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ABSTRACT

~rhis report describes research on crisis administration of hospital

patients and management of medical probl ems resulting from population

rel ocation. About 9.5 percent of risk—area hospital patients are nonrelo—

catable , i.e., they are either too ill or too severely injured to be moved to

a host area . It appears feasible to consolidate nonrel ocatable patients into

one , or a very few , risk-area hospitals. Al ternative plans for consolidation

of nonrel ocatable patients were eval uated. Evacuation of conventional war

casualties from abroad to intra—U.S. hospitals during crisis rel ocation is

ex pec ted to increase the num bers of nonre loca tab le patients i n r i s k areas ,

inc rease the patient l oad in host areas, and increase the requirement for

health services workers to remain in risk areas. Crisis relocation plans

shoul d be modifi ed to accomodate war theater casualties. Nursing homes,

veterinary clinics and hospitals , and chiropractic , osteopathic and dental

facilities (offices) were examined with a view to using them as additional

primary care facilities during crisis rel ocation. Nursing homes , through

judicious discharge of residents , can serve as hospital s and veterinary

facilities can serve as outpatient clinics. Guidance and a prototype plan

were prepared . The Center for Di sease Control (CDC) and all state public

heal th l abora tor ies can prov id e serv ices i n su ppor t of c ommun icable di sease

control fol l owing a natural disaster and during crisis rei ocation.fr’ Their

capability to provide services postattack is questionable. Recomendations

for upgrading public health laboratory programs were made. Lacking

prece dents , the medico—legal implications of emergency medical service and

crisis relocation pl anning interfaces are l argely unpredictable. Federal and

state legislation addressing problems that can be anticipated now is needed. A

checklist of medico— l egal questions was prepared .
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1. INTRODUCTION AND SUMMAR Y

A. Introduction

This report describes the results of a research project performed under

Defense Civil Preparedness Agency (DCPA ) Contract No. DCPAO1—77 — C—024 1. The

project consisted of five separate tasks related to crisis administration of

hospital patients and to management of medical problems resulting from

population relocation. The tasks investigated were as follows :

• Problems assoc iated with the consolidat ion of risk—area hospital
patients and resources ,

• Impact of evacuation of war theater casualties on intra—U.S.
facil ities ,

Capabilities of allied medical facilities and their application in
crisis relocation ,

Capability of the Center for Disease Control and state counterpart
l aboratories to function in disaster and crisis environments , and

Medico—legal implicat i ons of emergency medical service and crisis
relocation planning interfaces.

The research findings are suniiiarized by task in subsequent sections of

this chapter. The reader interested in a more detailed account of any of

the research tasks should read the appropri ate chapter of this report.

B. Problems Associated with the Consolidation of Hospital Patients and
Resources

In an earlier report ERef. 11 the consolidat i on of nonrelocatable (to

host areas) patients into one or a few risk area hospitals was proposed as a

means of reduc i ng the number of heal th serv ices wor kers i n r i s k areas dur i ng

crisis relocation , while continuing to provide care for such patients. This

research examined that proposal in greater detail by determining the types and

percentages of pati ents with conditions requiring that they not be moved to

hos t areas , by determining the likel i hood of one facility having the necessary

I—i  
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resource s to ca re for suc h pati ents , and by proposing consolidation

alternatives suitable for a vari ety of comunity situations.

The types and percentages of nonrelocatab le patients that may be expected

at any given time in a utypicaUl short—stay medical -surgical hospital are

given in Table I—i . As would be expected, pati ents with neop lasms and

circulatory , digestive and respiratory conditions , and accident victims

account for much of the group of patients to be consolidated . About 9.5

percent of hospital patients will fall into the nonrelocatable category and

w i l l , therefore, be candidates for consolidation during crisis relocation.

The likelihood of one facility having the necessary resources for

consolidation was studied for six risk areas. It appears that nonrel ocatable

patients could be consolidated into one hospital each in the Colorado Springs ,

Colora do; Macon , Georgia; and Raleigh , North Carol i na , risk areas. Due to the

distances between facilities , it will probably be necessary to use two

hospital s for consolidation in the Utica—Rome , New Yor k, risk area. In the

San Anton io , Tex as , and Washington , D.C., r i s k areas , two and three to four

consolidation facilities will be needed, respectively. The results of this

study are summarized in Table 1—2 where it can be seen that in all six risk

areas the number of hospitals remaining open during crisis relocation can be

reduced dramatically through consolidation of nonrelocatable patients.

Consol id ati on al terna ti ves inclu de:
a 

. Consolidation of nonrelocatable patients i nto one (or a few)
hospitals providing all required services ;

Consol id ati on of nonreloca tab le pati ents i nto a reduced number of
hospitals on the basis of type of condition ;

• Consolidat i on of nonrelocatable patients into the facility providing
the greatest protection , other things being equal ;

• Consol idation of hospital services (e.g., food, laundry, and l abora-
tory), if more than one risk area facility must remain open; and

• Combi nations of the alternatives listed above.

1— 2
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Table I- i. Types and Percentages of Nonrel ocatable
Patients in Short—Stay Hospital s

Percent of
Patient Type All Patients

Infective Disease 0.1

Neoplasm 1.2

Endocrine , Nutritional ,
Metabolic Disease 0.1

Bloo d , Bl ood—Forming Organ 0.05

Mental Disorder 0.1

Nervous System , Sense Organ 0.2

Circulatory System 2.4

Respi ratory Di sease 0.8

Digestive System 0.9

Genitourinary 0.4

Pregnancy, Chi ldbirth 0.5

Skin and Subcutaneous Tissue 0.03

Muscul oskel etal 0.3

Congenital , Per i na tal , Ill—Defined 0.25

Accident , Poisoning 1.7

Newborn 0.5

Total 9.53

1—3



Table 1—2. Number of Risk-Area Hospitals Requ i red to Care For
Nonrelocatable Patients During Crisis Relocation

Estimated No. of No. of
No. of Nonrelocatable Hospitals

Risk Area Hospital s Beds Patients Required

Col orado Springs , CO 5 915 87 1

Macon , GA 4 960 91 1

Raleigh , NC 3 837 80 1
San Anton io, TX 11 4,662 443 2

Utica—Rome , NY 5 986 94 1 or 2 
- -

Washington , DC 32 10,738 1,020 3 or 4

Ii

1-4
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C. Impact of Evacuation of War Theater Casualties on Intra—U.S. Facilities

Current Department of Defense (DoD) thinking provides for the treatment

of war theater casualties in civilian hospitals in the United States in the

event that U.S. forces are engaged in a conventional war overseas. In view of

OCPA ’s plans to evacuate risk areas and the possibility that nonrel ocatable

hospital patients would be consolidated during crisis rel ocation , it was of
i nterest to assess the likely impact of an infl ux of war theater casualties on

the medical problems resulting from civil population rel ocation if crisis

rel ocation were to take place while the U.S. was engaged in conventional war

outside of the United States.

Assuming that war theater casualties located in civili an hospital s in the

U.S. would be treated the same as civilian patients during crisis rel ocation ,

rel ocatable casualties would be moved to host areas along with civilian

patients , while nonrel ocatabl e casualties would be consolidated into one or a

few risk area hospitals with their civilian counterparts. The impact of war

theater casualties on medical problems resulting from civil population

rel ocation is expected to involve:

• An increased number of nonrel ocatable patients in risk areas ,

• An increased number of health services workers required to remain in
r i sk areas to ca re for the i ncre ased patient l oad , and

An increased number of patients rel ocated to host areas.

Thus , the most likely impact is one of increased numbers of patients , both in

risk and host areas.

In order to cope with the increased numbers of patients , plans should

provide for:

An increased number of nonrel ocatable patients to be consolidated in
risk area facilities ,

An increased number of patients to be rel ocated to host areas ,

1—5 
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The special i zed services required by the nature of battle casualt ies
in the amount needed in the risk area facilities; these services
should be considered in selecting a hospital(s) for patient
consol idation ,

Al ternate receiving hospitals in host areas to take casualties
incoming after cr isis rel ocation has begun , and

Additional transport to move conval escing war theater casualties
from risk area to host area hospitals.

0. Capabilities of Allied Medical Facilities and Application in Crisis
Reloca ti on

It is unlikely that hospitals in most host areas will be adequate to meet

the primary care needs of a greatly enlarged population during crisis

rel ocation. Recognizing that problem , this research examined the capabilities

of selected allied medical facilities with a view to their use as supplemental

primary care facilities during crisis rel ocation. The allied medical

facilities considered were chiropractors ’ , dentists ’ , and osteopaths ’ offices;

nursing homes ; and veterinary clinics and hospitals.

Since dentist s and osteopaths are primary care providers , it is

reasonable to expect that they will continue to serve as such during crisis

re l oca ti on , the only real change in their activities being in the vol ume of

patients that they see. Accordingly , their offices will not be available as

supplemental primary care facilities. Similarly, it is expected that

chiropractors will continue to provide primary care. Indeed , with individual s

unaccustomed to strenuous physical labor engaged in the devel opment of

expedient shel ter, a number of strained backs requiring the assistance of a

chiropractor may be expected . As with the dentist s~ and osteopaths ’ offies ,

chiropractors ’ offices are not expected to be available as a supplemental

primary care facility. On the other hand , nursing homes may offer the

possibility of supplemental inpatient care. Depending on the particular nurs-

ing home and the’ types of patients therein , it may be possible to make some

I —6
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beds available to serve as a supplemen t to a hospital by discharging patients

to the care of friends and family. By foregoing or , at least , restricting the

treatment of animal s, veterinary clinics and hospitals can be used as

outpatient facilities for the treatment of human patients. In addition , the

mobile dispensaries used by veterinarians engaged in large animal practices

would seem applicable as mobile outpatient care units.

Guidance to assist the crisis rel ocation planner in planning for the use

of allied medical facilities was prepared , as was an Allied Medical Facility

Appendix to the Health and Medical Service Annex to the Fremont County ,

Col orado , Prototype Crisis Rel ocation Plan .

E. Capability of the Center for Disease Control and State Counterpart
Laboratories to Function in Disaster and Crisis Environments

The overall objective of this research was to ascertain the capability of

the Center for Disease Control (CDC) and state counterpart l aboratories to

function in disaster and cr i s i s en vi ronmen ts , including nuclear and natural Idisasters.

From a purely technical standpoint , CDC and nearly all of the state

counterpart l aboratories have the capability to provide diagnostic

microbiology services for the communicable diseases thought to be potentially

F significant fol l owing a nuclear attack or a natural disaster and during crisis

rel ocation.

In the even t of a nuclear attack , direct weapons effects may render many

of the l aboratories inoperable. Thus, four of CDC ’s six facilities , incl uding

the principal facility in Atlanta , are in areas judged as being at a high risk

of direct weapons effects.* Of the 50 state public health laboratories , 32

*As indicated in High— Risk Areas for Civil Preparedness Nuclear Defense
Pla nning Purposes, TR—82. Washington , D.C.: Defense CiviT Preparedness
Agency, April 1975.
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are located in high—risk areas for direct weapons effects, ni ne are i n areas

designated high— risk because both direct weapons effects and radioactive

fallout are anticipated , and nine are in l ow—risk areas.

CDC and the public health l aboratories of the states of Colorado ,

Geor gi a, New Mex i co , and North Carol i na (the states visited ) routinely provide

diagnostic microbiology services in support of communicable disease control

following natural disasters. It appears that they are also capable of

providing such services during crisis relocation , up until such time as an

attack occurs.

At COC and the four state labora tor ies , p lans for nuclear attack

contingencies , where they exist , have not been updated recently and , in

general , are not very detailed . Further, the l aboratory directors interviewed

were not aware of crisis relocation. CDC has designated an alternate

operations site in a l ow—risk area (Lawrenceville , Georgia); the four state

la boratories have not.

Recommen dati ons for upgradi ng curren t CDC pro grams i n or der to assure

their capability of controlling comunicable diseases in the event of nuclear

war are to:

• Prepare a detailed plan for the use of the Lawrencevil le facility.

• Identify alternate operations sites in l ow—risk areas for the
Anc hora ge, Chamb l ee, and Phoen i x ( l oca ti ons of CDC la bora tor i es)
activities. Prepare plans for the use of the selected alternate
sites.

Prepare a plan for postattack communicable disease surveillance.

Assuming that the situat ion at the four l aboratories visited is

representative of state public health laboratories in general , the following

recomen datl ons are made:

The 41 state laboratories located in high—risk areas should select
al ternate operations sites in l ow—risk areas and prepare plan s for
staffing and equipping them during crisis relocation .

1-8
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All state laboratories should review their states ’ crisis relocation
plan to determine if the relocated population necessitates changes
in l aboratory operations.

F. Medico—Legal Implications of Emergency Medical Service and Crisis
Re l oca ti on P l ann i ng Interfaces

The obj ective of this research task was to identify legal issues that

could arise in providing health services during crisis relocation. In the

context of this research , emergency medical service means all types of medical

services provided during an emergency period and thus includes primary care

and public health as wel l as treatment of medical emergencies .

Laws bearing on this problem area vary considerably from state to state.

The medico— l egal implications of emergency medical service and crisis

reloca ti on pl ann i ng i nterfaces are lar gely unpredictable , since there are few

legal precedents on which predictions could be based. For example , the

liability position of physicians and other health care providers is unclear

with respect to licensure restrictions , good samaritan acts , and other aspects

of providing care during an emergency peri od. It does appear , however , that

federally employed health care providers would be immune from state l aws

during crisis relocation if they are acting under proper authorization . There

is a need for both federal and state legislation addressing some of the

problems that can be anticipated now.

A checklist of legal questions to be considered in planning for the

management of medical problems during crisis relocation was prepared . The

checkl i st covers l i cense l aws , liability , statutory obligations , hospital

privileges , and drug l aws for in— and out—of—state providers . It also

includes questions concerning facility licensing , liability and reimbursement .

1—9
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II. PROBLEMS ASSOCIATED WITH THE CONSOLIDATION OF
RISK-AREA HOSPITAL PATIENTS

A. Introduction

This chapter describes the results of research on problems associated

with the consolidation of nonrelocatable hospital patients into one or a few

risk—area hospitals during crisis relocation . The chapter determines the

types and percentages of nonrelocatable patients in risk—area hospitals that

would be candidates for consolidation and examines the likelihood of one

hospital having the necessary resources to care for such patients. Finally,

alternative approaches to the consolidation of nonrelocatable patients are

proposed and eval uated .

1. Background

In an earlier study of the medical problems of population relocation

[Ref. 1], consolidation of nonrelocatable hospital patients , (i.e., patients

either too ill or too severely injured to be moved to a host area), into one

*or a few risk-area hospital s was proposed . The alternative , of course , was to

keep all of the general medical — surgical hospitals in the risk area open (and

staffed), since all such hospitals have some nonrelocatable patients. Since

most host areas were expected to have shortages of health service workers ,

keeping risk—area hospitals open , and thereby tying up workers who would

otherwise be able to serve in host areas , was judged an unacceptable

alternative. Another consideration which supported consolidation was the very

*As used herein , the term “no nre loca tab le ” means that the patients are not
relocatable to a host area. However, these patients can be moved short
distances within risk areas. It should be recognized that moving some
critically ill patients , even for short distances , involves the risk that
their conditions may be worsened by the move. Indeed , the trauma asso—
ciated with being moved may prove fatal for some patients.

r I - i
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real question of the host—area availability of the resources required to

provide care for nonrel ocatable patients.

2. Objectives

The general obj ective of this research was to investigate the

problems associated with the consolidation of risk—area hospital patients and

resources during crisis rel ocation. Specifi c objectives were to:

• Determine types and percentages of patients with conditions
preventing them from being rel ocated ,

• Determine the likel ihood of one risk—area faci l i ty having the
resources needed to care for such patients , and

Propose alternative approac hes to hospital patient consol i-
dation suitable for various community situations.

B. Types and Percentages of Nonrelocatable Patients

The method s employed to determine the types of nonrel ocatable patients

and to estimate their percentages in general , medical —sur gical hosp ital s, and

the resulting estimates by conditior ~ are presented in this section.

1. Methods

Information on the conditions (diagnoses) of patients in —

non—Federal , short—stay hospital s in the U.S. was obtained from Inpatient

Utilizat i on of Short—Stay Hospital , U.S. - 1974 [ R e f .  2]. T h i s  pu b l i c a t i o n,

thought to be the most comprehensive treatment of the subject available ,

provided estimates of the total number of patients in all non—Federal ,

short—stay hospitals , by diagnosis for 120 diagnoses. Length of hospital stay

(in days) by diagnosis was also provided . By dividing the estimated number of

patients with a given diagnosis by the estimated number of patients for all

diagnoses and multiplying by 100, the percentage of patients with a given

diagnosis was obtained . In this manner , estimates of the percent of total

patients represented by each of the 120 diagnoses were made. Since l ength of

stay varies for different diagnoses , the percentage estimates were adjusted

for length of stay by multiplying them by the ratio of length of stay for the

11- 2 
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diagnosis of interest to the average length of stay for all diagnoses .

This provided estimates of the percent of hospital patients with a given

diagnosis weighted for length of stay .

Concurrently, the list of 120 diagnoses , plus eight diagnoses for

newborns (newborns were not included in Inpatient Utilization of Short—Stay

Hospitals , U.S. — 1974), was submitted to three medical consultants for

evaluation. (The list of diagnoses may be found in Appendix Il—A.) The

medical consultants selected to perform the evaluation were a surgeon and an

internist , both experienced in emergency medicine , and a pediatrician with a

background in research. Followi ng a face—to-face briefing on crisis

relocation and the consolidation problem by an Rh staff member , eac h

consultant was asked to estimate , on the basis of his experience , the percent

of patients that could be discharged outright and the percent that could be

rel ocated to a host area for each of the 128 diagnoses. The percent of

nonrelocatable patients with a given diagnosis was obtained by difference ,

i.e., [100% — (% discharged + % relocated ) = % nonrelocatable]. Finall y,

the percent of nonrelocatable patients in the hospital with a particular

diagnosis was obtained by multiply ing the percent of hosp ital patients

weighted for length of stay by the percent of nonrelocatable patients with

that diagnosis.

The following example will illustrate the computation. In 1974, there

were an estimated 217 ,000 patients with viral disease , and an estimated

33,018,000 patients in all , discharged from short-stay hospitals. The average

length of stay for viral disease was 6.9 days , while for all conditions it was

7.7 days .

The percent of patients with viral disease is:

2 i7( iO~)
___________ 

X 100 ~ 0.66

L 

33 ,018(103 )

11— 3 
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Weighted for length of stay, it becomes :

0.66% (6.9 /7.7 ) ~ 0.59%

Since the medical consultants estimated that 5 percent of vira l disease

patients would be nonrelocatable , the percent of all hospital patients that

are nonrelocatable viral disease patients is:

0.59% X 0.05 ~ 0.03%

2. Results

The same calculations were performed for each of the 128 diagnoses

and the results were aggregated into 16 diagnostic categories (patient types)

as shown in Table Il—i . As might be expected , patients with neoplasms ; cond i-

tions of the circulatory , respiratory , and digestive systems; and accident

victims account for much of the estimated 9.5 percent of all hospital patients

that are considered nonrelocatable. This research provides an independent

confirmat i on of Brown ’s 1963 estimate that 10 percent of hospital patients

were nonrelocatable or, as he put it , “hardcore” [Ref. 3].

The 9.5 percent estimate for nonrelocatable patients , thus obtained , is

a planning factor that can be used to make estimates of the numbers of non—

relocatable patients to be expected in a “typical” short—stay , medical -

surgical hospital . To be sure , individual hospitals may, at any given time ,

have more or less than 9.5 percent of its census made up of nonrelocatable

patients. For example , referral hospitals will likely have a somewhat higher

percentage of nonrelocatable patients. Nevertheless , it is believed that

usefu l estimates for medical planning purposes can be made using the 9.5

percent figure .

C. Likelihood of One Hospital Serving as a Consolidation Facilit y

To determine the likelihood of one hospital having the necessary

resources to care for nonrelocatable patients , two approaches were used .

The first approach was to estimate the numbers of nonre locatable patients in

I 1-4
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Table Il— i . Types and Percentages of Nonrel ocatab ie
Patients in Short—Stay Hospitals

Percen t of
Patient Type All Patients

Infective Disease 0.1

Neoplasm 1.2

Endocr ine , Nutritional ,
Metabolic Disease 0.1

Blood , Bl ood-Forming
Organ 0.05

Mental Disorder 0.1

Nervous System , Sense Organ 0.2

Circul atory System 2.4

Respiratory Di sease 0.8

Digestive System 0.9

Genitourinary 0.4

Pre gnanc y, Childbirth 0.5

Skin and Subcutaneous Tissue 0.03

Musculoskel etal 0.3

Con gen ital , Perinatal ,
Ill— Defined 0.25

Accident , Poisoning 1.7

Newborn 0.5

Total 9.53
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six risk areas sel ected in consultation with the Contracting Officers ’

Technical Representative (COTR ) and to determine if any one hospital in each

risk area had sufficient beds to acconuiodate the estimated number of patients.

The second approach was to examine resource requirements , in addition to

beds.

1. Beds Required for Nonrelocatable Patients

The six risk areas selected for study were Colorado Springs ,

Col ora do ; Macon , Georgia; Utica—Rome , New York ; Raleigh , Nor th Carol i na ; San

Antonio , Texas; and Washington , D. C. The number of nonrelocatable patients

in each risk area hospital was estimated by taking 9.5 percent of the beds.*

(Psychiatric and military hospital beds were not included in the estimates.)

For eac h risk area , the estimates of nonrel ocatable patients in each

hospital were summed to obtain a total for the risk area. This total was then

compared with the number of beds in each risk—area hospital to determine if

any of the facilities were l arge enough to accomodate all of the nonrel ocat-

able patients. The results of this procedure are shown in Tables 11—2

through II— 7 , and a discussion of the results follows Table 11—7.

*Bed s rather than patient census , was use d in or der to pro duce a more
conservative estimate of nonrel ocatable patients.

11— 6
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Table 11-2. Number of Hospital Beds and Estimated
Number o f Nonrel oca tab le Pa ti ents i n
Col orado Springs Risk Area

* 
Estimated No. of

Hospital No. of Beds Nonrelocatab le Patients

Community 88 8

Eisenhower Osteopathic 122 12

Memorial 146 14

Penrose 372 35

St. Francis 187 18

Total 915 87

*Source: Guide to the Health Care Field. Chicago , Il linois: American
Hospital Association , 1977.

Table 11—3. Number of Hospital Beds and Estimated
Number of Nonrel oca tabl e Pa ti ents
i n Macon R i s k Area

Estimated No. of
Hospital No. of Beds* Nonrelocatable Patients

Col i seum Park 258 25

College Street 55 5

Medical Center of
Central Georgia 481 46

Middle Georgia 166 16

Total 960 91

*Source: Gu ide to the Health Care Field. Chicago , Ill inois: American
Hospital Association , 1977.

11—7
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Tabl e 11—4. Number of Hospital Beds and Estimated
Number of Nonrel ocatable Patients in
Utica-Rome Risk Area

* 
Estimated No. of

Hospital No. of Beds Nonrel ocatabl e Patients

Faxton (Utica) 153 15

Rome (Rome) 191 18

Rose (Rome) 104 10

St. El izabeth (Utica) 276 26

St. Luke ’ s (New Hartford ) 262 25

Total 986 94

*Source: Guide to the Health Care Field. Chicago , Il l i no i s : Amer ican
Hospital Association , 1977.

Table 11— 5 . Number of Hospital Beds and Estimated
Number of Nonrel ocatable Patients in
Raleigh Risk Area

* 
Estimated No. of

Hospital No. of Beds Nonrel ocatable Patients

Mary Elizabeth 49 S

Rex 353 34

Wake Medical Center 435 41

Total 837 80

*Source: Guide to the Health Care Fiel d. Chicago , Ill inois: American
Hospital Association , 1977.
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Table 11— 6. Number of Hospital Beds and Estimated
Number of Nonrel ocatable Patients in
San Anton io R i s k Area

Estimated No. of
Hospital No. of Beds* Nonrel oca tab le Pati ents

Al amo General 45 4

Audie Murphy Memorial
Veterans 628 60

Bapt i st Memorial Hospital
System 1,068 102

Bexar County 482 46

Lutheran General 185 18

Metropolitan General 221 21

Nix Memorial 186 18

Park Nort h General 89 8

San Antonio Community 256 24

San ta Rosa Medi ca l Cen ter 1,015 96

Southwest Texas Method i st 487 46

Total 4,662 443

*Source: Guide to the Health Care Field. Chicago , Illinois: American
Hospital Association , 1977.

11— 9
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Table 11— 7 . Number of Hospital Beds and Estimated
Number of Nonrel ocatable Patients in
Washington , D. C. Risk Area

Estimated No. of
Hospital No. of Beds* Nonrel ocatable Patients

District of Col umbia

Capitol Hill 205 20

Childrens 220 21

Col umbia Hospital
for Women 154 15

D. C. General 646 62

Doctors 284 27

Geo rge Washington 535 51

Georgetown 424 40

Greater Sout h East
Community 418 40

Hadley Memorial 78 7

Howard University 422 40

Providence 355 34

Sibley Memorial 362 34

Veterans Administration 708 67

Washington 925 88

Montgomery County , Mar ylan d

Cl in ical Cen ter ,
Na ti onal Ins tit utes of
Health 541 51

Suburban Hospital 350 33

Montgomery General 198 19

(Conti nued )

11— 10 .
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Table 11-7. Number of Hospital Beds and Estimated
Number of Nonrel ocatable Patients in
Washington , D. C. Risk Area (Continued )

Estimated No. of
Hospital No, of beds* No nrel oca tab le Pa ti en ts

Holy Cross 344 33

Washington Adventist 365 35

Prince George County , Maryl and

Prince George 625 59

Clinton Community 33 3

Doctors Hospital of
Prince George County 230 22

Riverda l e 76 7

Alexan dri a , Virginia

Al exandria 391 37

Circle Terrace 122 12

Jefferson Memorial 119 11

Arlington , Virginia

Arlington 350 33

National Orthopedic
and Rehabilitation 141 13

Northern Virginia Doctors 267 25

Fa i rfax , Virginia

Commonwealth 131 12

Fairfax 619 59

Mt. Vernon 100 10

Total 10,738 1,020

*Source: Guide to the Health Care Field. Chicago , Il linois: American
Hospital Association , 1977.
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In Table 11— 2 it can be seen that four of the fi ve hospitals have enough

beds to serve as a consolidation facility for the estimated 87 nonrel ocatable

patients in Colorado Springs. Since all of the hospitals are within a 10 mile

radius of the center of Col orado Springs , distance is not an impo rtant

consideration. Penrose Hospital , by virtue of its size and range of services

provided , is a likely candidate for a consolidation facility .

Three of the four hospitals in the Macon risk area have enough beds to

handle the estimated 91 nonrel ocatable patients (see Table 11-3). However ,

the Medical Center of Central Georgia with half of the risk area bed s is the

obvious choice for a consolidation facility.

Inspection of Table 11— 4 suggests that any one of the fi ve hospital s in

the Utica—Rome risk area is l arge enough to accommodate the esti mated 94

nonrelocatable patients. However, since Utica and Rome are about 20 miles

apart , the use of only one hospital for consol idation of nonrel ocatable

patients may not be practical . Perhaps the best solution for thi s risk area

woul d be to use two hos pit als : one hos pital in Utica and one hospital in

Rome.

The Raleigh risk area has two hospitals with enough beds to acco~iiirndate

the estimated 80 nonrel ocatable patients (see Table 11-5). Wake Medical

Center with more than 400 beds and a full range of services is the obvious

choice for a consolidation facility .

For the San Antonio risk area (Table 11— 6), two hospitals will be needed

to consolidate an estimated 443 nonrel ocatable patients.

Inspection of Tabl e 11— 7 indicates that no one hospital in the

Washington , D. C. risk area has a sufficient number of bed s to accommodate an

estimated 1,020 nonrel ocatable patients. Thus , it appears that three or

four hospitals would be required .

11-12
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In summary , it appears likely that nonrel ocatable patients can be

consolidated i’ito a single hospital in each of the Colorado Springs , Macon and

Raleigh risk areas. For the Utica—Rome risk area , one hospital would provide

sufficient bed s, but use of two hospitals , one in Utica and one in Rome , may

be preferable , considering the distance between the two cities. The San

Antonio and Wash i ngton , D. C. risk areas will need two and three or four

hospitals , respectively, to care for their nonrel ocatable patients. It is

concluded that , from the standpoint of bed s , consolidation of nonrel ocatable

patients into a smal l number of risk area hospitals during crisis rel ocation

is a viable option for many risk areas.

2. Other Resources Required for Nonrelocatable Patients

The other resources required for the care of nonrel ocatable

patients are health services personnel and specialized items of equipment and

supply.

a. Personnel

Before l ooking at the health services personnel requ i rements to

care for nonrel ocatable patients , it is appropriate to review hospital

staffing for a normal patient load.

One of the most important heal th services workers is the nurse ;

estimates of nursing personnel requirements for various services and hospital

sizes under normal circumstances are shown in Table 11— 8. The rates shown

therein are national averages; individua l hospital s will vary somewhat from

these figures. A typical nursing staff includes not only registered nurses

an d l icensed prac ti cal nurses , but also nurses aids. However , in the

i ntens i ve care serv ice , which has the highest nursing personnel requ i rement

shown in Table 11— 8 (1.9 nurses per patient) and which appears to be a good

model for a consolidated facility , nurses aids are usually not used [Ref. 4].

