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FOREWORD
Providing medical care through uniformed state defense forces is of particular interest and concern.
Probably, it offers one of the very best ways to accomplish such a task during disaster events because
of its organization and related capabilities. While the general capabilities of the non-Uniformed
volunteer contingencies offer great promise in such situations, the lack of a standard organizational
structure and chain of command limits their usefulness. There are currently 571 Medical Reserve Corps
(MRC) in the United States. This includes 108,750 volunteers who bring both medical and non medical
expertise to the table. Of these there are less than a handful of those who claim to be in the uniformed
MRC and who are also affiliated with State Defense Force (SDF). Further, this number appears to be
decreasing rather than increasing. The reasons are many and outside of the purview of this writing.
Suffice it to say that the SDF organization into medical response units, whether or not an actual MRC,
offers one of the best and most efficient methods of delivering disaster care and surge capacity during
an emergency. All of the articles presented in this issue demonstrate this capability. They demonstrate
it in different ways and from various perspectives. This writer’s article presents from the Uniformed
MRC perspective. The mission of the MRC is to establish teams of local volunteer medical and public
health professionals. These can contribute their skills and expertise throughout the year and during times
of community need.
The MRC was founded after President Bush’s 2002 State of the Union Address, in which he asked all
Americans to volunteer in support of their country. It is a partner program with Citizen Corps, a national
network of volunteers dedicated to ensuring hometown security. Citizen Corps, along with AmeriCorps,
Senior Corps, and the Peace Corps are part of the President's USA Freedom Corps, which promotes
volunteerism and service nationwide.
Medical Reserve Corps volunteers include medical and public health professionals such as physicians,
nurses, psychologists, pharmacists, dentists, veterinarians, and epidemiologists. Many community
members, including interpreters, chaplains, office workers, legal advisors, and others, can fill key
support positions.
During the 2005 Hurricane Season, MRC members provided support for health services, mental health
and shelter operations. MRC members also supported the response and recovery efforts by staffing
special needs shelters, Community Health Centers and health clinics, and assisting health assessment
teams in the Gulf Coast region. More than 1,500 members were willing to deploy outside their local
jurisdiction on optional missions to the disaster-affected areas with state agencies. Of these, almost 200
volunteers from 25 units were activated, and more than 400 volunteers from more than 80 local MRC
units were activated to support disaster operations in Gulf Coast areas.
In this issue, in addition to the article about the Texas State Guard Uniformed Medical Reserve Corps
during Operation Katrina and Rita Response, are two demonstrative offerings. Dr. Nelson et al spend
considerable time discussing their medical and health service model. Captain David Arday then teams
up with Colonel Nelson again to discuss the National Medical Disaster System and its relationship to
the SDF.
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Although few, the articles in this issue are robust and should stir discussions and questions. This is an
area of the SDF that must receive more attention and action in order to expand what has proven to be
a major force in disaster medicine and the providing of needed surge capacity.

James Greenstone, Ed.D., J.D.
Colonel,
TXSG
Associate Editor, Medical Support

Martin Hershkowitz
Colonel,
MDDF
Editor, SDF PubCntr
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DEVELOPING VIBRANT STATE DEFENSE FORCES:
A SUCCESSFUL MEDICAL AND HEALTH SERVICE MODEL
Colonel (MD) H. Wayne Nelson, Ph.D.
Colonel (MD) Robert Barish, M.D.
Brigadier General (MD) Frederic Smalkin, J.D.
Lieutenant Colonel (MD) James Doyle, M.D.
Colonel (MD) Martin Hershkowitz

The Katrina disaster spiked concern among Federal planners that “the United States is incapable
of delivering mass care ... the emergency medical response system is woefully inadequate” (Rood, 2005,
p. 38). Katrina starkly revealed numerous holes in our ability to deal with mass casualties, including the
lack of any “coordinated system for recruiting, deploying, and managing volunteers” who invariably
show up at crises, often only to add to the chaos (Franco, et al., 2006, p. 135). In this article we present
a significant counter example to these uncoordinated, impaired, spontaneously converging volunteers
by documenting how well trained and highly disciplined State Defense Force medical units can provide
basic to mid level acuity medical capacity to augment overwhelmed first responders during mass
casualty events.
One such unit, the Maryland Defense Force (MDDF) medical command [now the 10th Medical
Regiment (10MEDRGT)], served with distinction during the Hurricane Katrina crises when called up
by Maryland’s Adjutant General, Major General Bruce F. Tuxill, as approved by Governor, Robert L.
Ehrlich, Jr. During the two-and-one-half weeks they were deployed in the field, the 10MEDRGT
provided a variety of medical services for more than 6,000 injured and suffering patients at six MDDF
field treatment stations.
The success of the Maryland Defense Force demonstrates that these virtually unknown state
military organizations [which are lawful reserves to their state National Guard (NG)] can, under proper
direction, provide much needed surge medical capacity to first responders who are quickly overwhelmed
in large scale crises like Katrina (Rood, 2005). The need for a sufficient and reliable source of
cohesively organized emergency medical volunteers is too great to have to rely on the spontaneous
unaffiliated volunteers who converge on disaster scenes only to become part of the problem. Instead,
why not expand SDF medical commands which are well situated to ramp up in order to provide this
organized surge capacity manpower. This can happen if SDFs conduct two major activities. First they
must exploit the sense of national jeopardy that, research shows, stirs volunteerism in the wake of critical
events like Katrina and 9/11. And second, they must recruit and organize medical professionals into
cohesive, SDF medical units.
Predictably, emergency service volunteerism has increased dramatically since 9/11 and Katrina
(Penner, 2004). This spike of pro-social enthusiasm was evident in many emergency service
organizations, including the uniformed, paramilitary auxiliaries of the Armed Forces of the United
States: the U.S. Air Force’s Civil Air Patrol (CAP) and the U.S. Coast Guard Auxiliary (CGAUX). The
CAP fields more than 58,000 volunteers and flies 95 percent of the nation’s air search and rescue
missions, while the CGAUX utilizes another 32,000 volunteers in, among other duties, critical
waterborne civil preparedness roles. These auxiliaries are more-or-less subject to the direct control of
the Armed Forces that parent them, and have no official ties to the states in which their members serve.
Volunteers also flocked to the State Defense Forces (SDFs), which are a grossly “overlooked asset” that
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provides an opportunity for citizens to serve in a less demanding military environment than the Federal
Active or Reserve Forces (Bankus, 2006). SDFs are lawful militias, not to be confused with the
unofficial groups of political malcontents who usurped the title “militia” in the mid-90s. Instead, SDFs
are explicitly sanctioned by Congress, pursuant to the provisions of the U.S. Constitution prohibiting
the States from maintaining troops other than the NG (as the state militia) without Congress’s approval.
As such, SDFs are housed in state military departments and legally subject to military discipline and
state codes of military justice.
SDF Purpose and Roles
Adjutants General and their SDF commanders who desire to provide their states with enhanced
emergency medical resources can take advantage of the emotional impact caused by events like Katrina,
and 9/11 that research shows spurs the public to seek opportunities for meaningful participation when
communities face the need for mass casualty Disaster Relief Operations (DRO). If SDFs can adapt to
this new reality, then the desirable goal of finding and keeping sufficient volunteers to make these state
forces a truly effective means to help relieve states facing domestic emergencies.
To a large extent, SDFs suffer from a peculiar sort of chicken-and-egg conundrum that afflicts
volunteer service organizations in general. That is, the organization will not get meaningful, real-world
missions unless it has a credible force that can execute them, but it cannot attract and hold such members
unless and until it has the missions to keep their interest. Later in this paper, we shall show how critical
mass can be achieved if an extraordinary external event catalyzes the volunteer reaction and
organizational planners exploit this event for the public good.
Thus far, many State Adjutants General seem to not recognize the opportunities for SDFs
presented by the post 9/11 environment. Instead, many have either minimized or closed out their state’s
SDF, or relegated them to the traditional SDF role of replacing NG units when federalized, which
happened on a giant scale during World Wars I and II when SDFs also safeguarded public property.
However, since Lieutenant General H. Steven Blum, Director of the National Guard Bureau, pledges that
no more than one-half of any state’s NG resources would be mobilized in the post-Cold War era, these
traditional SDF “force replacement” roles, for now, are effectively meaningless (although, if the DoD
succeeds in doing away with extant limitations to domestic Federal NG call up for natural or manmade
disasters, then, these traditional SDF “force replacement” roles may once again breathe life). But new
exigencies and emergent threats show the need for large numbers of trained medical or health personnel
is great, and are thus far unmet. SDF medical units can help plug these gaps, but too often have not, for
a variety of reasons that we shall now explore.
With a few notable exceptions, TAGs’ support for SDF’s are ambivalent for understandable
reasons. Some TAGs and/or their Operations and Planning Directors, for example, see their SDFs as
potential sponges for already constrained state funds, while others just do not see the need for largely
“on-paper” units, already overloaded with high ranking cadre. Others simply do not see how such forces
might be reconfigured. The professional literature that might trigger such new thinking is limited to only
two sources: The State Guard Association of the United States of America Journal; and the State
Defense Force Publication Center (http//www.sdfpc.org); however, only the latter expressly explores
new missions and functions in its Journal and Monograph Series. This scant, but developing, literature
already suggests that professional directorates, particularly those comprised of medical, legal [Judge
Advocate General (JAG)], communications, Chaplaincy, and military emergency management units, can
provide a meaningful substitute for the obsolete and unrealistic (and often hollow) light infantry, military
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police, or constabulary roles (although the latter do prove useful in rare cases, like Alaska, with its sparse
population and gigantic land mass) that traditionally framed so many SDF missions and, for the most
part, still do.
The material presented in this article examines how two states have restructured their SDFs
around core units of professional directorates by recruiting highly skilled volunteer experts who already
have the necessary preparation and credentials to deploy with very little additional training, to become
essential medical components that can augment emergency first responders in Disaster Relief
Operations. Furthermore, SDF medical units are in a particularly enviable position to be able to provide
needed clinical support to the NG by “providing back-fill for physicians, dentists and mid-level providers
who are deployed or on training missions” and by serving as “medical readiness assets for mobile
support teams, labs, immunizations, latent TB screening, and post-deployment assessments.” (COL Eric
Allely, Maryland State Surgeon, 2006).
This article provides insights into how such units may be formed and how they can function to
effectively augment overwhelmed first responders and other exhausted health infrastructure in the
mitigation of anticipated health and terrorism threats. These roles provide opportunities that can reverse
historic SDF recruitment and retention problems, by offering meaningful roles that attract and keep
professionals who wish to contribute to the well-being of their communities. If this challenge is not
accepted by the state military hierarchy, then the recent gains realized by some SDF’s post 9/11 may
disappear in “been there, bought the cap and shirt” disappointment.
Background: SDF Legal Status and Role
As a volunteer citizen “army” every community, from Colonial days forward, sponsored some
form of a lawfully sanctioned, organized standing militia; however, these uniformed select units were
localized (as opposed to the general) militias that only trained annually, and were composed of all males
of arms-bearing age who were not specifically exempt (Nelson, 1995). SDFs are Congressionally
authorized in 32 U.S. Code, Sect. 109, as “other troops” rather than as militia. Since 1903, the term
“militia” has generally signified a state’s National Guard. Notwithstanding this unique “other troop”
definition, state legislatures have invariably classified their SDF as a third component of the state’s
organized militia, the other two elements being the Army and Air National Guards in their state status.
This makes SDFs unique creatures of the state. Its members have no Federal Reserve status as their NG
colleagues do, nor can they be federalized except in extremis, should a desperate President exercise his
Constitutional and statutory emergency powers to federalize all state militias. Otherwise, SDF units may
assist in a major multi-jurisdictional DRO under the command of the state Adjutant General even if
unified command is exercised by Federal military authorities.
While NG troops are paid for their activities in uniform, SDF soldiers serve as unpaid volunteers
for training, normal drills, and duty (Nelson, 1995), and they typically purchase their own uniforms,
which Army Regulations specifically authorize them to wear with distinguishing state insignia. SDF
troops are occasionally paid if ordered up by the Governor, but SDF soldiers overwhelmingly serve
under voluntary state active duty orders without pay.
SDF personnel are authorized to wear any earned federal military and civilian awards and
decorations, and may earn and wear state authorized NG and SDF awards and decorations as well as
those awarded to them by other nations and states.

