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The purpose of this publication is to provide the physician with an integrated guide to
his responsibilities for the development and operstion of the emergency health and medi-

" cal services in his community. The responsibilities and interrelations of sther craergency

services are broadly defined along witlt the resorces and responsibilities of the State +nd

Federal Governments. Each suhject is descii™sd under dual headings: Natiirs} Flisaster
and Nuclear Disaster. This arrangement provides the reader with an opportunity to vom..

pare the two levels of disaster preparation and 10 visuslize how preparation for nuclear
disaster can often provide the commusity with =u iucreased capability for responding to

the necds of victims of a major natural or manmade disester. Included in the text are

discussions of problems which have arisen in communities which have experienced
catastrophic locai dwasters, Provided i the appendizes is a variety of technical and
reference iniormation which will be uscful to the physician in the upgrading of his com:
munity's emergeney heafth sersice capahility. Jhis text does not deal with planning and
providing for the transportation und care of the victims of automohile sccidents or other
unexpected trauma and ucate onsets of illness v." ich are rontinely handled by the ongoing
emeigency servicea of our hospitals and connnunities.
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PREFACE

An important responsibility of the medical and allied health disciplines is
the provision of emergency medical and public health services in disusters.
Because disasters frequently necessitate the rapid expansion of emetgency
services far beyond normal levels, it is at once evident that advance planning

~ and organized preparation by the comniunity is the only way to insure that
efective emergency medical and other health services will be available when

“needed.

“ P A ——— - g Py , . . :v"‘ e - . - LY
Al dbn cosmonaibility for - 3-2dng all disweiei telret activities

rests with the government in the stricken area, the effectiveness of any local
disaster health and medical services will de pend upon the close cooperation of

* the area’s physicians, allied Lealth personnel. hospilais. aud voluntary health
agencies.

Since 1945, the Amecican Medical Association, through its Committee on
Disaster Medical Care iformerly the Committee on Civil Defense? of the
. Council on National Security. has provided active leadership and counsel in
the development of Jocal and national plans for emergency medical services.
In 1959, a “Repor? ¢n National Fmergency Medical Care™ was produced
unde: contract with the Federal Government by a special commission under
the leadership of H. ¢ Lueth. M.D.. then Chaim:an of the Committee on
. Disaster Medical Care of ti.c American Medical Association. This document : :
_dealt primarily with preparations for thermonuclear attack on the conti "
nental United States. Over 55.000 copies of a summary of the report were
* printed 1n booklet form and given wide distribution.
The 1934 repert was developed on the assumpiion that there would be
sufficient warning time prier to a2n enemy attack to permit evacuation of

targe® cities and areas. Since the evolution of intercontinental ballistic mis
~ siles, such an assumption is no fenger valid. Use of such weapons would
-permit little or no warring time, thereby making evacustion of many target
zones esse “tially impossible.
" Feaeral civil defense planning is now based on & public fallout shelter
‘system. It envisions that in many areas, postattack, there will be a virtual
cessation of organized emer ‘ency medical and health services until it is safe
to emerge from shelter. During the shelter period. shelter inhabitants will have
to meet most of their own health needs. Shelter heaith supplies wili be limited.
and physicians or other heaith pe: . nnel will not alwaya be pre..nt. Surviving
community hospitals would need 1o reorient their operations to meet the
threat of radicactive fallout.




These new assumptions concerning a nuclear disaster as well as the
frequency and scope of natural disasters have made ohsolete both the “Report
an National Emergency Medical Care” and its summary hooklet. In 1901
the Committee on Disaster Meaical Care re: omiaended that an updated
repert be prepared and that more emphasis be placed upon planning, train-
ing, and organizing for natural disasters and other relatively localized
catastrophes. '
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INTRODUCTION

Wher =z hospital. communivyv. or State accepts the responsibility for
planning for disaster health services. ronsideration must be given 1o hath
natural disaster and nuclear disaster. A natural disaster would be any event.
not due to war. which produces serious morbidity and monality. often
causing <evere property damage to 1 community or Sate. A nuclear disaster
would be a full-scale attack upon this country with thermonueiear weapons.

From'a medical point of view, a disaster 11 any situation which pro.
duces morbidicv or threals i heabth on such a scale that a signmeant over-
load is piaced on existing medical care and public heaith facitities The first
responsibitity of physicians and all other allied healthi persornel therefore. 1
to recognize the possibility of a disaster within the commuauts they sepve and.
secondly, to take the imtiauve for preparation of the community’s health re.
sources in order to prevent pnuevessary suffering, disease. injury, or loss of
life in the event of such & disaster. Such preparation requires the parallel
dovelopment of all emerzeney services so that earh mav function effectively
during a period of disaster. It is the respensibilty of governmental anthority
to coordinate these emergeney zervices.

A. DISASTER PRORLEMS

Natural Disaster

Catastrophic accidents those in which more than five hves were fos
cigimed the lives of almost 33.500 people in the United Statesn the quarter of
a century fron 1941 through 1900, Weather catastrophes  tornadore, s,
hurricanes. and other sturms  were responmible for abont B deaths in that
perind. The rapid expansion of urban centera. the development of larg- in-
dustrial compleses, the cantinuing pepulation grewth, and the increasing
speed. volume, and vamplexity of transportation greathy inereasw the possi

bilities of acvitents imalving large numbers of casualtn feee app. 1

Nuciear Disaster

Present world politicd)  onditions, together with the incressing nuclear
capabilities of other nations, dictaie that the constant possitalits of o nuctear
war must be recognized. not onhy at the national Jovel but at the Staze ad

local Jevels a2 well Following a nuclear attack, carh communty woulid have

“to axist on s owi resourees for an extended pericd.
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In the event of an evtensive thermonuclear attack upon this Natior.
it is quite probable that one-third or mere cf the population could become
casualtier Half of these casualties wuuld be expected to survive for more than

30 days and would require medical care snd, in many cases. long-term re-
habilitation. The magnitude of casualties would depcnd on many factors
such as timing and weather rondmom. : : :

Traumatic injuries would be the most commor: |xnmedm at!ack effect
while commuricable diseases would constitute an increasing threat in the
ensuing postattack period. During the petiod of shelter orcupancy, crowded
and perhaps primitive lmng conditions would produce-a tremendous com-
municable disease problem. Tt is anticipated that after the first 3 to 14 days.
postaitack, people would emerge from fallout shelters inio an eavi-onment
which would be severely lacking in the normal safeguards for the food and -
water supply. The envirnnment might be grossly rontaminated by pathologicai
micro-organisms: disease vu ‘~rs probably would be rapidly increasing: and
resources lo combat those health hazards could be severely. curtailed. Disposal
of the dead and eamtahon of the environment would requiv immediate
attention. ’

Compounding the prcblcm, the casalty rate among physicians and allied
health personnel is expected to ke parucularh high becausc these professions
are concentrated in urban reas.’ 7 us. medical ranpower would be reduced
at the time cf greatest need. A large portion of hospital beds would be
destroyed. Gross losses would ~ecur in the medical supply industry. both in
retail and warehouse iriventories and in the manufacturing capability.

It is estimated that at least 20 ;- r~ent and possibly as much as 50 percent
'of the Nation’s present hospital bed capacity could be lost as a result of a -
nucl-ar attack. It is possible that as much as 70 percent of the preattack
pharmaceutica! preduction capability could be iost. '~pending upon the part
of the country which sustained the attack.

Radioactive fallout would also cause major problems. It would be impos-
sible to begin organized emergency medical care until radioactivity had falien
to safe levels. To attempt immediate rescue operstions weuld cause increased
morbidity of essential health personnel. If the attack were natior ide, assist-
ance from outside the damaged areas could not be expected. Ea. mmunity
ust plan to be self-sufficient for as long as possible postattaca 1t <hould be
able to provide its own essential sirvices and to survive on locally avaitabi
supplies for at least 30 days.

B. PLANNING AND PREPARATION

Natural Disaster

The experiences of communities which have suffered major natural disas-
ters ~'auryy show that emergency medical and public health s -vives cannot
function =flectively without prior planning and close cooperation between
nealth versonnel and all other esscntial emergency services of the community.

4
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- major accident—
- public health protection (san;

Efhcient disaster medic

al services muw depend w;on the provisian of eogy.
munications.

fire and rescue. transportation, ‘police protection. and acher
FMErgency senices provided by the commu

nity authorities,
Because a naturai theaster is most often confined 1o 3 limite

cal area. outside assistance js usually available within s short pesiod of time.,
Services and supplies can be provided from locai or régional sources in ample
quantities. Nevertheles., immediately follo.."ng the disaster there is often a
(ritical period when certain emergency < rvices and rexources, inclading
medical care, must he immediately availabie within the stricken community.
Resources al:eady present in the area must be used as effciently as possible.
The primary objective of disaster planning is to insure efficient utiliza.
tion of local health resource s that they will not be overwhelmed during the
init ai disaster relief period when emergency medical care and first aid e
aeeded for the casualties, o ' :

i zeagraphy-

- Nudlear Disaster

Many of the same health problems would be met

tin either natura) or
nuclear disaster—the majn variation being that the volume and severity

would increase with the magnitude of the disaster. The

planning which pre.
pares the community to cope with

postattack health probleins simultaneously
prepares it for the lesser but more likely disasters—flood. hurricane. fire, or

which strike many communities each year. Problems of
tation, water purification. etc.} can he scvere
following a natural disaster: following 1 nuclear disaster these probiems
could be overwheiming unless specisl predisester planring and training have
beeut devored to this vital ares of Lealth care. Needless to say. coeperation

among sl community groups with essential disaster rasponsibilities is vital

i there s to be & complete disaster preparedness program,

321-136 O—8h— 2 5
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DISASTER MEDICINE
A osrmmon RN

 The term “disaster medicine” as used in this guide must necessarily re-
main quite broad. It includes not only the medical profession itself, but the
allied health pro!ese;ons the hospitals, the health depaitments, and all Zov-
emmental or community agencies, organizations, and services which directly
or indirectly contnbutc to all phases of health care for survivors in a disaster.
There!ore. such services as wmmumcahons, Iransporlahon, and police secur-
ity are vital for medlcal as well as nonmedical, sction during recovery from
a8 duastcr These services are ronsndcred an mtegral part of disaster madicine -
since expericnce has shown that without them effective emergency. medical
~ and heahh function nbot posslble -aniil chaoa frequently results. For the
purpose i this docuifient;; however, only those factors which may directly
affect the provision of adc_quute emergency health services will be discussed.

Tho siural disaster “an and should be man:ged with.a high Jdegree of
organization and. with reasonable eﬂimmcy since its limitation to a single °
arez usually ‘permits the available services withir the community or State
to provide ‘promipt assistance. Resources are essenhallv un.lmlted Why,
therefore. does a problem exist?

““The:confusion caused by o natural disaster combined wn.h a Inck of
preplannmg must invariably resvlt in some delay in medical care. An initial
lack of authonty and ‘eadershnp has prosed 10 be the most common deficier.cy.
This i is uaunllv followed by & ‘succession of failures such as breskdown of
communication- among dlsuter agencles, failure to notify hospitals, inade-
quiate security. and saf~ty for emergency personnel during the rescue period,

failure to edabhsh 3 medxcal or trained authority to oversee rescue and
first nid; -nd finally, a failure to sort and distribute survivors equmbly to
the avnlable medical {acilities. The most disturbing omission by ‘authoritics
ata disaster siie is almost alwuyu the delay or failure to notify hospnals that
a dluoter has occurred. Not only may such disorganization cause neidleas -
waste of health pcnonnel and mcdlcal servlcea, it can cause mnny survivors
to receive less than optimum care.’