11— 13

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 



- -~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
-

~~~~

Table 11-8. Nursing Personnel Requ i rements

Nursing Hours! Number of Nurses
Service Patient Day Per Patient

I. Obstetrical 6.3 0.77

2. Nursery 6.0 0.74

3. Medical —surgical 6.0 0.74

4. Intensive care 15.0 1.9

5. Operating room 9.5 1.2

6. Total hospital

Under 50 beds 4.1 0.5

50—74 3.4 0.4

75—99 6.1 0.75

100—149 8.6 1.0

150—199 9.1 1.1

200—299 8.2 1.0

300—399 7.8 0.95

400+ 7.6 0.93

Teaching 9.4 1.2

Source: Hospital Administrative Services , Six—Month National Data for Period
Ending June 30 1975. Chicago , Illinois: American Hospital
Associa tion , 1~75, pp . 10, 11.
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It is difficult to estimate physician requirements , since physicians are

usually not hospital empl oyees (except in some state and Federal facilities).

As a rather rough , rule—of—thumb estimate , there is one physician required for

every 15 hospital patients [Ref. 5].

Administrative and other personnel make up the remaining staff. If an

estimate of three fullti rn e empl oyees per occupied hospital bed [Ref. 6] is

used , and each patient requires one nurse (see Table 11-8), there are two

administrative and other empl oyees per patient.

Estimates of the numbers of health services personnel required to care

for 100 nonrel ocatable patients are shown in Table 11— 9 . The estimates

assume a level of care equival ent to that provided during normal circum-

stances. The numbers of personnel per 100 patients in normal circumstances

are al so shown in parentheses ( ) for comparison.

As shown in Table 11— 9 the estimated numbers of administrative , dietetic ,

l aboratory, pharmacy , radiology, and non— professional/non —tec hnical personnel

required to care for nonrel ocatable patients are not expected to differ from

the numbers required under normal circumstances. On the other hand , it may be

posssible to reduce the numbers of personnel in the “other professional ”

category , which includes occupational therapi sts, socia l workers , etc., by

one— half.

Substantially more medical , nursing and respiratory therapy personnel

will be required to care for 100 nonrel ocatabl e patients. The nursing

personnel estimate of 190 per 100 nonrel ocatable patients corresponds to the

rate that prevails in intensive care units. One medical specialist for each

of the 16 types of patients listed in Table lI—i (i.e. , an infectious disease

specialist for the infective disease patients , an orthoped i st for patients

11— 15 
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Table 11— 9 . Estimate of Personnel Required to
Care for Nonrelocatable Patients

No. of Personnel/100
Personnel Category Nonrelocatable Patients

Administrative 3 (3)*

Dietetic 4 (4)

Laboratory 23 (23)

Mecical 16** (6-7)

Nursing 190 (116)

Pharmacy 4 (4~
Radiology 12 (12)

Respi ratory Therapy 10 (5)

Other Professional 13 (26)

Non—Professional/Non—Technical 120 (120)

Total 395 (320)

*Numbers i n paren theses are for normal c i rc ums tanc es and , with the exception
of the medical category, were cal cul ated from detailed data for the fi ve
hospitals in Colorado Springs provided by the Southeast Colorado Health
Systems Agency , Inc ., Col ora do Spr i ng s , Colo rado.

**A specialist corresponding to each of the 16 patient types listed in Table
11— 1 was assumed .
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with muscu loskel etal problem s , etc.) is suggested .* Finally, an estimate of

10 respiratory therapi sts (twice normal ) per 100 nonrel ocatable patients is

made.

The total of 395 workers per 100 nonrel ocatable patient s falls between

an estimate of 260 made by an assistant administrator at the Medical Center of

Central Georgia in Macon [Ref. 7] and an estimate of 450 made by an assistant

administrator , at Penrose Hospital in Colorado Springs [Ref. 8].

If the personnel estimates shown in Table 11— 9 are constant , regardless

of the size of the nonrelocatable patient population , then there would be no

savings in hospi-t•al personnel as a result of consolidating nonrelocatable

patients. In that case , it would be more appropriate to retain nonrel ocatabl e

patients in the hospital in which they were located thin to consolidate

them into another facility, unless of course , consolidation was indicated for

other reasons. However, there is reason to believe that the estimates are not

constant over all patient population sizes. In Figure lI—i the ratio of

hospital personnel to patients is plOtted against number of patients (the

curve is not mathematically fitted). The data points shown in the figure ,ere

calculated from data on number of hospital s , average daily census , and number

of personnel (all types), all by bed—capacity ranges , for general hospitals in

1970 as published in Hospital s [Ref. 9]. The figure indicates that the ratio

of personnel to patients decreases as the number of patients , until a val ue

somewhere between SC and 100 patients is reached , when it begins to increase

even though the number of patients continues to decrease. The l eft leg of the

curve represents small hospitals which provide Only basic inpatient services;

the right leg represents lar~ger hospital s which provide comprehensive services

*Dr. Don Harris of Eisenhower Osteopathic Hospi tal , Col orado Springs , Colorado
Originally suggested thi s approac h to the assignment of physicians.
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and , therefore , require more personnel . The dashed line drawn parallel to the

abscissa just bel ow 2.5 personnel per patient on the ordinate is considered a

baseline for providing basic inpatient services. The reason that the smal l er

patient populations requ i re a higher ratio of personnel is simply that a

certain minimum number of personnel is requ i red to operate a facility. Put

another way , a patient population must reach a certain size to achieve any

econom ies of scale in its personnel requirement . Thus , smal l (less than 50)

patient populations require more personnel per patient for basic inpatient

services than do l arger populations.

If the rel ationship shown in Figure lI— i is applicable to nonrel ocatable

patients and to the personnel categories listed in Table II_ 9*, then it

appears that patient populations less than SO in number should be consolidated

into another facility and that health services workers could be freed to serve

el sewhere by doing so.

b. Equipment and Supplies

Nonrel ocatable patients are , for all intents and purposes , intensive

care patients. As such , they will frequently need intravenous fluids and

oxygen , as wel l as other essential supplies such as blood , antibiotics ,

anal ges i cs , dressings , etc.

The equ i pment that will be required to care for some nonrel ocatable

patients is varied and includes such i tems as ventilators , suction machines ,

tube feeders, car di ac mon itors , misters , dialysis machines and traction

devices .

Data on the numbers of pieces of equipment used in hospitals are not

readily available. Equipment such as cardiac monitors , ventilators , and

suction machines is found in all intensive care units and the number of units

*Data by personnel category could not be located for analysis.
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of equipment is rel ated to the number of patients or beds. However , this

equipment is also found in other parts of the hospital to a lesser degree and

no one , to our knowl edge, has estimated the total number of monitors ,

ventilators , etc., per hospital .

The quantity of medical supplies in a hospital is also difficult to

determine. The vol ume of supplies moving through a hospital is l arge , and it

is on the increase. One of the more critical supplies is blood . It is felt

that maintaining a supply of blood serum , platelets , and whole blood is

important in providing care for nonrel ocatable patients. Other supplie s —

antibiotics , fl uids , dressings , syringes , etc., - are usually stocked somewhat

thinly because there are shipments of these items to a hospital two or three

times a week under normal circum stances. Thus , without resupply, the

consolidation facility will exhaust its i nventories in less than the two—week

period assumed for rel ocation.

While the hospital(s) sel ected to serve as a consolidation facility may

not possess all of the personnel and equipment and supplies required to care

for nonrel ocatable patients , that need not be an insurmountable problem.

The problem could be l argely solved by moving equipment , as it is possible to

do so , and supplies from the hospital s that are closing to the consolidation

facility. Similarly, intensive care nurses from the hospital s that are

closing could be assigned to the consolidation facility.

D. Al ternative Approaches to Consolidation

In this section , al ternative approaches to the consolidation of

nonrel ocatable patients are proposed and evaluated . Inita lly , se vera l

al ternative approac hes are enumerated and discussed in general terms.

Approaches for the consolidation of nonrel ocatable patients in the Col orado

Spr i ngs , Macon and Utica—Rome risk areas are considered in more detail.
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1. Evaluation of Alt ernative Approaches

One approach is to consolidate patients within the hospital in which

they are located . This is a rel ativel y easy task and many hospital disaster

plans include an organizational framework for performing consolidation. One

advantage of such internal consolidation is that trauma to acute—care patients

is minimized . Logistically , it is the simplest approach to consolidation and ,

therefore , put s the least amount of strain on the hospital staff. It also

preserves the autonomy of individu al hospitals. However , when compared with

between—hospital approaches , the savings in staffing and resources are

unimpressive. Providing care for even a smal l number of patients will require

the hospital to keep most of its services staffed and operating. The expend-

iture of resources to keep all risk—area hospitals operating does not appear

to be justified , considering the low occupancy rates that would prevail.

Th i s , it appears that there would be little savings , if any, in resources if

hospitals consolidate within themselves. Accordingly, the consolidation

alternatives that are proposed bel ow are all between-hospital approaches.

Al ternative approaches to consolidation include:

Consolidation of nonrel ocatable patients into one (or a
few) hospital s providing all required services ;

. Conso lidatio -i ~f nonrel ocatable patients i nto a reduced
number of hospital s on the basis of type of condition ;

Consolidation of nonrel ocatable patients into the
facility providing the greatest protection , other things
being equal ;

• Consol idation of hospital services (e.g., food , laundry ,
and l aboratory), if more than one risk area facility must
rema in open ; and

Combinations of the alternatives listed above.

Determining which hospital(s ) should remain open and accept patients from

other hospitals involves consideration of a number of factors including:

Loca ti on —— cen tral and/or eas ily access ib le ,
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Layout -— smooth flow of patients and supplies ,

Services -— full range for intensive care ,

• Protection —— fallout and blast , and

• Si ze -- bed s for the projected number of patients.

Logistically, the consolidation problem becomes more difficult , the more

patients there are to be consolidated . Consolidating patients into one

hospital is the simplest situation. The more hospitals that have patients to

be consolidated , the greater will be the difficulty in coordinating the

movement of people , equ i pment and supplies.

If nonrel ocatable patients can be consolidated into one hospital (or a

few hospita ls~’ , health services workers from the hospital s transferring

patients to the consolidation facility wi ll be freed to serve in a host area.

As noted above, keeping many hospital s with low occupancy rates open during

crisis rel ocation is not an efficient use of health resources. On the other

hand , consol idation of nonrel ocatable patients into one hospital should l ead

to a more efficient use of available resources. Since only about 9.5 percent

of all hospital patients fall into the nonrel ocatable category , it is believed

that many risk areas have at least one hospital with enough beds to

accommodate the risk—areas ’ nonrel ocatable patient population. The l argest

risk areas obviously will fi nd it necessary to keep more than one hospital

o pen , but in none will it be necessary to operate more than a smal l fraction

of the total number of hospital s therein. (See Section C of this chapter.)

One advantage of consolidating patients between hospitals is that the

duplication of services is greatly reduced . In the l argest risk areas of the

United States , which have a number of specialty hospitals , it may be logical

to consolidate nonrel ocatable patients on the basis of type of condition ,

e.g., by grouping all burn patients in a burn center , all patients with

11— 22
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circulatory conditions in another hospital , etc. Almost without exception ,

the nonrel ocatable patients who are consolidated wi ll require intensive

care; too many patients with similar problems may overtax an individua l

hospital ’s ability to provide the requ i red services . Thus, a hospital housing

patients with a wide spectrum of diagnoses may be more manageable than one

with only coronary care patients.

Another alternative approach is to consolidate hospital patients into the

hospital that provides the greatest fallout protection (highest protection

factor) and greatest bl ast protection. If bed s and other resources are equal

in the hospitals being considered as consolidation facilities , and no

locational advantage is apparent , the hospital(s) offering the greatest

protection should be selected .

If more than one hospital in an area remains open , there may be ways to

reduce the numbers of services that must be provided by each hospital . For

exam pl e, if the hospial s are located reasonably close to one another , then one

or the other could provide l aboratory , laundry , dietary , and pharmacy services

for both hospitals.

2. Approaches to the Consolidation of Nonrelocatable Patients in
Three Risk Areas

Three risk areas were selected in consultation with the COTR for

more detailed study : Colorado Springs , Macon and Utica—Rome. Approaches to

the consolidation of nonrel ocatabl e patients were proposed for and tested in

each risk area.

a. Colorado Springs

Four of the five Col orado Springs hospital s have enough bed s to

handle the projected number (87) of nonrel ocatable patients. (With 88 bed s,

Community Hospital is too smal l for consideration as a consolidation facility

by itself.) If , however , not all of the relocatable patients are removed to
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the host area , neither Eisenhower Osteopathic Hospital nor St. Francis

Hospital would be a good choice as a consolidation facility . Both Memorial

Hospital (which will expand to 300 bed s in the near future) and Penrose

Hospital are l arge enough to accommodate nonrel ocatable patients , as we ll as

other patients who may remain in Colorado Springs. Penrose, the l argest

hospital with 372 beds , could accommodate all of the nonrel ocatable patients ,

using less than one—fourt h of its beds. Penrose Hospital appears to be the

logical choice for a consolidation facility for several reasons. Since 35 of

the estimated 87 nonrel ocatable patients will probably be in Penrose Hospital

sel ecting it as the consolidation facility would minimize the number of

patients that would be transferred from one hospital to another. Penrose

Hospital has the l argest number of intensive care beds , and is no more than

four miles distant from the other four hosp itals.

Moving approximately 50 nonrel ocatable patients to Penrose Hospital

shoul d not present great probl ems for the ambulance services in Col orado

Springs , given up to 72 hours to complete the move.

Staffing Penrose Hospi tal to provide care for 87 nonrel ocatable patients

during crisis rel ocation would require an estimated 346 persons. Staffing

estimates by personnel category are shown in Table 11-10. As noted earlier

[Ref. 8], an assistant administrator at Penrose Hospital estimated that about

450 people would be required to operate the facility for 100 nonrelocatable

patients. Al so, it will be necessary to assign intensive care nurses from the

other hospital s to Penrose.

b. Macon

There are four hos pit als i n Macon , three of which are general

hospitals. The Medical Center of Central Georgia is the largest (481 beds)

and most comprehensive medical care facility in the area and serves as a
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Table 11—10 . Staffing Estimates for Penrose Hospital
During Crisis Relocation

Personnel Category No. of Personnel

Administrative 3

Dietetic 4

Laboratory 20

Medical 16

Nursing 165

Pharmacy 4

Radiology 10

Respi ratory Therapy 9

Other Pro fess i onal 11

Non—Professional/Non—Technical 104

Total 346
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referral hospital for the region. Col i seum Park Hospital is a 258 bed facility

and Middle Georgia Hospital has 166 beds. Middle Georgia Hospital is located

on the same ground s as the Medical Center of Central Georgia. Riverside

Clinic Hospital was not considered , since it provides l imited hospital services

and its patients are not at all typical of those found in general hospitals.

Its patients tend to have either minor surgical problem s or other problems ,

suc h as alcohol i sm.

Macon is a good exampl e of a city with hospitals of varyi ng si ze in which

the l argest and best equipped hospital provides care for th~ most acutely — ill

patients and provides many services not found in other local hospitals. What

this means is , the Medical Center of Central Georgia probably has more than the

estimated 46 nonrel ocatable patients (see Table II—3). Likewise , Middle

Georgia Hospital probably has fewer nonrel ocatable patients than were

estimated .

The Medical Center of Central Georgia could comfortably handle the

projected number of nonrel ocatable patients (91) and it is the obvious

choice for a consolidation facility . With at least 50 percent of the

estimated nonrel ocatable patients already located in the Medical Center of

Centra l Geor gia , onl y 45 patients would have to be moved . The Medical Center

of Central Georgia has ten ambulances ; transporting an estimated 30 patients

from Col i seum Park and College Street Hospitals should be no probl em. Moving

an estimated 16 nonrel ocatable patients from Middle Georgia Hospital ,

located adjacent to the Medical Center of Central Georgia , would present even

less of a problem.

Staffing the Medical Center of Central Georgia to provide care for 91

nonrel ocatable patients during crisis relocation would require an estimated

362 people. Staffing estimates by personnel category are shown in Table 11-11.
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Table 11—11. Staffi ng Estimates for Medical Center of
Central Georgia During Crisis Relocation

Personnel Category No. of Personnel

Administrative 3

Dietetic 4

Labora tory 21

Medical 16

Nursing 173

Pharmacy 4

Radiology 11

Respi ratory Therapy 9

Other Profess ional 12

Non—Professional /Non-Technical 109

Total 362
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As noted earlier [Ref. 7], an assistant administrator at the Medical Center of

Central Georgia estimated that 260 persons would be sufficient to care for 100

nonrel ocatable patients.

c. Utica—Rome

In considering the consolidation of nonrel ocatable patients

in the Utica—Rome risk area , the two most important factors are the distance

between the cities of Rome and Utica —— approximately 20 miles , and the

differing manpower requ i rements for operating one versus two hosp itals. The

advantage (reduced personnel requirement) of consolidating patients into one

facility may be outweighed by the problem s of moving patients from Rome to

Utica. Transporting patients this distance is not a matter of vehicles , but

rather , it is that critically — ill patients may be traumati zed by a move of

more than a few miles.

St. El i zabeth and St. Luke ’s Hospital s are the two l argest facilities in

the risk area and both are located in or near Utica. Whether patient

consolidation involved one or two hospital s, either St. El i zabeth or St.

Luke ’s Hospital would be a reasonable choice as a consolidation facility .

They are the l argest hospital s in the risk area and are similar in size and in

number of critical care beds, i.e., i ntensive care , car di ac care , recovery

room, and premature nursery. Of the two hospital s, St. El i zabeth is located

more conveniently and al so is slightly more protected , since St. Luke ’s is

located highe r on a hill. The advantages offered by St. El i zabeth Hospital ,

though slight , would make it the preferred facility for consolidation in

Utica. It could handle , based on number of beds (276), the nonrel ocatabl e

patients from both Utica and Rome, plus any additional patients which may not

be transported to host areas due to shortages in host area facilities.
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There are two hospitals in the city of Rome. Rome Hospital , with 191

beds , is the l argest and could accomodate the estimated 94 nonrel ocatable

patients in the risk area . Rose Hospital has 104 beds.

Considering the distance between Utica and Rome , and the conditions of

the patients , consolidation of Utica patients (66) into St. El i zabeth

Hospital and Rome patients (28) into Rome Hospital appears to be the best

approach. Staffing St. El i zabeth and Rome Hospital s to provide care for 94

nonrel ocatable patients during crisis rel ocation would require an estimated

total of 391 people. Staffing estimates by personnel category are shown in

Tables 11— 12 and 11— 13 for St. Elizabeth and Rome Hospital s, respectively.

The estimates for Rome Hospital were not adjusted for patient population size

(see Figure lI— i).

3. Testing

Eac h approach to the consolidation of nonrel ocatable patients was

tested in the risk area for which it was proposed . Thus , tests were cond ucted

in Colorado Springs , Macon and Utica—Rome. A test consisted of a slide—

illustrated presentation of the proposed consol idation approach by an RTI

staff member to a group of risk—area civil preparedness official s and hospital

administrators . Test participants were asked to eval uate the approach

proposed for their area. In the discussion that followed the presentation ,

many of the planners ’ and administrators ’ cr iti c i sms an d concerns were air ed

and useful suggestions were made. Participants ’ suggestions were used , as

appropriate , to revise the consolidation approaches.
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Table 11— 12. Staffi ng Estimates for St. El i zabeth
Hospital During Crisis Relocation

Personnel Category No. of Personnel

Administrative 2

Dietetic 3

Laboratory 15

Medical 16

Nursing 125

Pharmacy 3

Radiology 8

Respiratory Therapy 7

Other Pro fess i onal 9

Non— Professi onal /Non—Technical 79

Total 267

11-30

L. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ —



Table II—13. Staffing Estimates for Rome Hospital
During Crisis Rel ocation

Personnel Category 0 No. of Personnel

Administrative ‘ 1

Dietetic 1

Laboratory 7

Medical 16

Nursing 53

Pharmacy 1

Radiology 4

Respiratory Therapy 3

Other Professional 4

Non— Professional/Non —Technical 34

Total 124
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APPENDIX I l—A :

LIST OF DIAGNOSES SUBMITTED TO MEDICAL CONSULTA NTS
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Appendix Il—A : Li st of Diagnoses Submitted to Medical Consultants

Infective and parastic diseases

Diarrheal diseases
Viral diseases
Other infective and parasitic diseases

Neo pi asms

Ma l ig nan t neo p lasms

Buccal cavity and pharynx
Large intestine and rectum
Other digestive organs and peritoneum
Tho rac ic or gans
Bone , connective and other soft tissue , and skin
Breast 0

Uterus and other femal e genital organs -~~~

Pros tate
Urinary organs
Lymphatic and hematopo fetic tissues
Other and unspecified sites

Ben ig n neo plas m s and neo p las m s of
unspecified nature

Uterine fibroma and other benign neoplasms of uterus
Other femal e genital organs
Other and unspec i fied organs and tissues and neoplasms of
unspecified nature

Endocr ine , nutritional , and metabol ic diseases

Diseases of thyroid gland
Diabetes mel litus
Other endocrine diseases
Nutritional deficiencies and metabolic diseases

Diseases of the bl ood and bl ood-forming organs

Anem ias
Other diseases of the blood and bl ood—forming organs

Mental disorders

Psyc hoses
Anxiety Neurosis
Other neuroses and personal ity di sor ders
Alco hol i sm
Drug dependence
Other mental di so rders
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Di seases of the nervo us system and sense organs

Di sease of central nervous system
Diseases of nerves and peripheral gang lia
Cataract
Other conditions and diseases of eye
Di seases of ear and masto id process

Diseases of the circulatory system

Active rheumatic fever and chronic rheumatic heart disease
Hypertensive disease
Acute myocardial infarction
Chronic ischemic heart disease
Oher ischemic heart disease
Congesti ve heart failure
Other heart disease
Cerebrovascul ar disease
Ar ter ioscle ros i s
Va ricose ve ins of l owe r ex trem iti es
Hemorr ho id s
Other diseases of veins , lymphatics , and other circulatory system

Diseases of the respiratory system

Acute bronchitis and bronchio litis
Acute upper respi ratory infections , except infl uenza
Infl uenza
Pneumonia , all forms
Bronchitis , chronic and unqualified
Emphysema
Asthma
Hypertrophy of tonsils and adenoids
Other disease of the respiratory system

Diseases of the digestive system

Diseases of oral cavity , salivary glands , jaws,and eso phagus
Ulce r of stomac h , duodenum , peptic ul cer of unspec i fied site , and
gastrojejunal ulcer

Gastrttis and duodenitis
Appendicitis
Ingui nal hern ia
Other hernia of abdominal cavity
Intestinal obstruction without mention of hernia
Gastroenteritis and colitis , except ulcerative , of noninfect ious origin
Chronic enteritis and ulcerative colitis

0 Functional disorders of intestines
Di verticul a of i ntestine
Cholel ithias is
Cholecystitis and cholangitis , without mention of calcul us
Other diseases of liver , gallbladder , biliary ducts , an d pancre as
Other diseases of the digestive system
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Di seases of the genitourinary system

Nephritis and nephrosis
Infections of kidney
Calcul us of kidney and ureter
Other diseases of kidney and ureter
Cystitis
Other diseases of urinary system
Hyperplasia of prostate
Other diseases of mal e genital organs
Di seases of breas t ( i nclu di ng mal e b reas t)
Cervicit is
Uterovaginal prolapse
Other di seases of uterus
Intermenstrual bl eeding
Other disorders of menstruation
Other diseases of femal e genital organs

Complications of pregnancy , childbirth , and the puerperium

Complications of pregnancy
Abortion
Delivery without mention of complication
Delivery with complications
Other complications of pregnancy , childbirth , and puerperium

Diseases of the skin and subcutaneous tissue
0 

Infections of skin and subcutaneous tissue
Other diseases of skin and subcutaneous tissue

Diseases of the rnusculoskeletal system and connective tissue

Osteoarthritis and allied conditions
Other arthritis and rheumatism
Disp lacement of intervertebral disc
Vertebrogenic pain syndrome
Synovitis , bursitis , and tenosynovitis
Other diseases of musculoskeletal system

Congenital anomal ies

Certain causes of perinatal morbidity and mortal ity

Symptoms and ill—defined conditions

0 Symptoms referable to respiratory system
Symptoms referabl e to abdomen and gastrointestinal system
Other symptoms
Senility and ill-defined diseases

Accidents , poisonings , and violence (nature of injury)

Frac ture of s ku l l and face bones
Fracture of upper l imb
Fracture of nec k of femur
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Other fracture of l ower l imb
Fracture of other and multiple sites
Dislocation without fracture
Sprains and strains of back (including neck)
Intracranial injury (excl uding those with skull fracture)
Internal injury of chest , abdomen , and pelvis
Laceration and open wound of eye , ear , and head
Laceration and open wound of other and multipl e locations
Burns
Other injuries
Adverse effects of medical agents
Complications pecu liar to surgical procedures and other medical care
Other adverse effects of chemic al and other external causes

Newborn

Without complications
Immaturity
Infective diseases , parasitic diseases
Respiratory system diseases
Congenital mal formations
Birth injuries
Asphyxia and atel ectasis
Hemolytic diseases
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III. IMPACT OF EVACUATION OF WAR THEATER CASUALTIES
ON INTRA—U.S. FACILITIES

A. Introduction

This chapter discusses the potential impact of evacuating war theater

casualties to civilian hospitals in the United States at a time when the

country is in a crisis relocated posture. Current Department of Defense

(DoD) thinking on the disposition of war theater casualties is reviewed in

light of the emerging crisis relocation strategy for civil population

protection and potential problems are identified . Civil preparedness p lans

to cope with the identified potential problems are suggested. This chapter

concludes with a recommendation for additional analyses.

1. Background

For a number of reasons that are discussed in Section B. of this

chapter current DoD thinking calls for civilian hospitals and medical

facilities in the United States to be used for the treatment of military

casualties in the event of conventional war outside of the Conti nental

United States. Many of the civilian facilities best prepared to provide the

needed services for war theater casualties are , of course , situated in urban

• areas which may be at risk in the event of a nuclear attack on the United

States. If crisis relocation is ordered , risk area popu l ations will be

• evacuated to l ow—risk host areas. An earl ier study performed for DCPA

[Ref. 1] suggested that most patients , exce pt for a rela ti vel y sma ll num ber

of nonrelocatable hospital and institutional patients (i.e., patients too

ill or too severely injured to be moved to a host area), could be discharged

and relocated to host areas. This earlier study also suggested that the

nonrelocatable patients who remained in the risk area be consolidated into

one or a few facilities in order to free health services personnel to serve

111—1 

----- ----—-~~~~• - - • . - - - -- • - - --- - • - ----- --~~~ .. - -



-
-

in host areas where the greatest portion of the population will be located .

Thus , consolidation of patients would permit a smal l number of health

services workers to commute in and out of the risk area on a daily basis in

order to care for the nonrel ocatable patients.

The results presented in the previous chapter (II) bear out the

feasibility of civilian patient consolidation in risk area hospitals

(Chapter II should be read as a background for this chapter). It appears ,

however , that if DoD were to decide that war theater casualties should be

treated in civilian hospitals in the U.S., this decision would impact on the

management of medical problem s resulting from population rel ocation.

2. Objectives

The overall objective of this research was to investigate the

impact of the evacuation of war theater casualties on intra—U.S. facilities.

Specific objectives were:

• to ascertain the resultant impact on medical problems resulting

from civil population rel ocation , and

to suggest alternative plans to cope with these problems.

B. Current DoD Medical Concerns

One of the current DoD medical concerns rel ates to conflicts involving

U.S. forces in conventional warfare with engagements fought outside U.S.

territory.* In such a contingency , current thinking would cal l for the

evacuation of war theater casualties for treatment at civilian hospitals in

the U.S. that are under contract with DoD. War theater casualties are

expected to represent a broad range of diagnoses and/or problems , including

b lun t trauma , neurosurg ical , burns , psychiatric , etc. Some patients will be

con val escen t, requiring only medical supervision and general care , while

*Unclassified briefing by Col . John B. Kell y, Office of the Assistant
Secre tary of Defense (Heal th Affa i rs) , on February 13, 1978.
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others will arrive in need of major surgery. Under certain circ umstances it

is conceivable that casualties will only be given limited treatment and

stabilized prior to evacuation to U.S. civilian facilities.

The reason for planning on the use of civilian hospitals is that the

requ i red military medical services cannot be mobilized rapidly enough should

war break out . Since the authority to draft physicians and other health

professional s expi red in July 1974, the military services have experienced

difficulties in maintaining an adequate l evel of medical manpower.

Another factor contributing to the expected shortage of available military

heal th services in the U.S. is that many active duty medical personnel will

be assigned to the theater of operations in the event of war. Moreover , the

aeromedical evacuation capability of DOD makes the use of civilian hospital s

in the U.S. a feasible option for the treatment of casualties.

C. Impact on Medical Problems Resulting from C ii i l Population Relocation

For thi s examination of the impact on the medical problems of

population relocation , it was assumed that crisis rel ocation will be ordered

at a time when U.S. forces are already engaged in a conventional war. The

possibility that conventional war could evolve into a crisis of such

proportions that nucl ear attack would appear imminent is worthy of

consideration. For exampl e, an enemy force experiencing a very heavy

casualty rate in a conventional war might consider escalating the conflict

to the l evel of nuclear war. It is in this context that the impact of the

evacuation of war theater wounded on intra—U.S. facilities is discussed .

As noted earlier , current DCPA thinking is to close as many risk area

hospitals as possibl e during crisis rel ocation and to consolidate nonre—

locatable patients into a few hospital s. In this way many health services
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workers would be freed to work in the host areas where they will be greatly

needed. A smal l number of health services workers would commute in and out

of the risk area daily to care for the nonrelocatable patients who remain

beh i nd.

Since most of the hospitals to which casualties would be sent are

located in high—risk areas, and since many of these hospitals would not be

staffed or operating during crisis relocation , it appears that , in the

worst-case situation , DoD may be planning to send casualties to

non—operating hospitals. Whether the worst case occurs will depend , in

part , on the rapidity of crisis development and the evacuation pol i cy* of

DoD and the theater of operations . For example , if the crisis devel ops

slowly it may be expected that DoD w ill have expanded its hospital

capability in the theater of operations , thereby reducing the flow of

casualties to civilian hospitals in the U.S. If, on the other hand , the

crisis develops rapidly, the worst-case situation may be approached .

Similarly, a greater evacuation pol icy in the theater of operations will

lessen the impact on U.S. civilian facilities , and conversely, a smaller

evacuation pol icy will intensify and quicken the impact .

Depending on the timing of the order for crisis relocation , war theater

casualties may be: (1) patients in civilian hospitals in the U.S., or (2)

patients enroute to such facilities. Those military patients already in

civilian hospitals who are wel l enough to travel can be discharged or

*For planning, a hospital system decides or assumes that it will retain for
treatment only those patients who will return to duty within a given peri od .
This period (in days) is the evacuation pol icy. Doctrinally, evacuation
policy is set by the Secretary of Defense with the advice of the Joint
Chiefs of Staff and upon the recommendati on of the theater commander.
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rel ocated to a host area hospital. However , many of the casualties who are

patients in civilian hospitals are expected to fall into the nonrelocatable

category that cannot be discharged or relocated to a host area hospital .

Thus , the most likely impact on intra—U.S. facilities is one of increased

numbers of patients remaining in risk area hospitals. Since the number of

consolidated patients will be l arger than would otherwi se be expected , the

required health services workers commuti ng to and from the risk area will

• also increase. At the same time , the number of health providers in host

areas will be decreased by a like amount.

0. Alternate Plans

Plans suggested to cope with the problems discussed in the preceding

section are based on the assumption that war theater casualties in civilian

facilities will be treated in the same manner as civilian patients , i.e.,

they will not receive preferential treatment. Rather than alternate plans ,

it appears that civil preparedness planners will need to modify the health

and medical annexes to their crisis relocation plans to account for

increased patient l oads. In particular , plans should be developed that

provide for:

• an increased number of nonrel ocatable patients to be consol i-

dated in risk area facilities ,

• an increased number of patients to be relocated to host areas ,

• the special i zed services requ i red by the nature of battle

casualties in the amount needed in the risk area facilities;

these services should be considered in selecting a hospital(s)

for patient consolidation ,

alternate receiving hospital s in host areas to take casualties

i ncoming after crisis rel ocation has begun , and
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• additional transport to move convalescin g war theater

casualties from risk—area to host-area hospitals.

E. Recommendation

Once DoD planning progresses to the point of identifying specific

civilian hospitals to which casualties will be shipped and estimates of

casualty flows by risk area are available , quantitative assessments of the

i mpact on the medi cal problems of population relocation should be made. The

results of these assessments should be shared with local civil preparedness

official s who are engaged in planning health and medical services for crisis

relocation.
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IV. CAPABILITIES OF ALLIED MEDICAL FACILITIES AND

APPLICATION IN CRISIS RELOCATION

A. Introduction

1. Background

Previous research in crisis relocation suggests that the health and

medical (h/rn) problems of a relocated population will be those that are

normally present in a population , plus a set of problems due to relocation

i tself. Thus , a relocated population will experience the usual number of

acute and chronic conditions , some of which require professional attention. —

But , in addition , it is believed that there may be increased numbers of

stress—induced problems and outbreaks of communicable disease.

Underlying the management of these probl ems is the fact that relocation 0

will disrupt the normal consumer—provider relationships in health services.

The effects of the disruption will be most acute in host areas where the

resident h/rn resources would be overwhelmed by the relocated population if no

additional resources were provided [Ref. 1, Vol . 1].

This chapter investigates the possibility of utilizing allied medical

facilities (other than hospitals) during crisis relocation to hel p meet the

increased demand for primary care services in host areas. Allied medical

facilities , as used in this chapter , refers to the fol l owing facilities:

• Nursing homes

Veteri nary hospital s and clinic s

Osteopathic offices 0

• Chiropractic offices

• Dental offices 0 
•
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2. Objectives • 

- 
-

The objectives of the research described herein are :

To define the capabilities of allied medical facilities , and

To eval uate their application during crisis relocation.

B. Facility Characteristics

Allied medical facilities are characteri zed in this section by

primary function(s); services normally provided; and geographic distribution ,

particularl y in host areas.

For each allied medical facility category , services provided can be

expected to vary widely among individual facilities because of (1) variations

in federal , state, and local government standards; (2) variations among

requirements for association membership s; (3) participation in vol untary

accreditation programs (e.g., the Joint Commission on Accreditation of

Hospi tals); and (4) di fferences in health care needs of different populations.

Because of the differences in services that can be expected , it is feasible to

provide information on the range of services that are available , or on the

services that can be expected as a minimum. This information will assist

planners in determining the potential usefulness of allied medical facilities

in crisis relocation.

Information used to characteri ze facilities was obta i ned from government

agencies , professional associations, a~d private organizati ons. Differences

• In the availability of information used to characterize the various facilit ies

necessarily resulted in unevenness in the discussion of facility types. Thus ,

the sections on nursing homes and veterinary facilities are quite detailed ,

while the sections on chiropractic , osteopathic , and dental facilities for

which detailed information was not readily available are brief. In describing

the geographic distribution of facilities , host and risk areas were i dentified
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using High Risk Areas for Civil Preparedness Nuclear Defense Planning

Purposes [Ref. 2]. Where a risk area extends into any part of a county , the

entire county was treated as a ri sk area. Thus , a conservative estimate of

actual host area facilities is obtained. However , this estimate is considered

satisfactory for this level of research and it provides civil defense

coordinators with a basis for planning health and medical services for crisis

relocation. Local pl anners shoul d survey the allied medical facilities in

their area before preparing detailed crisis relocation plans.

1. Nursing Homes

a. Definition

Nursing and related homes provide long term nursing,

maintenance , and restorative care to patients who need such care but who do

not neec~ a physician ’ s care or a hospital ’ s 5ervices. Al though patients of

all ages may be found in nursing and related homes , the services , facilities

and management are structured predomin antly for the aged——approximately 89

percent of all nursing home patients are at least 65 years old [Ref. 3, p.

72].

Pri or to today ’s nursing homes , institutions known as “almshouses ” cared

for the elderly poor. Almshouses generally provided low quality care for the

aged as a result of inadequate budgets alloted by local governments that , in

many instances , operated almshouses only because they were required by law to

• do so [Ref. 4, p. 14]. The Social Securi ty Act of 1935 made Federal funds

available to the needy aged , thus causing an increase in the number of

privately operated boarding and nursing homes and a decrease in the number of

almshouses [Ref. 5, p. 363]. Later amendments to the Social Security Act

further changed practices of providing care for the aged in institutions.



Medicare (Titl e XV III) was created by the 1965 amendments to the Social

Securi ty Act. It provided financing for up to 100 days of extended care

services for persons 65 years and older in a federally—certified facility

during a singl e spel l of illness [Ref. 5, p. 363]. Under Medicare , certified

facilities , called extended care facilities (ECF) , provided post—hospital care

at a level that was distingui shed from the intensive care of hospital s by the

absence of certain services (e.g., surgery , X—ray, and diagnostic

l aboratories)

The 1965 amendments to the Social Securi ty Act al so included Medicaid

(Titl e XIX ), which established state administered programs that reimburse

certified skilled nursing care and intermediate care facilitie s. Title XIX

specifies that, among other services , skilled nursing services and home health

services must be offered to persons over 21 who qual i fy for benefits under the

program [Ref. 5, p. 363].

As the quality of care has improved , the numbers of nursing and related

homes and beds have increased as shown in Table IV— 1. A discussion of the

geographic distribution of these facilities is presented fol l owing a

discussion of services that nursing homes provide .

b. Services Provided

In addition to beds , nursing and related homes provide limited

medical and nursing services , the level of which is usually determined by the

type of patients that the facility admits. There are homes that only admit

persons who are heal thy; these homes provide few health care services. In

contrast , there are facilities that accept persons , who , because of poor

heal th , require complete or partial care . Often these people are hospital

discharges who no longer need the intensive care that hospital s provide , but

who need long term care that is less expensive than continued hospitalization.
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Table IV— 1. Number of Nursing and Related Homes and Beds for
Selected Years , United States , 1963—1973

Selected Years

1963 1969 1973

Homes 16,701 18,910 21,834

Beds 568 ,560 943 ,876 1,327 ,704

Source: National Center for Health Statistics , Health Resources Statistics:
Health Manpower and Health Facilities 1975. Washington , 0. C.:
U. S. Government Printing Office , 197g.

They may need medication (by injection or orally) , oxygen therapy , intravenous

or nasal feeding, or other services that can be provided by a nursing home.

Nursing homes may al so have food and laundry services on the premises for

their patients and residents.

Attempt s to characterize the services that nursing homes can be expected

to provide were made using information from several sources. Potential

sources of information include Medicare —Medicaid certification requirements ,

the National Center for Health Statistics (NCHS), the Joint Commission on

Accreditation of Hospitals (JCAH), and state licensing agencies. The

Medicare—Medicaid requirements and the NCHS data were examined for pertinent

i nformation. Accreditation requirements for nursing homes administered by the

• JCAH will not be discussed here because few nursing homes are so accredited

(as of June 1975, only 1,794 faciliti es , or a little over 8 percent of all

nursing care and rel ated homes , had been accredited by JCAH [Ref. 5, p. 365]).

An excel l ent source of information on services , numbers , and locations of

nursing homes can be found in state licensure agencies. All of the 50 states

and the District of Columbia require licensure of nursing and rel ated homes .

However , minimum standards , rules , and regulations for these facilities are
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not uniform from state to state and definitions of what constitutes a nursing

home varies wi dely. It was not feasible to attempt to col l ect and evaluate

all of the state licensing standards. Crisis relocation planners interested

in the services offered by nursing homes In their areas should consult wi th

their state agency responsible for the licensing of nursing homes.

(1) Medicare/Medicaid Certification Requirements [Refs. 6, 7]

The Social Securi ty Amendments of 1972 (P.L. 92—603)

combined certi fication requirements for ECF established under Medicare and

skilled nursing homes (SNHs) established under Medicaid into certi fication

requirements for what are now called skilled nursing facil i t ies ( SNFs ) . The

1972 amendments retained the classification “intermediate care facilities ”

(ICF) for facilities that provide for persons who do not need the degree of

care provided by a SNF. Under Medicare /Medicaid certi fication requirements ,

SNFs must provide , or arrange for, the fol l owing:

• Physician seri vces

Nursing services

Dietetic services

• Special ized rehabilitative services

Pharmaceutical services

. Laboratory and radiologic services

. Dental services

Social services

Each of these services will be briefly discussed.

Each patient must be under the care of a personal physician in order to

be admitted and to remain in a SNF. A physical examination is required upon

admission followed by physician visits at regular intervals.
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The Medicare/Medicaid requirements for SNFs do not spec ify the nursing

services to be provided , except that there must be 24—hour coverage by

licensed nurses. Required nursing services depend on the patients accepted

and the orders wri tten by patients ’ physicians. For example , if a physician

orders oxygen therapy for a patient and a nursing home accepts that patient ,

then the home must provide oxygen therapy for that patient. The home may

refuse the patient and , therefore, not be required to provide oxygen therapy.

SNFs are required to provide dietetic services for patients . This may be

done by having the food preparation facilities as an integral part of the

nursing home, or it may be arranged so that food is provided by an outside

food company on a contractual basis. Because of the need to provide

therapeuti c diets and the expense of purchasing services , it is not unusual

for facilities at the skilled nursing level to have their own kitchens.

Rehabilitative services (e.g., physical therapy , speech pathol ogy and

audiol ogy, and occupational therapy) must be provided by SNFs to patients

whose physicians have wri tten orders for such services. SNFs may arrange for

0 such services with outside resources , or they may provide them inhouse .

SNEs are responsible for providing drugs and biologicals for their

patients. They may obtain pharmaceut ical services from a community or

hospital pharmacy , or they may provide their own services. Inhouse

pharmacies would give the nursing home the capability to compound drugs , in

addition to storing drugs. When outside services are used , SNFs must , as a

minimum , provide locked storage under proper temperature control s for drugs

and biological s until dispensing for admini stration to patients . In addition ,

an emergency medication kit must be kept available. The kit usually contains

a wi de assortment of drug s, e.g., cardiovascular drugs for arrythmias ,

antihistamines , anticonvul sants , respiratory stimulants , antibiotics ,
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anesthetics , vasoconstrictors and vasodilators. There may also be a separate

emergency medicine kit that contains certain controlled drugs (e.g.,

barbituates and narcotic antagonists). The contents of emergency medicine

kits are likely to vary from the above lists of drugs , depending on what each

nursing home’ s pharmac ist feel s is important to have availabl e and subjec t to

the approval of each SNE ’s pharmaceutical services committee.

SNEs must be able to provide laboratory and X—ray services. However , it

is not necessary for a SNF to have its own services. Instead , it may utilize

outside resources , e.g. , hospital s , physicians offices , approved independent

laboratories , or a portable X—ray supp lier.

SW Es must also be able to provide dental and social services. Like the

other services , there is no requirement for the SNF to provide its own dental

and social services. Arrangements may be made wi th outside resources for

these items. Particularly in the case of dental services , there is no

Medicare /Medicaid reimbursement for dental care , treatment , filling, removal ,

or repl acement of teeth or structures supporting the teeth . SNFs must only

assist patients in obtaining dental services.

Medicare/Medicaid requirements covering the physical environment include

fire protection equi pment , emergency electrical power ,and emergency water

supplies among other requirements . SNEs are al so required to have a wri tten

disaster pl an in the event of a fire or some other internal or external

disaster that allows for the care of patient and personnel casualties and

their transfer to other insti tutions.

Providing a lesser degree of care than the skilled nursing facility but

providing more than just room and board , the ICE is another facility that fits

into the general category of nursing homes. Social Security certification

requirements al so provide some information on the services that ICEs provide .
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ICF required services , including physician services , nursing services ,

dietetic services , specialized rehabilitative services , pharmaceutical

services , l aboratory and X—ray services , and social services are similar to

those required for SNFs. There are differences between ICF and SNF services

that should be mentioned ; for example , a registered nurse or a licensed

practical nurse is responsibl e for health services in an ICF whereas a

physician is responsible for health and medical services in a SNF. Nor are

there requirements that licensed nurses must be present on a 24—hour basis in

an ICF as there are in a SNF. Other differences exist , but the essential

difference is that ICFs are not staffed to provide the level of health and

medical care found in SNFs. Because of thi s difference in service , it is

unlikel y that an ICF would be as wel l equipped medically as a SNF.

The difficulties in using Medicare and Medi caid certification

requ i rements to characterize nursing homes services are obvious. The services

that are provided by nursing homes depend on the patients that they accept and

the physician ’s orders for services that accompany the patient . A

hypothetical situation can be used to illustrate the problem . Suppose that a

l arge Medicare/Medicaid certified SNF has accepted patients that require

frequent blood transfusions as indicated by their physician s ’ orders. This

facility must have the equi pment to provide bl ood transfusions since they

accepted patients with that need . A smal l er SNF across town is also

• Medicare/Medicaid certified , but it does not have the capability to provide

blood transfusions. It does not need that capability since it will not accept

patients who need blood transfusions. In addition , suppose that most of the

patients in both of the SNFs have orders from their physicians to receive

various medications. The smaller facility obtains its drugs from a nearby

community pharmacy while the larger SNF riaint ains its own pharmacy and

full — tim e pharmacist . Although both of these facilities are Med icare/Meuicaid
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certified , there are differences that would affect their role during crisis

relocation.

Another problem in using Medicare /Medicaid requirements to characterize

services is that the requirements provide information on services in certified

facilities only. Many nursing facilities are not certified. A survey by NCHS

(1973—74 Nati onal Nursing Home Survey ) looked at nursing homes by their

Medicare /Medicaid certification status [Ref. 8]. Only facilities providing

some level of nursing care were included in the survey (15,700 homes and

approximately 1.2 million beds); homes which were entirely personal or

domiciliary were excluded. Non—certified homes serve only 13 percent of all

residents and are more likely to provide a l ower level of skilled nursing

service than the certified facilities [Ref. 8, p. 3]. Non—certified nursing

homes are also likely to be smaller than certified homes; approximately 68

percent of all non—certified homes surveyed had fewer than 50 beds while the

remaining homes had between 50 and 200 beds [Ref. 8, p. 3]. On the other

hand , the higher the l evel of skilled nursing , the more likely it was that the

facility was large; between 66 and 78 percent of the SNFs surveyed had 50 to

200 beds , while about 47 percent of intermediate care facilit ies contained 50

to 200 beds (falling between non—certi fied homes and those with the greatest

degree of skilled nursing) [Ref. 8, p. 10]. Table IV—2 presents the

distribution of nursing homes (i.e., homes that provide primarily nursing

care , or personal care wi th some nursing ) by di fferent bed capac ities and

certi ficati on status. It shoul d be noted that the information in the table

was col l ected prior to the legislation which created the SNE category ;

• therefore, the Information is for ECFs (Medicare ) and SNHs (Medicaid).

However, the ECFs and the SNHs had about the same level of skilled nursing

coverage [Ref. 8, p. 3].
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Knowing that l arger SNFs are more likely to be Medic are/Medicaid

certified shoulil aia the civil preparedness planner in estimating the services

that a facility can be expected to provide (nursing services , dietetic

services , pharmaceutical services , X—ray and l aboratory services , dental

services , etc.). To determine accurately the services that a nursing home

provides , the pl anner should consult with the nursing home administrator or

with the state agency responsibl e for its certi fication and/or state

1 icensure.

(2) National Center for Health Stat ist ics ’  Classif icat ion
of Nursing Homes

The Uational Center for Health Statistics (NCHS) collects

national data on health care faci l i t ies in its Master Facil i ty Investory

(MFI). The MFI is the most comprehensive file 0f i npatient heal th facilities

availabl e in the Unite d States [Ref. 5, p. 329]. In the case of nursin g and

rel ated homes , facilities are classified according to the primary or

predominant service provided . A nursing care home is an establishment in

which nursin g care is the predominant function of the facility , according to

the following criteria:

• One or more registered nurses (RNs) are employed , and

• 50 percent or more of the patients receive nursing care

[Ref. 5, p. 330].

Nursing care includes the provision of one or more of the followi ng services:

• Nasal feeding . Hypodermic injection

Catheterization . Intravenous injection

Irrigation . Temperature —pulse —respiration measurement

• Oxygen therapy . Bl ood pressure measurement

• Full bed bath . App lication of dressing or bandages

• Enema . Bowel and bladder retraining [Ref. 5 , p. 330]
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In 1973, there were 14,873 nursing care homes having a total of more than

1.1 million beds [Ref. 5, p. 365].

Personal care homes with nursing primarily provide personal care , but they

also prov ide some nursing care. Personal care includes massages , hel p with

baths or showers , hel p with dressing, help with correspondence or shopping,

hel p with walking or getting about , and help with eating CRef. 5, p. 330]. 
0

Less than 50 percent of the residents of personal care homes with nursing

receive nursing services. Consequently, there is usually only one RN or one or

more LPNs on the staff (in some instances , there may be no RNs or LPNs on the

staff). HOwever, medications and treatments are administered in conformance

with the physicians ’ orders, self— administered medications are supervised , and

three or more of the personal services (e.g., hel p with bathing, dressing, and

eating) are routinely provided [Ref. 5, p. 330].

Homes that are primarily concerned with providing residents with personal

services , but provide no nursing services , are classifi ed by the NCHS as

personal care homes without nursing . In these facilities medications and

treatments are al so administered in accordance with the physicians ’ orders;

sel f—administered medications are supervised ; and , three or more of the 
0

personal services are routinely provided to residents [Ref. 5, pp. 330—331].

A domiciliary care home provides no nursing services and routinely

provides less than three of the personal services. This type of facility

provides a shel tered environment for those persons who can essentially care for

themselves .

Table IV—3 summarizes the data on nursing and rel ated homes for 1971 and

1973 and shows the downward trend in the number of homes that do not provide

nursing care as the predominant service. The title “Personal Care and Other

Homes” is given to the combined category of personal care homes with nursing,

homes without nursing, and domiciliary care homes. By adding more nursing
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Table IV-3. Number of Nursing Care and Rel ated Homes and Beds:
Un i ted States , 1971 and 1973

Nurs ing Care Homes Personal Care and Other Homes*

Year Homes Beds Homes Beds

1971 12,871 917,707 9,133 283,891

1973 14,873 1,107,358 6,961 220,346

*Incl des personal care homes with nurs ing, homes without nursing, and
domiciliary care homes.

Source: National Center for Hel th Statistics , Nursing Homes: A County and
Metropolitan Area Data Book, 1973. Washington , D.C.: U. S.
Government Printing Office , 1977.

staff, or by increasing the nursing services offered , homes traditionally

classified as either domiciliary care or personal care homes have been upgraded

to nursing care homes [Ref. 9, 1-1]. This trend hel ped to increase the number

of nursing care homes in 1973 by more than 2,000 over the 1971 f i gure wh i le

increasing the number of beds in nursing care homes by nearly 190,000 over the

1971 count.

0 The level of nursing care by bed capacity is shown in Table IV—4 using

NCHS ’s Master Facility Inventory cl assification scheme , which was described

earlier. By looking at the percentages , it is evident that the MFI

class ification scheme does not correspond exactly with the Medicare/Medicaid

classif ication scheme (see Table IV—2). However , by us ing the MFI classifi—

cation , it is possible to detect a rel ationship between bed capacity and level

of nurs ing care. The l arger a facility (or the greater the bed capacity) , the

more likely it is to be a nursing care home , and the smal l er a fac ility is , the

more l ikely it is to be in the category “personal care and other homes.” Th i s

~el ationship between size of home and level of care is similar to that found

wit I~ the Medicare/Medicaid classificatio n (see Table IV—2) .
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Table IV—4. Percent Di stribution of Nursing Care and Related
Homes by Bed Capacity , United States , 1973

Total Nursing Personal Care 
*Bed Capacity Homes Care and Other Homes

Total 100 100 100

Less than 25 beds 33.8 15.8 72.2

25—49 20.9 24.7 12.8

50—99 26.6 35.3 7.8

100—199 15.4 20.3 5.0

200 beds or more 3.4 4.0 2.2

*I nc lu des personal care homes with nursing, personal care homes without
nursin g, and domiciliary care homes.

NOTE: Figures may not add to total s due to rounding .

Source: National Center for Health Statistics , Health Resources Statistics:
Health Manpower and Health Facilities 1975. Washington , D. C. :
U. S. Government Printing Office , 197&

Table tV—S lists the services that are potentially available in nursing

and rel ated homes. It is likely that few, if any , nursing facilities provide

all of the services listed . Nevertheless , the list is useful as a guide to

nursing home services and provides crisis rel ocation planners with a basis for

developing specific pl ans for their community .

c. Geographic Distribution

Nursing homes located in host areas must be distinguished from

those in risk areas. The purpose of this section is to identify the number of

nursing facilities and beds in host areas.

Table IV— 6 list s the nursing homes and bed s by state , and host areas

within each state. Data from NCHS [Ref. 9] were used for this purpose . No

attempt was made to determine nursing home distribution by level of care , i.e.,
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Table IV—5. Services Provided in Nursing and Related Facilities

Exam ination Bl ood Pressure Measurement

Nasal Feeding Application of Dressing or Bandages

Catheterization Bowel and Bl adder Retraining

Irrigation Massages

Oxygen Therapy Rehabilitative Services

Full bed Bath Pharmaceutical Services

Enema Laboratory and X-ray Services

Hypodermic Injection Dental Services

Intravenous Injection Social Services

Temperature -Pulse-Respiration
Measurement

nurs ing care as opposed to personal and domiciliary care. However , mos t

nurs ing facilities (68 percent) are nursing care homes (provide some nursing

care), and 83 percent of all the beds shown in the table are nursing care beds

[Ref. 9].
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Table IV— 6. Nursin g Care and Related Homes and Beds
by State and Host Area 

_____________ ___________

Num ber Number
Locat i on of of Hos t Area Host Area

__________________________ Homes Beds Homes Beds

United States 21,834 1,327,704 7,859 392,036

Ala bama 197 14,844 82 5,015
Alaska 8 606 1 155
Arizona 88 6,430 13 680
Arkansas 211 17,952 138 10,941
California 4,145 150,956 406 9,703
Colorado 214 16,670 72 4,201
Connecticut 365 23,294 0 0
Delaware 36 2,213 7 216
District of Col umbia   72 3,147 0 0
Florida 360 34,956 75 5,702
Georgia 306 25,936 178 14,118
Hawaii 142 2,726 27 455
Idaho 64 4,190 59 3,517
Illinois 1,039 80,151 447 25,525
Indiana 495 34,247 232 11 ,962
Iowa 678 35,152 518 25,196
Kansas 468 22,889 259 11 ,557
Ken tucky 312 18,177 188 9,399
Louis iana 212 17,004 85 6,305
Ma ine 341 9,227 150 3,126
Maryl an d 204 17,755 14 772
Massachusetts 946 53,858 12 646
M ichigan 577 48,567 159 9,621
Minneso ta  589 44,661 469 19,931
Mississippi 143 7,886 103 5,731
M issouri 502 33,644 189 10,354
Montana 105 4,759 65 2,544
Nebraska 211 17 ,396 146 11 ,411
Neva da 41 1,482 11 319
New Ham psh i re 130 5,873 46 1,758
New Jersey 549 34,430 0 0
New Mexico 66 3,345 34 1,943
New York 1,083 92,888 316 14,365
North Carol ina . .    838 22,145 456 10,496
North Dakota 107 6,631 53 3,174
Ohio 1,163 65,134 471 22,075

-~klahoma 417 29,512 247 16,648
Oregon 317 18,306 112 7,245
““sy lv an i a 768 65,963 176 11,589

