. Department of Defense and other
appropriate federal agencies, designate the U.S. Department
of Health and Human Services with lead responsibility for
strengthening the federal government’s capability to provide
medical and public health support during a disaster.

7.4 Direct that all hospitals have access to and begin to X X X
implement specified criteria for treating vulnerable
populations including children in emergencies; these
criteria should be validated through exercises and periodic
comprehensive drills to reinforce expected competencies.
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Strategic recommendations

Recommendation directed at:

Congress Federal  State Local Professional
agencies agencies agencies organizations

Research

8.1

Support evidence-based research on the efficacy and
effectiveness of immediate and long-term medical

and mental health treatments, systems of care for acute
and chronic disaster-related illnesses and injuries, and
best practices for translating and disseminating the
results of such research into disaster medical care and
disaster risk communication. This requires investigation,
documentation and evaluation of real-world experiences
of health care delivery in crisis situations, including
those in which “usual” public health and medical care
standards are suspended or impossible to maintain.

8.2 Support collaborative efforts among all appropriate

public and private sector stakeholders to develop
priorities for a national disaster medical research
agenda derived from various extant proposals.

8.3

Critically assess the adequacy of resources, personnel,
education and training for the medical and public
health response to mass casualty incidents. This
includes research to address the surge capability
necessary to meet the needs of general and special
populations, including children, the poor, the elderly
and the disabled; to determine methods for, and
outcomes of, rationing scarce resources; to determine
best educational methods for teaching all levels of
responders, including the public; and to evaluate the
effectiveness of expanding mutual aid agreements
with neighboring regions, states and nations under
various disaster scenarios and conditions.

8.4

Implement and evaluate standardized surveillance
programs, based on federal and state guidelines, for
effectiveness in monitoring and sharing information
about illness and injury patterns and trends

(e.g., by age, gender and geographic distribution).
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Recommendation directed at:

Congress Federal  State Local Professional
Strategic recommendations agencies agencies agencies organizations
Research, continued
8.5 Establish baseline all-hazards standards or guidelines X X X X

for defining and measuring health system preparedness

for disasters. Nationally accepted metrics and performance
measures should be developed for assessing and

monitoring state and local response capacities and
capabilities and for accounting of federal preparedness funds.
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Appendix B: Glossary

Acute care system—Network of hospitals, clinics,
private offices and other health care facilities staffed
and equipped to provide immediate medical, mental
health and surgical care to ill and injured patients.

All-hazards preparedness—An all-hazards approach
does not focus on specific hazards but concentrates
on a solid framework that ensures jurisdictions will
be better prepared for all disasters. All-hazards
preparedness refers to preparedness for natural

(e.g., hurricanes, earthquakes, floods), unintentional
(e.g., highway crashes, epidemics), and deliberate
(e.g., terrorism) events that have the destructive
capability to cause multiple or mass casualties.

Certification—An external verification process
(e.g., formal examination) for attesting that an
individual meets established competencies and
professional standards.

Competency-based education—Focuses on the
application of knowledge to produce observable out-
comes or behaviors and is characterized by increased
workplace relevance and applicability. A competency
is a broad composite statement detailing a complex,
yet observable, set of behaviors that reflect basic

and necessary components of knowledge, skill and
attitudes.

Credential —Documented evidence of licensure,
recognition, certification, education, training
experience or other qualifications.

Credentialing—Providing documentation to
authenticate and verify the certification and identity
of an individual. In a disaster, this system ensures
that personnel representing various jurisdictional
levels and functional disciplines possess a minimum
common level of training, currency, experience,
physical and medical fitness, and capability for the
incident management or emergency responder
position they are tasked to fill.

Critical infrastructure—As defined in the

USA Patriot Act of 2001, critical infrastructure is
composed of the systems and assets, whether physical
or virtual, that are so vital to the United States that
the incapacity or destruction of such systems and
assets would have a debilitating impact on security,
national economic security, national public health
or safety, or any combination thereof.

Disaster—An emergency situation or occurrence
whether from a terrorist incident or from a hurricane,
tornado, storm, flood, tsunami, earthquake, fire,
explosion, building collapse or other situation in
which economic and ecological disruption and human
suffering occur that cannot be alleviated without
extraordinary assistance from outside the affected
community or region. In a disaster, immediate
response needs exceed available community or
regional resources and capabilities.

Disaster epidemiology—Epidemiologic methods to
measure and describe the adverse health effects of
natural- and human-caused disasters and the factors
that contribute to those effects; the overall objective
of disaster epidemiology investigations is to assess
the affected populations, match available resources
to needs, prevent further adverse health effects,
evaluate program effectiveness and facilitate
contingency planning.

Emergency medical services (EMS)—Services,
including personnel, facilities and equipment,
required to ensure proper medical care for the sick
and injured from the time of injury or acute illness
to the time of final disposition, including medical
disposition within a hospital, temporary medical
facility or special care facility; release from site; or
declaration of death. EMS specifically include those
services immediately required to ensure proper
medical care and specialized treatment for patients
in a hospital and coordination of related hospital
services.
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EMS system—Includes the full spectrum of
emergency medical care from recognition of the
emergency, to telephone access of the system, to
provision of prehospital care, through definitive
care in the hospital. The EMS system also includes
medical response to disasters, planning for and
provision of medical coverage at mass gatherings,
and interfacility transfers of patients.