* The need to provide effective emergency medical services at the time of a
disaster is one of the most difficult problems facing medical and health
authorities in "the Nation today. The role of medicine, howew r, should be
qmto clear. It must” provide leadership, organization, and training for

wodem emcrgency health services within the framework of existing com-
" munity governments, the hospital system:, and health resources.




Existing health r~sources of the Nation are more than adequate to meet
the challenge of natural disasters. Additional preparation is necessary to

meet the greater Lhal!enge of assuring that the Nation can survive a th’mn
nucxnr attack.

B. COMMON PI.ANNING ERRORS

1. Lack of leadership from the community and from the health
professions.
2. Lack of central coordinating authority for medxcal care.
3. Lack of areawide medical communications capability.
4. Lack of organized teams for onsite emergency medical care and
sorting.
5. Lack of equitable dlstnbunon of casualties lo hospitals.
6. Lack of effective disaster plans in hespitals.
7. Lack of a method of identification for disaster health workera.
8. Lack of police security at the disaster site end at the hospital.
9. Lack of traffic control throughout the disaster area and adjacent to
hospitals. '
10. Lack of early attentior to prident use of onhand inventories.
11. Lack of coordination of disaster relief activities.
12. Failure to establish adequate triage procedure at the hospita!

To summarize, all the difficulties included in the list above have been noted -
“time and time again in Jisascers, but they are stil! frequently overlooked in
predisaster plaaning. These are errors which can seriously hamper the effi-
ciency of emergency medical services.

C. FEDERAL ASSISTANCE

In the first crucial hours of a disaster, the hospitals in the ... aster area
will be thrown on their ¢' - resources, for there will be no time to wait for
outside assistance to arrive. here will be mounting numbers of casualties and
dwind"ing supplies of ritical medical itrms. With the almost inevitable break-
down of communications and transpo. .ation following a disaster, a hospital’s
usual sources of resupply could be inaccessibie.

Two programs, administered by the Division of Emergency Heaith Serv-
ices, 1S, Public Health Service, a1.: designed to assure the availability of
enough medical supplies t~ care for disaster victims. The Hospital Reserve
Disaster Inventory {HRDi: program is placing 30-day supplies of essential
items in the Nation's hospitals. The Packaged Disaster Hospital {PDH)
program stores complete 20(~bed units in selected community hospitals.

" Initially, hospitsls on the fringes of large metropolitan areas are being
offered the HRDI units. Fventually, all hospitals of 50 or more heds will be
given the opportunily to participate in this backup supply progiam. To help
accomplish the rotation of limited shelf-life items; participating hospitals will
use the HRD! aupplies but continue their regular procurement schedule, thus
maintaining a 30-day inventory of fresh items.




The PDH pregram is intended to permit the parent hospital to expand
its ; ‘tient-load capability by 200 beds. Also, a uubﬁidiéry hospital could be
set up in another building if the hospital itself were not large enough to per-
mit sufficient expansion or when damage or imminent danger forced its
evacuation. Some 2,600 PDH's are now stored throughout the United States.
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DlSASTER MEDICAL SERVICES

A CASUALTY CARE
Natural Disaster

Natural dxsasu-rs seldom produce a local casuahv ‘workload of the
/ serwhclmmg proportions which could be expecled in nuclear attack. Fol-
lowing most-small disasters, techniques and principles of «are will be very
similar to mmenhonal methods (see app. 114, Howexer, in the large sia‘ura!
disaster hhrch overtaxes the emergency health care facrhtles of the com-
munity so that normal standards of emergency medical care cannot alwavs
he mai n'amed, T35E .asushy cale techniques isimilar to those emploved
by the military services) applied in varving degrees of stringency will be in
order. In preparation for disasters, medical and allied health personncl
should hecon:> familiar with these techniques so that available manpower
and facilities can be hest utilized. : -

The experience of hospitals prov iding emergenu medical care to V(.
tims of all types of natural disasters has invariably indicated that without
careful advance plauning, medical persennel and facilities are never utilized

in an oplimun or appropriate manner and that patient care duﬁer« pmpor
tionately.

Since surgical problems pn‘dnmmale in moxt disaster situations, many
physicians normally practicing other specialties masy be called upon to per-
form some surgical procedures. This would be necessary only wher natural
disasters or wartime operations result in a much greater need for emergency
meawal care than ¢an be provided by the hospital with its own staff. using
conventional treatment procedures. o

Military casualty care experience shows that the highest mortality among
surviving casualties occurs prior to arrival at the hospital. Tue basic prin.
ciples of disaster medical care must be applied ax soon as poasible at the
disaster site. }t is no longer ‘acceptable for hemorrhage te go uncontrolled.
fractures 1o remain unsplinied. er major wounds to be left uncovered while
victims are transported to a medical facility. '

It 1s of utmest imporance that casualties be sorted at the disaster aite
so that they can be dispatched 10 alt available hospitals. Otherwise the near-
eat hospital may be so overloadea that it cannot function effectively. At the
hospital, casualtiea should be classified promptiv. and assigned priorities for
receipt of treatment. This sorting procesa involves both rapid diagnosis and
an estimate ol the prognosis of each rondition. It ia a heavy responsibility

11
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and requires a }iighly competent physician who is well versed in di nster

medical care procedures, such as surgeons with military experience or. -

physicians who often treat n.jor trauma in their practice.

Accurate medical statistics on the distrihutinn of iniuries araong sur-

vivors of single natural disasters are not available and, because of the diverse
character of these events, would be almost impossibl= to compile. A reasonable

estimate ! upon which- to base the sorting process, however, is that of the . .

injured survivors, 40 percent will require minimal or no me"cal care; 20
percent will require immediate or lifesaving care, and 40 percent can have
their treatment delayed if necessary. In a natural disaster it sheald not be
necessary to classify an: casualities as expectant, the catcgory in which-the
more seriously -injt red who Lave a poor prognosis are placed in order to
concentrate on those casuaities who will benefit most from relatively simple
procedures. Support from outside the disaster area should be at hand soon
-encugh to prevent the development of such a critica! situation.

The sorting procedure, ‘whether it begins at the disaster site or at time
of admission to the hospital, must permit changing patients from one category
to another as their conditions improve or worsen. As zdditional manpower
and facilities become available, more patients can be classlﬁcd in the imn..-
diate rather than the delayed category.

Nuclear Disaster

~ The provisien of medical care for the survivors of a nuclear disaster has
many unique requirements and generally calls for preparation on a much
‘larger scale than for natural disasters. Of initial concern in the immediate
target areas, there will be a delay in msmulmg emergency casuslty care be-

cause of high levels of radioactivity during which the surviving population

wouid be in fallout shelters. It is impossible to predict whether an attack upen
the United States would be composed of “dirty” or “clean” * nuclear weapons.
The alternatives available to the enemy are whether to detonate a- weepon at
" 8 relatively high altitude and cause maximum biast damage and little radio-
active fallout or to detonate the weapon at grnund level which reduces greatly
the blast damsge lwt caupes the maximum amount of radioactive fallout.
Errors in aiming and detonation ran he expected and a multitude of variables
can affect radioactive fallout. Two ‘_-umprfhrmivr community plans must be

fas

prepared, one for almost immedi.ite 1escue operations in the event of 3 “rlean”
bomb and une jor operations which would hegun after a delay of 310 14 davs
during which time survivors would have been restricted to Tallout shelters.
Such a delay would obviously have a profound effect on the ivpes and num.

bers of surviving casualties. The commencement of any resclie operations

' Harigering, James B.. MU, USA, “Serting and Ulasihcation of Casualties™ Mil
MED, 118 141307310, Apnl D%

* The term: “dirty” and “clean” are viten veed to describe the amvurt of radeactiviey
preduced by & weapon. The antensity of the lallout radiation depends both on the wrapen
composition and the hright of the bunt.
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would depend upon the capability for monitoring the levels of radiotivity.
Without this capability, survivors who reached shelters wouly have no choice
but to assume that there were high levels of radioactivity and remain in the
 shelter for as long as possible up to 2 weeks or until outside assistance notified

", the shelter occupants of the level of radioactivity outsid.. Physicians and

- other essential personnel must be pariicularli careful to avoid undue exposure.
" Their services wiil be critical to the recovery and rehabilitation of the sur-
“viving population. . _ ‘ _
If the emergency health service of the community is able to begin opera.
tions immediately after the nuclear attack, it is iike'v that among every 200
casualties requiring hospitalization, the following ranges of sickness and
“injury categuries may be expected:
' Medicd workload®
estimated per 200

. hospitalized panents
Sickness and injury categories:

¢ r(n.ditinns_ i
T5 percent traumatic _ ... ... .o ... ..o ... 150
45 percent burnso L. %
20 percent radiation ... ... _ ... ___._.. N

50 percent infections ... ... ... ... 100
10 percent all other . .. ___ . _____ ... .. N 20

200 percent. vr a medical workload of . . ... ... . .. N0

*Description of the “Civil Defense Emr'rgrm-v Hospital and Srandards 1 med for
“Detenmination vf the Supply and Equipment Conterts”™ -1962 program, Department of

Health, Educativn, and Wellare, Public Health Service, Division of Health Mobujization.
Washington, DU, Feb. 1, 1962, B pp.

*Medwaliy signibeant conditions whi b may appear as concurrent’ compliicatings or.
1. .2 Jimited extent, warrant hospital admiseion.

These catimates are extrapolsted from actual surveys of Nagasaki-

“‘Hiroshimna casualiies * Since manv individuais suffered multiple injuries. the
_totals add up 1o more thas. 10 percent. I+ addition to the injuries from the
initia) attack, the threat of infectious disease will <rise within 3 10 13 davs
postattark. :

" Buin and radiation casushtics will impose < tremendous burden on the
available medical facilities. Routing patients to medicai vare facilities would
frequently he complicated by high levels of radiation and widespread de.
struction of roads and communication factittiex: Thse factors will seriously
hamper replenithment of supplies and rquipment. If roads are open. those
sreas which are not dumaged ean recene and are for casyaities from the

damaged aree - and can. i addition, send men and materixls into the dsm.
aged areas 1o aid in vasaalty care. Because it i impossible to foresee what the
situation will be, adequate disaster preparedness cabis for each aica to Le as
self-sufhcient as possihle.

*»The Efl-cte of Nuclvar Raduation,” U N Department of Defense, § 5 Atomie

Energy Commisaion, Washington. D0, Apnl 1962, 730 pp

231126 O-—88-——-3 13




Regardiess of the smount of manpower, material. and facilities available
in a target area, the casualty load will immediately overwhelm the resources
if traditional treatment methods are followed. In crder to maximize the
benefits of the available manpower and resources, i practice of sorting
according to ticatment priorities must begin at the emergency door of the
hQspilal af:d must be continued throughout the hospital at ail levels of care.
The (hangmg condluon of the patient wiil (‘all for alternnon in priority of -
treatment.. :

In the car]v handlmg of a sudden influx of caxualhes, time, manpower,
and space will take primary attention. The possibility of shortages of supplies
is ordinarily forgotten as the first casualties begin arriving at the facility.
As more and mere casualties arrive, impending shortages of supplies becorne
apparent and a hasty, ill-planned priority usage is belatedly set up. In the
event of a nuclear disaster, conservation and ratioi.ng of expendable supglies
on a most sustere hasis must begin immediately. For planning purposes. it
must be cssumeu that onhand supplies will have 10 last as long as 30 davs
during which there will be a vastly increased patient load.