~~~de ~s~and 159 6,493 0 0
~.33~~ $ ‘iro l in a 123 8,131 123 4,439
~~~ ~ako~ 160 7,795 106 5,643

Continued
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Table IV— 6. Nursing Care and Related Homes and Bed s
__________________________ by State and Host Area (Continued ) 

____________

Number Number
Location of of Host Area Host Area

_________________________ Homes Beds Homes Beds

Tennessee 244 14,827 136 6,529
Texas 967 80,510 475 32,829
Utah 120 4,556 73 869
Vermont 101 3,902 90 3,246
Virginia 348 16,732 238 9,839
Washington 382 31,147 232 6,719
West Virginia 137 4,753 90 3,053
Wisconsin 516 51,960 256 19,168
Wyoring 34 1,896 24 1,307

Sources : National Center for Health Statistics , Nurs ing Homes: A County and
Metropolitan Area Data Book, 1973. Washington , 0. C.: U. S.
Governmen t Printing Office , 1977.

High Risk Areas For Civil Preparedness Nuclear Defense Planning
Purposes, TR—82. Washington , D.C.: Defense Civil Preparedness
Agency , April 1975.
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2. Veterinary Cl inics and Hospitals

a. D~finition

The prevention , treatment , and al leviation o f di sease and

inj ury in animal s belongs to the profession of veterinary medicine .

Veterinary medicine is al so concerned wi th preventing the transmission of

diseases from animal s to humans. Veterinarians treat sick and injured

animal s, give advice regarding care and breeding of animal s, and hel p prevent

the outbreak and spread of diseases among animals. Veterinarians are al so

empl oyed in regulatory and public heal th agencies to assist in providing safe

meat and dairy products , and to hel p shield humans from animal diseases that

affect man (zoonoses). They work in l aboratory animal medicine—-b reeding and

caring for experimental animal s, and they are empl oyed by some medical school s

to teach and perform research [Ref. 5, p. 299] .

Data published by NCHS [Ref. 5, p. 302] on the status of members of the

American Veterinary Medical Association (AVMA ) show that 78 percent of all

members are in private practice, incl uding large , smal l , and mixed animal

practices. Approximately 20 percent of the members are in regulatory

veterinary medicine , veterinary public health , military veterinary services

and l aboratory services (see Table IV—7). Approximately 80 percent of all

veterinarians in the United States bel ong to the AVMA .

Of particular interest to cr is is rel ocation planners are the private

practi tioners ’ faci l i t ies. A practicing veterinarian (private practi tioner )

cares for either smal l animal s or large animal s , or he/she may have a mixed

practice and care for both l arge and smal l animals.

Veterinarians in private practice operate either in an animal clinic or

In an animal hospital . An animal hosp ital , as defined by the American Animal

Hospi tal Association ( AAH A ) , is “ . . . a facility establ ished to supp ly

IV— 19
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Table IV—7. Type of Activity of Members of the American Veterinary
Medical Association: December 31 , 1974

Type of Activity Number Percent

Total Respondents • 23,462* 100.0

Private Practice 18,405 78.4

Large animal  1,652 7.0

Smal l animal 8,277 35.3

Mixed 8,476 36.1

Other Practice 4,672 19.9

Regul atory veterinary medicine .   784 3 .3

Veterinary public health 236 1.0

Military veterinary services . .   677 2. 9

Other including laboratory services  2,975 12.7

Retired , not in practice , or status
not reported 385 1.6

*Does not include 782 members who did not respond to AVMA.

Source: National Center for Health Statistics , Health Resources Statistics:
Heal th Manpower and Health Facilities , 1975. Washington , D. C.:
U.S. Government Printing Office , 19T7 .

exam inat i on , diagnostic , and prophyl actic services , and medical and surgical

treatment to companion animal s, and equipped to provide housing and nursing

care for them dur i ng i l lness  an d/or conval escence ” [Ref. 10]. Animal clinics

are similar to an imal hospitals in that they al so provide examination ,

diagnostic , an d prophyl act ic serv ices , and medical and surgical services .

However , clinics operate on an outpatient basis and generally do not perform

procedures that would requ i re confinement of an animal for l onger than one

day. A hospital will have an area , cal l ed a “ward ,” which contains the cages

or compartments to house the patients that must remain in the animal hospital

IV.-20
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for care and treatment. It is the ward(s) that constitutes the true

‘hospital” [Ref. 11, p. 549] and , thus , distingui shes it from the clinic.

However , it is not unusual for veterinarians at smal l clinics to have a cage

or two for holding animal s that need observation for several hours or even

overnight .

Except where otherwi se noted , cl inics and hospital s wil l  be considered

together in the fol lowing discussion of services and distribution of

facilities. One reason for this is that most of the services that

are provided by animal hospital s are al so provided by animal clinics (the

obvious exception is the confi nement of animals). The reason for not

discussing the distribution of hospital s separately from the distribution of

clinics is due to the lack of data on veterinary facilit ies. Information on

the number of hospital s and the number of clinics has not been compi l ed at

this time by either of the major associations concerned with veterinarians and

veterinary facilities (AVMA and AAHA , respectively). Nor was information on

the total number 0f facilities or their location available. The method used

to determine the location of veteri nary facil it ies will be presentd in the

subsection on the “Geographic Distribution of Veterinary Facilit ies. ”

b. Services Provided

The potential application of veterinary medicine to disaster

medical care has been recognized for many years. Early health planning for

disasters observed that veterinary hospital s . . . are an important sourc e

of avai lable medical supplies , equipment , and trained personnel and must be

utilized to the utmost in the treatment of human patients ” [Ref. 12, p. 11].

It is the purpose of this subsection to i denti fy the services that veterinary

hospital s and clinics normally provide so that their potential usefulness

during cri si s relocation can be determined.
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Information on the services provided by veterinary facilities can be

obtained from the Manual of Standards [Ref. 10] of the MHA. These standards

apply to hospital s and cl inics that provide care for companion animal s; they

promote high profe ssional standards for animal faci l i t ie s that vol untarily

seek membership In the Association. AAHA membership is contingent upon

ful fill ing the requi rements in the fol l owing areas:

• Records . Library

• Examination • Anesthesia

Pharmacy . Nursing care

Clinical pathology . Emergency service

. Radiology . Housekeeping

Surgery . Ma i ntenance

. Dentistry

Non—membership in the AAHA does not imply that these services are not

provided. On the contrary , it is likely that most veterinary hospital s and

cl inics provide a majori ty of these serv ices [Refs . 13 and 14]. However , the

degree to which any of these services ar e provided wi l l  vary from one facil i ty

to another. Each of these services are discussed briefly. Information on

services was obtained primarily from AAHA ’s Manual of Standards [10].

The AAHA requires that records be kept on each an imal tha t i s

administered to by the hospital . The fol l owing information is to be recorded

for each patient as appropriate :

• Patient identification . Phyical examination findings

Complaints . Provisional diagnosis

Present il lness . Clinical l aboratory reports

• Vaccinati on records . Radiographic reports

• Hi story . Consultations

IV —22 
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• Treatment — medical and surgical . Final diagnosi s

• Drugs — prescribed or dispensed . Autopsy findings

Ti ssue examination reports

Animal hospital s and clinics commonly have at least one examination room.

The AAHA recommends that there be one more examination room than there are

veterinarians on duty. The examination room is used for history taking,

physical examinations , inoculations , minor therapy , etc. Instruments kept in

the examination room include stethoscopes , thermometers , needles and syringes ,

and restraint apparatus. Examination rooms usually are wel l lighted and large

enough to accomodate (1) an examination table and chairs , (2 ) the veterinarian

while he/she examines the animal (the AAHA suggests that each examination room

be at least 70 square feet) , and (3) hand washing facilities.

As wi th human medicine , the administration of drugs to animal s is an

important element in providing heal th care . With very few exceptions , drugs

used in animal medicine are i dentical to those administered to humans , i.e.,

the generic name and composition of animal and human drugs are the same .

Because of the variety of drug s that exist for animal use ,no attempt was

made in thi s report to identi fy specific compounds. However , general

class ifications of drugs that animal hospital s and clinics can be expected to

provide include : antibiotics , biologics (e.g., serums and vaccines), and

anesthetics. These drug s are stored (refrigerated , if necessary) in the

pharmacy section of the facility . Sterile equipment , including catheters ,

needles , and syringes , is al so commonly stored in the pharmacy.

Pathology services are necessary for the diagnosis and treatment of

diseases. Because of the need for rapid diagnosis and the chance of errors in

sample interpretation by outside l aboratories that are unfamiliar with species

differences , pathol ogical services are often performed inhouse. Pathological
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services usually include :

Hematol ogy and serology . Parasitological examination

• Bl ood chemistry analysis . Exfoliative cytology

• Urine analysis . Histopathology

• Microbiology . Autopsies

The AAHA requires its member hospitals to provide all of the above

pathology services. Most animal—care facilities that are not member hospital s

still can be expected to provide many of the same services. The fol l owing

equipment can be regarded as the minimum necessary for pathology services (and

is required of MHA Member Hospitals):

Microhematocri t  . Refri gerator for reagents

Microscope . Office colorimeter

Centrifuge . Incubator , 3 70  C

Urinometer or refractometer

Many facilities have the l aboratory and pharmacy services combined in a

single room [Ref. 11 , p. 5481.

Radiol ogy is a useful diagnostic tool . AAHA—approved hospital s must have

radiographic equipment. The requirements specify that X—ray machines must be

capable of “. . • good soft tissue radiographs on large breeds of dogs. ’

Cones or col l imators are required to restrict the size of the X—ray fields.

AAHA standards also require a darkroom and processing equipment , including

processing tanks, stirring rods, film hangers , view box , etc.

Surgical procedures are performed at most animal hospitals and clinics.

Surgical services can be divided into preoperative preparation and surgery.

Preoperative preparet ion is usually performed outside the room used for

surgery . The surgeon , attendants, and the animal are prepared in this room

for surgery in order to reduce the chance of contamination during surgery.

For the animal , preoperative preparation usually includes bathing , removing
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hair , and cleansing the skin with a germicidal agent. Preoperative

preparation for the surgeon includes changing clothes; scrubbing; and donning

gown , cap , and mask . Equipment required by the AAHA for proper preoperative

preparation includes clippers , oxygen , anesthetic machine , emergency drugs ,

endotracheal tubes and instruments used for intubation , and a large scrub

sink. The AAHA recommends having an autoclave in the preparation room to

sterilize gowns , gloves , towel s, laparotomy sheets, and gauze sponges.

Instruments (e.g. , needles , scissors , and knives ) are more appropriately

sterilized by dry heat and gas sterilizers.

Operating rooms should be a single—purpose room, i.e., for aseptic

surgery only. Surgical rooms in AAHA accredited hospital s contain the

fol lowing as a m i n imum :

Surg ical lamp . Swab bucket

Surgical table • Oxygen supply

• Instrument table . Counter and storage space

. Suction equipment . Emergency drugs
Gas anesthetic apparatus

Animal hospital s and clinics provide dental services. The AAHA defines

the practice of denti stry to include diagnosis; oral prophylaxis; treatment of

inj uries; extractions; and treatment of diseases of deformities of the teeth ,

the oral cavity , and those structures associated with the teeth and oral

cavity . Equipment for dental work includes: dental instruments; surgical

instruments; X—ray equipment; and anesthetic equipment.

AAHA -approved hospitals must have a library containing basic veterinary

medical textbooks and periodicals.

Anesthetic services are necesary to support other medical services ,

including surgery , denti stry , radiology , diagnosis , and treatment. Equipment
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necessary to provide such services includes an anesthetic machine ,

endotracheal tubes , and oxygen resuscitative equipment. Anesthetic equipment

and agents for topical infi ltration , field bl ock , epidural , and conduction

anesthesia , and pre—anesthetic agents may al so be present in animal hospitals

and clinics.

Nursing care services are especially applicable to hospital inpatients

(i.e., those animal s confined to the hospi tal after medical or surgical

procedures) . These services include assistance in diagnostic procedures; in

pre—surgical , surgical , and recovery procedures; and in custodial care .

Equipment that may be associated with nursing care includes oxygen ,

incubators , monitoring equipment , and cleaning and disinfecting equipment and

agents .

Emergency services imply that professional services are available for

emergency situations at all times. AAHA standards require that, in approved

hospital s , the emergency care area be separate from the surgical area. In

other facilities , the examination room or the surgery area may serve as an

emergency care area. Equipment for emergency care is basically the same as

that which would be expected for normal operations , including oxygen ,

parenteral fl uids , pl asma substitutes , surgical supplies , resuscitative

equipment , and intravenous fl uids.

Housekeeping refers to the services responsible for maintaining the

cleanl iness of a facility and all of its equipment. Cleaning equipment and

germicidal and cleaning agents are used to clean , disinfect , and saniti ze

patient , client , and employee areas.

Maintenance refers to the services that ensure the safety and proper

functioning of a facility ’ s plumbing, el ectrical system , oxygen system ,

telephones , heating system , etc . Common maintenance tool s and equipment
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(e.g., screwdrivers , pipe wrenches , light bulbs , simple carpentry tool s ,

etc.) must be available in AAHA —a pproved hospitals and clinics.

The preceding discussion of faci l i t ies and services is particularly

applicable to smal l or mixed animal practices in which animal s (especially

pets) are taken to a veterinarian. Because of the large number of smal l

animal s , a veterinarian ’ s time is more efficiently utilized by having the

animal s come to his /her facility for care . Thus , it is feasible for a

practi tioner who sees many smal l animal s to have a fixed facility in which to

practice.

However , in the case of large animal s (e.g. , horses and cattle), it is

often easier for a veterinarian to travel to the animal than for the patient

to be transported to the veterinarian. For the smal l percentage of

practi tioners who care strictly for large animal s ( about 7 percent of the

private practi tioners ), using a hospital or clinic may not be feasible ,

therefore , many large animal veterinarians practice out of their automobiles

or have specially equipped mobile trucks. These veterinarians carry with them

many of the instruments and agents needed for diagnosis and treatment , while 
0

larger equipment , such as sterilizers , are usually kept at a location used to

house equipment ( but not used as a diagnosis and treatment faci l i ty) . Many of

the instruments used in large animal practice are larger than those used for

smal l animal s, including i tems such as endotracheal tubes , syringes , and

needles. Al though many large animal veterinarians practice essentially out of

an automobile , there are permanent facilities for l arge animal s [Ref. 14].

These facilities provide services similar to smal l animal facilities , the main

difference between the two being the size of some of the equipment. For

example , a surgical area may be equipped for “stand—up ” surgery , or it may use

large , hydraulically—operated tables.
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There are al so veterinary specialties (e.g., surgery , toxicology ,

microbiology , etc.) just as there are in human medical practice. The facility

from which a specialist practices may not contain the same equipment that

woul d be expected in a non-specialist ’s facility . Due to the lack of data on

specialty facilities and the likelihood that most practitioners are

non—specialists (only about 5 percent of AVMA members bel ong to special ty

organizations [Ref. 5, p. 299]), no attempt was made to characterize

special 1st services.

Tabl e IV—8 summarizes the principal health rel ated services provided by

veterinary hospitals and clinics. Veterinary facilities are likely to vary as

to the type and the extent of services actually provided .

c. Geographic Distribution

As of December 31, 1974, there was a total of 30,316

veterinarians in the U. S. (active and inactive) [Ref. 5, p. 301]. No data

currently exist for the number or location of veterinary facilities. The AAHA

records the locaticu of 1,169 approved hospital s, but this is only a partial

listing of the total number of facilities. Based on their mailing list , a

producer of veterinary medicine and supplies estimated the total number of

facilities to be between 9,000 and 10,000 [Ref. 15].

Tabl e IV—8. Services Provided in Veterinary Hospitals and Clinics

Examination Radiology

Pharmaceutical services Surgery

Laboratory services Dentistry

L 
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To estimate the number of facilities that are located in host areas ,

several assumptions had to be made. First , by using the percentage of AVtIA

veterinarians who are in private practice (78.4 percent), it was assumed that

an equal proportion of the veterinarians in each state were al so in private

practice. (This assumption allowed an approximation of the private practice

veterinarians for each state.) Next , using the 1972—1975 county—by—county

listing of veterinarians from NCHS [Ref. 16] in conjunction with the list of

host counties derived from High— Risk Areas for Civil Preparedness Nuclear

Defense Planning Purposes [Ref. 2], the number of private practice

veterinarians located in host areas was determined for each state. Because

veterinarians are often engaged in group practices , it could not be assumed

that the number of host—area facilities was the same as the number of

host-area private practitioners. In order to determine the number of

facilities in each host area , it was assumed that there are three

veterinarians per facility . It was felt that using the rate of three

veterinarians per facility would provide a conservative estimate of the actual

number of facilities and would be suitable for this level of research. This

rate (three veterinarians per facility ) was applied to the total number of

private practice veterinarians in each state and to the estimated number of

private practitioners in the host area of each state in order to determine the

total number of veterinary facilities in each state and the number of

facilities in the host area of each state. The results are presented in Table

IV— 9. It is recognized that this is a crude estimate of the true picture and

that , in some states , there is likely to be a substantial variation from the

numbers presented. However , for the purposes of this report , the estimates

are adequate.
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Table IV— 9. Veterinary Facilities by
State ana Host Area*

Total Host Area
Location Veterinary Veterinary

___________________________ Faci lities t Faci lities lt

United States 7,057 2,485

Alabama 119 58
Al aska ttt 11 1
Arizona 74 10
Arkansas 60 35
California 695 60
Colorado 174 67
Connecticut 73 0
Del aware 19 5
District of Col umbia   17 0
Florida 253 52
Georg ia 171 94
Hawaii 20 4
Idaho 50 40
Illinois 341 102
Indiana 214 78
Iowa 288 224
Kansas 157 69
Kentucky 93 49
Louisiana 88 27
Maine 32 14
Maryl and 184 12
Massachusetts 113 2
Michigan 278 60
Minnesota 200 107
Mississippi 61 37
Missouri 206 70
Montana 53 31
Nebraska 117 78
Nevada 25 5
New Hampshire 30 10
New Jersey 162 49
New Mexico 40 18
New York 398 131
North Carolina 116 52
North Dakota 27 14
Ohio 326 135
Oki ahoma 125 66
Oregon 94 37
Pennsylvania 263 45
Rhode Island 14 0

(Continue d)
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Tabl e IV— 9. Veterinary Faci liti~s byState and Host Area (Continued )

Total Host Area
Veterinary Veterinary

Location Facilities~ Facilities tt

South Carolina 54 23
South Dakota      55 43
Tennessee 98 48
Texas 461 130
Utah 35 12
Vermont 27 21
Virginia 149 79
Washington 166 55
West Virginia 26 18
Wisconsin 180 92
Wyoming 25 16

Note: Numbers were rounded to the nearest whole number.
*78.4 percent of all veterinarians are in private practice. It is assumed
that there are an average of 3 veterinarians per facility .

tiotal veterinary facilities = total active veterinarians x 78.4 percent
(veterinarians in private practice) / 3 veterinarians per facility.

ttHost-area veterinary facilities = total host—area veterinarians x 78.4
percent (veterinarians in private practice ) / 3 veterinarians per
facility.

ttt For Alaska , veterinarians were reported by jurisdictional division
instead of by county.

Information adapted from :

National Center for Health Statistics , Health Resources Statistics:
Health Manpower and Health Facilities , 1975. Washington , D. C.: U. S.
Government Printing Office , 1976.

High—Risk Areas for Civil Preparedness Nuclear Defense Planning
Purposes, TR—82. Washington , D. C.: Defense Civil Preparedness Agency ,
1975.

Health Manpower: A County and Metropolitan Area Data Book, 1972—1975.
National Center for Health Statistics , Washington , D. C.: U. S.
Government Printing Office , 1976.
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3. Chiropractic Facilities

a. Definition

Before attempting to defi ne a chiropractic facility , it may be

useful to define chi ropractic and chi ropractor. According to the American

Chiropracti c Association [Ref. 17] chiropracti c can be defined as:

“Chiropractic is based on the premise that the relationship
between structure and function in the human body is a
significant heal th factor and that such relationship between
the spinal col umn and the nervous system are the most
significant , since the normal transmission and expression of
nerve energy are essential to the restoration and
maintenance of health . Chiropractic is that science and art
which utilizes the inherent recuperati ve powers of the body
and the rel ationship between the musculoskeletal structures
and functions of the body, particularly of the spinal col umn
and the nervous system , in the restoration and maintenance
of heal th.”

The Department of Heal th, Education , and Wel fare ’ s publication , Health

Resources Statistics [Ref. 5] offers the fol lowing definition:

“Chiropracti c is a system of mechanical therapeutics based
on the principle that the nervous system largely determines
the state of heal th and that any interference wi th this
system impairs normal functions and lowers the body ’ s
resi stance to disease. Chi ropractors may provide
obstetrical care in States that do not specifically forbid
it. Chiropractic treatment consists primarily of the
chiropracti c “adj ustment ” (Or manipulation) of parts of the
body, especially the spinal col umn. Some chiropractors
al so use physiotherapy and nutritional supplementation ;
radiology is used for diagnosis only. They do not use drugs
or surgery .”

A chiropractor , then is one who practices this branch of the healing arts.

Si nce the typical chi ropractor is engaged in sol o practice tRef. 17], a

chiropracti c facility is defi ned for the purpose of this analysis as the

office(s) of one chiropractor. Some indication of the size of such facilities

is given in a study of California chiropractors [Ref. 18] which found that 46

percent of the practi tioners in that state used seven or more ‘ooms in

performing their professional services. The facilities included some or all
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of the fol l owing: patient waiting rooms, private offices for the

chiropractor , adjustment rooms, treatment rooms, X—ray rooms , etc.

b. Services Provided

Chi ropractic services fal l into categories as follows [Ref .19]:

Adjustment to achieve normal nerve functions

Nutritional and dietary guidance

Physical therapy , including massage , water , heat , light ,
and electricity

Counseling on psychosomatic problems

Regulated exercise , use of herbs , and col onic irrigation

As suggested in the second definiti on of chi ropracti c offered above , not

all chiropractors provide all of the services listed immediately above.

~n the conduct of his /her practice , the chiropractor makes use of a number

of diagnostic aids , including:

X—ray equipment ( for spinal X—ray )

Skin temperature recording instruments

General equipmen t (e.g. , otoscope , ophthalmoscope , stethoscope ,
sphygmomanometer , and refl ex hammer)

Laboratory tests [Ref. 20]

The only data available on the extent of diagnostic equipment are for X—ray

machines in California in 1960 when 23 percent of the chi ropractors had such

devices [Ref. 18].

c. Geographic Distribution

In 1974 about 27,300 chiropractors were l icensed to practice ,

with perhaps 16,600 in acti ve practice [Ref.5 , p. 51]. As of June 1974,

chi ropractors were licensed in all states and the District of Col umbia. Nearly

38 percent of the active practi tioners were located in five states; 12 percent
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were in California , 8 percent in New York, 6 percent in Texas, 6 percent

in Missouri , and 6 percent in Pennsylvania.

The distribution of chiropractors by state is shown in Table IV—1O , which

al so includes estimates of host area practi tioners by state. Nationally, It

appears that between five and six thousand practi tioners are located in host

areas. This estimate assumes that chi ropractors are uniformly distributed

throughout the population, which may not be strictly correct. If it is further

assumed that host area practi tioners are engaged in sol o practice , the

estimated number of office facilities is the same . It is believed that thi s

estimate is sati sfactory for the purpose of thi s research.

4. Osteopathic Facilities

a. Definition

Like medicine , osteopathy is the science and art of dealing

with the prevention , cure, and alleviation of disease . Osteopaths diagnose

diseases, treat people who are ill , and in most states use surgery, drugs , and

other accepted methods of medical care [Ref. 5, p. 161]. Two types of

osteopathic facilities are considered in this report: (1) the offices of

osteopathic physicians (D.O.s), and (2) osteopathic hospitals. Today, of

course, osteopathic hospitals in most states are operated as general

medical -surgical hospitals.

b. Services Provided

(1) Osteopaths’ Offices

The modern osteopath, like the M.D. counterpart , may be

engaged either in the general practice of medicine or in a specialty practice.

The services provided by osteopaths generally consist of diagnosi s, outpatient

treatment, counseling, referral , etc. Table IV—11 shows the services commonly

provided by office—based osteopaths, excluding osteopaths whose special ties
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Table IV—1O. Di stribution of Active Chiropractors by State
and Host Area: Apri l 1974 

_________________

Location Total Host Area *~~
United States 17 ,559 5 ,728

Al abama  260 133
Alaska 18 8
Ari zona  248 62
Arkansas  128 83
Cal ifornia .  2,094* 229
Colorado 225 61
Connecticut 117 3
Delaware 18 3
District of Columbia 5 0
Florida 799 224
Georgia 250 129
Hawaii 25 6
Idaho 58 49
Illinois   . .  650 141
Indiana 295 129
Iowa 595 390
Kansas 559 256
Kentucky 4O5

~ 237
Louisiana 150 * 64
Maine  35 23
Maryl and 173 13
Massachusetts .  . .  236 10
Michigan  825 202
Minnesota 465 214
Mississ ippi 200 152
Missouri  1,001 325
Montana  95 52
Nebraska 73 40
Nevada  48 10
New Hampshire 175 80
New Jersey 590 52
New Mexico 115 69
New York . . . .  1,492 274
North Carolina 244 156
North Dakota  68 37
Ohio   550 154
Oklahoma 331 173
Oregon 191 82
Pennslvania 986 286

*Rhode Island  38 —

South Carolina .  .  197 124
South Oakota 110 87
Tennessee  132 73
Texas .  1,134kUtah  75 18

Continued
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Table IV—1O. Di stribut i on of Active Chiropractors by State
and Host Area: April 1974 (Continued )

***Location Total Host Area

United States 17,559 5,728

Vermont 40 33
Virginia . .  75* 30
Washington 400 119
West Virginia  42 26
Wisconsin 480 218
Wyoming 44 34

* Previous figure used in absence of sufficient information on which to
V 

base revision.

** Estimated .

*** The number of host area chiropractors in a state was estimated as
follows : the risk area population of a state was subtracted from the total
state population to give a state host area population; the host area
population was divided by the total state population to give a ratio ; the
ratio thus obtained was multiplied by the number of chiropractors in the
state to obtain an estimate of host area practitioners.

Sources: National Center for Health Statistics , Health Resources Statistics:
Health Manpower and Health Facilities , 1975. Washington , D. C.:
U. S. Government Printing Office , 1976.

High Risk Areas for Civil Preparedness Nuclear Defense Planning
Purposes, TR—82. Washington , D. C.: Defense Civil Preparedness
Agency, April 1975.
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Table IV—11 . Services Provided by Office—Based Osteopaths

Physical examination Endoscopy

Clinical l aboratory Injections

X—Ray Imunization and desensiti zation

Blood pressure measurement Surgery

El ectrocardiogram Physiotherapy

Hearing and vision tests Psychotherapy

Source: Division of Heal th Resources Utilization Statistics , “Office Visits
to Doctors of Osteopathy: National Ambulatory Medical Care Survey,
United States , 1975 ,” Advance Data From Vital and Health Statistics.
Hyattsville , Maryland: Department of Health , Education , and Wel fare,
March 28, 1978.

are anesthesiology , pathology , and radiology , and osteopaths in Federal

services [Ref. 21]. As wi th all office—based physicians , the most common

diagnostic procedures performed were the limited examination , bl ood pressure

c heck , and laboratory test; the therapeutic procedures provided by D.O.s most

often were treatment by prescription drug , injection , and manipulati ve therapy

[Ref. 21]. His /her office , then , may be expected to contain those items of

diagnostic and therapeutic equipment appropriate to the type of practice being

conducted.

(2) Osteopathic Hospital s

As noted above , osteopathic hospital s are general

hospitals that provide medical and surgical services. The 1978 Directory,

American Osteopathic Hospital Association [Ref. 22] lists the services

provided in osteopathic hospitals; that listing is presented here as

Table IV— 12. It is emphasized that few , if any , osteopathic hospital s provide

all of the services listed in Table IV- 12. Nevertheless , the extent of

services listed in the table does suggest that osteopathic hospital s offer
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Table IV—1 2. Services Provided in Osteopathic Hospital s

Postoperative recovery room Psychiatric emergency services
Intensive care unit (cardiac care Psychiatric foster and/or home care V

only) Psychiatric consultation and
Intensive care unit (mixed ) education services
Open—heart surgery facilities Clinical psychology services
Pharmacy W/FT registered pharmacist Organized outpatient department
Pharmacy W/PT registered pharmacist Outpatient surgery
X—ray therapy Emergency department
Cobal t therapy Social work department
Radium therapy Family planning service
Diagnostic radioisotope facility Genetic counseling service
Therapeuti c radioisotope facility Abortion service (inpatient)
Histopathol ogy l aboratory Abortion service (outpatient)
Organ bank Home care department or program
Blood bank Dental services
Electroencephalography Podiatric services
Respi ratory therapy department Speech pathology services
Premature nursery Hosp ital auxiliary V

Self—care unit Vol unteer services department
Skilled nursing or l ong—term care unit Patient representative services
Hemodialysis (inpatient) Alcohol ism/chemical dependency
Hemodialysis (outpatient) outpatient services
Burn care unit Alcohol i sm/chemical dependency
Physical therapy department inpatient unit
Occupational therapy department TB and other respiratory diseases
Rehabilitation inpatient unit unit
Rehabilitation outpatient services Neonatal intensive care unit
Psychiatric inpatient unit OMT department or service
Psychiatric outpatient services
Psychiatric partial hospitalization

plan

Source: 1978 Directory, American Osteopathic Hospital Association. Park
Ridge , Illinois: American Osteopathic Hospital Association , 1978.
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most of the services provided by non—osteopathic general hospitals. The 1978

Directory Identifies the services provided by each osteopathic hospital

listed.

c. Geographic Distribution

The distribution of the 9 ,385 acti ve , non— federal osteopaths in

1971 is shown in Table IV—13 by state and host area. In 1971, 7,146

