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Community-based outpatient clinics can play an important role in disaster response,
but significant barriers exist, which must be addressed.

ecently, the U.S. Department of

Homeland Security redefined

disasters into 4 types: natu-

ral hazards, societal hazards,
technologic hazards, and terrorism.
The incidence of manmade and natu-
ral disasters is on the rise in intensity
and frequency globally. Recent events
such as tornadoes and hurricanes in
the southeastern U.S., tsunamis in
Japan, earthquakes in Haiti, wild fires,
heat waves, and terrorist attacks like
that of September 11, 2001, under-
score the urgency of developing and
maintaining solid local public health
disaster response plans to minimize
mortality and morbidity.

The 2010 BP oil spill in the Gulf
of Mexico, the largest in history, hur-
ricane Katrina, and the lingering im-
pact of hurricane Sandy on the East
Coast further raise concerns about
our communities’ ability to handle

disasters, especially in the early
hours after events, when federally
coordinated help is being organized
and not yet fully available locally or
from other nations.' The recent fer-
tilizer plant explosion in West Texas,
the 2013 Boston marathon bomb-
ing, and the Newtown, Connecticut,
massacre remind us of the unpredict-
able nature of both manmade and
natural disasters.

COORDINATED RESPONSE

Regardless of its origin, residents
expect a coordinated local response
during an emergency, and it is im-
portant that government agencies
meet this expectation. Fulfilling
these expectations, however, takes
many partners, and it is important to
have a clear idea of who is involved
in emergency preparedness (EP) and
the response of each partner’s role.
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Role of Government

Federal, state, and local govern-
ments have a critical role in emer-
gency management (EM). When
state government, local govern-
ment, or an individual entity is
overwhelmed with a disaster, the
role of the Federal Emergency Man-
agement Agency is to provide as-
sistance and resources to cope with
the emergency.? Private industry
and traditional disaster relief agen-
cies, such as the American Red
Cross and the Adventist Develop-
ment and Relief Agency, are also in-
volved in response efforts. Recent
examples have shown that these
partnerships are often overwhelmed
with the needs of large regions ex-
periencing limited resources. There-
fore, hospitals and local public
health departments frequently must
carry much of the immediate bur-
den of stabilizing communities and
coordinating response with govern-
ment agencies and local partners.?

Role of Public Health and the CDC

Federal agencies and local public
health departments have been given
critical roles in planning and respond-
ing to disasters. In particular, the PHS
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focuses on population care and
shapes how public health en-
tities should respond to mass
casualty events and pandem-
ics, including local response
coordination. The CDC is pri-
marily responsible for assisting
state and local governments
with disaster response and re-
covery after a large-scale public
health emergency.> The CDC
works closely with local public
health departments in decision
making; tracking the source, spread,
and severity of health threats; assess-
ing impacts; educating the public on
how to safeguard their health; and
implementing measures to protect
the public. During a large-scale health
emergency, the CDC also maintains
and provides resources through the
maintenance and distribution of the
nation’s Strategic National Stockpile
of medications and supplies that may
be needed during events such as the
recent 2009 HIN1 influenza outbreak
or other public health emergencies.’

Role of Local Businesses and
Professional Institutions

Nationally, businesses and profes-
sional institutions are coming to-
gether and organizing in such a way
that places them as part of the solu-
tion. More specifically, the National
Voluntary Organizations Active in

Disaster and Community Organiza-
tions Active in Disaster have grown
exponentially since September 11,
2001.* These efforts include but
are not limited to development of
EP plans and the subsequent shar-
ing of those plans, sharing of key
assets critical to response activities,
development of a community key
asset database, and training/exercise
participation.