Emergency operations center (EOC)—The physical
location from which a jurisdiction or agency
coordinates information and resources to support its
response to major emergencies and disasters; EOCs
may be organized by functional disciplines (e.g.,
firefighters, law enforcement, EMS), by jurisdiction
(e.g., federal, state, county, city, tribal) or by a
combination thereof.

Emergency responder—ILocal fire, law enforcement,
hazardous materials (hazmat), EMS, search and
rescue, public health, and medical personnel who

in the early stages of an incident are responsible for
protection and preservation of life, property, evidence
and the environment at the incident scene.

Emergency response—Immediate actions, including
execution of emergency operations plans and mitiga-
tion activities, to address the short-term, direct effects
of an incident to save lives, protect property and
meet basic human needs.

Health care professionals—Includes, at a
minimum: hospitals, physicians (internists, surgeons,
pediatricians, family and general practice physicians,
and emergency medicine physicians, as well as
specialists in radiation safety, infectious diseases,
psychiatry and medical toxicology), dentists, nurses,
veterinarians, mental health professionals, allied
health personnel and EMS personnel.

Health system—Consists of state and local health
departments, hospitals, health clinics, advanced

life support services, EMS (including ambulances—
ground and airlift), mental health facilities, dental
facilities, nursing homes, blood supply facilities,
laboratories, mortuaries and pharmaceutical stockpiles.
A commonly overlooked component of the health
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system involves the health of animals—veterinary
medicine. Ultimately, this system is tied to the
diagnostic and therapeutic decisions of health care
professionals.

Health system preparedness—A continuous process
involving the identification of threats, determination
of vulnerabilities and identification of resources, as
well as determination of the range of critical tasks
and activities necessary to build, sustain and improve
operational capability to prevent, protect against,
respond to and recover from injury and disease.

Incident Command System (ICS)—A standardized
organizational structure used to command, control
and coordinate the use of resources and personnel
responding to an emergency. The concepts and
principles of ICS include common terminology,
modular organization, integrated communication,
unified command structure, consolidated action
plan, manageable span of control, designated incident
facilities and comprehensive resource management.

Injury surveillance—Public health activity that seeks
to reduce morbidity and mortality by monitoring

the incidence, trends, risk factors and circumstances
of injuries and disseminating this information to
inform decisions on the development and evaluation
of injury prevention initiatives and policies.

Licensure—Affirmation by a duly constituted
body, usually a state, that a person has met certain
prescribed qualifications and is therefore recognized
under state laws as a licensed professional.

Mass casualty incident—An emergency situation
in which health care needs exceed available health
care resources and capacities.

Medical surge capacity—The ability to respond

to a markedly increased volume of patients, such

as during a mass casualty incident, infectious disease
outbreak or other complex emergency, which
challenges or exceeds normal operational capacity.
Surge requirements may extend beyond direct patient
care to include resources and tasks such as medical
transportation, laboratory testing and epidemiological
investigations.
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Mental health services—Diagnostic, treatment and
preventive health services specially designed for the
care and treatment of people with mental illness
(e.g., home-based support, residential care, outpatient
community services, case management, psychiatric
emergency services, hospital inpatient services,
rehabilitation services and intensive outreach services
for individuals with severe mental illness). These
services also help persons who have experienced
traumatic events as well as those at increased risk of
developing a mental illness.

National Incident Management System (NIMS)—
A comprehensive, national all-hazards approach

to incident management mandated by Homeland
Security Presidential Directive-5 (HSPD-5). NIMS
provides a consistent framework for improving coordi-
nation and cooperation between public and private
entities in a variety of domestic incident management
activities. It is applicable at all jurisdictional levels
and across functional disciplines to address a spectrum
of potential incidents and hazard scenarios, regardless
of size or complexity. HSPD-5 required federal
departments and agencies to make the adoption of
NIMS by state and local organizations a condition for
federal preparedness assistance by fiscal year 2005.

National Response Plan (NRP)—Last updated

May 25, 2006, the NRP establishes a comprehensive
all-hazards approach to enhance the ability of the
United States to manage domestic incidents. The
plan incorporates best practices and procedures from
incident management disciplines (e.g., homeland
security, emergency management, law enforcement,
firefighting, search and rescue, public works, public
health, health care, EMS, and the private sector) and
integrates them into a unified structure. It forms the
basis of how the federal government coordinates with
state, local and tribal governments and the private
sector during emergencies.

Privileges—Specific scope and content of patient
care services authorized by a health care organization
to a health care practitioner.

Privileging—Authorization granted by the health
care entity for a qualified health professional to
provide patient care, treatment and services with
or without supervision. In an emergency situation,
privileging is performed on a case-by-case basis and
the responsibility for assigning privileges resides
with the entity that receives volunteer responders.

Public health infrastructure—The foundation of
the public health system, representing the capacity
necessary to carry out specific core functions. Ideally,
it is comprised of a well-trained work force; robust
and integrated information and communication
systems; up-to-date facilities and equipment; flexible
health care surge capacity; comprehensive prepared-
ness policies, plans and procedures; interagency and
organizational coordination; and sufficient operating
funds to sustain programmatic capabilities and
capacities.