Each physician, regardless of his usua} specialty, will become a trauma-
talogist ir. the immediate pustdisaster period. It is assumed that austere medi- |
cal care will be {ollowed for at Jeast 6 months tollowing a nuclear attack. This
means that phy:icians will have litile or ne choice of medications within drug
©,. treatment categories, that shortages of manpowet and supplies will require
compromising «nany usual treatment methods, that surviving buildings such
a* schoc!s or motels may have to be used as hospxuls because. of destructon

~ of medical facilities, that supplies of most of the currently av silable disposable
items wiil be rapidly exhausted, that many paumedlcal and lay personnel
must be utilized whenever possible in supporting medical care, and that con-
trol of environmental sanitstion may become the most important resource in
combating infectious discases. Preventive medicine will be the keystone of
survival. ’

B. EMERGENCY MEDICAL SERVICES
1. Responsibility )

The chief executive of the local government is zesponsible for overall |
conrdination of disaster relief operations. inciuding medical care and public
health. This executize. with the advice of the community health officer or the

loeal medical society and the local hospital administrators, should designate
a chief phivaician who will be responsible for « cordinating disaster inedical

i
¥

and public health activities. The asaignment will prebably be given to the i ief
of the kwcal health otfice. o1, if there is no health officer, 1o a reprasentative of
the county medi al society or Lo some vther respected physician. Close coopes-
ation wiih the local hoapital authorities is very important.

The desigrated chief phyvsician sheuld have 3 deputs for medies! vare
and & deputy far public health. The deputy for medical care will coordinate
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the disaster nperation of the hospials and other medical units.-He should be
a physician who is well informed about the technijques of mass casualty vare
and who is hishly regarded by the local medical profession and hospital offi-
cials. In natural disasters. he may perform the entire coordinating function.
since casualty care is lkely to be the only hezlth problem requiring immedi-
ate concerted action. The deputy for public health should be knowledgeable

in public health practic .. especially the techniques of environmental-health -

and fo.d pretecunn. He may or may not be a physician.

2. The Control Cente}

Natural Disaster

In larger conununities. especially: i +2 with more than ene haspital
emergency medical care activities can best be coordinated from o head-
Guarters or contro} renter. The physician whio has been designated as the
medical authority to courdinate the community’s eraergency medical care
activities vr his alternate must he at this center during any disaster period.
Arrangements must be made so that the headquarters can be staffed and
activate! immediately in Jdisaster.

Because the telephone system will become overloaded almost immedi-
ately following the disaster. an alternate form of communication is rasential
if the medical and health resources are to be roordinated rffectively with Incal
government officials, police, fire, rescue. and other disaster relief agencies
This cails for two-way radio communication with other oapitals and with
medical and rescue tean:s at the disaster site.

The control renter should have organizational tables indicating the com.
munity's resources of personnel, hospital heds. supplies. and equipment
As the nature of the medical problems generated by the Jdisaster become
known, the rur'rgn! workloads and capabilities of the various medical facili-
ties, and the availability of medical manpower and resouirees should be pro-
gressively reasacssed. With this knowledge, the medical coordinster wiil be
able to cooperate with the other elements of the rescue vperation to assurr
the equitable distribution of casualties among the heaith facilities. the provi-
sion of needed heaith manpower and supplies at the disaste. wir. and the
assistance of the police. fire. redcue unita, 1%+ Red CUross, and other volunteer
agencies.

'n nsiural disasters, the deputy for medical care mav serve alone at
the center. conrdinating emergency medical care st the disader site, con
trotling *he How of casualties to hospitals, and arranming for cooperation wath
thar saster services, Because operations may proceed for several dave
itis alwavs wise to have designated alternaties for all kev poations

Nuclear Disaster

In nuclear disaster. the control center will be completeh stafled o
courdinate and controi all health and medical serviem. ancluding pubhe

15




health, for an indefinite time. This is in contrast to the relatively simple
roordination of casualty care for a short time following a natural disaster.
The size and complexity of the control center will depend upon community
size 1see app-. 1V for example staffing plan and responsibilities).

As soon as levels of radioactivity permit, the chief medical coordinator
and his deputies will report *o the center and begin activities. Their duties
will be to arrange for an equitable distribution of the casuaity workload
among the available health facilities and 10 ceordinate health services with
other cisaster services. In this situation, it is nects«ary to have allemates
for each key position.

Al wrviving hospitals will be competing for scarce heiltk: esodrces
{koth medical supplies and manpower) and the control center must serve
as local claimant for all of these resources so that the most urgem needs
of all facilities can be met. In some areas, the center will ha\e to designate
manpower and supplies to set up refugec centers.

If it is possible to' man the cenier during the shelter period, and if
communications between the center and the shelters can be estab!nhed cnn'
sultation on shelter health prohlcmc may be gwen

C DISASTER MEDICAL TEAMS
Natural Dmster

The traditional responsibility and authority of physicians for the care
of patients in medical facilities should be extended in natural d'saster to the
disaster site itself. Predesigunted disastér 1aedical teams, composed of physi-
cians, nurses, and personnel trained in rescue, first aid, or medical self-help,
should be ready at all times io report immediately to the site of a major
disaster. These teams could be available for community, State, or regional
assignment. Whether there are organized leams in the a:ea or not, iadividual
physicians should maintain their own emergency bag of supphr» in’ their
vebicles at all times.

One person must he assigned the responsibility of deciding when condi-
tions call for a team at'a disaster siie and for designating who will be in
charge of the team or teams. When niore than one team is available, he must
also decide i, .w many medical people to dispateh to the site. He can be alerted
by any responsible official, suck as the police chief, fire chief, or the civil
defense director. Team personnel assignments should be maintained on a
rotating basis to assure around-the-clock coverage. Responsibuity for main-
tsining such assignments should be assumed by individual hospitals, assisted
by the local medical suciety. local hospital association. or council. Each hos-
pital may maintain its own feams or it may arrange to stafl teams jointly +-ith
ather hospitals or with the local Red Cross chapter. Care must be taken in
planning for these teams to see that physicians wha are affiliated with several
hospitals are a0t named on the disaster team of more than one hospital. The
suppiies and equipment needed by the teams should be mainta® = at the hos-
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pital in the form of preasembled kits ieady ta be transported on short notice
to the disaster site, ,

The medical supply kits brought 1o the divaster site must contain sappliss
and equipment in aveord with requirements for resuscitation and iaitial emer-
pency care. The kit should include emergency medical tags. which can be
aftached tv each casualty so that his name. when available. can be re-orded.

as well as 3 tentative diagnosis and any treatment he receives prior to arrival
af *he hospital.

Disaster medicai planners must develop their plans and procedures in
cooperation with police and fire officizls and ambulance vperators to insure
the cooperati-m of their units with the medicai teams. particularly in connec-
tion with rescuc, iransportatio: . and traffie control.

The medical team physirian must have ultimate authoruy in all matters
periaining to the care and handling «of casualties at the disaster scene and en
toute to the hospital. I more than one team is dispatched to a single disaster
site. one of the team physicians must be given autherity over all teams. All
personnel at a disaster cite. including medicai team members. however. will
vome under the overall authority of the police or fire officials in charge. The
.1edical contro! center should be in close communication with the official who
is directing overall operations and with the team physician.

Provisions should be made, also. for communications between the medi-
cal teams and the medica: disaster headquarters. hospitals, and other health
units. Teatns should have their own pertable twe-way radio equipment. but
when they do not. they must arrange 1o contact hospitals and other health
facilities via police or fire department radio equipment.

The disaster medical team will provide guidance to rescue personnel in
order to prevent further injuries or unnecessary suffering. They will immedi-
ately begin proceduses nevessary o save life and to prepare the casualties for
transportation to hospitals. These procedures include clearing airway: and
Riviuy resuscitation, controlling hemorrhage, splinting fractures. and institut-
ing appropriate shock treatment.

The physician in charge must sort casualties according to their vondi-
lion, assigning them priorities for transportation and indicating which hospi-
tal thev are 1o be taken to. His authority to give these directions should he
clearly understood by all drivers. If he is in communication witk: the control
center of with individual community hospitals, he can dispatch the ambu-
lances according to the information he teceives from the center. If not. he can
apportion the casualties among hospitais according 1o his prior knowledge
of relative cupacities and capabilitics of the hospitals and their proximity to '
the disuster site. Distance to the hospital, however, should not be a predomin-
ant consideration when the number of casualties 1s great.

An area at the disaster site should be set aside for a temporary morgue
al the direction of the responsible coroner or medical examiner. The dead
hould be certified on the spot. Ordinarily, removal of the hodies can be
delayed until all surviving casualties have been taken to hospitals.
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Nudeor Disaster -

: wollowmg a nuclear disaster, activities of a retcuﬁ mcdxcal jeam will
be dictated by. the radiation levels in the disaster area. Rescue operations
should not be initiated until the threat from radiosctive fallout has diminished
to an accepiab]c point. The type of rescue operations w:“ depend upon how
soon radiation levels permit operations in the affected area. If the area is im-
mediately accessable to rescue operations, then the mission will be concerned
primarily with casualties caused by fire and blast effects. If the rescue opera-
tions are not initiated until the'end of a 2-week sheltér period, it is expected
that the only surviving casualties will be those who were able to reach a fall-

out shelter. Of these, the most seriously injured would have little chance of -

survival after 2 weeks in'a crowded shelter without professional emergency
care. The casuaity load that emerges from the shelter will be those who were
only slightiy or modc,ralelvy'injured and who, hopefully, were able to receive
some supportive care. No doubt many of those moderately injured will be
in acute need of medical care not only for the original condition but for
treatment of the myriad of comphcauom which could have developed during
the shelter period. In addmon to these casualties directly affected by the
ni.lear attack, there will be the accumulation of 2 weeks of health problems,
. particularl: communicable disease, which could be markediy increased by the
austere lmng conditions of the sheiter penod Liumediately following the
shelter period, the population will be rxposed 1o additional hazards due to
loss of norl safeguards of environmental sanitation. Nuclesr disaster health
teams woula iherefore have three major responsibilities:

1. Sorting and evacuation of the -enously mjured and’ mck to treatment

~ facilities.

2. Initial care of those whose health problems can be met outside of the
hospital. including initiating a home care program for the recovery
period. Because of lack of communication, this followup care may
be coordinated centrally, hut would ha.e to bc mgsmz\ l on a neigh-
borhood selt-help basis. L

3. Epidemic control, the initiation of ﬂamtnr) measures for food and
water supplies, the provision of vector control. and the immunization
of the surviving population. These measures could be carried out by
teams dispatched from a central coordination point. Because of the
acute need for professional health ‘personnel -at hospitals and emer-
gency treatment facilities, these public health teama may have to he
composed entirely of trained laymen, however, professional person-
nel will serve in any capacity where their skllls and training are most
needed.

D. THE HOSPITAL |
S Natural Disaster

All hospitals that are acciedited by thy Toint Commission on Accredita-
tion of Hospitals and many registered he«pitals have written disaster opera-
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tion plans which they are required tc rehearse twice each year. Although many
of these plans would not be completely workable in every disaster situation,
they - shoul’ be designed tc adjust to varying loads of casvalties. If the
hospital is to be able to scrve effectively in a real mass casualty suuanon its
planning must provide for:

L

A
~ that a disaster has ~~curred or is imminent.
- A plan fqr the evacuation of all patients and staff in the event of

[© )

10.
1L

12.
13,
4.

15.

16.

17.

18.

Clear designation of hospital dnsas&u leadership and lines of au-
thority,

Immediate notification from civii defeme fire, or pohce officials

damage or serious threats of damage to the hosj ital itself.

. A plan for nlerhng the in-huspital staff and the off- du'y staff.
. An emergency communications capability, includiag provmom 10

prevent overload of the t~!ephone s)stem, backed up by two-way
radio.