Role of Hospitals

The Hospital Preparedness Program
was developed to prepare the nation’s
health care system to respond appro-
priately to mass casualty incidents,
whether due to bioterrorism, natural
disaster, or other public health emer-
gencies. Health care systems must
be able to develop a disaster medi-
cal capability that is rapid, flexible,
sustainable, integrated, coordinated,

and capable of providing ap-
propriate care in the most
ethical manner with the re-
sources and capabilities it
has at its disposal.’ Although
involved as first responders,
traditionally, medical care
systems, hospitals, physi-
cians, and pharmacists are
faced with the dual task of
individual patient care and are thus
more limited as partners in an over-
all local response system.

Also vital to this discussion is the
reality that hospital emergency de-
partments (EDs) already routinely
operate at or above capacity, limit-
ing their ability to prepare for mass
casualties due to a public health di-
saster. Hospitals continue to divert
more than half a million ambulances
per year due to ED overcrowding.’
How they could step up in a true
emergency situation is questionable
at best.

Role of First Responders

Individuals who respond imme-
diately are referred to as first re-
sponders. First responders come in
2 archetypes: those who are there
purely based on unexpected circum-
stances and take action and those
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who are trained first responders,
such as firefighters, police officers,
and emergency medical techni-
cians (EMTs). These first respond-
ers are trained to partner with one
another. Firefighters primarily han-
dle fire rescue as well as assessing
the extent of potential damage to
the area. Law enforcement’s respon-
sibility is to restore order after an
emergency, whether it is a natural
disaster, community disturbance, or
outbreak of hazardous chemicals.
An EMT’s role is to attend to the
immediate medical care of patients
who have been injured or become ill
during the emergency.’

There are occasions where other
potential incident responders, such
as health care professionals, can play
a key role and yet are not integrated
into the emergency response. The

providers (PCPs) turning to EDs,
which are already at capacity. As a
result, in a disaster the costly and
overburdened ED functions as the
PCP site for even larger popula-
tions affected by a disaster, including
those who are uninsured.®’

Kahan and colleagues reported
that two-thirds of patients preferred
their family doctor or health care
authorities as their first choice for
care instead of receiving care in the
ED.® Researchers found that 89% of
physicians in private practice felt it
was their responsibility to treat, for
example, patients infected with an-
thrax.® Some argue that if PCPs are
included in planning and appropri-
ately trained in disaster prepared-
ness, their attitudes and willingness
to participate in emergency services
would follow.’

ealth professionals in CBOCs who are trained in

disaster management could become active participants
in early intervention to initiate the treatment of patients in
rescue efforts during a disaster.'’

VHA needs to focus on this facet in
order to more effectively respond to
events that threaten lives, property,
and current infrastructure of the vet-
erans it serves.

Role of CBOCs and Private Physician
Practices

Community-based outpatient clinics
(CBOCs), including outpatient com-
munity health centers and private
physician practices (PPPs), main-
tain and improve routine commu-
nity health but are rarely involved in
routine planning for disasters. They
are, therefore, typically not open for
business or may have limited hours
as they recover from the event.
This results in patients who do not
have access to their primary care

Given the many challenges to di-
saster preparedness, CBOCs could
be a critical partner in EM, and
interest continues to grow to ex-
plore that role. Health profession-
als in CBOCs who are trained in
disaster management (DM) could
become active participants in early
intervention to initiate the treat-
ment of patients in rescue efforts
during a disaster.'® For instance,
a CBOC could triage patients in a
postdisaster situation, thus limit-
ing the burden on hospital EDs by
evaluating populations at risk and
providing them with important in-
formation when communication is
difficult.

