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Community emergency response teams and the wealth
of communities in New Jersey
Scott Phelps, JD, MPH, CEM, CBCP, Paramedic

AbstrAct

This study examined median household income
(MHI) of communities with community emergency
response teams (CERTs). Preliminary data from New
York City showed that in three of five counties, the
mean MHI in CERT communities exceeded countywide MHI by up to $19,000. The research was then
expanded to New Jersey, where, of 18 counties with
CERTs, the mean MHI exceeded the countywide MHI
in 15 counties (83 percent of the time). In counties
where the mean CERT-community MHI was higher, it
exceeded the county MHI by $6,060. Mean CERT-community MHI also exceeded the state’s MHI by over
$5,000 ($60,745 versus $55,146). Given recent examples of the vulnerability of poor and working-class
communities, emergency management agencies at all
levels need to target CERT resources based on need,
not on demand.
IntroductIon

The concept of community emergency response
teams (CERTs) was developed in 1985 by the Los
Angeles City Fire Department in an effort to better
prepare citizens for disasters where public safety
services would be overwhelmed.1 The standard program consists of nine two-and-a-half-hour sessions
covering the basics of disaster response, including
first aid, fire safety, light search and rescue, team
organization, and disaster medical operations
(Figure 1).2
In 1994, the Federal Emergency Management
Agency’s (FEMA) Emergency Management Institute
expanded the existing materials being taught in Los
Angeles and rolled the program out nationwide.
However, the program did not really begin to take off
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until after September 11, following a significant
increase of $21 million in federal funding and the creation of the Citizen Corps, which, although a White
House program, is coordinated by the Department of
Homeland Security (DHS).3 Citizen Corps coordinates a number of community-based volunteer programs such as CERT, Medical Reserve Corps, Fire
Corps, and Neighborhood Watch Programs.4 In 2004,
coordination of CERT was transferred from FEMA to
the Office of Grants and Training within the DHS.5
CERT and community income: Preliminary
New York City results
The author’s past experience with CERT programs in New York City indicated that CERT programs are more prevalent in wealthier communities,
so a preliminary analysis was conducted in 2005 on
the 22 New York City CERT programs; analyzed
information included the zip code of the CERT program sponsor and median household income (MHI)
compared to the average MHI within the borough
(county). Data on CERT program sponsors were
obtained from the New York City Office of Emergency
Management Web site, the zip code of the program
sponsor was found through the program’s link or a
Web search, and all MHI data were obtained from the
US Census Data Web site (Table 1).6,7
In three of five New York City counties, the MHI
of CERT program communities was higher than the
average borough-wide MHI. In some counties, such as
New York County (Manhattan), the MHI difference
between CERT communities and the county as a
whole was over $19,000. Citywide, the difference in
mean CERT-community MHI compared to the New
York City MHI was over $5,000.
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Unit 1: Disaster Preparedness
Unit 2: Fire Safety
Unit 3: Disaster Medical Operations-Part 1
Unit 4: Disaster Medical Operations-Part 2
Unit 5: Light Search and Rescue Operations
Unit 6: CERT Organization
Unit 7: Disaster Psychology
Unit 8: Terrorism and CERT
Unit 9: Course Review and Disaster Simulation

Figure 1: CERT training modules.

New Jersey and CERT
New Jersey is the nation’s most densely populated state, as well as its most developed—all of its counties are designated “urban.” New Jersey also has a
strong history of municipal “home rule” and a limited
county system.8,9 Although New Jersey has a significant number of poor cities, including Newark,
Camden, Patterson, and Jersey City, it also has the
second highest MHI in the nation (first is
Connecticut).10
Currently, there are 170 local CERT programs in
New Jersey and almost 2,100 CERT programs in the
United States.11 According to the Citizen Corps 2002
Annual Report, New Jersey was allocated over

$500,000 of the $21 million in Citizen Corps grant
funding in 2002.12
MEtHods

In an effort to look at a larger sample, zip code
data for the registered CERT programs were obtained
from the Citizens Corps for programs in New Jersey
and Massachusetts—two states with very limited
county government, and two of six states that have
more than 100 CERT programs registered with the
Citizens Corps.11 Limited county government was an
important consideration for identification of localized
MHI, as opposed to taking a single county average for
states with strong county governments. Of the two
sampled, New Jersey, with over 170 CERT programs,
was selected because its zip code information was
more complete.
Of New Jersey’s 170, data were available for 91
CERT programs. Some programs had no listed zip
code, while some programs were clearly New Jersey
State Government CERT programs.13 Of New
Jersey’s 21 counties, 18 had CERT programs, and the
number of CERT programs per county ranged from
one to 11 (Figure 2).
Zip code data were entered into an Excel database,

table 1. nYc cErt community, county, and citywide median household incomes
cErt zip vs. borough (county) (higher income in bold)

Median household income (MHI)

bronx cErt programs

$27,801

Bronx MHI

$27,611

Queens cErt programs

$44,092

Queens MHI

$42,439

Brooklyn CERT programs

$30,361

brooklyn MHI

$32,135

Richmond (Staten Island) CERT programs

$52,483

richmond MHI

$55,039

new York (Manhattan) cErt programs

$66,076

New York MHI

$47,030

nYc cErt average

$43,410

New York citywide MHI

$38,293
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Figure 2. Number of New Jersey CERT teams by county.

with zip code, MHI, and county MHI determined from
information on the US Census Bureau Web site.7
Analysis revealed that New Jersey’s results supported the preliminary data from New York—communities with a CERT team were more likely to have
MHIs higher than those of their overall counties. Of
the 18 counties with a program, the mean MHI of
CERT communities exceeded the county MHI in 15
counties (i.e., 83 percent of the time). In the counties
where the mean CERT-community MHI was higher,
it was higher than that of the county by $6,060. Mean
CERT-community MHI also exceeded the state MHI
by over $5,000 ($60,745 versus $55,146). In the three
counties where the county MHI was higher than the
mean CERT-community MHI, the mean difference
was $10,407 (Table 2).
New Jersey counties vary significantly in population, from over 900,000 in Bergen County to just over
65,000 in Salem County (almost a 14-fold difference).
So we further analyzed the data, weighting the difference between mean CERT-community MHI and county MHI by represented percentage of the state population (Figure 3). The average resident of New Jersey
living in a county with at least one CERT team was
almost nine times (8.88) more likely to live in a county where the CERT-community MHI was higher than
the county MHI than the reverse. When the
over/under income was weighted by county population, the weighted dollar ratio ([amount by which
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mean CERT-community MHI exceeded county MHI x
population percentage] versus [amount by which
county MHI exceeded mean CERT community MHI x
population percentage]) was 3.72 (Figure 4).
dIscussIon

The data point to the disturbing conclusion that
CERT programs are significantly more focused on
middle-class and wealthy communities than on those
of the working class and poor. Further, the average
New Jersey resident is almost nine times more likely
to live in a county where this is the norm than where
the reverse is true. Even in counties with major cities
and large pockets of poor residents (Essex [Newark],
Hudson [Jersey City], Camden [Camden]), CERT programs were focused in zip codes that were wealthier
than the county on average.
Most vulnerable communities need more community disaster education than wealthier communities,
because in vulnerable areas the community infrastructure, individual resiliency, and the ability to
recover are less robust. As in New Orleans, poor
communities tend to be built in areas more prone
to disasters. Government attempts to mitigate disaster risk may also be less effective, or even less
likely to occur, given the lack of strong community
and social organizations capable of putting pressure on the government (as, for example, in the case
of New Orleans’s levees). Poor communities also
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table 2. new Jersey cErt and county median household income
county

cErt income by zip code

Average county income

Atlantic

NA

$43,933

Bergen

$69,798

$65,241

Burlington

$64,146

$58,608

Camden

$53,950

$48,097

Cape May

$51,709

$41,591

Cumberland

$35,835

$39,150

Essex

$46,262

$44,944

Gloucester

$59,397

$54,273

Hudson

$47,729

$40,293

Hunterdon

$84,943

$79,888

Mercer

$60,927

$56,612

Middlesex

$62,193

$61,446

Monmouth

$72,665

$64,271

Morris

$59,149

$77,340

Ocean

$52,831

$46,443

Passaic

$60,073

$49,210

Salem

$35,857

$45,573

Somerset

$86,185

$76,933

Sussex

NA

$65,266

Union

$61,320

$55,339

Warren

NA

$56,100

presumably have fewer resources from which to draw
upon in a crisis. While wealthier residents may be
able to stay at a hotel, poor residents may be forced to
stay at shelters. While poorer citizens’ social networks may be as extensive as those of the wealthy,
their effectiveness in emergencies may be limited if
peers and relatives are also affected by the event or
lack resources to support the victims. Finally,
wealthy communities are better able to both limit
damages after a disaster (because of better access to
and ability to pay for resources) and navigate the
recovery process, because of their social skills and
because they have the resources to buffer the repercussions of government inefficiency.
Given that one of the principles of emergency
management is hazard analysis, were we to address
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preparedness based on risk we would conclude that
poor and working-class communities should be
afforded a larger share of CERT resources than
wealthier communities. As an alternative, they
should at least get proportional representation—but
they do not. Government resources dedicated to these
programs are limited, and poor and working-class
communities have not been made a priority, even
though they are more vulnerable. New York City,
considered one of the most at-risk communities for
terrorism in the country and with one of the most
sophisticated offices of emergency management, has
two program specialists dedicated to CERT, for a population of 8 million across New York City’s five counties. While I don’t believe that government is discriminatory, wealthier communities are better organized,
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Figure 3. Weighted household income differences.

have greater teaching space, and demand more of
their government officials. As a result, wealthier communities receive a disproportionate share of CERT
resources.
This is not just a local issue. CERT communities
are not only wealthier than the counties they are
located in; they are also wealthier than the state (or,
in the case of the preliminary New York data, the
city) average by a significant amount. This is not only
a problem in the context of county emergency management funding being directed on demand rather

than risk; it is a problem for state government policy,
as well.
Finally, it is poor public policy to have a community-based program that reaches only one segment of
the public. When policy decisions are made, the lack
of more broad-based public support will tend, in the
long run, to undermine valuable programs like
CERT.
Given these results, what is clearly called for—by
hazard analysis, social cohesion, and social equity
principles—is an affirmative action, or at least an

Figure 4. Sum of weighted income for State of New Jersey CERT programs (positive vs. negative).
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“equal access,” program directing CERT resources
toward poor and working-class communities.
Currently, CERT is typically a demand-driven
resource. What we need to do is shift its nature to
that of a risk-driven program. Only after we require
that government dollars focus on addressing the
needs of the poor and working class—the population most at risk—can we begin to move toward a
“culture of preparedness” in America. There are
several ways to do this, but the easiest is to make
CERT programs a curriculum requirement within
K-12 education. By placing CERT within the context of schools—something several dozen communities around the country have already had good success with—we can ensure an equitable distribution
of disaster education resources to all strata of
American society.
LIMItAtIons And suggEstIons for furtHEr rEsEArcH

Data reported by the Citizen Corps are voluntary
in nature, and given the voluntary structure of
CERT, evidence suggests that there are a number of
CERT and related programs in existence that were
not on the list used in this study. New Jersey’s CERT
program also includes a significant number of CERT
programs aimed at state government workers; these
programs were excluded from the analysis, and this
may have affected the results.
Given the results from both New York City
and New Jersey, which suggest a dramatically
higher MHI in CERT communities, both locales
should review the goals of their CERT programs
in light of the degree of risk to poor and workingclass communities. A nation-wide review would be
the next logical step prior to a review of national
policy.
Finally, the assumption that CERT programs are
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distributed based on demand and not on other conditions is based on my experience working with CERT
programs and the US government. Naturally, there
may be other causes.
Scott Phelps, JD, MPH, CEM, CBCP, Paramedic, Associate Professor of
Emergency Management, Emergency & Disaster Management
Program, Graduate School of Public Administration, Metropolitan
College of New York, New York, New York.
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The Ten CERTmandments
Earle Hartling