8

State Defense Force M onograph Series, W inter 2006, M EDICAL SUPPORT TEAMS

During the Cold War, when there was a potential for the United States to be exposed to land, sea
and air attack, the SDFs, with “traditional” deep reserve and NG replacement missions, maintained a
reasonable size and growth pattern. Since 9/11 there have been widespread calls for citizen
participation, and many “think-tank” appeals for the expansion of the SDFs, leading to (as yet unenacted) legislation to strengthen them (Homeland Security IntelWatch, 2004; Brinkerhoff, 2001;
Tomisek, 2002; Bankus, 2005; Bankus, 2006; Carafano, &. Brinkerhoff, 2005; Freedberg; 2002;
Kennedy, 2003; Phillips, n.d., Tulak, Kraft, & Silbaugh, 2005). Oddly enough, however, even in this
era of heightened homeland defense awareness and regular NG deployment, SDFs, remain small, with
only about 14,000 mostly middle aged or older personnel nationwide still typically plying their obsolete
Cold War era missions. In contrast, the CAP has, nationwide, 60,000 members, half of whom are Senior
Members (over age 21), the other half Cadets (ages 11-21). Many argue that SDFs could do as well.
Proponents of the proposed State Defense Force Improvement Act of 2005, for example, believe
that even relatively token federal support could boost SDF ranks to 250,000 (Kennedy, 2003), which is
far, fewer than the 400,000 that the Military Order of World Wars (MOWW) believes could be raised
if SDFs were “properly supported” (MOWW, n.d.). The Department of Defense (DoD) also believes
that SDFs “could be expanded” (DoD, 2005). Even without additional resources, a succession of
national traumas (9/11, the Gulf War, to say nothing of a string of natural disasters) has pushed SDF
numbers up, appreciably in some organizations, though growth is far from even across states, due to a
variety of factors that bear examination.
Theories of Emergency Volunteerism and SDF Strength Levels
It is axiomatic that “historic events” and profound crises inspire volunteerism, driven by the
impulse to protect one’s nation, home, and hearth against a perceived threat (Penner, 2004). To some
extent, this is a function of the socially and evolutionarily useful trait of altruism. Research clearly
shows, for example, that the humanitarian instinct to help in a crisis, as pushed by “rescue hope or need
to support a sentinel effect,” is much more common than the selfish malevolence of looting (Tierney,
2003). Unfortunately, research also shows that this pro-social surge is often “short lived” (Penner, 2004,
p.653). Consider, for example, Penner’s finding of how the more than 300 percent nationwide increase
in volunteerism inspired by 9/11 eventually dropped back to pre-disaster rates, despite serious efforts
to sustain these high levels of participation. Sadly, the American populace often has a short attention
span.
Wholly apart from altruism, Terror Management Theory (TMT) predicts that defensive
emergency service volunteering affords the threatened, or “mortality sentient,” volunteer an enhanced
sense of anxiety-reducing control over a perceived threat. This vicarious agency brings the threat into
the realm of indirect personal control (Greenberg, Solomon & Pyszeszynski, 1997). Of course, altruism,
which is a well-researched volunteer motive (Nelson, Hooker, DeHart, Edwards & Lanning 2004),
complements TMT insofar as, in the context of emergencies, altruism may represent an adaptive
response that promotes within-group survival (Raphael, 1986). In this view, altruism also is stoked by
threat salience and perceived vulnerability.
The protective volunteer response attenuates over time for two main reasons. First, the threat
“decays” over time. Just as yesterday’s news doesn’t sell newspapers, yesterday’s threats often soon fade
away in the face of new concerns. Second, for non-spontaneous organizational volunteers, the volunteer
organization might not be perceived as making a meaningful contribution to disaster mitigation. In
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either case, the altruistic impulse to make a meaningful protective contribution is diffused or re-directed
to other pro-social endeavors (Mileti, 1999).
It is clear that volunteer levels historically rise and fall in proportion to the citizenry’s perceived
susceptibility to an external threat. The unparalleled menace of World War II, for example, made
mortality sentience a rational mode for males of arms-bearing age, and the altruistic drive toward
self-sacrifice soared. By the time of the Pearl Harbor attack, roiling war clouds pushed State Guards’
membership rolls to more than 89,000 volunteers. By 1943, 170,000 men were so serving (Nelson,
1995). Many of these, like the Home Guard in the United Kingdom, or even the Volkssturm in Germany,
were veterans of World War I, too old or not physically fit for military service overseas.
Although the end of the war terminated these all-volunteer units, the Korean War sparked a
revival of sorts. Even though a federal law got the state Adjutants General back into a State Guard (now
renamed SDF) planning mode, implementation was strangled, inter alia, by lack of funding (Historical
Evaluation and Research Organization, 1981). By 1955, the escalating Cold War saw the formal revival
of the classic all-volunteer state militia. But growth was sluggish until “the collapse of U.S.-Soviet
détente in the late 1970s” (Stentiford, cited in Bankus, 2005, p. 30). This heightened threat level sparked
SDF volunteerism. SDFs were identified, for example, by the Reagan Administration as a “vital element
of plans to protect the population against a massive Soviet nuclear attack and to reconstitute society
under civil rule in the aftermath of an attack” (Brinkerhoff, 2001, no page). Threat salience and a real
mission spiked SDF numbers. In 1985, The State Defense Force Association [now the State Guard
Association of the United States (SGAUS)] was formed.
Unfortunately, the actual number of SDF troops enrolled during this period is not precisely
recorded.
Inferences, though, about total SDF troop strength can be gleaned from occasional hints in the
literature. Nelson (1995) reported an earlier phone survey of SDF personnel officers, suggesting that the
national SDF volunteer force hovered around some 20,000 soldiers during the late Cold War. Indeed,
this number may already have mirrored a decline in strength from the peak. The evidence for this
speculation is indirect. Anecdotally, Nelson’s own organization at the time, the Oregon State Defense
Force, (ORSDF) fielded more than 400 soldiers at the unit’s Semi-Annual Training throughout the midto-late 1980s. By 1994, however, with no more Cold War, and no viable mission other than to replace
a federalized NG, which had not been federalized on any appreciable scale since World War II (despite
Viet Nam and the Cold War), ORSDF exercises drew fewer than 200 soldiers. In 1995, Oregon’s
Adjutant General ordered a major downsizing and reorganization of the ORSDF, which consequently
became limited to an active cadre of 150 personnel, mostly officers (Norris, 2001).
Indeed, forced downsizing was common beginning in the very late 1980s and continuing
throughout the 1990s. During this period, several SDFs were “stood down” or disbanded (the Utah SDF,
the Michigan Emergency Volunteers and Georgia SDF, for example), or were maintained “on the
books,” but, in reality, were “ghost” units (Louisiana, New Mexico). Published information shows that
the total number of SDFs declined during the 1990s from an apparent high of 26 (Nelson, 1995) to an
apparent low of 19 (Hall, 2003). Indeed, a USA Today analysis of SDF membership bluntly concluded
that “the forces had become nearly non-existent” by the turn of the Millennium (Hall, 2003). This report
of the death of SDFs was, fortunately, like Mark Twain’s famous obituary, premature. Freedberg’s claim
“that most of these state-controlled forces have faded away since the 1980s…” is erroneous. We estimate
that total SDF strength probably never dipped below 8,000 troops nationwide.
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Nevertheless, those that remained struggled, largely in vain, for meaningful roles. Many SDFs
persisted in training for combat support and other traditional military roles that required a supply of
“from-scratch-trained” enlisted troops, such as military police, constabulary, light infantry, and so forth.
However, without a good deal of funding, part- time volunteer soldiers without prior military experience
could not possibly be trained to capability levels even remotely approaching comparable active
component Military Occupational Skill standards. The modern force utilization environment demands,
for example, a high level of sophistication on fine points of military and constitutional law on the part
of military police troops. World War II-vintage notions of making a soldier a military policeman simply
by giving him a weapon and a brassard obviously could not survive Kent State. Nor could ill-trained
personnel be expected to mesh seamlessly with their NG counterparts. Still, even if it is a bit dated, SDF
personnel often have great stores of military experience “In many cases it is not uncommon in a group
of four or five SDF officers to find 100 plus years of military experience and dozens ... of military
training schools ...” (Patterson, 2006, page 5).
As a result of this lack of funding on the one hand and experienced troops on the other, many
TAGs elected to eliminate, drastically reduce, or simply ignore their SDF. Other missions – such as
search and rescue – proved somewhat more viable, but there are many overlapping resources trained
specially and even primarily for this mission, such as CAP cadets and even Explorer Scouts. SDFs,
though, lacked such groups’ equipment, money, infrastructure, or even name recognition. Put simply,
SDFs had no market niche.
Following the end of the Cold War SDFs were commanded and staffed primarily by veterans,
a significant number of whom had earned combat decorations, yet they were often detailed as parking
guides, staffing county fair first aid stations, marching in parades, and other functions normally
performed by local veterans groups. Nevertheless, community service roles became the mainstay of
most surviving SDFs during the 1990s. As should be obvious, such missions relegated SDFs to the
backwaters of public service, utterly failing to attract or retain sufficient numbers of high quality
volunteers. Such organizations could only hope to attract and keep die-hards whose desire to serve
outweighed the lack of a meaningful role in which to serve.
At the same time, many TAGs were uncomfortable with the image projected by grey-templed
field grade officers directing parking lot traffic. The effect of all this, lamented Freedberg (2002), was
that most SDFs became “little more than social clubs,” consisting largely of aging veterans yearning for
military camaraderie and shared reminiscences. As Brinkerhoff put it in 2001: “State Defense Forces
today are moribund.” (2001, no page).
However, after 9/11, COL Byers W. Coleman, Executive Director of SGAUS and a member of
the Georgia State Guard, quickly concluded that homeland security missions held promise for increased
SDF volunteerism, reporting that “many groups have had enormous growth since the September 2001
terrorist attacks” (Kelderman, nd.). USA Today reported that “after Sept. 11, the membership of state
defense forces had grown by thousands to nearly 12,000 in 19 states and Puerto Rico” (Hall, 2003
www.usatoday.com/news/sept11/2003-09-07-state-defense_x.htm ).
However, this growth was uneven. For instance, although Virginia and Georgia grew by more
than 100 percent, growth in Alaska, Tennessee, New Mexico, and Washington (State) was more modest
(Hall, 2003). A few SDFs actually declined in membership during this period. New Mexico, for
example has nearly halted volunteer recruitment. Captain Ken Hacker, director of personnel for New
Mexico’s 2nd SDF Brigade (personal communication, February 4, 2006) explains that his SDF is
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officially re-organizing, but is actually downsizing and can currently muster only about 200 of the 500
people needed for current, basic missions.
Of course, not all loss of SDF strength can be attributed to lack of missions or of TAG support.
During the 1990s, membership in volunteer fire companies, for example, also plummeted precipitously,
due to factors that could also influence SDFs and other emergency service organizations. This is
reflected by the experience in Pennsylvania, where the 1970s pool of more than 300,000 volunteer
firefighters has slipped to 72,000 today (Hampson, 2005). Hampson offers some reasons for this drastic
decline:
“... blame it on changes in society: longer commutes, two-income households, yearround youth sports, chain stores that won’t release workers midday to jump a fire truck
... Blame it on stricter training requirements, fewer big fires and the lure of paying jobs
in the cities.,” (2005, no page).
Other social factors are also making it harder for organizations to find and keep volunteers who
will stay for the long term. Consider, for example, how short-term, episodic volunteering is up, while
long-term organizational joining (the type required by SDFs) is down. This is exacerbated by increased
competition for organizational volunteers, in government agencies and private, not-for-profit
organizations. Other social factors that discourage volunteerism include the phenomenon known as
“bunkering,” in which people seem to be less civically involved generally, preferring to stay at home
engaging their cable TVs and DVDs or pursuing vicarious socializing via cyber-space.
Finally, we suggest that another factor contributing to the decline in volunteers is the increasing
level of professionalism, acquired only through intensive training, which is required of today’s
volunteers. For example, a young person joining a volunteer fire company cannot simply learn the
necessary firefighting skills to be certified as a firefighter by riding along on the back step of a fire truck
- even if they still had back steps, now banned as safety hazards. Instead, the erstwhile volunteer must
complete hours of classroom and practical instruction to achieve the level of firefighting professionalism
demanded in today’s environment. The same, of course, is true in spades for volunteer Emergency
Medical Technicians, Paramedics, CRTs, and so forth (Hampson, 2005).
Interestingly, even following the 9/11 attacks, where firemen loomed as iconic heroes, fire
company volunteerism continues to fall. Thus, threat salience and altruism, the hallmarks of emergency
volunteer motivation, must be assessed in the broader social context, and more narrowly within the
context of national trends in volunteerism.
Still, despite these negative trends, SDF volunteer membership is on a clear upward swing. Two
years after the aforementioned USA Today article on SDF troop strength (2003), Carafano and
Brinkerhoff (2005) reported that SDF volunteers had risen to 14,000 troops in 23 states, a number that
has been confirmed by the DoD (2005). Experts expect this growth trend to continue, albeit at an
attenuated rate, stimulated by persistent worries about pandemic influenza and other infectious diseases,
the seemingly increasing frequency and intensity of natural disasters, and continued anxiety about
biological, radiological, chemical and nuclear terrorism. These factors clearly should encourage
volunteers to flock to their SDFs in order to be able to provide their communities with the necessary
emergency support; however, this can only happen in those states where TAGs direct SDF leaders to
develop highly visible commands with missions that are relevant to today’s threats and vulnerabilities.
Nothing less will attract and keep volunteers who wish to serve their community.
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Moreover, these reconfigured SDFs should consider building their forces around professional
units who can draw already experienced and credentialed professionals who are proficient in skills that
are highly useful to the NG (e.g., medical, chaplaincy, JAG). Doing this will eliminate the problem of
job incompetence that can trouble SDF units who try to transform raw civilians without military training
into competent and reliable military service support or security personnel as these health professionals
are already trained, licensed, experienced, and often recognized practitioners and even leaders in their
fields.
Another necessary feature is to tailor different levels of time commitment and participation
patterns in order to draw in the widest possible pool of volunteers. Many physicians and other health
professionals, for example, are very busy, and do not have time to drill two evenings, or a weekend every
month, but who could, however, serve during a catastrophic event. These professionals might form a
standby reserve pool of volunteers who could be called up under state voluntary orders to serve in a
crisis. These reserve “minutemen” should be invited, but not required, to attend all training
opportunities, group exercises, and regular drills. Minimal mandatory training for these standby
professionals might be limited to half-day quarterly seminars, and perhaps one day annual muster to
assess the correctness of uniform and refresh their skills in basic military customs and courtesies. They
should also be kept abreast of all unit activities and developments via proven long-distance management
techniques, including monthly electronic newsletters, and regular email announcements. They should
also be encouraged to take any of a staggering range of home study courses that are available online that
relate to disaster relief, the National Disaster Medical System, incident command and a host of other
subjects important to homeland security work.
Moreover, building Medical Commands also opens new opportunities for other volunteers with
limited skills and training. Much experience shows that the SDF Medical commands serving in the field
have a need for significant numbers of non-medical support personnel. People without health
backgrounds can provide valuable administrative support, victim tracking, logistical assistance, and
crowd flow control, among other duties that require little training but that are essential in a deployment.
For example, a recent state-wide mass casualty, HAZMAT training event, 35 Maryland SDF medical
personnel were tasked to provide simulated surge capacity health support to county hospitals by staffing
two field treatment centers. These medical troops were accompanied by only six support personnel, who
were too few to quickly assemble the 70 cots and perform other necessary support roles that needed to
be accomplished in this real-time simulation. The nurses and physicians pitched in, to no ill effect, but
in actual emergencies this could harm unit efficiency perhaps imperilling patient health and safety.
Emerging SDF Medical and Public Health Roles
“Emergency services” has long been discussed as a possible prime SDF post-Cold War mission,
and some analysts have argued that “all (SDFs) share a responsibility to provide the states capabilities
to respond to disasters, both natural and man-made, including terrorist attacks and subversive acts”
(Tulak, et al., 2003, no page; Hershkowitz & Wardell, 2005, no page). Moreover, the SGAUS has long
urged SDFs to embrace an emergency services role, and it has recently revised and enhanced its Military
Emergency Management Specialist Academy, a “distance learning” program for training SDF troops in
emergency management. But, SDF involvement in this area, with the exception of Maryland, Georgia,
South Carolina and Texas, is still limited and uneven.
Many TAGs are concerned about liability issues should such forces be deployed, but other TAGs
have found solutions to these concerns and now even the DoD (November, 2005) sees a viable niche for
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SDFs as value-added force multipliers in a range of missions, including homeland security and during
natural emergencies.
Such catastrophic events as the 9/11 terrorist attacks and Hurricanes Katrina and Rita have
provided opportunities to demonstrate the potential success of this new approach to SDF community
support. For instance, the New Jersey Naval Militia provided disaster medical assistance immediately
following 9/11; the Texas State Guard, including their Medical Rangers, provided in-state support for
both citizens and police during Hurricanes Katrina and Rita; and most uniquely, the Maryland Defense
Force (MDDF) deployed some 200 medical professionals under state military orders to the Katrina
disaster site in Louisiana.
Maryland Defense Force’s 10th Medical Regiment (10MEDRGT)
Following Katrina, the Maryland Defence Force’s Medical Command (now designated the 10th
Medical Regiment, linking it to its historic WWII Maryland State Guard roots), has grown from fewer
than 20 medical and allied professional volunteers just prior to Katrina to more than 130 such personnel
today, with high calibre applications still coming in, albeit at a predictably diminished rate a year after
the catastrophe.
As a consequence of its growth and demonstrated ability, Maryland’s civil emergency service
authorities have integrated the MDDF into the state’s public health emergency plans. In a display of
confidence for ability to represent the state, Maryland sent MDDF physicians and a dentist to Bosnia as
part of a Maryland Air National Guard humanitarian and training mission – a first for any SDF. The
10MEDRGT’s demonstrated successes (along with those of the MDDF JAG, Finance and Chaplain
Corps) encouraged the Maryland NG State Surgeon to begin to integrate the 10MEDRGT into the
Maryland Joint Medical Team.
Emergence of the MDDF Medical Role
During the 1990s the MDDF was constituted as a Military Police unit; however, its missions
mainly involved providing parking assistance, crowd courtesy and light first aid work at various public
holiday celebrations. In the mid-to-late 1990s, SDF commanders Brigadier Generals (MD) Frank
Barranco, M.D., and M. Hall Worthington, both promoted emergency service and ground search and
rescue mission, and actively supported staff actions to design disaster mitigation missions and creative
recruitment programs (Hershkowitz, 1998, no page; Hershkowitz, 2000, no page); however, these were
rejected by TAG at the time resulting in a sharp decline in officer appointments, enlistments and morale.
In 2002 the MDDF was down-sized in order to permit a change in personnel profile and mission
structure.
The new MDDF Commanding General, Brigadier General (MD) Benjamin F. Lucas, II, a retired
U.S. Air Force Colonel, with prior service in the U.S. Marine Corps and in the MDARNG, and an
experienced lawyer, recommended a realignment of the MDDF and its personnel in order to permit a
viable mission structure by providing legal, chaplain, and medical services that would both support the
NG and also provide medical emergency resources to state civil authorities when faced with a major
medical crises. A new TAG, Major General Bruce F. Tuxill, Maryland Air NG (MDANG), not only
embraced the new SDF plan, but provided unprecedented resource and moral support that allowed the
SDF to enrich jobs and build new roles and competencies that would bring superior value to the National
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Guard and the state of Maryland (and later to the citizens of Jefferson Parish, Louisiana, and to Bosnian
mountain villagers).
With this support, the MDDF command reorganized its medical directorate and proceeded with
development of a mission oriented structure. Using the Texas State Guard’s “Medical Rangers” as a
guide, MDDF registered its new medical directorate as a Medical Reserve Corps (MRC).
The MRC program, established under the Surgeon General nationwide in 2002, was based on
the U.S.A. Freedom Corps, which was created after 9/11to strengthen America’s health and emergency
service infrastructure to promote homeland security. The MRC’s specific role is to augment civil health
agencies’ capabilities with rapid response, trained and organized local medical and health volunteers
when faced with a major health crisis. MRCs also provide health education, disease prevention and
other non-emergency public health services consistent with local needs and priorities.
The Texas State Guard (TXSG) had been the first SDF to register its medical unit as a statewide
MRC, in March of 2003, when the Texas Medical Rangers (the MRC’s working name) was
headquartered at the University of Texas Health Science Center in San Antonio. The Rangers also
received one of the 167 U.S. Department of Health and Human Services MRC start-up grants for
$50,000. The MDDF decided to follow the TXSG model in order to gain technical assistance from the
Office of the Surgeon General (OSG), and also to garner the added recognition and credibility that the
MRC title might confer. The MDDF also hoped coming under the MRC tent would lead to some
funding opportunities and would serve as an entrée to public health and emergency planners who were
as yet unaware of SDF capabilities.
But the new MDDF MRC would differ in certain key respects from the TXSG’s model. First,
the MDDF learned that the funding for new units was no longer available from the OSG. Second, the
MDDF was discouraged by the OSG from registering as a statewide unit, as the OSG was aggressively
pushing local, community-based models, specifically identified with geopolitical locations (usually
counties). Besides, Maryland already had one highly unusual statewide-chartered MRC sponsored by
the State’s Department of Health and Mental Hygiene (DHMH), which would later prove to have an
important connection to the MDDF. MDDF planners prepared to solicit local, county level resources
and partners as an initial step to broader statewide recognition and involvement.
Another major developmental difference between the Texas State Guard TXSG MRC and the
MDDF MRC would be Maryland’s bottom-up approach to program development, as opposed to the top
down approach that had been adopted in Texas. The key to Texas’ success was its adherence to OSG’s
guidance that MRC’s must cultivate “champions” whose “connections and enthusiasm can make a big
difference for an MRC that is otherwise struggling to make itself known and to be taken seriously”
(OSG, 2004, p. 11).
Texas had a powerful champion indeed! Major General (USA, ret.) Harold L. Timboe, M.D.,
former commander of the famed Walter Reed Army Medical Center and Assistant Vice President for
Research Administration at the University of Texas Health Science Center, was the TXSG MRC’s first
commander. He was a classic internal champion, with huge state and national clout. General Timboe’s
prestige in the military and health care communities nationally undoubtedly influenced Texas Governor
Rick Perry’s order for the Texas TAG to establish the TXSG MRC at the University of Texas Health
Science Center at San Antonio.
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Unfortunately, the nascent MDDF Medical Directorate did not (at its formative stage) have an
“inside champion” of this high level of influence, nor did it have a connection with a medical school.
It would thus have to be built from the bottom up. Fortunately, a respected local physician, who was a
retired Regular Naval Captain, commanded it. Its Deputy Commander and MRC project action officer
was (one of the authors, Nelson), a professor in the Health Science Department in Towson University
(TU), which, although lacking a medical school, has a nursing school and other allied health
departments. Nelson also had a store of prior experience in responsible posts with SDF and SDF-type
organizations, including the Oregon and Washington SDFs and the Civil Air Patrol.
Consequently, TU was targeted as the initial MDDF external MRC Partner, a prerequisite
established by the OSG for MRC registration.
Meetings with TU administrators led to the University President’s approval for officially hosting
the MDDF MRC. University officials determined that there would be no liability issues barring it from
assisting in the development of various future MDDF MRC projects, or in providing in-kind support,
primarily in the service time of the MDDF MRC action officer.
It was at this point that the MDDF MRC project action officer petitioned the OSG for the formal
audit that was required for official MRC registration. In approving the petition, the MRC National
Program Officer concluded that the MDDF model would be a strong model, “as Military based MRCs
tended to be the strongest” (personal communication, Nelson w/ LCDR April D. Kidd, USPHS, January
11, 2004).
The TU connection led directly to the next partnering contact, which would be crucial. The
Baltimore County Health Department’s Coordinator of Public Health Emergency Preparedness (PHEP)
was serving on TU’s Homeland Security Master’s Degree Program Advisory Committee – as was
Nelson, the MDDF MRC project officer. As the County PHEP coordinator had just written a plan for
the development of a Baltimore County MRC, she quickly realized that the TU / MDDF MRC (in
Baltimore County) would readily fill the bill.
With this new county-level external champion, the MDDF Medical Directorate and its MRC
began to grow rapidly. In June of 2005, the Baltimore County Health Department hired a part-time
temporary recruiter for the MDDF MRC and provided the organization with a local office, phone,
computer, administrative and other in-kind support for six-months in order to kick-start the MRC’s
development. The recruiter, a recent TU graduate, was also commissioned into the MDDF, which lent
the credibility of her military status to her recruiting efforts. The County Health Department also
designed and printed several thousand color-brochures, which included the TU, Baltimore County Health
Department, and MDDF logos and insignia (in a conscious effort to “Brand” the MDDF Medical
Directorate). The Health Department also disseminated numerous public service announcements, and
gave the MRC a full page in the County Emergency Services.
More recently OSG, working with the The National Association of County and City Health
Officials (NACCHO), has implemented plans to boost MRC capacity by giving $10,000 to any duly
registered MRC regardless of its sectoral auspice as long as it meets the following criteria:
! The MRC must be duly registered with the Office of the Surgeon General.
! Has the ability to accepting funding through a NACCHO contract.
! Have an up-to-date unit profile on the Medical Reserve Corps web site.
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! Is working towards NIMS implementation.
The MDDF MRC meets and exceeds these criteria. And although the MDDF MRC is jointly
sponsored by the Baltimore County Health Department and TU, the MDDF retained full operational
control through its military command structure. This also was to pay dividends in the future. While the
unit soon availed itself of new training opportunities with various county agencies (which invariably led
to broader state contacts, as the Public Health Officers in Maryland counties are actually state-appointed
officers), all partners were well aware that the MDDF MRC could only be activated by the Governor,
through TAG, as a state military unit.
Interestingly enough, the MDDF’s military nature was greatly appreciated by the County health
authorities, and clearly elevated the MRC’s status among local public health and emergency
preparedness leaders. Illustrative of this was an occasion when a Baltimore County hospital emergency
training task force planned a press conference for an impending mass casualty HAZMAT event. Health
department officials specifically requested that MDDF medical officers should show up in uniform to
be photographed with other (Health Department, University, and hospital) participants.
Traditional civilian first responders were initially more cautious. Police and fire department rank
structures are quite different from military rank structures, though they often share the same titles and
badges of rank, and non-supervisory MDDF officers often held higher grades than high-level,
supervisory fire and police personnel. This caused some initial tension in planning meetings, in the form
of territorial posturing by the local uniformed first responders who bluntly reminded MRC staff of their
emergency arena primacy. However, MDDF planners quickly overcame such concerns by stressing the
supplementary, secondary-responder nature of the MDDF MRC’s role and by making it clear that MDDF
resources were always subordinate to the civilian, first-responder incident commander. This approach
paid off. Soon, MDDF MRC staff officers were fully accepted by all involved uniformed civilian
agencies, and there followed invitations to a range of joint training programs from multiple government
agencies, including, most significantly, the Baltimore City Fire Department, which sponsored its own
MRC!
Although they help sponsor the MDDF medical unit in its County level MRC status, County
health authorities cannot directly “order” the MDDF MRC into the field as this is the Governor’s
exclusive prerogative as the state’s military Commander-in-Chief. Instead, civil authorities must request
MDDF MRC support through Maryland’s Joint [civil (MEMA) and military (MDNG)] Operations
Center, or MJOC, which then routes the request to TAG through channels for consideration by the
Governor. In the event of a local or Baltimore county level emergency, the full force of the MDDF
would be, theoretically, free to respond as a county resource. In a larger statewide crisis, however, the
MDDF in its State role, would go wherever incident command determined the need to be the greatest.
Regardless, in subsequent county training activities, Baltimore County planners articulated, time and
again how the MDDF medical unit was an exceptional bargain, whose involvement added real muscle
to the local surge capacity infrastructure.
Also, the fact that people cannot join the Baltimore County MRC without joining the military
MDDF put off some otherwise interested health professionals, who balked at being identified in any
capacity with a military organization. The idea of forming an MDDF civil auxiliary was abandoned,
although a civilian style uniform was later approved for those who were unable or unwilling to meet
military grooming standards, but only a very few members fall into this category.
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Just prior to the Hurricane Katrina disaster, recruiting into the MDDF MRC increased; however,
attracting volunteers was still not easy. At this stage, there were always many more inquirers than actual
joiners. Nevertheless, by mid-August, the Medical Directorate (MDDF MRC) had grown from no more
than six active members to more than twenty, largely thanks to first-rate recruiting material and the
talents of the recruiting officer. People were ready enough to become involved in homeland defense and
public health emergency preparedness, even though many were initially leery of the military nature of
the organization.
TXSG MRC commander Major General Timboe had warned MDDF medical commanders that
a military-based MRC would never grow fast, as many health professionals without prior military service
would balk at its military aspect. Still, MDDF medical planners remained optimistic. They realized,
though, that it would take at least another year before they could count anywhere near one hundred allied
health personnel in the ranks.
Potential members’ concerns ranged from worrying about the threat of a mandatory call-up to
the extremely remote fear of being court-martialed for going AWOL (“absent without official leave”)
which is mentioned in the application). Other fears, such as being federalized and sent overseas, were
baseless and quickly dispelled whenever raised. More realistic, though, were concerns that members
might need “to be available at their local hospitals during times of emergency” (Aboulafia, et al., 2006,
p.19) or that there would be a conflict between their private practice and their MDDF MRC service.
Finally, more than a few applicants were excited about joining, but ultimately did not because of a
spouse’s concerns about the potential downside of military involvement.
Unit recruiters redesigned the application to be less intimidating. They became proficient in
countering the number one fear: mandatory call up. They did this by stressing how they would probably
never be called to involuntary state active duty, as this would essentially destroy the organization (by
harming the careers of the MDDF MRC members). Recruiters explained how members would only be
requested to accept a mission voluntarily, which, if agreed to, would result in them being put under
voluntary orders for state active duty without pay. True, this would obligate them to a military chain of
command. However, such negative concerns were countered when recruiters stressed how state active
duty conferred both unparalleled liability protection against malpractice suits and workers’ compensation
coverage should they be injured in the line of duty. These incentives sealed the deal in many cases, and
although most nibblers still didn’t bite, more did than ever before, and some of these new members
would later emerge as key players during the Katrina relief effort. For example, there was LTC (MD)
Jim Doyle, a VA hospital physician who, although new to the MDDF, acted as the second Katrina
deployment Medical director, after the first Commander, LTC Patrick Shanahan (a three year MDDF
veteran) returned to his private practice following a stage-setting initial week in the field.
The Katrina Activation
Official and media reports on the extent of the Katrina crisis prompted the Maryland Military
Department to prepare to mobilize human and material resources to aid in the impending recovery effort.
Calls for urgent assistance from Louisiana were first answered by the Maryland Emergency Management
Agency, which dispatched emergency managers south almost as soon as the massive scale of the
hurricane’s effects became apparent. This was followed by further pressing requests from Louisiana for
medical-resources support to assist with anticipated mass casualties and to provide health care for those
trapped in New Orleans. These requests were channeled through a Federally mandated, interstate mutual
aid agreement, the Emergency Management Assistance Compact (EMAC), which allows for the pooling
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and centrally-coordinated allocation of state disaster response resources to help when local, state, or
regional emergency service infrastructures are overwhelmed.
MG Tuxill (MD TAG) contacted MDDF Commanding General, BG Frederic N. Smalkin, with
a request to see what medical resources the MDDF could bring to bear at the scene, not only in its role
as an MRC, but also as a command-and-control cadre through which the state Department of Health and
Mental Hygiene’s MRC volunteers could best be utilized. Consequently, by order of Maryland
Governor Robert Ehrlich, Jr., and direction of TAG, MDDF Commanding General BG Smalkin issued
Special Order No. 05-01 on 30 August 2005, directing MDDF Acting Medical Director COL Wayne
Nelson, to select “medically-qualified soldiers” who would accept assignment to “participate in
humanitarian missions in response and recovery from Hurricane/Tropical Storm Katrina.”
Working day and night, COL Nelson and others assembled a team – the first of three – for
deployment. Twenty-two MDDF medical and support personnel reported five days later to the Warfield
ANG Base, Middle River, Maryland, where they met with 68 civilian volunteers of the Department of
Health and Mental Hygiene’s statewide Medical Reserve Corps. Governor Ehrlich, Adjutant General
Tuxill, Assistant Adjutants General for Army and Air, BG Edward Leacock and Brig. Gen. General
Charles Morgan, as well as MDDF CG BG Smalkin also were present, with a bevy of press, to cement
final arrangements and to bid farewell to the assembled task force, now preparing to fly to New Orleans
Naval Air Station on two Maryland Air National Guard MDANG C-130J aircraft.
In anticipation of the deployment several significant issues had to be resolved, for instance: (1)
the need to provide legal protection for medical personnel practicing outside their area of insurance
coverage; (2) protection in case of injury while on deployment; (3) air and ground transportation,
billeting and other logistical concerns; and (4) on-site communications. An additional complexity was
how to resolve these issues for the civilian volunteers who had not yet been requested through EMAC.
Normally, sorting all this out would take several committees virtually months to hammer out with
multiple MOUs, to say nothing of hours of legal review.
In conversations between MDDF CG Smalkin and COL Jim Grove, Maryland Joint Forces HQ
J-3, a solution to this difficulty suggested itself. It was a solution that would literally make history. They
came to the realization that all the foregoing problems and concerns might be eliminated if the civilian
DHMH MRC’s personnel could be sworn in as MDDF soldiers, at least “for the duration.” They agreed
that the following requirements were key:
! Give the volunteers absolute immunity from suit for any act done within the scope of their
MDDF duties.
!