osteopaths were in private practice; 5,248 (73.4 percent) were in sol o

practice and the remaining 1,898 practi tioners (26.6 percent) were engaged in

partnership, group , or other practices [Ref. 5 , p. 172].

(1) Osteopaths’ Offices

An osteopathic office (facility ) includes a facility

utilized by one osteopath ( solo) or by several osteopaths ( group , partnership,

or other). A lower bound estimate of osteopaths ’ offices in host areas is

given by multiplying the host area estimates (Table IV—1 3) by 0.734 , the

fraction of osteopaths in sol o practice. For the United State s this is

2,881 osteopaths x 0.734 = 2 ,115 offices.

If it is assumed that the average number of osteopaths in partnership , group ,

and other practice is three (3) , then the number of offices (facilities) is

(no. of host area practi tioners x 0.266) + 3 practi tioners/office = number

of offices.

For the United States this is

(2 ,881 osteopaths x 0.266 ) 3 osteopaths/offices = 255 offices.

Thus , for the United State s , It is estimated that there are from 2 ,115 to

2,370 (2 ,115 + 255) such facilities in host areas.

(2 ) Osteopathic Hospitals

Osteopathic hospitals and beds by state and risk area are

shown in Table P1—14. Of the nearly 25 ,000 total osteopathic hosp ital beds in

the United States , only about 3,400 are located in host areas.
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Tabl e P1—13. Di stribution of Active Non—Federal Osteopaths
by State and Host Area: 1971 

________________

Location Total Host Area

United States . 9,385* 2,881

Al abama
Alaska .  . . . . 1 —

Arizona ... 256 64
Arkansas 10 7
Cal ifornia.. 96 11
Colorado . . . .  195 53
Connecticut . 34 1
Delaware 21 3
District of Columbia 4 0
Florida . . . .  469 131
Georgia 54 28
Hawaii 15 3
Idaho ... 20 17
Illinois . 233 51
Indiana 124 55
Iowa  . 288 187
Kansas 131 60
Kentucky 25 15
Louisiana . 9 4
Maine 148 99
Maryl and 15 1
Massachusetts 116 5
Michigan 1,631 391
Minnesota 39 18
Mississippi — —
Missouri 798 263
Montana 16
Nebraska . 16 9
Nevad a 13 3
New Hampshire 14 6
New Jersey 565 51
New Mexico 80 48
New York 370 67
North Carolina . . . . .  17 U
North Dakota 6 3
Ohio 841 235
Oklahoma . . 301 157
Oregon 125 54
Pennsylvania .    . . 1,177 341
Rhode island 65 0
South Carolina .  . . 4 3
South Dakota 23 18

Cont i nued
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Table P1—13 . Di stribution of Active Non—Federal Osteopaths
by State and Host Area: 1971 (Continued)

Location Total Host Area

Tennessee 44 24
Texas  597 185Utah  11 3Vermont 24 19Virginia 26 10Washington 114 34
West Virginia .  64 58
Wisconsin 134 62Wyoming 4

*Excl udes 47 physicians (D.O.) in U.S. possessions and foreign countries.

Sources ; National Center for Health Statistics , Health Resources Statistics:
Health Manpower and Health Facilities 1975, Washington , 0. C.:
U. S. Government Printing Office, 197g.

High Risk Areas for Civi l Preparedness Nuclear Defense Planning
Purposes, TR—82. Washingt on, 0. C.: Defense Civil Preparedness
Agency , April 1975.
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Table P1—14. Di stribution of Osteopa~hic Hospitals
_________________________ by State and Host Area: 1978

Locati on Total Host Area
_______________________ Hospitals Beds Hospital s Beds

United States 198 24,965 53 3,418

Arizona 5 738 1 34
California 5 529 0 0
Col orado 5 651 1 78
Del aware 1 97 0 0
Florida 16 2,432 2 367
Georgia 1 234 0 0
Illinois 3 544 1 46
Indiana 3 255 1 35
Iowa 3 413 1 17
Kansas 2 154 0 0
Maine 3 318 1 78
Massachusetts 1 80 0 0
Michigan 30 4,965 8 467
Missouri 23 2,296 14 970
New Jersey 7 1,160 0 0
New Mexico 2 137 0 0
New York 3 430 0 0
Ohio 16 2,954 3 251
Oklahoma 6 745 3 77
Oregon 5 214 1 28
Pennsylvania 17 2,553 6 648
Rhode Island 1 79 0 0
South Dakota 1 37 0 0
Tennessee 1 21 0 0
Texas 28 2,245 8 25~Washington 4 204 2 71
West Virginia 3 67 0 0
Wisconsin 3 413 0 0

Source: 1978 Director~’, American Osteopathic Hospital Association. Park
Ridge , Illinois: American Osteopathic Hospital Association , 1978.
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5. Dental Facilities

a. Definition

“The practice of dentistry involves the art and science of

preventing, diagnosing, and correcting disease and injury to the teeth and

supporting oral structures” [Ref. 5, p. 75]. A dental facility then provides

the equipment and space for a denti st to perform his craft. Dental offices

vary somewhat depending upon the number of dentists , auxiliary personnel , and

type of practice.

Denti sts are a relatively homogenous group . Besides being overwhel-

mingly whi te and male, a great majority of dentists are sel f employed

(86 percent) and in individual practice (79 percent) [Ref. 23, p. 82].

Therefore , the typical dental office will house one dentist providing general

dental care to pati ents . Approximately ten percent of all acti ve denti sts are

specialists , and this number is growing rapidly [Ref. 5, p. 76] .

The number of auxiliary personnel (dental hygienists and dental

assistants ) may infl uence the si ze ( number of rooms) of dental facilities. In

the past 15 years , there has been a marked increase in the number of auxiliary

personnel . Among dentists in general practice , approximately 85 percent have

one dental assistant or more [Ref. 5, p. 78]. The ratio of dental hygienists

to practicing dentists has also increased to approximately one to fi ve (1973)

[Ref. 5, p. 77].

b. Services Provided

A denti st ’ s office commonly has two rooms for the dentist and

another one for the hygienist , where there is a hygienist. There will al so be

a dark room to devel op X—rays and a room for sterilization equipment. [Ref.

24]

Specialists , such as pedodonti sts, oral surgeons , and orthodontists ,

have their own requirements for their practice , and this is refl ected in the
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facility . Orthodonti sts , who make up the largest block of specialists , are

i nvolved in changing the position of teeth. They generally have few rooms

or chairs for the patients to be sitting In while work is performed. They

have X~-ray equipment and devel opers In their offices and usually rely on cold
sterilization for “clean ” tools, since gum and teeth surfaces are rarely

broken. Thus, orthodontic offices frequently do not have autoclaves for

sterilization .

Oral surgeons usually have two rooms for operations. They rarely have

a hygienist. An office will contain X-ray equipment and a devel oper , as wel l

as an autoclave for sterilizati on.

Pedodontists, children ’s denti sts, often have more chairs for patients

to sit in , but not necessarily more rooms. Pedodontic offices would al so

contain X—ray and sterilization equipment.

c. Geographic Distribution

At the end of 1973 , there were an estimated 107,300 acti ve

denti sts in the U.S.; all but about 6 ,500 were civilian dentists [Ref. 5 ,

p. 80]. The distribution of active dentists runs from a low of 26 per 100,000

civilians in Mississippi to a high of 65 per 100,000 population in

Connecticut. The Di strict of Columbia has a higher rate , with 77 per 100,000

[Ref. 5. p. 81]. Al so in 1973, there were approximately 14,500 inactive

denti sts [Ref. 5, p. 75] , some of whom may maintain unused dental offices that

may be at least partially equipped. However, no information was available

that permitted an estimation of the number of unoccupied dental offices.

Table IV— 15 gives the distribution of dentists by state and includes

estimates of host area practi tioners by state. For the nati on , about 30

percent of acti ve dentists are located in host areas. As with chiroprac tors ,

estimates were made using the assumption that dentists are uniformly

distributed throughout the population. Finally, assuming that the typical
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Tab le IV—15 . Di stribution of Active Civi l ian Dentists by
State and Host Area : December 31, 1973

Location Host
________________________________________________ I Total Area*

United State s . 100,780 28,177

Al abama  1,021 I 521
Al aska . . . . .      . . . . . . .  107 I 46
Arizona  767 192
Arkansas  624 I 406
California   .  11 ,995 1,319
Colorado    I 1,189 1 321
Connecticut I 1,975 I 59
Delaware 224 34
District of Columbia . .  569 I 0
Flori da  3,065 I 858
Georgia .          I 1,543 I 802 V

Hawaii . .  .  I 463 I 102
Idaho . .  .  333 I 280
Illinois . .  .  I 5,597 I 1,231
Indiana . . . .  .  I 2,046 I 900
Iowa . 1,305 84.8
Kansas . . . . .   977 I 449
Kentucky 1,175 682
Louisiana           I 1,380 593
Maine . . . .  375 251
Maryland  1,801 144
Massachusetts . . .  3,438 138
Michigan .          I 4,255 1,021
Minnesota . . . .  2,234 I 1,028
Mississipp i . 585 I 445
Missouri             1,956 626
Montana . .  . . .  330 182
Nebraska . . . . . .  830 174
Nevada 231 51
New Hampshi re . 361 166
New Jersey . .  . . .  4,117 371
New Mexico 339 I 203
New York . . . . . . . . .   13,196 2,375
North Carolina . ( 1,576 1,009
North Dakota 233 96
Ohio .  4,691 1,313
Oklahoma .   970 504
Oregon .  1,373 590
Pennsyl vania  . . . . . . . .  6,462 1,874
Rhode Island 429 0
South Carolina . . . . . . . . 746 470

Continued
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Table V I— 15. Distribution of Active Civi l ian Dentists by
State and Host Area: December 31, 1973 (Continued )

Location i I Host
______________________________________________ I Total I Area *

South Dakota I 240 I 190Tennessee I 1,562 I 765V 

Texas . . . . . . . . . . . I 4,241 I 1,315
Utah .           1 645 I 155
Vermont   I 184 I 149
Virginia           1,902 I 761Washing ton 2,076 623
West Virginia   590 366
Wisconsin    2,295 1,056
Wyoming 162 123

*The ntgnber of host area dentists in each state was estimated as fol lows : the
risk area population of a state was subtracted from the total state popula-
tion to give a state host area population ; the host area population was
divided by the total state population to give a ratio; and the ratio thus
obtained was multiplied by the number of denti sts in the state to obtain an
estimate of host area practi tioners.

Sources: National Center for Health Stati stics , Health Resources Statistics:
Health Manpower and Health Facilities, 1975. Washington , D.C.:
U.S. Government Printing Office , 1976.

High Risk Areas for Civil Preparedness Nuclear Defense Planning
Purposes, TR— 82. Washingto n, D. C.: Defense Civil Preparedness
Agency , Apri l 1975.
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host area dental practi tioner is engaged in solo practice , the estimated

number of host area dental facilities is of the same order.

C. Application in Crisis Rel ocation

Having characterized allied professional medical facilities , It is

appropriate to consider how they can be applied to meet the heal th needs of a

relocated population. In order to determine their potential application , it

is necessary to consider the probable availability of allied medical

facilities during crisis relocation , especially In host areas. This section

briefly considers the probable availability of each facility type and their

potential application. As an introduction to the discussion of the

availability and application of allied medical facilities to crisis

relocation , a discussion of the health probl ems of cri si s relocation is

presented.

1. Heal th Problems Duri ng Crisis Rel ocati on

As noted earlier , the heal th problems of a relocated population

are the same ones that are usually present in a population uider normal

circumstances , pl us some problems attributable to relocation itsel f [Ref. 1,

Vol . I]. It is expected , then , that some members of a relocated population

will experience a number of acute and chronic conditions that may require the

attention of heal th professionals. Additionally, the stress of rel ocation may

resul t in some premature births , emotional crises , and worsening of certain

metabolic disorders. If housing is crowded and/or sanitary control s break

down, then outbreaks of communicable diseases nay occur. In general , however ,

the major heal th need during crisis rel ocation is e;pected to be primary care .

Meeti ng the primary care as wel l as other needs may be difficul t

considering the lack of medical facilities and health personnel in many , if
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not most , host areas. Consider , for example , the situation for peopl e

relocating from the Colorado Springs — El Paso County ri sk area to Fremont

County , Colorado , one of the host areas. Assuming 38,500 people are relocated

to Fremont County , the total population of the county will swel l from 21,942

to 60,442. The shortages of health resources to be expected duri ng relocation

were estimated as fol lows : 37 physicians (and offices ) , 25 dentists ( and

offices ) , and 206 beds. Moreover , the si tuation in Fremont County is thought

to be representative of many host areas. Remedying these shortages is a major

problem confronting the planner.

V 
One approach to solving the medical facilities shortage problem is to

identi fy other facilities that could be pressed into service during crisis

relocation. This secti on considers the use of allied professional medical

facilities , including nursing homes, veterinary clinics and hospital s ,

chiropracti c facilities , osteopathic facilities and dental facilities in

meeting the needs of crisis relocation. Note that osteopathic , chiropracti c ,

and dental facilities will almost certainly continue to provide primary care

services . However , increased patient loads should be anticipated. The

discussion that fol l ows concentrates on how such facilities could be utilized

during crisis rel ocati on wi thout addressing the means of overcoming many legal

and professional obstacles to such utilization.

2. Application of Allied Medical Facilities to Primary Care

a. Nursing Homes

(1) A vaIlability Duri ng Relocation

The total number of nursing care and related homes and

beds in host areas by state was presented in Table IV—6 . An estimated

one—thi rd of all beds are in host areas. Generally, host area beds are

distributed proportionally to host area populations. Therefore , northeastern

states have the l owest percentage of beds in host areas. The excepti on is
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Vermont , the most rural state in the country, which has 83 percent of its beds

and population in non—risk areas. States In the Great Plains area (Nebraska ,

Iowa , Kansas , Oklahoma , and South Dakota ) , the Rocky ~1ountains ( New Mexico ,

Idaho , Montana , and Wyoming ) , and the South (Arkansas , Georgia , Kentucky ,

Mississippi , South Carolina , Virginia , and West Virginia) all have more than

50 percent of total nursing home beds in host areas. It is important to

reiterate that host~-area bed estimates are conservative since counties that

contained both ri sk and non—ri sk areas as shown in DCPA ’s High Risk Areas

lRef. 2J were treated as risk areas. In New Jersey , for exampl e , a fraction

of every county is shown to be in a high risk area resulting in all counties

being classified as risk areas. Therefore , there are no host area beds listed

in Table IV—6 but , in fact, there are nursing homes located in non—ri sk areas

of New Jersey.

Another important factor in the avai l ability of nursing homes and beds is

their occupancy rate. Nursing care and related homes typically have an

occupancy rate of over 90 percent, thus limiting their availability in the

event of crisis relocation. Di scharging residents to the care of families or

friends woul d increase the number of available beds. The extent to which

nursing homes can di scharge patients is limited by 1) the condition of

patients , and 2) the existence of families , friends , or other responsible

parties in whose care pati ents can be discharged . It will be necessary to

evaluate nursing facilities individually due to the variation among such

facilities.

(2 ) Potential Application

Nursing homes are typically equipped and staffed to
V 

provide nursing services and limited medical care . It is likely that , if

provided with additional medical supplies and personnel , nursing facilities

coul d suppl ement inpatient hospital services. Where located in close
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proximity to a hospital , a nursing home could potentially function as an

inpatient wing of the hospital . The application of nursing facilit ies in

crisis relocation depends , however, on the ability to create additional beds

by discharging able patients. The probl ems wi th discharging patients were

discussed immediately above.

Where nursing homes are unable to free—up beds , an alternative

application would be to set aside a room(s) that could be used as an

outpatient clinic. Additional medical personnel and equipment would probably

be required to establ ish such a clinic.

b. Veterinary Clinics and Hospitals

( 1) Availability Duri ng Relocation

Veterinarians (and veterinary facil i t ies) are distributed

more in proportion to the animal population than to the human population. For

example , Virginia has approximatel y sixty—five percent of its veterinarians

located in host areas , but only forty percent of the population resides in

host counties. Presumably, the veterinarians and their fac ilities are located

according to their patients ’ locations. Table P1—9 gives a breakdown by

state of host—area facilities. Approximately 35 percent of the estimated

total faci 1ities are in host areas.

During crisis relocation , it is likely that nonessential animal care

services will be suspended in order to increase the availability of veterinary

facilit ies to provide human care services. An issue that has not been

adequately addressed which may affec t the availability of veterinary

facilities has to do wi th the pet population of risk area residents during

crisi s relocation. If pets accompany their owners to host areas , the demand

for veterinary services and facilities may increase .

(2) Potential Application

Veterinary clinic s and hospital s provide a range of

services adaptable to human care , including exam ination , radiology , surgery ,
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and pharmacy. They are not equipped to provide Inpatient care for humans ,

however. Thus , an obvious applicati on for veterinary facilities would be as

an outpatient clinic to provide primary care . Veterinary mobile units are

wel l equipped and could be used to provide limited heal th services in host

areas. Because the major health and medical problem of crisis relocation

Is likely to be one of primary care , it would be desirable for veterinarians

to share their facility with physicians or nurse practitioners to provide such

care for human pati ents . However , in the event of mass casual ties ,

veterinarians may be called upon to prov ide emergency services , e.g., reducing

fractures and controlling hemorrhages.

c. Chiropractic Facilities

(1) Availability Duri ng Relocation

The distribution of chiropractors (and chiropractor

offices ) by state and by host area is shown in Table IV—1 O. Aproximately one

third of all chi ropractic facilities are in host areas.

Since the host area chiropractors presumably will continue to treat their

regular patients during crisis relocation , the availability of their offices

for other purposes will be somewhat limited. The primary limitation in using

chiropractor facilities probably will be the size of the practice and , in

particul ar, the number of patients seen each day.

(2 )  Potential Application

An increased need for chiropractic services , in additi on

to other primary care services , is anticipated , since many people ,

unaccustomed to strenuous physical activity , may suffer strains and sprains of

the lower back and extremities while participati ng in the construction of

expedient shel ter in host areas. These injuries are in addition to the

fractures, dislocations , sprains , and strains that would have occurred anyway

in the relocated populations.
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While availability may be limited , chiropractor facilities do offer some

potential in the provi sion of primary care during crisis relocation. Two

obvious app lications are: (1) using the offices as outpatient clinics to

provide primary care, and (2) using the offices as a diagnostic X—ray

facilities . With regard to the former appl ication , if a chiropractor was

willing to share his office with another chiropractor , a physician , or a

nurse clinician , then an increased number of patients coul d be seen on an

outpatient basis. This sharing could invol ve using the facility either during

normal office hours or at other times . Cancellation of nonessential patient

appointments would also increase the availability of chiropractic offices .

As noted in Section B of this chapter , a significant number of

chiropractors have X—ray machines in their offices. This suggests the

additional possibility of using chiropractor offices as X-ray departments

during crisis relocation. The feasibility of using chiropractors ’ offices for

applications other than their normal primary care role , will depend on such

things as location with respect to a hospital , rel ationships between the

chiropractor concerned and local medical practition ers , legal authorities ,

etc.

d. Osteopathic Facilities

(1) Availability During Relocation

Approximately 31 percent of all osteopathic offices are in

host areas (see Tabl e IV—13), while 27 percent of the osteopathic hospital s

and 14 percent of the beds are in host areas (see Table IV-14).

The availability of osteopathic offices to provide services to a

rel ocated popul ation will be somewhat limited by the size of the practice and

the osteopath.’s normal patient load. Except in the few states where

osteopaths are restricted in their practice , osteopathic hospitals will be

IV—52



—- ~V • •  ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
- ~V___ 

V 

~V_V VVV V~~~_____

activel y invol ved in all phases of providing primary health care. Indeed ,

earl ler work [Ref. 1, Vols. I and II] considered osteopaths as primary care

physicians and treated osteopathic hospitals as general medical —su rgical

facilities. Thus , osteopaths and osteopathic hospitals are not an additional

resource in the sense that chiropractors ’ offices are.

(2) Potential Application

During crisis relocation osteopaths will provide

outpatient care in their offices and osteopathic hospitals will provide

inpatient care. Measures to increase the patient handling capability, such as

cancelling nonessential patient appointments , foregoing el ective procedures ,

sharing offices with other physicians , longer office hours , discharging

selected patients from osteopathic hospi tals , and increasing hospital bed

capacity by putting beds in corridors would be appropriate .

e. Dental Facil i t ies

(1) Availability During Relocation

Dentists are distributed in proportion to the population

with the result that 28 percent of all dentists are in host areas (see Table

IV—15). The availability of dental offices during crisis rel ocation will be

limited by the size of the practices and the normal patient l oads.

(2) Potential Application

As a result of earlier work [Ref. 1, Vol . I], it was shown

that there will be a number of dental disorders among the rel ocated population

requiring professional attention. Thus, dentists will be activel y invol ved in

continuing primary dental care in their host-comunities.

In order to meet the increased demand for dental services , dentists can

cancel appointments for preventive and el ective dental procedures , increase

their operating hours , and share their facility with another dentist .
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Like other allied medical facilities , dental facilities are most

effective when used for the purpose for which they were designed and built.

However , under circumstances of greatly increased demands for medical care ,

dental facilities could be staffed and equipped to help meet such demands.

Staffed by physicians and/or nurses , and with the assistance of dentists , V

dental facilities could be operated as medical outpatient clinics. An

emergency role for dentists was recognized by the Public Health Service in

their Health Mobilization Series [Ref. 25]. In planning for disasters

dentists should prepare themsel ves to, in addition to their usual dentistry

role , perform: surgical repair of lacerations; treatment of fractures and

wounds; control of hemorrhage ; resuscitation , including the provision of an

adequate airway; psychological management of patients; identification of

fatalities by dental examinations ; and the prescription of drugs for emergency

medical care. The emergency roles of other health professionals are discussed

in Refs. 26, 27, and 28.

3. Conclusions

The use of allied professional medical facilities can increase the

ability of host areas to cope with the additional health problems brought

about by relocated populations. Nursing homes can be used to augment

i npatient hospital services , subject to their ability to create additional

beds by discharging able patients to families or friends. The extent to which V

patients can be discharged is a function of 1) their condition and 2) the

presence of someone to assume responsibility for them upon discharge. These

two factors will vary among nursing homes and should be eval uated on a

facility—by—facility basis. In some i nstances , it may be that nursing

facilities will be very limited in the medical support they can provide .

Veterinary facilitie s offer many services adaptable to human care and

could serve as outpatient clinics. In addition , many veterinarians have
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mobile veterinary units that could serve areas that do not have ready access

to medical facilities.

Osteopathic , chiropractic , and dental facilities are al ready involved in

the delivery of primary health care. For the most part , they would continue

to provide their usual services , but for an increased number of patients.

Thus , these facilities will not be ava ilable to supplement the exist ing

primary care facilities of host areas.
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D. Develo pment of Guidance and Incorporation of Allied Medical Facilities
Into Existing Crisis Relocation Plans

This section discusses the approach taken in developing guidance and

prototype pl ans to apply allied medical facilitie s in crisis rel ocation. The

guidanc e suggests alternatives for the planner ’s consideration in using allied
V medical facilities in support of crisis rel ocation health and medical (h/rn)

services. Prototype plans were developed that incorporate allied medical

facil i t ies into an existing crisis rel ocation plan. This work was

accompl ished in two stages :

The preparation of the guidance and prototype plans , and

The testing and revising of the guidance and prototype plans.

1’.. Preparation of Guidance and Prototype Plans
V 

The guidance and the prototype pl ans for allied medical facilities

are model ed after ex isti ng h/m guidance and prototype plans. In fact , the

guidance and the prototype plans presented in this chapter were prepared as

appendixes to “Health and Medical Guidance for Crisis Relocation Planners ”

and the “Fremont County Crisis Rel ocation Plan , Annex D , Heal th and Medi cal

Services ” , respectively.*

Information from Sections B and C of this chapter on the characteristics

and possible CRP applications of allied medical facilities , was used to

develop the guidance. The guidance was prepared in the crisis relocation time
V sequence (i.e., internal readiness , mobilization , and evacuation) and it is

appl icable to evacuating, host , and state jurisdictions. An effort was mad e

to avoid dictating strict procedures that would confine the applicability of

the gui dance.

*Laney M. N., P. F. Gi l es , D. R. Johnston , and E. L. Hill , Mana gement of
Medical Problems Resulting From Population Relocation , Vol. II .
Researc,i Triangle Park , North Carol ina: Research Triangle Institute ,
May 1976.
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After devel oping the guidance , prototype plans were prepared to

incorporate allied medical facilit ies into an existing crisi s rel ocation pl an .

Because shortages of h/rn resources are likely to occur princ ipally in host

a reas in a crisis relocation situation , prototype plans for the util ization of

allied medical facil it ies were devel oped for a host county where additional

h/rn support will be needed. Freinont County , Colorado , a host area for

Col orado Springs , was the focus of earlier crisis rel ocation planning efforts

and is the location considered in this chapter. A visit to Fremont County was

made to col l ect data; to enlist the support of the acting civil preparedness

coord inator , Carol McNew; and to obtain the names of local h/rn professional s

who would be willing to assist l ater in the testing of guidance and prototype

plans.

2. Testing and Revisions

During another visit to Colorado in May 1978, RTI personnel

presented the draft guidance and prototype plans to a group of sel ected

Fremont County health professional s and Colorado state civil preparedness

officials for their critical eval uation. A number of useful suggestions were

made by the eval uators. These suggestions , alon g wi th additional observations

made by the project team , were incorporated into the guidance and prototype

plans.
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E. Appendix 5, All ied Medical Facil i t ies , Health and Medical Guidance For
Crisis Relocation Planners

1. Introduct ion

Thi s section contains guidance to assist civil preparedness

personnel in plannin g for the use of allied professional medical

(non— hospital ) facilities in support of the Health and Medical (H /M) Service

during crisis rel ocation. Allied professional medical facilit ies that are

considered in this section include nursing home , veterinary , osteopathic

(osteopaths offices), chiropractic , and dental facilities.

The guidance presented in this section was written as an appendix to

“Health and Medical Guidance for Crisis Rel ocation Planners I~*, and does not

duplicate the planning considerations contained therein. For the most part ,

the plann ing considerations in “Heal th and Medical Guidance for Crisis

Relocat ion Planners ” need not be mod i fied to incorporate allied medical

facilities. The exceptions are the sections that discuss h/rn resources

(specifically, sources of plann ing data) , and functions. Pl anning data

sources and functions are expanded upon in this section. Particular emphasis

is pl aced on the devel opment of a list of functions that the planner should

consider in developi ng pl ans to utilize allied medical facil i t ies. Functions

are presented in a tabular format (see Table IV—16).

2. Planning Data Sources

Several sources of general health planning data which were

identifi ed in “Health and Medical Guidance for Crisis Rel ocation Planners ” and

which may also be helpful in identifying allied medical facilities inc l ude:

Health Systems Agencies ,

Local health departments ,

*Laney M. N., P. F. Gi l es, D. R. Johnston , and E. L. Hill , Management of
Medical Problems Resulting from Population Relocation , Vol . II. Research
Triangle Park , North Carolina: Research Triangle Institute , May 1976.
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State Health Planning and Development Agencies ,

Fac ilities licensure programs administered by state
health agencies , and

Telephone directories. 
V

Examp les of allied medical facilit ies that may be identified using this

approach include nursing homes and , in some states , veterinary hospitals and

clinics.

When information on facilities is not availabl e, information may be

obtained indirectly from organizations or agencies that are concerned with

practitioners instead of the facilities. The fol lowi ng two groups can provide

information on practitioners which may be hel pful: state licensure agencies ,

and local and state professional societies. This approach would be helpful ,

for exampl e, in identifying and locating dental , osteopathic , and ch i ropract i c

facilit ies. Although most states do not regul ate these facil i t ies , licensure

of the practitioner is required in all states. By identifyi ng the

practitioners in a particular area , the numbers and locations of fac ili t i es

may be est imated ( real izing , of course, that a one-to-one ratio may not exist

between practitioners and faci l i t ies).

3. Functions

V Crisis rel ocations functions for allied medical facilities are

isted in Table IV-16. The list of functions is intended to serve as a

pl anning aid for crisis rel ocation planners who are devel oping pl ans to

utilize allied medical facilities; it is not a comprehensive list of planning

guidelines .
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F. Fremont County Crisis Relocation Plan , Annex D, Health and Medical
Service , Appendix 5, Allied Medical Facilities

1. Introduction

Th is section presents a prototype pl an for the utilization of allied

professional medical facilities during crisis rel ocation . In order to

incorporate this prototype into existing crisis relocation plans , it was

written as an appendix , Appendix 5, to the “Frernon t Coun ty Cr i si s Reloca ti on - 
-

Plan , Annex 0, Heal th an d Medi cal Serv ice*.~ Thus , only information pertinent V

to allied medica l facilities is incl uded in this prototype p lan ; none of the

or iginal Fremont County Crisis Relocation Pl an is repeated . It is noted that

the original Fremont County H/M Annex considers briefl y the role of nursing

homes. This prototype plan will expand and update that original discussion.

2. Participating Organizations

The fol l owing is a list of allied medical facilities , loca ti ons , and

phone numbers that should be incl uded in the Coordination section (Section V)

of the Fremont County Crisis Rel ocation Plan.
Tele phone

Facility Location Number

Nurs i n g Homes

Beth esda Care Cen ter 515 Fairview Ave. , Canon City 275-9303

Canon Lodge , Inc . 905 Harding Ave. , Canon City 275—4106

H ildebrand Care Center 1401 Phay St., Canon City 275—8656

St. Thomas More Hospital
and Progress i ve Care
Center 1019 Sheridan Ave. , Canon City 275-3381

Val l i— Vu Nursing Home 2120 N. 10 St., Canon City 275—7569

Colora do State Veterans
Nursing Home Moore Drive , Florence 784-6331