This already existing network of
community-based triage stations

would offer natural locations to as-
sess the health needs of the popu-
lation and determine their level of
appropriate medical care. Addition-
ally, these clinics can ensure contin-
uation of basic services after initial
medical care has been completed in
the hospital setting.'” Because clinics
have not been included in coordi-
nated DM, there is scant literature
that addresses their potential role
in disaster response. Community-
based outpatient clinics and PPPs
are untapped resources; however, it
is unknown whether medical staff in
these medical clinics have the inter-
est, training, knowledge, skills, and
resources in DM or whether bar-
riers to providing safe care can be
overcome. '

CASE STUDY

The VHA is the largest integrated
health care system in the U.S. It
is mandated to serve as a backup
to the DoD during disasters, and
VHA CBOCs can play an important
role.!'2 The CBOC:s are staffed with
a medical director, nurse manager,
and other clinical and support staff.
As a study population, CBOCs are
well suited to examine and explore
staff attitudes and roles in DM. To
date, no research reports have been
found studying EP in CBOCs.

The purpose of this study was
to learn how to best integrate the
CBOCs into disaster response. This
qualitative study aimed to answer
3 questions: (1) How do VA clinic
personnel perceive their personal
and their clinic’s risk, level of pre-
paredness, role, and knowledge for
an active response in a disaster;
(2) What do VA clinic person-
nel perceive they need in order
to function in a disaster; and (3)
What resources are necessary for
clinic staff to function competently
in a disaster?
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Methods

In this qualitative study, in-depth
semistructured key informant (KI)
interviews (N = 3) and focus group
discussions (N = 20) guided by risk
perception theory and the Andersen
Behavioral Model of Health Services
Use were conducted and analyzed
using grounded theory methods to
contextualize the potential of local
clinics in disaster response.'*!> To
optimize breadth of viewpoints on
this issue, participants were selected
by theoretical sampling methods to
explore perceptions of leadership
and line staff.

Study Location
Health care providers and support
staff from 3 southern California
CBOCs that are contracted by the
local VA to provide primary care ser-
vices (ie, internal medicine, geriat-
rics, women’s health, mental health,
and some specialty care services)
to veterans were recruited for this
study. The CBOC:s are generally con-
nected with a VHA local hospital in
their region, offer services 5 days
a week, and are closed on week-
ends and federal holidays. Some VA
CBOCs participate in telehealth re-
mote services connected to their re-
gional hospital to help manage their
patient populations. The CBOCs are
managed by a medical director and
a clinic manager and report to their
respective VISN, and each VISN re-
ports to the VHA Central Office in
Washington, DC.!*'> The CBOC staff
includes physicians, nurse practitio-
ners, physician assistants, registered
nurses (RNs), licensed vocational
nurses (LVNs), medical assistants,
front office staff, social workers, case
managers, counselors, pharmacists,
and nonclinical staff.

In this case, the CBOCs are con-
tracted by Loma Linda University
Health to manage care of the vet-
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erans and agree to care for non-
veterans in a disaster. The CBOCs
contracted or not all fall under the
criteria as set forth in VHA Hand-
book 1006.1. This handbook criteria
indicate that CBOCs must maintain
appropriate emergency response ca-
pability. Additionally, VHA Hand-
book 0320.1 states that the CBOC
is responsible for developing, imple-
menting, evaluating, and improving
a CBOC Comprehensive Emergency
Management Program (CEMP) and
for participating in the VAMC Emer-
gency Management Committee. The
scope of the VISN-wide CEMP in-
tegrates VAMC and VISN EM pro-
grams to coordinate and enhance
operations during planned and un-
planned events.

Study Design and Sample

After receiving institutional review
board approval, 3 in-depth semi-
structured clinic leadership KI inter-
views and 3 clinic staff (RNs, LVNs,
health technicians, and nursing as-
sistants) focus group discussions
(N =20, 1 per CBOC) to follow up
on information gleaned from the
analyses of the initial KIs were con-
ducted. To provide continuity, all
were conducted by the same trained
facilitator who used a semistruc-
tured KI outline with questions and
probes based on the guiding study
framework.

