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Overview
Disasters derive from a lot of reasons, unpredictably, and worldwide. When disasters hit, our main mission is to take care of people. The presentation discussed special needs, cultural and religious considerations, various challenges, tools, and management approaches.
Introduction

We should not think about the severity of a disaster, but about our ability to deal with it. There are distinct differences from an outcome perspective between emergency, disaster, and catastrophe. An emergency requires a realignment of priorities, a change of processes and guidelines, and redefined standards. In a disaster, the local resources are likely to be inadequate and standards have to be modified in order to be achievable. When a catastrophe occurs, adequate resources are unavailable, and the main challenge becomes to maintain an orderly application of the assets.

In order to take care of people, we have to understand the composition of the population. The body of the population is comprised of authorities, first responders, the population at risk (not always known who they are), and the population at large, including visitors and tourists. When there is a need for evacuation, the population cannot simply be forced to evacuate. Applying violence, when there is already terror, is a bad idea. Instead, we have to prove competency and the capability to evacuate in order to convey confidence. It is the confidence of the population in our competency and capability to evacuate them safely that achieves compliance. 
Purpose 

That others may live - the ultimate goal is to preserve human lives. There are principles that we have to respect. First, we have to keep the science straight. As a matter of fact, science has to lead the effort. Second, we have to evaluate realistically all threats and available assets. Third, we have to rationally develop specific plans and work the people through the plan. Remember, hope is not a plan. Design specific plans that work instead. Also, do not add confusion when there is already panic. Fourth, identify the needs in regards to doctrine, organization, communications, equipment, and training. Fifth, speaking with one unified voice is a must. 

Action Phases
Readiness

1. Prevention

· Create the battlefield, create order out of chaos

2. Preparation

· CONOPS, assets, and infrastructure

3. Surveillance

· Scope, sensitivity, reliability, security, and cycle time

4. Identification

· Specificity, confidence, immediacy

Execution

5. Notification

· Timely (execution starts always with notification), robust, orderly, and functional

6. Marshalling

· “Firstest with the Mostest”

7. Early response

· Effective, professional, and orderly. Understand, a lot is still unknown at this point, and you will never have all the data you need to make a decision. It is important that the workload stays within the comfort zone of the individual who has to execute the plan.
8. Full response

· Big as it needs to be to minimize casualties
· Delicate as a battleship

9. Mop up

· Thorough, quick, and disciplined

Recovery

10. Clean up

· Hierarchy of needs

11. Reconstitution

· Ready to go again

12. Convalescence/healing

· Return of functions

13. Rebuilding

· For the future, not the past. 

14. Prevention

· Shape the battlefield. Be aware that mitigation is not a phase. Mitigation is an action that takes place during each phase.

Culture, Religion, Economic Level & Lifestyle

It is critical that we understand the people’s language. People speak how they think. Find out the level of literacy and familiarize yourself with the formal spoken language as well as dialect, patois, jargon, or street. Realize that the spoken language may differ from the written form. We have to be considerate to language minorities. Those who are unable to speak the language will be at a disadvantage in regards to warnings, relief information, instructions, job opportunities, enrollment processes, reimbursement requirements, and other factors.                                       


The same problem exists for the illiterate population because it deprives them from the benefit of any printed material such as description of benefits, instructions, application forms, and assistance registration. 

In an effort to identify needs and to customize the methodology, we have to understand customs, values, and norms. The varying number on immigrants in different parts of the country presents its own set of challenges. This group of the population might be new to our country and unfamiliar with our language and bureaucratic rules and regulations. They may distrust local authorities, including first responders. They may be fearful of military assistance. Most immigrants reside in this country legally and law obeying. Others, on the other hand, do not and might be gangsters or smuggler and present an additional risk to local authorities. A further group that requires special consideration is the transients, newcomers, and tourists. People who are just passing through, are staying temporarily, or have just recently arrived in the community, do not know what our warnings mean and where to take shelter. Especially communities with a large tourism industry have to plan to reduce the vulnerability of this population. Ensure you include the isolated groups, such as families who are living in remote and/or rural areas. Consider the needs of farmers and their livestock. 
Over the past two generations, we have managed to increase the mean human lifespan by 20-30 years around the world. The consequent increase in the elderly population portrays a significant challenge during a disaster. The elderly population relies on a functioning infrastructure. Their mobility and adaptability is reduced, while their fragility is increased. Know their medical conditions, what medications they depend on and where to get the medications from. 

Single parents are another group of the population that demands special consideration. Single parents tend to have lower incomes and greater time constraints. These constraints often restrict the family’s access to many community recovery activities and resources. 

Our society tends to be adult-oriented. Children, however, are especially vulnerable during a disaster. Children completely depend on adults. Do not assume that children will be cared for by parents. The care system for many children breaks down during a disaster, and they are left to fend for themselves. Some children have been homeless or “street children” even before the disaster. We have to have a system in place that accounts for their needs.   

Little is known about lesbian and gay households, especially in the aftermath of disasters. We might speculate that the hostility they experience every day may be exacerbated.