Public health system—Organized system of national,
state and local government agencies focused on the
health of populations. Specifically, the public health
system aims to prevent epidemics and the spread

of disease, protect against environmental hazards,
prevent injury and disability, promote physical and
mental health, assess and monitor health problems,
inform the public and professionals about health
issues, develop and enforce health-protecting laws
and regulations, implement and evaluate population-
based strategies to promote health and prevent
disease, encourage healthy behaviors, respond to
disasters and assist communities in recovery, and
ensure the quality and accessibility of health services.

Syndromic surveillance—An emerging area of
active public health surveillance that offers a more
“real time” alerting system than traditional disease
reporting (which occurs in the context of established
diagnosed disease). With this system, public health
agencies and emergency responders can render more
aggressive, timely and clinically relevant treatment
based on syndromic categories (e.g., respiratory symp-
toms, burns, trauma) rather than await a definitive
diagnosis. Tracking the sale of medications (over-
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the-counter and prescription), school absenteeism or
unexplained deaths (human and animal) are examples
of approaches to syndromic surveillance that are
under study.

Terrorism—Acts dangerous to human life that are

a violation of the criminal laws of the United States
or any state and are intended to intimidate or coerce
a civilian population, influence the government by
intimidation or coercion, or affect the conduct of a
government.

Trauma—Any injury, whether physically or
emotionally inflicted. Trauma has both a medical
and a psychiatric definition. Medically, trauma refers
to serious or critical bodily injuries, burns, wounds or
shock. This definition is often associated with trauma
medicine and surgery practiced in hospitals and
represents a popular view of the term. In psychiatry,
trauma refers to an experience that is emotionally
painful, distressful or shocking, which may result in
lasting mental and physical effects.

Trauma system—QOrganized, coordinated effort in a
defined geographic area that delivers the full range
of care to all injured patients and is integrated with
the local public health system. The true value of a
trauma system is derived from the seamless transition
between each phase of care, integrating existing
resources to achieve improved patient outcomes.
Fundamental components of the trauma care system
are injury prevention, acute care facilities, and

pre- and post-hospital care.
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515 N. State St.

Chicago, IL 60610

(312) 464-5719; fax: (312) 464-5841

E-mail: james.james@ama-assn.org

Ruth Anne Steinbrecher, MPH

Director, National Disaster Life Support Program Office
Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 60610

(312) 464-4149; fax: (312) 464-5841

E-mail: ruth.steinbrecher@ama-assn.org
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Shane Green, PhD

Research associate

Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 60610

(312) 464-5159; fax: (312) 464-5841

Jim Lyznicki, MS, MPH

Senior scientist

Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 60610

(312) 464-4520; fax: (312) 464-5841

E-mail: jim.lyznicki@ama-assn.org

Vickie Grosso

Staff assistant, Group on Science, Quality and Public Health
515 N. State St.

Chicago, IL 60610

(312) 464-4574; fax: (312) 464-5841

E-mail: vickie.grosso@ama-assn.org

American Nurses Association
Barbara A. Blakeney, MS, RN
President

8515 Georgia Ave., Suite 400

Silver Spring, MD 20910

(301) 628-5011; fax: (301) 628-5006
E-mail: bablakeney@aol.com

American Osteopathic Association

Sharon L. McGill, MPH

Director, Division of Quality Programs and Public Health
142 E. Ontario St.

Chicago, IL 60611

(312) 202-8150; fax: (312) 202-8202

E-mail: smcgill@osteopathic.org

American Public Health Association
Georges C. Benjamin, MD, FACP, FACEP(E)
Executive director

800 | St. N.W.

Washington, DC 20001

(202) 777-2430; fax: (202) 777-2532
E-mail: georges.benjamin@apha.org

Walter Tsou, MD

President

325 E. Durham St.

Philadelphia, PA 19119

(215) 435-5769; fax: (215) 242-6272
E-mail: walter.tsou@verizon.net

American Trauma Society

Harry Teter Jr., Esq

Executive director

8903 Presidential Parkway, Suite 512
Upper Marlboro, MD 20772

(301) 420-4189; fax: (301) 420-0617
E-mail: hteter@amtrauma.org

Michael Cronin, MPH

Director, Disaster Preparedness and Response Programs
Senior editor, International Trauma and Disaster Institute
Massachusetts General Hospital

53 Elm St., Suite 42

Worcester, MA 01609

(508) 320-7177; fax: (508) 831-1306

E-mail: mcronin@amtrauma.org

Centers for Disease Control and Prevention

Richard C. Hunt, MD, FACEP

Director, Division of Injury and Disability Outcomes and Programs
National Center for Injury Prevention and Control

4770 Buford Highway N.E., Mail Stop F41

Atlanta, GA 30341

(770) 488-1230; fax: (770) 488-4338

E-mail: rhunt@cdc.gov

Barbara Newhouse, MPH

Senior public health adviser

Division of Injury and Disability Outcomes and Programs
National Center for Injury Prevention and Control

4770 Buford Highway N.E., Mail Stop F41

Atlanta, GA 30341

(770) 488-1236; fax: (770) 488-4338

E-mail: bnewhouse@cdc.gov

Bob Bailey, MA

Senior adviser to the director

Division of Injury and Disability Outcomes

and Programs

National Center for Injury Prevention and Control
4770 Buford Highway N.E., Mail Stop F41
Atlanta, GA 30341