. Emergency sources of electrical power and water supply.
. Predisaster ‘assignment - disaster functions to hospita! staff for

emergency room or field duty with a disaster medical team, recog-
nizing thet phvsicans may be on the staff of more than one hospital.

. Recruitment and training of a cadre of laymen for hospital and

disaster site support activities.

. Activation of disaster medical teams or ﬁrsl aid teams to function

at the disaster site, as discussed in the foregc. 2 section.

Readily available medical kits for use by the teams.

Presssembled dissster supply sets or carts for use in the (-mergenc'.
rocm and other treatment areas.

Internal and external traffic control and security, wllh prearranged
police coopeation. -

A plin to in-reas uvailable bed space by such means as discharg-
ing Iess ill predisaster patients and stting up cots or beds in hos
pital arras not normaily use 4 for patients.

Suspensionin disaster of restrictive admission cri.eria.

An expanded emergency department capability for soriing large
numbers of incoming casualties and administering lifesaving care
pending their movement to definitive treatment areas. The sorting
should be done by the most knowledgeable stail members to assure
the assigninent of proper priorities to the casualty loads.

Institution of standardized treatment techniques 1o insure economical
use of available supplies and eq™ -

A sufficient inventory of essential suy., and equipment to sustain
the hospital’s disaster operation until resupply could reasonably be
expected (see p. 375,

Rapid replenishment of necessary supplies from hospital stocks.
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20.

‘In
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(2

6.

20

19.

21

22.

Modification, as necessary, in the normal mediesl records system to
prevent delay in casualty care. An emergency tag ¢ . be attached to
the patient for the notation of essen!tax miornatxon until regular
records can be set up.

Provision within the pnblic information system- for a greatly in-
creased number of mqume« fmm the press and from relatlves of
patients. . : i
Arrangements, prediéastet with State licensing boards to utilize the
services of out-of-State physicians who may be available in a disaster.
‘Frequent test: and exeruses ‘o evalua&e the hospital's disaster
“preparations. : P

Nuclear Dviustét‘

war-caused disaster, certain additions and modifications are

necessary.

First preparations must be made for pmndmg well identified fallout
protection for patients and stafl so that they can survive the immedi-
ate postattack period.

. Al bed-care health facilities (i.e., specialty hospuals chronic disease

and mental _astitutions, etc.), in addition to general hospitals should
plan to provide general medical and surglcal care for disaster
casualties,

. Hospitals and. hospital-tvpe lamlmea «hould prepare to expand their

service and ‘bed:space capabilities to at least double their normal
patient load or morr if their 2»ailable manpower will permit.

- Hospitals should prepare to operate’ with resupply by increasing

normal supply inventories to at least a 30-day capability and by
acquiting special disaster supplies and equipment.

. Hospitef nuclear disaster plans slumld be consistent with community

civil defense plans and this planning must be fully coordinated with
local and regronal governmental officials,

Complete preparations must be made to set up, saff, and aperate
Packaged Disaster Hospitals or nthﬂ' emcrgcnr v health unita designed
e nuclesr disaster, :

Nonheslth facilities, such as schocls. warehouses, ch_urches, hotels,
and armuries. may be predesignated for health uses, for example, as
a PDH operating site or as space for the expansion of an existing
hospite’ . :

. During the shelter period, the hospital msy be utilized as a shelter for

well persons if it has been so designat=d and if it provides the neces-
sary protection.

. Plans should be made for decontamination of all persons entering the

hospital who may have been expesed to 1adivactive falfout. Life.
saving treatment, however., should not be delaved in favor of
decontamination.
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E. DISASTER MEDICAL CARE CENTERS

Natural Disaster

During a disaster such as a flood or hurricane, the Red Cross and welfare
agenries frequently set up billeting and feeding centers for displaced persons.
Since these people bring with them their existing health problems which
may b aggravated by disaster conditions, improvised outpatient clinics
staffed by physicians and nurses are often set ur in or cluse to these i efugee
centers. Al least one nurse, with access to medical consultation, is needed for
each shelter. In natural and nuclear disaster planning. it would he well to
consider where sudi: clinics might he needed and how a hospital or local
health personnel could cooperate in providing for their staffing and supply.

NUCLEAR DISASTER

In connection with the Federal Civil Defense Community Shelter Pro-
gram, space in existing buildings has been designated to house muy *h of the
population, principally in urban areas. during the time that radiatic leveis
are dangerously high—a period estimated to be as long as 2 weeks. Mau, of
these sheltcrs are able to house hundreds of people. In rural aress and in
some small towns. the population would find shelter in home basements or
improvised shelters. Again recognizing the fact that many of the people taking
shelter will bring health problems with them or will develop medical prob-
lems while in shelter. most approved shelters have been provided with a
small quantity and variety of medical supplies 1see app. V). There is no
assurance. however, that there will necessarily be any skilled health man-
power in a particolar shelter to use these supplies. and in most cases the
supplies would not provide a wide spectiam of therapy.

“Austere Medical Care for Disaster.” a reference manual for allied
health workers and selected trained laymen | Public Health Service Publica-
cation No. 1071-D-11, is a quick guide to treatment based on common
symplemns.* '

Community disaster health planners can take actions to improve further
the shelter medical care capability. Thay can arrange for the assignment, by
name, of physicians, nurses. and ather health personnel 10 specifie prbiic
shelters. Fyen though those assigned mav not alwayvs be able to reach their
designateu shelters in disaster. the acsignments would vastly increasc the like-
lihaod that ther» would be & degree of medicn! care comjpetency in each
shelter. Also, a more complete set of supplies should be made available in
sielters where there is the possibilits of professional medical care to permit
a highes level of health care. Such supplies van be provided by: (1) outright
purchase of supplies to be stored in the shelters predisaster; 121 acquisition
of » kit of emergency medical supplies by each locai phvsician which he would

¢ Als publisked by Office of i.il Uefense for placement i shelters as “Medical
Care in Shelters.”
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bring with him upon taking shelter : and ‘or 13) arranging with local supply
sources, pam(‘ularly pharmacies, to maintain sets of supplies from !.hﬂr cur-
rent inventories which they would gather up at the “take sheltcr announce-
ment and bs..ig to desxgnated shelters.

F. PUBLIC HEM.TH PROB[EMS
© Natural Dluster

While I()O—-u even several hundred—disaster viclims may suﬂer severe
injuries at the time a disaster strikes, hundreds more can be endangered in -
the days following. Contaminated food and water. disrupted scwage facilities,
and greatly increased riumbers of diseasecarrying insects and rodents ail .
threaten the health of the survivors. There may be temporary whortagcs of
food and supplies. Widespread sickness could quickly become an obstacle to
the recove:y of the entire locality, especially when many people have fled
fre=n their homes and are crowded together in community sheltérs.

The public health problems steming from natural disasters can ordinarily
be handled without undue strain on existing public health resources. If local
capability is overtaxed, the State health department can provide the necessary -
assistance. If a Siate health department is unable to respond, it may request
assistance from the U.S, Public Health Service. However, because hospitals
and other medical care facilities mayv often be called upcn to deal with the
consequences of some public health problens, notably communicable disea <
epidemics, it is desirable that physicians and others with medical ba('k;zroundq
acquire basic knowiedge of public health problems and procedures associated
with disasters (sce app. HI1. This knowledge can be vbtained from either
local or State health department sanitary engineers and sanitarians. Also, it
is desirable that public health officials, who are members of a community
disaster organization. should become fumiliar with the policies and ¢ haractcr
of disaster medical services. : : '

~ Nuclear Disaster

It is expected that there will be an unprecedented burden of public
health problems in a nuclear disaster. Destruction of pﬁblir utilities »rruwded
living in public fallsut shelters or other emergency housing, improvised
sewage dispomal, expedient water. supplies, spoiled food supplifs; and in-
creased rodent and insect population sre some of the factors which will make
public health & dominant concern pustattack. ‘ ‘

When there is a local health department in the disaster area, its ataff
will usually be very small and its facilities limited in comparison with the
potential magnitude of nuclear disaster problems. It will often need the -
sistance of hospitals. clinical laboratories, and other medic.! facilities, an
well as the help of practicing physicians, nurses, veterinarians, dentists, and
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others who may not normally perform public health functions. but who work
in the closely related area of medical care and-who already possess some
knowledge of the principles of public health.
When there is no local health department. a member of the health pro-
- fessions may have to take complete responsibility for the witiation of ap-
propriate public health measures, on behalf of local government. until such
time as outside assistance becomes available. Thus, in keeping with nuclear
disaster planning assumptions, each community should prepare to be self-
sufficient. It is. the-efore, much more necessary in nuclear than in natural
disaster that medica! as well as public health personnel be well versed in
disaster public heaith problems and procedures. The potential threat of
epidemics following the shelter period could be significantly reduced by
-presattack immunizations, especially for polio, tetanus, and diphtheria.

G. COMMUNICATIONS

Natural Disaster

The lack of good communications causes confusion and wasted effort
in disaster operations and can causc more lose of life and increased suffering.
Existing telephone systems of hospitals and those at other vital health fa-
cilities should be arranged so that an overload of calls prompted by the dis-
aster does not prevent vital staff calls from being made or received. These
aame facilities must also have existing two-way radios which would permit
communication with other health facilitivs as well as communication with kev
locations in the community. The disaster medical teams and the community
ambulances sho: 'd also be equipped with their own mobile two-way radio
equipment. _

Radio equipment for health tacilities often can be justified svlely ¢n the
basis of its everyday emergency uses and its purchase can he comidered
88 A recessary operating expense. Certain frequencies have been allocated
fer hospitals by the Federal Communications: Commission (see app. 1X).
Every community should provide & medical communication system which
is capable of contacting other emergency services of the community. Under
some cirrumstances, Federal civil defense matching funds may alswo be
availabie to local civil defense offices for acquisition of radio squipment for
emergency health actisities. Local communications facilities and services
should be consultedd in all planning phases.

Nuclear Disaster

in preparation for nuclear disaster. the communications system of b
facilities should be made capable of contacting the local Control Center for
Emergency Health Services which in tern should be connected with the

Fraecgeney Opernting Center for loeal government and all major subsidiary
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health centers thospitals). The local Emeigency Operating Center would
pronde communication with the State: I',mer;zencv Opera!mg C enlrr and
mxhtarv establishments in the area.

.H. COORD!NATION WITH OTHER DISASTER SERVICES
Natura! Disaster

The community disaster coordinator must arrange with local police oth-
cials to provide necessary traffic control and security services in support of
uiedical care activities at the disaster site, en route to the hospital, and at the
hospital. Effective disaster inedical care can be seriously hampered if anything
is allowed to interfere with the movement and treatment of patients. Hospital
parking and loading areas, as well as streets leading to the hospital, must be
Kept unblocked and the general public cannot be permitted in hospital treat-
ment aress. An identification system should be arranged with police and
civil defense officials so that essential medical workers will be able to pase
readily through police lines in disaster.

‘Disaster medical planners must also make arrangements with community
agencies (such as the fire department. ambulance compaiics, aid the local
Red Cross chapter) to provide rescue, first aid, and casually transportation
services and to aseist in first aid activities. Cooperativa and coordination be-
tween these.organizations and the disaster medical téams and hospitsls should
be insured. The authority of the physician member of the disaster medical
team in all matters pertaining to the handling and care of (asualtm must be
clearly understoo. and agreed upon by all parties.

Nuclear Disaster

In preparation for nuclear disaster. plans must be made Jor total integra-
tion of all community disaster services. Planniig must be flexible enough 1o
allow for either a delaved rescue opergticn i the presence of radioactive fall-
wut ur for immediate operation when there is little or no fallowt hazard. This
planning must provide for an emergency communications system and an
avrurate monitoring capability.