Provide the volunteers with protection under the Maryland Tort Claims Act should the immunity
be questioned.

! Provide the volunteers with protection against occupational disease, injury or disability under
the Maryland Workers’ Compensation law while on active service.
! Ensure that, as state troops, the volunteers could utilize military air and ground transportation,
billeting, communications and supplies.
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Provide the volunteers with a military command and control environment, allowing them to fully
concentrate on the medical and humanitarian aspects of the mission.

Looking into the statutes and regulations governing the MDDF, BG Smalkin and staff concluded
that there was no impediment to, and full statutory authority for, the Governor to authorize induction of
the volunteers as MDDF officers and enlisted personnel, as appropriate, and to order MDDF troops
whether previously members or specially inducted, to deploy to assist the Governors of other States.
The status question having been thus settled, all volunteers reported to Warfield, were given
appropriate immunizations, by personnel of the Baltimore County Health Department, and were
processed for entry into the MDDF by MDDF G-1 volunteers and other members of the MDDF General
Staff. Uniforms, of course, could not be supplied to everyone, but at least those who were previously
members of the MDDF (no matter how little time they had been members) were able to be properly
uniformed before deployment.
Appropriate military grades were assigned to the DHMH volunteers on their induction as an
expedient for the Katrina Hurricane deployments, roughly on the following basis:
!
!
!
!
!
!

Major. . . . . . . . . . . . . Medical and health related personnel with a Doctorate Degree
Captain . . . . . . . . . . . Medical and health related personnel with a Master’s Degree
First Lieutenant. . . . . Medical and health related personnel with a Bachelor’s Degree
Second Lieutenant. . . Other Registered Nurses
Sergeant First Class. . Non-degree holding specialists (Paramedics, EMTs, etc.)
Sergeant. . . . . . . . . . . Other non-degree holders.