Data Collection and Content Analysis
Interviews and focus group discus-
sions were audio recorded and tran-
scribed verbatim and then analyzed
using grounded theory methods.
Line-by-line coding was done to de-
velop an initial inductive codebook,
which was then organized into final
codes. Once the codebook was devel-
oped, it was applied to all transcripts.
Transcripts and resulting codes
were reviewed 3 times by indepen-

dent reviewers to validate data, ensure
accuracy, and delete any informa-
tion that might identify participants.
Pseudonyms were used to represent
the participants by perspective (eg,
nurse, MD) to avoid confusion in
data analysis. A 4-stage data analysis
approach was used: (1) immersion
in the raw data by listening to tapes
and reading manuscripts and notes in
order to list key ideas and recurrent
themes using a constant comparison
method; (2) indexing by applying the
thematic framework systematically to
the data using and seeking new, unan-
ticipated emerging codes; (3) arrang-
ing the data in codes and concepts/
themes that represent the thematic
framework of EP in clinics; (4) iden-
tifying a thematic framework for EP
using codes that identified key issues,
concepts, and themes that can be ref-
erenced and derived from the text.

Results

The Table describes the 4 primary
emerging themes and correspond-
ing quotes: (1) EP barriers, includ-
ing lack of direction, training, and
tools, which would result in nega-
tive outcomes; (2) perceived per-
sonal and clinic risk for a disaster,
including negative outcomes and
personal family safety; (3) percep-
tions of roles and responsibilities in
EP, including intent to participate in
DM at various staffing levels as well
as patient expectations for care; and
(4) existing resources that influence
EP and the ability to survive a disas-
ter collectively.

Emergency preparedness barri-
ers. Although most respondents re-
alized their potentially critical role
in an emergency, they expressed
recurrent barrier themes centered
on their perceived lack of training,
lack of tools to function, and lack
of direction to be effective in a di-
saster response. Lack of knowledge
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Table. Focus Groups and Key Informant Interview Recurrent Themes

Theme Clusters Code Code Definition
Emergency Lack of Lack of knowledge | Education and training provided to staff about how to prepare and manage the clinic in
preparedness training manmade or natural disasters
rrier
barriers Lack of skills Specific training and demonstration in specific skills required in a disaster, eg, wound
care, medication management
Lack of tools | Lack of resources Identified equipment, supplies, support organizations, 911, fire department within a
community
Lack of Lack of telecommunication, such as phones and other electronic devices, as well as
communication access contact with a leader to provide instructions
Lack of Lack of plan A standard operation procedure agreed on for how to respond to a disaster from
direction mitigation to recovery
Lack of community | Plans and drills that included community efforts from different organization partnering
support to survive a disaster
Lack of leadership | Lack of direction from leadership, eg, doctors, emergency managers, to provide
support guidance and direction
Results Negative outcomes | Consequences of lack of preparation, such as morbidity and mortality
Perceived At risk for Knowledge and Staff voice concerns for their lack of knowledge, skills, and training required to
personal and negative skills function in @ manmade or natural disaster
clinic risk for outcomes
a disaster i . o o . } . .
At risk for Type of disasters Staff identifies their highest risk for natural disasters, including earthquakes, floods,
disaster and fire
Is it real or Disaster definition Voicing of what is and is not a real disaster
not?
Personal Personal risk Perception of staff personal risk and how they would respond to self-protection and
family fears protection of their families
Perceptions of Intent to be Supervisor Supervisor perceives they have the knowledge, skills, drills, and resources required to
roles and prepared perception successfully prepare and respond to a disaster
responsibilities . . . . .
in emergency Staff perception Staff perceives they have the knowledgg, skills, drills, and resources required to
preparedness successfully prepare and respond to a disaster
Expectation for Do staff believe that patients would expect to come to the clinic to receive care in a
patient care disaster?
Existing Limited Disaster plan Written standardized procedure of the clinic’s disaster plan and what each individual’s
resources resources role would be to prepare and execute the plan, including the recovery process
ilabl
available Knowledge and List of knowledge, skills, and training they have confirmed receiving and can
skills immediately use
Drills True-life scenarios that staff participate in to manage the clinic as scheduled practice
sessions annually
Resources Access to equipment, supplies, information, and direction support from multiple
sources to prepare for and manage in a disaster
Camaraderie | Collective efficacy The ability of staff to work successfully as a group when sharing their skills and abili-