I. LEGAL CONSIDERATIONS
Natural Disaster

Physicians and members of the allied health disciplines must hecome
acquainted with State and local laws affecting their Hability status in connec
tion with disaster adtivities. The nature of their participation in training, test
exercises, and actual disaster operation should be consistent with such laws
which vary considerably from one jurisdiction to another 1s0e app. 11).
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Nudlear Disaster

Each State has scme legislation which is applicable to the legal aspects
of medicel care in the event of nuclear disaster. Several models of suggested
State legislation have heen developed by the Office of Civil Defense and the
Courcil of State Governments. A community or Siate emergency planning
group must investicate the particular legislation in their State and sur:und-
ing States, as applicable.
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ROLE OF THE MEDICAL PROFESSION
A. RESPONSIBILITIES

The medical profession consxsts of all licensed doctors of mediine and
osteopathy, their profuslonal schools, and their local, State, and national
societies and orgamuuons In general, the prcdnasler respom:}nhtm of the

-profession consist of providing leadenh:p for a.xd participation in:

1. Disaster planning and organizing.
2. Coordination with other cmergznu services in the commumty

3. Recoguition, mthm thc profewon of the principles of disaster

medicine.

4. Traming and orientation of phveicians and members of the allied
health dmcnphnes to apply most efficiently their particular skills and
know ledge ¢ to the suppor! of disasier medical care. .

8. THE PHYSICIM_I, |

Natuul Disaster

The mdmdunl physmn. whetever his status- hvghh specmhu-d ad-
ministrative, retired, or otherwise-—shouid:

i. Assume kadcnhlp rcsponmbllmu und offer hi services in planning,
organizing, rnd lumlrg
. Be ahle to provide resusc xutm snd other hfmung eme: gency medi-

cal care and have a basic undﬂmndmg of r‘l:JlkV wnmg and other
mass casualty care techriques.

procedures.

Accept » disaster nngnment ina hoapxul or other disaster he=lin

unit.

. Become acquainted with the previsions of local dvs‘ll(r plans.

. Acquire & general understanding of Federal an i State dissater pro-
grams tincluding the Community Shelter Program. Medical Self-
Help, and Packaged Discster Hospital prograns’.

. Be familiar with the disaster policies and piograms of thr American

Mediral Association and the mhnna‘ organizations of the zllied
health professions.

> w
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Nuclear Disaster

The physicians preparedness responsibilities for nuclear disaster are
much the same as those for natural dua\er He 5hnuU hov.c\er give em-
phasis to the following: -

1. Becoming conversant with the pnncxploe‘l and procedures of mass
:asualty care so that he will be able to provide lifesaving care for
casualties, ,egardless of his specialty: .

2. Taking an active part in planning. training. and other pr-parahom
to use the Packaged Divister Hospiwal Even if his own communin
does not have such a unit. he should be familiar with the procedures
for setting up and using it should he be sent in disaster to a com-
munity where a PDH is stored. Complete information is available
from the Pub... Health Service, Division of Emergency Health Serv-
ices tsee app. VI. pertinent publications available, from DEHS!.

3. Being abls to diagnose and treat radiation sickness and keeping
abreast of pu.vsical effects of the latest developmients in weapons of
masa destruction tincluding chemical :md biological warfare agenta?.

. Promoting and assisting in local Medica! Self-Help training.

5. Recognition of the need fur joint partic lpal'un of medical and aliied
health personnel in preparation, rehearsal, and operation of State and
local community emesgency health’ service plans.

Following a nuclear attack, physicians will be needed in three major areas.
Q.. ¢ casualties begin arriving at: hospitals, the full-time servi-~ ¢ every
available physician wilt be required for an extended period. As soon as possi-
ble, outpatient services should be set up to treat ambulatory casualties and
noniraumatic mu.bidity. The third priority for physician services wili be on
teams who will concentrate on providing sanitation of the environme-.t, mass
immunizations. and profc%slonal consultation for j~~sons being cared for on
a self-help basis. Meeting these contingencies would .1ean that the usual pri-
vate practice by physicians would cease in the severely aflected areas.

C. THE AMERICAN MEDICAL ASSOCIATION

The American Melical Association is dedicated o the promotion of “'the
scienc: and art of medicine and the betterment of public health.” Its respon-
sibility in disaster medicine is 10 provide direction for an informed member-
ship. o :
The Association’s Council on National Security and Committee on Dis-
aster Medical Care carries out & number of important functions devoted to
disaster medicine, equally applicable to natural and nuclear disaster: These
may be summarized as follows: '

1. Assisting in the development of Federal and State disaster ami civil
defense programs and maintaining liaison with all Federal agencies
“conicerned with the health and medic .1 aspects of disaster.

2. Pruviding counsel and advice on disaster medical care tn S.ate and
component medical societies.
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. Fostering increased interest and partieipation in disaster prepared-
riess by physicans and members of the 2ili ¥ health disciplines.

. Defining the physician's diaasder leadership resnonsibilities and pro-

* viding education for phyaicians in the field of disaster medicine.

. Promoting national and regional meetings on disaster medicine fos
physicians and meimbers of the allied health disciplines.

. Providing a source of current reference material and other informa-
tion on all phases of disaster planning.

. Publishing reports, policy statements, and manuals for physicigns
and the State and county medical sccieties including AMA Policy
Statement on Shelte:s see app. VI,

D. THE STATE MEDICAL SOCIETY

Most Stste medical scrieties maintain a commission. council. or com-

mittee on misaster —edical care which performs several services or functions
88 follows: ‘

L

Advising and counseling the Governor and the State office of civil

defense and State health officer on the medical matters pertaining to

disaster, including planning, programing, and the stockpiling of med-

ical materiel within the State.

2. Conducting liaison with the State health department on disaster
maiters. ,

3. Promoting education in disaster medical eare tor physicians and
health officers and allied health disciplines within the State.

. Providing advice and leadership to component medical societies
in local or regional disaster planning.

. Maintaining ‘liaison' with nerghbering State medical societies and

heslth departments in the conduct of mutusl 8id programs in

disester.

. Providing information on locations of Packaged Disaster Hospitals
and about the Medical Self-Help program.

E. THE COMPONENY MEDICAL SOCIETY

The component medical society revresents ine physicigns of the com
munity. Most societies maintsin a disaster committee which performs the
following basic functions: . '

1. Providing counsel, dircction. and leadership on the planning and or-
ganizing of local emergency medical services. in cooperation with
local government. hospital gssociations. and other agencies in the
community. '

2. Keeping the society’s membership infori iwd of all developments in
community disaster planning and acquainting members with their
pre- and post-disaster responsibilities,

29




3. Assisting in the development and coordination of local hospital dis-
aster plans. - ' _ _

1. Maintaining an inventory of professional personnel. and assisting in
giving and recording predisaster assignments in disaster medical and
health activities. - v '

The preparedness responsibilities of National, State, and local medical soci-
#ties are much the same for nuclear as for other disssters. Particular emnphasis
should be given to keeping their respective memberships informed of the
latest developments in civil defense and emergency health preparedness and
promoting and assisting in the Medical Self-Help, Packaged Disaster Hospi-
tal programs, and the Comnunity Shelter Program.

F. THE MATIONAL MEDICAL SCIENTIFIC SOCIETIES

The national medical scientific sovieties should develop and define their
own and their members’ role in disaster ylanning. The cooperation, support,
and counsel of these sctentific hodies are necessary in order to provide for the
most meaningful participation of their members in various phases of disaster
medicine. 4

G. THE MEDICAL SCHOOLS

Fer the past fivz years, each medical school, assisted by funds from the
Medical Education for National Defense {MEC'D) program, has jucluded
some disaster medical content in its curriculum. In general a basic program
should include these arcas of emphasis:

1. Fipst aid.

2. Emergency medical care.

3. Sorting.

4. Environmental sanitation.

In addition 10 emphasizing emergency preparedness for the undergraduate
students, each medical school should also cooperate in local disaster planning
to establish its role in community disaster services, and it should provide
instructors for communily postgraduate and lay programs in disaster medical
care.

For the special circumstance of nuclear war, medical schools should
make plans for postattack resumption of teaching, which should involve such
considerations as relocation and adjustments in the curriculum, including
standards of teaching.
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ROLE OF THE ALLIED HEALTH DISCIPLINES

The daily practice of medicine and the provision of normal community
public health services require the participation of a large number of allied
health workers. Almost every individual who. in his daily work. contributes
to the medical and public health setvices.of his community is a member of an
allied health profession, discipline. or occupation. The majority of these
people are found in the hospital, but m~ny work in clinics. physicians’ offices,
laboratories. pharmacies. educanonal institutions, mdust-lec health depart-
ments, and goverument agencies. -

The schools of the various: allied heahh dlﬁClphnﬂ are xmportanl in
preparing the members of these professions for & role in disaster health care.
Disaster orientation can be included in the curriculum in two ways:

1. Correletion of the basic menuﬁc prmc)ples with emergency health

care principles,
2. Identification of basic procedures and lrchmques alread\ in the
curriculum, emphas_xznng their use in 2 disaster situation.

Natural Disaster

The pnncnpal role of the allied health dnclphnes in natural d:saster is
to provide the necessary cmergem v services for which they are best equxpped :
by virtue of their training and experience. Where these disciplines have local.
State, or National organizations. their appointed: disaster commiitees should
establish the appropriate emergency roles for their memberships and should
organize training programs where indicated. In establishing these roles, the
organizations should work closel: with their counterpart in the medical
profession—the American Medical Association. State or component medical
society, and with the 175, Public Health Service. or State or local health: de-
partment. At all levels, they should make certain that the einergency roles
sssigned their tmembers are in accord with mcdwal und health disaster plans
and State or local laws. . {

In_preparing for natural dlﬂanten allied health workers shnuld

1. Become acquainted with the prirciples of disaster medi¢ine.

. Learn the disaster aapects of their own specialties.
. Participate ins refresher courses or other training necessary to sharpen

those skills relating to l‘mr sp«mlhm which have grcalest disaster
applicability.

P

. Participate actively in local disaster medical cure and public health
preparedness programs.
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5. Receive instruction in Medical Self-Help, Red Cross first aid, or other
types of first aid up to the highest level available in the community,

They should plan and train only for the performance in natural disaster for
procecures that are within the normal legal practices of their specialties.

Nuclear Disaster

In planning for a nuclear disaster. allied health workers should become
acquainted with basic civil defense principles. with predicted nuclear at-
tack effects. and with their own nuclear disaster roles fas suggested by their
own nreanization or as provided by local disaster plans:. ,

The nuclear disaster planning and training of each of the allied health
professions should be based upon the realization that their greatest contribu.
tion 1  system of cimergency care services wil! be in performing tasks hased
upon their vwn skills and knowledge. A system which altempted to keep
in readiness a body of professional medical skills and knowledge outside
of a discipline’s basic daily functions or licensure would not be economically
feasible or professionally desirable.
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ROLE OF GOVERNMENT

The principal responsibility for prémoting and coordinating prepared.
ness for nuclear disaster as well as for controlling and coordinating esser:tial
services in a disaster rests with gmcrnment The general responsibilities f
zovernment at Federal, State, and local ievels are. desctibed in the National
Plan for hmergencv Preparedness * Las are the respo_r_\sxbllmes of nongot-
trnmental orgamzatlons and, the general pubhc . '

N
A THE FEDERAL GOVERNMENT

The Prcsldent has assxgned particular dnsalter preparedness responsi-
bilities to Federal agencies in accordance with their respeciive cavabilities.
Prim.ry raponsxblht\ for emergency miedical care and publu health pre-
paredness is given to the Public Healtk Service in the Department of Health.
Education, and Welfare. That agency is (hargtd with preparing for effective
use of Federal health resources in disaster and for developing and providing
guidance and other-assistance to States and communities in the furtherancs of
their emergeney medical care and public heaith capabilities. In carrying out
this charge, the PHS works closely with national health organizations.