(770) 488-1121; fax: (770) 488-4338

E-mail: bbailey@cdc.gov

John Seggerson

Senior adviser to the director

Division of Injury and Disability Outcomes and Programs
National Center for Injury Prevention and Control

4770 Buford Highway N.E., Mail Stop F41

Atlanta, GA 30341

(770) 488-2854; fax: (770) 488-4338

E-mail: jisI@cdc.gov
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Patrick Barrett

Division of Injury and Disability Outcomes and Programs
National Center for Injury Prevention and Control

4770 Buford Highway N.E., Mail Stop F41

Atlanta, GA 30341

(770) 488-6459; fax: (770) 488-4338

E-mail: pbarrett@cdc.gov

Disaster Emergency Medicine Readiness Training Center (DEMRTC)

Michael D. Colvard, DDS

Director, DEMRTC

University of lllinois at Chicago College of Dentistry
801 S. Paulina

Chicago, IL 60612

(312) 355-0960

E-mail: colvard@uic.edu

Emergency Nurses Association
Patricia Kunz Howard, PhD, RN, CEN
President

915 Lee St.

Des Plaines, IL 60016

(847) 460-4095; fax: (847) 460-4006
E-mail: execoofice@ana.org

[llinois Department of Public Health

Gregory Scott

Director, Division of Emergency Medical Services
500 E. Monroe St., Eighth Floor

Springfield, IL 62701

(217) 785-2080; fax: (217) 524-0966

E-mail: gscott@idph.state.il.us

Catherine M. Stokes

Deputy director

500 E. Monroe, Eighth Floor
Springfield, IL 62701

(217) 558-0560; fax: (217) 785-9217
E-mail: cstokes@idph.state.il.us

Eric E. Whitaker, MD, MPH

Director, Illinois Department of Public Health
535 W. Jefferson St.

Springfield, IL 62761

(217) 782-4977; fax: (217) 782-3987

[llinois Medical Emergency Response Team (IMERT)
Moses S. Lee, MD, FACEP, FAAEM

Chairman, IMERT

Attending Physician, Department of Emergency Medicine
Stroger Hospital of Cook County

195 N. Harbor Drive, #2209

Chicago, IL 60601

(312) 864-0060; fax: (312) 864-9656

E-mail: mlee@cchh.org

Tim Conley, EMT-P

Administrator, chair, IMERT training

1 S. 280 Summit Ave., Court B-2

Oakbrook Terrace, IL 60181

(630) 495-6400, ext. 218; fax: (630) 495-0227
E-mail: timc@imert.org

[llinois Public Health Preparedness Center
Elaine Ricketts, MPH, CHES

1603 W. Taylor St., Room 617

University of lllinois at Chicago

School of Public Health

Chicago, IL 60612-3723

(312) 413-3473; fax: (312) 996-5768
E-mail: erickett@uic.edu

National Association of County and City Health Officials (NACCHO)

Rex Archer, MD, MPH

President, NACCHO

Director, Kansas City Missouri Health Department
2400 Troost Ave., Suite 4000

Kansas City, MO 64108

(816) 513-6252; fax: (816) 513-6293

E-mail: rex_archer@kcmo.org

National Association of EMS Physicians (NAEMSP)
E. Brooke Lerner, PhD

Assistant professor

Department of Emergency Medicine

Medical College of Wisconsin

9200 W. Wisconsin Ave.

Milwaukee, WI 53226

(414) 805-0113

E-mail: eblerner@mcw.edu

Robert 0'Connor, MD, MPH, FACEP
President, NAEMSP

Professor, emergency medicine
Thomas Jefferson University

Director, education and research
Department of Emergency Medicine
Christiana Care Health System

P.0. Box 6001

Newark, DE 19718

(302) 733-4176; fax: (302) 733-1595
E-mail: roconnor@christianacare.org

National Association of Emergency Medical Technicians
Gregg Lord, NREMT-P

EMS coordinator

Cherokee County, Office of Fire-Emergency Services
150 Chattin Drive

Canton, GA 30115

(678) 493-4030 or (770) 490-1574

E-mail: greglems@aol.com
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National Association of State EMS Officials
Leslee Stein-Spencer, RN, MS

Policy adviser

6310 N. Tripp Ave.

Chicago, IL 60646

(571) 641-1381; fax: (773) 777-8894
E-mail: lesleess@aol.com

National Disaster Life Support Foundation, Inc. (NDLSF)
Phillip Coule, MD, FACEP

Associate director, Center of Operational Medicine
Medical College of Georgia

1120 15th St., AF-20259

Augusta, GA 30912-2800

(706) 721-9101; fax: (706) 721-6884

E-mail: pcoule@mail.mecg.edu

Jack Horner

President, NDLSF

Medical College of Georgia

1120 15th St., AF-1001

Augusta, GA 30912-2800

(706) 721-3548; fax: (706) 721-6884
E-mail: jhorner@mail.meg.edu

Richard Schwartz, MD, FACEP, FAAEM
Interim chair and director

Center of Operational Medicine
Medical College of Georgia

1120 15th St., AF-2037

Augusta, GA 30912-2800

(706) 721-3548; fax: (706) 721-6884
E-mail: rschwart@mail. mcg.edu

Raymond E. Swienton, MD, FACEP

Assistant professor, emergency medicine
Co-director, Section of EMS, Homeland Security
and Disaster Medicine