All DHMH MRC volunteers agreed to their “Tarmac induction,” with virtually no dissent, after
it was explained to them that this would provide them with essentially “bulletproof” liability coverage
plus Workers’ Compensation, and allow for their transportation in military conveyances and their being
watched over by military personnel for logistical and security support. They were told their service
would be without salary, but, of course, they expected none from the beginning. MDDF command
hoped that the returning volunteers would decide to remain within the MDDF, forming a growing
medical contingent; however, the civilian temporary military volunteers were assured that they could
resign upon their return if they so wished. After these things were explained, each new MDDF soldier
signed the oath of appointment or enlistment, and the group was sworn in by BG Smalkin en masse.
They then boarded the aircraft, and virtually no one present that day had any realistic idea of what would
await them upon their arrival “in theater.”
The new volunteer soldiers were fortunate that the MDDF route was chosen as the vehicle for
utilizing their strong desire to serve. All the civilian volunteers were eager to help the Gulf Coast
victims of Hurricane Katrina, but they were leaderless, had no organized structure, had no provisions,
no security to say nothing of the aforementioned malpractice coverage that would prove essential in the
unstable Katrina disaster zone. It is highly likely, had things gone differently, that many of these civilian
volunteers would end up like others who converged on the 9/11 and Katrina disaster scenes, as Orloff
notes:
“Many community volunteers responding to 9/11 reported the frustration feeling
underutilized and unsure … [and] Four years later ... volunteers on the Gulf Coast
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…[were left] to fend for themselves; instead of being part relief effort, they became the
victims” (September 9, 2006).
But this fate did not befall Maryland’s militarily-led medical “troops” because the NG and its
sister organization the MDDF were the solution; they assured military transport and security as well as
state-provided liability and workers’ compensation coverage. As an unexpected bonus, the unique
military camaraderie shared by “combat” troops soon captured even the newcomers with no prior
military service. A strong, but at the same time responsive, touch by the field commander sealed the
success of the mission.
MDDF and Bosnia
Shortly after the Katrina mission, COL Barish, one of the authors, took Command of the Medical
Directorate. As the Vice Dean of Clinical Affairs at the University of Maryland School of Medicine,
as well as Professor of Emergency Medicine and Professor of Medicine, he had the high profile needed
to recruit and keep health care workers, especially physicians, in the Medical Directorate, later the
10MEDRGT.
The 10MEDRGT had attracted a large number of members from the health care community who
appeared inclined to volunteer their services in a military mission environment; however, many were
disinclined to commit themselves to the NG due to their concern over involuntary mobilization. COL
Barish, recognizing this concern, sought out creative missions that incorporated the basic medical
concept that physicians are particularly attracted to humanitarian service.
This logic led COL Barish to promote an existing State Partnership program between Maryland
and Bosnia. He believed that the 10MEDRGT could participate in the NG’s annual humanitarian
mission there.
His initial proposal received an enthusiastic response from the MDDF command and TAG.
Despite apparent legal barriers, the joint military leadership put their heads together and a plan emerged.
In the Spring of 2006, the commander of the 175th Medical Group of the Maryland Air National Guard,
Lt. Col. Randy Brown, requested MDDF physicians and dentists to augment the unit’s Annual Training,
a humanitarian assistance mission in medically under-served rural Bosnia. There was initial resistance
from the DoD to having non-federalized State Defense Force personnel on an overseas NG mission.
However, this was resolved by issuing Invitational Travel Orders to the MDDF medical personnel who
volunteered for the event. Another issue was the wearing of military uniforms for those personnel.
However, force protection required that the MDDF soldiers not stand out visually from the rest of the
NG team, so the MDDF class C uniforms were authorized for the mission.
In the Fall issue of the Maryland Military Department Digest (November, 5, 2006), MG Tuxill
(TAG) noted, with pride, that this was the first time that the MDDF has been deployed outside the U.S.
In fact, it is almost certainly the first time any SDF has been deployed overseas. This mission gave five
MDDF physicians and one dentist a chance to serve with over 70 NG medical and support personnel
in a four week initiative that treated over 2,000 Bosnian citizens, some of whom had not received
medical care in many years. In a letter to SDF Commander BG Smalkin, the U.S Ambassador to Bosnia,
Douglas L. McElhaney, praised the “volunteer doctors of the Maryland Defense Force and the 175th
Medical Group” who worked hand in hand with doctors from the Armed Forces of Bosnia and
Herzegovina, thus raising the prestige of both militaries” (McElhaney, 2006) (the same NG journal
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detailing the Bosnia mission also highlighted how one of the MDDF’s veteran nurses was selected by
the Maryland Nurse’s association, in her military capacity, as one of the twelve “Face of Nursing”
calendar profile subjects who reflect an outstanding example of nursing).
The Bosnia mission, despite not reaching the high profile of the Katrina mission, proved to be
an exciting concept and attracted still more volunteers for the 10MEDRGT. COL Barish’s creative
thinking about meaningful missions has opened a new vista for SDF participation in NG activities, one
that, if emulated, should enhance the growth and mission portfolio of the SDF nationwide.
The MDDF into the Future
Following Katrina and Bosnia, the growing 10MEDREG has been involved in a number of
initiatives in support of the NG and civil authorities. It staffed two surge capacity field treatment centers
during a statewide emergency mass casualty field exercise, provided mental health professionals in PostDeployment Health Reassessments (PDHRA) for the MDARNG, and participated in a joint state military
medical conference among many other program development activities.
Most recently, the MDARNG PDHRA program manager, LTC Michael Gafney, sought
additional MDDF personnel (MDs, PAs, RNs) to assess both physical and mental problems of soldiers
from the 243rd Engineering company, which had returned from Iraq in July 2006. PDHRAs are a
mandatory three- to six-month post-demobilization reassessment for new or persistent physical or mental
health problems. Prior to this, the screenings were done by a DoD contractor, with the MDDF providing
a Mental Health team to care for soldiers identified by the DoD contract providers. The MDDF is, as
always, providing this medical care at no charge, which MDDF LTC Jim Doyle says is “our proud duty.”
And since the 243rd is a 'high profile' unit which suffered heavy casualties in Iraq, and the DoD
contractor was unavailable, the MDDF’s help was necessary to accomplish the PDHRA in the mandated
time frame, and reflects another way the MDDF can boost NG capacity.
10th MDDF Medical Regiment Mental Health Team
The 10th’s mental health team (MHT) was especially busy after Katrina. Its commander, who
was recruited just prior to Katrina, MAJ Mark Ritter, then a psychiatrist with the National Institutes of
Health, is now serving as the chair of the Maryland Army National Guard Mental Health Commission,
which is a joint civil and military entity that brokers or directly provides resources to enhance a
comprehensive mental health plan for NG soldiers and their families.
The MDDF Mental Health Team also actively supports the above-mentioned DoD PDHRA
initiative, wherein MDDF Mental Health personnel have helped organize the demobilization site
process, by screening the Battle Mind video and making presentations designed to de-stigmatize the
PDHRA mental health self-reporting process. MAJ Ritter and his team also help educate soldiers to
change their attitudes about asking for mental health support. The core mental health goal of PDHRA
is to determine whether a soldier’s mental health complaint is related to injuries suffered in the line of
duty' (LOD). If so, as a follow up, the Mental Health Commission, which includes the Department of
Health and Mental Hygiene MRC volunteers, assures effective referral, to make sure that soldiers
needing mental health will be treated with the same respect and compassion as those who are physically
wounded.
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Training opportunities for mental health personnel, and all medical specialties have exploded.
10MEDRGT personnel can choose from a range of classroom and online experiences on an almost
continual basis. This is an integral part of the unit’s solid record of retention in the year following
Katrina. Although many of the Katrina “Temps” chose to stick with the 10th in the standby reserve
status, others have assumed active and even command positions. The leadership of those without prior
military service aptly demonstrate that integrating SDF volunteers in support of key NG missions can
help bridge the much talked about estrangement between civil and military cultures and promotes the
image that true citizen soldiers in Battle Dress are also neighborly doctors, nurses and other healers and
helpers, and above that, dedicated community servants (Feaver and Kohn as cited in Hooker, 2003-2004,
p.6).
The vibrant record of the 10MEDRGT represents the fruits of not only effective pre-Katrina
strategic planning anticipating new roles and missions, but also reflects the creative pro-social
exploitation of emergent threats and opportunities that allowed newly attracted volunteers to
meaningfully contribute their skills in highly difficult and chaotic real life crises as well as ongoing,
multi agency, public preparedness field training simulations, while also performing hearts-and-mindswinning humanitarian missions, and providing support to the heavily taxed state NG.
The newly structured MDDF ensures that top-notch health professionals in all fields, who have
the will and time to serve when needed, can be used by SDFs to help the nation, resolving the previously
mentioned chicken-and-egg conundrum, by succeeding at meaningful, real-world missions that both
support the NG, TAG, and state military department to build the mutual trust, reliability and respect that
will assure 21st century relevance and success to a long overlooked SDFs.
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THE TEXAS MEDICAL RANGERS IN THE MILITARY RESPONSE OF
THE UNIFORMED MEDICAL RESERVE CORPS
TO HURRICANE KATRINA AND HURRICANE RITA 2005:
THE NEW AND TESTED ROLE OF
THE MEDICAL RESERVE CORPS IN THE UNITED STATES
Colonel James L. Greenstone, Ed.D., J.D., DABECI, TXSG

ABSTRACT
“The stormy waters of Louisiana crashed against the sturdy shores of Texas.”
This quote from the Dallas Chief Medical Officer, Raymond Fowler, M.D., set the stage
for what happened after Hurricane Katrina and Hurricane Rita in 2005, and for what
follows here. Dr. Fowler went on to say that one-third of all those transported out of
Louisiana were received by his service in North Texas. Treatment was given to more
than 8,000 patients in the first two week period. There were no fatalities and no adverse
outcomes. And the Texas Medical Rangers of the Texas State Guard, in North Texas,
were an integral and pervasive part of making this happen. This previously untested
uniformed medical reserve corps demonstrated its ability to deliver what it had
promised: medical augmentation, reliability under extreme stress, practical attention to
diverse and special populations, and military professionalism.
INTRODUCTION
The Texas State Guard was organized by Congressional passage of the state defense force
statutes in 1940. The tradition of the Texas State Guard dates to the Republic of Texas in 1835. The
Texas Medical Rangers have been established for only about three years. They were first organized
within the Texas State Guard 10 March 2003 with the Headquarters in San Antonio, Texas. The
northern area command was organized 27 March 2004. Texas Medical Rangers are a Uniformed
Medical Reserve Corps developed much like their civilian counterparts. A major difference is the
military structure and organization. Whereas civilian medical reserve corps are organized along county
lines, the uniformed medical reserve corps is organized on a state-wide basis.
DEPLOYMENT
The Texas Medical Rangers were first called to State Active Duty and deployed throughout the
State of Texas in the wake of Hurricane Katrina. They were again deployed shortly thereafter to respond
to the effects of Hurricane Rita. This mandatory deployment of state military forces lasted for several
weeks for each deployment.
TEXAS MEDICAL RANGERS, NORTH
The Rangers in the northern part of Texas augmented the emergency medical care operations at
the Dallas Convention Center and the Dallas Reunion Arena, and established the Disaster Hospital site
in Tyler, Texas. Heretofore an untested good idea, the Rangers provided on-site medical and support
assistance to evacuees and patients presenting for help. They provided roving medical patrols on a 24-
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hour basis to assess and reassess evacuees who might need additional medical assistance. To their credit,
several lives were saved by this procedure. They set up isolation areas to control disease and instituted
a hand-sanitizing program throughout their area of responsibility that actually prevented an epidemic.
They worked continually for the Chief Medical Officer on the sites.
During the aftermath of Hurricane Rita, Texas Medical Rangers established and administered
a Disaster Hospital that provided for special needs patients evacuated from the South of Texas. An
inspector from the Office of the Surgeon General of the United States said in her report that the hospital
was a “best practices model.” It was organized along the specifications of a field military hospital and,
in so doing, was able to administer in an effective manner to hundreds in serious need of help. The
military organizational ability of the uniformed medical reserve allowed this to happen flawlessly.
Structure to the overall organization was provided where chaos may have prevailed.
MEDICAL AND SUPPORT
The Rangers brought many medical and support specialties to the assigned sites. These
professionals included:
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!

Physicians
Nurses
Physician Assistants
Psychologists and other Mental Health Professionals
Respiratory Therapists
Emergency Medical Technicians
Paramedics
Infection and Disease Control Specialists
Administration Specialists
Logistics Personnel
Operations Officers
Command Staff Officers and Command Sergeants Major.
Computer Operators
Force Protection Personnel
Laboratory Technicians

SIGNIFICANT QUOTATION
“Y’all’s efforts controlled an epidemic.” This quote from Dr. Fowler begins to spell out the
value of the Texas Medical Rangers, Uniformed Medical Reserve Corps. An outbreak of dysentery was
occurring when the Rangers arrived in Dallas. At the direction of the Chief Medical Officer, instituting
a 100% hand-sanitizing program throughout the Dallas Convention Center and Dallas Reunion Area
almost immediately brought an end to this potentially destructive outbreak. See Figure 1, below, for
details.
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Results of Deployment of Hand-Sanitizing Program by
Texas Military Rangers (TMRs) as Directed by the Chief
Medical Officer.

THE NUMBERS
Numbers of evacuees assigned to the various sites worked by the Texas Medical Rangers at any
one time were as follows:
! Reunion Arena. . . . . . . . . . . . . . . 7,649
! Dallas Convention Center . . . . . . 12, 659
! Tyler Disaster Hospital . . . . . . . .
800
See Figure 2, below, for details.
ILLNESSES AND CONDITIONS TREATED
Illnesses treated included:
!
!
!
!
!
!
!
!

Wound care
One Baby delivered
Two Myocardial infarctions
Diabetes
Mental health problems
Hypertension
Diarrhea
Heat injuries
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Figure 2:

!
!
!
!
!
!
!
!

Evacuees as of a Particular Date During Operations
Katrina

Asthma
Respiratory illnesses in children
Isolation for dysentery and vomiting
Viral meningitis
Injuries due to off-site fighting
Tuberculosis
HIV
Special medical needs.

See Figures 3 and 4, below, for details.
QUOTATION
Dr. Fowler, the Chief Medical Officer in Dallas reported that, “The Urgent Care Clinic at Dallas
Convention Center is seeing more patients in a 24-hour period than the Emergency Room at the county
Parkland Hospital. Parkland sees 300 patients per day. The clinic at Dallas Convention Center is seeing
719 patients on average in a 24-hour period.”
During this increase of patients at the convention center, no increase occurred in the patients seen
in the Parkland Emergency Room when compared to both 2004 and 2005 figures during the same time
frame. The implication for the Medical Rangers is that they contributed to developing the surge capacity
that was so urgently needed. See Figure 5, below, for details.
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Trends in

Figure 4:

Clinic Services

STRENGTH
Texas Medical Ranger strength included:
! Medical in Dallas. . . . . . . . . . . . . . . . 30
! Non-Medical in Dallas. . . . . . . . . . . . 20
! Medical and Non-Medical in Tyler . . 23
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Figure 5:

Surge Capacity

DUTIES
Daily duties included:
!
!
!
!

Two Medic Team Roving Patrols (two soldiers each team)
One Team Isolation Management (two soldiers)
Laboratory assistance (one soldier)
Administrative (nine soldiers)

Over 6000 man-hours were worked.
KEY EVENTS
Key events occurring during the several deployments included:
! Rangers worked with the Chief County Epidemiologist to effectively handle the diarrhea
outbreak.
! Rangers were assigned by the Chief Medical Officer, and administered mandatory
hand-sanitizing for all residents and workers.
!

Roving teams of medics identified many patients with mental and physical needs that might have
otherwise been overlooked.

! Unsanitary conditions in the feeding lines were corrected.
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! Reorganized the dining procedures to make them more efficient.
! Designed and built an isolation and containment area to control a dysentery outbreak at the
direction of the County Public Health Officers and the Chief Medical Officer.
! Worked with officials of the Centers for Disease Control.
! Recognized, treated and referred cases involving heat injuries to evacuees.
! Found and returned several lost children.
! Obtained help for evacuees identified with mental health issues.
! Reconnaissance of Reunion Arena residents for emergent medical problems.
! Assistance to evacuees in the Federal Emergency Management Agency (FEMA) lines.
! Evacuation of chest pain victim from FEMA assistance lines.
! Identification of several critical diabetic patients.
! Coordinated Tuberculosis control with Dallas County Health Department.
! Shelter management.
! Assisted individuals in obtaining identification cards.
! Developed a Psychological Force Protection program.
! Identified abandoned beds and public health problems.
! Provided assistance to special needs and nursing home patients.
DEPLOYMENT EVENTS
There were three main roles that were filled by the Texas Medical Rangers at the Dallas
Convention Center and at Reunion Arena. These three functions included providing roving medic
teams, assessing public health needs for, and participating in, infection control and staffing of the urgent
care area.
Upon arrival at the convention center and after COL James L. Greenstone and CPT Mark Ottens
had spoken with the Chief Medical Officer, roving medic teams were established throughout the
convention center. These roving medic teams were found to be invaluable to the health and welfare of
the population. They identified physical and mental health issues that would have undoubtedly gone
unnoticed and led to less than desirable outcomes or even death. Some of the events that the medics
discovered and cared for are as follows:
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!

All roving teams early on in the deployment immediately started noticing patients with extreme
mental disturbances who had not received care. The teams were also able to assist people who
had been sexually assaulted or witnessed terrible actions during their evacuation from Louisiana.

! The roving team of 1LT Richard Nessner and SGT Olivia Anderson identified a way to better
route evacuees through the lunch line. This better organization allowed for the enforcement of
proper hand hygiene to prevent disease proliferation.
! The roving team of TSGT Lisa Bureau and SPC Terry Smith found food vendors in the
convention center who were passing out food without hand hygiene in place and with no use of
gloves. They immediately corrected the issue, and averted a problem.
!

When FEMA opened their registration line outside in the heat on a day with the heat index above
100 degrees, the roving team of 1LT Mike Hudson and MAJ William Kaschub were sent to
watch for heat injuries. Four evacuees had to be sent to the hospital for care due to heat injuries.
MAJ Steve Sanderfer and CPT Mark Ottens were notified of the problem and took Gatorade and
cold water to the line and convinced FEMA to move it inside where it was cooler.