When I took over as the civilian training manager for our local Community Emergency Response
Team (CERT) in Culver City, CA, I tried to find a way
to convey the “feel” of emergency response to both
new students and past graduates. What resulted was
what I call “The Ten CERTmandments” (my apologies to both believers and nonbelievers). They do not
contain any real technical details regarding the
CERT skills to be learned; rather, they are philosophical ways of approaching all of the different aspects of
emergency response. They help students remember
how they can be as safe and effective as possible when
performing their rescue duties in any emergency situation. But the CERTmandments are more than just
means to an end; they should be considered as inviolable as the original Commandments, and they must
be strictly adhered to during any kind of emergency.
1. Thou shalt always keep thine own
self safe. This may be one of the few times
when “looking out for Number 1” is socially acceptable. In fact, this rule must be followed in every single CERT activity we
engage in. You, as an emergency responder, are your CERT’s most important
resource following a disaster—not your
fire extinguisher, not your radio, not your
medical supplies . . . YOU. And if you don’t
do everything in your power to keep yourself safe and functioning (for example,
choosing not to run into burning buildings
or pick up and carry victims covered in
hazardous materials), you run the risk of
becoming a victim yourself, going from an
asset to a liability. When that happens,
you are not only lost to the emergency
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response effort; now already scant
resources have to be diverted to take care
of you!
2. Thou shalt do the most good for the
most people. It’s a sad and tragic—but
inescapable—fact that in a major disaster,
we just won’t be able to save everybody.
All we can do is try to help as many people
as possible—and that may mean having to
leave someone who is too far gone
(euphemistically referred to as “unsalvageable”) or whom it would require too
much time and too many people to save.
That’s one reason why CPR isn’t part of
the CERT curriculum—while taking the
time to resuscitate one person, we could
lose the chance to save many others. This
may be the toughest of all the
CERTmandments to accept and follow.
3. Thou shalt walk, not run. Of course,
after disaster strikes there will be people
who need help and need it fast! But while
we need to assist people in a timely fashion, it is neither safe (see the first
CERTmandment) nor efficient to rush
right into any situation without giving it a
proper “size-up.” Before entering a building to perform search and rescue, we first
walk around the building and get a sense
of its status (Is it on fire? Do the utilities
need to be shut off? Are there any hazards? Is the building going to fall down
any minute?). Before treating patients, we
first do a “head-to-toe” assessment (Am I
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treating a broken arm when my patient is
actually going into shock?). Figuring out
beforehand what needs to be done and
how it should be done will not only save
time in the long run but will also save
lives—possibly your own.
4. Thou shalt never go it alone. This is
very simple: always have a buddy with
you! Whether fighting a small fire, searching a building, or acting as incident commander, no CERT member should ever
attempt any operation without having
another teammate backing him or her up.
You’ll need that extra pair of eyes to watch
out for hazards, that extra pair of hands to
help you extract a victim, that extra mind
to help figure out the best course of
action, and, of course, that extra pair of
feet to go for help if you get stuck somewhere! And perhaps more importantly,
you’ll get the enormous psychological
boost that comes from just having another person with you, keeping you from
feeling alone in what could be a tremendously stressful situation.
5. Thou shalt know thine own limitations. Despite the valuable CERT training we’ve all received, we are still neither
professional rescuers nor superheroes.
Situations will arise during an emergency
that we’re just not capable of handling,
and we will have to recognize and accept
our limitations so that we can be true to
the first CERTmandment. This goes for
any and all limitations, whether they are
due to equipment (your extinguisher is too
small to put out a particular fire), training
(a victim needs a tracheotomy, a procedure you don’t know how to perform), or
physical conditions (you’re on a rescue
team for victim extraction but you’ve got a
bad back). Regardless of the cause, you
must keep yourself, your buddy, and your
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teammates safe and pass the relevant
information up the chain of command so
that the proper resources can be dispatched. And don’t be discouraged if you
have some physical limitation (bum knee,
fainting at the sight of blood) that prevents you from doing each and every job
your CERT might be called on to do. Rest
assured that in a full-scale disaster, there
will be more than enough opportunities to
help out in any number of capacities,
regardless of your level of training or
physical condition. Every CERT member
has a place in the organization.
6. Thou shalt always stay up, up, and
away. This has nothing to do with the hit
song by the Fifth Dimension or what
Superman says when leaping tall buildings. Rather, it has to do with the real
estate agent’s credo: location, location,
location. Specifically, it refers to staying
uphill, upwind, and away from hazards
when setting up your CERT operations,
such as the treatment area, staging area,
or command post. You want to stay uphill
so that your operations area isn’t inundated with floodwaters or contaminated by
leaking HAZMAT containers. You want to
stay upwind so that smoke or toxic fumes
don’t blow back into your face. And you
want to stay far enough away so as not to
be caught up in an unexpected explosion
or building collapse. (A tragic example of
the latter case occurred on September 11,
when the New York City Fire Department
set up their command post in the lobby of
the World Trade Center.) In short, always
locate your operations where they can not
be adversely impacted by the emergency
you’re handling.
7. Thou shalt always follow directions
from above. We’re not talking about
heavenly commands from the Almighty
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here. The CERT emergency response to a
disaster is an organized team effort. It all
depends on one person taking charge,
developing a plan of action (though not
necessarily on his or her own), delegating
responsibilities, creating teams to handle
specific functions, and handing out assignments. All of the team’s work is performed
through a chain of command where every
CERT member has one, and only one,
boss. There is no such thing as “busy
work” in a disaster; every job that every
team is given is critical to the success of
the incident response plan, whether it’s
fire suppression, triage, radio communication, scribe, or any other role. If individuals decide that they just don’t want to perform their assigned tasks, they risk not
only the success of the response but also
the safety of the responders. Therefore,
each person on each team must either
complete his or her assigned task or notify
the supervisor or supervisors (right on up
to the incident commander) of why the job
can’t be done (too dangerous, not enough
resources, etc.). That way, if an assigned
task isn’t completed, the person in charge
can make the appropriate changes to the
response plan.
8. Thou shalt never freelance or cowboy. This CERTmandment is closely
related to the seventh, insofar as every
CERT member is acting as part of an
organized team response, not as an individual. “Freelancing” is the exact opposite
of teamwork. This happens when one or
more CERT responders go off on their own
and do whatever they want, without consideration of the incident response plan.
Not only are these rogue responders failing to contribute to the organized effort,
their actions may actually work against
the planned response. Furthermore, since
they’re operating outside of the chain of
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command, if something were to happen to
them no one else would think to help them
or even know where to find them if they
got into trouble. In fact, no one would ever
even know they were in trouble.
“Cowboys” may operate within the incident
plan and the chain of command, but they do
so without proper regard for their own safety (first CERTmandment) or their personal
limitations (fifth CERTmandment). These
people are the ones trying to hack vents
through the roof of a burning building or
convinced they can perform a tracheotomy
because they saw it done on ER. Both freelancers and cowboys are a danger to themselves and those around them, and they
fail to contribute to an effective emergency
response.
9. Thou shalt always know the score.
In short, keep track of everything that’s
going on. We always do an initial “size-up”
(third CERTmandment), whether we’re
dealing with the entire incident or an individual victim. However, emergency
response deals with fluid, ever-changing
situations and circumstances, and we
don’t want anyone or anything falling
through the cracks. We must constantly
reevaluate the circumstances we’re facing,
so that we can appropriately adapt our
response: Who’s on what team and which
teams are still in the building? Are any of
the victims in the treatment area getting
worse? Are we running low on supplies? Is
that fire getting bigger? Is the building
losing structural integrity? As long as we
consistently and constantly reexamine our
situation, we won’t be faced with any
nasty, avoidable surprises, and neither
responders nor the victims they’re helping
will get lost in the shuffle.
10. Thou shalt always be prepared—
just like good Boy Scouts. This is the best
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way for us to be true to the first
CERTmandment. Following this CERTmandment begins way before any real emergency occurs, when we are running through
our preparation checklists: Do we have three
to five days’ worth of food, water, and other
necessary supplies? Does everyone in the
family know the home evacuation plan and
how we’ll reunite afterwards? Is there
enough gas in the car? Have I strapped down
and/or secured everything that could fall
down or topple over during an earthquake?
Do I know the locations of alternative exits?
Do I have batteries for my flashlight? Is my
fire extinguisher charged? Have I practiced

my response skills at a CERT drill? Being
prepared means having all the necessary
supplies, equipment, training, and planning already finalized before disaster
strikes, eliminating the need to try and
figure things out while all hell’s breaking
loose. Even beyond that, preparedness
allows you the peace of mind, even during
a catastrophic event (earthquake, tornado,
hurricane, etc.), that comes with the
knowledge that you and your family (and
quite possibly your home) will survive.
Earle Hartling, CERT Training and Education Manager, Culver City,
California.
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Emergency logistics planning and disaster preparedness
Naim Kapucu, PhD

AbstrAct

Emergency management is often evaluated and
improved after a disaster, especially in the realm of
preparedness. This article discusses the importance of
logistics planning and operation as it relates to preparedness. The selection of field logistics sites, such as
staging areas, prior to the occurrence of a natural or
man-made disaster is a crucial step in emergency
management planning. Selection can be aided and
kept consistent by pre-identifying state- and countylevel guidelines for staging areas.
IntroductIon

Emergency management is in a continual process
of development, and planning is often evaluated and
improved upon after a disaster. In 1992, the state of
Florida was the site of 40 civilian deaths, $30 billion
in property damage, 82,000 damaged or destroyed
businesses, and over 250,000 new homeless as a
result of Hurricane Andrew. Following the destruction, Florida began to reexamine existing levels of
preparedness and response. Less than two weeks
after the hurricane hit the state, Governor Lawton
Chiles issued Executive Order 92-242, establishing the
Governor’s Disaster Planning and Response Review
Committee.1,2 The purpose of the committee was to evaluate state and local response plans and operations for
natural and man-made disasters and make recommendations for improvement. Among the resulting recommendations were improved interagency coordination and
communication, increased emergency management
funding, advanced emergency management training,
and well-constructed plans for response and recovery by
each level of government.1,3 Twelve years later, it became
clear that more improvements were still needed. In
2004, four major hurricanes—Charley, Frances, Ivan,
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and Jeanne—provided the state with further evidence of the weaknesses that still existed in emergency management plans and operations, and the
2005 hurricane season identified additional weaknesses on a national scale.
An important element affecting emergency management planning and operations for all levels of government is logistics—more specifically, the field logistics site or staging area. A staging area is a site
selected by federal, state, and county government for
the purposes of the pre-positioning and disbursement
of disaster relief equipment and supplies. This article
discusses the preselection of staging areas as a decisively crucial step in emergency logistics planning
and management.
bAckground InformAtIon

Response and recovery have often been the focus
of emergency management research.4-7 Preparedness
is perhaps the one area of emergency management
where theory has yet to be developed outside of governmental reports. Identifying this knowledge gap
and asserting its importance to the field, David
McEntire8,9 discussed the process of preparedness
that should be undertaken by governments, listing
the following steps as vital to emergency management: “establishing emergency management ordinances; assessing hazards, vulnerability and risks;
creating an emergency operations plan; developing a
warning system; identifying and requiring resources
and grants; instituting mutual aid agreements; training; and exercising and educating the public.”
Therefore, having an operable plan in place prior to
the occurrence of a man-made or natural disaster is
essential to preparedness and should be in effect at
all levels—national, state, and local.

21

The National Incident Management System
(NIMS) acknowledges preparedness as a process that
focuses on guidelines, protocols, and standards for
planning. Logistical planning and operations are key
elements that should be identified in these guidelines. Although NIMS does not specifically address
site-selection criteria, it does recognize the importance of
preselection as part of the planning process and the need
for a preselected site during response mobilization, stating, “[T]he mobilization process may include equipping,
training, and/or inoculating personnel; designating
assembly points that have facilities suitable for logistical support; and obtaining transportation to deliver
resources to the incident most quickly, in line with
priorities and budgets.”10
The designated assembly points described by
NIMS refer to staging areas and points of distribution
(PODs). The protocol for site selection should be documented in the emergency management plan.
Further, it is important to distinguish staging areas
from PODs. Generally, a staging area is a location
near or in the disaster area where personnel and
equipment are assembled to coordinate response
before deployment to an operational site within the
disaster area. PODs are locations where in-kind
donations of food, water, and other supplies will be
given directly to residents. PODs may be located in
parking lots or open fields in the disaster area, and
should be as close to victims as possible.
The location of emergency resources is strongly
related to the effectiveness of response and recovery.
According to Hale and Moberg,11 the private sector, in
addition to the public and nonprofit sectors, should be
concerned with planning, and it should select “a minimum number of emergency resource locations that
provide logistics managers with quick access to critical resources while minimizing the total costs spent by
the supply chain.” The authors propose a set of four
steps for site selection: “1) identify the emergency
resources needed at each secure location; 2) identify all
critical cities within the supply chain; 3) set maximum
response time goals for access to emergency resources
and minimum distances to secure site storage areas;
and 4) identify the number and approximate location
of emergency resource facilities.”
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It is evident that field logistics sites, such as staging areas and PODs, require strategic consideration
and predisaster decision making. To ensure preparedness, these elements should be included in
emergency management planning. Each of the steps
for site selection is integral to the preparedness design.
In an effort to learn more about how government is actually preparing logistical operations, a number of sources
have been researched in order to establish a set of guidelines applicable to all staging-area selections.12-17 These
documents include the Florida Division of Emergency
Management’s (FDEM) Logistical Technical Bulletin
(2005),12 FEMA’s Guide for All-Hazard Emergency
Operations Planning (1996),14 the National Wildfire
Coordinating Group’s Staging Area Job Aid J236
(2004),15 and The Central Florida Fairgrounds as a
Forward Staging Area for Disaster Relief.18
LogIstIcs And stAgIng-AreA seLectIon

Presently, there are no officially documented guidelines pertaining to the selection of staging areas at any
level of government. Emergency management plans list
staging areas as an element in resource distribution
planning. They do not, however, specifically list criteria
to be used for selection or designate locations for staging. County emergency management plans (CEMPs)
sometimes include such information, but it is rare. The
following is a list of general criteria to be considered:
n

Location. Sites should be set up in locations familiar to local residents, on the
inbound route between the resources and
the incident. The location should allow for
resources to be deployed immediately yet
be removed from harm.

n

Operations center location. Sites
should be located in relative proximity to
emergency operations centers.

n

Access. Sites should be accessible from
major highways and thoroughfares for all
large vehicles, including semi trucks, and
they should provide at least two entries/
exits.
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n

Helicopter access. All sites should be
accessible by helicopter. A minimum area
of 300 x 300 feet, clear of trees, wires, or
any other obstructions, is necessary for a
helibase or helispot.

n

Safety and security. Sites should be in
close proximity to the incident yet out of
harm’s way and at a safe distance from
refugees. The facilities on site should be
surveyed for stability and secured.

n

Demobilization. Time is a primary consideration in site selection. A staging area
site should be available for use as a critical facility for an extended length of time to
be determined by the emergency manager.

n

Hardstand. A total of 150,000 total
square feet of paved or unpaved hardstand
is required. Paved is preferred; if only
unpaved is available, the hardstand should
be known to be able to support weights up to
65,000 pounds without sinking.

n

Equipment. Loading docks, forklifts, and
pallet jacks should all be located on site.

n

Storage. Sites should have a minimum of
50,000 square feet of warehouse storage.
Other specific storage requirements may
also be necessary for resources such as
medicine.

n

Utilities. Sites should have telephone
lines (landlines) and water (potable) readily available.