University of Texas

Southwestern Medical Center at Dallas

5323 Harry Hines Blvd.

Dallas, TX 75390-8579

(214) 648-0310; fax: (214) 648-8423

E-mail: raymond.swienton@utsouthwestern.edu

National Native American EMS Association

Teri Sanddal

Associate director, Critical Illness and Trauma Foundation
300 N. Wilson Ave., Suite 502E

Bozeman, MT 59715

(406) 585-2659; fax: (406) 585-2741

E-mail: tsanddal@citmt.org

Anthony K. Sequoyah, EMT-P
Supervisor

P.0. Box 2371

Cherokee, NC 28719

(828) 497-6402; fax: (828) 497-7544
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Linda K. Squirrel

Treasurer, National Native American EMS Association
P.0. Box 172

Park Hill, OK 74451

(918) 458-5403

E-mail: /inda-squirrel@cherokee.org

and

Coordinator, Cherokee Nation EMS Special Projects
22114 S. Bald Hill Road

Tahlequah, OK 74464

State and Territorial Injury Prevention Directors Association
Mark S. Johnson

10726 Horizon Drive

Juneau, AK 98901

(907) 463-5807; fax: (907) 463-5807

E-mail: marksjohnson@gci.net

New Orleans
June 7-8, 2006

Participants’ information current as of June 2006

American Academy of Pediatrics (AAP)
Gary Q. Peck, MD

Board member, AAP

Chairperson, District VI

1419 Dauphine St.

New Orleans, LA 70116-1924

(504) 949-4939; fax: (504) 944-1946
E-mail: gpeck@aap.org

American College of Emergency Physicians

Kathryn Brinsfield, MD, MPH, FACEP

Vice chair, Disaster Medical Services Section

1067 Centre St.

Jamaica Plain, MA 02130-3444

(617) 522-4237; fax: (617) 343-1121

E-mail: kbrins@bu.edu or brinsfield@bostonems.org

Kathryn Mensah

Grants administrator

1125 Executive Circle
Irving, TX 75038

(972) 550-0911, ext. 3248
E-mail: kmensah@acep.org

Rick Murray, EMT-P

Director, Emergency Medical Services and Disaster Response
1125 Executive Circle

Irving, TX 75038

(972) 550-0911, ext. 3260

E-mail: rmurray@acep.org
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Cynthia S. Singh, MS

Grants manager

Emergency Medicine Foundation
1125 Executive Circle

Irving, TX 75038

(972) 550-0911, ext. 3217
E-mail: csingh@acep.org

American College of Surgeons

Arthur Cooper, MD, MS

Department of Surgery

Columbia University Affiliation
Harlem Hospital Center

506 Lenox Ave.

New York, NY 10037

(212) 939-4003; fax: (212) 939-4015
E-mail: ac38@columbia.edu

Alan B. Marr, MD, FACS

Associate professor, clinical surgery

Division of Trauma/Critical Care

Louisiana State University Health Sciences Center
1542 Tulane Ave.

New Orleans, LA 70112

(504) 568-4750; fax: (504) 568-4633

E-mail: amarr@Isuhsc.ed

Sharon Weintraub, MD, FACS, MPH

Assistant professor, surgery

Louisiana State University School of Medicine
1542 Tulane Ave., #721

New Orleans, LA 70112

Cell: (214) 552-5789; fax: (504) 895-1559
E-mail: sweint@/suhsc.edu

American Dental Association

Albert H. Guay, DMD

Chief policy adviser

211 E. Chicago Ave.

Chicago, IL 60611

(312) 440-2844; fax: (312) 440-7488
E-mail: guaya@ada.org

American Hospital Association

Coletta C. Barrett

Vice president of Mission

Our Lady of the Lake Regional Medical Center
5000 Hennessy Blvd

Baton Rouge, LA 760808

(225) 765-8851; fax: (225) 765-8305

E-mail: coletta.barrett@ololrme.com

American Medical Association
J. Edward Hill, MD

President

515 N. State St.

Chicago, IL 60610

(312) 464-5618

James J. James, MD, DrPH, MHA

Director, Center for Public Health Preparedness and Disaster
Response

515 N. State St.

Chicago, IL 60610

(312) 464-5719; fax: (312) 464-5841

E-mail: james.james@ama-assn.org

Italo Subbarao, DO, MBA

Director, Public Health Readiness Office

Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 60610

(312) 464-4344; fax: (312) 464-5841

E-mail: italo.subbarao@ama-assn.org

Kusuma Madamala, PhD, MPH

Senior scientist, Public Health Readiness Office

Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 6010

(312) 464-5670; fax: (312) 464-5841

E-mail: kusuma.madamala@ama-assn.org

Ruth Anne Steinbrecher, MPH

Director, National Disaster Life Support Program Office
515 N. State St.

Chicago, IL 60610

(312) 464-4149; fax: (312) 464-5841

E-mail: ruth.steinbrecher@ama-assn.org

Jim Lyznicki, MS, MPH

Senior scientist

Center for Public Health Preparedness and Disaster Response
515 N. State St.