Federal assistance which can further prepamdnm fnr any disaster, nat.
ural or nuclear, includes: C

1. Program advisors assigned to States b_v the Mivision of Emergency

Health Services to work directly with Staie and community person-

nel in planning for preparedness in emergenc» mcdncal care and
public heulir .vensures,

o

. Guidance nublications nnd trnmmg male"mi' e
phases of health and medical preparedness. :

. Hospital Reserve Disaster Inventory . units assigned 1. commurity
hospitals to provide a Nl-dn supply nf critical miedical items needed
for dmulf' -are. .

4. Packaged Disaster Hospitals :mgmd to hmpinh in strategically

located communities 1o perir it those hospitals 1o expand their patient-
load capacity by an additiona, 20 heds.

- Medical Self-Help trsining to prepare the general public to meet ita
swn health riceds in a disaster when a physician mas not bhe available:
in effect supplementir 1 professivnal health and medical services st
time when they will be greatly in demard.

av e

cncerni ing various

*Edited and published by Office of Emrrﬁm‘v Placning, FExecutine Uth

= ot the
President, Devember 1964.
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Natural Disasters

Public Law 90-171, the Partnership fur Health Amendments of 1967.
authorizes the Secretary of Health. Education. and Welfare to “enter into
" agreements providing for cooperative planning between Public Health Se.v-
“ice medi . facilities and community health facilities to cope with health

problems ro it from disas:rs, and for 1rticipation by Public Heslth
service medical facilities in cdrrying out suen planing. He may also. at the
request of the appropriate State or local authority, extend tempaorary
assistance to States or localities in meeting health emergenices of such a
nature as 1o warrant Federal assisiince.” "

Nuclear Disaster

Postattack. the Federal Government will:

1. Make available for Camunity service its nonmilitary health facili-
ties, such as Veterans Administration and Public Health Service hos-
pitals. and other field facilities and personnel.

2. Provide professioncl and technical advice and consultation to States.

3. Apportion federally controlled health and medical resources among
the States, in accordance with their relative needs.

B. THE RED CROSS

As a national voluntary organization chartered by Congress. the Ameri-

van National Red Cross is charged to . . . continue and carry on a.
system of national and international relief in time of peace and apply the -
same in mitigating the sufferings caused by pestilence, famine. fire. Aoods, -

and other great nati i Caus.ities, and to devise and ca.ov ou measures for
vreventing the same.” o o

The Red Cross collaberates closely with agencies of government at each
level. and with professional and other community organizations, in develop-
ing disaster preparedness measures and i~ implemerting them when qgisaster
vecurs. In a natural disaster, the Red *rosa s primarily responsibie for the
welfare of dhsaster victims. In @ sational emergency . the Red Cross would
support and assist the emergency health services at the community level
acvording to uverall plans worked vut preattack. '

C. THE STATE GOVERNMENT = -
Natural Disaster

The State Government, through its State department of public health.

prepares for ellective use of Niate heaith resources and guides and asaetis

. - Ry . .

At e teme thin pamph e was publiadied. the Publc Health Semvier wae devjoping
Dh Dl pegramy Ueoaapy emient foeal nedii 2l rewunies n the evend o § eaano natursi
diaastres the Naturad fheaster Hoopots ard Mebile Diaaeter Medical eamn Theer

pregrame ate draigned o provde for ne rapud dupateh of maienaly and mebis!

inafijvcwer when loca! or State resour eo sre unabie 1o care far disasier casusi
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communiti~s in their emergency health ard medical preparations. I works
closely with the State'mediral society. hospital associaijon. and uther State

health argenizations. The predisaster assistance provided to communities
includes:

L
2.

Preparation {or Federal emery. ncy health assistance.

Providing training in various aspects of disaster health and medical
operations.

- Mtoring in the community Nate-owned sets of supplies for first aid
stations or other medicel care units.

. Pioviding guidance public {ons and training materials on health and
medical preparedness

Ulear.ng and assisling with arrangemen.. by its community hospilals
1o accept respon<‘kility fur Packaged Disaster Hospitais and Hosptal
Reserve - Hsaster Inventory units,

Determining the legal responsibilities of physicians and allied health
personnel in disaster 1see app. [ :

Nuclear Disaster

Postattack, the State Covernment will:

1. Provide professional and technical advice anc consultation te
commuaities.

2. Make State heslth facilities and personnel svailable for service in
communities

3

. Apportion State-controlled health resources, including the PI'H and
others made available from Fe.“ral = urces, among communities in
acevrdance with their relative necds. '

D. THE LOCAL GOVERNMENT :

Local government is responsible for preparing the community to deal
with lisaster effects and for controlling and coordinating disaster relief oper-
ativns, including ~edical care and public health services. The support of com-
munity leade. s organizations, and agencies must be enlisted wn achieving
disaster prepsredness. * disaster plan describing the organization of local
government tor emergencies should pe prepaied A disaster center. from
which all disaster seivices car be coordinated. should be established. Tea” +
for each esser:tial disaster service must be designated predisasier They will,
in turn, Jdex’gnate assistants to aid them in planning, {raining, and coor " nat-
ing othrs preparations for effetive operation of their respective services

Tie physician whe s designated to direct disaster health and m: aical
astavities hevomes the agent for the government in preparing for and carry
1eg out disaster medical cate and public health services,




ROLE OF THE ARMED FORCES
Natural Disaster

. In natural disaster. Feders! military assistance to civil authorities mu,
be provided at the request of .. local civil government. L'se of resources will
be on a minimum essential basis and terminated as-.con as possible. In
event of a lire emergency an individual commander may act on his own
initiative when'immediate action is essential to save human life, prevent im-
me-iate human suffering, or mitigate major property damage or destruction.

Civil Cefense

Those military resources which can be spared from the military mission
may be made available to assist with civilian prepar “ness, The national
fallout shelter wrvey is managed by the Office of Civil Defense. It is con-
ducted in t  .eid by the Anpy Corps of Engineers and U.S. Navy. The

Defense Supply Agency conducts the shelter survival supplies program. The

Army Strategic Communications Command provides and manages civil de-
fense commaunications.”

" Plans for militery, supg..rt of civil defense in the event of an enemy stiack call for
<he Armed Forces to ™. . . be prepared to employ ivailable resources which are not
engaged in essenliai cambat. caombat support, or self-urvival operations, 1o assist civil
awherities to restore arder and civil control, return essential facilities to operstion.
prevent unnecessary lass of life, alleviate anffering. and take other actions as directed 10
snsure national survisal and a capability on the part of the Nation to continue the
conflict.” Department of Defrn-e Directive 3025.10 assigns the primary responsibility

of military support of civil defense .., the Depariment of the Army. For further infor-

mation. sve either “1 Jeral Register.” 0. (71) 4753-475 Apr. 14, 1967, or “Federal
Civil Defense Guide,” April 1965, Part G, ch. 3,

i 4i2
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SUMMARY

Whiie primary responsibility for disaster preparedness and provision
of disasier services rests with covernment, the government. by itself. can sc-
complish Jittle. Government at al! levels must provide directic and authority
for the management of disaster. Effective disaster health services can onh
come about through coordinaticn with other activities, particularly com-
munications. The active interest, support. and participition of all physicians

snd allied heaith workers are necessary to accomplish the aims and apply
the principles set forth in this book.
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DISASTER TAXONOMY
A. The Matursl Disaster Spectrum

(All disrsters exclusive of direct wartime contingencies.)

V. Nature's Threat (contingency examples)
Hurricane
Cyclone
Tornado
Blizzard (enow, i.ail, sleet)
Earthquake
Fiood (slow rise. flash, ice jam)
Windstorm
“"Temperature extremes
Drought
Avalanche
Volcano eruptions
Tidal wave
. Forest and grass or brush ise
n. Lightning strike
2. The Seciological Threat
a. Public transportation:
(1} Aireraft—
{a) Direct effect of collision or crash
{b) Dircct and indirect effects of crsoh on occupied ground

g mwrmge =D AR ok

areas
(c) Military aircraft accidents involving weapons cargo
(radiation-explosives) -

(d} Airfreight shipments of noxious, dangerous, or infectious

materials released at craen scene
(2) Surface (land)-—

(a) Train accidents including elevated and subway:
(1) Direct passenger effects
(2) Effects on occupied environment-- freight contents,

fire, physical

(b) Bus accidents—-inter- and intra-city:
(1) Direct effects on passengers
(2) Direct and indirect effects on occupied environment
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(¢) Automobile accidents:
(1) Direct effects on passengers
{2) Effects on oce upied environment
(d) Trucking acvidents: ’
(1} Direct effecte on persons :
{2) Effects on oce upied environment as related to phvmcal
impact, release of dangcrous materials, fire, and
GX}:IOGIOH
(3) Water—
{a) Large vessel cllision:
(l ) Passenger and crew in.olvements
(2) Freight contents, explosion, fire, release of noxious
materials
(b) Freight, pier, and surroundmg environment mvoh ements
' of vessels in anchorage. in transit, in harbor, or in dock
(c) Recreational small craft and related public involvements -
including racing events
b. Food, water. and airborne disaster threat:
{"* Food poisoning including food additions
(2) Chemical contamination of air and water .
(3) Infectious disease epidemic etiologically related to food, water,
or air contaminants
c. Industrial complex:
(1) Mine disasters :
(2} Fires, explosions, and other catastrophes—direct and indirect
effects :
{3) Construction hazards
(4) Occupational hazards inberent to apecnﬁr nndustnes other
than accident
d. Recreational - public ' gatherings both as to pamclpams and
epectators:
{1) Grandstand collapae - mof collapse
{2) Facility fire or explosion - :
3) Runawa\ vehicles involving occupled spectator wones
(4) Mob emotion-- -panic
e. Institutional fire, collapee, and cxploslon
(1) Schools and related dormitories
(2) Hospitals
(3) Churches
(4) Fraternal facilities
(5) Nursing homes
{. Public buildings including residential apartment complexes- —ﬁre
explosion, or collapge:
(1) Office buildings
2) Multipie-dwelling units
(3} Hotels
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(4} Depariment stores
(5) Warehousea
(6) Bus, train depote, and airports ,
(7) Docks and piers--passenger and freight

g- Refuges and high influx of population- -health hazard implications
involving mass moveme:its of people

h.” Epidemics—any cause

i. 'Riots, insurrections, and panic (mob movements)

j- Homicide including criminal bombing and arson of occupied
conveysances and facilities -

k. AEC facilities and nuclear testing including commercial nuclear
reactore -- accidents
l.  Dam breaks

m. Collapse of occupied bridges
n. Power blackout

B. The Nuclear Attack Threat
1. Loss of Health Ilesources

a. Health maspower analysis
b. Facility “—ailability
c. Supply and equipment availability .

2. Concurrent Loss of Essential Supporting Services
a, Communication o
b. Transportation
¢. Rescue, fire, police

d. Utilities
3. Radivactive Faliout
a.

Immediate denial of access an. movement of people and things
b. Immediate and delayed medical carc concepts

4. Contingency Limitations

a. Complete pin-down or isolation from outside resvurces
b. Interim austere survival measures

¢. Full implementation of emergency health services
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Appendlx i
MEDICOI.EGAI. ASPECTS OF NATURAI. DISASTER‘

Wlth bul one 1mportant exc-pnon thus far, there is little reason to
believe that. negligence law. either as it applies to physicians in particular
or as it applies to all persons, will be significantly dltered during s periad
of natural disaster. It is a general and well established ‘principle of our law
that nearly everyone is liable for the results of his negligent conduct.