The above criteria establish a set of guidelines to
be included in emergency management plans and
followed during site selection. The state of Florida
has played an exemplary role in preparedness
through the incorporation and implementation of
such guidelines on a state and county level. In fact,
county emergency management departments are
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expected to include up to three staging areas in their
CEMPs.
The most comprehensive guidelines have been
established by FDEM, who has outlined criteria to
be used in the selection of county staging areas
(CSAs) and PODs. According to FDEM’s Logistical
Technical Bulletin (2005),12 CSAs should have all of
the following as minimums: 1) 50,000 square feet of
warehouse storage, 2) one or two loading docks, 3)
150,000 square feet of hardstand, 4) one forklift and
two pallet jacks, and 5) 300 x 300 feet of clear area
designated as a helicopter landing zone. In addition, the site of the CSA should be conducive to oneway traffic and be located near major highways.
PODs are selected based on population base and
therefore are responsible for serving a specific type
of community, e.g., densely populated or outlying/
special communities. CSAs and PODs do not serve
the same purpose and should never be co-located.
The majority of CEMPs do not list specific staging
areas; rather, they explain that the sites are to be
selected annually and/or based on the type of disaster. The state and several counties maintain a list
of staging area locations that is kept confidential
for security reasons.
concLusIon

Emergency management theory has been found
to be a constantly evolving topic of discussion among
academics and practitioners wherein current discussion revolves around current disasters, such as the
heightened preparedness discussions following
Hurricane Katrina. The purpose of staging areas in
relation to preparedness has been determined by
selection and operation. Inclusion in emergency plans
and preselection of staging areas are imperative steps
in planning, and require much consideration.
Although no officially documented criterion exists, a
general set of criteria is often considered during the
planning and selection process. Staging areas are distinguished from PODs in that staging areas are for
the pre-positioning of supplies, whereas PODs are for
direct distribution of supplies to the community. This
difference should be clarified in the emergency management plan.
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Based on the current body of research, it is recommended that, first, federal, state, and county emergency management agencies establish more open,
cross-agency communication for the discussion of
logistics planning and operations. Second, each governmental level should create and adopt official
guidelines based on those presented in the research
findings for field logistics site selection, paying attention specifically to staging areas. Third, the guidelines, protocols, and standards established should be
included in each emergency management plan and
should be updated on at least an annual basis. And
fourth, each sector—public, private, and nonprofit—
should be engaged in field logistic site selection and
operation. These recommendations are particularly
important on the state and local levels, where disaster hits most directly and response is most effective.
Naim Kapucu, PhD, Assistant Professor, Department of Public
Administration, University of Central Florida, Orlando, Florida.
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Mandatory emergency response training for clinicians
in New York State: Can a policy case be made?
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AbstrAct

There is no mandatory training for individual
physicians with respect to overall emergency preparedness in New York State. This paper explores the
policy implications of linking licensure and registration to mandatory competency-based educational programs on emergency preparedness response structure
and high-risk biological agents. In this article, we
explore the implications of mandatory registration
and training with a single emergency response facility or agency, and we propose creative solutions that
may make such a policy palatable to all stakeholders.
IntroductIon

The threat of a catastrophic emergency can not be
taken lightly. While the authors have written this
article from the perspective of a seacoast city at the
northern end of “Hurricane Alley” that is a major hub
for international travel, the range of potential natural and human-caused disasters is huge, and no
region is exempt.
Well-prepared human resources for emergency
response are scarce. The medical response to an
emergency anticipates full or part-time hospital staff,
volunteers, and public health physicians. A large incident would overwhelm the current healthcare infrastructure’s capacity to respond; although there are
72,000 physicians in New York State (NYS), the number of those qualified and trained for response would
not meet the requirements needed to deal with a
major event.1 When physicians do report to a facility
to volunteer their assistance, they are often not familiar with the logistics of the facility’s response plan,
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even when they are volunteering at their own institutions. These physicians, despite their best intentions,
may actually be detrimental to the response, causing
confusion and possibly increased casualties.2-4
There is no mandatory training for individual
physicians with respect to overall emergency preparedness in NYS. The only current and possibly relevant requirement is the New York State Education
Law, which requires physicians to complete a competency-based infection control course every four years.
This paper explores the policy implications of linking
licensure and registration to mandatory competencybased educational programs on emergency preparedness response structure (incident command) and on
high-likelihood events, including those involving biological agents designated as high-risk by the Centers
for Disease Control and Prevention (CDC). An additional policy proposal might include the requirement that
every physician register a single hospital as his or her
emergency response facility or register with another
approved health-related agency, such as the Medical
Reserve Corps (MRC), Metropolitan Medical Response
Teams (MMRT), Disaster Medical Assistance Teams
(DMAT), National Medical Response Teams (NMRT),
or the National Guard. Under such a policy, physicians
not based in or affiliated with a specific hospital would
be required to register with one of these latter options.
Registration would be tied to a requirement for participation in at least one emergency drill or activity each
year. Appendix 1 summarizes the proposed policy recommendations for mandatory education and training of
all physicians in NYS with the goal of preparing for a
large-scale response to a major biologic incident.
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Similar recommendations in other states would
require adjustments to match existing physician and
hospital licensing requirements.
respondIng to bIologIcAl emergencIes

Background
In 1970, the World Health Organization (WHO)
sponsored an analysis of potential bioterrorism
impacts, which suggested that in a city of 5 million
people, an outbreak of anthrax would lead to 600,000
infections and 240,000 deaths. The WHO also
reported that an outbreak of tularemia in the same
setting would result in 600,000 cases and 40,000
deaths, and plague would cause 270,000 infections
and 65,000 deaths.5 More recently, Kaplan et al.6
developed predictive models that give a worst-case
scenario for a city of 10 million with 1,000 cases of
smallpox at Day 0; in the end, the city will suffer
367,000 cases of infection and 110,000 deaths. The
researchers also showed that there is potential for
up to 123,000 deaths following an anthrax attack in
a similar population.7 No matter which of these estimates is closest to the truth, the numbers illustrate
the enormous impact of these agents and the
tremendous amount of planning and personnel
resources that would be needed to respond.
Sudden surges in a naturally occurring disease or
emerging infection would also put tremendous stress on
the healthcare infrastructure. There is substantial concern about the potential for major outbreaks of SARS,
avian flu and other influenzas, bovine spongiform
encephalopathy (mad cow disease), West Nile virus,
monkeypox, and hantavirus, among other diseases.8,9
Recently, the SARS epidemic in Asia infected over
8,000 patients and caused 774 fatalities, a fatality rate
of 9.6 percent.10 Fortunately, the epidemic of the highly
contagious disease was limited by a very robust public
health response.10-12 More recently, WHO reported on
55 confirmed human cases of the avian influenza A
(H5N1) virus, of which 42 resulted in death—a 76.4
percent fatality rate among identified cases.11,13
The role of physicians
“The primary care physician is crucial to emergency response. Three years after the events of

26

October 2001, the importance of practicing physicians
has still not been fully recognized, nor has their role
in an effective public health response been defined.
Community-based health-care providers are one of
the most critical elements in responding to any public health crisis, especially bioterrorism.”14 A survey
of emergency department directors in New York City,
reported in June 2004, revealed that more than 70
percent felt that more education in CDC Category A
agents was needed; more than 70 percent felt that
there were significant training needs in mass care,
surge capacity, and isolation and quarantine procedures; and more than 60 percent felt there were
training needs for incident command structure
(ICS).15
Volunteerism will not provide the number of
physicians needed for a large incident. To date,
approximately 1,000 physicians—a small fraction of
the total available—have registered with the local
MRC in the New York City area.16 In New York City,
the role of MRC physician volunteers would most
likely be to staff designated points of distribution for
dispersal of prophylactic antibiotics or administration
of mass vaccinations. Further, there is no requirement that clinicians inform their affiliated hospitals
of their role as MRC volunteers. If they are not aware
of the physicians’ plans or other commitments, hospitals might be counting on these physicians as part of
their own response contingencies.
emergency prepAredness regulAtIons

Standard EC.1.4 of the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO)
states that hospitals shall have an “all-hazards” command structure. It further requires an orientation
and education program for all personnel, including
licensed independent practitioners, who participate
in implementing the emergency management plan.
The education must address specific roles and responsibilities during emergencies and instruction on how
to recognize specific types of emergencies, such as an
outline of symptoms caused by agents that may be
used in bioterrorism attacks.17
In order to receive their portion of the federal
Bioterrorism Preparedness Funding, administered
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through the Health Resources and Services
Administration (HRSA), state health departments
must require hospitals to train all licensed professionals working in the facility in the current standards of practice for the care, diagnosis, and treatment of persons exposed to biologic, chemical, radiological, and nuclear events. The specific biological
threats are those classified by the CDC as Category A
and Category B agents. In addition, the Department
of Health (DOH) mandates training of key hospital
personnel in the implementation of a hospital incident command system and requires that all staff be
trained in the hospital’s all-hazards emergency
response plans.18,19
These educational mandates appear to require
physician education by proxy, but the picture is
incomplete. Hospitals are mandated to train their
employed physicians and interested independent
practitioners, but there are no requirements in place
regarding the training of private-practice-based volunteer clinicians. JCAHO Standard EC.2.9.1 requires
hospitals to conduct regular drills to test their emergency management contingencies twice a year, either
in response to actual emergencies or in planned
drills.17 While the hospital must be in compliance
with the drill requirements, there is no mandate for
individual physicians to participate. Hospitals generally require their hospital-based faculty to take part
in these exercises, but only a small fraction of the
total staff needs to participate in order for the hospital
to satisfy the drill commitment. In addition, there is little, if any, consideration for incorporating the large
group of voluntary, private-practice-based clinicians.
Hospitals must develop protocols for managing
volunteers, unsolicited help, and undocumented clinicians who present to the facility in an emergency or
disaster. The requirement does not include procuring
a “bank” of preregistered physicians who are credentialed and/or competent to participate in the event at
hand.
NYS educational laws and regulations
In NYS, the agency with statutory responsibility for the licensing and certification of individual
physicians is the Office of the Professions, a branch
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of the state education department. There is currently no general requirement for continuing medical
education (CME) as a condition of relicensure. There
are, however, specific training mandates for child
abuse and infection control (both of which are
required by most other states as well). The infection
control mandate was originally enacted as a
response to concerns about transmission of HIV and
Hepatitis B.20 It is a statutory requirement, not a
board regulation, and is monitored by the state
health department. A physician not compliant with
the requirements may be found guilty of professional misconduct, which is punishable by a variety of
sentences, including fine, censure, or suspension or
revocation of the professional’s license. Among the
core elements of the course are modes and mechanisms of transmission of pathogenic organisms in
the healthcare setting, strategies for prevention and
control, and the use of engineering and work practice controls to reduce the opportunity for patient
and healthcare worker contact with potentially
infectious material. In today’s context, this law
could be interpreted as relating to the responsibility
of a hospital to care for those infected by a biological
agent while minimizing further transmission. This
would have to include information on emergency
response systems and management (incident command). The change is unlikely to happen without
reinterpretation or broadening of the requirement
by the legislature.
Medical societies across the nation have historically opposed mandatory physician CME requirements. However, the resistance seems to be dissolving among the leadership, and the tide seems to be
changing. NYS is now one of only eight states that do
not have CME requirements for licensure. If NYS is
to be a leader in promoting physician education and
the preeminent state for emergency preparedness,
legislators and medical societies need to agree that
there is a public need for additional training and
organization.
Opposing opinions
Of course, there are opposing opinions. A survey
of members the NYS DOH/MSSNY Bioterrrorism
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Speakers Bureau revealed that the majority are
against mandatory education.21 One responder stated,
To compel physicians or any other private
health practitioner into training for a
potential bioterrorist response fails to recognize our basic freedoms as Americans
and citizens of the State of New York.
Those in military or civil service are certainly under a different mandate as they
each have offered a pledge to protect and
defend. One could say that physicians are
under a moral code to offer assistance to
those in need, but you would need the
input of an ethicist to define whether that
should extend to accepting real or even
perceived threats to one’s own health.
Except under martial law, private citizens
should not be compelled into a service
which could be a threat to their personal
health or to their personal responsibilities
to their families.
This opinion is well illustrated in the very limited response of the physician community in participating in the voluntary smallpox vaccination program in
most states.
Another responder stated,
While in an ideal world, all physicians
should be “trained,” mandating such a
program will likely be met with resistance.
Many physicians, while interested, should
not be trained as they would not be much
help in an emergency. Also in this age of
hospitalists, most primary care physicians
no longer go to the hospital and are strictly office based. Tying the program to
license/registration will not fly. Having a
voluntary program may attract those truly
interested in more advanced training.
stAkeholder’s perspectIves