~~~~ M. N., P. F. Giles , D. R. Johnston , and E. L. Hill , Management of
Medical Problems Resulting from Population Rel ocation , Vol . II.
Research Triangle Park , Nortti Carolina : Research Triangle Institute , Nay 1976.

IV- 69



-~- 
-- V——------ -V— -— - 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
V - ~~~V _ - ~

St. Joseph Manor Third & Washin gton Ave. ,
Florence 784-6361

Veterinary Hospitals and Clinics

Four Mile Veterinary U. S. 50 & 4—Mile Lane ,
Hospital Canon City 275—6318

Fremont Veterinary Hospital 245 Greydene Ave., Canon City 275—7454

Kenline Veterinary Cl inic 1426 S. 9, Canon City 275-2081

Ch iropractic Facilities

Chiro practic Health Clinic 1310 Main , Canon Ci ty 275—4126

M. Christiansen 607 Greenwood Ave., Canon City 275-8109

Country Green Chiro pract i c
Office 3055 E. Hwy. 50, Canon City 275—1611

L. Shonyo 1515 N. 10, Canon City 275—9296

Osteo path ic Fac i l i t i es

None

Dental Facilities

E. Atha , J. Kern , 3055—1/2 E. Hwy. 50,
R. Smith Canon City 275—5933

0. Hoffman 103 S. 9, Canon Ci ty 275—4477

R. Jacobshagen 215 N. 5, Canon City 275—7740

T. Mol l 1341 Phay Ave., Canon City 275—8950

M. Campbel l 123 S. Pikes Peak Ave. ,
Florence 784-3578

C. Gangel 608 Yale P1., Canon City 275—5969

S. Howe 830 Macon Ave. , Canon City 275—3859

R. Icabone 1204 Ma in , Canon City 275—3859

J. Roberts 100 S. Pikes Peak Ave.,
Florence 784—3935

L. Robertson 608 Yale P1. , Canon City 275—7227

R. Tuttle 718 Floral Ave., Canon City 275—3905
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3. Medical Care Facilities

The fol l owing is a discussion of the responsibilities of the allied

medical facilit ies in Fremont County that should be included in the

Responsibilities section (Section IV) of the Fremont County Crisis Relocation

Plan .

a. Nursing Homes (See Appendix 5—a )

Col lectively, the seven state—licensed nursing homes in Fremont

County have about 630 beds ( the St. Thomas More complex , with 120 beds , has

both a nursing care facility and a rehabilitation center). During crisis

relocation , it is believed that the nursing homes in Fremont County could be

used to augment St. Thomas More and St. Joseph Hospitals. In this prototype

plan , the St. Thomas More nursing facility (nursing care facility and

rehabilitation center) is considered separately because of the facility ’s

close proximity to the hospital . This closeness is likely to make the St.

Thomas More nursing facility especially useful for augmenting services at

St. Thomas More Hospital . The plan for St. Thomas More Nursing Facility and

Rehabilitation Cente r should be applicable to St. Joseph Manor , which

is located adj acent to St. Joseph Hospital in Florence. In addition , it is

expected that the plan will be generally applicable to the other nursing

homes. Differences in patients and services among the individual nursing

facilities will affect somewhat the appropriateness of the plan for the other

facilities.

b. Veterinary Hospital s and Clinics (See Appendix 5—b )

There are three veterinary facilities in Fremont County , all of

which are in Canon Ci ty. Al though veterinary facilities offer many services

that are suitabl e for human heal th care , the facilities are not equipped to

provide human inpatient services. However , i t i s bel ieve d that these
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faci l i t ies may be very useful as outpatient cl inics , especiall y when they are

located proximately to a hosp ital. Since none of the veterinary facilities in

Canon City are located near St. Thomas More Hosp i tal , (the closest facility is

on Greydene Avenue ), and since there are no veterinary hospitals or clinics in

Fl orence that could serve as an outpatient clinic in conjunction wi th St.

Jose ph Hosp ital , the three veterinary facilities are considered collectivel y

in the prototype plan.

c. Ch i ropractic Facilities (See Appendix 5—c )

Fremon t County has four chiropractors , eac h w i th t he i r own

practice (Dr. Shonyo ’s practice is rather limited , seeing patients only at his

home); all are in Canon City . In addition to their usual practice ,

ch iroprac tic offices coul d serve as outpati ent clinics or as diagnostic X-ray

departments. Chiropractic offices are considered col l ecti vely in the

prototy pe plan , even though di fferences i n individual practices may somewhat

affect the appropriateness of the plan.

d. Dental Offices (See Appendix 5— d )

There are eleven dental offices in Fremont County , nine of

which are in Canon City and two of which are in Fl orence. Most of the offices

are located in or near the central business districts of Canon City and

Fl orence. Crisis relocation responsibilities will be similar for these

facilities , thus , they too are considered col l ectively in the prototype pl an.

4. Appendixes 5—a through 5—d

This section includes detailed pl ans for the Fremont County allied

medical facilities that shoul d be included in the appendixes to the Fremont

County Cri si s Relocation Plan.
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Appendix 5—a

St. Thomas More Nurs ing Facility

ORGANIZATION:

Administrator: Si ster M. Judith Kuhn

Assistant Administrator: Mr. Paul Masar

REQUIREMENTS :

Beds , dressings , bandages , hypodermic needles , syringes , thermometers,

blood pressure cuffs , stethoscope s , catheters , oxygen therapy equipment ,

physical therapy equipment , laundry , and kitchen

RESPONSIBILITIES:

Preparatory Period

1. Pl an to augment the provision of medical care for Fremont County

residents and evacuees during the rel ocation period.

2. Develop a patient cl assification scheme so that abl e patients can be

discharged.

3. Plan to rel ocate remaining patients to other nursing homes , as

feasible , or consolidate the remaining patients wi thin the center.

4. Assess the possibility of utilizing non—medical facilities (e.g., hotel s

and motels) to house discharged patients during crisis rel ocation; plan

to provide custodial care for such discharged patients.

5. Assess the possibility of placing able patients in homes of Fremont

County residents during the relocati on period.

6. Determine the types of hospital—support services that the nursing

facility can best provide during crisis relocation.

7. Estimate the types and amounts of drug s and medical supp lies required to

provide care for the patient load anticipated during crisis relocation.

8. Establish procedures to obtain additional medical supplies from the

state juri sdiction or other jurisdictions.
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9. Develop pl ans to utilize allocated h/rn resources from the Colorado

Springs ri sk area.

10. Prepare and maintain a list of nursing home employees , their addresses ,

and telephone numbers.

11. Maintain all equipment at required l evel s of performance.

Relocati on Period

1. Provide support to the hospita ’ in providing h/rn care during the crisis

rel ocation period.

2. Notify employees that crisis relocation has begun and advise them to

report to their assigned duty stations.

3. Di scharge all abl e nursing home patients to the care of families ,

friends , or other responsible parties.

4. Consolidate remaining patients.

5. Notify the hospital administrator and/or the Deputy Coordinator of

Medical Care of personnel and supply shortages.

6. When crisis relocation is over , return to normal operations as

conditions allow.

7. Identi fy problems encountered duri ng the rel ocation period so that
V they may be addressed and planned for when the Fremont County Crisi s

Relocation Plan is revised.
— DEPLOYMENT:

V 
St. Thomas More Progressive Care Center employees will be stationed

primarily in tne nursing facility with overlapping duties in the hospital as

conditions require.
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Appendix 5-b

Fremont County Veteri nary Facilities

ORGANIZATION:

Four Mile Veterinary Hospital

Fremont Veterinary Hospital

Kenl i ne Veterinary Clinic

V REQUIREMENTS :

Examination room and equipment , pathol ogy and X—ray equipment ,

pharmaceuticals , surgical equipment , anesthetics , mobile veterinary unit

RESPONSIBILITIES:

Preparatory Period

1. Plan to provide medical support on an outpatient basis.

2. Pl an to suspend non—essential animal care practice.

3. Identi fy pharmaceutical s, diagnostic equipment , etc., that could be

adapted to human heal th care.

4. Submit to Deputy Coordinator of Medical Care a list of services that

each facility coul d be expected to provide in order to hel p coordinate

h/rn services during crisi s relocation .

5. Establ i sh a procedure to obtain additional medical supplies.

6. Pl an to have veterinarians share facility with physician(s) and/or

nurse clinicians in the event of crisis relocation.

7. Plan to utilize mobile units to provide outpatient care to outlying

areas , e.g., Coal Creek and Rockvale.

8. Maintain all equipment at required level s of performance.
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Relocation Period

1. Provide medical support to the Fremont County h/rn service organization

during the crisis relocation period.

2. Forego non—essential medical care of animal s during the rel ocation

period.

3. Prov ide outpatient services; refer to St. Thomas More Hospital those

patients in need of inpatient care or other higher level s of care.

4. Veterinarians shoul d assist physician s as the situation dictates.

During non—emergency periods when the greatest needs are essentially

primary care , it is considered desirable to have physicians and/or

nurses providing medical care for humans. In the event of a disaster

and resulti ng mass casualties , this situation may be altered.

5. Noti fy Deputy Coordinator of Medical Care of medical supp ly needs.

6. When crisis rel ocation is over , return to normal operations as

conditions allow.

7. Identi fy probl ems encountered during the relocation period and revise

the Fremont County Crisis Relocation Plan accordingly.

DEPLOYMENT :

Veterinarians will report to their clinic or hospital .
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Appendix 5-c

Freinont County Chiropractic Faciliti es

ORGi~N I ZAT I 0N :

Chiropractic Health Clinic

M. Christiansen

Country Green Chiropractic Office

L. Shonyo

REQU IR EMENTS :

Exam i na ti on room an d equ i pment , X—ray machine

RESPONSIBILITY :

Pre para tory Per iod

1. Plan to provide support to Fremont County H/M Service.

2. Plan to share the office with another chiropractor or with a physician

or nurse practitioner in order to increase patient care capabilities.

Th is may be done by making the facility available for additional services

dur ing  the chiropractor ’ s non-working hours. Or , if the facility is

large enough , it may be divided up to al low another practitioner to see

patients.

3. Plan to reduce patient l oad during crisis rel ocation by cancelling

all but the essential patient appointments in order to increase the

ava ilability of examination facilities and X—ray m achines.

4. Establis h procedures , in consul tation with Deputy Coordinator of

Medical Care , to obtain medical supplies and equipment as needed .

5. Maintain equipment at required level of performance.

Relocation Period

1. Provide support in the form of outpatient services to the Fremont

County H/M Service.
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2. Make office available to another chiropracto r, physician , or nurse

practi tioner to expand outpatient services.

3. Request medical supplies and equipment necessary to provide simple

outpatient services from Deputy Coordinato r of Medical Care. Request

additional supplies as needed.

4. Cancel unnecessary patient appointments as appropriate to increase the

availability of facility .

5. When crisis relocation is over , return to normal activities as

conditions permit.

6. Identi fy problems encountered during the relocation period and suggest

improvements to the Fremont County Crisis Relocati on Plan , H/M Service

Annex.

DEPLOYMENT :

Chiropractors will be stationed at their pl ace of practice.
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Appendix 5—d

Fremont County Dental Offices

ORGANIZATION:

E. Atha , J. Kern , R. Smith

0. Hoffman

R. Jacobshagen

1. Moll

M. Campbel l

C. Gangel

S. Howe

R. Icabone

J. Roberts

L. Robertson

R. Tuttle

REQUIREMENTS:

X—ray equipment , sterilization equipment , dental equipment

RESPONSIBILITIES:

Preparatory Period

1. Plan to meet the increased needs for dental services during crisis

relocation.

2. Develop pl ans to forego or del ay el ective dental procedures in order

to treat patients with conditions that are imediately threatening

to their health .

3. Estimate ability to increase patient load and determine amount of

additi onal supplies that may be needed.

4. Establish procedure in cooperation with Deputy Coordinator of Medical

Care to obtain additi onal supplies during relocation.
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5. Determine ability to expand services by adding another dentist(s) to the

practice. If this appears feasible , inform Deputy Coordinator of

Medical Care that space exists for additional dent ist (several dentists

rel ocating from the Colorado Springs risk area may be allocated to

Fremont County).

6. Assess ability to provide medical care on an outpatient basis by sharing

the facility with a physician or nurse practitioner.

7. Maintain equ i pment at required level of performance.

Relocation Period

1. Expand dental services , as feasible , to accornodate the increased

Fremont County population during crisis rel ocation.

2. Del ay elective procedures and accept only patients with conditi ons

in need of imediate attention.

3. Request additional supplies , as appropriate .

4. Add additional dentist(s) as feasible , from risk area in order to

handle expected increases in patient l oads.

5. Provi de medical outpatient care , if necessary. Dentist(s) assist

physicians as the situation dictates.

6. Return to normal operations as conditions al l ow when crisis rel ocation

has ended .

7. Identify problems encountered during the rel ocation period and

revise the Fremont County Crisis Relocation Plan , H/M Service Annex

accordingly.

DEPLOYMENT :

Dentist s will be located in their own offices.
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V. CAPABILITY OF THE CENTER FOR DISEASE CONTROL
AND STATE COUNTERPART LABORATORIES TO

FUNCTION IN DISASTER AND CRISIS ENVIRONMENTS

A. Introduction

This section describes the results of research to determine the

capability of public health l aboratories to provide diagnostic microbiology

support for communicable disease control efforts fol lowing a natural disaster —

or a nuclear attack as well as during crisis relocation. This section

identifies the coninunicable diseases of potential significance and specifies

the microbiology procedures employed in diagnosing such diseases. The

technical capabilities of the several state public health laboratories are

then assessed by determining their ability to perform the requisite

procedures. Diagnostic microbiology laboratory locations and their relation

to nuclear attack risk areas are examined as are plans for controlling

communicable diseases during emergencies. The chapter concludes with

recommendations for public health laboratories on way s to upgrade their

current plans and programs in order to support communicable disease control

efforts during emergencies.

1. Back ground

Several studies of postattack health problems have emphasized the

importance of communicable diseases as a cause of morbidity and mortality

among attack survivors. One such study , a computer simulation , estimated that

a fully effective medical support system would save the lives of 7 percent of

the direct effects casualties and 3 to 4 percent of the noncornunicable and

chronic disease cases , while communicable disease treatment and control would

save the lives of approximately 15 percent of the surviving population [Ref. 1].
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Thus , postattack control of comunicable diseases appears to offe.r

considerable benefits in terms of lives saved .

Diagnostic microbiology is an essential part of communicable disease

control . Mitchel l [Ref. 2], in his study of the control of comunicable

diseases in the postattack environment , ranked diagnostic l aboratory

capability third in a list of nine priority functions.

Apparently, the concern for maintaining a diagnostic microbiol ogy

capability antedates the studies cited above. In the early 1960’s a

resolution of the Association of State and Territorial Health Officers

suggested the concept of a national epidemiological l aboratory network which

would provide services in a nuclear attack emergency. In response to that

resol ution , Dr. U. Pentti Kokko , then Di rector of the Bureau of Laboratories

at the Center for Disease Control (CDC) sent a one—page questionnaire to each

of the state health departments in 1962. Nothing further was done until 1965

when , at the request of the Division of Health Mobilization , Public Health

Service , COG undertook a survey of sel ected laboratories as a first step in

developing a l aboratory network. In that survey , which was performed during

the 1965—67 period , on—site visits were made to 382 l aboratories. These

laboratories were selected on the basis of the following criteria:

microbiology capability , distance from l arge popul ation centers ,

nonassociation with an immediate patient care facility , and capability for

expansion during an emergency period . ~mong the 382 laboratori es , 319, 19,

36, and 8 were under official health agency, academic , hospital , or “other”

proprietorship , respectively. Data on diagnostic procedures performed ,

supplies and reagents , personnel (education and experience) , equipment , (
facil it ies and safety equipment , and glassware preparation were col lected . To

date , only preliminary tabulations of the data have been prepared , and t



no further progress has been made in the development of a laboratory

network [Refs. 3 and 4].

In the minds of many people , including many health professionals ,

natura l disasters are fol l owed by epidemics of dreaded cornunicable diseases.

For example , in spite of advice to the contrary and a lack of supporting data ,

it is wi dely believed that outbreaks of typhoid fever are a major threat

fol lowing fl oods in the United States. The ad hoc typhoid fever immuni zation

campaigns initiated in flood—stricken areas attest to this belief. While the

threat of serious communicable diseases fol l owing natural disasters is minimal

today , there is still the potential for certain less serious communicable V

diseases in post—disaster environments if social disruption , crowding , and

poor sanitary conditions prevail [Ref. 5].

A stu dy of heal th p ro b lems resu lti ng from popula t i on re l oca ti on

concluded that , in the United States , the communicable diseases of potential

importance during crisis relocation are the same diseases that are of

potential significance during natural disasters [Ref. 6].

In view of the potential importance of comunicable diseases fol l owing

nuclear attack and natural disasters and during crisis relocation , it appears

most appropriate to inquire about the capability of public health l aboratories

to function in such emergencies.

In the United States , diagnostic microbiology in support of communicable

disease control is performed primarily by governmental l aboratories. At the —

federal level , the Public Health Services ’ CDC , with headquarters in Atlanta ,

provides diagnostic microbiology servi ces. All 50 states operate public

heal th laboratories , usually within a Department of Health or Human Resources ,

whose historic role has been diagnostic microbiology for communicable disease
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control . In addition , a number of city and county health agencies do

some diagnosti c microbiology .

2. Research Objecti ves

The overall objective of this research was to ascertain the

capability of CDC and state counterpart l aboratories to function in

disaster and crisis envi ronments , including nuclear and natural disasters .

Speci fi c obj ectives of this research were to:

Investigate current plans and procedures for controlling

the spread of comuni cable diseases ,

Ascertai n the extent of preplanning within plans and

procedures designed to handle mass exposure problems ,

Make recommendations for upgrading current programs

to assure their capability of controlling communicable

diseases, and

Consider the probable impact of radi oacti ve fallout on

(1) the susceptibility of people to communicable diseases

and (2) the operational capability of public health

laboratories to perform l aboratory procedures in support

of communicable disease control.

B. Communicable Diseases

In order to evaluate the capability of public heal th laboratori es to

perform laboratory procedures in support of communicable disease control , it

is fi rst necessary to identify the communicable diseases of potential

postattack and/or natural disaster signifi cance . The diseases currently V

endemi c to the United States , as well as those i denti fied specifically in

analyses of postattack, crisis relocation , and natural disaster situations ,

are discussed in this secti on .
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1. Currently Endemic Diseases

To some extent , any disease that is endemic * to the United States is

potentially significant as a postattack problem , a crisis relocation problem ,

or as a consequence of a natural disaster. Hence , it is appropriate to

i dentify the more important communicable diseases that are currently endemic

to the United States. This is done in Table V— i in which the number of cases

and incidence are included for each listed notifiable disease.

2. Diseases of Potential Postattack Significance

Analyses of postattack communicable disease problems performed for

the Office of Civil Defense (OCD) identified vectorborne , enteric , and

respiratory diseases of potential postattack significance [Refs. 7—9]. Those

commun icable diseases are listed in Table V-2.

The diseases identified as potentially significant postattack in Table

V— 2 were obtained from studies performed for OCD in the late 1960’s, and there

is little doubt that if the same studies were performed today the resulting

list of communicable diseases would be different. However, for the purpose

of this analysis , the specific diseases are less important , perhaps , than the

l aboratory capabilities required for their diagnosis. Thus , the ability to

perform diagnostic tests for the diseases listed in Table V—2 invol ves the

fol l owi ng capabilities: anaerobic bacteriology ; enteric bacteriology ;

parasitology ; bacterial , vira l , and ricketts ial serology ; virus isolation ;

etc. Laboratories capable of performing tests for all , or even most , of the

diseases listed in Table V-2 would be technically capable of dealing with a

wide range of comunicab1~ disease problems involving a variety of infectious

agents.

* . . . . .The constant presence of a disease or infectious agent within a given
geographic area.
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Table V— i.  Reported Communicable Disease Cases and Incidence ,
United States , 1976

Number of Cases per
Disease Cases 100,000 Population

Amebiasis 2 ,906 1.35

Anthrax 2 0.00

Aseptic meningitis 3,510 1.64

Botulism 37 0.02

Brucellosis 296 0.14

Chickenpox 183,990 96.06

Diphtheria 128 0.06

Encephalitis , primary 1,518 0.78

Encephalitis , post-infectious 266 0.14

Hepatitis A 33,288 15.51

Hepatitis B 14,973 7.14

Hepatitis , uns pecified 7,488 3.57

Leprosy 145 0.07

Leptospiros is 73 0.03

Malaria 471 0.22

Measles (rubeola) 41,126 19.16

Meningococcal infections ,
total 1,605 0.75

Mumps 38,492 17.93

Pertussis (whooping cough) 1,010 0.47

Poliomye litis , total 14 0.01

Paralytic 12 0.01

Psittacosis 78 0.04
V Continue d
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Table V—i. Reported Commun icable Disease Cases and Incidence ,
United States, 1976 (Continued )

Number of Cases per
Disease Cases 100,000 Population

Rabies in man 2 0.00

Rheumatic fever, acute 1,865 1.32

Rubella (German measles) 12,491 5.82

Rubella congenital syndrome 3(1 0.Oi

Salmone llosis , excluding
typhoi d fever 22 ,937 10.74

Shigellosis 13,i40 6.15

Tetanus 75 0.03

Trichinosis 115 0.05

Tuberculosis 32,105 14.96

Tulareiii ia 157 0.07

Typhoid fever 419 0.20

Typhus fever , flea—borne
(endemic , murine) 69 0.03

Typhus fever, tick-borne
(Rocky Mountain spotted) 937 0.44

Venereal diseases (newl y
reported civilian cases):

Syphilis , primary and
secondary 23,731 11.14

Syphilis , total all
stages 71 ,761 33.69

Gonorrhea 1,001,994 470.47

Continued
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Table V— i. Reported Communicable Disease Cases and Incidence ,
United States, 1976 (Continued) 

V

Number of Cases per
Disease Cases 100,000 Population

Other specified venereal
diseases :

chancroid , granulonia
inguina le , and lympho-
granuloma venereum 1,064 0.49

Source: Morbidit y and Mortality Weekly Report, Annual Summary 1976, Vol . 25,
No. 53 (August 1977).
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Table V—2. Communicable Diseases of Potential Postattack
and/or Natural Disaster Significance

Postattack Natural Disaster

Amebiasis X . . . . .
Diphtheria .  X 

Encephalitis , arthropod—borne , viral X 

Food Poisoning X

Botul ism X 

Cl. perfringens food poisoning X 

Salmonel losis . X 

Staphyl ococcal food poisoning X 

Gastroenteritis , viral . . . . . X 

Hepatitis A  X X

Infl uenza X X

Measles .  . X 

Meningococcal meningitis X 

Non—specific diarrhea X

P aratyphoid B X 

Plague X 

Pneumonia  X 

Rabies . . . . . X 

Scarlet fever X 

Shigel l osis X X

Smallpo x . X 

Typhoid fever   X 

Typhus fever, louse—borne X 

Continued
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Table V—2 . Comunicable Di seases of Potential Postattack
and/or Natural Di saster Significan ce (Continued )

Postattack Natural Disaster

Typhus fever , flea—borne X 

Whooping cough X . .  

Source: Johnson , T., and 0. R. Johnston , Vectorborne Disease and Control,
R—O1J-3O3 , OCD Work Unit 34i2C. Research Triangl e Park , N.C.:
Research Triangle Institute , September 1967.

Johnston , 0. R., M. E. Fogel , A. W. Voors , and E. L. Hill , Post—
Attack Prevention and Control of Enteric Diseases, R—OU—4O67~~DWork Unit 3412D. Research Triangle Park , N.C.: Research Triangle
Institute , September 1969.

Voors, A. W., and B. S. H. Harris , Postattack Communicable
Respiratory Diseases, R—OU—493 , OCO Work Unit 34i2E. Research
Triangle Park , N.C~: Research Triangle Institute , November 1970.

Western , K. W. , The Epidemiology of Natural and Man—Made Disasters:
The Present State of the Art , unpubl i shed dissertation submitted
for the Academic Diploma in Tropical Public Health of the London
School of Hygiene and Tropical Medicine , June 1972.
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Exposure to ionizing radiation increases the host ’s susceptibility to

contract communicable diseases. This fact is wel l documented in studies by

Tal iaferro [Ref. 10] and Stoner [Ref. 11]. Voors [Ref. 12] rev iewed their

work , as wel l as that of other authors , and concluded that the followi ng

changes in the host due to radiation exposure l ead to increased

susceptibility:

Decreased antibody response,

Increased hypersensitivity to antibiotics ,

Increased susceptibility to toxins ,

Decreased effectiveness of cel lular defense niechani~~, and

Decreased effectiveness of, and sometimes increased harm from ,

imm un izing agents.

3. Diseases of Potential Significance Following Natural Disasters

The diseases of potential significance fol l owing a natural disaster

also are shown in Table V—2 . The listed diseases are those suggested by

Western [Ref. 5] as “. . . the endemic diseases most likely to be affected

following disasters in devel oped areas . . .“ At the same time he al so notes,

“In actuality , no studies have been done to document the effect di sasters have

on these conditions. The clinical experience is that these diseases rarely

cause post—disaster medical problems at higher than expected numbers.” The

listed diseases are potential probl ems if social disruption , crowding , and

deficient sanitation accompany a natural disaster.

Western al so states that he coul d not locate a single medical report of a

documented outbreak of a serious communicable disease followi ng a disaster in

either Europe or North America since 1945 [Ref. 13]. He attributes this

finding to a general rise in sanitary conditions , plus the following factors :

The disappearance of formerly important diseases from the

popula t i on ,
V— il



• A high level of vaccine— induced immunity ,

The use of antimicrobials , and

The great reduction in disease preval ence.

4. Diseases of Potential Significance During Crisis Rel ocation

In an earlier study [Ref. 6], it was concluded that the diseases

l isted for natural disasters are al so potentially significant during crisis

rel ocation.

In v iew of the fact that the communicable diseases listed in Table V-2

were id entif i ed in analyses specifically concerned with postattack and natural

disaster environments , they will be used as the basis for the subsequent

analysis of public health laboratory capabilities. It is interesting to note

that , with the exceptions of smal l pox and louseborne typhus fever , some cases

of each of the diseases listed in Table V-2 occurred in the U.S. during 1976.

C. Technical Capability of State Public Health Laboratories

This section identifies and describes the diagno stic laboratory procedures

required for identifying the communicable diseases of interest and presents an

assessment of the current technical capability of state public health

l aboratories to perform the requisite procedures.* Their capability (and that

of the COG to perform the required procedures in a natural disaster , during

crisis rel ocation , and following a nuclear attack is discussed in Section F.

1. Required Laboratory Procedures

Usin g the list of communicable diseases presented in Table V—2 as a

starting point , laboratory diagnostic procedures for each of the diseases were

excerpted from Control of Comunicable Diseases in Man and Report of the

Committee on Infectious Diseases. The results of that exercise are shown in

Table V-3.

*The technical capability of the COG is not in question here.

V-12

- - - - ---— - - -- -—---~~~~~~~~~~~ -—~~~~~~~~~- VV V V~~~~~~~~ V~~~~~~~~~~~~~~~~~~~~~~~~~~~~~



Table V-3. Laboratory Diagnostic Procedures for Communicable Diseases
of Potential Postattack or Natural Disaster Significance

Disease Laboratory Diagnosti c Procedure

Amebiasis Microscopic demonstration of trophozoites
or cysts in fresh fecal specimens , smears
obtained by proctoscopy , aspi rates of
abscesses , or ti ssue sections. Serological
tests are useful in diagnosing all forms of
amebiasis , with the exception of the
asymptornatic cyst passer.

Di phtheria Swab both nose and throat . Streak on fresh
Pal ’ s, Loeffler ’s, blood agar , tellurite ,
or Tins dale ’s media and examine after 8 to
24 hours incubation. Fl uorescent antibody
techn ique is reliable only if performed by
experienced personnel .

Ence ph a l i ti s , arthro pod-borne , Demonstration of antibody titer rises
viral between early and late specimens of serum

by neutralization , com p l emen t f i xat i on , and
hemagg lutina tion inhibition.

Food Poisoning

Botulism Demonstration of the specific toxin in
blood serum or stool or its presence in a

-V 
suspected food item.

Clostridium perfringens Semiquantitative bacteriological exam ina—
food poisoning tion of food and patient ’s stools;

anaerobic techn i ques usually demonstrate
same serotype in both food and stools.

Salmonellosi s Recovery on usual enteric media from feces
and from the blood during the acute stages
of illness.

Staphyl ococcal food Recovery of enterotoxin —producing staphy l o—
poison i ng cocci on routine culture media from stomach

contents , feces , or suspected food itern~phage typing, and enterotoxin tests.

Continued
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Tabl e V-3. Laboratory Diagnostic Procedures for Communicable Diseases
of Potential Postattack or Natural Disaster Significance

(Continued)

Disease Laboratory Diagnostic Procedure

Gastroenteritis , viral Identification of virus in preparations
made from stools of ill persons by immune
electron microscopy . Serologic ev idence of
infec tion can be demonstrated by immune
electron microscopy using a particle —
positive stool filtrate as antigen .

Hepatitis A Antigen has been demonstrated by electron
microscopic techni ques ; serol ogical tests
are not available for general use at this
time .

Infl uenza Identification of type (A, B , or C) by
complement fixation with group-specific
ant isera . Characterization of the
haemayglutin in (H) and neuraminidase (N)
components.

Measles Isol ation of virus from blood , conjunctivae
and nasopharnynx in tissue culture or
demons tra ti on of a r i se in specific
hemag glutination — inhibiting, hemolys is—
inhibiting, or complement -fixing anti-
bodi es.

Meningococcal meningitis Recovery of meningococc i from blood and/or
sp inal fl uid; microscopic examination of
stained smears from petechiae ;
ident ification of group specific
men ingococcal polysaccharides in spinal
flu id by counter-immunoel ectrophoresi S.

Non—specific diarrhea Diagnostic tests to exclude known enteric
pathogens.

V Paratyphoid B fever Confirmation and individual type identifi-
cation by bacteriological examination of
blood , feces, and urine .

Pne um on i a

Pneumococcal Demonstration of many gram-positive dip lo-
cocci in sm ears of lower respiratory tract
secretions constitutes a presumptive diag—

Cont inued
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Ta b le V—3 . Laboratory Diagnostic Procedures for Comunicable Diseases
of Potential Postattack or Natural Disaster Significance

(Con t inue d )

Disease Laboratory Diagnostic Procedure

nosis. Confirmation is by isolation of
pneumococc i from blood or l ower respiratory
tract specimens.

Mycopl asmal (PPLO) Demonstration of rise in compl ement-fixing
antibody titers between acute phase and
3—week sera ; demonstration of cold
hemagglutinins during early conval escence
or of agglutin ins for Streptococcus MG , or
both ; culture on special agar.

Plague Demonstration of causal agent in fluid from
buboes , in blood , in spinal fluid , or in
sputum.

Rabies Diagnosis is confirmed by specific
fluorescent antibody staining of corneal
impressions , niucosal scrapings , frozen skin
sections , or brain biopsy for presence of
intracytop l asmic virus , and viral isolation
by intracerebral mouse i nocul ation.

Scarlet fever Provisional l aboratory diagnosis of Group A
streptococci (Beta hernolytic) based on
colonial morphology , beta hemolysis on
blood agar , and inhibition by antibiotic
discs containing 0.1 units of bacitracin;
definitive diagnosis requires specific
grouping procedures. Imrmiunofl uorescent
techniques are available for rapid
identification. Rise in serum antibody
titer (antistreptolysin 0,
antihyal uronidase , anti—ONA—ase B) between
acute and convalescent stages of illness
can be demonstrated.

Shiyellosis Isol ation of Shigella from feces or rectal
swabs. Pus cells in stool exudate highly
suggestive of shige llosis.

Smallpox Isolation of the virus on chorloallantoic
membrane or tissue culture from scrapings
of lesions , from vesicular or pustular
fluid , f’rom crusts , and often from the

Continued
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Table V —3 . Laboratory Diagnostic Procedures for Coriinunicable Diseases
of Potential Postattack or Natural Disaster Significance

(Continued )

Disease Laboratory Diagnostic Procedure

blood during the febrile pre-eruptive
period . Rapid provisional diagnosis by
electron microscopy or the precipitation—
in—gel techni que .

Typhoid fever Demonstration of bacilli in bone marrow and
blood early in the disease and in feces and
urine after the first week. Agglutination
reaction becomes positive during second
week.

Typhus fever, epidemic Compl ement-fixation reaction with group—
specific typhus antigen becomes positive ,
usually in the second week. We ll-Felix
reaction wi th Proteus OX—19 also becomes -

V

pos i t i ve , but is less hel pful because it
may be positive in other diseases.

Typhus fever , endemic As above , plus “Differentiation ” from
louse—borne typhus is by serologic tests ,
using washed type—specific rickettsial
antigens.

Whooping cough Recovery of infectious agent from
nasopharyngeal swabs obtained during the
catarrhal and early paroxysmal stages .
Str i king ly high wh ite blood counts with a
strong preponderance of lymphocytes are
found as the whooping stage develops .

Source: Benenson , Abram S., (Ed.), Control of Communicable Diseases in Man ,
Twel fth Edition . Washington , D.C.: American Public Heal th Associ a—
tion , 1975.

Report of the Committee on Infectious Diseases , Seventeenth Edition.
Evanston , Illinoi s : American Academy of Pediatrics , 1974.
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2. Technical Capability of State Public Health Laboratories

Assessing the technical capability of the laboratories involved a

two— step process. The first step was to review the 1976 Consolidated Annual

Report of the Association of State and Territorial Public Health Laboratory

Directors. This document contains information on the diagnostic laboratory

tests that are routinely performed by state public health l aboratories . For

some of the diseases , e.g., rabies , the data on test performed were quite

direct. For other diseases , the data presented in the Consolidated Annual

Report were not test specific and the capability to perform the tests could

only be i nferred from the reported performance of similar l aboratory tests.

The first step was completed with the preparation of a tentative assessment of

state l aboratory capabilities for each of the diseases of i nterest.

In the second step , the tentative assessment was submitted to CDC

personnel who are wel l acquainted with state laboratory programs for

evaluation.

The review by COC personnel led to revisions of the capability assessment

for several diseases . The final assessment of technical capability is as

fol l ows:

Amebiasis — All state public health l aboratori es routinely exami ne

specimens for the presence of Entamoeba histolytica. However, only

Alabama , Maryland , and South Carolina routinely perform serological

tests for amebiasis. Thus , all state public health l aboratori es

are capable of performing diagnostic tests for amebiasis.

Diphtheria — All state public health laboratories are capable of

performing diagnostic tests for diphtheria.

Encephalitis , arthropod—borne , viral - Viral serol ogy is performed

routi nely by all state public health laboratories except New

V— 17
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Hampshire . Hence , all but one of the public health laboratories are

capable of performing diagnostic tests for encephalitis.

Food poisoning

Botul i sm — All state public health laboratories are capable of

performing diagnostic tests for botulism.

Clostridium perfringens food poisoning — All state public health

l aboratories are capable of performing diagnostic tests for

Clostridium perfringens food poisoning.

Salmone llosis — All state public health l aboratories are capable

of performing diagnostic tests for salmnonellosis.

Staphy l ococcal food poisoning — All state public health

l aboratories are capable of performing diagnostic tests for

staphy lococcal food poisoning.

Gastroenteritis , viral — Only the state public health l aboratories of

Cal ifornia and New York are capable of performing diagnostic tests

for viral gastroenteritis .

Hepatitis A — Only the state public health l aboraturies of California

and New York are capable of performing diagnostic tests for

hepatisis A.

Influenza - With the exception of New Hampshire , all state public

health laboratories are capable of performing diagnostic serological

tests for i nfl uenza.

Measles — Thirty—nine of the state public health l aboratories

routinely perform virus isolation (the preferred procedure) on

respiratory specimens; New Hampshire , Rhode Island , North Dakota ,

South Dakota , Nebraska , Delaware , Mississippi , Arkansas , Wyoming ,

Colorado , and Nevada do not. However, all state public health

- 
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l aboratories , except New Hampshire , have the capability of performing

serological tests for measles. Thus , 49 of the 50 state public

health laboratories have the capability of performing diagnostic

tests for measles.

Meningococcal meningitis — All state publi c health laboratories are

capable of performing diagnostic tests for meningococcal meningitis.

Non—specific diarrhea — All state public health laboratories are

capable of performing diagnostic tests on enteric specimens.

Paratyphoid B fever — All state public health l aboratories are

capable of performing diagnostic tests for paratyphoid B fever.

Plague — Only the state public health laboratories of Arizona ,

California , New Mexico , and Utah are capable of performing diagnostic

tests for plague .

Pneumonia — All state public health laboratories are capable of

perform ing diagnostic tests for pneumococcal pneumonia. The

capability of performing diagnostic tests for mycoplasmal (PPLO)

pneumonia is unknown .

Rab ies — All state public health laboratories , exce pt for Kansas ,

Montana , and Nevada , are capable of performing diagnostic tests for

rabies .

Scarlet fever — All state public health laboratories are capable of

performing diagnostic tests for the presence of group A , beta

hemolytic streptococci.

Shigellosis — All state public health laboratories are capable of

performing diagnostic tests for shigel l osis.

Smallpox — None of the state public health laboratorie s has the

capability of performing diagnostic tests for smallpox.

V-19

- -  - - - -~~~~~~~~~~ - - - - -- V-  



Typhoid fever - All state public health laboratories are capable of

perform ing diagnostic tests for typhoid fever .