! The roving teams maintained surveillance of hand hygiene on the food line. On several
occasions they professionally and immediately shut down the serving line when they found that
hand hygiene principles were not in place. The lines were reopened when hand-sanitizing was
established.
! TSGT Lisa Bureau and SPC Terry Smith attended an individual who, while in the FEMA line,
started having chest pains. He was rapidly evacuated to a medical facility where emergency care
could be delivered. It was later discovered that this gentleman had a heart attack.
! TSGT Bureau and SPC Smith on four separate occasions during the deployment identified
patients who did not appear to be well. Upon further assessment these patients were found to
have severely low blood sugar due to their poorly managed diabetes. Bureau and Smith are
credited by the Chief Medical Oficer for having saved the lives of these individuals.
! 2LT Harold Timboe and 1LT Richard Nessner noticed that evacuees were moving out of the
convention center and had left their bedding behind. This was determined to be a public health
hazard. A process for tagging and removing abandoned bedding and personal belongings was
developed during a conference with the Chief Medical Officer. This process was then initiated
by the medic teams to control a potential health hazard.
! As the population of the convention center dwindled and the population at Reunion Arena
increased, roving teams were sent to Reunion Arena to be the only medical teams that were on
the floor to assess the needs of the population. They did have Dallas Fire Department on the
scene to utilize as needed for evacuation of patients.
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PUBLIC HEALTH ISSUES
The public health needs of such a large number of people packed into a tight space were evident.
The infection control aspect of dealing with the issues of having so many people fell to the medical
personnel of the Texas Medical Rangers. An outbreak of infectious dysentery was well underway upon
their arrival; however, with the implementation of hand hygiene and infection control procedures, this
potentially disastrous epidemic was prevented. See Figure 1, above. The Chief Medical Officer, Dr.
Fowler stated that, “The Texas Medical Rangers prevented an epidemic.”
!

MAJ Carol Olivier and SGT DiAnna Jones upon their arrival began to work with Dr.
John Carlo, Chief Epidemiologist with Dallas County Health and Human Services, to do
surveillance on the source of the outbreak of dysentery. The CDC epidemiologists
arrived and the Rangers were attached to them to continue the search for the source of
the outbreak. It was determined early on that the source was most likely poor hand
hygiene. A hand hygiene policy was placed into effect that required all persons entering
and exiting any area of the convention center, food lines, and bathrooms to use alcohol
based hand sanitizer. Within only a few days the epidemic was under control.

!

MAJ Olivier and SGT Jones, upon recommendation from the CDC, designed, built, and
organized both an isolation and containment area for both pediatric and adult patients to
prevent the spread of infectious dysentery and vomiting. This proved to be a highly
efficient and effective way to prevent spread of disease in those persons already affected.

!

All of the Texas Medical Ranger staff maintained due diligence by monitoring and
enforcing the hand hygiene policy throughout the deployment.

!

As a public health recommendation, the Rangers identified trash and abandoned bedding
that needed to be removed. They assisted in educating the population and in removing
these items as necessary.

!

Rangers provided the primary force for staffing of the adult and pediatric isolation area.
Most of the civilian volunteers were not willing to go into this area. Texas Medical
Ranger nurses, Emergency Medical Technicians, Paramedics, and doctors staffed this
area 24 hours a day until its closure. Texas Medical Ranger staff was asked to maintain
public health surveillance of Reunion Arena. This was done by sending teams of
infection control specialists to that location to report back to the Chief Medical Officer
with their findings.

URGENT CARE
The urgent care area at the Convention Center was a highly functional area that saw patients 24
hours a day and 7 days a week. They averaged 719 patients a day and by the end of the deployment had
seen more than 8000 patients. More than 300 patients were evacuated to the hospital. They helped to
maintain the health of the population, and, as a result, there were no deaths or severe adverse events at
the convention center. The Texas Medical Rangers augmented the civilian volunteer staff in this area.
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!

Rangers provided the only Medical Technicians to staff the lab during the entire
operation. They maintained the staffing in this area 24 hours a day until the clinic closed.

!

Nurses and Paramedics triaged patients continually.

!

There were Nurses, Paramedics, Physician’s Assistants, and Physicians on duty in the
Urgent Care from the Texas Medical Rangers to augment the civilian staff for virtually
24 hours of every day. For the last week of the deployment, after nearly all of the civilian
volunteers left, Rangers provided the main force for staffing of this area.

!

Texas Medical Rangers found and treated, along with the civilian volunteer doctors, an
infant that was suffering from infectious dysentery. This case was so severe that,
according to the Chief Medical Officer, the infant was near death. Through quick
treatment and fluid resuscitation this infant was saved.

DIGNITARIES
Several dignitaries visited Dallas Convention Center to witness the efforts, among others, of the
Texas Medical Rangers. These included:
!
!
!
!
!
!
!
!
!
!
!
!
!

U.S. Surgeon General Richard Carmona
Mayor Laura Miller - Dallas
Mayor Ray Nagin – New Orleans
Kathleen Blanco – Governor of Louisiana
Kay Bailey Hutchison – U.S. Senator
Pete Sessions – U.S. Congressman
Michael Levitt – Director of U.S. Department Health and Human Services
MG Jerry Ragsdale – Commander, Texas Air National Guard
MG Richard Box – Commander, Texas State Guard. See Figure 6, below, for his personal
commendation.
MG Charles Rodriguez – Texas Adjutant General.
COL Cruz Medina – Task Force Commander, Texas Army National Guard
COL Raymond Peters – Chief of Staff, Texas State Guard
CSM Robert Smith – Command Sergeant Major, Texas State Guard

OPERATIONS
The Texas Medical Rangers at Dallas Convention Center, Dallas Reunion Arena and Tyler,
Texas functioned in a highly organized manner. Shifts were staffed from 0800-2000 and 2000-0800
daily. There was an Officer-in-Charge and a Noncommissioned Officer-in-Charge for each shift. BG
Scantlin, the North Texas Area Commander and the Deputy Commanding General of the Texas Medical
Rangers held a daily briefing for commanders and staff, and to address concerns of the previous day.
Also, there was a daily meeting conducted for the Texas Medical Ranger’s Command Staff with the
Chief Medical Officer, Dr. Ray Fowler. This was done in order to stay abreast of medical concerns and
events related to the treatment and housing of evacuees. A formation of Ranger personnel was held prior
to each shift to inform every one of events and of the mission. This allowed the troops to be informed
of conditions as they changed shifts, and to give specific assignments.
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Figure 6: Commanding General, Texas State Guard, About the Texas Medical Rangers, North

In addition to the other assignments, CPT Robert Rainey served as the Psychological Force
Protection / Protective Medicine Officer for the Texas Medical Rangers. As troops became
overwhelmed with the burden of caring for thousands of evacuees who had lost everything, CPT Rainey
maintained contact with them to assist as needed. As a result, morale and psychological injuries were
minimal. CPT Leopold Celiz served as Physical Force Protection Officer-in-Charge to make sure that
the belongings of personnel were protected at all times.
Command Staff Texas Medical Rangers
The Command Staff of the Texas Medical Rangers deployed in the North was composed of the
following:
! BG Marshall H. Scantlin – NORTEX Area Task Force Commander. See Figure 7, below, for
a picture of BG Scantlin and COL Greenstone
! COL James L. Greenstone – Deputy Area Commander – Medical
! LTC Paul Moore – Executive Officer of the Dallas / Fort Worth Medical Response Group and
Special Liaison to the Chief Medical Officer.
! MAJ Steve Sanderfer – Executive Officer
! CPT Mark Ottens – Operations Officer
! CPT Robert Rainey – Logistics Officer
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Figure 7:

BG Marshall Scantlin, Commanding General, Texas
Medical Rangers (right) and COL James Greenstone,
Texas Medical Rangers (left).

! CPT Phil Vaughn – Personnel Officer
! CSM Bill Schaaf – Area Command Sergeant Major
! CSM Cecil Rickman – Deputy Area Command Sergeant Major – Medical
OBSERVATIONS
There were several observations made to improve future deployments of the Texas Medical
Rangers:
! Deployment packets must be ready at all times.
! Early meetings should be established with the Chief Medical Officer.
! Medical Supplies should be available to augment medic supplies.
! Communications must be established early. It must be maintained with appropriate and sturdy
communications equipment.
!

Texas Medical Ranger staff should be in place and ready to assist early on with the psychological
effects of deployment.

! For long deployments, laundry and billeting must be arranged in advance.
!

Office supplies (paper, pens, pencils, computers, printers, projector, and fax machine) should be
maintained on a stand-by basis to take care of required forms and reports.

The Texas Medical Rangers in the Military Response of The Uniformed Medical Reserve Corps To
Hurricane Katrina and Hurricane Rita 2005:
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! Water tight boxes need to be obtained to pack deployment gear for easy access and
transportation.
There have been many historical moments for the Texas Medical Rangers, Medical Reserve
Corps, since it was first deployed for Hurricanes Katrina and for Rita. Another major history-making
event occurred in Tyler, Texas. A representative of the United States Public Health Service, from
Surgeon General Richard H. Carmona's office, visited the Tyler shelter. She told LTC (Dr.) Luis
Fernandez, Tyler Medical Response Group Commanding Officer, and the Disaster Hospital Commander,
that this was not a “shelter” or even a “special needs shelter.” It was truly a Disaster Hospital organized
and run on the military medical scale and was a “best of practice model.”
The Texas Medical Rangers was an untested good idea prior to Katrina. The TMR has now been
tested, with veterans who can augment a major disaster medical system. It is also capable of staffing and
running a full-blown disaster hospital. What has been accomplished may well serve as the model for
such disaster responses, at least according to the words of Dr. Carmona's representative. As a uniformed
MRC, we have a lot of which to be very proud. The Texas Medical Rangers will always go where it is
needed and will do whatever is necessary to accomplish the mission.1
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COL James L. Greenstone invites comments and/or discussion at drjlg1@charter.net or 817-8829415 .
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MEDICAL ASPECTS OF DISASTER PREPAREDNESS AND RESPONSE:
A SYSTEM OVERVIEW OF CIVIL AND MILITARY RESOURCES
AND NEW POTENTIAL
Colonel H. Wayne Nelson, Ph.D., MDDF
Captain David Arday, M.D., MPH, USPHS

INTRODUCTION
A disaster (in the federal government lexicon) is defined as a low probability, high impact event
that overwhelms the local emergency resources requiring the deployment of surge capacity assets to the
scene from outside the impacted area (Arday & Gaffney, 2004). In this sense, mass medical emergencies
are similar to any other type of disaster preparedness and response except that medical disasters involve
human casualties. A “mass casualty incident” is a mass medical emergency that does not overwhelm
local response and medical assets, though it may still be referred to as a “disaster” locally (Geiling,
2004).
The term “catastrophe” is a term of art connoting a larger scale calamity that requires a
comprehensive federal emergency intervention of a proactive or largely self-directing nature. This is
because the hugely degraded local first responders in the midst of a veritable social breakdown may not
be able to identify or communicate accurate disaster assistance needs to higher authorities (Rude,
November 1, 2005). For the purposes of this article, we will posit that typical disasters do not need a
national military response, but catastrophes do (Catastrophe versus disaster, n.d.) (see Table 1).