Chicago, IL 60610

(312) 464-4520; fax: (312) 464-5841

E-mail: jim.lyznicki@ama-assn.org

Vickie Grosso

Staff assistant

Group on Science, Quality and Public Health
515 N. State St.

Chicago, IL 60610

(312) 464-4574; fax: (312) 464-5841
E-mail: vickie.grosso@ama-assn.org

Leatha Tiggelaar

Director, budgets and administration
Group on Science Quality and Public Health
515 N. State St.

Chicago, IL 60610

(312) 464-4542; fax: (312) 464-5841
E-mail: leatha.tiggelaar@ama-assn.org
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American Nurses Association

Cheryl A. Peterson, MSN, RN

Senior policy fellow

Department of Nursing Practice and Policy
8515 Georgia Ave., Suite 400

Silver Spring, MD 20910

(301) 628-5089; fax: (301) 628-5349
E-mail: cheryl.peterson@ana.org

American Public Health Association (APHA)
Georges C. Benjamin, MD, FACP, FACEP(E)
Executive director

800 | St. N.W.

Washington, DC 20001

(202) 777-2430; fax: (202) 777-2532
E-mail: georges.benjamin@apha.org

Linda C. Degutis, DrPH

Chair, APHA Executive Board

Associate professor, surgery (emergency medicine) and public health
Director, Yale Center for Public Health Preparedness

Research director, emergency medicine

Yale University, Section of Emergency Medicine

464 Congress Ave., Suite 26

New Haven, CT 06373

(203) 785-4363; fax: (203) 785-4580

E-mail: /inda.degutis@yale.edu

Patricia D. Mail, MPH, PhD
President

2910 N. 30th St.

Tacoma, WA 98407

(253) 752-1475

E-mail: tulapai@msn.com

American Trauma Society

Michael Cronin, MPH

Director, Disaster Preparedness and Response Programs
Senior editor, International Trauma and Disaster Institute
Massachusetts General Hospital

53 Elm St., Suite 42

Worcester, MA 01609

(508) 320-7177; fax: (508) 831-1306

E-mail: mcronin@amtrauma.org

Association of State and Territorial Health Officials
Robert B. Stroube, MD, MPH

State health commissioner

Virginia Department of Health

109 Governor St.

Richmond, VA 23219

(804) 864-7005; fax: (804) 864-7022

E-mail: robert.stroube@vdh.virginia.gov

Baylor College of Medicine

Carmel B. Dyer, MD, AGSF, FACP

Associate professor, medicine

Harris County Hospital District

Texas Elder Abuse and Mistreatment Institute
3601 N. MacGregor Way

Houston, TX 77004

(713) 873-4872; fax: (713) 873-4896

E-mail: cdyer@bcm.tme.edu

Centers for Disease Control and Prevention

Richard C. Hunt, MD, FACEP

Director, Division of Injury and Disability Outcomes and Programs
National Center for Injury Prevention and Control

4770 Buford Highway N.E., Mail Stop F4

Atlanta, GA 30341

(770) 488-1230; fax: (770) 488-4338

E-mail: rhunt@cdc.gov

M. Blake Caldwell, MD, MPH

Senior adviser to the director

Coordinating Center for Health Information and Services
1600 Clifton Road, Mail Stop E33

Atlanta, GA 30333

(404) 498-1186; fax: (404) 498-1177

E-mail: bealdwell@cdc.gov

Jim Enders, MPH

Deputy director

Division of Injury Response

National Center for Injury Prevention and Control
4770 Buford Highway, Mail Stop F41

Atlanta, GA 30341

(770) 488-1254; fax: (770) 488-4338

E-mail: jee3@cdc.gov

Scott Sasser, MD

Senior adviser to the director

Division of Injury Response

National Center for Injury Prevention and Control
4770 Buford Highway N.E., Mail Stop F41
Atlanta, GA 30341-3714

(770) 488-4543

E-mail: ssasser@cdc.gov

John J. Seggerson

Consultant, CDC McKing Contract

Division of Injury Response

National Center for Injury Prevention and Control
4770 Buford Highway N.E., Mail Stop F41
Atlanta, GA 30341-3727

(770) 488-2854; fax: (770) 488-4338

E-mail: jisI@cdc.gov

45

AMA/APHA Linkages Leadership Summit Report



Thomas Sinks, PhD
Deputy director

National Center for Environmental Health and Agency for Toxic

Substances and Disease Registry

1600 Clifton Road N.E., Mail Stop E238
Atlanta, GA 30333

(404) 498-0004; fax: (404) 498-0083
E-mail: tsinks@cdc.gov

Jacqui Butler, MPA

Public health analyst

Division of Injury Response

National Center for Injury Prevention and Control
4770 Buford Highway N.E., Mail Stop F41
Atlanta, GA 30341

(770) 488-1496; fax: (770) 488-4338

E-mail: jabutler@cdc.gov

Columbia University

Richard Garfield, RN, DrPH

Professor, clinical international nursing, School of Nursing
Deputy director, Public Health Operation Assist

National Center for Disease Preparedness

Mailman School of Public Health

617 W. 168th St.

New York, NY 10032

(212) 305-3248

E-mail: garfier@gmail.com

Emergency Nurses Association (ENA)
Sherri-Lynn Almeida, RN, MEd, DrPH, CEN, FAEN
Member, ENA Board of Directors