• Typ~us fever, endemic - Rickettsia l serology is performed routinely

by all state public health laboratories , except New Hampshire.

• Typhus fever, epidemic - Rickettsia l serol ogy is performed

routinel y by all state public health laboratories but New

Hampshire.

• Whooping cough - All state publ ic heal th l aboratories have the

capability of performing diagnostic tests for whoopi ng cough.

Water — Bacteriological testing to determine the potability of

drinking water will be required postattack and is commonly done

follow ing natural disasters such as fl ood s and earthquakes. All

state publ ic health laboratories have the capabil ity of performing

bacteriological tests for water potability .

In general , the techn ical capability to perform laboratory diagnostic

procedures for comunicable diseases of potential postattack and/or natural

disaster significance is quite good. For 16 of the 24 diseases of i nterest ,

all state public health l aboratories have the requisite diagnostic capability.

The requisite capability for diagnosing encephalitis , infl uenza and measles is

present in 49 of the 50 laboratories. Forty— seven of the 50 laboratories have

the capability of performing diagnostic tests for rabies. As noted in the
V assessment presented earlier , the techn ical capability to perform diagnostic

tests for viral gastroenteritis , hepatitis A, and plague is l imited to a

handful of state l aboratories , and for smal l pox , it does not exist currently at

the state l evel . Fortunately, those states where plague is endemic (Arizona ,

Cal i fornia , New Mexico , and Utah) do have the capability to perform the

l aboratory procedures. Smal l pox , of course , is not endemic to the United
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States; i ndeed , it appears on the brink of global eradication . However , the

lack of capability of performing diagnostic tests for viral gastroenteriti s and

hepatitis A in particular remains a deficiency.

D. Location in Relation to Nuclear Attack Risk Areas - One objective of this

research was to determine if radioactive fallout might be expected to impair

the ability of l aboratories to perform their functions. In order to examine

this rel ationship, each l aboratory location was checked against the risk areas

given in High Risk Areas for Civil Preparedness Nuclear Defense Planning Pur-

poses. The results of that procedure are shown in Table V-4 for CDC facilities

and in Table V— 5 for state public health laboratories .

With respect to Table V—4, it is seen that four of the six facilities are

in direct weapons effects areas and two are in what might be termed l ow—risk

areas. Radioactive fal l out does not appear to be a problem for these

facilities . The Lawrencevi lle , Georgia facility, designated as the COG

alternate operations site in 1964 [Ref. 14], and the Ft. Collins , Colorado

facil ity appear to be in l ow—risk areas and might reasonably be expected to be

operational in the immediate postattack peri od.

The locations of the 50 state public health l aboratories in rel ation to

nuclear attack risk areas are shown in Table V-5. Again , the main risk appears

to be direct weapons effects; 32 of the state laboratories are located in such

high—risk areas. Ni ne of the laboratories are found in high risk areas that

are designated as such because both direct weapons effects and radioactive

fallout are anticipated in those areas. Only nine out of the 50 state public

health laboratories are located in l ow—risk areas.

In summary , it appears that , in the event of a national attack , the

ability of public health laboratories to support efforts to control

communicable diseases may be severely impa i red. Di rect weapons effects rather

than radioactive fallout appear to be the main reason for concern.

V— 21
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Table V— 4. Location of CDC Facilities in Relation
to Nuclear Attac k Risk Areas*

Loca ti on
__________________________________ 

Direct Weapons Low
Effects Risk

State/City

Al aska , Anchorage X

Arizona , Phoenix X

Colorado , Ft. Collins X

Georgia , Atl anta
(ma i n fac i l ity) x

Georgia , Charnblee X

Georgia , Lawrencevil le
(al ternate operations site) X

*As defined in High— Risk Areas for Civil Preparedness Nuclear Defense
Planning Purposes, TR—82. Washington , 0. C.: Defense Civil Pre paredness
Agency, April 1975.
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Table V-S. Location of State Public Health Laboratories
in Relation to Nuclear Attack Risk Areas*

Location High Risk

Both Direct Weapons
Direct Weapons Effects and Low

State/City Effects Radioactive Fallout Risk

Al abama , Montgomery X

Al aska , Juneau X

Arizona , Phoenix X

Arkansas , Little Rock X

Cal i forn i a , Berkeley X

Colorado , Denver X

Connecticut , Hartford X

Delaware , Dover X

Florida , Jacksonville X

Georgia , At l anta X

Hawaii , Honol ul u X

Idaho , Boise X

I l l ino is , Ch icago X

Indiana , Indianapolis X

I owa , Iowa City X

Kansas , Topeka X

Ken tucky , Frankfort X

Louisiana , New Orleans X

Maine , Augusta X

Maryl and , Baltimore X

Continued
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Table V-5. Location of State Public Health Laboratories
in Relation to Nuclear Attack Risk Areas* (Continued )

Location High Risk

Both Direct Weapons
Direct Weapons Effects and Low

State/Ci ty Effects Radioactive Fallout Risk

Massachusetts ,
J amaica Plain X

Michigan , Lansing X

Minnesota , Mi nneapolis X

Mississippi , Jackson X

Missouri
Jefferson City x

Montana , Hel ena X

Nebraska , Lincoln X

Nevada , Reno X

New Hampshire ,
Concord X

New Jersey, Trenton X

New Mexico ,
Albuquerque X

New York , Albany X

North Carolina ,
Raleigh X

North Dakota , Bismarck X

Ohio , Columbus X

Oklahoma ,
Oklahoma City X

Oregon , Portland X

Continued
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Table V—5. Location of Sta te Pu b l ic Health La borator ies
in Rel ation to Nuclear Attack Risk Areas* (Continued )

Location High Risk

Both Direct Weapons
Direct Weapons Effects and Low

State/City Effects Radioactive Fallout Risk

Pennsylvania ,
Lionvi lle X

Rhode Island ,
Providence X

South Carolina ,
Columbia X

South Dakota , Pierre X

Tennessee, Nashville X

Texas, Austin X

Utah , Salt Lake City X

Vermont , Burlington X

Virginia , Richmond X

Washington , Seattle X

West Virginia ,
South Charl eston X

Wisconsin , Madison X

Wyom ing , Cheyenne X

*As defined in High Risk Areas for Civil Preparedness Nuclear Defense Planning
Purposes, TR—82. Washington , 0. C.: Defense Civil Preparedness Agency,
April 1975.
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E. Surveillance and Control of Communicable Diseases

Before considering current laboratory plans and procedures for controlling

communicabl e diseases during emergencies , a brief review of surveillance and

control methods appears appropriate . Al so, al though this task focusses on

diagnostic microbiology and l aboratories , it is noted that communicable disease

control i nvolves epidemiological surveillance , and the use of specific

countermeasures , as wel l as laboratory activities. Indeed , as will be seen

bel ow , laboratory diagnosis of communicable diseases is regarded as part of

surveil lance. Surveillance and control methods are discussed in the fol lowing

paragraphs .

1. Surveillance

Surveillance , as it is practiced in the United States , includes the

whole system of collecting, eval uating, and disseminating epidemio logical

i nformation concerning the control of communicable disease [Ref. 15].

Langmuir [Ref. 16] states that the three mai n characteri stics of

communicable disease surveillance are (a) systematic col l ection of pertinent

epidemiol ogical data, (b) orderly consol i dation and eval uation of these data ,

and (c ) prompt dissemination of the results .

a. Sources of Data

The sources of data essential to surveillance are termed

“el ements of surveillance ” by Langmuir and include :

. Mortality registration ,

. Morbidity reporting ,

Epidemic reporting,

L.aboratory investigations ,

Individual case investigations ,

Epidemic field investigations ,
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• Epidemio logical surveys ,

Animal reservoir and vector distribution studies ,

• Biologics and drug utilization data , and

Demographic and environmental data .

b. Consol idation and Evaluation of Data

The epidemiologist performs this activity by interpreting

findings and advising health authorities regarding priorities for control and

necessary control measures.

c. Dissemi nation of Information

The third essential characteristic of surveillance is the rapid

dissemination of the eval uations of current problems both to those who

submi tted the data and to those who are in a position to act and need to know.

Appropriate surveillanc e information should also be given to the public. Thus ,

two kinds of communications should be issued: a professional report designed

for l imited distri bution to heal th professionals and a more general report

designed to inform the public of health problems.

2. Surveillance in the United States

The pri ncipal organization in the United States involved in

national —level communicabl e disease surveillance is the CDC at Atlanta ,

Georgia. In addition , each of the state heal th agencies is engaged in

surveillance activities.

CDC receives a variety of reports of communicable diseases from state and

local health agencies. The reports that are relevant to this research are

summari zed in the following paragraphs. For a more detailed discussion of this

subject, the reader is referred to “Manual of Procedures for National Morbidity

Reporting and Surveillance of Communicable Diseases ” [Ref. 17].

V-27
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a. Quarantinable Diseases Covered by International Agreement

State and terri torial health officers noti fy CDC upon the

detection of a case or death due to cholera , pl ague , smal l pox, or yel low fever.

b. Wee fly Telegraphic Reports of Notifiable Diseases

State and territorial health officers or epidemiologists report

by telegram no later than 2 p.m. on Tuesday of eac h week diseases occurring or

reporte d to the state heal th department by local health departments during the

preceding week. The diseases covered by the Weekly Tel egraphic Report are

listed in Table V1~6.

c. Reports of Epidemics and Unusual Occurences of Communicable

Diseases.

A report is made to COC as soon as an epidemic or an outbreak of

an unusual communicable disease is detected.

d. National Surveillance Programs

Diseases of special interest to COC are maintained under

national surveillance in cooperation with the state health departments.

Diseases currently under national surveillance include brucel losis , diphtheria ,

l eprosy, leptospirosis , listeriosis , salmonellosis , shigel losis , tetanus ,

mal aria, trichi nosis , aseptic meningiti s, encephalitis , enteroviruses ,

hepati tis , infl uenza , poliomyelitis , rabies in man , rabies in animal s, Rocky

Mountain spotted fever , animal bites , psittacosis —orn ithosis , and outbreaks of

measles , mumps , and rubella.

e. Weekl y Mortality Report from Cities

As a means of maintain ing surveillance over infl uenza, 122 U. S.

cities submit a weekly mortality report which enumerates infl uenza , pneumonia ,

and total deaths. This is the only mortality report regularly submitted to

CX. 
V
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Table V-6. Diseases Included i n the Wee kly Tele gra phi c Re port

Anthrax Psittacosis —orn ithosis

Aseptic meningitis Rabies in man

Botul ism Rubella (German measles )

Brucellosis Rubella congenital syndrome

Chic kenpox Tetanus

Diphtheria Trichinosis

Encephalitis , primary infectious Tuberculosis , new active

Encephalitis , post-infectious Tularemia
with pre— or co—existing
illness specified Typhoid fever

He pati t i s , serum Typhus , flea— borne , mnur i ne

Hepatitis , acute infectious Typhus , tick-borne , Rocky Mountain
inclu ding unspecified cases spotted fever

Leprosy Venereal diseases:

Leptospirosis Syphilis , primary and secondary

Mal aria Gonorrhea

Measles (rubeola) Rabies in animal s

Meningococcal infections , total
military ; civilian

Mum ps

Pol iom yelitis , total

Paralytic

Nonparalytic

Unspecifi ed

Source : Manual of Procedures for National Morbidity Reporting and Surveillance
of Communicable Diseases , Effective January 1972, OHEW Publication No.
(HSM) 72—8113. Atlanta , Ga.: U. S. Department of Health , Education ,
an d Welfar e, Pu b l ic Heal th  Serv ice , Center for Disease Control , n.d.
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Thus , it is apparent that CDC has under surveillance all of the diseases of

potential postattack and/or natural disaster significance (see Table V-2).

f. Dissemi nation

The data collected by CDC through the surveillance acti vities

listed above are analyzed by its epidemiology staff and dissemi nated weekly in

the publication Morbidi ty and Mortality Weekly Report and at longer intervals

in a variety of other publ ications .

Two other CDC surveillance activi ties that should be mentioned are

biologics surveillance and the United States Immunizati on Survey . In the former

acti vi ty, producers of immunizing agents report monthly on the number of doses

sold or distributed , the number of doses returned , the number of finished doses 
— 

-

ready for immediate shipment at the end of the month , and the number of doses

not ready for immediate shipment. Wi th the exception of immune serum globulin ,

the reports cover 100 percent of the U. S. producti on of the immunizing agents

for which surveillance is maintained . Biologics surveillance reports are issued

periodically by CDC. A CDC official indicated that, in an emergency , they can

determine the status of immunizing agent supplies in the United States in one

day. The United States Immunization Survey is conducted every September by the

Bureau of the Census in cooperation with CDC. The survey provides information

on the imunization status of the population wi th respect to diphtheri a ,

infl uenza, measles , poliomye litis, rubella , smallpox , and tetanus -pertussis.

The use of such data in identifying potential communi cable disease threats is

apparent.

3. Control

Previous analyses performed for OCO evaluated control methods

(countermeasures) for communicable diseases in the postattack envi ronment [Refs.

7-9]. Not surprisingly, the countermeasures identified for postattack

application were the same as those used to maintain communicable diseases at
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their current low levels. These countermeasures are also appropriate for

communica ble disease control following natural disasters and during crisis

relocation. The pri nc i pal countermeasure s, categorized by the mode of disease

transmission , (enteric , man—to—man , and vectorborne ), are shown in Table V— 7 .

For diseases transmitted man—to—man , and for those that are vectorborne ,

the avai l able countermeasures are limited. Thus , for diseases transmitted - ‘

man—to—man , antimicrobial therapy and immunization are the only availabl e

countermeasures.* For vectorborne diseases , antimicrobial therapy (for those

who have contracted the disease) and vector control (as a means of breaking the

chain of infection) are the only available countermeasures. For enteri c

diseases , a number of countermeasures are available (see Table V—7). Note that

i mmunization is not a significant countermeasure for enteric diseases. The

immunization available for typhoid fever is of questionabl e effectiveness;

immuni zations are not available for most of the other diseases in this

category . Strictly speaking, public information is not a countermeasure , but

it is essential to the effective use of countermeasures for communicable

diseases.

Control of communicable diseases in the United States is a joint

undertaking of the local , state, and federal governments through their

respective public health agencies. Agencies at all level s are capable of

implementing the countermeasures for communicable diseases. At the request of

a state, CDC provides assistance in the investigation and control of disease

outbreaks. An important form of assistance is the assignment of Epi demic

Intelligence Service (EIS) officers to states requesting aid. Currently, 33

EIS officers are assigned to state health agencies.

*As noted earlier , radiation exposure of nuclear attack survivors may decrease
the effectiveness of immunizing agents.
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Table V-7. Principal Communicable Disease Countermeasures

by Mode of Transmission

Mode of Transmission
Countermeasure 

_________________________________________________

Enteric Man-to—Man Vectorborne

Antimicrobial therapy + + +

Excreta disposal + — -

Food hygiene + - -

Immuni zation +* + -

Potabl e water + - -
Public information + + +

Vector control ** + - +

*Typhoid fever only.

** Includ ing rodent control .

Source: Johnson , T., and D. R. Johnston , Vectorborne Disease and Control,
R—OU—303 , OCD Work Unit 3412C. Research Triangle Park , N.C.:
Research Triangle Institute , September 1967.

Johnston , D. R., M. E. Fogel , A. W. Voors , and E. L.Hil l , Postattack
Prevention and Control of Enteric Diseases, R—OU—406 , OCD Work Unit
3412D. Research Triangle Park , N.C.: Research Triangle Institute ,
September 1969.

Voors , A. W., and B. S. H. Harris , Postattack Cornunicable
Respiratory Diseases, R-OU—493 , OCD Work Unit 3412E. Research
Triangle Park, N.C.: Research Triangle Institute , November 1970.

I
V-32

V V

~ 



___ V V_ V VV V- 
— - - - - - V- - V~~~_  -VV~~iUUI~~~~

F. Current Plans and Procedures for Communicable Disease Control During
Emergencies

In order to investigate current plans and procedures for controlling the

spread of communicabl e diseases and to ascertain the extent of preplanning

within plans and procedures , visits were made to CDC and four state public

health l aboratories. During these visits , key personnel were interviewed

regarding their pl ans for emergency operations , and copies of plans , when

available , were obtained for subsequent review. The discussion that fol l ows

outlines the findings of those visits and the subsequent review of the plans.

1. COC

The Manual Guide—Emergency contains the 1964 emergency plan for

implementation in the event of enemy attack; it sets forth the emergency

mission , specifies the Lawrencevi lle facility as a relocation site for CDC ,

creates an emergency organization with a line of succession and

responsibilities , gives an employee reporting procedure , and addresses

interagency working relationships LRefs. 14 and 18j. A 1976 update designated

an Emergency Coordinator for “preparedness and operations to deal with

emergency conditions resulting from enemy attack or the imminent threat

thereof ” and a Disaster Assistance Coordinator for “assistance to deal wi th all

crises , disasters , emergencies , etc., not resulting from general or limited war

i nvolving U. S. forces ’ [Ref. 19].

The emergency mission of CDC as set forth in the plan is time— phased.

Thus , duri ng the period 0 to D + 14 days, the inshel ter period , the mission is

that of personnel protection , building protection , and rehabilitation using the

CDC Self-Protection Organization [Ref. 20]. From D + 14 to 0+30 days , the

Immediate postshel ter period , CDC facilities and personnel will be made fully

available to hel p meet local emergency health service needs. Once
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comunications are reestablished , CDC will resume essential national programs

wi th emphasis on di rect assistance to state health organizations .

As noted earlier , communicable disease surveillance is a major activity of

CDC. Gi ven the potential for communicable disease outbreaks , surveillance

clearly will be needed in the postattack period. Western has pointed out that

our lack of knowledge concerni ng comunicable diseases following natural

disasters is largely due to inadequate and often nonexistent surveillance

programs and often leads to the use of inappropriate countermeasures. Hence,

he argues for improved disease surveillance following disasters and cites the

advantages as follows : (a) surveillance provi des baseline data - if an

epidemic does develop it is more likely to be recognized , (b) surveillance is

less expensive - an outbreak can be confined by vaccinating around index cases

in contrast to mass immunization , and (c) epidemiological surveillance and

control is feasible in disaster - it was accomplished during the recent

Nigeri an Civi l War [Ref. 13].

CDC officials interviewed indicated that following an attack they would

continue to do what they do now. Apparently, no detailed planning for

postattack surveillance activities has been accomplished. In a 1974 interview

[Ref. 21], however, David Sencer, then CDC Director , suggested some steps that

might be taken during an emergency period. These steps are: (a) alert all

mechanisms that i ncreased surveillance is needed , (b) increase reporting

to twice a week , Cc) activate alternative comunications media , e.g., radio ,

and (d) alert alumn i of the CDC Epidemiology Program to the need (approximately

1,000 people have served as EIS officers).

The plan di rects that the resources which survi ve an attack be relocated

to the Lawrenceville facility . As indi cated in Section 0., Lawrencevil le
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appears to be in a l ow—risk area. The existing plan does not provide for

rel ocating equipment and personnel to the Lawrenceville facility during a

preattack crisis period . Detailed plans for equipping and operating diagnostic

microbi ology l aboratories at the Lawrencevi lle site have not been prepared .

Regarding natural disasters , CDC personnel correctly point out that they

routinely provide assistance in surveillance and control of communicabl e

diseases fol l owing such events , both in the United States and abroad . It is

apparent that CX has the capability to provide both diagnostic microbi ology

and surveillance services in support of communicable disease control efforts

following natural disasters.

Given the current concept of crisis rel ocation wherein critical risk-area

facilities continue to operate during the rel ocation period , and assuming that - -

an attack does not occur , it is believed that CDC can continue to function

during crisis rel ocation.

In April 1977, the Acting Assistant Secretary of Health del egated the

authority for emergency health functions as they rel ate to chemical and

biological warfare to CDC [Ref. 22]. As the l ead agency, CDC is responsible

for the devel opment and , in the event of an emergency, impl ementation of a pl an

for the prevention , detection and identification of biological and chemical

warfare agents in the public sector. Preliminary thinking on the subject is

outlined in a COG position oaper presented to the Arm ed Forces Epiderriol ogical

Board on July 7, 1977 [R~f. 23].

2. Selected Public Health Laboratories

Four state public health laboratories were visited : Colorado State

Cepartrnent of Health , Denver ; Georgia Department of Human Resources , Atlanta;

:~~~ ‘Pxjco Health and Social Services Department , Al buquerque; and North

‘n ~~ ~e~artment of Human Resources , Raleigh. These laboratories were

- 
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selected as sites of convenie nce , i.e., they could be visited in the course of

travel for other contract purposes. At each l aboratory , the director and other

personnel (who were present by invitation of the director) were queried

concerning contingency plans for nuclear attack and natural disaster. The

finding are sumarized bel ow. V

Col orado’s plans await the signature of the Governor [Ref. 24]; advance

copies could not be obtained for review. The Georgia Emergency and Disaster 
V

Operations Plan [Ref. 25] specifies disease prevention and control as a service

to be provided by the Department of Human Resources both for nuclear attack

contingencies and other disasters. The Georgia Department of Human

Resources Disaster Plan [Ref. 26] prepared pursuant to the Emergency and

Disaster ~
)perations Plan specifies roles for both epidemiology and laboratory

services. New Mexico has pl ans in preparation at this writing [Ref. 27].

North Carolina ’s Civil Preparedness Emergency Plan for War [Ref. 28] makes no

mention of either public health l aboratory service or commun icable disease

control ; however , the North Carolina Disaster Relief and Assistance Plan [Ref.

29] does , and in some detail.

In discussing nuclear attack contingencies with the four state laboratory

directors , it became evident that little or no detailed planning for laboratory

operations had been done. In view of the fact that these laboratories are

located in high—risk areas (Table V), there is reason to question their

capability to function following an attack. Alternate operational sites have

not been selected by any of the four states. All four l aboratory directors

stated that their laboratories are capable of supporting communicable disease

control efforts following natural disasters and there is no reason to question

that assessment. These laboratories also should be able to function during

crisis rel ocation , up until such time as an attack occurs.
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In summary, the capability and preparedness for dealing with communicable

disease problems fol l owing natural disasters appears to be adequate at COG and

at the four state l aboratories visited . On the other hand , the level of

preparedness for nuclear attack contingencies is quite low at CDC as well as

the state l aboratories visited . Recommendations for upgradin g current programs

for controlling communicable diseases postattack are made in the followi ng

section.

G. Recommendations for Upgradin g Current Programs

This section contains recommendations for upgrading current programs in

order to assure their capability of controlling communicable diseases in the

event of nuclear war. Recommendations for COG are to:

Prepare a pl an for the use of the Lawrencevil le facility. The plan

should specify emergency functions to be performed and the equipment

and personnel to be moved to Lawrencevi lle during crisis rel ocation.

Identify alternate operations sites in l ow—risk areas for the

Anchorage , Chambl ee, and Phoenix activities. Prepare pl ans for the

use of the selected alternate sites.

Prepare a pl an for postattack communicable disease surveillance.

Such plan should provide for making assignments of COG personnel and

EIS alumni prior to an attack , i.e., during normal readiness ,

alerting them during crisis rel ocation , etc. Si nce COG maintains an

up—to—date listing of EIS al umni , their addresses and tel ephone

numbers in the EIS Directory [(Ref. 30], much of the input for this

plan is al ready on hand .

Establish a program to conduct research and train public health

workers and disaster pl anners in the epidemiology of natural and man-

made disasters. (It is noted that such a proposal was made by

Western [Ref. 13] in 1972.)
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Assuming that the situation at the four laboratories visited is

representative of state public health l aboratories in general , the following

recommendations are made:

The 41 state laboratories located in high— risk areas should sel ect

alternate operations sites in l ow—risk areas and prepare pl ans for

staffi ng and equipping them during crisis rel ocation. In this

connection , those states with branc h l aboratories located in

l ow—risk areas should consider their use as alternate operations

sites , assuming the capabilities for diagnostic microbiol ogy and for

the expansion of personnel and facilities are adequate for the

emergency mission. All laboratories in the state should be

considered for possibl e inclusion in a cont i ngency plan.

All state l aboratories should review their states ’ crisis relocation

pl an to determine if the rel ocated popul ation necessitates changes in

laboratory operations. For exampl e, during crisis rel ocation some of

the branch l aboratories may be better located with respect to the

population —to—be— served than the main laboratory .

Recommendations that involve additional study are as follows :

Through the use of a questionnaire , survey all state public health

l aboratories and other selected state l aboratories , e.g., veterinary

diagnostic laboratories , to determine the current status of nuclear

contingency and natural disaster pl anning.

Reactivate the pl anning effort to create a national epidemio logical

l aboratory network. Given that so much of the national diagnostic

microbiology resources are located in high—risk areas , the redundancy

that a network would provide seems essential to insure a viable

l aboratory capability fol l owing a nuclear attack.
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Oevelop a prototype state pl an for providin g diagnostic microbiology

services during crisis rel ocation and postattack. A prototype plan

would help state laboratory personnel in developi ng their own plans.
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VI. MEDICO—LEGAL IMPL ICATIONS OF EMERGENCY MEDICAL SERVICE AND

CRISIS RELOCATION PLANNING INTERFACES

A. Introduction and Overview

This chapter identifies l egal issues that may affect the provision of

health and medical services duri ng cris is relocation . The legal implications

i nvolved in “emergency medical services ” are given special attention , but

health services of all types provided during an emergency period , not just

services to deal with medical emergencies , are covered herein.

It is clear from the outset that numerous legal issues are involved with

the management of medical probl ems in normal situations. This is the subject

of an increasing accumulation of both litigation and legislation , as wel l as a

considerable amount of legal literature . But there are numerous other legal

issues that are peculiar to crisis relocation , including those connected with

primary care as wel l as emergency medi cal services and cardio—pulmonary

resuscitation application. This mix of legal issues is addressed in the

following discussion.

As suggested in Section B , the myriad assortment of laws in each state

and at the federal level , impinging in assorted way s upon medical care in

crisis relocation , defies explicit description and anal ysis but nonetheless

cannot be ignored or left to haphazard development.

Section C assumes that federally—e mployed health care providers ( such as

physicians and nurses in the military or Public Heal th Service) may be

utilized in a population relocation situation . While there are some

unresolved legal issues involved in their extensive utilization , this pool of

persons may be considered as a resource wi thout many of the legal restrictions

which attach to civilian providers.
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The two most problematic legal concerns inherent in the management of

medical problems on a large—scale basis , including the crossing of

juri sdicti onal and disciplinary boundaries , are liability for emergency

medical care and liability for violation of professional licensing l aws.

These difficul t matters are separately covered in Sections 0 and E. An

associated practical legal problem is compliance with special reporting

obligations (communicable diseases , child abuse , vital statistics , gunshot

wounds , etc.) of each jurisdiction . Health providers are presumed to be

familiar wi th these laws , but they vary from state to state, as shown in

Section F. An especially sensitive matter is the removal vel non of patients

from hospital s in a ri sk area . The legal issues invol ved are discussed in

Section G.

The need for new state and federal legislation is supported by Secti on H.

The checklist in Section 1 is an outl i ne of the legal issues associated

V 
with population relocation medical problems. It may be used to assess the

l egal environment in each jurisdiction or geographic area under study. It may

also be used as a guide for developing new legislative proposals to clarify

and del ineate specific goal s and desired outcomes .

The absence of legal literature on the medico—legal aspects of population

relocation medical problems is described and illustrated in Appendix V I_ A . , a

listing of the state license law coverage for heal th occupations is shown in

Appendix VI—B , indicating the diversity of the state—by—state policies , and

finally Appendix VI—C gives an illustrative list of supplementary tasks of

military medical departments.

B. Legal Implications in Planning for Population Relocation

The management of medical problems associated wi th population relocation

cannot be accomplished wi thout legal imp lica tions. Whether planned for or

V I— 2
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overl ooked , there will be legal fallout from every significant managemen t

decision and medical action. Because heal th care delivery has become

extensively regulated , particularly as to financing, conformance with direc t

regul atory programs and wi th existing reimbursement schemes is desirable.

Since civil and criminal liability attac h to unauthorized provision of care

and to substandard performance , conformance wi th licensure l aws and avoidance

of malpractice is al so desirable. To the extent that deviation from normal

practices in the management of medical problems during a population relocation

situation is not contemplated by legal arrangements made in advance , legal 
V

probl ems will necessarily ensue. While the law in the broad sense reflects

the needs of society , it is not so flexible in its specific application as to

repl ace the need for rational planning. The law of reimbursement , licensure ,

liability, and related areas is basically designed for the ordinary delivery

of medical services. Neither statutory law nor common law is wel l suited for

upheaval s in the expected routi ne of medical and health care practice which

might be brought about by a substantial population relocation during a

military situation or a natural disaster.

The common law (the law made and followed by courts in the absence of

statutes and regulations , or in interpreting them) is more flexible in

application and sensitive to circumstance. But this court—made law is tied

strongly to the past and relies on reasonable application of established

pri nciples to current problems. Thus , a j udge is bound to the rule of

consistency and m;~y find barriers for satisfactorily resolving a legal problem

not raised in an earlier court case. For example , the standard of care a

civilian out—of—state physician should fol l ow in a national military emergency

is not firmly del i neated because of the lack of court cases dealing with that

situation.
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On the other hand , the statutory law (and regulations promulgated by

various federal , state and local agencies pursuant to statutes~ is capabl e of

being designed to anticipate future contingencies. Legislatures tend to make

l aws prospective in nature and , when well-drafted , somewhat sel f—executing.

Statutes forecast new situations and provide guidance in dealing wi th them.

In simplistic terms , common law leans on established principles dec ided in the

past ( and common sense , to the extent judges exercise their discretion); V

legislature—made law establishes principles for application in the future .

The purpose in this overly—narrow characterization of the two basic types

of l aws to be considered in this study is to explain one of the basic reasons

there are complex legal imp lications in planning for medical management. Both

types of law contain inherent difficul ties for planners. Regardless of the

extent of analysis of the common law , predictive legal advice is always

speculative as wel l as being just one l awyer’s opinion . The advice of a legal

consul tant about the application of the common law is rel iable to the extent

that he has been furnished accurate predicti ons of all the material

circumstances in a future situation and to the extent he refl ects the biases

of the judges who will in the future deci de the question. As in “The Rhyme of

the Ancient Mariner ,” there are conflicti ng passages susceptible to varying

interpretations , so too the common law contains many contrary pri nciples

seemingly unreconcilable. For example , a court might need to decide whether

to relieve a non—physician from liability for performing an unsuccessful

tracheotomy on a fellow citizen in distress duri ng a disorganized patient

relocati on exercise. On the one hand the common law contains the principle

that a person is liable to the victim of his clumsiness or fool hardiness. Yet

it also contains the rescue doctrine , excusing Good Samaritans from ordinary

liability for good faith efforts to hel p another citizen in distress. 
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Complicati ng this example is the presence in nearly every state of a

statutory Good Samaritan law which spells out the legislature ’s policy about

giving legal immunity to rescuers under conditions and limitations which

differ wi dely from state to state . This is one especially relevant type of

statute which illustrates the difficul ty of reliance on statutory law for

planners and for managers of population relocation medical problem s.

While Good Samaritan l aws are discussed in detail later , they are mentioned

here to demonstate that even statutes specially designed for particular future

emergency medical situations can fall short of resolving the l egal questions

that can ari se about the app lication of those l aws. Each state has drawn its

Good Samaritan law disti nctly different in scope and coverage , based on the

particular set of future circumstances which the lawmakers envisioned at the

time of the law ’s enactment. Apart from the differences among state l aws ,

planners cannot be given certain advice by legal consultants about the future

interpretation by a court faced wi th a future situation such as the unskilled

tracheotomy mentioned earlier.

A further area of complication is the question of reimbursement for

services provided during crisis relocation. The extant insurance policies ,

state insurance regulations and relevant federal l aws require l egal analysis.

A few examples demonstrate the issues involved :

Typical Bl ue Cross — Bl ue Shield (BCBS ) contracts with subscribers

exclude payment for services that are “paid for directly or

indirectly by local , state or Federal goverment agency ,” so it is

unlikely that any of the medical care provided by a federal prov ider

would be reimbursable by BCBS or , similarly, by other commercial

i nsurors.
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Typical BCBS contracts with subscribers exclude coverage for

services “required for ill ness or injury sustained on or after the

effecti ve date of enrollmen t (1) as a result of an act of war wi thin

the U.S., its territories , or possessions or (2) during combat.”

Some health insurance policies al so exclude services required as a

resul t of “ riots , civil disorders , war , or any act of war , or

service in the Armed Forces.” So the liability of BCBS and other

commercial insurors for medical care for both the unremoved hospital

patients remaining in the risk area and those receiving medical care

in the host areas may be in question. On the other hand , the BCBS

contracts with hospitals in North Carolina and Michigan which were

examined contained no exclusions or references to a civil defense ,

disaster or emergency situation . Therefore , there may be no

initial problem of BCBS liability directly to hospitals under those

contracts .

Even if the question of liability were settled , the amounts of

payments to hospital s and other providers rendering medical care in

crisis situations would probably be in dispute . Simultaneous use of

both volunteers and paid professional s may cause probl ems.

The Disaster Relief Act of 1970 provides funds to non—profit medical

care facilities which are damaged by a disaster. The grants , which

provide payment for up to 100 percent of the cost of restoration to

predisaster conditions , are authorized by the President , and may be

applicabl e to a population rel ocation situation .

In summary, planners are best advised by l awyers if the legal advice is

utilized for the purpose of plannin g for contingencies wi th the expec tation of

possible legal implications rather than probable legal results. Plannin g
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shoul d be done wi th knowl edge of the existing state of the l aw-—both coninon

law pri nciples and statutory provi sions——and in conjunction with recognition

of conmion law trends and new statutory proposals.

Since statutory law can be changed by pol icymakers, it can be made to

more closely conform with future needs if those needs can be justified and

politically translated. Nevertheless, It can never be designed to anticipate

all complications. Thus, it shoul d be accepted that the management of medical

problem s associated with populati on relocati on cannot be accompl i shed without

l egal implications.

The purpose of this section of the study is to cal l attenti on to the

state of the law and some of the opportunities for changing the law to lessen

(though not eliminate) the legal fallout from management decisions and medical

actions in future situations.

C. Legal Use of Federally—employed Health Care Providers

Ac tions taken by those health care practitioners who are in the federal

service and functioning within the scope of their authority would not be

expected to create state or local legal problems. For example , physicians in

the armed forces are authori zed by federal law to provide medical care to

military personnel wi thout regard to territorial boundaries. Military

physicians are not required to be licensed in the state where their military

base is located , at least when they perform official duties on the base and ,

when relevant , off base as well.

There is provision in the federal law for the temporary addition of

medical personnel to the armed forces in the event of an “emergency.4’

Supposedly, civilian health care personnel (at least physicians ) could be

brought into federal service for purposes of supp lying medical care during

crisis relocation. All the privileges and immunities that ordinary federal
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physicians enjoy woul d al so apply to these temporary personnel , depending on

the promulgation of appropriate rules and procedures. For exampl e, U. S. Code

Titl e 10, Section 4022 provides:

In an emergency the Surgeon General , wi th the approval of
the Secretary of the Army, may employ as many contract
surgeons as may be necessary .

There is a similar provision for the Air Force, but not one for the Navy.

Other federal laws are al so important In defining the scope of action of a

military medical officer. An illustrative list of suppl ementary tasks of

military medical departments is shown in Appendix VI—C . The Control l ed

Substances Act (21 U. S. Code 801) authori zes rules and regulations regarding

the prescription , dispensing, and administration of control l ed drugs (formerly

termed narcotics and other dangerous drugs). Under section 301.25(a) of the

Code of Federal Regulation .; Chapter 21 the requirement of registration in

order to prescribe is waived for comissioned medical officers in the armed

services. State licensure statutes often have provisions with a specific

(though limited ) exemption of federally—employed physicians from obtaining a

license to practice in the state. The limitation is designed to prevent those

physicians from providing services to the portion of the state’s population

which is not military or otherwise federally—connected. It is intended to

restrict federal physicians to practice associated with their official

responsibilities and to disallow private civilian practice.

Here Is a relevant portion of one state’s physician license law:

“Any person shall be regarded as practicing medicine or

surgery within the meaning of this Article who shall diagnose

or attempt to diagnose , treat or attempt to treat , operate or

attempt to operate on , or prescribe for or administer to, or

profess to treat any human ailment , physical or mental , or
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any physical injury to or deformity of another person :

Provided , that the fol l owing cases shall not come within the

definition above reci ted: .