An alternate view of large-scale emergencies is to classify them not by the cause, but by the
event’s impact. In this view, the two categories are populations and infrastructure; note that the term
‘population’ need not specifically refer to humans, but may also include pets, livestock, and wild animals
(Arday & Gaffney, 2004). Obviously, saving human lives takes priority over saving animals and
infrastructure, but Hurricane Katrina showed that some people died and many risked their lives to save
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their pets, which has led to increased attention to animal protection and relief by emergency health
planners at all jurisdictional levels. Any discussion on medical disasters, however, is best served by
focusing on the human population.
MEDICAL DISASTER PLANNING OVERVIEW
Response planning for a true medical disaster generally involves four functional levels: (1) local
private and government emergency response, including local surge capacity; (2) initial treatment
facilities; (3) local and state government departments (public health, emergency services); and (4) federal
agencies. Although each level develops its own plans, the goal is to achieve functional interoperability
between all levels. Ideally, plans developed at any functional level will complement those at the levels
immediately above and below.
Disaster health planning can also be examined through the lens of the disaster mitigation model
of preparation, response and recovery, which roughly parallels the public health model of primary,
secondary and tertiary prevention. Disaster preparation, or pre-disaster mitigation (PDM), involves the
development and implementation of all-health hazard mitigation projects designed to limit casualties
when disaster strikes.
Preparation: Pre-incident preparation activities include health surveillance, vulnerability
analyses, and strengthening health emergency infrastructures, including the recruiting, supply and
training of first responders and surge medical reach-back personnel, as well as joint field training
between Emergency Management Agencies (EMAs), Emergency Medical Services, Local Emergency
Planning Committees, academic health institutions and other non-governmental health service
organizations [Center for Disease Control (CDC), n.d.].
Response. When a major disaster strikes, all four of the planning levels mentioned above respond
by performing direct disaster mitigation during the acute phase. Responses will vary according to the
nature of the emergency. A mass casualty terrorist attack, for example will involve the transportation of
seriously ill patients to intensive care and trauma programs, followed by definitive hospital care. During
such events, hospitals will scramble to maximize their emergency capacity, but the inevitable overflow
will trigger hospital triage, sending the walking worried and wounded to field treatment centers where
fist aid and basic life support will normally be administered.
If the event involves hazardous materials (HAZMAT), for example, then decontamination and
evacuation will be priorities, followed by medical triage and treatment. The incipient outbreak of mass
infectious disease may entail mass emergency inoculations, perhaps drawing upon the CDC’s strategic
stockpile of medical supplies if local resources are depleted. There is an almost limitless array of other
possible health response objectives including, body recovery, forensic and mortuary services for mass
fatalities, as well as medical transport, sanitation and possible veterinary response and animal rescue
efforts (CDC, n.d.).
Recovery: Post incident mitigation (recovery) follows the acute phase. The goal of post incident
mitigation is to restore the health infrastructure to its pre-incident status and to maximize the affected
population’s remaining health potential. Activities include, for example, continued and even long-term
casualty care, ongoing mental health reassessment and counseling, and public health program restoration,
among many other long-term health objectives.
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When considering recovery, a key aspect of disasters and their impact needs to be kept in mind.
While acute casualties are the primary concern of medical personnel preparing for and responding to a
disaster, the greater impact of most disasters within the U.S. has been and will likely remain the
subsequent disruption of daily life, which can extend for months or years after the disaster’s immediate
or acute phase. These disruptions result from: (1) loss of infrastructure and other economic after effects;
(2) from heightened vigilance and psychological effects; and (3) from the loss of life and the long-term
needs of the injured. More than a year after Katrina, New Orleans exhibits all three of these long-term
after effects and their resultant disruptions.
All Disasters Are Local: The well-known mantra of emergency planners everywhere is the old
bromide that “all disasters are local.” Whether or not a disaster involves a federal response - or rises to
the level of a catastrophe, mandating a federal response - the fact is, the great majority of events are
handled by local police, fire and emergency responders along with community hospitals. Larger, multijurisdictional disasters, requiring neighboring emergency resources, are coordinated by county
emergency management agencies (EMAs), which in turn can also be activated and coordinated by state
emergency management agencies, through each state’s Emergency Operation Center (EOC).
State EMAs are the lead state agencies for analyzing disaster information and disseminating
findings, issuing warnings, and for actually coordinating state, federal and local private and public
disaster response operations through the implementation of the first responder Incident Command
System (ICS) in the impact area. Larger regional disasters or catastrophes require a higher-level area
incident command system to coordinate the multi-tiered responses by multiple geographically
coordinated ICSs.
Private and Public Disaster Response Agencies: Although this article focuses on state and
federal government disaster response efforts, it bears mentioning that America’s non-governmental
(nonprofit or third sector) emergency response efforts represent a huge relief capacity that is crucial to
all mitigation phases, but especially to the immediate post acute and long-term recovery phases. The
American Red Cross and Salvation Army, for example, are easily the largest and best known of a myriad
of volunteer secular and faith-based disaster response agencies that add considerable heft to disaster
relief efforts by pushing out and sustaining large numbers of organized volunteers and supplies into
disaster zones to provide shelter management, food services (to both victims and rescuers), as well
mental health and financial support to victims, among many other services (Red Cross builds, 2007;
American Red Cross disaster response functions, n.d.).
Academic institutions are also crucial to disaster planning and preparedness through their general
disaster research initiatives, as well as their research on various threats including geological, HAZMAT,
engineering failures, meteorological crises and all aspects of emergency and disaster medicine.
The remainder of this article addresses medical threats across all four functional planning levels.
It also discusses state and federal emergency medical system shortages and coordination problems, and
examines when and what federal and state civil and military medical resources might be brought to bear
to during and immediately after a disaster.
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CURRENT MEDICAL THREATS
Potential U.S. mass casualty medical threats fall into two major categories: (1) natural; and (2)
manmade disasters. The latter may be sub-categorized as accidental or intentional (see Table 2). In the
broadest terms and in an average year, one
would expect about 1,000 U.S. deaths and
perhaps 6,000 to 10,000 injuries to occur as a
result of roughly 25 extraordinary events that
would be called “disasters.” Typically, there
are fewer than 15 events per year that cause
more than 40 deaths each (Hogan & Burstein,
2002). Yet, no year is truly average. In 2001,
for example, there were four times the
expected number of deaths, due largely to the
9/11 terrorist attacks and the subsequent
American Airlines crash in Queens, NY two
months later. And prior to hurricane Katrina,
in 2005, expected annual hurricane deaths
were only about 25, based on the previous 30
years.
Natural Disasters: Despite the recent
attention to the threat of terrorist attacks,
natural meteorological and geophysical
disasters remain the most immediate threat
and the primary cause of disaster related
casualties within the U.S.
The deadliest point-in-time disaster in
U.S. history was the 1900 Galveston hurricane
that killed 10,000 people. Although improved
weather forecasting and evacuation planning
greatly reduce the likelihood of another
Galveston scale event, rapid coastal area
population growth over the years has sharply
increased the number of people at risk.
Katrina’s 1,800 total fatalities and tens of
thousands of injured or displaced persons
needing urgent medical attention prove that
hurricanes remain a disaster threat. In fact,
former National Hurricane Center Director Max Mayfield, worries that “10 times as many fatalities
could occur in what he sees as an inevitable strike by a huge storm during the current highly active
hurricane cycle, which is expected to last another 10 to 20 years” (Williams, January 3, 2007).
Conversely, in recent years, floods, tornadoes, heat and cold waves have together killed fewer
than 500 people annually, though they do so with some consistency. There have been only a handful of
fatal earthquakes, only one deadly volcanic event (Mt. Saint Helens) and no tsunamis have swept the
U.S. since 1964.
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Although strong catastrophic earthquakes and tsunamis are rare, they pose the greatest potential
mass casualty threat to U.S. citizens, especially if they if they strike with little or no warning. Consider,
for example, the New Madrid Fault Line, in the lower Mississippi Valley. In the early 19th century, it
caused three of history’s most powerful tremblers (measuring an estimated 8 points or higher on the
Richter scale) shattering this area. Back then, however, there were very few European inhabitants in this
region. Now, more that 12 million people live there, many in structures that were not built with
earthquakes in mind (Central United States Earthquake Consortium, 2006).
And while it is the point of some scientific debate, the Benfield Grieg Hazard Research Centre
at University College London warns that a volcanic explosion on Mt. Cumbre Vie Ja, on the Canary
island of La Palma, could send a monstrous landside into the sea hurling an unprecedented 60 foot high
(at impact) tsunami traveling hundreds of miles per hour towards the East Coast, dooming thousands to
injury and death (Atlantic ocean tsunami, September 2005). Simply consider that the Asian Tsunami
of 2004 killed nearly 270,000 people in the space of a few hours, a truly catastrophic event.
Despite ongoing threats from severe weather and geologic events, the deadliest disaster in U.S.
history was the 1918-19 Spanish flu pandemic, killing roughly 600,000 Americans (and many millions
worldwide). It is sobering to note that most of these deaths occurred in a few short weeks in the autumn
of 1918, overwhelming hospitals, medical personnel, and morgues across the nation. A second, smaller
wave of transmission and death occurred again in early 1919.
As of this writing, 270 people have contracted and 164 of them have died of the avian flu
worldwide (World Health Organization, January 29, 2007). A new worldwide influenza pandemic,
perhaps caused by the emerging H5N1 strain of avian influenza, could rival the 1918-19 Spanish flu.
It would clearly overwhelm local response efforts and fundamentally devastate America’s business
community (Crimando, December 2006). One report estimates as many as 142 million would die
worldwide and many times that number would need acute and subacute care, and economic devastation
would exceed four trillion dollars(An analysis of the potential impact, August 2005). This would surely
overwhelm America’s hospitals and primary care facilities, necessitating the establishment of surge
capacity sub-acute treatment in nursing homes, retirement homes, school gymnasiums and other public
and private institutions.
Furthermore, such an event would likely stifle the normal type I (neighbor to neighbor helping)
response that occurs in virtually all weather and manmade disasters, as the fear of contagion grips the
citizenry and causes widespread “bunkering,” which is a type II, isolation oriented, threat-avoidance
response. Cremando estimates that in this circumstance, half of all public healthcare workers would
avoid the dangers of working, despite the greatly increased need (December, 2006).
Shortages of primary caregivers, acute care beds, ventilators, vaccines and antiviral medicines,
coupled with the inevitable prioritizing of patients (seemingly abandoning whole segments of society),
could further lead to a type III response, which constitutes panic. Panic “arises from two perceptions:
(1) the perception of limited opportunity for escape; and (2) the perception of limited availability of
critical supplies” (Crimando, December 2006). Panic destroys social cohesiveness, incites violence,
looting, anarchy, murder and mayhem, and, in the worst cases, even pushes desperate caregivers to
abandon or even to euthanize their charges, as happened during Katrina.
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To say that the range of adverse mental health effects following such a horror would be
widespread is, of course, an understatement. The need for critical incident stress management teams to
mitigate the serious emotional impact for those most severely affected could not possibly be met in the
worse cases scenarios. And even long afterward, an estimated “11-15% of affected population will need
long-term assistance, requiring a multilevel approach involving both some public health assets, as well
as private business employ assistance programs in order to assure any chance of a normal business
recovery over time “ (Crimonda, December 2006).
While no influenza pandemic similar to the Spanish flu has occurred since 1919, even with
today’s usually effective vaccines, influenza kills an average of 36,000 Americans annually (Arday &
Gaffney, 2004), far more people than all of the disasters listed in Table 2. Yet, even though influenza
is perennial and widely threatening, the actual percentage of those who die is very low, and extant
medical resources can handle the afflicted with little difficulty. Consequently, people don’t fear the
annual flu outbreaks the same way as they fear the equally predictable seasonal hurricanes or tornados,
or less predictable terrorist attacks - all of which are sure fixtures in our future.
Manmade Disasters: Manmade disasters are either unforeseeable accidental events or they are
deliberate attempts to kill and injure targeted groups. Accidental manmade disasters include mass
casualty vehicular crashes, chemical and other HAZMAT releases, explosions, abrupt structural failures,
large urban fires or suburban wildfires, and any other major unplanned event that causes or threatens
acute loss or injury.
Because many such events (e.g., fatal traffic accidents) occur with high frequency but result in
few deaths per occurrence, it is hard to determine how many of these episodes nationally actually
constitute true “disasters” by our definition. Laymen, for example, consider a drunk driving crash that
kills a carload of teenagers a tragic “disaster” for a local community, but this is not likely to require
outside resources. On the other hand, a 100-car pile-up on a foggy rural interstate highway that kills 12
people and injures 30, will in all likelihood overwhelm local emergency responders, making this a true
disaster, albeit a small one.
Ironically, an aircraft crash that kills ten times as many people, but seldom leaves anyone alive
to rescue, triage, or treat, is almost always effectively managed by the local first responders. Hence,
despite many more per incident fatalities, such events are often characterized as mass casualty incidents
as opposed to disasters (see Table 1).
A hazardous material release - chemical, biological, radiological, nuclear or explosive (CBRNE)
- in a populated area is much more likely to constitute a disaster (or in some cases, a catastrophe) than
even a colossal highway pile up. The horrific industrial release that occurred in Bhopal India in 1984
killed nearly 4,000 people and injured and disabled many thousands, overwhelming India’s regional (and
to some extent national) resources. It required a massive international intervention of human and
material medical support. Post incident mitigation (recovery) lasted for years and even entailed the
funding of special medical research conferences to identify best treatment modalities for the disaster’s
many permanent victims (Incident response, 2006).
Although natural disasters remain the most consistent threat, emerging terrorist threats since 9/11
have increased the citizenry’s threat consciousness and heightened sense of vulnerability, which has
motivated greatly increased preparations to mitigate deliberate terrorist slaughter. Consequently,
terrorism threat planning has consumed most disaster preparedness resources in recent years. Much
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effort has been directed toward improved rapid detection of a bioterrorism or chemical weapons attack,
improved interoperability of communications systems, upgrading of equipment for first responders, and
increased planning at all levels. Despite these efforts, it remains apparent that more needs to be done
to reach what might be considered to be optimal readiness.
Among the types of terrorist attacks listed in Table 2, conventional weapons and explosives are
clearly the most frequently used. However, bioterrorism has already taken place twice in the U.S.
Before the 2001 anthrax attacks, there was a 1984 salmonella attack in Oregon, initiated by a cult
follower of the Baghwan Shree Rajneesh, that sickened about 750 people, of whom 45 were hospitalized
(Hugh-Jones & Brown, 2006). A 1995 sarin gas attack in Tokyo sent more than 5,500 people into
hopitals for assessment. A thousand of these were diagnosed as moderately to severly ill, while the great
majority constituted the “walking worried” who demanded medical attention to assuage their rational
anxiety about contamination (Taneda, 2005, p 75). In 1995, a Moscow businessman was killed by a
direct release (as opposed to explosively dispersed) radiological attack (Cameron,1996).
Only the intentional detonation of a radiological (“dirty”) bomb or of a nuclear device remain
unfulfilled threats. It is clear that, a nuclear attack in a major metropolitan area would be a worst case
scenario and true catastrophe in terms of both total deaths and injuries, and would vastly overshadow
the 9/11 attacks should it ever occur. The Homeland Security Council estimates that a modest 10-kiloton
bomb detonated in Washington D.C, would kill from 99,000 to 300,000 people depending on the wind
drift and other factors (cited in Mintz, May 3, 2005). Mass triage would be stunningly grim as medical
providers would be forced ignore huge numbers of victims deemed too sick to recover (Mintz, 2005).
Although a detailed discussion of terrorist attack planning and response is beyond the scope of
this article, a couple of points are worth mentioning. Explosive or conventional weapons, most chemical
weapons, or a nuclear attack will result in immediate casualties and high patient flows. On the other
hand, release of a bio-weapon or the non-explosive spread of radiological material will likely result in
an incubation or latency period lasting hours, days, or even weeks. Barring detection of the attack by
prepositioned sensor equipment, initial identification of the attack may only be accomplished through
what is called “syndromic surveillance” - essentially hypervigilence on the part of medical personnel for
excessive numbers of patients with certain complaint patterns (see Table 3, below). In either type of
attack, once word of the attack spreads, more “worried well” or mildly exposed patients may appear at
medical facilities seeking help than truly injured victims of the attack (Auf Der Heide, 2002).
THE NATIONAL DISASTER MEDICAL SYSTEM (NDMS) AND
NATIONAL RESPONSE PLAN (NRP)
The NDMS is a cooperative asset sharing partnership among the Department of Health and
Human Services (HHS), the Department of Defense(DOD), the Department of Veterans Affairs (VA),
and the Department of Homeland Security (DHS). NDMS operations entail a highly coordinated, multiagency local, State, and Federal effort.
The statutory mission of NDMS is to organize a coordinated effort by the NDMS Federal
Partners, working in collaboration with the states and other appropriate public or private entities to
provide health services, health-related social services, other appropriate human services, and appropriate
auxiliary services to respond to the needs of victims of a public health emergency, and to be present at
locations, for limited periods of time, when such locations are at risk of a public health emergency.
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NDMS also provides resources and assets to
support federal government activities under Emergency
Support Function (ESF) #8, Public Health
and Medical Services, of the National
Response Plan (NRP). Further, the federal
partners agree that NDMS also continues the
availability of the NDMS hospital network as
backup to military and veterans' hospitals in
a military health emergency.
Prior to March 1, 2003, the HHS
Office of Emergency Response functioned as
the overall action agent for coordinating the
implementation of health and medical
services delivery in the event of an NDMS
activation. This included the development
and oversight of NDMS medical assistance teams, as well as the planning and coordination of patient
evacuation and definitive care. With the standing up of the new DHS, however, all responsibility for
the NDMS response teams shifted to the DHS Emergency Preparedness and Response Directorate (also
known by its pre-DHS acronym of FEMA), while most of the non-NDMS related health response
planning and coordination function remained in HHS. During this brief period, four cabinet level federal
agencies provided oversight and support to the NDMS: DHHS, DHS, DoD, and the VA (Arday &
Gaffney, 2004).
This all changed on December 19, 2006 when the President signed the Pandemic and AllHazards Preparedness Act (Public Law No. 109-417), which returned primary responsibility for
coordinating the federal response to public health and medical emergencies to the HHS Secretary,
effective January 1, 2007. Under this act, the NDMS will still retain its three primary functions, which
are: (1) medical response; (2) patient evacuation; and (3) definitive care. Upon activation, the NDMS
can respond to a disaster location with a variety of medical assistance teams. In the event of an
overwhelming number of casualties, arrangements can be made to evacuate patients from the local
disaster area to other areas of the United States. And once those patients are evacuated, the NDMS has
a network of approximately 1,800 participating hospitals that can provide definitive in-patient care to
casualties.
Activation of the NDMS and its disaster response teams may occur as a result of five
circumstances. First, and foremost, is to respond to a Presidential disaster declaration, under the
authority granted by the Stafford Act (full title: Robert T. Stafford Disaster Relief and Emergency
Assistance Act). Second, if a disaster has not occurred, HHS may activate the NDMS under its own
authority in anticipation of an event, or to support a state governor’s or other federal agency’s request
for major medical assistance. This is often done to support special events of national significance
[known as a National Specialty Security Event (NSSE) if so designated] such as the Olympics or a
national political convention, where prepositioning disaster response assets is merely prudent planning.
Third, the National Transportation Safety Board may request activation to support their response to a
transportation accident. This usually involves a Disaster Mortuary Operational Response Team
(DMORT), to assist with victim recovery and identification. Fourth, the State Department may request
NDMS activation in the event of a disaster involving U.S. nationals overseas (e.g., an embassy
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bombing). Finally, the NDMS may be activated at the request of DoD, should an overseas military
conflict result in an overwhelming number of casualties returning to the U.S.
In the event of NDMS activation, the basic operational concepts are found in the National
Response Plan (NRP) which prescribes how all federal agencies mobilize resources to support state,
local, territorial, and tribal government responses to major disasters or emergencies involving any type
of hazard. The NRP establishes and describes policies and planning assumptions, and outlines federal
actions and capabilities that can be activated to support state, local, territorial and tribal government
response efforts during a specific crisis episode. The NRP also establishes a means of facilitating federal
and state coordination during response operations. This coordination is through the aforementioned
Incident Command System (ICS), which is itself part of the National Incident Management System, or
NIMS. Adoption of both the NRP and NIMS is mandatory for all federal agencies, and is a prerequisite
for any private or public agency applying for federal disaster or terrorism preparedness, response,
mitigation, or recovery funds (Department of Homeland Security, December 2004).
The National Response Plan details how 27 federal departments and agencies along with the
American Red Cross (which functions as a federal agency pursuant to this plan) will respond to a disaster
or catastrophe by allocating human and material resources to the states following the President’s
issuance of a Federal Disaster Declaration under the Stafford Act. FEMA steers other federal lead
agency activities through the FEMA appointed Federal Coordinating Officer (FCO) who supervises the
multi-level implementation of the plan by assigning resources and responsibilities according to the
NRP’s 15 Emergency Support Functions (ESFs), which are listed in Table 4.
Each of these ESF functions is assigned a
lead agency. For instance, Mass Care, Housing and
Human Services (#6), which involves the provision
of food, shelter, basic first aide and so forth, is the
lead responsibility for the American Red Cross.
Public Health and Medical Services (#8), which
involves a host of health functions from disease
surveillance and control, to mass casualty triage,
patient assessment, definitive care, evacuation and
mortuary services, among others, is the
responsibility of HHS. These two lead agencies (as
with all lead ESF agencies in the NRP) have state
and local level partners. The American Red Cross
has state and local Red Cross Chapters as well as a
myriad of other local not-for-profit voluntary relief
agencies to support it in a crisis. HHS will
coordinate its NRP initiatives with state and county
health departments, which have their own
operational plans detailing their jurisdictional responsibilities to meet the primary ESF functions. An
important aspect of ESF #8 involves medical surge capacity, to which we now turn our attention.
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NDMS Teams
As of April 2006, The NDMS counted among its disaster response resources 100 separate
response teams categorized into eight different types (see Table 5). Of these eight, the Disaster Medical
Assistance Teams (DMATs) are further subdivided
into specialty teams such as burn, pediatric, mental
health, and crush response teams. There are also
four levels of teams (see Figure 1, below) rated by
their ability to field, equip and sustain their mixed
compliments of doctors, nurses, EMTs PAs,
paramedics and support personnel in the field for a
stipulated period of time. For example, fully
functioning, 35-member, Type I DMAT teams can
deploy on short order and sustain themselves in the
field for three days. These teams have met the
highest readiness designation by satisfying all
NDMS training, personnel and equipment
requirements, along with having prior deployment
experience, including a demonstrated ability to
mobilize rapidly and perform its mission under
austere conditions.
For an all-out effort such as the hurricane
Katrina response, NDMS was prepared to field a
total of 72 teams and had 57 teams in the field by
the third day after the hurricane struck - an
impressive record in the abstract, yet insufficient
under the extreme circumstances.
As Figure 1 shows, not all DMAT teams are
fully operational 100% of the time, some teams may be short of personnel or equipment, may be newly
organized and still under development, or - in the case of different types of teams that are geographically
co-located - may share resources with another team. In this last context, some of the NDMS National
Medical Response Teams (specialized teams trained for post WMD decontamination and treatment), or
the 200-member National Nursing Response Teams (NNRT) (which are primarily targeted to provide
mass pre or post incident inoculations) share personnel and resources with geographically co-located
standard DMATs. It goes without saying that such co-located teams cannot be deployed simultaneously.
Figure 2 (see below) illustrates the geographic locations (home bases) of the NDMS DMATs.
Although personnel or equipment shortages prevent teams designated at the augmentation and
developmental (Type III and IV teams) levels from deploying effectively as a full team, they may supply
individuals to supplement a standard DMAT deployment complement of at least three physicians, four
physician assistants or nurse practitioners, eight nurses including two supervisory nursing specialists,
four paramedics or emergency medical technicians, one pharmacist and one pharmacy assistant. Most
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DMAT medical professionals have training in emergency medicine or a primary care specialty and are certified in advanced trauma life support
and advanced cardiac life support. There are also several non-medical personnel, including logistics, communications, safety and
administrative personnel. To ensure the ability to muster and deploy personnel rapidly, a team should be at least three deep at each position,
and a fully operational DMAT will have over 100 volunteers on its roster. In fact, some DMATs have over 200 volunteers (Arday & Gaffney,
2004).
Historically, NDMS teams were organized by a local sponsor, such as a hospital, local government, or public safety organization, under
the guidance of the NDMS and HHS Office of Emergency Response. The sponsor signed an agreement with the federal government to place
the team in the NDMS system when needed, and in exchange for allowing the team to gather experience through federal deployments (and
reimbursing all deployment costs) the sponsor agreed to recruit, train and maintain the team in accordance with NDMS policies. As such,
many teams are active locally and serve as state or local assets in the event of a local disaster or event. Under DHS/FEMA, however, the focus
moved away from dealing with the sponsoring organization as a prime intermediary and more toward dealing directly with the team and its
member personnel. While this may be a perfectly reasonable approach, many teams have not existed as legal entities separate and apart from
their sponsors. In some cases the sponsoring agency has been reluctant to simply walk away from its investment in their team.
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Figure 2. Geographic Distribution of Disaster Medical Assistance Teams (DMATs)
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Under pre-2003 HHS leadership, prior to the move to the DHS, team members were designated
as intermittent federal employees, who stayed in the payroll system as non-employees until they were
“federalized” and compensated when deployed or otherwise utilized by the NDMS. This methodology
left intact the volunteer nature of these team members at the federal level. Under FEMA, however, team
members on intermittent employee designation were considered full-time, yet uncompensated,
employees and subject to all applicable federal employee rules and ethical standards. Again, while
reasonable, this status change created subtle issues for many team members who wished to pursue
certain activities outside of the NDMS (Arday & Gaffney, 2004).
The most critical benefit of federalization is that it allows the team’s licensed medical
professionals to legally practice outside the state in which their license is issued. Federalization provides
team members with liability protection under the Federal Tort Claims Act, as well as federal workers’
compensation coverage for the duration of the team deployment. In addition, team members are
compensated at the corresponding federal civilian employee pay grade and have the same job protections
as members of the National Guard and Reserves.
Depending on the mix of casualties, a DMAT can handle up to 250 patients per 24-hour period,
and can initially operate for up to 72 hours without resupply. In addition to medical supplies and
equipment, teams bring their own shelter, power, communications, food and water to sustain them for
three days. However, the maximal throughput assumes that most of the casualties seen will be
ambulatory and have relatively minor injuries or illnesses. Depending on the availability of evacuation
(transport) assets, a DMAT can reasonably handle up to 50 seriously ill or injured patients a day,
providing initial stabilization for subsequent transport to a definitive care facility. But holding capacity
is limited, and a DMAT has no surgical capability nor any integrated medical evacuation capability.
In addition to deploying to medically austere environments, such as disaster sites, DMATs and
other NDMS teams can go into existing fixed facilities to assist or supplement overburdened local
medical staff. For example, following the February 2003 Rhode Island nightclub fire, NDMS burn team
personnel and equipment deployed to local hospitals in the area and supplemented existing burn ward
assets. Another example is found in the Fall 2004 hurricane season. In several instances DMATs were
inserted outside of pre-existing hospital emergency departments and served as triage and ambulatory care
facilities. This allowed hospitals to minimize their census to victims requiring inpatient care. The teams
also provided clinical providers to the hospitals themselves. This allowed some hospital staff to stand
down and attend to their own personal situations; a luxury they would not otherwise have had for the
duration of the post hurricane recovery period.
Patient Evacuation and Definitive Medical Care
Neither the NDMS teams nor DHS/FEMA own any patient evacuation assets. Until Hurricanes
Katrina and Rita, all NDMS domestic activations relied on local private and governmental evacuation
resources, primarily ground and helicopter ambulance services, to move patients from NDMS triage and
treatment facilities to local and regional hospitals, as required. When these resources are exhausted
military transport is usually required. In response to these two hurricanes, however, the NDMS
evacuation and definitive care functions underwent activation for the first time; 900 patients were
evacuated from facilities in Katrina’s path and 1,200 from facilities in Rita’s path.
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The DoD has lead responsibility to evacuate large numbers of casualties from a major disaster
location to other areas within the U.S., because it owns the vast majority of patient evacuation resources
within the federal government. In such an event, control of patient staging, regulating, movement and
reporting is performed by DoD, making use of the existing network of 62 Federal Coordinating Centers
(FCCs).
The FCCs, which are jointly managed by DoD and the VA, provide the link between the NDMS
patient evacuation and definitive care mission functions. The FCCs are concentrated in major
metropolitan areas, have access to airports or helicopter pads for patients arriving or departing by air and
have local hospital support. They have the responsibilities of providing patient reception and
distribution, and coordinating NDMS definitive medical care in their assigned local areas. They also
solicit local hospitals to participate in the NDMS and coordinate with local authorities for planning
purposes or in the event of an NDMS activation that would involve local medical assets.
The NDMS has a network of roughly 1,800 local participating hospitals that have made a
voluntary commitment to support the NDMS and treat its patients on a reimbursable basis, as required.
The DoD and VA are the two federal agencies that jointly share responsibility for executing the NDMS
definitive care mission and participating hospitals have signed joint agreements to participate in the
NDMS system (all DoD and VA hospitals are automatically NDMS participants). All participating
hospitals provide periodic bed availability data on a routine basis to their nearest FCC and agree to
provide the same information when requested on an emergency basis. They also participate in NDMS
sponsored readiness exercises (Arday & Gaffney, 2004).
Other Implications of the Pandemic and All-hazards Preparedness Act of 2006
Unfortunately, in spite of the NDMS, Katrina demonstrated that “the United States is incapable
of delivering mass care” leading some to bluntly assert that the emergency medical response system is
woefully inadequate, and that the National Response plan is nothing more than a vague aim (Rood,
November 1, 2005, p.38). The worrisome state of pre-Katrina planning was glaringly reflected in the
DHS Medical Director’s 2005 call for another volunteer medical system to supplement the NDMS,
apparently unaware that one already existed in the Office of the Surgeon General’s Medical Reserve
Corps (MRC) (Rood, 2005).
By the time of Katrina’s onslaught, the MRC had over 400 units and 50,000 volunteers
nationwide. Over 6,000 of these volunteers served in their own afflicted states during Katrina, and many
others served in neighboring states, freeing up other volunteers to respond to the disaster zone (Franco,
et al., 2006). However, MRC involvement might have been far more significant, except that the MRC
was unable to mount a national scale response due to the structural inability of the community-oriented
MRC Program Office to coordinate such an unplanned endeavour (Franco, et al., 2006, p.140). Still
1,500 were deployed to the disaster zone from elsewhere “through state agencies, the American Red
Cross, and HHS” (Cannon cited in Franco, et al., 2006, p. 140).
FEMA’s actions during Katrina also pointed out many shortcomings in operational planning and
execution that adversely affected the NDMS to a certain extent. Among the many issues that the NDMS
faced following its migration from HHS to DHS/FEMA was an alteration in its basic structure and
mission. For example, hospitalization at or away from a disaster site is a routine part of definitive health
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care and, as such, is well within the understanding and purview of HHS “the primary coordinator of the
federal medical response” (Franco, et al., 2006, p.142). Conversely DHS generally, and FEMA
specifically, had no clinical components or interests other than the NDMS. Another problem was that
FEMA had not previously funded, nor did it have a legal mechanism to readily fund, any patient care
beyond the immediate local disaster response (Arday & Gaffney, 2004).
Katrina also underlined how the “United States. simply doesn’t have the medical personnel to
attend to large number of casualties, or the means to distribute supplies needed to provide care to
thousands of sick and injured” (Rood, pp. 44-45). NDMS, and all other health components, despite
valiant efforts by those actually deployed, were inadequate to the task. Some NDMS teams were never
called up despite being ready. Others found viable field missions, but were so overwhelmed that they
could only provide mass triage or the rudimentary forms of first aide (Franco, et al. 2006). One well
equipped DMAT was deployed to the outskirts of New Orleans, but never received authorization to enter
the city despite the tremendous need and the unit’s ability to respond (Franco, et. al. 2006).
These and countless other problems led think tank and executive branch analyses to conclude
that the return of the NDMS to HSS (along with other fragmented volunteer medical surge programs)
was necessary. The resulting legislation, the Pandemic All-Hazards Preparedness Act, redefines,
clarifies and empowers a range of federal agency health disaster preparedness roles. Among its many
provisions, the Pandemic All-Hazards Preparedness Act requires the HHS Secretary to critically evaluate
the NDMS and to coordinate and expand extant organized medical emergency surge capacity generally.
The Act also gives the HHS Assistant Secretary for Preparedness and Response direct oversight
of all public health emergencies generally and for the NDMS system specifically. Although there is still
much that is open to interpretation in this new legislation, it is clear that the HHS Assistant Secretary
will ramp-up, lead, staff and deploy not only the NDMS, but other health emergency surge responders
who had not hitherto been under the HHS umbrella. It specifically codifies the Surgeon General’s all
volunteer MRC. Under this act, HHS will be broadly responsible for the integration of federal, state and
local emergency medical response resources whose interstate allocation shall be coordinated through the
Emergency Management Assistance Compact (EMAC) [Sec. 2811(a) - (c)]. Specifically the HHS
Assistant Secretary now has the authority and responsibility for the following [Sec. 2811 (1)- (2)]:
!
!
!
!