Physicians
A number of surveys have evaluated physicians’
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thoughts about responding to a major bioterrorism
event.22,23 In a recent national survey, few physicians reported that they or their practice were “well
prepared” for bioterrorism. Still, most respondents
reported that they would continue to care for
patients in the event of an outbreak of “an unknown
but potentially deadly illness,” although only a narrow majority reported believing in a professional
duty to treat patients in epidemics.23 Mandatory
training would not only prepare physicians for
bioterrorism but could help develop preventive steps
to minimize risk and reinforce professionals’ ethical
duty to treat.
Hospitals
Increasing regulatory requirements, cuts in reimbursements, insurance claim denials, the cost to
install and maintain robust information systems, the
cost of compliance with Medicare core measures,
JCAHO standards, and various organizational mandates are constantly competing for the attention of
hospital administrators. Attention to emergency preparedness has taken a back seat to day-to-day regulatory and fiscal concerns.
Hospitals are acutely aware that large numbers
of untrained or undertrained physicians suddenly
appearing during an emergency event would add confusion to an already difficult situation and could
potentially increase the number of those requiring
treatment. A requirement that increased the preparedness of physicians and forced them to clarify
their anticipated response site(s) during emergencies
would make it much easier for any hospital to plan for
emergencies and to include appropriate physicians in
training or drills. On the other hand, the HRSA grant
monies allocated to individual hospitals barely cover
the cost of deliverables, and in some cases they fail to
cover these costs. Although the current hospital
requirements mandate two drills per year, they do
not mandate that all physicians participate. In order
for hospitals to accommodate physicians’ need to
meet the proposed educational requirements and the
requirement to participate in yearly drills at their
designated institutions, multiple training sessions,
drills, and exercises would have to be arranged. This
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would put extra logistical, administrative, and financial burdens on the hospitals. If this service is not
offered, though, the hospital may be seen as putting
the physicians’ licenses and registrations at risk.
dIscussIon

A March 2003 statement from JCAHO described
national bioterrorism preparedness as “a brewing
cataclysm of underfunding, inexperience and underpreparedness of emergency response capabilities
across America’s communities.”24 Despite incremental progress over the last several years, Americans
are still at risk.25 As Lowell Weicker,26 president of
the Board of Directors of Trust for America’s Health,
three-term US senator, and former governor of
Connecticut, stated, “We’ve only made baby steps
toward better bioterrorism preparedness, rather than
the giant leaps required to adequately protect the
American people.” In his testimony to the Labor,
Health and Human Services Appropriations
Subcommittee, Weicker asked, “What will it take to
make bioterrorism and public health preparedness a
real national priority?”26 In more ways than one, we
are not prepared for the answer.
Meeting the conditions necessary to link mandatory bioterrorism education, registration, and exercises to physicians’ licensure and registration is a challenge. The education component would require either
new legislation or revision of the current infection
control education law. The scope of the training
would require expansion to include bioterrorism
agents and incident command. In addition, the frequency of training may need to be increased from
every four years to annually. The emergency organization registration and exercise requirements would
either need to be included in the legislation or be mandated through regulation by the health department.
Although this might not be directly tied to licensure,
as it is with the infection control mandate, provisions
could be made to allow noncompliance to be considered professional misconduct.
Physician emergency preparedness education
should not be linked to physicians’ specialties. The
key is that physicians maintain a working knowledge of their responding organizations’ command
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structures. Within each individual hospital’s command structure, there is a mechanism for deploying
the most capable people to the task at hand.
However, if an incident were so large that it overwhelmed the system, physicians would be asked to
perform functions that might be out of the areas of
their expertise. This is why the linkage of an individual physician to an institution’s incident command
structure and its logistical contingencies are of
utmost importance.
Physicians recognize the need for emergency preparedness, and many are willing to participate.
However, a large percentage feel that they are not
prepared.15 Providers also may be reluctant to have
another nonfunded mandate forced upon them, even
if it is in the public’s interest, and especially if the
probability that they will be called upon is not great.
Hospitals, although they may agree in principle, may
be resistant because such requirements would put an
extra burden on them in terms of costs and personnel
time. Large-scale drills interrupt the daily operations
of hospitals, as well as the day-to-day functioning of
physician practices. While hospitals are currently
required to perform two drills annually, this is not
enough for them to accommodate the number of
physicians that would need to participate. This could
put the hospitals and the physicians at odds.
In order to successfully execute this proposed policy, innovative solutions must be devised to make the
mandates more palatable to the stakeholders. Since
many hospitals already provide infection control
training for their physicians and are required to
teach bioterrorism and incident command protocols,
these courses could be combined. These programs
might be presented as part of departmental or divisional grand rounds or at a medical staff conference.
They could be videotaped and given to physicians or
linked to a hospital’s Web site, so that physicians
could review them and complete the competency tests
at their convenience. CME credits could be provided
upon successful completion of a statewide standardized competency-based test.
Federal grants have been awarded for emergency
preparedness educational training programs. As stated, MSSNY has procured Office of Domestic
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Preparedness (ODP) funding to provide conferences
and Web-based training. Dinner programs or Webbased training for CME credits may be more palatable to the physicians.
The requirement that every physician participate
in an exercise annually is the biggest issue, as some
large hospitals have thousands of physicians on staff.
One logical potential solution is a tabletop drill,
which lends itself to a very large number of participants and could be performed in a large conference
room, auditorium, or cafeteria. Not all participants
would need to be directly “in play” during the exercise. Many could be observers, although careful attention would have to be paid to observer instructions
and expectations in order to make the experience
meaningful. The ultimate goal is to familiarize the
physicians with the hospital’s capacities, expectations, and limitations during a major incident. In
addition, once a tabletop drill is organized with an
initial scenario and actionable inserts across a timeline, it is very easily replicated. This way, such drills
could be scheduled periodically at the provider’s convenience, with little disruption to hospital and
provider operations. Once again, this could be videotaped, and the physicians could participate as
observers with guidance on expectations and then
pass the subsequent competency test at their convenience for CME credit.
Enforcement of the policy, if passed, would depend
on the vehicle of implementation. If it is linked to the
infection control course, it would be under the auspices
of the NYS DOH. The current method of enforcement is
random audit, with noncompliers subject to charges of
professional misconduct. If it were similar to the child
abuse course, which is under the direction of the state
education department, proof of compliance would have
to be produced when applying for license or registration. Measures would have to be formulated for
instances where compliance could not be proven (perhaps a fine or temporary license suspension until the
requirements were met).
conclusIon

Our healthcare system’s ability to respond to a
catastrophic emergency event is still not adequate.
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Perhaps this is because of the incomprehensible magnitude of such an event, or perhaps the system in
place is considered adequate by those in a position to
volunteer. But as the widespread deaths caused by
naturally occurring diseases, such as plague and
SARS, have taught us, we need to be certain that the
medical community is in a position to meet the
tremendous requirements of such events. If all
licensed physicians were trained in the appropriate
response to a large-scale biologic event, potential disaster might be avoided. Even if only a moderate proportion of those trained respond to a specific event,
the response should be sufficient. The creative solutions discussed in the previous sections should make
mandatory training and education palatable to stakeholders.
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AppendIx 1. summAry of proposed polIcy recommendAtIons

1. Mandatory bioterrorism training
Licensure and registration requirements for physicians in New York State should include mandatory annual competency-based educational programs on overall emergency preparedness response
structures (incident command) and on the high-likelihood, high-risk biological agents.
2. Designation of response organization
a. All physicians with hospital staff privileges must identify one hospital at which they are on staff
as their designated response hospital and inform any other hospitals at which they are on staff that
they are not to be a part of their response plans.
b. As an alternative, a physician may register with a local or regional Medical Reserve Corps
(MRC), Metropolitan Medical Response Team (MMRT), National Medical Response Team (NMRT),
Disaster Medical Assistance Team (DMAT), or the National Guard as his or her designated
response organization.
c. Physicians who do not have a hospital affiliation must register with a local or regional MRC,
MMRT, NMRT, DMAT, or the National Guard as their designated response organization.
3. Mandatory bioterrorism drill participation
All physicians must participate in at least one annual emergency drill/exercise with their designated facility or organization.
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AbstrAct

Communities all over the world are preparing for
the next disaster. Lately, the World Health
Organization has focused its attention on H5N1, a
subtype of the influenza virus. H5N1, which most
Americans recognize as “bird flu,” has caused massive
losses in poultry production, as well as some human
fatalities. Public officials have been warned that
H5N1 may mutate into a strain that is not only highly pathogenic but also readily transmissible between
humans. Should this occur, we might find ourselves
on the verge of the next great pandemic. Because of
this, community leaders, public health officials, and
responders at planning and management levels face
one of their most challenging problems: planning and
preparing for pandemic influenza. Recently, an initiative at the Center for Domestic Preparedness was
undertaken to assemble a training program for community leaders and senior responders that will
address the current threat of a pandemic, outline an
appropriate response to the problem, and exercise
small planning teams using a tabletop model.
Key words: pandemic, influenza, planning,
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preparedness, community response, medical surge,
mass prophylaxis, genetic shift, genetic drift
IntroductIon

Government officials, community planners, and
responders at the planning and management levels
are now facing the daunting task of preparing for the
next influenza pandemic. The specifics of the pandemic—when it will occur, how it will begin, and how
lethal it will become—remain mysteries. Over the
previous century, three influenza outbreaks have
resulted in pandemics. The most severe, the 1918
Spanish flu, killed an estimated 675,000 people in the
United States.1 In fact, the Spanish flu was responsible for nearly half of all deaths in the United States
in 1918. Worldwide, the 1918 Spanish flu killed more
people than any other single event in world history.2
In the event of an outbreak of a highly pathogenic and transmissible type A influenza virus, community officials, planners, and responders at all skill levels will be called on to protect the public. Recognition of
pandemic influenza will most likely come from public
health authorities, who have surveillance programs
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in effect in many parts of the world. However, the
president of the United States, the secretary of the
Department of Health and Human Services (HHS),
and state and local officials have already urged community planners to prepare for pandemic influenza.
A recent article in this journal by Grigg et al.3
raised the question, “Why are we the least prepared for
the worst possible disaster?” This lack of preparedness
is most likely due to a poorly defined response. When
communities fail to define their response to a looming
disaster, they can not properly plan or prepare for it.
This precept, coupled with the threat from a virulent
strain (H5N1) of influenza A that is now circulating in
more than 50 countries, provided the motivation for a
new instructional course. This course will aim at defining the response to a pandemic so that responders at
the planning and management levels can effectively
plan and prepare their communities for the threat of
pandemic influenza.
Accordingly, this paper will briefly describe and
outline the training objectives and content of the
Pandemic Influenza Planning and Preparedness
(PIPP) course offered by the Center for Domestic
Preparedness, a Department of Homeland Security
training facility in Anniston, Alabama.
PIPP

Training objectives
In planning for the PIPP course, a target audience was defined and a thorough needs assessment
was conducted.4 From this research, a program of
instruction was written, outlining 11 terminal learning objectives (TLOs). They are as follows:

34

n

Identify the perils associated with pandemics in general and pandemic influenza
specifically.

n

Describe the various types of influenza
and their associated implications for
human and animal health.

n

Describe the clinical manifestations of
pandemic influenza, including epidemiological data, various stages of pandemic

influenza, and measures pertaining to
prevention.
n

Identify the principles associated with the
National Strategy for Pandemic Influenza
(NSPI).

n

Describe various factors associated with
an outbreak of highly pathogenic avian
influenza and the effect such an outbreak
could have on the economy.

n

Describe the response actions of various
emergency service disciplines as they
relate to crisis communications, social distancing, travel restrictions, and quarantine.

n

Identify the principles of mass prophylaxis, especially in relation to mass vaccination with an outbreak of influenza.

n

Explain protocols for the management and
distribution of medical supplies in the
event of a pandemic.

n

Explain the importance of rapidly expanding the capacity of the existing healthcare
system in order to provide triage and medical care.

n

Explain fatality management as it applies
to a pandemic situation at its peak.

n

Demonstrate the ability to plan and prepare a community for pandemic influenza
by considering various factors, including
the current threat, clinical manifestations,
mass prophylaxis programs, medical
surge enhancement, medical supply management and distribution, emergency
response actions, and problems relating to
containing the contagion and dealing with
the massive numbers of sick and dead victims.
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table 1. breakdown of the three-day PIPP course
Module #