(4) The practice of medicine and surgery by any surgeon or

physician of the United States Army , Navy or Public Heal th

Service in the discharge of his official duties.”

There is great variety in the persons exempted and the manner in which

the exemption is given from state to state. Montana exempts only

“conmiissioned surgeons of the United States ~~~ and ~~~ in the discharge of

their official duties;” it appears that the Air Force should bring some

pressure on the Montana legislature so that they can l awfully practice in

Montana , al though a court might wel l remedy the law by taking “judicial

notice” of the Air Force. Confusion is also caused by the addition of the

l anguage “in the discharge of their official duties ,” which is present in most

of the statutes. rt Is doubtful whether the Army physician who administers

aid to a civilian accident victim off the military installation would be

covered under this language . This question is particularly important in

Montana , since it is one of the few states which does not exempt unlicensed

physicians or other persons from the licensure requirements in an emergency.

The answer is probably that the physician who so acted woul d be technically

violating the licensure statute.

Another state with an unusual provision is Nevada , which exempts from the

licensure requirements officers of the United States Indian Health Service ,

while on duty.

Military regulations often empower the military physician to act in an

emergency. For example , the Air Force Manual provides the fol l owing:

VI —9



“Emergency cases in consultation. A medical officer may engage In
consul tation with a civilian doctor. Al so, if a civilian doctor Is
not present duri ng an emergency , the medical officer may do whatever
is necessary to save life or limb or prevent undue suffering.”

Even in states wi thout such specific exemptions the performance of official )
military medical duties would be exempted from state l aws under the doctrine

of supremacy. This doctrine insures that a legitimate federal purpose will

not be frustrated by state or local legislative and judicial action. It is

derived from Article IV of the U. S. Consti tution , which makes the

“Consti tution , and the Laws of the United States which shall be made in

pursuance thereof . . . the supreme Law of the Land.” Additionally , court

decisions have cited the well—establ ished principle that activities of the

federal government are not subject to state licensure requirements or

inspection l aws. See United States v. Murray , 61 F. Supp. 415 (E.O. Mo.

1945). Therefore, as for the question of the use of military medical

personnel and Public Health Service officers in carrying out authorized duties

for non’-civilian patients under their juri sdiction in a population relocation

situation , the l egal issues are not different from those that routi nely arise

within the federal service.

An important consideration for federal medical liability is the Federal

Tort Cl aims Act (28 U.S.C 1346(b) and 2674). If a federal officer injures a

patient “while acti ng wi thin the scope of his office or employment ,” the

• federal government may be held liabl e and , in addition , the officer may be

free from liability under the doctrine of official immunity . “Official

immunity ,” designed to protect policymakers and administrators , has been

appl ied only in limited medical contexts involving psychiatrists being sued

for libel in reporting a patient insane , false imprisonment for ordering
• hospitalization and malicious defamation for evaluati ng a serviceman ’s mental

condition. The Tort Claims Act would not be applicable for the payment of
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claims , however, if the officer is acting outside his government employment

contract.

The official immunity doctrine is now i rrelevant for medical personnel of

the Department of Defense, Coast Guard and Central Intelligence Agency. New

federal legislation (P.L. 94—64) insulates them from the expense of defending

malpracti ce suits and paying judgments or settlements, if the alleged

malpractice occurred while they were acting in the scope of their duties or

empl oyment. The question arises , then , whether rendering medical services to

a civilian population duri ng crisis relocation would be considered “within the

scope of their duties or employment.” Presumably, a properly prepared official

order woul d cover the situation.

Some statutes and regulations have been found at the federal and state

l evel to cover the exigency of utilizing federally—employed health care

providers in a civil ian context, as discussed above and listed in Appendix

VI—C. But where those statutes do not apply, they would have no more

authori zation or protection than when they act outside the scope of their

federal empl oyment. Hence , there should be state or federal legislation

specifically extending their authori zation to provide medical services for the

general civilian population under designated conditions , such as state or

• nati onal emergencies. Without it , l egal issues of licerisure and liability

arise , which are similar to those discussed for out—of—state civilian health

care providers.

An excellent discussion of the legal liability of the U.S. Public Health

Service personnel in providing medical care is found in Eli P. Bernzweig,

Legal Aspects of PHS Medcal Care, PHS Pub. No. 1468, U. S. Government

Printing Office , 1966. Most of the discussion is also perti nent to military

medical officers.
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0. Liabilit y for Emergency Medical Care: Good Samaritan Laws

Liability based on negl i gence or other aspects of tort law is one of the

l egal concerns when providing medical services in an emergency situation.

Since not all medical care rendered in a population relocation would medically

be considered emergency care (as demonstrated in other portions of this

report), the l egal pri nciples governing emergency medical care would apply

~~ 
to those circumstances which would constitute an emergency in normal

times. Thus , the ordinary princip les of the common law rel ating to

emergencies and the rel evant state statutes (commonly called “good san~aritan

l aws”) are applicable to this concern.

There is wi despread misunderstanding of both the risk of good samaritan

conduct and the application of good samaritan l aws. A thorough discussion of

this pri nciple is necessary for determining its rel evance to the medico—legal

problem s in population relocation situations. The conclusion reached is that

good samaritan l aws do littl e more than reinforce (and sometimes even

frustrate) the principles of common law which have always provided adequate

protection from liability for any physician or other health professional , and

even a l ayman, who attempts to render appropriate medical care under emergency

conditions. The wi de variety of state l aws, however , presents a confusing

picture which does not always provide complete assurance to would—be rescuers

that they are legally protected, particularly when they are in an unfamiliar

state. Since virtually every state has good samaritan legislation , it is

suggested that they be uniformly amended to cover the national (or state)

emergency contemplated in the event of a population rel ocation situation. A

model provision is presented at the end of this section.

1. Interrelationship of Law and Ethics

3tate legislatures have enacted good samaritan statutes for a
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variety of legal , ethical , and moral reasons. It is a generally accepted

~ega1 principl e that there Is no legal duty to assist a stranger in a time of

distress. (The only exception is that if one person caused distress to

another , there is a legal duty to assist.) Neither physicians nor other

heal th care personnel are legally bound to answer the cal l of strangers who

are dying and might be saved. However, in our society it is a generally

recognized moral duty to hel p a person in distress. Thus physicians and

others have a moral and ethical duty to respond to requests for assistance in

medical emergencies. The statement of medical ethics of the American Medical

Association (AMA) includes a provision that recognizes this duty :

“A physician may choose whom he will serve. In an
emergency, however, he should render service to the
best of his ability . Having undertaken the care of
a patient he may not negl ect him; and unless he has
been discharged , he may discontinue his services
only after giving adequate notice. He should not
solicit patients.”

The ethical responsibility of the physician to come to the aid of an

injured stranger wi th whom he comes in contact is quite clear. From the

Hippocrati c Oath to the most recent ethical code , it has always been a prime

duty of the physician to minister to the injured regardless of whether the

physician—patient relati onship has been established.

What happens to the physician who breaches this clear ethical mandate? A

particularly unfortunate case reported by Cheyet in Legal Implications of

Emergency Care illustrates that the sanctions against the physician who

• refuses to play the role of the good samaritan are ineffective. According to

• a New York news story , a postman was struck in the leg by a bullet from a

sniper ’ s rifle. The postman managed to reach Dr. X ’ s office , after being

chased by a doorman of a nearby apartment house who accused him of dripping

blood on his clean floor. Upon the postman ’s arrival at the doctor ’ s office ,
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the receptionist telephoned Dr. X who was In a back room examining a patient.

The doc tor refused to see the postman and ordered his receptionist to refer

the postman to another doctor some two miles away. The postman then asked the

receptionist If she woul d call the police. She consulted wi th the doctor

agai n , and again the doctor tol d her to do nothing. In a newspaper interview ,

the doctor made the fol l owi ng statement:

“It ’s true I sent him to another doctor. What coul d I do?
The man comes In and says he was shot by a B.B. I’ m
examining a very sick patient. I can ’t take care of
wounds. I haven ’t even got an instrument or even a
band—aid. I practice internal medical . I told my
receptionist to hel p him get to that doctor. As for the
police , I tol d her not to call herself , but to permit him
to call. I didn ’t want 15 cops trooping through my office.
Believe me, there was not a thing I coul d do for him. I’m
an internist. What would you have done?”

As a resul t of a complaint filed by the postman , the Kings County Medical

Society suspended the doctor from membership for one month .

Mild though the professional sancti on taken in this flagrant case was , it

is more stringent than most in that usually no punitive action of any kind is

taken when a doctor refuses to give aid to an accident victim. Again , no

l egal action coul d be taken by the postman for the failure of Dr. X to treat

his wounds.

2. Groundl ess Fears of Liability

Why is the typical physician rel uctant to render aid in emergency

situations? The reason most frequently offered is that he fears that legal

i nvolvement will result. However, there have been no reported cases in which

an injured stranger ministered to by a physician has sued the physician for

mal practice. It is true that all trial s are not reported and that claims

coul d have been brought by such individuals against physicians and settled by

insurance companies before ever reaching court. Cheyet reports a study by the

AMA failed to disclose any such claims . The AMA also canvassed major
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mal practice insurance companies in an effort to locate claims and has found

none based on this type of emergency situation. The AMA al so sent

questionnaires to individual physicians. Available findings show that there

are very few, if any , such cases. An unofficial preliminary analysis of

40,000 questionnaires showed that 10 physicians had had some kind of

difficul ty arising from the Good Samaritan situation. Of these , eight were

disposed of wi thout payment of any kind , and in two, payment of under $500 was

made because of what was termed the “nuisance val ue” of the claims.

Why then is there such an intense fear on the part of physicians to

administer emergency aid if in fact there are no known incidents of legal

liability ? There is no question but that there is a tremendous fear , since so

many physicians admit that they woul d not stop at accidents because of the

possibility of such liability . In the survey Cheyet described , the AMA found

that of those queried , about 50% stated they would stop to give aid in an

emergency.

Part of the bl ame can rest with the mass media. They find a young

physician , led by his high moral code into rendering aid to the victim of a

highway accident , and then successfully sued by his recovered victim for a

preposterous sum of money , makes for col orful magazine articles and television

scripts. Several years ago, on a television series , Dr. Kildare was returning

from a cocktail party l ate at night. He stopped at the scene of a highway

accident to assist one of the victims who was , at that moment , giving birth .

The infant died of suffocation due to a prol apsed cord , despite Dr. Kildare ’s

best efforts. Sure enough , Dr. Kildare was sued; a verdict of $66,000 was won

by the plaintiff , and there was no allegation made at the trial that Dr.

Kildare was negl igent.
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The Reader ’s Digest in the early sixties carried an article entitled “Why

Doctors Are Bad Samaritans ” which contained colorful and frightening

assertions.

“The accident emergency is made to order for chislers and
their l awyers . . . The burgeoning legal ized bl ackmail of
the phony mal practice suit can have serious repercussions
for any of us who may be left writhing in agony in the mud
when the passing physician ’s fear of bankruptcy overpowers
his devotion to the Hippocratic Oath.”

Cheyet claims that the mass media was at least partly responsible for

generating a widespread fear of liability arising out of the emergency

Si tuation.

The AMA has stated, in commenting on the risk of pl aying the role of the

good samaritan:

the ri sk of legal liability for a physician who
gives emergency medical care to a stranger away from
his office or hospital is infinitestima l in comparison
with the legal ri sks in other phases of medical
practice. This should give physicians assurance that
they can , without significant l egal risk , live up to
the principles of medical ethics , which state: ‘A
physician may choose whom he will serve. In an
emergency, however, he should render service to the
best of his ability .’”

Unfortunately, the words of Cheyet and the AMA have had littl e effect in

diminishing the physician ’s fear of liability . The physician seems much more

cognizant of what could happen than what has happened , and , as a result , the

accident victim is often passed by. A physician in a disaster or population

relocati on situation might respond differently, but the fear of a later

malpractice suit seems to be inherent in physicians as wel l as other heal th

professional s, except perhaps rescue squad members.

3. Effect of Good Samaritan Legislation

Even though there is no duty to come to the aid of another person ,

the general princip les of law state that anyone who does choose to aid another
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in distress assumes a legal responsibili ty to exercise reasonable care and

skill in rendering such aid. Thus , the fact that a good samaritan acts in

good faith and for no payment is immaterial . It is the act of giving aid that

creates a duty and subjects the good samaritan to liability if there is a lack

of due care. However, one who is confronted with a medical emergency is not

hel d to the same standard of care as normally is applied in a nonemergency

si tuation.

The first gooc~ samaritan law was passed in 1959 in California to

encourage on—the—spot emergency care and treatment by persons with the proper

knowledge and skill. Since 1959, 48 states and the District of Col umbia have

enacted good samaritan statutes. The statutes vary markedly with regard to

the persons protected, the standard of care required , and the circumstances

provided protection.

Of the 49 juri sdictions which have enacted good samaritan statutes , 22

restrict immunity to licensed physicians and registered nurses , and 4 others

grant immunity to physicians only . Nurses are covered in 45 jurisdictions.

Of the states that grant immunity to physicians , 18 al so extend immunity to

physicians licensed in any state; 15 states that extend immunity to nurses

include nurses licensed in any state. In 23 states, ~~ person who renders

aid or treatment at the scene of an emergency falls wi thin the coverage of the

statute.

Under most statutes, immunity is granted only in an emergency or for

rendering emergency care. The concept of emergency usually refers to a

combination of unforeseen circumstances requ i ring spontaneous action to avoid

impending danger. Some states have tried to be more precise as to what

constitutes an emergency or accident. According to the Alaska statute , the

emergency circumstances must suggest that the giving of aid is the only
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alternative to death or serious bodily i njury. The Penns y lvan i a statute says

an emergency is an unexpected occurrence involving injury or illnes s in public

or private places.

Some statutes are so broadly worded that they could includ e emergencies

that occur in an institution. However , because the purpose of the legislation

is to encourage assistance where none is usually available , it is probably

inapp l icable in hospitals.

Massachusetts had one of the earl y good samaritan l aws . Originall y

appl ying only to physicians and to the scene of motor vehicle accidents , it

was amended to include nurses and any locale , as fol lo ws :

“No physician duly registered (in this state) and no nurse
duly registered (in this state) or resident in another
state , in the District of Col umbia or in a province of
Cana d a , and duly registered therein who , in good faith , as
a vol unteer and w i thout fee , ren ders emer gency care or
trea tmen t other than i n the or di nar y course of hi s
pract i ce , shall be l iable in a suit for damages as a result
of his acts or omissions , nor sha l l  he be l i ab le  to a
hospital for its expenses , if under such emergency
conditions , he orders a person hospitalized or causes his
admission. ”

4. L imitations on Good Samaritan Laws

Cheyet and other commentators have pointed out the flaws in such

statutes , including constitutional and other legal infirmities.

The Massachusetts Constitution provides that :

“Every subject of the Commonwealth ought to find a certain
remedy , by having recourse to the l aws , for  a l l  i njur i es
wh i ch he may rece i ve i n hi s person , property or character

Most states have simi l ar provisions. The legislature cannot , by passage of a

statute , prevent a citizen of the state from having redress if he is injured

because of the negligence of another. On the surface , it would seem that the

le gislature has removed such a remedy from persons who may he injured by the

negligent action of a physician. It is possible that the good samaritan
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statutes woul d be uphel d as a permissible exercise of legislative power

because of the serious nature of the problem which the statute seeks to

remedy. It is important , however, that any persons relying on good samaritan

l aws realize that the existence of such a statute, while indeed significant ,

does not provide a fool proof grant of immunity.

In addition, such statutues do not prevent the rescuer from being sued

• for malpractice. The lawyer bringing suit needs merely allege that the

attending physician did not act in good faith , one of the prerequisite s for

the immunity granted by the statute .

The term “good faith” is fraught wi th uncertainty . Does good fai th mean

that the physician can make the most careless or reckless error in judgment or

treatment and still be immune to legal action as long as his intentions were

well meaning? Or does good faith mean that slight mistakes , or even ordinary

errors or negligence will be forgiven , but that gross errors will not? At

present, there is no answer to these questions and there have been no cases

which interpreted any of these statutes.

There is other language in the statutes which has given ri se to difficul t

questions. Most of the statutes, like that of Massachusetts , require that the

physician act gratuitously and wi thout a fee. The merit of these provisions

is extremely dubious . On the one hand , there is a kind of elemental fairness

in the fact that if the physician is to receive a special grant of imunity

from liability , he ought to forfeit remuneration for his actions. On the

other hand , the maneuverability which this provision gives the physician is

somewhat suspect. If the physician feel s that he may have acted negl igently,

he must be careful not to send a bill. He can al so del ay In order to see if a

claim is made or suit is brought by the victim. In addition , since the

legislative policy behind the passage of the statute is to have physicia ns
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stop and render aid at accidents , the requi rement that no fee be col l ected

seems to run contrary to thi s pol icy. Lastly, if a physician does spend a

good deal of time and effort in the rendering of emergency care, there would

seem to be no reason why he shoul d not be reasonably paid for such time and

effort if the victim can afford to pay. If the decision is made that a grant

of immunity from liability is desirabl e, It does not seem proper that the

right of the physician to col l ect for the val ue of his services should be

taken away in exchange.

Each good samaritan statute provides a standard of care that delineates

the scope of immunity for those persons el i gible under the law. The standards

vary widely from state to state and are often ambiguous . In most states, the

scope of immunity is generally qualified by the statement that the person

giving aid must act in good faith. Some statutes require that the physician

or the person rendering the care must act wi th “due care ,” wi thout “gross

negligence ,” or wi thout “willful or wanton ” misconduct.

• 5. Legal Purposes Served by Good Samaritan Laws

• 
• No cases have been found which interpret the language of good

samari tan statutes or which have imposed liability on a physician or nurse for

negligence in rendering assistance at the scene of an emergency. Likewi se,

there are no cases holding a physician or nurse liable for failing to render

care at an emergency.

• Thus, there is no need for the extraordinary protection which the good

samaritan statutes purport to grant to persons who provide emergency medical

care. There are, moreover , other convincing reasons why these l aws are not

necessary for the protection of rescuers , whether they have instate ,

out—of—state , or no licenses at all . Cheyet offers three arguments.
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First , our system of justice has several built — in mechanisms which serve

effectively to protect any person who acts in an emergency situati on. The

plaintiff —v ictim must first present a prima facie case , meaning that he must

sati sfy a certain minimum burden of proof before the case can go to the jury.

If, on the basis of the facts stated by the plaint iff , the judge feels that a

reasonable jury could not find for the pl aintiff , he will not allow the jury

to even deliberate . He will grant what is called a “directed verdict” for the

physician , which terminates the case (unless the decision is appealed).

Secondly, the plainti ff, with few exceptions , must secure an expert

witness who will testify that the defendant—rescuer acted negl igently. That

is , he must find a physician skilled in emergency medicine in a similar—t ype

community as the place of rescue to testify concerning the impropriety of the

rescuer ’s conduct. It is most difficult for the plainti ff to secure such

testimony if he has an unjust claim. The only cases in which it is not

necessary for the plaintiff to secure expert testimony is when the wrong is so

obvious that the lay jury, without the aid of expert testimony , could pass

judgment on the wrongfulness of the conduct.

• Most important , however, is the fact that the standard by which any

person , including nurses and physicians , is judged is not a rigid standard. A

physician ’s conduct is judged by the manner in which the average physician in

the same or similar community would have acted under similar conditions. The

standard of negl igence takes Into account the fact that the physician may have

been at the roadside with limited equipment , poor lighti ng , and no trained

• assistance. If a physician stops a life—th reatening hemorrhage at the

roadside wi thout sterile equipment , and a subsequent infection develops ,

• there Is no case since it would be impossible for liability to result.

However, if the physician tended a cut hand while ignoring an obstructed
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airway , and the patient died as a result , the physician woul d, in all

probability , be held liable. It seems that this is the way it should be ,

without a need to refer to such questions as “did he act in good faith” or

“did he act wi thout pay.”

Despite problems of interpretation , it is clear that the purpose of the

statutes is to encourage vol unteer medical assistance In emergency sitaut lons.

The language which grants immunity al so supports the wi despread popul ar belief

that the doctor , nurse , or layman who is covered by the act will be protected

from liability for ordinary negligence in rendering assistance in an

emergency. In summary , this reinforcement of the principles of common law may

be the only worthwhile purpose served by such statutes.

6. Implications for Population Rel ocation

It is apparent that good Samaritan laws are a questionable type of

remedial or protective legislation in normal times. They are fraught with

l egal probl ems and imagined characteristics.

Are they more relevant for crisis situations?

None of them seem to contemplate the population relocation situation.

They were initially designed primarily for auto accident scenes and only for

physicians. The present form of many of them coul d be interpreted more

broadly as covering diverse places and personnel . But they all seem to focus

on an unplanned “emergency. ” Only to the extent that a state good samaritan

statute is not so limited woul d it be applicable in mass crisis situations.

Each state’s statute woul d have to be examined in the light of any availabl e

court decisions (few are likely to exist) and state attorney general opinions

( there may be several of these ) .

More important , however , is the general conclusion reached by most legal

commentators on good samaritan legislation. It is redundant at best and only
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serves to explicate ( and publicize) the common law. If courts view It as

being a substi tute for comon law pri nciples , a good samaritan law may in fact

narrow rather than expand the protection of rescuers. Nevertheless, the

common law is widely accepted as furnishing adequate protection to rescuers,

since liability will be imposed only when the rescuer ’s actions can be

convincingly said to be unreasonable a ter considering the circumstances

• invol ved.

One other possibl e useful legal purpose served by good samaritan

legisl ation may be the overriding of professional license l aws for nonresident

physicians and for other persons who are not physicians , as discussed in

Section E. The provision of immunity from civil and criminal prosecution for

“practicing medicine wi thout a license ” could be used by a defendant lay

rescuer or a professional who has handled an emergency in another state where

he is not l icensed.

The principal social effect of such laws is to cause ordinary citi zens to

believe that they cannot sue a rescuer. The more extensive the publicity

about good samaritan laws , the more likely it will have a protective resul t

for persons assisting others in distress.

Thus , to be useful for population rel ocation situations , the good

samaritan l aws of every state should be amended to eliminate the numerous

probl ems cited above and to anticipate the special needs that relate to that

type of national or state emergency.

7. Model Statute

A suggested model provision is presented here to point out the

necessity for amendment of state statutes, if good samaritan legislation is to

have any special application to population relocation situations:

Any person who renders health care services in this state
during a national or state emergency shall not be liable
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In any criminal or civil action for failing to have an
appropriate license to practice in this state or for
performing services outside the licensed scope of practice
permitted by any license currently held. Such person
shall be otherwise liabl e only for those acti ons which are
unreasonable under the circumstances of the situation,
taking Into account the existence of the national or state
emergency. A “national emergency” is defined as the
period of time which the President has (or would have if
he were able) decl ared as a “nati onal emergency.” A
“state emergency” is the period of time which the Governor
of that state has (or would have If he were able) declared
as a “state emergency.”

This model may be modified to accomodate state law, particularly as to

the wording of current good samaritan legislation and any existing definition

of “national emergency” or “state emergency.”

E. Liability for Violation of Professional Licensing Laws

Most of the fol l owing discussion applies to physicians who may be

unl icensed in the state where they are rendering either ordinary or emergency

care or do not have a currently valid license from the state where they

practice. The l egal aspects of the discussion are largely applicabl e to other

heal th professional s, as well. All states regulate the acts and activities

which compri se the practice of medicine. This means that the provision of

medical care in all settings by any person is controlled by state law. There

is great variety from state to state In how such regulation is accomplished.

Most states have a board (usually called Board of Medical Examiners) to

administer the law and provide a criminal penal ty for any person convicted of

practicing medicine wi thout a license. For exampl e, Massachusetts law

provides that a person can be punished by a fine of up to $1 ,000 or

impri sonment up to one year, or both . Michigan law provides a penalty of up

to $200 or impri sonment up to six months, or both. North Carolina has a

• penalty of $50 to $100 or imprisonment at the discretion of the judge, for

each offense.
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• There are very few cases which are reported under the licensure statutes

of the states, and an even smaller number which apply to out—of—state

• practi toners and to emergency situations. Nevertheless , a charge of

practicing medicine without a valid license is a real possibility for any

physician who responds to an emergency In a state other than one In which he

is licensed , unless the licensure act of the state in which the emergency

occurred excludes the rendering of emergency care from its provision or has

some other protective proviso for out-of—state physicians. Similarly, a

nurse , dentist , pharmac i st, rescue squadsman or l aymen coul d be similarly

convicted.

In addition to the possibility of facing a charge of practicing medicine

without a license , the violation of the licensure statute al so has severe

ramifications if a negl igence mal practice case were to be brought by a person

who claimed that the care given him by the unlicensed person resul ted in harm.

There have been no cases arising out of the rendering of emergency care.

However, violation of a statute, particul arly a statute carrying criminal

penal ties, is often considered evidence of negligent conduct , and in a

minority of states, violation of a statute alone is enough to actually

constitute negl igence. Thus , it is extremely Important for &~ physician or

person giving heal th care services to be aware of the statutory provisions

pertaining to licensure .

One of several probl ems that Cheyet has observed is that, while most

states exempt the physician who acts In an emergency from the licensing

requi rement, they do so in ambiguous ways, failing almost universally to

define what type of emergencies are covered or what situations may be

considered emergencies to begin wi th.
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The statutes which discuss emergency care and licensure usually take

one of two approaches . Either they expressly exclude the physician who

renders medical services in an emergency from the licensing law , or they deem

by legislat i ve fiat that such person is not practicing medicine. The first

approach seems to be far more logical , since the physician who stops at an

automobile accident is certainly involved in practicing medicine as the term

is comonly used. It makes far more sense to recognize this and merely exempt

him from the state’s licensing act in such situations. Neverthel ess, either

approach will effecti vely protect the physician who does act in the

emergency situations.

Another problem Cheyet notes is that if a physician licensed in a state

other than New Jersey was passing through New Jersey and stopped to give aid

to an injured accident victim , he woul d only be excused for practicing

medicine without a license until a licensed physician arri ved on the scene.

At that point , he could take no further action regarding his patient . He

certainly could not be charged with abandoning his patient because a patient

is not abandoned if he is delivered over to the hands of other qualified

medical personnel . However, there are difficult ethical questions involving

the duty of a physician to complete treatment which he has begun . Apart from

licensure considerations , the physician —patient relationship has definitely

been established , and it seems improper to require the first physician to

cease all activity as soon as the second physician arrives. The situation

could be compounded if , for example , the chief of surgery at an out-of-state

hospital were to stop to give aid on a New Jersey highway and the first

licensed New Jersey physician on the scene were an i ntern on his first

accident call. The law should facilitate the giving of the best care possible

V 1-26



to an injured person , and, in the case of a physician , there should be no such

l imitation which prohibits him from acti ng even fol l owing the arrival of a

licensed physician. The provision is a good one if a l ayman Is first at the

scene, but not if a physician Is the first to respond.

There is a qualification in the New Jersey law which does soften the

Impact of this provision ; the person first at the scene can continue his work

if he functions “under the direction of” the licensed physician. Thus , the

first physician might be said to be working “under the direction of” the

second physician , but this arrangement may give rise to other more complicated

problems .

Vermont has a similar provision in its licensure law , but it does not

even exempt the person functioning under the direction of the licensed

physician. The statute provides that the licensing chapter does not apply to

“any person or persons giving aid , assistance , or relief in an emergency or

accident cases pending the arrival of a regularly licensed physician or

surgeon.”

Loui siana exempts from its licensure statute only those persons who are

attending a woman in chi ldbirth . No other emergency situation is covered.

Perhaps it was deemed by the legislature that other emergencies can wait for a

physician , but that childbirth presents a problem of much more immediacy.

This seems to be a rather narrow limitation which would impede the action of a

physician licensed in another state or a Louisiana physician whose license ,

for one reason or another, was not in effect.

Iowa has al so pl aced severe restrictions on the cl ass of persons who can

act in an emergency wi thout viol ating the licensing statute. The law provides

that among those exempted are “students of medicine or surgery who have

completed at least two years of study In a medical school ” approved by the
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medical examiners , and who prescribe medicine under the supervision of a

licensed physician and surgeon , or who render gratuitous service to persons in

case of emergency. This is the only exemption given for emergency care.

Thus , the out—of—state physician traveling through Iowa would not be exempted

from the licensing provisions , and woul d be Ill—a dvised to give assistance.

It is possible that one coul d claim that physician was a fortiori a student of

medicine or surgery who has completed at least two years of study In a medical

school (the statute does not specify that it has to be an Iowa student or an

Iowa medical school ) , so it is conceivabl e that an out—of—state physician

coul d come under the exemption. The rest of the l anguage in the paragraph

makes such an interpretation extremely unlikely, however, and Iowa would do

wel l to broaden its exemption.

Wisconsin , in both its good samaritan legislation and its emergency

licensure exemption , defi nes an emergency situation in such a manner as to

exclude the confines of a hospi tal or other institution which has hospital

facilities , or a physician ’ s office.

The language of the Virginia statute poses an interesting problem . It

provides:

“Nothing in this chapter shall be construed to prohibit or
require the furnishing of first aid or medical assistance in
case of a genuine emergency in the absence of a qualified
practi tioner.”

In addition to the question of what is a “qenuine emergency ,” an even more

important problem is what is meant by the words “qualified practi tioner?” If

these words mean a practi tioner who is licensed to practice in Virginia , then

the statute Is the same as Vermont , and the out—of—state physician , as wel l as

the nurse or l ayman , woul d be displ aced as soon as the licensed physician

arrived. If , on the other hand , “qualified practitioner ” means one who is

qualified to practice medicine , then one would be faced with a real problem as
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to who would be displaced by whom at the scene of the accident. The graduated

medical student or the physician licensed in another state could both be

considered “qualified to practice medicin e.”

Such language is difficul t to interpret and is illustrative of poor

legislative drafting.

Many states require that the emergency care rendered be gratuitous . This

requirement is similar to that contained in the good samaritan statutes. The

states which exempt physicians licensed in other states and others who are

permitted to render aid only if they do not charge for their services are

Arkansas , Colorado , Illinois , Indiana , Iowa, Kansas , Maryland , Missouri ,

Nevada , and New Mexico. For example , New Mexico law states:

~‘Provided that nothing in this act (medical licensure
provisions) shall be construed to prohibit gratuitous
services in cases of emergency or the domestic
administration of family remedies . .

It is clear that if a physician did charge for his services in rendering

emergency care, he might wel l be held to have waived his exemption and thus

woul d be open to a charge of practicing medicine without a license.

Again , the purpose behind the exemption is to encourage physicians

licensed in other states and other persons to render a.d in an emergency even

though they are not licensed to practice medicine in the state in which the

emergency arises. The requirement that no fee be charged works against this

purpose and is probably based on a rather antiquated notion that a physician

who Is given some kind of immuni ty cannot al so real i ze monetary benefits .

F. Special Reporti ng Obl i gations for Health Care Providers

In a population relocation situation or otherwi se , any person providing

heal th care services should know that state and local health statutes and

regulations require certain information to be transmitted to governmental
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officials. Al though most statutory reporting requirements do not contain an

express immunity from suit for unauthorized disclosure , as a general rule the

person making the report under statutory command wil l be protected by the

doctri ne of privilege . The reporti ng statutes are the legal means by which

the states regulate the health , wel fare, and safety of their citi zens through

the exercise of the state ’s general police power. Out—of—state providers of

care are likely to be subject to these reporting requirements when functioning

in a host area.

1. Child Abuse and Neglect

What constitutes an abused child is difficult to determine because

it is often impossibl e to ascertain whether a child was injured intentionally

or accidentally. Even the legal definition of a child varies. In one state a

12—year old is an adul t in the eyes of the law; in another state an 18—year

old is legally still a child. To compound the confusion , some state laws

apply to minors , but do not specify what a minor is , and others use the word

“child” without further definition.

All states and the District of Columbia have enacted laws to protec t

abused or neglected children . Furthermore , almost all states specify the

persons required to report cases of child abuse or neglect.

Ihe various laws di ffer in their definition of an abused child.

Generally, an abused child is one who has had serious physical injury

inflicted by other than accidental means. The injuries may have been

inflicted by a parent or any other person responsible for the child ’ s care.

Some states extend the definition to include a child sufferi ng from

starvation. Other states include moral neglec t in the definition of abuse .

For example , Arizona mentions immoral associations; Idaho includes endangering

the child ’ s morals; and Mississippi describes being found in a disreputable
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place or association with vagrant , vicious , or immoral persons. Sexual abuse

is also enumerated as an element of neglect in the statutes of a few states .

Most state laws require certain people to report suspected cases of

abuse. In a few states, although not required to report instances of child

abuse , certain identified individuals who do so are protected . The child

abuse laws may or may not provide penalties for failure to report . The

classificat ion of individuals covered by the various statutes ranges from

physicians to “any person. ”

All abused—child statutes provide protection from civil suit for anyone

making or participating in a good faith report . Most states also provide

immunity from crimi nal liability. Even in states that do not , it is

extremely unlikely that anyone making a good faith report of suspected child

abuse would be subject to crimi nal liability.

Reporting laws specify the nature and content of the report of child

abuse. Al most all the statutes require that when a person covered by statute

is attending a child as a staff member of a hospital or similar institution ,

and child abuse is suspected , the staff member must notify the person in

charge of the institution , who in turn makes the necessary report . Typical

statutes provide that an oral report be made immediately, followed as soon as

possible by a written report . Most states require that the report contain the

following information: the name and address of the child , the persons

responsible for the child’ s care , the child’ s age , the nature and extent of

the child’ s inj uries (including any evidence of previous injur ies), and any

other information that might be helpful in establishin g the cause of the

inj uries and the identity of the perpetrator.

2. Newborns

Most states require anyone in attendance at birth to report , either
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to the physician in charge or to an appropriate heal th officer , all ins tances

of diarrhea , staphylococcal disease , or other infections. Most states provide

for penalizing any violator of these l aws.

In particul ar , health personnel must report infl ammation , swelling,

redness , or unnatural discharge from an infant ’ s eyes ( ophthalrnia neonatorum).

Phenyl ketonuri a (PKU) is one of the most recent additions to the list of

reportable conditions. Actually , the chief concern is to encourage the

testing and treatment of infants for PKU . However , some statutes , such as

Nevada ’s, still require a report to an appropriate heal th agency if tests

reveal PKU in an infant.

3. Communicabl e Diseases

Many states have enacted l aws which require that actual or suspec ted

cases of communicable disease be reported to the proper authorities. Al though

other persons are affected, the responsibility for reporti ng generally falls

upon a physician or a publ ic health nurse. For exampl e, a Hew York regul ation

provides:

• “SANITARY CODE , Ch. 2, PEG 3 (1954). Reporting by others
than physicians of cases of diseases presumably
communicable.

When no physician is in attendance it shall be the
duty of the head of a private household or the person in
charge of any insti tution , school , motel , boarding house ,
camp or vessel or any public health nurse or any other
person having actual knowl edge of an individual affected
with any disease presumably communicable , to report
immediately the name and address of such person to the
local heal th officer. Unti l official action on such case
has been taken , strict Isol ation shall be maintained. ”

4. Viol ent Wounds

Gunshot or viol ent wound l aws requ i re reports where injuries are

inflicted by lethal weapons or, in some cases , by unlawful acts. Some
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statutes even include automobile accidents within their definition of lethal

weapons. The New York statute is typical :
“ S265.25 CERTAIN WOUNDS TO BE REPORTED (Penal Law)

Every case of a bullet wound , gunshot wound , powder
burn or any other inj ury arising from or caused by the
discharge of a gun or fi rearm , and every case of a wound
which is likely to or may result in death and is actually
or apparently Inflicted by a knife , icepick or other sharp
or pointed instrument , shal l be reported at once to the
police authorities of the city , town or village where the
person reporting is located by: (a) the physician
attending or treating the case ; or (b) the manager ,
superintendent or other person in charge , whenever such
case is treated in a hospital , sanitarium or other
insti tution. . . .“

5. Crimi nal Acts

Besides the subj ects specified by statute as reportable , the heal th

care provider may have a moral or legal duty to report to the police such acts

as attempted suicide , assual t, rape, or the unlawful dispensing or taking of

narcoti c drugs. Much of thi s information may be learned while caring for

patients and woul d ordinarily be privileged communication. Therefore, care

must be taken that only the police are given such information .