The National Disaster Medical System
The Hospital Cooperative Agreement Program
The Medical Reserve Corps
The Emergency System for Advance Registration of Volunteer Health professionals
(ESARVHP)
! The Strategic National Stockpile (in collaboration with the CDC)
! The Cities Readiness Initiative
The Act also seeks to strengthen America’s health infrastructure generally by funding specific
public health preparedness initiatives, including increased training for public health emergency workers,
upgrading health information technology, increasing emergency care facility treatment capacity,
improving influenza vaccine allocation efficiency (Sec. 204) and boosting the 6,000 member PHS
Commissioned Corps’ ability to quickly respond to federal and state health emergencies (Sec. 206),
among many other initiatives.
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Finally, in direct response to the Katrina shortfalls, the Act takes measures to increase surge
capacity by promoting health volunteerism generally (Sec.303) and, specifically, non obligated unpaid
service with the Medical Reserve Corps units at the “state local and tribal levels” [Sec. 2813 (a) and (b)].
THE MEDICAL RESERVE CORPS
A significant feature of this law is that it codifies the MRC, which was developed, in part, to
organize volunteer medical resources to better coordinate organized volunteer surge convergence on
local disaster scenes and, as a human resource backfill, to support over-extended first responders. This
was also to be an antidote to the common phenomenon of spontaneous convergence of unaffiliated
volunteers to disaster scenes pursuant to the type I (neighbor to neighbor helping) response that occurs
in many emergencies. In most local disasters this is a good thing, especially, for example, when
unskilled laborers show up to shore the dykes or help clean up after acute flood devastation.
However, when emergencies assume huge proportions, such as 9/11 and Katrina, spontaneous
volunteer convergence is much more likely to contribute to the chaos and further burden emergency
service officials, degrading the response infrastructure (Franco et al, 2006). Consider, for example how,
under catastrophic circumstances, hordes of unaffiliated, disorganized volunteers who show up during
the acute or immediate post acute phases, present profound logistical problems: Who will feed, house
and protect them? Who will coordinate their services and track their involvement? And who will check
their credentials and their clinical skills and abilities? If nothing else, recent disasters have pointed to
the need for a “coordinated system for recruiting, deploying, and managing” organized volunteer health
teams as a viable reach-back force that can enhance mitigation efforts without adding to the problem
(Franco, p. 135). The MRC was developed to help meet the need for such an organized, credentialed
resource.
The MRC was established by the Surgeon General in 2002, as a component of the U.S.A.
Freedom Corps, to help strengthen America’s health, emergency service and homeland defense
infrastructure. The MRC concept is a decentralized, community based initiative intended to perform a
range of self-selected emergency and non emergency public health roles, and to become integrated into
their local public health and emergency preparedness and response systems. Thus, like the DMATs,
MRC units reflect partnerships between many kinds of public and private health service organizations
and federal agencies. Most MRC units are sponsored by county and state health departments, but others
are sponsored by academic health institutions, churches, other nongovernmental agencies and two are
sponsored by State Military Departments.
Unlike DMATs, MRC units are less structured, more flexible and embrace diverse mission
orientations. Although many community-based MRCs chose to develop cohesive medical and health
teams to serve in a surge capacity as force multipliers for local disaster relief operations, others opted
to engage exclusively in non-emergency public health promotion and disease prevention initiatives.
Regardless, since MRC units are primarily local resources, they have not had to meet national DMATlike field sustainability standards, unit size or professional mix requirements, or other “set” operational
status criteria. However, the passage of the Pandemic All-Hazards Preparedness Act may change this
somewhat.
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While the full implications of the Act remain speculative at this time, the Act specifically
guarantees that the newly codified MRC will incorporate and preserve the “established existing State,
local and tribal teams” [Sec. 2813, (b)]. On the other hand, in a marked departure from the past, the Act
now calls for specific certification training standards, which was scrupulously avoided in the previous
grassroots, community based “plant the seed and let a thousand blossoms grow” model.
Under the new Act, MRC teams must self-identify as to whether or not they are willing to serve
outside of their communities, as authorized by their state or local sponsoring agencies [Sec. 2813. (e)].
This is not a new concept, as there is a track record of MRCs serving nationally, as illustrated below.
Now, however, those willing to serve outside their community under the Secretary’s direction are
eligible to receive federal “travel or transportation expenses…including per diem in lieu of subsistence”
[Sec. 2813. (f)].
To illustrate the full potential of the MRCs to augment surge responders during a catastrophic
health crisis we will examine a state military sponsored MRC that partnered with a large state civilian
MRC, in order to provide effective emergency surge support during the Katrina catastrophe. Before we
do this, however, we should examine the military’s role in providing support to civil authorities during
health emergencies.
Military (Medical) Support to Civil Authorities
We have mentioned in the context of the NDMS the Department of Defense’s (DoD’s) role of
providing military medical support to federal, state and local civil authorities (referred to by the military
as Military Support to Civil Authorities or, MSCA). Since 2003, guidance for this function within the
U.S. has been the responsibility of the Assistant Secretary of Defense for Homeland Defense, with
implementation through the United States Northern Command (NORTHCOM), which is responsible
for federal military homeland defense initiatives, including civil support for domestic medical
emergencies of either a natural or human origin. Federal military support to states can occur only after
a state’s governor declares that a state of emergency exists and formally requests aid from the President.
At this point, the President may order a military response, but such support will always be under the
control of a federal civilian lead agency, such as DHS or HHS, as outlined in the National Response
Plan. The military never acts as a lead federal response agency for a domestic disaster.
MSCA has three spheres of involvement in providing health related support to designated federal
lead agencies: (1) military support to domestic relief operations (DRO) for natural or man made
disasters; (2) support to civilian law enforcement agencies; and (3) MSCA for response to chemical,
biological, radiological, nuclear and explosive (CBRNE) events (Doctrine for civil support, 2001).
Primary medical support occurs through the DRO function which includes:
“rescue, evacuation, and emergency medical treatment of casualties, maintenance or
restoration of emergency medical capabilities, and safeguarding public health . . . the
rescue or movement of people [and the]. . . recovery, identification, registration and
disposal of dead bodies” (Cechine, et al., 2004, p.38).
It bears stressing that no armed forces medical unit (nor virtually any other military unit) is fully
dedicated to MSCA DRO duties (Cechine, et al., 2004). Nevertheless, military help is frequently called
for. For example, the DoD authorized 73 MSCA medical missions between 1998 and 2000 (Cechine,
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et al.). Most of these provided evacuation services for victims using the military’s vast fleets of
ambulances, helicopters, transport aircraft and ships.
Generally, the U.S. military prefers to receive requests for needs as opposed to requests for
specific military assets (Cechine, et al., 2004), so that it can dynamically coordinate its MSCA
obligations with its higher defense priorities. As a general rule, the military involvement is greatest
during the acute and immediate post acute phase, after which its involvement significantly attenuates.
The military’s overriding commitment to its primary defense role and its desire to avoid extended
commitments of assets can lead to some misunderstandings with civil authorities. Following Kartrina,
for example, FEMA claimed that the DoD had refused some missions (which the DoD has denied)
(Basu, 2006, March). Regardless, the military’s need to manage its resources and safeguard its essential
war-making missions may contribute to qualms that some civil authorities seem to have about requesting
federal military assistance (Cechine et al., 2004). Other concerns arguably spring from simple confusion
about the military’s role, or entail worries about losing jurisdictional control to military “top-brass”
(Cechine et al.). Experience shows that, even at the municipal level, local first responders often worry
that military involvement will crowd “their lane” (Nelson, et al., in press).
At the state level, however, governors are quick to rely on their state military assets (the Army
and Air National Guard). In fact, the reliance on the National Guard (NG) for state disaster response is
so heavy that state governors are sometimes reluctant to allow their NG units into federal service, which
happened during Katrina in Louisiana, for example. Recent changes in the Insurrection Act of 1807,
however, (Peterson, 2007) make this somewhat less likely, as federal law now allows the President to
call-up the federalized National Guard for "natural disaster, epidemic, or other serious public health
emergency, terrorist attack or incident" in addition to its time honored role “ of putting down rebellions
or enforcing constitutional rights. . .” (Congress cited in Peterson, no page).
State Military Medical Assets
Governors control their National Guards based on state militia laws; however, NG units are dualhatted entities with both state and federal roles. Most NG emergency service is performed during state
active duty, under command of the governor as “Commander-in-Chief,” acting through the Adjutant
General (TAG) of that state. However, the President, can also order the NG into federal service as part
of the armed forces, with the President as Commander-in-Chief, as mentioned above.
To assure that state governors will always have state military assets for civil emergencies, even
when their NG is federalized and taken out of state control, which seems more likely now than in the
past, Congress passed 32 USC, Sect. 109 in 1955, which allowed the states to once again (as in WWI,
WWII and before) maintain “other troops” in addition to their state NG. Federally designated as the
State Defense Force (SDF), these “other troops” bear various working titles at the state level, but are
invariably governed by the same state militia laws as the NG, with special provisions outlining their
specific state-only missions. Most state statutes designate their SDF unit as the third component of their
state’s organized militia (along with the Army and Air National Guard). Officers in all three elements,
for instance, are commissioned by the governor in their state role, pursuant to the same state militia law,
although NG personnel can be called into federal service, while SDF personnel cannot. Presently, 22
states have an active SDF unit. Since 9/11, most of these are working to develop new missions and roles
in response to emerging homeland defense concerns. These units typically serve without pay, although
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legal provisions allow remuneration for compulsive state active duty (an expedient only rarely exercised
since World War II, when the SDF was known as the State Guard).
All three state military assets are available to the governor for any natural or human made
disaster. As mentioned, NG support to civil authorities is famously reliable in this regard, with a long
history of effectively mitigating natural disasters, including, most notably, hurricanes, tornados, floods,
blizzards and wildfires among other disasters (Priess, 2004). Since 9/11 the NG has adapted to emerging
homeland defense needs as is reflected, for example, in their staffing state and territorial 22-member
Weapons of Mass Destruction (WMD) Civil Support Teams (CST). These WMD CSTs are responsible
for supporting:
“ … local and state authorities at domestic WMD/NBC incident sites by identifying
agents and substances, assessing current and projected consequences, advising on
response measures, and assisting with requests for additional military support”
(GlobalSecurity.org, n.d.).
The United States Air Force Counterproliferation Center (2006, October 5) describes how these
rapid response teams are coordinated in the field by personnel housed in mobile Unified Command
Suites replete with state of the art “real-time voice, data and video connectivity (classified and
unclassified)” that enables NG WMD specialists to keep civilian emergency service authorities apprised
of whether or not a terrorist nuclear, biological or chemical (NBC) threat really exists and, if so, what
measures are needed to achieve maximal mitigation. Identified needs in this regard will be coordinated
with the Metropolitan Medical Response System (MMRS), which, in turn, helps coordinate municipal
police, EMT, hospital, fire department and academic institution response to WMD, as well as other
major health disasters.
Despite expanded homeland security missions, natural disasters will remain the NG’s MSCA
mainstay into the future as it continues to demonstrate its reliable work-horse capability to respond to
countless seasonal disasters at community and state levels every year. On the other hand, true
catastrophes, like Katrina, will quickly overwhelm state military assets, forcing the governor to request
federal help pursuant to the Stafford Act. This allows the federal National Guard Bureau to coordinate
the federal activation and deployment of other state’s NG assets to the smitten area.
This influx of sister state NG units into a disaster zone can take a variety of command-andcontrol configurations, but suffice it to say that during major catastrophes, out-of-state federalized NG
troops under NORTHCOM might well be serving alongside an afflicted state’s non-federalized NG
units, which usually remain under the governor’s control (though not necessarily, as happened in
Louisiana during Katrina). Some argue that this leads to dual command inefficiencies (Basu, 2006,
March), while others counter that this allows for more flexibility at the local level. Regardless, over
58,000 Guardsmen from nearly every state responded in Katrina’s aftermath, greatly relieving many
thousands of stricken residents. Most of these NG troops were deployed under Title 32 (state) orders
so that they would not be hamstrung by Posse Comitatus if they were asked to perform law enforcement
roles. Also, most of these troops went to Louisiana and Mississippi under EMAC which left the state
governors in command. Troops who were brought in under federal sway pursuant to Title 10 were
effectively prevented from law enforcement duties unless Martial Law was declared, which it was not
during Katrina.
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Historically, unlike NG units, SDF units have not played a significant emergency service role,
although their successful involvement in Katrina recovery efforts suggests movement in this direction.
The Mississippi State Guard (MSSG), for example, provided medical care to that state’s victims as did
the Texas State Guard (TXSG), which activated its Medical Command (The TXSG Medical Rangers)
for in-state service (Nelson, et al., in press). Uniquely, the Maryland Defense Force (MDDF) sent over
200 regular and temporary officers and enlisted personnel (mostly physicians, nurses and EMTs) from
its10th Medical Regiment/MDDF, under Title 32 orders, to Jefferson Parish, Louisiana for three weeks
of field duty.
The SDF-MRC Connection—a Joint Civil and Military Model
Prior to Katrina, both the Texas State Guard and Maryland Defense Force had registered with
the Office of the Surgeon General (OSG), as uniformed MRC units. This gave these military
organizations a name that was recognizable to civilian community emergency health planners and
offered new avenues for technical support, including a gateway to participation with the emergency
system for Advance Registration of Volunteer Health Professionals (ESAR-VHP), (an electronic
database that verifies the credentials and qualifications of participating emergency medical and allied
health volunteers). MRC registration also opened doors to funding opportunities without transferring
any operational or command authority from the state Adjutant General to the OSG. Registration as an
MRC greatly enhanced MSCA networking opportunities resulting in the MDDF’s effective integration
with various local and state-wide disaster response plans (Nelson, et al., in press).
The MDDF’s dual role as a state military entity registered as an MRC unit with the OSG reflects
a unique status, not only in terms of its federal-state relationship, but also regarding its pattern of statelocal relationships. For example, the MDDF is a state agency within the Military Department of
Maryland. And although it is federally authorized, it otherwise operates pursuant to the state’s militia
law. But it is also dual-hatted as an OSG sponsored MRC unit with a delimited MRC responsibility at
the local level (Baltimore County), where it manifests under its working MRC name as the MDDF
Baltimore County Emergency Volunteers ( see
http://www.co.ba.md.us/Agencies/health/bioterrorism/mrc.html).
Baltimore County emergency planners can request that these emergency (MRC) volunteers be
activated during a local emergency, but this must be approved by the Maryland Governor, through the
state Adjutant General (TAG) who commands all state military forces. MDDF medical personnel cannot
act without lawful military orders, but the MDDF’s excellent (military) liability and worker’s
compensation insurance facilitate the TAG’s support of this local MSCA mission. Also, Baltimore
County planners fully understand and realize that during a statewide or national emergency the MDDF
may be ordered somewhere other than Baltimore County, as happened during Katrina.
The MDDF MRC During Katrina
Although nearly 1,500 MRC members served during Katrina, the MDDF (in its dual capacity)
was perhaps the only MRC unit to respond to the disaster as a cohesive internally and externally
integrated unit from outside the afflicted zone. Its effectiveness was, at least partially, dependent on the
last minute expedient of temporarily swearing into its ranks members of another MRC activity, the
Maryland Professional Volunteer Corps, which is sponsored by Maryland’s Department of Health and
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Mental Hygiene. The latter represents a huge pool of nearly 5,000 volunteers who can be activated by
the state health department in a health crisis, but who are not organized or trained to act as a unit.
News of Katrina’s devastation and urgent need for assistance prompted Maryland’s Adjutant
General, Major General Bruce F. Tuxill, to activate state Military Department resources, including the
MDDF’s 10th Medical Regiment, to prepare for a humanitarian mission to the stricken area. About 30
members of the MDDF, including six physicians, seven nurses, and other health and command and
support personnel were able to voluntarily break off their civilian responsibilities to quickly assemble
as the first of three MDDF cadres that would augment NG and Maryland civilian first responders who
were preparing to deploy to Louisiana in three NG C130J transport planes.
When this group assembled at the Warfield ANG Base, they met another 70 or so civilian
volunteers from the Maryland State Health Department’s pool of MRC volunteers. As indicated above,
these civilian volunteers were all experienced practitioners, but had never worked as a unit before.
Moreover, since there was not yet a formal request for their services through the interstate EMAC, their
deployment was not completely certain. Further, without a formal EMAC request, they had no liability
coverage and were not protected by workers compensation, unlike their MDDF counterparts.
NG officials, who were ready to fly the whole group to Louisiana and wanted to avoid
unnecessary delays, seized upon the idea that these otherwise acephalous and legally vulnerable civilian
MRC volunteers could be easily be sworn into the MDDF on a temporary, and entirely legal basis,
allocating them military rank based on their education and civilian health credentials, making them
“bona fide state military personnel” for their term of service. This would afford them “absolute
immunity from suit for any act done within the scope of their MDDF 10th Medical Regiment duties”
(Nelson, et al., in press). It also provided them other military benefits if they were injured in the line of
duty in addition to military air transport, billeting, security and other forms of sustenance and supplies.
Moreover, they could serve under the MDDF’s experienced command personnel, gaining a sense of
order, support and accountability that was otherwise unavailable.
Although the EMAC request was eventually processed, the improvised military swearing in
worked so well that during the course of the operation (5-21 September 2005) nearly 200 MRC
volunteers working under the MDDF command effectively staffed up to six clinics in Jefferson Parish,
Louisiana and treated over 6,200 patients. Moreover, these (hitherto) civilian MRC members found this
temporary military experience to be so positive that nearly half of them chose to stay with the MDDF
on a permanent basis after Katrina.
Although a full discussion of events during this deployment is beyond the scope of this paper,
this military MRC model approximates the proposal made by former DHS Security Secretary Tom
Ridge’s medical advisor Dr. Jeffrey Lowell, who called for a medical surge corps “on the model of the
National Guard, complete with rank and uniform” (Rood, 2005, p. 45). But, can America’s State
Defense Force help fulfill this vision on a larger scale? Evidence suggests yes, and in the same tradition
of state-federal partnerships blazed by volunteer DMATs and MRC activities that continue to hold great
promise in meeting America’s need for organized surge medical capacity.
Why did the Maryland SDF (uniformed MRC) succeed in finding a viable out-of-state disaster
relief mission for which it had neither planned nor trained, when some NDMS teams and most MRCs
were unable to? There are many reasons for this, including, no doubt, a measure of luck. But the lion’s
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share of credit goes to Maryland’s TAG and other State Military Department personnel who seized a new
vision for state military emergency resources in a time of compelling need. Cooperation from the
Maryland Department of Health and Mental Hygiene was also crucial, as potential turf concerns were
swept aside to solve problems that might have otherwise taken months to resolve. MDDF commanders
also deserve credit, not only for the smooth operation of this unique joint deployment, but also for
finding the Jefferson Parish Mission after the first requested hospital support mission fell through.
SUMMARY
America’s surge capacity medical infrastructure was in many respects launched in 1984, when
the National Disaster Medical System, in a partnership between and among many public and private
sector organizations and four federal agencies, emerged. Although this system has provided a critical
service to those with medical needs, 9/11 and recent reassessments of the current medical threat
environment pointed to emerging threats that have lead to the development of other surge responders,
including the Surgeon General’s MRC, reemphasis upon DoD and NG health related missions, and an
incipient revival and expansion of SDF medical missions.
The recent passage of the Pandemic and All-hazards Preparedness Act presents a renewed call
for organized health volunteerism generally, and is a mandate for strengthening of all emergency health
preparedness initiatives, as well as a strengthening of the uniformed Public Health Service and Veterans
Administration to help meet emerging medical, mental health, mortuary and veterinary disaster response
needs. Although the nation’s medical system has struggled with the jurisdictional changes since 9/11 it remains evident that America’s emergency health volunteers will continue as never before to come
to the aid of those with medical needs after a disaster befalls them.
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APPENDIX
LIST OF ACRONYMS AND ABBREVIATIONS
FREQUENTLY ASSOCIATED WITH DISASTER MEDICAL RESPONSE
Acronym
and
Abbreviation