Module title

contact hours

section 1: defining the threat
Module 1

Pandemic Influenza: The Threat

2.0

Module 2

Types of Influenza

1.0

Module 3

Clinical Aspects of Pandemic Influenza

2.0

Module 4

National Strategy for Pandemic Influenza (NSPI)

1.5

Module 5

Avian Influenza

1.5

Module 6

Community Response to Pandemic Influenza

3.0

Module 7

Mass Prophylaxis

1.0

Module 8

Medical Supply Management and Distribution

1.5

Module 9

Medical Surge

1.0

Module 10

Caring for the Dead and Palliative Care

1.0

Module 11

Practical Exercise

8.0

Administrative

Group briefings and after-action reviews

0.5

section 2: defining the response

section 3: Exercising the Planning team

Total contact hours

The aforementioned TLOs are supported by
enabling objectives, used to construct 11 distinct modules. Enabling objectives are derived from the target
capabilities list5 for each critical function addressed, and
all objectives are aligned with numerous emergency support functions outlined in the National Response Plan
(2006).6 In terms of broad organization, the PIPP
course is divided into three thematic sections that
play out over the three days (24 contact hours) needed to conduct training. The three thematic sections
are defining the threat, defining the response, and
exercising the planning team.
Defining the threat
There are five modules in the first thematic section of the PIPP course (Table 1). The opening module, titled “Pandemic Influenza: The Threat,”
addresses the potential societal harm that pandemics
can bring. This module examines the historical record

Journal of Emergency Management
Vol. 4, No. 6, November/December 2006

24.0

of pandemics, the strains that caused them, the morbidity and mortality rates associated with them, and
the factors that contributed to the severity of each
pandemic. Special emphasis is directed toward discussing and modeling the 1918 Spanish flu, which
killed as many as 100 million people worldwide and
675,000 in the United States.1 These grave statistics
are more dramatic when one learns that the Spanish
flu was responsible for nearly half of all deaths in
19181 and that it lowered the life expectancy of the
average adult in the United States by nearly 12 years
between 1917 and 1918.7
The word “influenza” comes from the Italian word
for “influence” (many people believed that stars influenced the start of an epidemic) and now refers to the
illness caused by an influenza virus (commonly called
“flu”), though many different illnesses cause flu-like
systemic and respiratory symptoms such as fever,
chills, aches and pains, cough, and sore throat. In
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addition, influenza can cause many different illness
patterns, ranging from the mild common-cold symptoms of typical flu to life-threatening pneumonia and
other complications, including secondary bacterial
infections. The flu is present every winter, and nearly everyone has been infected with some form of it.
Although influenza is not a new threat, governments
and publications throughout the world didn’t begin to
address the topic extensively until several years ago.
An epidemic is a disease or condition that affects
an especially large percentage of a population, and a
pandemic is an epidemic that spreads worldwide.
Pandemics end when all or most of the population has
been exposed to the disease and has either contracted
it, died from it, or developed a subclinical infection
that resulted in immunity. Influenza epidemics occur
periodically in various geographical areas, but pandemics usually only occur about once every generation.1 The reason for this is that the influenza virus
routinely undergoes “drifts” (subtle changes) and
“shifts” (dramatic changes) in its genetic structure.
The drifts give rise to increases in seasonal flu and
are the primary reason that people can suffer from
the flu more than once in a lifetime. Shifts, on the
other hand, can be more troublesome for human populations, particularly when the resultant strain is
dramatically different from anything that has circulated in many years. When this happens, there is little immunity to the new strain in the world population, and, if certain factors for transmission are present, a pandemic may ensue.
In May 1997, a three-year-old boy in Hong Kong
died from a flu-like illness; this served as the trigger
for the current flurry of activity in planning and preparedness.8 The results of a routine analysis of the
causative organism performed at the Centers for
Disease Control and Prevention (CDC) three months
later raised a red flag for many virologists and epidemiologists around the world. The boy had died from
an infection caused by a strain of virus that should
never have infected a human: avian influenza, type
H5N1.9
Influenza viruses are divided into three main
types—A, B, and C. Type A influenza infects multiple
species. Several human influenza strains, as well as
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all avian strains, are type A. “Virulence” is a relative
term used to describe the pathogenic nature of an
organism—the more virulent it is, the more likely it
is to cause illness and death. Type A influenza viruses are considered the most virulent, though not all
strains cause clinical disease.
Influenza is one of the most contagious diseases
known to man. Viruses are spread from person to person via the respiratory route, primarily through the
coughing and sneezing of infected people. A virus may
remain viable on nonporous surfaces for up to 48
hours.10 It is not coincidental that infection with the
influenza virus causes a person to sneeze and cough;
in fact, these symptoms aid in the virus’s propagation. The infection irritates the mucosal linings of the
respiratory tract. This irritation initiates the coughing and sneezing, thereby releasing millions of virus
particles and making the virus highly contagious.
Clinical presentations, particularly the severity
of the illness, may vary according to the specific
strain of the virus involved. Influenza may present as
a mild respiratory illness similar to the common cold,
but it can also present as severe prostration without
characteristic signs and symptoms. A diagnosis of
influenza is based on a cluster of signs and symptoms. Influenza viruses, common cold viruses, and
bacteria cause similar upper respiratory tract symptoms, but the intensity, severity, and frequency of the
symptoms vary.
Vaccines and antiviral drugs are two medical
interventions often discussed for reducing morbidity
and mortality during a pandemic, but they will not be
available in adequate supply to treat everyone.
Vaccines are universally considered the first line of
defense. It is assumed that the supply of antiviral
drugs will be inadequate in every country at the start
of a pandemic. Therefore, antiviral drugs could be
critical early in a pandemic, especially if they are
expected to protect healthcare professionals and
emergency responders engaged in caring for the sick
and dying. Authorities in all countries will need to
make the most of nonpharmaceutical measures to
reduce morbidity, mortality, and social disruption.
The problems of inadequate supplies of vaccine and
unequal access to medical treatments need to be
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addressed with particular urgency. Citizens should
be instructed on remedies and therapies that would
be useful and could be carried out at home if hospitalbased care and traditional medical remedies are
unavailable. The PIPP course was constructed to
stress the importance of risk communication, the constructive use of the media, and the importance of
being part of the solution to the problem.
Defining community response to pandemic influenza
Needless to say, one must first define a response
before he or she can effectively plan and prepare for
an event. Accordingly, the second thematic section of
the PIPP course helps students define the community response to a pandemic. This section is composed of
five modules (Table 1) that provide an overview of
community response to a pandemic. The modules
address important issues pertaining to containment,
medical surge, mass prophylaxis, medical supply, and
fatality management.
There is little chance of preventing the next pandemic. Consequently, we must define the measures
our communities will take when the threat presents
itself. Current initiatives taken by the World Health
Organization (WHO) and those outlined by the HHS
Pandemic Influenza Plan may work to lessen the
impact of a new, highly transmissible, pathogenic
strain of influenza virus. This will be especially true
if effective and timely surveillance systems can be
built at local levels. Recently, this capability has been
shown to be lacking in state-level pandemic influenza
response plans.11 State and community planners
must develop syndromic surveillance and testing networks that will allow them to recognize the onset of
an outbreak in their jurisdiction. The educational
focus should be on the importance of recognizing a
problem so that the situation can be controlled.
Failure to rapidly detect the onset of a pandemic
might well result in a catastrophic event.
Beyond recognition, the principles of containment
must also be considered. Traditional responders, public health workers, and medical communities should
prepare for a pandemic in the same way they prepare
for an act of terrorism or a natural disaster. The use
of vulnerability assessments and the identification of
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capabilities and shortfalls allow communities to better prepare for worst-case scenarios.
The main goal of any preparedness program is
the improvement of public safety during a potential
emergency. Enacting current processes and guidelines offered by the WHO and the NSPI is the responsibility of local communities. Community planners
should establish minimum guidelines for businesses,
healthcare providers, emergency response organizations, and other preparedness partners in the community.
“Surge capacity” refers to a healthcare system’s
ability to rapidly expand beyond normal services to
meet the increased demand for qualified personnel,
medical care, and public health in the event of bioterrorist events, large-scale public health emergencies,
or natural disasters. Surge capacity is not defined by
the number of beds available in a healthcare system.
Rather, it encompasses potentially available space
that may be converted for use in triage, management,
vaccination, and the holding of patients. Surge capacity also includes personnel of all types who contribute
to the operation, as well as necessary medications,
supplies, and equipment.12 During the planning
process, the legal community should address barriers
to the provision of such services beyond normal
capacity, licensure, certification, or authority during
times of extreme need.
Communities should identify a “trigger point”
based upon public health recommendations. Trigger
points may include influenza managers working in
the private sector. Influenza managers would ensure
screening for signs and symptoms of pandemic
influenza in all people entering their respective facilities. The screening might well escalate from passive
(e.g., signs at the entrance) to active (e.g., direct questioning). In addition to visual alerts, potential screening measures may include priority triage of people
with respiratory symptoms and telephone screening
of patients with appointments.
In order to plan for and meet the surge need, communities should work with healthcare facilities to
anticipate emergency staffing needs, increased demand
for isolation wards, alternate care sites, maintenance
of day-to-day healthcare systems, intensive care units
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(ICUs), assisted ventilation services, and consumable
and durable medical supplies.
HHS has set a benchmark of 500 additional beds
per million people, which will be necessary to care for
influenza patients. This physical capacity translates
to 1,624 additional personnel (physicians, nurses, respiratory therapists, lab technicians, administrative
assistants, food workers, engineers/maintenance, and
security). Without community involvement, this will
be impossible to achieve. Finding the additional personnel requires innovative and collaborative solutions. Increased cross-training of personnel provides
support for essential patient care areas at times of
severe staffing shortages (e.g., in emergency departments, ICUs, and medical surgical units). A discussion with state health department officials on plans
for rapidly credentialing healthcare professionals
during a pandemic is crucial. Together, state health
departments and members of the healthcare community can agree on a definition of an emergency
staffing crisis and when it can be declared, as well as
identify emergency laws that allow employment of
healthcare personnel with out-of-state licenses.
HHS is developing a deployable mass casualty
capability that could be used to supplement hospitals.
However, HHS recommends that hospitals develop
their own response plans that include components on
hospital surveillance, hospital communication, staff
education and training, triage and admission procedures, staffing and bed capacity, consumable and
durable supplies, and planning for provision of care in
nonhospital settings. During the peak of a pandemic,
hospital emergency departments and outpatient offices
might be overwhelmed with patients seeking care.
“Prophylaxis” is defined as the medical care or
measures provided to individuals to prevent or protect them from disease. The medical care or protective measure may be administered to entire populations or large sectors considered to be at risk. This
widespread medical prevention, or “mass prophylaxis,” is a cornerstone of any public health campaign
against outbreaks of preventable disease. According
to Community-Based Mass Prophylaxis: A Planning
Guide for Public Health Preparedness,13 there are five
distinct components of the response: surveillance,
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supply and stockpiling, distribution, dispensing, and
follow-up. All components are addressed in detail in the
PIPP curriculum. Additionally, the fact that an effective vaccine for the next pandemic strain may not be
available at the onset of a pandemic is stressed.
Antiviral drugs may be in short supply and are only
effective when given at the onset of illness; this is also
stressed in PIPP. Genetic trends emerging from studies
with highly pathogenic H5N1 suggest that mutations
may be limiting the effect of antiviral drugs altogether.14 These troubling facts may limit the use of mass
prophylaxis in the early response to a pandemic.
The nature of a pandemic means the response
will span geographically scattered areas and could
last weeks or months instead of days. The entire supply chain of a country will be taxed. In a pandemic situation, any existing inventory of consumable supplies
will potentially be used rapidly. Since the majority of
hospitals and medical facilities have moved toward
just-in-time inventories, most do not have more than
a few days’ worth of supplies of these types of items.
Further complicating the issue, in many metropolitan
areas only one or two vendors supply the entire hospital and healthcare community with essential items
needed in a pandemic. These supplies would be used
quickly as patient volumes increased. Therefore, it is
imperative that individual hospitals, medical facilities, local governments, and states have surplus medical supplies readily available for pandemics.
Exercising the planning team
The PIPP course culminates with an all-day
tabletop exercise (TTX) in which students take on
specific community roles in a fictitious city referred to
as “Our Town.” The students are introduced to a scenario and given a preparedness budget, an administrative code for Our Town, and information concerning the currently available vaccine.
In this scenario, an outbreak of an unusually
severe respiratory illness is identified in a small village in a foreign country. With increased surveillance
and specimen testing, the WHO reference laboratory
in Geneva determines that the isolates are from a
subtype never before isolated from humans. Isolates
of the new strain are sent to the Food and Drug
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Administration so it can begin work on producing a reference strain for vaccine production, and influenza vaccine manufacturers are placed on alert. Isolates are also
sent to the CDC so that detection capabilities can be
enhanced through the Laboratory Response Network.
The novel influenza virus begins to receive significant
media attention, and key US government officials are
briefed daily as surveillance is intensified throughout
the infected region and within the United States.
Through a number of injects given periodically
during the exercise day, the outbreaks spread to surrounding countries, and ultimately strains of the
virus are detected in airline passengers arriving in
several US cities. States and local areas are asked to
intensify influenza surveillance activities, and vaccine manufacturers are requested to go into full production. Subsequently, occurrence of cases of the pandemic influenza strain becomes widespread.
Initially, the students, in small groups, are led
into planning and preparedness activities by an experienced facilitator. Each group is given approximately three hours to determine what planning and preparedness activities would best serve the public.
Students also have a $1.2 million budget to acquire
supplies and overtime authorizations that might minimize the impact of the novel flu strain entering Our
Town and the surrounding area. Students must work
with the administrative code that is given to determine the best strategies for using surveillance, social
distancing, quarantine, and isolation to contain the
outbreak. Following this phase of the TTX, students
receive hourly injects that advance the timeline of the
exercise and move the problem closer to Our Town.
Each inject brings its own unique set of challenges
and issues. The TTX culminates with an after-action
review, conducted in the classroom. During the
review, each group highlights the preparedness activities and response issues that it found important in
dealing with the circumstances of the scenario.
conclusIon