The one exception referred to exists in those States (42 States plus
the District of Columbia as of July I, 1967) which have enacted “Good
Samaritan” Laws. Fifteen of these laws cover everyone who renders any kind
of medical or first aid care at the scene of an accident or emergency. The re-
maining 27 States cover only. physicians and/or ‘cther health personnel.
The general ‘purpose of these laws is to relieve from liability for acts of
ordinary negligence those persons who come forward to help the injured

in certain specnﬁed instances, primarily at thc scene of an automobile

accident.

Certain aspects of the la\a have always been somewhat induenced by
emergency situations. For example, a physician is liable for damages for an
assault and battery if he performs an examination or treatment necessi-
tating a “laying on of the hanis™ without first obtaining an informed «.n-
sent to do so from his patient. In an emergency, however, where, for exar jple,
the patient is unconscious and therefore unable to consent, and partic ularly
where additional harm would likely result to the patient if treaiment we -
not provided, the law supplies the necessary consent on the theory that the
patient would consent if he could. In such a case the physician may proceed
with whatever treatment the nature of the injuries might indicete.

Another instance in which an emergency provides help to a person in-
jured in an accident is found in many of the State medical practice acts.
Ordinarily anvone who performs an act which constitutes the practice of
medicine must have a license from his State hoard of medicsl examiners.
-Without such license he is subject to piosecution which may result in fine
or imprisonment or both. Many of the medical licensing i \ws exempt persons
rendering medical care in an emergency. Many of the medical licensing laws
also exempt persons furnishing only firsta’ !,

The fact that ai. cmergency protects a person from prosecution under the
medical practice act and from suit for damages under the “Good Samaritan™

' Summary Statement of American Medical Association, Law Division.
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law, should not be construed as (unlimited} authority in rendering medical

. assistance. Persons with a minimum training in first aid procedures <hould
not feel that these laws will ullow them to do a complicated fracture reduc-
tion or a tracheotomy with complete immunity. The “Geod Samaritan” laws,
without exception, provide that the peisons covered shali be guilty for the
consequences of gross negligence. It is highly likely that a judge or jury,
hearing a case many months after the emergency and in a couriroom rather
lhan at the scene of suffering and confusion, would say that any person
w0 uriiertook procedures for whick he had absolutely no-training or apti-
. .de was grossly negligent. The immunity provided by the “Good Samaritan”
laws is not 2 license to ignc e common sense!

The seriousnes. of an emergency would no doubt influence one’s opinion.
Some zcts of mercy, perhaps well intended but stupid, would not be coun-
tenanced at the scene of an automebile accident but w 1ld be welcome during
an atumic nttack or ear&hquuke or other widespread and prolonged catas-
trophe.

a0 concluslon, during a period of natural disaster many acts will be done
wiwa the best of intentions. When things return to normal, some of these acts
may be questioned in a civil suit for damages. Everyone, physicians inc::ided,
«~ill be -eld liable for the consequences of his gross negligence. Everyone,
physicians included, should therefore restrain his zeal and should limit his
aid to acts which he has good reason to believe he can successfully perform
without add'ng to tne injuries the recipient has already received. It js highly
unlikely ti.at any judge or jury would assess damages against a physician
" who was known io have acted with reasonable care and good intentions
during a natura! disaster or other widespread catastrophe. Medicolegal lia-
bituy in such a circumstance is extremely remote.
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The National Medical Stockpile Program is authorized three biolo: ai
products: (1) Tetanus toxoid 10 be used during the first 30 days ,)osta"ack
12) combined tetanus-diphtheria vac ine; and (3) tnple strain oral oo
vaccine to be used up to 6 months post - ttack.

The Public ‘lealth Service Advisory Committee on lmmumzahon "rac
tices has issued recommendations :n typhoid immunization as fmlowsn
“Routine typhoid immur zaton . not re ommend.d in_the United States
Selective immunization is, }we r, (ndicated in the lollrmmg siuations:

1) Intimate exposure o  sncwn lyphozd carrier as would occur with

continued houselola on ct.

(2) Community or m.m.'u!w - outbreaks of typhoid ‘ﬂ er.

(3) Foreign travel to areas wriere lvphom fever is endemic. ‘
“Although typhoid vaccine has ‘been suggested for individuals. al!vndmg
summer camps and those in areas where flooding has occurred. there ~re
no data to support continuation of these practices.”
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Appendix IV
EXAMPLE OF
COMMUNITY EMERGENCY HEALTH SERVICE
ORGANIZATION AND FUNCTIONS

Any community of sufficient population and resources to organize for
civil defense should number among its disaster agencies an emergency health
service. Wherever established, its basic functions will be the same. although

staffing patterns and the number of organizational subunits will vary greatly.

The basic functions of the Emergency Heslth Service are: (1) provision

of essential medical care; 12) preventive or corrective actions to counteract

-ex.:ting or threatened health hazards: 13) management of health manpower,

supplies and equipment, and health facilities to assure maximum effectiveness

", of utilization; and {41 procurement of supporting supplies and services.

A typical organization might be structured and functions assigned as
fullown

1. EHS ORGANIZATION

HEAD OF
LOCAL GOVERNMENT
L CIviL DEFENSE
o =
‘HF“GENCY NMUN &H?YICI .J
Offrce of ‘ne Chie!
——— — - —
Resource Agency Health Adyisary |
1 :ar50n Office

—

Committes J

Admeaisirative Ofirce
[amntam oves |

Medicat Care
Divivron

_\ E-. I I

Health Pvnlmmr M2apowe H Supply and
Mo Davinon l Facalities Doy
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1. FUNCTIONAL ST TEMENTS
A. Office of the Chief

Keeps the head of local government and the State FHS informed of the. -
health situstion and health resources available and required: establishes local
" health policies: determines and directs the most ¢ffective actions to prov ide
essential health services: and contrels and manages health resources so as to
' achieve maximum effectiveness of utilization.

B. Resources Liaison Office

Coordinates with appropriate local disaster services for ailocation of
supporting supplies and services to health activities.

C. Administrative Office

Provides administrative, persornel. fis.al. communications. and other
office services. Prepares-vital statistics records fror: hospital and mertuary
service reports,

D. Medical ‘Care Division

Establishes «-iteria and priorities for medical csre and treatment:
contrels and coordinates operations of all medical care units; ¢.p., expan-
sion—and relocation, if necessary --of all hospitals, activation and deactiva-
tion of outpatient clinice. emergency treatment units, medical care field
. teams, clinical laboratoriee, blood banks, and collecting units. Directs distri-

bution or redistribution of patients. staff, and supplies. Provides policy on
use of medical supplies and equipment and facilities in short supplv.

E. Health Protection Division
Controls and coordinates the operations of all health protection activities:
. operation of field teams to perferm or arrange for necessary activns where
uanmgg to {acilities, movement .7 people. overcrowding, or othe, factors
create or threaten environmental health problems: inspectivn of bulk supplies _
of food and drugs, decontaminating stocks when feasible or deatroving them ]
when appropriate: condudt of camniunicable disease m\enllaanon am] control ‘

B ]

artivitiex. Expands public health faboratony servies am! wonverts predesig- y
nated laborataries to public nealth functions. 1

F. Manpowev Division

Reeps EHS Chict and State EHS informed of availability of and require-
ments for health and supporting manpower: a< directed. effects distribution
ar redi<tribution of health maspower among operatine units: interprets and
implements State and Federal policies pertaining 1o heaith manpower: main
tains ligison with the local manpower agency lor assistance in procuring health
and supporting maugower: and provides puidance and assistance in rein-
stitution of EHS training activities.
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G. Supply and Failities Division

Keeps EHS Chief and State EHS informed of evailability of and require-
ments for health suppiies and facilities. As directed, effects distribution of
health and supporting me+- jel among operating units: interprets and imple-
ments Federal and State policies pertaining to procurement and distribution
of controlled health end-items: jssyes standards on conservation. salvage,
destruction, reissue. and storage of health supplies and equipment
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Appendix V
MED'CAL KITS—-PJBUC SHEL?ER PROGRAM

: P Rit A"  Kie e
i tofor 50 ! fnx 300 -
3 Nomenslature ~ Unit teene ' :::fl‘:; 0::::;
v quan- :  (quan-
. hty) . my)
Aspisin 1800%). . .. . .. ... '_.gBottlc...’.“;' 'lg ........
Aspirin (1,000s). .. .. ... ... .4.fj Ao 3
Cascara a2grada tabiets (100%). .. ... . do.. .. .. 1 6
Fugeno! {loz.)... . ... ... . .. ... ©ode.. 1- 1
Eve and nose drops (Y% 02.). .. .. ..do... .. * 3: - 18
; Isopropyl alcobel (1 qt.) ... .. ..iCan.. ... = 1. 6
f Kaotin and pectin mixture {I pt.}. ... : Bottle.. .. ! 1, 6
: Penicidin G, tablets 250,000 urits : '
’ ao0s). . ... .. . L. .do . 2 12
R Petrolatum, white (1 lb oo CiCap. . . 1: 3
: Phenobarbital tablets 34 gr. {500’50 .| Bottle. . . .. 1i ..., ;
i Phenobarbital tablets 14 gr. (1,000} .. ' Sdo.. L S 3
’ Soap, surgical with 2 percent Hex | Cakr ..... | 6 ! 36
(334 a.). :
oodium bicarbonste. . . . . .. . i Can. ... .. 1 2 '
Sedium chloride. ... ..... ... .. ... Ldu . 1 2 i
* Sulfadiazine tablets 714 gr. (500%). ... Bottle.... | B O A i
Sulfadiazine tak ts 734 gr. (1,000%). ... do... .. S 3
Tablet, water purification. iodize oodol ¥ 2 12
: (50%). : i N
' . Bandage. gauze, roller 2 in. by 6 yd. Parkage. .. | 1 6 : (
(12%). P P ; _ .
.- Bandare. muslin 37 by 27 Ly 52 4. .. Fach.... . i it 6 i
Cotton, parified (X 1b.) ..... .. ... | Psckage.. | 1 3
Fads, gauze, surgical 4 by 4 in. (200%) . ' do.... .. | 6
Applicator, wood, cotton tip end oodoo t 6 '
14 by 6 in. (100%). ; i
" Depressor, torgue, wood (100's) . | Box...... .} 1 3
Forceps. . ..... .. . }Each..._.._..? l{ 1
Pin, eafety, 134 in. (12‘ ............ ‘ Package . .. ' 3 | 12
Scissors, pocket, straight 4in. ... .. ... l tach. ... ; L 3
‘Syringe, fountain. ... ... ..., (oodol ! 1i I
Thermometer. ... . ... . . ode. i 11 )
Fiberboard container. ... .. ... ... oode. . i | O 1
Medical Care in Shelters. . . ... ... loodo....... : 1} i
S g | 1 T
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The American Medica! Association has prepared the foliowing publica-
tions which also deal with disaster preparedness planning:

Role of the Physician in Disaster Medicine 11963) 4300-717B

An Index to Literaturs on Disaster Medical Care—d Guid- for the

Guide to Developing an Industrial Disaster Medical Service Council of

The Division of Emergency Health Services has prepared a number of
publications for the guidance of emergency health preparedness planners.
~ Publications in the Emergency Health Series are divided into 10 sub-
ject categories as follows:

A

1.

Titles which deal with the Packaged Disaster Hospital or which are of
directly related iaterest are listed below. These publications are availabl:,
apon request, from your State Health Department, Civil Defense Office, or the

Division of Emergency Health Services, Public Health Service, Chevy Chasc.
Md. 20015. '

Packaged Disaster Hospital
Establishing the Packaged Disaster Hospital (Revised 1966) PHSP Nc.