ties as opposed to individual problem solving and management
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of EP was identified as a great need
by multiple participants. One par-
ticipant stated, “Lack of informa-
tion is so destructive. If you don’t
know how to keep yourself from
those things you don’t know...such
as in a situation that’s going to be
tragic, it is because of a lack of in-
formation or a lack of training. And
I see that so many times...Mandate
that we do our classes, so we know
what we're doing.” Another stated in
reference to lack of skills, “I haven’t
experienced any drills or anything
like that. So I know what is going to
happen here.”

Lack of abilities to communicate
with key DM players also were iden-
tified. For example, “Downed power
lines may result in no telephone
connection to communicate next
steps for critical issues, such as if
evacuation of the clinic is required.”
Another respondent indicated, “We
need backup communication...de-
vices, wind-up radios, or whatever.”

Lack of a clear disaster plan was
also identified. Questions arose cen-
tered on details—how to actually
implement a clinic response plan,
including concerns that there were
none, as the respondents “had not
seen the plan in a couple of years”
and were not sure who really was
in charge of giving directions. Lack
of community/organizational sup-
port voiced included aspects such
as interdepartmental, facility, and
community resource connectedness.
There was acknowledgement that
department assets should be clearly
identified so that resource sharing
might be used as part of the plan.

Last, regarding lack of resources,
one participant said, “We don’t have
the resources. We don’t have gur-
neys. We don't have enough wheel
chairs....We don't have a crash cart.
We don’t have the triage tarps or
whatever for the triage of people; we

DISASTER MANAGEMENT AT CBOCSs

don’t have any supplies to supply the
energy room for diabetics, like what
they have in the ER.”

Perceived personal and clinic risk
for a disaster. Participants stated they
felt at risk for natural disasters, in-
cluding fire, floods, and earthquakes,
but expressed concerns and even
more fears about how they would
handle a response to bombings, spills
of hazardous materials, airplane acci-
dents, and gunfire, which also qualify
as disasters but are much harder to
prepare for, because they could be
so varied. One participated stated,
“They are so unpredictable whether
it is an earthquake or a fire...they are
unpredictable....We see planes that
fly close to our window and we won-
der about the possibility of a crash—
you never know.”

Many staff members expressed
fear of what these disasters would
mean to them in the clinic and to
their patients. Another comment
shared was, “I don't think anybody
really thinks about this kind of stuff
until it happens and then it is too
late...If we had just done this or
that or knew how to do this or that
then...” The biggest fear expressed
was that of a massive earthquake in
which there would be power outages
and resulting fires, blocked building
exits, and no way to get to evacua-
tion areas. Fears expressed included
working with people who are dying
and trying to get the patients down
the stairs and out of the disaster area.

Personal safety in a disaster was
also a concern; a nurse stated, “Your
personal safety is a priority. Yourself,
that is first, if you are not safe, you
can’t do any good to anyone else.” An-
other shared concern was the safety of
family members during a disaster and
conflicting obligations between duties
at work and protecting family mem-
bers. Participants felt they would want
to be at home with their families.

Perceptions of roles and responsibil-
ities in EP. Supervisors of the clinics
shared that their primary responsi-
bility is to the staff and their current
patients; ensuring their safety was a
top priority. Their knowledge, skills,
and available resources were cru-
cial to their duties, including estab-
lishing methods of communication
outside the clinic for advice and di-
rection, such as notifying the power
company and other outside agen-
cies of the condition of the clinic.
They felt that their duties included
making sure generators were work-
ing, ensuring telephones and light-
ing were available, and advising staff
when to leave the building. One
manager stated that more EP discus-
sions need to happen in order to de-
termine how to react: “...in event of
a disaster it is important to control
patient flow, staffing the clinic ap-
propriately and managing the em-
ployees.” They felt a need to help
empower their staff by making sure
staff were trained in EP tasks and
that they could complete the tasks
they were required to perform.