Special Needs Challenges

Some people rely on certain types of medical machinery for survival, such as life support and oxygen. Additionally, the machinery is heavy and difficult to move. People with disabilities and their equipment are also challenging to relocate and may require a lot of manpower. Are there provisions for the blind and deaf, people who are scheduled to have surgery or recover from surgery? Shelters may not be built with ramps which limits the access of wheelchair-bound victims. Include toilets, including handicap accessible toilets, in the required infrastructure. Consider medication side effects. Some meds increase heat sensitivity and reduce ability to perspire which promotes heat stroke. They need to be moved to shaded and air conditioned areas.  
Another group we have to acknowledge is the mentally ill. Increased stress and no access to medication or treatment may increase fear and confusion. An altered mental status may render people helpless and keep them from accessing recovery systems. First responders are vulnerable to psychological injury during the disaster because they identify themselves how well they do in crisis. The stress of dealing with casualties causes fatigue due to being overworked, understaffed, and sleep deprived. All this may lead to emotional overload. Additionally, one percent of the population has neurological deficits and depends on an infrastructure that after the disaster is no longer there. The deaf, dumb, and blind necessitate special communication assistance. Ensure to include the needs of service animals. People who suffer from immune suppression are especially vulnerable to infection. Infection control is indispensable! Take into account people with cardiovascular and renal disease and their respective medications and treatments, for example dialysis. Bear in mind that medical needs for pediatrics are different from adults.

Surgery and trauma create further challenges. Plan a system for first aid, transportation, and surgical sites. There will be a high demand for tetanus shots, and provisions for urgent trauma care are needed far forward to limit the danger of gangrene. It is critical that wounds are treated right away before infection has a chance, or the problem magnifies days later. Expect snake and spider bites, especially after a flood, and ensure availability of serum before it is needed. Anticipate special surgeries such as OB/GYN, ophthalmology, and dental.

With the impact of a disaster, starts the “human clock”. We have to be able to provide a minimum diet of 2,100 kcal per day with 20% fats or oils and 46 mg protein. It is not uncommon during disasters that victims suffer poisoning. For example, flooding in industrial areas can cause widespread contamination of the drinking water supply and sicken large numbers of people. 

Special Needs Tools

There are two models of community planning: horizontal community planning (prevention-based management integrated with recovery-based management) and the operational model.
Prevention-based management is the emerging and most effective model. It focuses on vulnerability and risk; exposure to changing conditions; and the changing, shared, or regional variations. It incorporates multiple authorities, interests, and actors. This management style promotes situation specific functions. It takes into account the shifting, fluid, and tangential relationships. Prevention-based management evolves in moderate and long time frames. 
Recovery-based management, on the other hand, is the traditional model and focuses primarily on disaster events, on the basic responsibility to respond, and on fixed, location-specific conditions. The responsibility lies with a single agency. Emphasis is on command and control and directed operations. It consists of established hierarchical relationships. There is a focus on hardware, equipment, and specialized expertise. Recovery-based management evolves in urgent, immediate, and short time frames. 
The operational model ties it all together with emphasis on the timeframe. What is lost in the first 30 minutes after the event cannot be compensated in the following 48 hours.
 Ethics: Duty to Care

Health care providers (HCPs) face a serious risk of morbidity and mortality. For instance, 30% of reported SARS cases were among HCPs and some even died. This raises the issue of duty to care during communicable disease outbreaks. The professional codes of ethics are silent with no guidance on what is expected of HCPs and how they ought to approach their duty to care in the face of risk. 

Another aspect is the physician’s obligation in disaster preparedness and response. National, regional, and local responses to epidemics, terrorist attacks, and other disasters require extensive involvement of physicians. Because of their commitment to care for the sick and injured, individual physicians have an obligation to provide urgent medical care during disasters. This ethical obligation holds even in the face of greater than usual risks to their own safety, health, or life. The workforce is not an unlimited resource. We have to balance the immediate benefits to individual patients with the ability to care for patients in the future. 
Disaster Planning

The ethical framework guides decision making. Good planning requires reflection on values. Science alone cannot tell us how to prepare for a public health crisis. The ethical framework includes substantive and procedural elements. The ethical processes address accountability, inclusiveness, openness and transparency, reasonableness, and responsiveness. The ethical values are comprised of duty to provide care, equity, individual liberty, privacy, proportionality, protection of the public, reciprocity, solidarity, stewardship, and trust. The mandate is to find the optimal balance between potential outcomes, security and survival, and liberty. The clinical paradigm focuses on the individual patient while the rescue paradigm focuses on community welfare. 
Special Needs Management

Time phasing is critical in special needs management. Acknowledge decision points and define options with pre-approved actions. Sites, operational elements, equipment, supply flow and alternative sourcing, and manning have to be prepared ahead of time and not invented at the last minute. Evacuation has to be thought through (who, how, when etc.). Administrative preparation has to identify the target populations, the cadre, and the personnel pool. Local and distant sheltering has to be arranged. We have to realize that not everybody will evacuate. At the same time, we cannot abandon them. Survival of the fittest where violence rules, is not real. We still have to take care of the daily and special needs of the residual population. Pre-determine where the points of distribution (POD) should be located and how the supplies should be handled (marshalling, warehousing, delivery, security etc.).  

Panic avoidance has to be a goal. If civil order is lost, the disaster will magnify. Panic describes an intense contagious fear causing individuals to think only of themselves. Be aware of the “mob phenomenon”. The risk factors for panic include the believe that there is only a small chance of escape, the perception that there are no accessible escape routes, the fear of being seriously injured or killed, the belief that resources for assistance are limited (first come, first served), and the perceived lack of effective management and control of the event. Additionally, we have to give clear direction for people where to go. This demands that the necessary infrastructure is in place, or we risk losing credibility. 
On the other hand, studies indicate that panic is rare. Most people respond cooperatively and adaptively to natural and man-made disasters. Panic avoidance should never be used as a rationale for false reassurance or for lack of transparency on the part of authorities. 

Summary

The tools that are required to manage the special needs population exist already. We have to identify the needs and match them with resources, think through the processes and implement them within an effective timeframe. We shape the “battlefield”. 