Pandemic influenza may be the greatest challenge
that emergency planners will face in the coming century.
The PIPP course provides responders at the planning
and management levels with outbreak containment and
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response skills, enabling them to better plan and prepare
for an outbreak of pandemic influenza. The course also
provides responders with information regarding the
imminent threat of pandemic influenza, its challenges
and clinical aspects, the goals and objectives of the NSPI,
and the many facets of an effective response in relation
to avian influenza.
At the conclusion of this course, responders are
able to demonstrate their ability to plan and prepare
a community for pandemic influenza by considering
various factors, including the current threat, clinical
manifestations, mass prophylaxis programs, medical
surge enhancement, medical supply management
and distribution, emergency response actions, and
problems relating to containing the contagion and
dealing with the massive numbers of victims.
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AbstrAct

Faculty members from the New Jersey Universities Consortium for Homeland Security Research
served as observers in the TOPOFF 3 exercise in New
Jersey in April 2005. The exercise involved a simulated release of pneumonic plague, with symptomatic
individuals sent to hospitals and asymptomatic individuals sent to points of dispensing (PODs) to receive
antibiotics. This paper summarizes Consortium members’ observations about the exercise, with emphasis
on the PODs’ strategies and implementation, and on
the role of communications and command centers.
The future role of university collaborations with local
and federal agencies in similar counter-terrorism
exercises is also discussed.
IntroductIon

The TOPOFF 3 exercise, held April 4–8, 2005,
provided an opportunity for federal, state, and local
agencies to execute a coordinated response to a largescale terrorist attack. It aimed to test both plans and
skills and to provide information to participants and
observers about preparedness and response plans.
The exercise took place in Connecticut, New Jersey,
the United Kingdom, and Canada. Members of the
New Jersey Universities Consortium for Homeland
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Security Research were invited to be observers of the
New Jersey TOPOFF 3 events, held between April 4
and April 7. The Consortium, consisting of seven New
Jersey universities, was founded in 2003 to coordinate homeland security research among faculty at
New Jersey’s universities and to facilitate collaboration among university faculty and between university
faculty and New Jersey and federal government officials. The Consortium is recognized by and works
with the Office of the Attorney General of the State of
New Jersey, as well as numerous government and
military research units in the state and in the federal government. We were provided access to the planners, and our activities during TOPOFF 3 were supported by Lt. Dennis McNulty of the NJ State Police.
His goal was to provide the Consortium observers with
unfettered access to exercise play. While this didn’t
always happen, we feel that involvement of university
observers earlier in the process in future exercises
would help make this happen more smoothly.
The comments made here about TOPOFF 3 are
based on observations and subsequent discussions of our
Consortium members and are provided as a guide for
improving the approaches employed in emergency
response. They are primarily directed at acute exposure
crisis intervention, response, and control. While this
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article is intended to provide feedback to state and
federal agencies and the emergency management
community on some specific aspects of TOPOFF 3
and their implications for preparation and planning
for future terrorist events, it also suggests new roles
that the academic community can play in collaboration with government agencies and the private sector
in the defense against terrorism.
TOPOFF 3 depicted a complex terrorist scenario.
New Jersey’s part consisted of a simulated biological
attack in Union and Middlesex Counties involving a
vehicle-based biological agent, later identified as
pneumonic plague. Local hospitals were involved,
with patients streaming in, and eventually all New
Jersey counties became points of dispensing (PODs)
for antibiotics. A related chemical weapon attack,
originally planned for Boston, took place in New
London, Connecticut. New Jersey’s TOPOFF 3 also
involved a mock cyber attack.
Some components of TOPOFF 3 had multiple
Consortium reviewers, while others had only one
reviewer. TOPOFF 3 aimed to examine a variety of
issues, including public health and safety, terrorism
prevention (putting the pieces together to ward off a
major attack), communications, interagency collaboration, public/private collaboration, recovery, and
remediation. The major sections reviewed by the
Consortium and discussed here are the PODs, communications, and the command centers.
GenerAl observAtIons

Our goal was to observe various TOPOFF 3 components over the course of the entire event. The
TOPOFF event provided an opportunity to test various components of the national, state, and local
response systems. From this vantage point, many
aspects of the exercise were successful. It is, however,
the nature of a critique to concentrate on those points
that were not as successful or that need attention.
One of the most important general weaknesses
we observed was that TOPOFF 3 was a totally scripted, or “playbook,” exercise. Individual components
attempted to present a realistic set of activities; however, the exercise lacked the random elements of
surprise or contradictory information that would
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allow for analysis of individuals’ reactions in complex
decision-making contexts. One of the most glaring
examples of scripting was the disclosure of the identity of the biological agent of concern more than a week
before the event started in New Jersey. This information was released statewide when it was announced
on a talk radio station in New Jersey a number of
days before the event. There was, unfortunately, no
flexibility enabling the game controller to change the
agenda after this occurred. This made it impossible to
reliably assess a crucial aspect of the TOPOFF 3
event response. Some examples of the problems generated by prior knowledge were 1) a laser-like reaction and response to the release of a specific biological weapon—pneumonic plague—rather than the
implementation of the “shotgun” tactics that would be
needed to determine the presence and identity of an
unknown biological or chemical agent; 2) the lack of a
sense of true “chaos” among the press, the emergency
responders, the local officials, and others, since the
sick had what was known to be a treatable illness and
the method of treatment was a given; and 3) the lack
of any truly significant perturbations or inclusion of
new and inconsistent information that refuted any
initial hypotheses. Each of these aspects prevented a
true assessment of the impact of the event, including
the level of paralysis that could have resulted among
all industrial, commercial, or routine activities during a real emergency. What could be assessed during
TOPOFF 3 was the implementation of various components of the local, state, or national response system,
and the interaction among the various components.
In the future, it would be preferable for the
Department of Homeland Security or the state of
New Jersey to employ the kind of stochastic events
that are used during a “war game.” Typically, war
games start with a plan, and then randomly selected
perturbations or new adverse events are periodically
added at specific locations. This sort of process is
essential for truly stressing the response systems to
the limit. While individuals associated with some of
the components of the New Jersey TOPOFF 3 exercise felt that they were stressed to the limit, without
the introduction of new stochastic events or some
other similar element of realism, it is difficult to
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determine whether or not that was true. As an example, what if there had been a secondary attack with
another agent? Could this have been handled effectively by the state? The addition of more elements of
realism would have allowed us to be more confident
that our preparedness was tested in a meaningful way.
A series of observations made by the Consortium
were related to the actual schedule of events. The
aftermath of the bioagent’s release at Kean
University was reported on by the Virtual News
Network (VNN), a pseudonetwork created for the
TOPOFF 3 exercise. However, VNN did not convey an
air of urgency. Officials were standing around in their
normal work clothes, providing interviews to unprotected VNN reporters. Again, there appeared to be a
playbook. Soon, people were being shipped off to hospitals, without any idea (in the script) of what the
contaminant at the site was. This would not have
been a logical decision in a realistic exercise, since it
takes two to three days before infected individuals
begin to display symptoms of pneumonic plague.
Quarantine was not considered for the people immediately adjacent to the release or the students in the
surrounding buildings. The time between initial sample collection and confirmation of plague was unrealistically short (less than 24 hours). Based upon the
mode of action of plague and the actual time delay
before appearance of the disease, the time frames for
the appearance of symptoms and patients’ admittance to hospitals were too short for each of the affected communities.
Another general observation was that the level of
training within individual components (e.g., communications and medical intervention) was quite variable,
ranging from excellent to fair. More emphasis needs to
be put on training those who will be heavily involved in
such exercises (and potential real events), including
both appropriate government officials and volunteers.
Also, the methods of communication and documentation we observed ranged from computer-based entries
to information scribbled on pieces of paper. More attention needs to be paid to modern and efficient communication systems and to training individuals (including
volunteers) to use them. To some extent, this is just a
matter of working out the appropriate protocols in
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advance. A surprising aspect of TOPOFF 3 was that the
best and the worst of specific activities could be identified at all levels of government and response, both in
terms of training and in terms of communications.
Pods