1071-F-',
X-rav Section ~f the Packaged Diseste: Hospital {Revised 1966) PHSP No.
1071-F 2. ,
85

B. Environuwentsl Heelth

C. Medical Care and Trestment
D. Training

E.

F. Packaged Disaster Hospitals
G. Hea!th Facilities

H. Supplies and Equipment

1§

. Appendix W
PUBLICATIOHS

Physician (1966)

Occupational Health, Americau Medical Assosiaior
Emergency Health Service Planning
Health Resources Evaluation

Heakh Manpower
Public Wate- © . ‘\lv




iengeal Nterde Supphy Section of the Parhaged [k aster Hospuel 13060

PHSP Nz, 10714
Iafwmlnr. Section of thr‘ Packsged Disaster Hosputat 1 Re \m"ri (oD }’H Rig
L1071 F-b
()pmz.mn af bmem!m‘s ir the Packaged ihsaster Hospital iRevised 1968
PHSP No. 1071-F.-5

Water Supply Haragement in the Packaged Disaster Hospital | 1“’»)‘ PHSP

No. 1071-F-6.

Storage Structares Erected for Pre- p}:si!ioned Covil e fonse En: sergency . os

pitals ' 11964 PHSP No. 1071-F-7.

Packaged Disaster Hospitui Custodian's Handbook (Revised 19651 rl\P
No. 1071-F-10.

Nurses' Ward Management Guide for the Packaged Disaster Hospital 11965
PHSP No. 1071-F.-12.

Pharmacy Section of ihe Packaged Di<aster Hospital (19661 PHSE Ne.
101]"F~1u

Assembling Equipmens in the Packaged Dnasler Hospital 11966) PHSP Na.
157i-F-14. )

Hlustrated Catalog and Guide for Distribution of Packeged Disaster Hospital
Materials (1965 PHSP No. 1071-F-15.

Check List for Der "sping a Packaged Iisaster Hospital Utilization Plan
PHSP No. 1071-F-16 (Revised 1968).

General Stores Section of the Packaged Disaster Hospital {Revised 19681
PHSP No. 1071-F-17.

Reiated Material

Encrgency Heaith Preparedne.s Publications Catalog (19661 PHSP No.
1071-A-1.

Community Emergency Health Preparedness (1964) PHSP No. 1G71-A- 2.

Health Materiel and Ficcilities Planning Guide for Emergency Management

110650,
Therapeutwc Guide for Pharmaceuticals in the Packaged Disaster Hospital
11965} PHVS No. 1071-C-1.

Orientation Manual on Disaster Preparedness for Pharmacists (1965) PHSP
No.1071-D-7.

Hospiwl Planning for National Disaster { Revised 1968) PHSP No. 1071.-G--1.

Preparing the Hospital Plant for Emergencies {Revised 1968) PhSP Na.
1071-G-2.

Commumly Emergency Health Manpower Planring (1900) PHSP No. 1071
1-1

Th(_ Role of thc Pharmariu in National Disaster ( 196"1) PHSP No. 107l~-l—4.

'Now called the Packaged Disaster Hospital. Thin publication will reflect this name
change when it is reprintec

56




Materal Avaifabie from Other Agencies

B Uperationnd ¢ aneept ol an f,'mrrg:-n.--} Yedical ¢ .mand end Communy
CHens 33 eme ROEL Shoemaker, [06T (N 638 v i,

Treatment of 4oy, Raaration Injury 1 ner Medieaw, *usiere Conduions
M. Ingram, M.1).. 1%7 (No. 657 1781,

The Effects of Nuctoar Feapons ALC, 1962 iDepartient of the Army Pam.

" phlet No. 39-3;

inTim: of Lmergeaey Office of Civil Defevse Number H-11 1008,

Treatmeny of Mass Civilian Casualties i a Nationas Emergency Medical Edy-

- valion for Nationgl Defense, W ashington, D.C.
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Appendix Vi
This statement was approved- by the Board of Trvu.!tee; of the
American Medical Association, September 1964, after being reizired
and recommended by the Council on National Securiiy upon the
approval of its Committee on Disaster Medi--i Care.

AMA POLICY STATEMENT ON SHELTERS

The Amencan Medical Association, having knowledge of the tugh
casualty preducing potential of atomic weaponry, is gravely cencerned vith
the possibility of large numbers uf casuaities following a nisclear or then....
nuclear attack. The Association favors any and all rsasm.able measures that

would lessen thet petential.

- The development and possxble uulxzm'c.. of hlgh v xeld WCRpaie, however,
tends to increase that potential, for after the detonation of such devices there
may b osecious effects from radieactive fallout extended over wide aveas.

There is currently sufficient scientific information avaiiable to indicate
that adequate shielding is an fective defense against such eventuality, As
physicians, we nnderstand and appreciate tlie hrzards of uncontrolled radia-
tion exposure and, the. efore, favor means which world protect the citizenrs
fiom anch hazardsto the. extent possible.

it hus been demonstrated that adequate shielding can be provided through

the utilization of core areas of some presently existing structures as well as
through minimal modification of new constraction.

Within the capabilities ot skil'ful engincering design, strateeic location,
warning time, and the limitations dictated by financial considerations. the
American Medical Assoviation recommends that further implementatios
be piven to a pregram which would provide the fullest possible emplovinent
of fallout shelters for the prowcaon of citizens as an essential element of
the vverall defense posture of the Uinited States.

The Association further urges the enactment of continu-d legislation
which will provide strong economic and viher motivation for the construction
and muintenance of fallout shelters by communities or individuala or both.
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v Appendix Vi
ACTW‘ATION OF FACILITIES IN FA!.lOUT AREAS

Four factors enter into the determination of the availability for post-
‘:anack operational use of an installation in an area of fallout: (1) Fallout
radiation intensity as measured by survev instruments: (21 time alier the
nuclear weapon detonation producing the fallout; i3: maximum equivalent
residual dose {ERD) of radiation to be prrmitted to peonle eccupving the
instailation; and (4} average fallout protection factos iPFi provided to
these personnel.

The fallout intensity in a particular area is frequently expressed hv what
is known as the “normalized H+ 1 rate,” which is a theotetical value repre-
senting what the radiation intensity wound have been at the location 1 hour
2fter weapon detonation had all the fallout been en the ground at that time.

This value can be calcula.cu from factors (1) and (2 above by the radia-
tior onitor. B

the maximum ERD 10 be permitted to personnel 1. a command decision
based on the indiv 1ual situation. Guidance to establishing a standard is pro-
vided in “Exposnre o Radiation ir an Emerxency.” Report No. 29 published
. by the Naw.onal Committee on Radiatic., Protection and Measurements.

The average protection factor which can be provided to personnel using
the installation is dependent upon the proportion of the time which must
be spent during the day at lncations with various pretection levels: eg.
although sleeping hours may be spent in 2 iz

2 fzllout shelter area, the duties of

personnel during hours of activity may require their presence in less protected
areas, .

Uipon the establishment of the maximum ERD permissible and the aver-
age protection factor possible, the availability of or denial 1o uperations
in an installation in a fallout ficld can be determined.

In the tables helow examples of iminediate availahility or denial time of
facilities are stated for two normalized H 4 1 fallout radiation rates. For each

permussivie and average protection factor available. The follawing is an
example of the method of reading the tables:

1. The H+1 rate in the srea of a facility is estimated hy the fallout
monitor to be 1,000 r. “hr.

2. The average protection factor for workers in the facility over a 24-
hour period is estimated to be 5.
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S, Flie maximum: ER17 to be allowed {or wirkess in the facility nas been

established as 100 r.
1. From the first tabie. the deuial time can be read as 3 dav<,” indicatire
this particular facility cannot be put into operation until the fourth
S day postattack.
IDENIAL TIME FOR FACILITIES IN FALLOUT AREAS
© H41éate 1000 r.ihr. S
Maximum ERD permisaible
50r. 106 +. 130 200 r.
1 * 3 months. . 6 weeks. . 4 weeks 2 weeka.
25 b weeks .. . Y weeks. 1 week 3 days.
5 “2weeks. D 3days. .. . 2days. 1de .
10 3days. . lday. . Immedi-. . Immedi.
. ately. | ately.
20. o 1day " Immedi- do. Do. _ .
: ) : ately. ‘ _ _ ‘
50 i Immedi. - do. . . .do. Do.
v ately. i ' o
H-+ 1 rate: 300 r.'hr.
Maximuin ERI} perminsible
PF L .
M 160 r. 150 r. 200 .
! vu by [ 3 dave D2 dava,
I 25 " b daye Lday . Immedi- . lmmedi-
: © ately. ately. :
5 I day ¢ homedis do. Mo i
_ © ately. H
10 Inmedi. o Coodoo Do. i_,
ately. ' l
. 20 do do . do Do. {
50 do do. do Do. ‘{
' Values 1. tables have been caleulated from “t7 7 law™ for fallout
deray 2nd definition of ERD given in “Federal Civil Defease Guide,"”
June 15, 1963. pt. E, ch. §, app. 1. p. 7. .
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-  Appendix IX
PUBLIC SAFETY RADIO SERVICES

Public Safetv Radic Services provide. pramarily, for the use of radio
communications systems by governmental entities meeting eligibility require.
meate of the Feders! Communications Commission rules 1P 89, voi. Vi, R
These FCC rules may be oblained from the Superintendent of Documents.

U.S. Government Printing Office, Washington, D.C. 20402, for $2.50.

Requirements for aperaticn of a station in these set vices inciude :

~ L
2.

- 3.

+

Station authorization

Operator permits

Frequency crordination
Acceptabie transmitting enuipment

Various categories of Public Safety Services are:

1.
. Police Radic Service

. Fire Radio Service

. Highway Maiatenance Radio Service

w ta

o.

Local Government Radio Service

Forestry Radio Service
Special Emergency Radio Service

Fligihle users included in this category are hospitals, physicians, and
disaster relief organizationas.

Federsl Communications Commission form 400 is used in filing appli- .
cations for authorization in the services, and copies of the form and instrue-
tons for iis completion mav k- P tained ¢~ the Federal Communications

fomm -on, Washington, D 2051 Crompieted applicationa should be re. H
turned io FCU headquatters.

&}




LPPROVALS X

: (\n O mher AL N 'lw “Rote (-f \Ie(‘mme fur Pmergrnn Preparad
n&s vm'- piven. uppmnl by the- \mrru an - Medic al Assueiation: lhmugh its
( oune |I on Netinal Security and its t nmmluee oy l)na&ter \frdln al ( are.

F ounﬂl un \rmom::_ ‘N’curzh
\lbert H. thrh!enlu g M. l) (hcmuan

‘Nar P Hamv-lnn Jr “ [) hw (iuurmlm .

, Jal ws . (nm. MDD ., RE o Ru hard '\ I\vm \1 l)
. James E. Fitzgeraid. M.1), R “Charles 1. Leedham, M.
#harles” B, Hudson, ML - ()hwrl\ Niess, M) '

Francis C-Jackson, M. - 1.enu.¢ w. !’:N hal. Jr.. \l l)

{( nmmzm’v on I)uasler “('dwal Lare
George W, Pase "al lr \‘[ l) ('unnmm

“mdvll A Butcher V' D). ‘ }tzilxt'lsl .]m-k_s--n. M.D
Warne P, Chesbre, M1 S Witliam T. Rumage. Jr . MUY

At its annual meeting in January 1968, the Committee on Traum of the
American College of ‘urncune anproved Tho Rule of Medicine for Emer-
..tm vt 'epamlnr« "
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