7447 Cambridge St., #41

Houston, TX 77054

(713) 799-1643

E-mail: sherri.almeida@cardinal.com

Harris County Hospital District
Elizabeth Cloyd, RN, MBA
Administrator, Medical Support Services
2522 Holly Hall St., Room 143

Houston, TX 77054

(713) 566-6821; fax: (713) 566-6204
E-mail: beth_cloyd@hchd.tme.edu

[llinois Medical Emergency Response Team (IMERT)
Moses S. Lee, MD, FACEP, FAAEM

Chairman, IMERT

Attending physician, Stroger Hospital of Cook County
Department of Emergency Medicine

1900 W. Polk St., 10th Floor

Chicago, IL 60612

Office: (312) 864-0060; direct: (312) 864-1982;
pager/BlackBerry: (630) 201-6123

E-mail: mlee@cchh.org

Jefferson Parish Medical Society
Charlene Baudier

Executive director

4937 Hearst St., Suite 2B

Metairie, LA 70001

(504) 455-8282; fax: (504) 455-7388
E-mail: email@jpms.org

Dollen Licciardi, MD

President

4937 Hearst St., Suite 2B

Metairie, LA 70001

(504) 455-8282; fax: (504) 455-7388
E-mail: email@jpms.org

Lafayette Parish Medical Society

Andy P. Blalock, MD

President, Louisiana Emergency Medical Unit
P.0. Box 51905

Lafayette, LA 70505-1905

(337) 232-2860; fax: (337) 232-2860
E-mail: andyblalock@cox.net

Charles C. Mashek, MD, MBA
Executive vice president

Louisiana Emergency Medical Unit
2305 S. N St.

Fort Smith, AK 72901

(479) 477-0754

E-mail: ccmashek@hotmail.com

Louisiana Department of Health and Human Services

Erin Brewer, MD, MPH

Director, Center for Community Health
Office of Public Health

1450 L & A Road

Metairie, LA 70001

(504) 219-4402; fax: (504) 219-4410
E-mail: ebrewer@dhh.la.gov

Louis Cataldie, MD

Building 14

5445 Point Claire Road, Mailbox 8
Carville, LA 70721

(225) 319-2930

E mail: lcataldi@dhh.la.gov

Louisiana State University

James Aiken, MD, MHA, FACEP

Assistant clinical professor, emergency medicine
Louisiana State University School of Medicine
New Orleans Section of Emergency Medicine
E-mail: jaiken@Isuhsc.edu
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Joanne Maffaei

Associate professor

Louisiana State University Health Sciences Center
Department of Medicine

Section of Infectious Diseases/HIV

208 Betz Place

Metairie, LA 70006

(504) 452-6354

E-mail: jmaffe@Isuhsc.edu

Medical Reserve Corps

Commander Rob Tosatto

Director

Parklawn Building, Room 18C—-14
5600 Fishers Lane

Rockville, MD 20857

(301) 443-2528; fax: (301) 480-116
E-mail: rfosatto@osophs.dhhs.gov

National Association of EMS Physicians (NAEMSP)
E. Brooke Lerner, PhD

Assistant professor

Department of Emergency Medicine

Medical College of Wisconsin

9200 W. Wisconsin Ave.

Milwaukee, WI 53226

(414) 805-0113

E-mail: eblerner@mcw.edu

Robert 0’Connor, MD, MPH, FACEP
President, NAEMSP

Professor, emergency medicine
Thomas Jefferson University

Director, education and research
Department of Emergency Medicine
Christiana Care Health System

P.0. Box 6001

Newark, DE 19718

(302) 733-4176; fax: (302) 733-1595
E-mail: roconnor@christianacare.org

National Association of Emergency Medical Technicians
Ken Bouvier, NREMT-P

President

P.0. Box 140

Clinton, MS 39060-1400

(800) 346-2368; fax: (601) 924-7325

E-mail: kenneth.j.bouvier@monsanto.com

David Markenson, MD, FAAP

Chief, pediatric emergency medicine

Assistant professor, pediatrics

Maria Fareri Children’s Hospital at Westchester Medical Center
Valhalla, NY 10595

(914) 493-7656 or direct: (914) 493-1697; fax: (914) 493-8298
E-mail: david_markenson@nymc.edu

National Association of State EMS Officials
Nancy Bourgeois

Director, Bureau of Emergency Medical Services
P.0. Box 94215

Baton Rouge, LA 70804

(225) 763-5700; fax: (225) 763-5702

E-mail: nbourgeo@dhh.la.gov

National Native American EMS Association
Teri L. Sanddal

Associate director

300 N. Wilson Ave., Suite 502

Bozeman, MT 5971

(406) 585-2659; fax: (406) 585-2741
E-mail: tsanddal@citmt.org

State and Territorial Injury Prevention Directors Association
Mark S. Johnson

10726 Horizon Drive

Juneau, AK 98901

(907) 463-5807; fax: (907) 463-5807

E-mail: marksjohnson@gci.net

Tulane University

Gene Beyt, MD, MS

Department of Health Systems Management

Tulane University School of Public Health and Tropical Medicine
1440 Canal St., Suite 1900