Staff consistently reported that
the doctors were in charge of pro-
viding direction concerning ac-
tivities and care of the patients.
However, most were able to iden-
tify their own role in helping pre-
serve lives and keeping the patients
and other staff safe. One nurse
stated, “My job would be to evacu-
ate the physicians’ offices, to make
sure they are aware of the disaster,
get them out safely, put an X on
their door, keep the patients calm
and guide them out to the desig-
nated area, then look out for med-
ics or other help so that they would
be directed to the correct locations.”
Another staff nurse stated, “My role
is to check the bathrooms and then
under the direction of the physician
assist in the care of patient injuries.”
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When asked about the expecta-
tions of patients for care during a di-
saster, staff consistently stated that
patients and their families would
want to get care and direction from
clinic staff who knew them instead
of going to the hospital for care.
Staff anticipated that patients would
be calling the clinic first to discuss
their medical problems. One stated,
“The veterans would head to us....
We can’t turn them away.” Some staff
indicated that some patients might
have to go to the ED for care instead
of coming to the clinic, because the
clinic may not be equipped to re-
spond, noting that “we have to re-
mind [the patients] that in our clinic
we have minimal abilities.”

Existing resources. Consistently,
the respondents verbalized the im-
portance of acquiring knowledge
and skills and using available re-
sources in their disaster plan. They
felt that training was critical and
that it needed to be simple and un-
complicated. Many felt that they did
not have sufficient drills to maintain
their knowledge and skills for all
types of events. One nursing assis-
tant stated he had extensive training
in the military in DM, but clinics did
not have sufficient training and were
not prepared to handle multiple ca-
sualties. Others stated that it would
be important for training to be “sec-
ond nature” so they would not have
to think much about it, with every-
one pulling together and perform-
ing tasks seamlessly. However, some
stated that they did not know what
to do in an emergency.

Critical resources noted were ac-
cess to emergency power sources,
transistor radios, telephone and com-
munication, 911 services, backup
phone services, computers, and text
pagers and cell phones so that con-
nections could be made outside the
clinic setting. Other critical resources

needed included medical supplies and
access to food for 1 week.

Finally, teamwork was identified
as a critical factor for success. One
example involved the clinic respond-
ing to a severe snowstorm; the medi-
cal director, lead nurse, and support
staff agreed to remain on site to assist
with any patients who needed help.
“We shared our 4-wheel drive trucks
to get around, and others called pa-
tients, advising them of storm con-
ditions and what to do to maintain
care at home and canceled appoint-
ments scheduled for that day.” They
were very proud of the way they had
pooled their resources to support
each other and their patients.

Based on these emerging themes
and the inquiry guiding theories, a
theoretical framework was proposed
on how contributing factors influ-
enced the process by which CBOC
staff viewed their roles and the likeli-
hood that they would participate in
a disaster plan (Figure). The frame-
work suggests that personal risks
and perceived personal and clinic
readiness to respond to an emer-
gency were critical barriers to staff
willingness to get involved in pre-
paredness, whereas they saw the pro-
vision of training and resources as
necessary to increase their resilience
and ability to function in a disaster.

Clearly addressing barriers through
training, planning, ensuring that
resources functioned effectively in a
disaster, and clarifying roles and
responsibilities, combined with pro-
moting personal and clinic readiness
facilitated staff EP participation.