Introduction
Three separate PODs associated with New
Jersey’s TOPOFF 3 were observed by members of our
Consortium: Middlesex County (the athletic center at
Rutgers University), Monmouth County (Brookdale),
and Union County (Rahway). By our observation,
only two of the PODs operated in a manner typical of
points of dispensing; the third (Monmouth County)
acted more like a point of distribution. This is an
important distinction and will be explained below.
When coupled with the varying levels of effectiveness
of operations observed at individual PODs, the distinctions reinforce the recommendations we will present about the value of PODs.
The principal purpose of a POD was to dispense
drugs, educational materials, and emotional support
to the members of the community who were not showing any overt symptoms or who may not have been
exposed to the agent. The layout was designed to provide an orderly flow of people from the entrance to the
dispensing point, and finally to the exit of the POD.
(Those people exhibiting symptoms were directed to
hospitals.)
Conceptual design
A major conceptual problem with a POD is the
bringing together of large numbers of people to
receive their materials in one location. During a state
or national security crisis there will be uncertainty,
confusion, security issues, and the potential for secondary attacks. Therefore, logistically it will be
almost impossible to get large numbers of people to a
POD quickly or efficiently or to prevent them from
getting into harm’s way during a secondary attack.
Further, the roadways around a POD will not be able
to handle a large number of cars converging on a location in a time of crisis, and the mass transportation
needed to move people from a parking lot to the POD
will be difficult to arrange over a short period of time.
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In addition, the roadways will be overwhelmed with
nervous drivers, and parking lots will be very hard to
manage. (Like so much about the plans utilized by
TOPOFF 3, this aspect of the POD concept depends
heavily on a buy-in from the public. Omitting analysis of public buy-in is a flaw in a number of the plans’
aspects.)
The POD model depends on many active and
motivated volunteers presenting themselves at each
POD. In a time of crisis, though, how easy will it be to
reach these volunteers and convince them to stay
long hours? Without accomplishing this, the effectiveness of each POD will be severely compromised.
During an actual event, volunteers will not have the
luxury of making child or elder care arrangements
days in advance (there will be very short notice), and
one can question whether they would be willing to
stay long hours away from their families. It should be
noted that at some of the PODs, even during the
TOPOFF 3 exercise, no provision was made for 24-7
coverage.
Analysis of specialized POD activities
Consortium observers were concerned that a
seeming excess of attention was paid to accommodating people with isolated problems at the PODs. For
instance, there was a desire to have a POD designed
to effectively handle disabled people during an event.
Logistics would be cumbersome during a terrorist
event, and dealing with disabled individuals upon
arrival/departure would cause problems. Not all disabled people will have a “buddy,” and transporting
disabled persons requires much time and effort even
under optimal circumstances. Also, some PODs made
a major effort to have interpreters located at their
sites. This is a nice idea, but is it realistic to believe
that one can staff a POD with volunteers who speak
up to 14 languages during an actual event? Moreover,
how would people who don’t speak English get to the
POD in the first place? Of course, they might have
help from someone who knows enough English, but
once they arrive they won’t speak the language well
enough on their own to understand the nuances in
questions they might have to answer. The feasibility
of providing enough interpreters and the extent to
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which we could devote a lot of person-resources to
this issue remain in question. By way of contrast, we
envision the need for considerable psychological counseling. Devising a practical way to offer such counseling during such events requires a thorough analysis,
and the issue was not addressed in TOPOFF 3. It
may be best handled by better education of the general public now, rather than during an event.
Considerable efforts were made to keep records.
We understand the desire to record which people got
what medications, who received what counseling, etc.
However, this slowed things down considerably. In a
real emergency, it might not be feasible.
Another observation relates to getting food to the
volunteers, which would be very difficult in a real crisis. Would food purveyors be willing to send trucks
out? Would they even be capable of sending trucks
out (e.g., would they have enough drivers), and
should they consider travel? Would they be subject to
a secondary attack? One of the experts we consulted
indicated that food suppliers or other industries were
not even considered as potential partners in the
TOPOFF program. Whether or not this is the case,
this weakness necessitates more thought, because the
ability to move food products and other materials
during an attack could be compromised. Other security issues will also arise—all the trucks, personnel,
and packages entering and leaving a POD would have
to be thoroughly checked and approved for entry and
exit. Further problems discussed by a Consortium
member with the New Jersey Food Council and NJ
Business Force/Business Executives for National
Security (BENS) included the notion that the food industry might cease production due to an inability to get food
prepared and delivered. With roads closed and workers
panicking, supplying needed food staples could be made
difficult, if not impossible.
Disease model
Implementation of the POD approach in TOPOFF
3 was flawed from the standpoint of microbiology and
the spread of disease. First, the fact that everyone
knew that the agent was pneumonic plague reduced
all the uncertainty and much of the anxiety to a minimum for the workers and volunteers at each POD.
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The control plans could be implemented with a
defined prescreening procedure. Materials explaining
the drugs, their side effects, who should not take
them, etc., were prepared in advance. They were very
professional in design and available in good quantities. But what if we didn’t know the identity of the
biological agent causing disease? Would we have the
ability to access similar materials in real time and
print and copy them on site?
The POD concept also begs another question:
What if the agent were a communicable disease that
was contagious before an individual displayed symptoms? In such situations, the POD would act as a new
point of exposure, leading to the inevitable: a large
number of new victims. We were surprised at how little attention was paid to protective masks and at the
inconsistencies with respect to their use. In
Middlesex County, some POD workers wore them
and some did not. Some had them and told the
observers they would have worn them in a real emergency. None of the people coming through the lines
had masks. In contrast to Middlesex County, the
Union County POD did distribute masks to the volunteers, police, and EMS, but not to the general public
entering the building. Safeguarding the latter could
be important, since such individuals could be a secondary source of the bacteria or other infectious
agent.
A major uncertainty was the kind of mask that
would have been appropriate if the pathogen were
unknown. There would be a need to have the more
expensive type of masks available, as well as personal protection instructions and prior worker fittings for
the types of masks to be worn in the event of an
attack with an unknown agent.
In TOPOFF 3, the workers knew the nature of the
agent; this was a critical problem when it came to
assessing the validity of operations observed at the
PODs. Since pneumonic plague is communicable via
droplet infection, the main method of disease incidence control would be identifying “true” victims
before they entered a POD and then triaging them to
hospitals. This was done in Union County; however,
in spite of the presence of a prescreening procedure,
one or more infected people could be missed during an
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actual event or less scripted exercise, thereby contaminating the entire POD or infecting individuals in
the immediate surroundings. Another communicable
disease that is contagious before an individual displays symptoms would cripple the effectiveness of the
triage system used at a POD. Thus, the POD system
might actually lead to the spread of disease by
encouraging people to leave home and stand in line
with contagious individuals.
Critical load issues at PODs
The amount of time a person spent from entry to
exit within each POD varied significantly from person to person. For example, in the Union County
POD, once a person successfully passed through the
metal detector and reached the registration line, the
time from start to finish could be as short as 13 minutes or as long as 35 minutes. Each person entering a
POD played a specific (scripted) role, e.g., no questions, lots of concerns, symptomatic, having specialized medical needs, irritated, etc. This was a good
idea and provided some information on how a POD
would function when dealing with the actual public.
However, the long processing times in Union County
occurred under relatively smooth operating conditions; in a real crisis, there would be noise, long lines,
the occasional person getting sick, some people pushing and shoving or trying to get to the head of the
line, and possibly some sense of panic (if things got
out of control). What if the POD had to handle 50,000
people during a real crisis, instead of the fewer than
1,000 people handled in TOPOFF 3? Could the processing be accomplished and the distribution of drugs
effectively implemented?
In a true terrorist event, three additional variables would be in play: 1) a much larger influx of people to the POD over a short period of time, 2) much
less control over the preparations, and 3) a very short
window of time between the announcement of the agent
and the time for initiation of drug dispensing. Each of
these variables could lead to a major problem in preventing further infection. With the first variable, the
problem would be the large number of people coming
to a place where they may be exposed to a communicable disease. The latter two variables mean the POD
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would not be able to set up and obtain volunteers in a
reasonable period of time. Finally, as noted earlier,
bringing many people to a POD at once, e.g., on a bus,
may seem efficient, but it increases the possibility of
secondary sources of the primary infection. Further,
will enough buses be able to get to the POD, and will
there be enough volunteers to man them during the
crisis? The real issue, it seems to us, is whether, in a
public health emergency, we would have time to
screen, counsel, and complete follow-up on a large
number of people. Perhaps the main reason for dispensing medication in some cases, such as this one, is
psychological rather than medical. However, for
either infectious disease or mental health reasons, is
widespread dispensation in a few fixed locations the
right way to proceed?
Operations at individual PODs
The Union County POD operated effectively, considering the duration of its operation and the number
of people present, and it was very effective in providing information and education for the people
processed there. For example, there were video
screens providing information throughout the POD.
However, the Union County POD could not distribute
more than about 1,000 drug dosages in a four-hour
period—clearly not enough to protect a large number
of Union county residents.
The Middlesex County POD serviced fewer than
500 people, with some being repeats. Observers were
told that the POD was not meant to operate for more
than one or two days, and the POD could not operate
24-7 because of a lack of volunteer workers or participation requirements for volunteers, even during a
well-planned exercise. (At the Middlesex County
POD, the rules required that all volunteers be
screened, and nobody with a record could be used.
The extensive screening process seemed to drastically cut the number of volunteers.) A heavy investment
of people would be necessary, and it is pure speculation to say that the level of participation could be
increased during a real event. The Middlesex County
POD had a number of other problems: patients were
wheeled through the registration and operations
areas without masks (as noted above), numerous
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personnel did not appear to be well trained in safety
and other procedures, and poor coordination with
local police was demonstrated.
The biggest success—one which, in our opinion,
can be used to develop a better approach for dispensing materials—was the Monmouth County POD. This
was due to two major aspects of its operation: 1)
Monmouth did not follow established rules of POD
operation, and 2) the team was extremely well
trained and well equipped for efficient operation. The
leadership in Monmouth should be commended for
their efforts in making their POD a successful operation. In fact, our observers were told that the team
had been training for months, and much of the basic
information that was collected on site in Union and
Middlesex County had been pre-entered in
Monmouth’s emergency response databases. This
would be important for any response unit, but the
amount of training and database updating employed
by this POD could be called heroic. Each of these
points demands attention, because the results are
somewhat aligned with our recommendations for the
future. Finally, as stated above, in contrast to the
design of a point of dispensing, as seen in the Union
and Middlesex County approaches, the Monmouth
POD could be considered a point of distribution. This
was a distinctly different approach for implementing
POD-related activities. The main role of the
Monmouth County POD was to distribute all medicines to a few people. These individuals, the main
ones who came through the POD, then redistributed
the drugs to more people. As a result, our observers
were told that 67,000 people (10 percent of the county) received their medicines in four hours. This is
impressive, though it still requires a significant volunteer effort and that people come to central points of
distribution. However, the results were much better
than those obtained at the effectively operated POD
in Union County, which served at most 1,000 people
in four hours, and the ineffectively operated POD in
Middlesex County, which served at most 500 people
in that time.
One upside to Monmouth’s revised POD concept
was that their system was computerized, so a person
getting drugs knew whom they were getting the
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drugs for and could then distribute them efficiently.
However, there did not appear to be any way of knowing whether or not they were actually distributed.
To a large extent, the Monmouth approach was
successful because Monmouth had a lot of the recipient
information preprogrammed before the event. During
a real event, this type of command and control would
not be possible unless there were a constantly updated
list of people in the computer database. Such a list (or
lists) would have to be accessible and provided to a
small, designated group of people who could coordinate
the distribution of drugs within the county.
Recommendations
Any system supporting widespread distribution
of drugs during an emergency must minimize bureaucratic administrative requirements that may slow the
process. Examples could be a combination of existing
corporate systems (United States Postal Service
[USPS], highway toll systems, supermarkets, mobile
community systems, etc.). The reliance on one system, such as the USPS, which had been suggested for
a large portion of the state of New Jersey, needs to be
avoided; however, the specific pluses and minuses of
the USPS should be analyzed, as it is one of several
alternatives for distributing medicine or other supplies over a short period of time.
Communication issues, which are the subject of
the next section, are critical to the successful operation
of PODs and other dispensing systems. Communitywide education via radio and television that provides a
true indication of the impact of a major terrorist or
accidental-release event is a necessity. Providing timely, relevant, and accurate information to the public can
reduce confusion; provide good reasons for specific
courses of action taken by the federal and state government; and provide the public with information regarding the nature of the release, where to obtain needed
medications, and how to use the medication. Simple
modes of communication and reinforcement are musthaves for increasing trust in government messages
and directions during a crisis.
The critical POD-related biological issues start
with preventing an increase in the spread of the disease while people are present at the POD. This can
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not be done in a large area where people of unknown
exposure are in close proximity to one another.
The PODs also lead to medical logistical issues
such as material supply, processing of people during
an event, and maintaining adequate levels of trained
personnel at the POD 24-7. The security issues at
PODs were determined to be very important. For
instance, how do the police maintain order in a POD,
keep the POD secure from secondary attacks (they
will become a second level of primary targets), and
keep traffic flowing to and from the POD? Each one of
these issues compounds the concerns related to further infection and identifies a factor that pulls the
police away from pursuit and interdiction activities.
A narrowly defined POD may work for a specific
aspect of a WMD emergency response event. One
example would be the distribution of prophylactic
medications to emergency responders for their and
their families’ use. The limited implementation of a
POD for highly trained personnel would not cause
diversions of law enforcement and other public safety
officials from other tasks.
General recommendations for PODs
Based upon the above analysis, we have a series
of recommendations. From the standpoint of public
health and logistics, we offer the following:
1. Decentralization will prevent mass
movement of people throughout the state
under conditions that can lead to the
spread of a communicable disease.
2. Prophylactic antibiotics or other drugs,
as well as information, should be dispersed
within each community, with police, firefighters, etc. getting the materials from a
central location (as in the Monmouth POD
model). Additional antibiotic stocks can be
held in small, centralized locations (police
departments, fire departments, town halls)
if additional need arises. This concept limits
travel and offers more control over antibiotic dispensing. Also, it precludes outsider
attempts to disrupt drug dispersal.
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3. Localized municipal dispersal is primarily limited by the mechanics involved in
delivering antibiotics to each municipality.
Perhaps a single official vehicle (police, fire,
health department, etc.) from each municipality could travel to a centralized depot
(e.g., an airport) to receive the medication
for dispersal within the local community.
4. Use of a decentralized approach limits
the number of personnel required as compared to centralized PODs. Also, use of a
decentralized approach allows law
enforcement personnel to effectively protect the general public and eliminates the
need for traffic control or mass transit.
5. Prescreenings may not be needed in
many circumstances.
6. In a crisis situation, paperwork should
be minimized.
7. Improve the training of local and state
volunteers and workers regarding the general classes of agents that may be encountered and the procedures for self-protection and protection against secondarysource (victim and clothing) infection during time in harm’s way.
communIcAtIons And commAnd centers