Definition

CBRNE

Chemical, biological, radiological, nuclear, explosive (event)

DHS

Department of Homeland Security

DMAT

Disaster Medical Assistance Team

DMORT

Disaster Mortuary Operations Response Team

DoD

Department of Defense

EMA

Emergency Management Agency (state or local)

EMAC

Emergency Management Assistance Compact

FCC

Federal Coordinating Center

FCO

Federal Coordinating Officer

FEMA

Federal Emergency Management Agency

FRP

Federal Response Plan

HAZMAT

Hazardous materials

HHS

Department of Health and Human Services

ICS

Incident Command System

IMSuRT

International Medical Surgical Response Team
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LIST OF ACRONYMS AND ABBREVIATIONS
FREQUENTLY ASSOCIATED WITH DISASTER MEDICAL RESPONSE
Acronym
and
Abbreviation

Definition

MCI

Mass casualty incident

MDDF

Maryland Defense Force

MRC

Medical Reserve Corps

MSCA

Military Support to Civil Authorities

NDMS

National Disaster Medical System

NG

National Guard

NMRT

National Medical Response Team

NNRT

National Nurse Response Team

NPRT

National Pharmacist Response Team

NRP

National Response Plan

TAG

The Adjutant General (within state military organization)

VA

Department of Veterans Affairs

VMAT

Veterinary Medical Assistance Team

WMD

Weapons of mass destruction
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