New Orleans, LA 70112

(504) 988-6559, SI-22

E-mail: gbeyt@tulane.edu

Ruth Berggren, MD

Associate professor, medicine

Infectious diseases specialist, Charity Hospital
New Orleans, LA

E-mail: rberggre@tulane.edu

Claudia Campbell, PhD

Professor and chair

Department of Health Systems Management
School of Public Health and Tropical Medicine
1440 Canal St., Suite 1900

New Orleans, LA 70112

(504) 988-7707; fax: (504) 988-7701

E-mail: ccampbel@tulane.edu

Harold M. Ginzburg, MD, JD, MPH

Disaster response coordinator

Louisiana Psychiatric Medical Society
Clinical professor, Department of Psychiatry
Tulane University Health Science Center
Task Force on Psychiatric Dimensions of Disaster, American
Psychiatric Association

3340 Severn Ave., Suite 200

Metairie, LA 70002

(504) 836-5575; fax: (504) 613-4923
E-mail: haroldginzburg@hotmail.com
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Alan M. Miller, PhD, MD

Associate senior vice president, health science
Tulane University Health Science Center

Vice dean, clinical affairs

Mailbox TW 5

New Orleans, LA 70112

(504) 988-7566

E-mail: amiller@tulane.edu

Norman McSwain Jr., MD

Professor of surgery

Department of Surgery

Tulane University School of Medicine
1430 Tulane Ave., SL-22

New Orleans, LA 70112

(504) 588-5111

E-mail: norman.mcswain@tulane.edu

Sunny Chen, MHA
E-mail: sunnyc1203@gmail.com

Erin Downey, MPH
E-mail: erin_downey@yahoo.com

University of Texas Health Science Center at Houston

Michael W. Proctor, MD

Center for Biosecurity and Public Health Preparedness

Regional Director of Extramural Training

1200 Herman Pressler Drive, RAS W334

Houston, TX 77030

Office: (713) 500-9421; cell: (256) 310-5212; fax: (713) 500-9425
E-mail: mwpmdb53@bellsouth.net

University of Texas Health Science Center at Tyler
David Lakey, MD

Chief, infection control

11937 U.S. Highway 271

Tyler, TX 75708

(903) 877-5087; fax: (903) 877-5188

E-mail: david.lakey@uthct.edu

University of Texas Southwestern Medical Center at Dallas
Raymond L. Fowler, MD, FACEP

Associate professor, emergency medicine

Deputy EMS medical director

Co-chief, Section of EMS, Homeland Security and Disaster Medicine

5323 Harry Hines Blvd.
Dallas, TX 75390-8890
(214) 648-3022; fax: (214) 648-2049

Kelly R. Klein, MD

Assistant professor, Section of EMS, Homeland Security and Disaster
Medicine

Division of Emergency Medicine

5323 Harry Hines Blvd.

Dallas, TX 75390-8579

(214) 648-3022; fax: (214) 648-8423

E-mail: kelly.klein@utsouthwestern.edu

Paul E. Pepe, MD, MPH, FACEP, FACP, FCCM
Professor, medicine, surgery, public health
Riggs Family Chair in Emergency Medicine
5323 Harry Hines Blvd.

(214) 648-4812; fax: (214) 648-8423
E-mail: paul.pepe@utsouthwestern.edu

Raymond E. Swienton, MD, FACEP

Assistant professor, emergency medicine

Co-director, Section of EMS, Homeland Security and Disaster
Medicine

5323 Harry Hines Blvd.

Dallas, TX 75390-8579

(214) 648-0310; fax: (214) 648-8423

E-mail: raymond.swienton@utsouthwestern.edu

Preferred e-mail: beardogmd@aol.com

U.S. Department of Homeland Security

Robert Schneider, MD

Associate medical officer, work force protection
Office of the Chief Medical Officer
Preparedness Directorate

Office of the Acting Under Secretary

Science and Technology Directorate

(202) 254-6492; fax: (202) 254-5704

E-mail: tammie.white@dhs.gov

E-mail: snerd@earthlink.net or raymond.fowler@utsouthwestern.edu
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American Academy of Pediatrics Association of State and Territorial Health Officials

American College of Emergency Physicians Emergency Nurses Association
American College of Surgeons National Association of County and City
Health Officials

American Dental Association

National Association of EMS Physicians
American Hospital Association

National Association of Emergency Medical

American Medical Association Technicians

American Nurses Association National Association of State EMS Officials
American Osteopathic Association National Native American EMS Association
American Public Health Association State and Territorial Injury Prevention

_ : Directors Association
American Trauma Society

Jim Lyznicki, MS, MPH

Center for Public Health Preparedness and Disaster Response
American Medical Association

515 N. State St.

Chicago, IL 60610

(312) 464-4520; fax: (312) 464-5841

E-mail: jim.lyznicki@ama-assn.org

The full report and additional resources also are available
on the Internet at:
www.ama-assn.org/go/disasterpreparedness

This project was supported by Cooperative Agreement No. U38/CCU624161-01-3107 from the U.S.Centers for
Disease Control and Prevention (CDC).The contents of the report represent the consensus of the summit participants
and are solely the responsibility of the authors. The contents do not necessarily represent the official policies, positions
or views of the CDC and collaborating organizations.
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