Introduction
Communications were a major matter of concern
in our discussions of the TOPOFF 3 event. The things
we concentrated on were interagency and
federal/state collaboration/communication, methods
for communicating directly or indirectly with the public, technical aspects of communications, and the role
of the media.
Command center communication and federal/state
and interagency collaborations
Command centers play a central role in most emergency situations. A troubling problem encountered by
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the team was that poor communication occurred
between the state command center and the county
command centers. This led to confusion and resulted
in some centers operating independently.
During TOPOFF 3, the county command centers
were receiving incomplete information from the state,
and most information flow appeared to be vertical
(top-down). There were few horizontally directed
communication paths. In a true event, horizontal
communication would be essential, since local officials would be much more directly involved and command and control would occur mostly at the local
level. We recall that on September 11 the local officials had a major role, and they almost certainly
would again in a future terrorist attack. The lack of
communication during TOPOFF 3 was sufficiently
severe to lead some volunteers at command centers to
find information through Google searches.
There were also some concerns about the communication between federal and state officials, though
we were not able to observe these communications
directly. For example, the lack of access to critical
information experienced by some important local officials in TOPOFF 3 (e.g., as a result of lack of clearance) was a problem that, according to accounts we
heard, resulted in locals scrambling in response after
a decision was made.
Even with information about the event presented
in various forms by the “press,” there still appeared to
be many individuals at various levels of participation
who did not have information. Based upon our team’s
observations, the range in knowledge went from very
high (e.g., gained through the pre-event training in
Monmouth) to quite low (individuals at the Middlesex
POD were looking up information on the Internet at
the beginning of the event). External resources
seemed to be spotty, with some locations getting little
feedback from county and state authorities upon
request. Lack of coordination and communication
were issues reported to us numerous times.
Within the Middlesex County POD system, we
observed major frustrations among the local police,
and their concerns were expressed to three separate
observers. The local police were not considered major
players in the exercise, and they were not trained to
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efficiently help with the flow of people or support the
operation of the system.
A concern expressed by many volunteers and
emergency responders at various emergency operations centers (EOCs) and PODs was the lack of a good
communications strategy. To some extent, this was
related to our team’s observation of a business-asusual approach associated with the tasks at hand,
which included paying little attention to details of
communications protocols. In various locations, there
was no indication that an event was taking place.
While there was an air of efficiency and total control
in Monmouth, there were not enough personnel to get
tasks done at Middlesex County’s EOC and POD. In
fact, the Consortium observers were enlisted to help
during their observation time at the Middlesex
County EOC, and they were given no guidance as to
communications protocols.
Technical aspects of communications
Some of the technical aspects of communications
during TOPOFF 3 are worth commenting on. The
information trail throughout the process was not systematically established for flow to and from the local
level. There was a heavy reliance on paper and wired
telephones at many locations; this needs to be
reassessed. Wireless technology and FAX machines
are very important in emergency situations, and
operable printers are essential. With all the planning
that had been done for TOPOFF 3, the New Jersey
Department of Health and Senior Services had few
operable printers at the Trenton command center,
and key operations were being handled by personnel
with few or marginal computer skills. One individual
was sitting at a computer screen but spending a
majority of time writing information on pads and
scraps of paper.
Secondary attacks are a serious potential threat
in connection with terrorist events. Cyber attacks are
a potential threat to the crucial communications systems involved in event response, as either secondary
or primary attacks. TOPOFF 3 held a pre-exercise
simulated cyber attack, to which university observers
were also invited. It is hard to evaluate how useful it was
for the participants, since the observers were cordoned
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off from the actual participants and thus were
reduced to attempting to overhear what was going on
at the nearer tables. The observers’ impression, based
on limited access to the exercise, was that the “general guidelines” that should have resulted from the
exercise were basically known in advance.
Public information
The importance of immediate, authoritative, and
accurate public information can not be stressed
enough. The “Giuliani model” of telling it like it is
(including what is happening, how bad it is, what we
are doing, what we can not do, what we do and do not
know, what you should do, and what precautions are
necessary) and providing a take-charge image provides the leadership necessary to ensure a successful
distribution of materials and better coordination of
response. With this type of leadership, built on a solid
and practiced plan, the public is more likely to follow
directions, as proven in past events ranging from
September 11 to evacuations. In order to support the
Giuliani approach, we need to enlist action-oriented
researchers who can offer timely solutions and provide insights and analysis for anticipating public
response.
Industrial participation
Private industry has a special role to play in communications during a terrorist event. The
Department of Homeland Security did not include the
private sector as a major participant within the
design of TOPOFF 3. It was primarily through the
efforts of the NJ Business Force/BENS that private
organizations participated in various aspects of the
exercise. Further, the Office of Emergency
Management noted in its after-action report that
there needs to be an industrial presence in the future.
It is important to note that industrial and commercial
partnerships are crucial to the implementation of a
coherent emergency response program; on any given
day of the week most residents and workers (whether
in New Jersey or elsewhere) are linked to jobs, child
care, transportation, etc. Each of these activities can
be seriously affected during an event and would
impact postevent rescue, recovery, or pursuit. The
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prescribed or stochastic movements of people, and
specific and general attempts to have people stay in
place during an event, are critical elements to consider in managing the extent and spread of a problem.
These activities also need to be coordinated with the
types of services that can be provided by private
industry, e.g., communications links. The issue of
whether evacuation or “staying in place” is preferable
was not thoroughly evaluated during TOPOFF 3 (e.g.,
at businesses, schools, etc.), and such an evaluation is
a current need. Moreover, large businesses could be
used to distribute medications and instructions. In
light of the above, it can be assumed that during a
real event the private sector will have a large role,
very possibly one on par with government entities. All
the different private sector efforts would require coordination and pre-event exercises.
The media
The media play an important role in an emergency. In today’s world they can be the source of
much-needed timely and accurate information and
instructions for the public. In TOPOFF 3, the press
representatives were not presented realistically for
the type of crisis that was unfolding in New Jersey. In
fact, VNN reporters were used primarily as passive
communicators of scripted information, and VNN
actually was the primary source of information on the
scripted activities for individuals within the state
command center during the first few hours after the
toxin’s release. A review of any major disaster (natural or otherwise) will reveal that the press is a point of
active information gathering and discussion, and
while journalists can be a useful tool, they can also
create confusion and disseminate poor or incomplete
reports. We were not allowed to view the VNN or real
media crews directly; our only access was through
media feeds. There were opportunities to view one
VNN control room. A major point of concern was that
the production team had a complete playbook, meaning no surprises. Also, the VNN team appeared to
have a true antipathy toward the “real” media. They
were not pleased to have them around.
Some of our observers reviewed the governor’s
press conference. The comments they heard could be
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summarized as “not providing a realistic assessment
of the situation.” The language of the governor was
reassuring (appropriately so), but it did not exhibit
true anxiety and concern. On September 11, the president was removed from the scene because no one
knew what might happen next. In TOPOFF 3, everyone was aware of the agent and the plan of response;
therefore, the situation was not portrayed as “messy,”
and the exercise did not seem realistic. There was no
real test of the methods of and strategies for risk communication that are so important in crisis situations.
General recommendations for communications
1. In future exercises, it will be important
to create a sense of urgency, which many
felt was eliminated in TOPOFF 3 by the
scripted nature of the event.
2. The desire for full command and control
versus a natural flow of information and
the absence of the chaos that is nearly
always evident during a crisis were glaring flaws in the exercise. This approach
needs to be reevaluated for the future.
3. It is important to complete a total
review of the communications strategies
used and attempt to develop and test a
variety of plans that improve both horizontal and vertical communication.
4. It is important to educate the press and
involve the industrial and commercial sectors in the implementation of communication strategies.
5. Education needs include pre-event sessions for both the general public and emergency responders. Education can not be
limited to public service announcements;
it must be part of an overall “straight talk”
educational program. The Consortium
observers were troubled to note that many
of the police surrounding the release point
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or in the PODs were not utilizing personal
protective gear or did not understand the
critical issues associated with exposure to
biological weapons and the spread of disease—problems that might have been overcome with proper pre-event education.
5. Various types of advanced communication tools should be tested, and individuals
should be trained on how to use them in a
crisis mode. “On the fly” training for computer use and information gathering during an event should be minimized.
6. A concerted effort is needed to engage
the industrial and commercial sector during TOPOFF exercises. Their participation is critical at all levels, since they can
be targets; will be in control of a large portion of the employed population; and can
provide support personnel, materials, and
communication channels.
dIscussIon

The search for solutions to the complex problems
arising from terrorism and natural disasters can benefit from partnerships among government, industry,
and academia. The practical experience and knowledge gained through synergies among government,
other entities, and the research community should be
encouraged, since it can provide guidance on projects
needed to fill major gaps. In particular, university
faculty can provide new points of view and help government officials think outside the box as they design
and evaluate exercises to test our preparedness and
ability to respond to terrorist attacks. In turn, direct
involvement of university researchers in such exercises can help inform and focus future efforts to develop
new plans, methods, and technologies useful to
society. All of the observers of TOPOFF 3 learned a
great deal from the experience, and this should help
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us all be more prepared for hazardous events in the
future. We recommend that the Consortium’s experience in TOPOFF 3 be considered as a model for universities in those states hosting TOPOFF 4 and other
similar exercises.
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Emergency planning for municipalities:
Emergency Planning 101
Clayton S. Scott, LTC (Ret) USA, CEM

It’s been said that it’s not the plan that’s important but the planning process. Be that as it may,
when dealing with a number of multidepartment
municipalities that vary in size and have no emergency preparedness experience, the plan itself may
in fact be more valuable than the process in the face
of a potential major disaster. How, then, to prepare
a multitude of communities for an incident of critical significance that requires a coordinated and
effective response in order to save lives, minimize
damage, and provide a basis for long-term community recovery and mitigation activities?
At this point in the mandate of deliverables for eligibility for federal disaster grants/funding, counties
and states are required to have disaster mitigation
plans and, in accordance with Homeland Security
Presidential Directive/HSPD-5, adopt the provisions
of the National Incident Management System.
Inseparably linked to these requirements by the
National Response Plan’s framework for interaction
among all levels of government is the need for compatible emergency operations plans (EOPs) that provide
uniformity and transparency at all levels, federal
through local. Herein lies the challenge; while experts
in their field, most municipal officials have neither the
time nor the inclination to decipher the complexities of
state and federal contingency planning. The issue
becomes one of county emergency managers communicating their expertise to overworked municipal officials
in a fashion that lends itself to the development of
well-coordinated local plans.
In anticipation of an incident of critical significance, county planners in Chatham County
(Savannah, Georgia) developed a generic EOP that
mirrors both state EOPs and the National Response
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Plan. This generic plan was distributed to the county’s seven municipalities in a fill-in-the-blanks template format. It reduced the scope and abbreviated
the organization of the county EOP to a plan more
suited to municipal needs. While the purpose of the
plan remained essentially the same as that of its
county model, the size of the available staff was
reduced and designed for an average municipal
organization with a mayor; a city administrator;
and police, fire/EMS, maintenance, finance, purchasing, human resources, and zoning departments. It was recognized that not all municipalities
were organized or structured the same; however,
organizational flexibility did not need to be sacrificed in order to maintain a common direction and
compatibility with the county plan. For example,
the county plan calls for the Department of Public
Works to accomplish specific functions, but it
makes no difference if the municipal department
accomplishing parallel or complementary duties is
called Public Works, Maintenance, Landscaping, or
Engineering. As long as both the municipality and
the department recognize the department’s responsibility for accomplishing specific tasks, and as long
as the department in question is capable of fulfilling its mandate, the name is irrelevant; the municipality can call it whatever it chooses.
As in any disaster, priorities remained, such as
saving lives and property, securing affected areas,
protecting resources, and restoring infrastructure.
Responsibilities were defined in general terms, and
the 15 federally specified emergency support functions (ESFs) were explained in detail in order to
maintain compatibility with county, state, and federal plans. Like county, state, and federal plans,
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one primary agency was made responsible for coordinating each ESF. However, the multitudes of ESF support
agencies found at higher levels were reduced to those
departments and agencies that could be expected to be
available to a municipality. For example, the 16 county
agencies supporting ESF #8, Public Health and Medical
Services, were reduced to two at the municipal level
(fire/EMS and locally available volunteer organizations).
Finally, the ESFs were reduced in scope to those functions that apply at the municipal level.
Because it’s essential that the municipal template complement the county plan, the template is
fundamentally an extensively abbreviated version of
the county plan. By considerably reducing the scope
and detail of the county plan, the municipal template
is surprisingly easy to develop.
At the county level, plans to respond to specific highrisk threats are promulgated as Incident Annexes to the
EOP. Although for decades it’s been spared, one of the
many threats facing the Eastern seaboard is the strike of
a major hurricane. The 2005 Florida hurricanes and the
havoc resulting from Katrina and Rita have shown
coastal communities how vulnerable they are and how
devastating these storms can be. As a result of its specialized application to the East Coast, an EOP Incident
Annex was developed to facilitate local hurricane planning. Like the basic EOP, this Annex complements
county planning. It consists of brief Introduction,
Purpose, Implementation, and Responsibility paragraphs, followed by a more detailed Concept of
Operations section that addresses the following points,
dedicating one or two paragraphs to each:
n

direction and control responsibilities;

n

application of the incident command system;

n

location of direction and control functions
(command post);

n

emergency communications;

n

public information; and

n

emergency protective ordinances.
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With the same sense of brevity, the Evacuation
section focuses on:
n

authorities and responsibilities;

n

levels and types of evacuation (partial,
full, voluntary, mandatory);

n

routes and destinations; and

n

traffic control points.

The Critical Workforce Sheltering section provides criteria for the use of such shelters and identifies assignments for essential staff.
The Recovery and Reentry section discusses:
n

authority, responsibilities, and coordination;

n

post-storm regrouping;

n

post-storm reentry;

n

damage/needs assessment; and

n

debris management.

Appendix A contains response timelines that are
compatible with the county plan, and Appendix B
identifies priorities for road clearing.
Once the template was completed it was distributed as a CD to the municipalities, and the County
Emergency Management Agency conducted a brief
training orientation. The plan’s template indicated
“City of _______,” so that the “replace” function could
be used to insert the name of the targeted municipality throughout the plan. Review by a municipal official confirmed or denied the names of local departments, ensuring that the proper titles were used.
Following distribution and review, municipal planning meetings were held to coordinate tasks and
responsibilities. Some assignments were modified,
but the meetings were generally used to coordinate
responsibilities and to identify mutual support areas
where departments could assist one another. After

53

JEM

the review and coordination were complete, the county hosted a tabletop exercise utilizing a scenario
designed to rehearse responses to a variety of potential events. Once satisfied that the needs of the community would be met, municipal officials formally
adopted the emergency plan.
Although most local departments involved with
public safety are acquainted with county emergency
procedures, having a detailed guide to help them construct and coordinate community plans is a tremendous asset. The County Emergency Management
Agency accomplishes its goal of ensuring its municipalities have workable, compatible contingency
plans, and the municipalities obtain plans that
meet the unique needs of their communities while

seamlessly interfacing with the county for mutual aid
and supplemental resources. The benefits are an
immediate win-win.
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