Discussion

This qualitative study explored is-
sues surrounding the role of CBOCs
in EP and how risk perception and
enabling factors contributed to staff
intent to participate in DM. As in
many qualitative studies, findings

were somewhat limited by an overall
small sample size (N = 23) across
3 CBOCs in southern California.
However, given the lack of avail-
able literature, the authors believe
that this study helped provide criti-
cal insight into CBOC clinic staff’s
willingness and readiness to be ac-
tive in disaster response. The study
clearly points to clinic staff’s open-
ness to actively take part in regional
disaster response and calls for better
and more standardized approaches
to EP and DM planning that include
local CBOCs. The authors identi-
fied factors that contribute to staff
intent to participate in DM and the
need to reduce barriers that hinder
participation.

In general, clinic staff who re-
ported feeling inadequately prepared
for disasters (ie, felt more vulner-
able) and staff with firsthand disas-
ter experience were more inclined
to prepare than were those without
experience. Without clearly spelled-
out expectations, staff tend to de-
pend and wait on others to lead in
a disaster. They noted a desire for
better preparation and thus, clarity
of roles, need for a reliable method
of communication with the outside
world during a disaster, and the re-
quired equipment and supplies for
self-care or care of the patients for
> 3 days post disaster. Some indi-
cated that they did not have the
resources to provide medical care on
the scale that may be required.

Many did not have a clear under-
standing of an all-hazard approach
plan and had not been involved in
hazard assessments. Already tightly
staffed for personal health care de-
livery, staff spent minimal time and
energy thinking about the risk of a
disaster or preparing for one. How-
ever, there seemed to be a direct re-
lationship between the attitude of
the supervisor and the attitudes of
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clinic staff to EP. Although these
qualitative results are encouraging
and point to these clinics as an im-
portant undertapped resource for EP,
further quantitative studies should
expand this inquiry.

Lessons learned from this study
include the need to expand quali-
tative data collection to include a
larger sample size to retrieve infor-
mation that would contribute to a
better understanding of how staff
view their roles in DM. There are
152 VAMCs and hundreds of asso-
ciated CBOCs that should be que-
ried as to their EM readiness. Also,
replicating this study in non-VHA
clinics, such as private CBOCs and
PPPs, might bring greater insight
into what is needed to involve them
in DM plans. Finally, future stud-
ies should determine clearer crite-
ria when care can be provided at
a clinic and when it would be ap-
propriate for the patient to report at
their local ED.

CONCLUSIONS AND
RECOMMENDATIONS

Given the VHA EP mandate, the
authors recommend the following
steps to address barriers identified in
this study: (1) Develop a more struc-
tured approach to DM in a CBOC
setting to provide staff with a clear
understanding of their roles and re-
sponsibilities; (2) Conduct a com-
prehensive assessment of each clinic
to determine staff knowledge, skills,
and resources required to provide
EP and institute a DM training cur-
riculum; (3) Provide clinic leader-
ship with direction on developing a
disaster plan as well as how to part-
ner with their primary and local VA
health care system, especially onsite
physicians, to provide effective DM
leadership; (4) Recruit staff into rou-
tine drills for natural disasters and
expand to an all-hazard approach to
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Figure. Risk Perception Factors Influencing Intent to
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manmade disasters to identify gaps
in delivering DM in a disaster; (5)
Facilitate partnerships and a stan-
dardized approach to DM between
CBOCs within the VISN by sched-
uling routine video and teleconfer-
encing, live meetings, and webinars
so that procedures and language are
clearly understood and communi-
cated between facilities; and (6)
Identify key barriers to clinic pre-
paredness by assessing EP elements
through mock disaster drills and
offer solutions to fill DM gaps.

The authors also recommend that
CBOCs should be included in com-
munity DM and EP plans in order
to understand how to integrate re-
sources in a disaster. Networking,
planning, and interdisciplinary staff
training between agencies to include

CBOCs will bring a wealth of infor-
mation of what CBOCs require to
participate effectively in DM. Les-
sons learned from these partnerships
can provide valuable information
to facilitate resource allocation for
acute care hospitals, which may
be burdened with treating patients
with minor medical issues when
they should be focusing on provid-
ing care to those with catastrophic
medical conditions. @
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