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What is “disaster medicine”? What are the essential
health care needs following a disaster and how
can we optimally respond to them? What ap-

proaches can we take to address these areas? The article in
this issue by Sharma et al1 raises these important questions,
and provides direction to some answers.

Historically, disaster medicine was modeled after the emer-
gency surgical response to war casualties, as emulated by the
International Committee of the Red Cross’ response to con-
flict. In the United States, the original Disaster Medical
Assistance Teams focused on acute injury interventions, but
as we began studying the health issues of disaster victims,
particularly in international settings, the importance of pri-
mary care, chronic diseases, and public health issues was
gradually revealed.2 International response to disasters, espe-
cially humanitarian crises, has long focused on interventions
addressing these issues, but domestically we still lag, often
deploying specialist teams to care for potential acute injury
and illness when different resources are in greater need. A
new understanding of this reality is reflected in the title of
this journal, Disaster Medicine and Public Health Preparedness,
which highlights the increasingly recognized and essential
roles of public health along with primary care and preventive
medicine.

Societal factors exacerbate the demand for primary care fol-
lowing a disaster. From the outset, vulnerable populations
have limited resources and access to health care. Medically
underserved populations already bear higher rates of chronic
illness and lack adequate preventive care and treatment. This
leaves them especially susceptible to disruptions in the health
care system, particularly those that affect the public health
system. Disasters have a profound impact on these groups,
greatly exacerbating needs arising from chronic illnesses or
other tenuous baseline health conditions.

Numerous reports from Katrina reflect the importance of
primary care for the affected population.3–7 Sharma et al
noted that nearly one fourth of all health care visits were for
chronic disease and related conditions (CDRCs). The pro-
portion of visits for CDRCs increased with age, and hospi-
talization rates among those with CDRCs were considerably
higher than those for other groups. Our own experience with
the American Red Cross when conducting a health assess-
ment among sheltered populations after Katrina found even
higher rates of chronic illness.3 This raises the question of

whether specific planning and resources could prevent wors-
ening of chronic medical conditions, which may in turn
reduce the burden on an already overwhelmed health care
system. Hurricane Katrina was a unique event, with the
complete disruption of a health care system and mass popu-
lation movements not seen in the United States since the
Civil War. However, other major disaster events have similar
potential to wreak havoc on an even greater scale—a pan-
demic outbreak or a massive earthquake readily come to
mind.

It is possible that the health needs following a disaster will
vary greatly by location and type of event, but data remain
limited. Clearly, many types of disasters can result in exten-
sive injuries that may overwhelm an intact health care sys-
tem. Some events may destroy large segments of the health
care infrastructure by physically damaging building and trans-
portation systems. Even then, after the immediate response
phase and care for the injured, it will be the primary and
chronic health care issues among affected populations that
have the greatest long-term consequences.

A major barrier to improvement of health care response
following disasters is the difficulty of collecting accurate data.
In the immediate aftermath of an event, implementing a
practical study design and collection of accurate data is no
simple task, affected in large part by factors ranging from the
frenzied environment and highly mobile populations to un-
clear denominators and lack of universally accepted indica-
tors. This often limits our ability to generalize findings and
determine effectiveness of health-related interventions.

Moreover, during the midst of a disaster response, capturing
information that will be of potential long-term benefit for
future events often is the last thing on everyone’s mind.
Although disaster response efforts cannot be hampered by
investigation, it is only by adopting a systematic approach to
determine what happens that we are able to obtain essential
insight into actual needs, what was done to address those
needs, and whether measures taken were effective. Too often,
valuable information is lost in the chaotic aftermath of an
event. For instance, in this study, gathering of surveillance
data was only possible nearly 1 week after the hurricane made
landfall. The authors faced other inherent difficulties of
disaster research. Because the surveillance system was not
intended to identify CDRCs, ambiguity of reported symptoms
led to challenges concerning classification. Despite these
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limitations, Sharma et al should be commended for their
efforts to shed light in this area.

What can be done to improve our understanding of disaster
health needs? Much disaster research lacks external validity
because of the absence of identifiable common factors, the
unique characteristics of different disasters, and the lack of
standardized collection techniques and data. Although work
is in progress, even the National Disaster Medical System has
yet to implement a standardized database for the Disaster
Medical Assistance Teams responding in the field. Rather
than continuously developing
new epidemiological tools
with disparate methods of
data collection used in each
disaster, a comprehensive ap-
proach to systematic data col-
lection and reporting should
be revisited.

The international community
once again has taken the lead
in this area. One such example
is the ongoing process to de-
velop guidelines for evaluation
and research in the Utstein
style by the World Association
for Disaster and Emergency
Medicine.8 The broad recom-
mendations are to develop a standardized, universal set of defi-
nitions; a conceptual model for disasters; indicators and stan-
dards; descriptions of 14 basic societal functions bound together
by coordination and control functions; and disaster response and
research templates. Specific recommendations pertaining to
evaluation and research methodologies are anticipated for re-
lease later this year. As a community, we should review these
constructively, building upon them and other efforts as applica-
ble to health-related concerns in disasters. Another example of
collaboration and standardization has been the development of
the Sphere Project to develop “minimum standards in disaster
response” by the international humanitarian response commu-
nity.9 These standards not only provide direction for response
but also create recommended datasets that allow for a formal
evaluation of the effectiveness of the response.

Perhaps the time is right to engage national stakeholders in
discussion and development of standardized instruments with
common indicators pertaining to domestic disaster health
care response. If such tools have garnered consensus and
acceptance during preparedness planning, they would be
more likely to be available immediately following a disaster
and actually implemented. The economic and human costs of
disasters demand that research, thus monitoring and evalua-
tion, take on a higher priority. Structured and objective
evaluations are required for effective translation of lessons
learned to actual practice. Teams involved in studying health

response should be equipped with appropriate evaluation
tools and include those with specific responsibility for col-
lecting and managing such standardized information.

The health care response to disasters is ever evolving,
particularly as we gain better quality information on the
health needs of disaster victims. Research by Sharma et al
and others is encouraging because it shows that we have
moved far beyond anecdotal “response reports.” There are
still major gaps in our understanding of the needs follow-
ing a disaster, related to health or not, and even less

reported experience assessing
the effectiveness of disaster
health care interventions. A
few things are clear: Chronic
disease management and pri-
mary health care are impor-
tant components of disaster
medicine; higher quality data
are needed to further charac-
terize health care needs fol-
lowing disasters; and disaster
health responders should be
trained in and have a greater
understanding of public
health measures and epidemi-
ological methods.
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