G. Admission and Discharge of Patients

• A population relocation situation will necessitate the reduction of

services in facilities in ri sk areas and the transfer of patients to

facilities in host areas. A number of legal problems arise when patients are

i nappropriately discharged or transferred and when a facility refuses to treat

or admit new patients. The general legal pri nciples which apply in normal

situations can be expected to affect the outcome of disputes or complications

arising during crisis rel ocation and therefore should be used in pl anning for

decisionniaking.

1. Admissions

Hospitals and other health care insti tutions have found themselves
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in l egal difficul ty for mishandling the acceptance , transfer or rejection of

patients who present themselves at the hospital door.

Usually no legal problems concerning the right to admission arise when a

hospital accepts a person through formal arrangements made beforehand by the

person ’s physician , if that physician has admitting privileges at that

hospital . On the other hand , when an individual appears, at the emergency

service of the hospital , or when a physician with admitting privileges

requests that a patient be admitted and the hospital does not desire to treat

the patient , some l egal difficul ties may emerge. This problem may arise wi th

host area facilities.

There has been a rel uctance on the part of courts to depart from the

traditional view that no person has a positive right to be admitted to a

hospital . Generally, this has been so with respect to chari table and

governmental , as wel l as proprietary hospitals. While discrimination in

admission practices on the basis of race , color , creed or national origin

consti tutes a viol ation of laws forbidding discrimination , such provisions

merely forbid the use of these cri teria but do not create a positive right to

be admitted . There , even though a citizen may have a statutory right to

admission and treatment, admission is still subject to availability of space.

However, an analysis of judicial decisions reveal s a marked tendency of

courts , while maintaining the traditional view , to find other bases for

imposing a duty upon the hospital s to admit persons for care under various

circumstances. These legal bases upon which a right to admission may be

asserted and the statutes which relate to admission are subject to variance

among the host areas.

A 1961 Delaware case was the genesis of a significant but not universal

trend in other states to impose a duty on all hospitals which maintain
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emergency rooms to provide adequate emergency services to all who seek them.

However, all courts have not established a clear mandate that hospital s must

admi t all patients seeking emergency care .

Denial of admission to a hospital because of misdiagnosi s of a serious

condition by the emergency department personnel is a problem for both host and

risk area hospitals. Cases involving ruptured appendix , head injuries and

myocardlal infarctions indicate that courts will uphold j ury awards against

hospitals when there was evidence that inadequate diagnostic tests were

performed or physicians were not involved in making the diagnosis. Al so, when

a patient is ghen emergency treatment and sent home without instructions

(e.g. , a “head sheet ” for head injuries) to return if certain symptoms appear ,

a hospital is exposing Itsel f unnecessarily to charges of negl igent care and

fol l owup.

2. Discharges

The two major problems that ari se with respec t to discharging

persons from hospitals rel ate to the exercise of restraint upon patients who

desire to leave and the discharge of patients whose heal th or safety may be

endangered by leaving the hospital . Both of these situations may arise during

crisis relocation.

In some states , statutes creating and regulating governmental hospital s

include provisions that deal with procedures for the discharge of patients.

Statutory provisions in several states apply to nongovernmental hospitals.

Di scharge provisions are ordinarily general in nature and defi ne the right to

discharge a patient as an act of discretion by the managing hospital

authorities , based upon the medical condition of the patient or upon the

authorities ’ suitable reasons. Most discharge statutes merely provide that

rules may be promulgated for discharging patients . The legal principles
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regarding discharge have generally been derived from court decisions and do

not seem to vary because of the nature of the hospital ’ s ownership.

A patient of sound mind shoul d not be prevented from leaving the

hospi tal . Action to prevent a patient from leaving would constitute a fal se

impri sonment for which the hospital would be liable.

When a hospital (either in a host or risk area) undertakes to treat a

person , it must not act unreasonably in removing him or in having him removed

from the premises. The law requires that a patient be kept in the hospital

and that treatment be continued if it is foreseeable that his condition would

be aggravated or the risks of danger increased by removal . It is not

necessary under general law for a hosp ital to retain a patient until he is

cured. A pati ent may be transferred to another hospital as long as the risk

of harm to the patient resulti ng from the transfer is not unreasonable. If a

new patient is presented to a risk area hospital , moreover , there may be a

duty to transfer the pati ent to another hospital after emergency treatment , if

the first hospital does not have the proper facilities and equipment for the

continued care of the patient.

As a general rul e, a patient should only be discharged from a hospital

upon the written order of a physician who is familiar wi th the physical

condition of the patient. Di scharge of a patient , apparently unable to reach

home safely because of age or disability , or discharge in the custody of a

person unlikely to be able to safeguard the patient properly, coul d constitute

negligence if such pati ent met wi th injury upon leaving the hospital . The

appropriate standard of care may require that the hospital provide or arrange

for a suitable escort for such a patient. After a discharge order has been

given by the physician , the hospital no longer need permi t the patient to

• remain , except to ensure that such necessary assistance is provided. If the
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patient refuses to leave the premises , his status is that of a trespasser , and

reasonable force may then be used to secure his removal . A North Carolina

statute declares it criminal trespass for a patient to stay after being

discharged from the hospital , and permits law enforcement officials to remove

the trespasser.

• There are times , such as during crisis relocation , when a patient might

be released temporarily in the custody of a willing relative or friend. The

decision to rel ease the patient temporarily is basically a medical decision ,

but it may have legal implications. The hospital is charged with the duty to

retain the patient or to transfer the patient to a hospital in a host area ,

when i t  is forseeable that the person ’ s condition will be aggravated by a

temporary absence. If a patient is to be released temporarily, the hospital

should follow procedures designed to minimize risks to the patient during his

absence , such as providing full instruction for sel f—care .

H. New State and Federal Legislati on

In analyzing existing state and federal health l aws as they relate to the

population relocation situation , it is clear that there are numerous , unwieldy

l egal prob l ems. Some of these problem s can be avoided by the enactment of

carefully designed legislation. Others , particularly those related to

reimbursement for medical services , can be resolved by administrati ve action.

State legislati on is strictly a matter for individual state action.

However , two mechanism s have been successfully atilized to promote uniform and

expedient state action.
- 

The first is the development of model legislation. There are various

groups which have been acti ve in developing and promulgating model l aws ,

notably the Council of State Governments and the Commission on Uniform State
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Laws . Interstate compacts , including an existing one on civil defense, are

a form of mode) legislation.

The second is the use of federal funding programs to induce state

governments to adopt programs outlined by the federal legislation. One of a

mul titude of recent examples Is the National Heal th Planning and Resourc e

Development Act of 1974 (P.L. 93—641 ) . Under that act and subsequent

regulations issued by the Department of Heal th , Education , and Wel fare each

state must have an approved “certificate of need” program by 1980 in order to

continue to receive federal funding of numerous public heal th and mental

health proj ects. When a legitimate “national end” is involved , conditions can

be attached to federal grants which amount to near coercion.

A different approach is the enactment of direct federal legislation to

avoid or resolve anticipated problems due to medical actions taken during

population relocation. Such legislation would be based on the Constitutional

grant of power to the Congress to directly regulate foreign and interstate

commerce. Numerous federal heal th laws have been enacted under this power

rel ating to the regulation of food, drugs , and cosmetics , inspection of meat

products, control of biol ogical products , and l abeling of hazardous

substances. These matters have been entrusted to federal agencies and

enforced by federal officers with offenses tried by federal courts .
• There seems to be no substantial doubt that the Congress coul d enact

• legislation to address most of the probl ems discussed herein.

An excel lent discussion of heal th legislation and regulations as it

pertains to the respective roles of federal and state government

responsibilities is contained in Frank P. Grad , Public Health Law Manual ,

American Public Health Association , 3rd printing , 1973.
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Cheyet in Legal Implications of Emergency Care, after analy zing the

various pieces of state legislation rel ating to civil defense and disasters

(including the Interstate Civil Defense Compact , signed by about half the

states), concluded: “ ...it would appear that in most states the physician has

two choices: he must either make a l awyer a part of the triage team , or he

must completely ignore the disaster legislation as pi~esently consti tuted. The

l atter course is highly recommended , al though it is hoped that better statutes

in this area will soon be forthcoming.” (p. 126)

I. Checklist of Potential Legal Problems and Issues Involved wi th Management
of Medical Problems in Population Relocation

The fol l owing checklist outlines the matters to be addressed in

considering the legal issues raised in planning for medical care during crisis

relocation. It may be used as a tool in analyzing any particular state or

geographic area , which may be either a host area or a risk area , in order to

arrive at an assessment of the medico—legal environment within which

population rel ocation must be accompl ished. It is also a guide for developing

l egisl ation or legal interpretations which are designed to foster a more

favorabl e l egal cl imate , or at least more predictable l egal outcomes. The

i tems addressed in the checklist pertain both to any state—by—state approac h

to legal modifications being proposed or to a new national legislative program

to resolve medico—legal probl ems which may arise in , or fol l ow from , crisis

relocation.

Not incidentally the checklist reveal s the complicated agenda of legal

issues that are involved -wi th the study topic and indicates the necessity for

further attention to be given them beyond the scope of the present study .
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~ CHECKLIST

A. Health Care Personnel

1. Host State Problems for Out—of—State Providers

a. License Laws

(1) What are the reciprocity provisions? Is there a mechanism

for l imi ted permits or temporary exceptions?

(2) Can out—of—state providers be used as “consultants?”

(3) Are there specific restrictions on the use of certain

persons or procedures? Are licensed or certified

out—of— state providers such as nurse practi tioners,

physician assi stants, emergency medical technicians (EMTs)

given any legal status?

(4) What is the definition of “emergency” for purposes of

exempti on? Are there attorney general opinions recorded

on this matter?

(5) What does the absence of rel evant provisions mean?

b. Liability

(1) What is the prevailing l egal formul a for determining the

standard of care for the host state? Is it the

trad tional “same” or the newe r “ same or similar ”

community rule? (The “same or similar ” rule is much more

supportive of out—of- state providers ).

(2 ) Do the statutes or case law spel l out the legal

authori zation or consent requirements for adul t , minor ,

Incompetent and incapacitated patients? Is it the

“comunity rule ” or the “reasonable man test?”
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(Out—of-state providers would be bound to fol low the local

practice).

(3) Is there statutory gui dance on confi dentiality , beyond the

common law principles of Invasion of privacy , breach of

contract, and defamation? (Unfamiliari ty with the local

law is no defense to a breach of confidentiality.)

(4) Are there professional liability insurance requirements

for providers to practice in the state or particular

insti tution? Is there a state mal practice insurance fund?

Do the out—of—state providers have geographically limited

coverage under their own policies?

(5) Is there a good Samaritan l aw? Who does it cover? (Some

cover only persons licensed in the host state.)

c. Statutory Obligati ons

(1) What diseases and conditions are reportable (communicable

diseases , cancer , child abuse and neglect , newborn

conditions , violent wounds , aborti ons , etc.)? To whom and

by whom?

(2) What are the procedures for reporting vital statistics?

Who can sign birth and death certificates?

d. Hospital Privileges

Do hospital s in the host state have procedures for

granting temporary privileges to visiting medical staff?

Are there restrictions against certain persons (foreign-

trained physicians; osteopaths; podiatrists; denti sts;

nurse practi ti oners; physician assistants , etc.)?
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e. Drug Laws

(1) What are the restrictions on prescribing, dispensing and

administering prescription drugs?

(2 ) Can nurses and physician assistants prescribe?

2. Host State Probl ems for In—State — Health Personnel

a. License Laws

(1) What is the scope of practice permitted for each category

of heal th provider?

(2) What limitations are imposed on the performance of medical

acts by nurses , physician assistants and EMTs?

(3) Can Ellis perform emergency medical services to the extent

of their training? Are there special statutory provisions

for EMTs?

(4 ) Are there provisions for trained personnel who do not hold

current licenses (e.g., reti red nurses and physicians)?

(5) What Is the extent of exceptions from the license act

stricture for “emergencies ” and “domestic remedies ”? Are

there court cases or attorney general opinions which

explain these forms?

(6) Are there special provisions which permit cardiopulmonary

resuscitation to be performed by any person trained to do

so?

(7) Is there authority for licensing boards or the Governor to

waive or suspend license requirements in a state or

national emergency?

b. Liability

(1) What is the l egal formula for determining the “standard of
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care ’ to be observed by non—physicians when performing
medical functions (i.e. , is a nurse , a physician

assistant , or an EMT held to the same standard as a

physician)?

(2 ) What are the requirements for the legal authori zation or

consent of patients who are adults , minors , Incompetent ,

or incapacitated? Are they different in an emergency?

Are there special statutory provisions for emergency care

of minors?

(3) What are the rules for confidentiality in providing

medical care? Are they different in an emergency?

(4) Do standard l iabil i ty insuranc e policies contain any

restrictions or exceptions for state or national

emergencies (e.g. , act of war)?

(5) What special legal i nlTl u liities in the statute s apply to

heal th care providers ( good samaritan laws , reporting

l aws , etc.)?

C. Statutory Obligations (same as for out-of—state health

personnel , plus the followi ng) :

( 1) What duties do medical examiners and coroners have with

regard to deaths of non—residents? Can they delegate

their duties to others in emergencies?

(2) Are there restrictions on workers compensation in a state

or national emergency?

(3) Are there state l aws or regulations restricti ng overtime

work by state or local government health care employees?
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(4) Can the Governor or other government official waive

restrictive statutes during a state or national emergency?

d. Drug Laws

(I) Who besides physicians has statutory authority to

prescribe , dispense , and administer drugs——nurses and

physician assistants , in some circumstances?

(2) Can denti sts prescribe for medical conditi ons?

(3) Can veterinarians prescribe for human patients in an

emergency?

(4) Can pharmacists diagnose and treat in emergencies?

(5) Are there special state requirements rel ating to blood and

blood products which might hinder use in a state or

national emergency?

e. Reimbursement

(1) Does third party insurance coverage for hospi tal and

medical care conta in restrictions on reimbursement during

a state or national emergency? Is there a standard “act

of war” excl usion cause?

(2 )  Is there any provision in state law for Medicaid

requirements to be simplified during temporary periods of

emergency condit ions? In federal law for Medicare?

t. Contracts

(1) Do union contracts for health care empl oyees contain

restrictions which may hinder the full utilization of

personnel in hospitals , etc., during a state or national

emergency? Can overtime and ,job description restrictions

be waived in certain circumstances?
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f (2) Do contracts between public health departments and private

providers permit additional services to be provided to or

through heal th department facilities?

B. Health Facilities and Equipment

I. Facilities in Host Area

a. License Laws

(1) Do license l aws prohibit the use of facilities (nursing

homes, veterinary hospitals , clinics ) from any unlicensed

use , such as temporary conversion to acute medi cal care

tor a rel ocated populati on?

(2) Are there restrictions on capacity for hospital s, nursing

homes , etc.? Can they be waived?

(3) Can unlicensed facilities (high school gyms , civic

auditori ums , warehouses , etc.) be utilized during

emergencies for treatment of patients?

b. Liability

( 1)  Would a hospital be liable to damaged patients under the

corporate negligence doctrine for allowing its facil it ies

to be utilized by unlicensed practi tioners (e.g.,

out—of—state physicians) or by incompetent persons

( reti red physicians or nurses) during crisis relocation?

( 2) Can a hospital refuse admission of non—emergency patients

seeking to be transferred in from hospital s in a ri sk

area?

(3) What liability exposure arises when unstabl e or unfi t

patients desire to be transferred out after the

termination of crisis relocation. Or when stable and fit
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patients refuse to be transferred back to hospitals in

ri sk areas?

c. Reimbursement

(1) What restrictions exist on reimbursemen t for services

rendered duri ng crisis relocation: exclusions in BCBS and

commercial health insurance policies (“ acts of war; ”

federally provide d care ; vol unteer services)? Limitations

in Medicare / Medicaid regulations? Inapplicability of

tederal disaster relief programs?

(2) What level of reimbursement can be expected if it is

avai l able: costs based on actual expenses during crisis

relocation? Normal costs? Normal charges?

2. Facilities in risk area

a. Liability

( 1)  Does liability exposure to remaining patients for

negligence increase with the reduction of avai lable

services?

(2 )  What legal risks are involved in transferring or

discharging patients against medical advice or against the

wishes of patients?

(3) What l ega l ri sks are involved in refusing to treat or

admit new patients during crisis relocation? Or for

refusing to accept transfers during period immediately

tol lowi ng crisis relocation?

b. Employees

What legal complications ari se in the management of

remaining employees: are union contracts suspended , etc.?

V 1-46



•—~ - ••.— - —,-----.---- - --• • ----~--- •
--

I
c. Reimbursement

Are there restrictions on reimbursement for services

rendered during crisis relocation?

3. Equipment

1. Are there licensure restricti ons on the use of out—of—state
• equipment (ambulances , portable l aboratory equipment , etc.) in

the host state?

2. Are there waiver provisions in applicable regulations?

C. Interstate Relations

Do any existing interstate compacts , or other agreements or

arrangements between states, or emergency powers of Governors to act

alone or wi th other Governors , affect any of the matters outlined in

Sections A and B?
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j APPENDIX VI — A

LEGA L LITERATURE ON POPULATION RELOCATION MEDICAL PROBLEMS

There is scant legal literature which applies to the consideration of the

management of medical problems in population relocation. No books or articles

were identified which apply directly and few pieces were located which were

hel pful in analyzing the l egal implications of this problem . There is some

l egal literature on the general probl ems surrounding licensure , al though

littl e on the question of the relevance of license statutes to out—of—state

practi tioners and unlicensed persons in emergencies. There is a considerable

number of articles about good samaritan law , most of it critical of

legislative attempts to deal wi th the legal issues involved in rescue or

emergency medical care situations. Very little legal information is available

on the question of reimbursement.

Perhaps the closest work to being useful is Neil L. Cheyet’s book Legal

Implications of Emergency Care, published in 1969 by Appleton—Century Crofts,

New York . It is aimed at physicians and focuses on emergency situations but

contains some discussion useful in preparing this chapter. A portion of his

short chapter on “Medical Care in a Disaster ” fol l ows :

“One might wel l wonder at the need for a consideration of
the legal implications of the physician ’s action in time
of a national or local disaster. It is possible that even
in time of great cal amity , with perhaps thousands of
casualties , the physician must pause to think of the risk
of legal liability ? The answer is unfortunately in the
affirmative , due primarily to careless statutory drafting
and a lack of understanding of the problems on the part of
those responsible for disaster care planning and
legislation.

“The national picture concerning the physician ’ s liability
in a disaster is extremely confusing. It is of course
more essential to view this problem in its national scope
than any other aspect of emergency care because of the
fact that state lines and jurisdictional l imitations would
decrease greatly in significance in the event of a national
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( disaster. In spi te of the need for j oint action among
j urisdictions , there is an amazing lack of continuity
among state l aws dealing wi th the subject of disaster.
It is hoped that this chapter will provide some
impetus for a standardization of the state laws which
deal with the disaster situation.

“The Office of Emergency Planning of the Federal
Government is presently prepari ng a new national plan.
Questions such as legal liability of physicians and
others who may volunteer their services , as wel l as
licensure considerations which may affect professional
personnel who may fi nd themselves in other jurisdictions
during a disaster , shoul d be dealt wi th in this new plan.
The 1964 national plan makes no mention of these
significant questions. A model statute is badly needed ,
as current statutes and attempts at promulgation of an
effective interstate compact system have not been
successful .“

Two other works are tangentially useful ; one dealing wi th the legal

aspects of the U. S. Public Health Service , the other addressing the entire

range of l egal probl ems in state and local public health programs. They are:

Eli P. Bernzweig, Legal Aspects of PHS Medical Care , PHS Pub. No. 1468, DHEW ,

1966 and Frank P. Grad , Public Heal th Law Manual, American Public Heal th

Association , 3rd . printing, 1975.

Finally, a few articles in the recent legal literature which may have

some bearing on the problems discussed herein are shown in the Selected

Bibl iography below.

One conclusion that can be reached from a survey of the legal literature

is that this is a matter which has not yet been brought to the attention of

the l egal community and which therefore invites (and perhaps demands) further

attention. Failure to pursue additi onal analysis of the many legal probl ems

• involved and to act on appropriate recommendations will force after—the—fact

legal involvement , with unpredictable results.

V I-52

- - - -
~ 

-• -  -- --- -- -- ••- - -- •



Selected ~ibliographj

Committee on Disaster and Emergency Care , Disaster and Emergency Medical
Services for Infants and Children. Ev anston , Il linois: American Academy
of Pediatrics; 1972.

Cornel l University Medical Co llege Trauma Research Group, The Treatment of
Mass Civi l ian Casualties in a National Emergency, PHS Pub. No. 107 1—C—S .
Washing ton , D.C.: Health Services and Mental Health Administration ,
Division of Emergency Health Services , 1970.

“First Aid to Passengers: Good Samaritan Statutes and Contractual Rel eases
from Liability, ” Southwestern Law Journal , Vol . 31 (1977) pp. 695—713.

Garb , S. Disaster Handbook, Second Ed ition. New York : Springer , 1979.

“Government Contracts: the Third Party Beneficiaries and the Expanding Body
of Federal Comon Law ,” Un iversity of Miami Law Review , Vol . 31 (1977)
pp.1493—1503.

Hessel , S. J., “Good Samaritan Laws:Bad Legislation ,” Journal of Legal
Medicine , Vol . 2, (May/June 1974) pp. 40-43.

Hoegh , L. A., Government Authority and Continuity in Support of Crisis Rel o-
cat i on , Part I-State , DCPA Work Un it 2313C. Lexington , Ken tucky :
The Counc il of State Governments , January 1977.

Jelenko , C. and C. F. Frey, Emergency Medical Services: an Overview. Bowie,
Maryland : Robert J. Brady Co., 1976.

Larson , A., “Confl ict of Laws in Damage Suits Rel ated to Workmen ’s
Compensat ion ,” Mercer Law Rev iew, Vol . 28, (1977) pp. 695—713.

“Mal practice Aspects of Emergency Care by Nonphysicians ,” Gonza ga Law Review ,
Vol . 12 , (1977) pp. 676—90.

• “Negligence——Duty to Aid——S pecial Relationship Between Companions engaged in a
• Common Undertaking, ” Wayne Law Review , Vol . 23, (1977) pp. 1339—49.

Para d , H. J., Resnik , H. L. P., and L. G. Parad , Emergency and Disaster
Management: A Mental Health Sourcebook. Bowie, Maryland :
Charles Press Publishers , Inc., 1976.

U. S. Department of Heal th , Education , and Wel fare , Develo pments i n Heal th
Manpower Licensure , DHEW Pub. No. (HRA ) 74—3110. Washington , 0. C.:
Li. S. Government Printing Office , 1973.

U. S. Department of Heal th , Educat i on , and Wel fare , Licensure informat i on
• System, OHEW Pub. No. (HRA ) 76-34. Washington , D. C.: U. S. Governmen t

Pr i nt i ng Off i ce , 1975.

U. S. Department of Health , Education , and Wel fare , Report on Licensure and
Relate d Health Personnel Credential ing, DHEW Pub. No. (HMS ) 72—11.
Washin gton , 0. C.: U. S. Government Printing Office , 1971.

VI-53



Sel ected Bibli ography (Continued )

U. S. Department of Heal th , Education , and Wel fare, State Licensing of Health 
JOccupations , PHS Pub. No. 1758. Washington , D. C.: U. S. Government

Pr inting Off i ce , 1967.

VI-54

—. —--- - -~~~ - — — -~~~~~~~~~~~ • --.- .---- -- - • - ~~-- -—--- -—-—.-~~~ -- .  —- - -~~ —- — - —



- . _________________________

APPENDIX VI.B

HEALTH OCCUPATIO~’S LICENSED BY STATE

• I

VI-55

-
——----•-

~
---- -- — — -

- -~~~~-—-- --~~-- — -  - --— — -.~~~~~~~~--— •—~~~~~~~~~~~ -•----— ------ —----~~~—---- - - -,



-~ 
-—

F
CO ~~ CO 0) CD — — — tO ~~ 10 0) 0) 0) CO 0) CO CO CO CO ~ 0) 10 0) —
.~~~~~~~~~~ e4 t 4 — , 4 C M  CM — CM — Pd — Pd

U1S3!UIp j ~PItIH IIW!UV I • . S • • . S

UIU SUUI ~aA • • • • • • • • . • • • • • • • • • • • • • • • • • S S • • • •

~~~~~~~~~~~~~~ p..dg . . . . . . . . . . . . . .
1~ I~0M IS!30S • • S S • • • • .

UIUI~!UIS • • • • • . • • . . . • • • . . • . . . .

UI~3!UIpOj A~0Io! ps~ . . . .
S*SIIOIO IPA$d . . . . . . . . . e • • • . . e • • • • • • . . . . . . . . .

$SU~U!p0d • • • • • • • • • • • • • • • • • • • • • • • • • • • •
*UUSI~SV s Uui~!sAq~ • • . . . . . . .

(~OO) U1P!SMId .. . . • . . s . . . .  • i • • • • • •s • •  • • • •  • . . . .

(~O V1) U1I3!SAUd • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •

~ zu.usuy u~deiauj ~U3!SAq~ . . . . . . . . • •

~s~dv.qj ~I3IsAq~ •.. • • • . . . • • • •  . . . . •.. . . . . . •1  • . • • •
.~~ U13~WJlq,j • • • • • • • • • • • • • • . . • • • • • • • • • • • . . • •

~sI4awo~dO • • • • • • • • • • • • • • • • • • • • • • • • • • . • • • •

lII !~I~d0 • • . • • • •  • • •
-I

u~dvaqj 1.uo~Idn33Ø S S

g
3 f l N 11110I~ 1~0Jd • • • • • • • • • • I •• • • • • • •  S i l l S  u s  i l l  S

I 

_ _ _ _ _ _ _ _ _ _ _ _ _  ___________________________________________~ VflN II3!*~IJd . . .S .. . .. .  . . .~~~~~‘ . S
U
Uo •J!MP!~~~ l • • • • • • • • • • . •

qs~d,aqj Uo~*I~lqu~

~ I ’ ~°~~d ~5~pep4 A3U$IJSW~ • • • - • •x
$IU*1.OAH IS U.O • • • • •• • s l • . S . s s S  . . . . . • • • • s • •  • . . .

C-

th ui*u.a . . . . . . . . , . . • • • • • • • • • • , • • • • • • • •

U1t3!Utpel q ’l I~~ U!W • • •

~~~~~ qr~ lt8Iu!13 •
‘5 io~ eIdo1iq3 I • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •

JO3tIUIU!WPV IWOH I U ! S J f l Ø J . .  . S • • • • s . . i .i s  . . • . . .• •. . s .  S • • • •

JOwuI U!Wpy ,u*idso H I

iO~*4SIU!Wpy ~dsfl ‘hI” H 
___________________________________________________________________

u~m1aundn3y • I S I I

‘U 
I

— 
.
~~~~~- 0

> o~~~ ~~~.

~~~~~~~~~~~~~~ 
‘ ~~~~U 0

0 0

1’ 1 0 0 ~ :~ ~— — 0I •
~~ ~~ I I i g I

VI-56 

-~~~~-— --~~~~~~~ ~~
- -

~~~~
- - • -

~~~~~~ 
- - — - ---

~~~~~~~~~~~~~~~ 
—



__________________________ •

CO CO CD 0) 1050 0) CO CD I~- CO Pd CO CD 1 CD 10 10— —— —Ut~ iUq3Ij q
~4~SH ~uwsUy S S S I S S

USUlUUI~IA I S S I S S S S I I S I S I I I S S S

$OIO~pfly/2$IeO~Oq~l4 p..d~ I S S S I S I S I I I

1S~iOM II)3OS s I I I

UUUSUUI$ I S S  S I S I S S  I S I S

USSO!U431j Abo IoIps a •

$~Sl~OIOIpA3d I S S S S  I I I  I ll  1 5 1 1 5 5

$U1J!pOd S I S I S I S S I S S 5 S I 5 I  5 1 1  2!
*USU!SSV YIl~~~Aqd S I I I

• S I S I ~ ~ ~ ~ ~ ~ ~ ~ • ‘ ~

d S I S I S S SI S I I IS I S I I I I
0 —

wuuissy sids IIU lsisAq~ S S • S I 5 2!
s~dtu.qj ~u3~sAq~ •~~~~~~ S 5  5 1 5 1 5 1 5  1 5 1 1 5 1  I S  E

.

~~ . 
e I.lsqd • I S S  S I l lS  I S S S S I I SS S

SUIIUIO dQ . S I . S . S • .  I I I  S I S I S I S

USISI dO S S I  I 5 5 5  2!
_ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  —

wd.i.qj. j,uoqldn3aQ Pd

sI5lflN $SUOIS$a~OJd I S I S  1 1 5 5 1  ~~~~~~~~~~ • • • • • •  ~~

~ VflN II3!sS.1d S S S S I I I S S I S S  1 1 1 1 1 1 1

13!MP!W I .  • S  5 5  2!
o ~3!dtIS1U. uO~ e~Squ~ 

__________________________________________________ 
_ _ _

~~ IIUUO~~~,j I’~!P’~I /.3uaaJ.w3 I S 5 5

—
1S~USIIAH~~~USO S I S S  1 1 1 1 5  II III 5 1 5 1 1

s! UaO I S. .  1 1 1 1 1 1S 1 1 1S S S1 1

th urn~iuup.j q., 113!U!13 S It)

5 Z0~~SJ!fl q~ I’~~’I3 I S CD

• — =
I SS I S  I SI S  S I  I I I  1 1 1 1 1

I—. JO S1u!UIWPV SWO H IUISIflN 5 5 5 5  S S S I S S S I I S I S I S I  ~~

iow ssuswpy ~n~dso~ —
_ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  —

iO$flSI U!WPV Zd.O II”H ___________________________________________

sunsundn3V 
_______________________________________ -~~--

I
2

— 0 .2
‘U .E~~ 0 Cl)

S 
-

~ ~~~~~~~~~~~~~~~~~~~ -J

~~~~~~~~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~ ~~ ~~ja . .—  • —  ~~~~•— © CZ~~~~O C © = > >~~~~~~~~~~~~~ 1 Cl)

VI-57



~~
_ - -

~
-

~~
-— - - - -  — - . - --- 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

APPENDIX VI—C

ILLUSTRATIVE LIST OF SUPPL EMENTARY TASKS OF

MILITARY MEDICAL DEPARTMENTS

VI-59

~ 

_ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ __ _ _ _ _ _



APPENDIX VI—C

ILLUSTRATIVE LIST OF SUPPLEMENTARY TASKS
OF

MILITARY MEDICAL DEPARTMENTS

1. Assistance in civilian emergencies , Appendix 50, U.S.C. 221
i.e., natural or manmade

2. Assistance to Civil Defense Executive Order 19052

3. Support to foreign nations in Statutory authority given the
natural d isasters , e.g., earth— President as Coniuander-in—
quakes , etc. Chief of the Armed forces

4. Support to the U. S. Soldiers Home Act of Congress 1851
and Ai rmen ’ s Home

5. Support to certa i n Federal agenc ies , Economy Act of June 30, 1932,
i.e., Federal Bureau of Investigation , 47 Statute , 417 as amended , 31
Secret Service , etc. U.S.C. Sec . 686

6. Support of the Federal Employee Title 5, U.S.C. Sec. 150
Health Service Program

7. Compliance wi th the Occupational Occupational Safety and Heal th
Safety and Heal th Administration Act of 1970
program

8. Provide heal th care to designees of Ti tle 5, U.S.C., See 301 , and
the Secretaries of the Military Annual Appropriations Act
Departments, members of Congress,
Cabinet members, Justices of the
Supreme Court, etc.

9. Support the operation of the Executive Order 1885, June 1914 1
Panama Canal Company Heal th Bureau

10. Support tn —Service activities , i.e., Executive Orders and DOD and
Armed Forces Epidemiological Board , departmental directives
Military Bl ood Program, Defense
Medical Materiel Board , the Armed
Services Medical Regulating Office ,
Armed Forces Radioblo logy Research
Insti tute , Armed Forces Institute of
Pathol ogy , Armed Forces Pest Control
Board , and OCHAMPLJS
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This report describes the results of a research project performed under

Defense Civil Preparedness Agency (DCPA) Contract No. DCPAO1—77—C-024 1. The

project consisted of five separate tasks related to crisis administrat ion of

hospital patients and to management of medical probl ems resulting from

population relocat ion. The tasks investigated were as fol lows : 4

• Problems associated with the consolidation of risk—area hospital
patients and resources ,

Impact of evacuation of war theater casualties on intra—IJ.S.
facilities ,

• Capabilities of allied medical facilities and their application in
crisis relocation,

• Capability of the Center for Disease Control and state counterpart
laboratories to function in disaster and crisis environments , and

• Medico—legal implications of emergency medical service and crisis
relocation planning interfaces.

An earlier study proposed the consolidation of nonrelocatable (to host

areas) patients into one or a few risk area hospitals as a means of reducing

the number of health services workers In risk areas duri ng crisis relocation,

while continuing to provide care for such patients. This research exami ned

that proposal in greater detail by determining the types and percentages of

patients with conditions requiri ng that they not be moved to host areas , by

determining the likel ihood of one facility having the necessary resources to

care for such patients , and by proposing consolidation alternatives suitabl e

for a variety of comunity situations.

The types and percentages of nonrelocatable patients that may be expected

at any given time in a “typical ” short—stay medica l—surgical hospital were

determined. As would be expected , patients with neoplasms and circulatory,

digestive and respiratory conditions , and accident vict ims account for much
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of the group of patients to be consolidated. About 9.5 percent of hospital

patients will fall into the nonrelocatabl e category and will , therefore , be

candidates for consolidation during crisis relocation.

The likel ihood of one facility having the necessary resources for

consolidation was studied for six risk areas. It appears that nonrelocatable

patients could be consolidated into one hospital each in the Colorado Spri ngs,

Colorado; Macon, Georgia; and Raleigh, North Carol ina , risk areas. Due to the

distances between facilities , it will probably be necessary to use two

hospitals for consolidation in the Utica—Rome , New York, risk area. In the

San Antonio , Texas, and Washington , D.C. , risk areas , two and three to four

consolidation facilities will be needed, respectively. The results of this

study indicate that the number of hospitals remaining open duri ng crisis

relocation can be reduced dramatical ly through consolidation of nonrel ocatable

patients.

Consolidation alternatives include:

• Consolidation of nonrelocatable patients into one (or a few)
hospitals providing all required services;

• Consolidation of nonrelocatable patients into a reduced number
of hosp ital s on the basis of type of condition;

Consolidation of nonrelocatabl e patients into the facility providing
the greatest protect ion, other things being equal;

Consolidation of hospital services (e.g. , food, laundry, and
laboratory), if more than one risk area facility must remain open;
and

• Combinat ions of the alternatives listed above.

Current Department of Defense (DOD ) thinking provides for the treatment
• of war theater ca sualties tn civilian hospitals in the United States in the

event that U.S. forces are engaged in a conventional war overseas. In view of

DCPA’ s plans to evacuate risk areas and the possibility that nonrelocatable

hospital patient s wou ld be consolidated duri ng crisis relocation, it was of
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interest to assess the likely impact of an influx of war theater casual ties on

the medical problems resulting from civil population rel ocation if crisis

rel ocation were to take pl ace while the U.S. was engaged in conventional war

outside of the United States.

Assuming that war theater casualties would be treated the same as

civilian patients during crisis rel ocation , rel ocatable casualties would be

moved to host areas along with civilian patients , while nonrel ocatable

casualties would be consolidated into one or a few risk area hospital s with

their civilian counterparts. The impact of war theater casualties on medical

probl ems resulting from civil population relocation is expected to involve:

• An increased number of nonrel ocatable patients in risk areas ,

• An increased number of health services workers required to remain
in risk areas to care for the increased patient load, and

• An inc reased number of patients rel ocated to host areas.

Thus, the most likely impact is one of increased numbers of patients , both in

risk and host areas.

In order to cope with the increased numbers of pati ents , plans should
• provide for :

• An increased number of nonrel ocatable patients to be consolidated
in risk area facilities ,

• An increased number 0f patients to be reloc ated to host areas ,

• The specialized services required by the nature of battle casualties
in the amount needed in the risk area facilities; these services

~~~~~ should be considered in selecting a hospital(s) for patient
• • consolidation ,

• Al ternate receiving hospitals in host areas to take casualties
incoming after crisis rel ocation has begun , and

• Additional transport to move conval escing war theater casualties
from risk area to host area hospitals.

It is unlikely that hospital s in most host areas will be adequate to meet

• the primary care needs of a greatly enl arged popul ation during crisis

5—3
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relocation. Recognizing that problem, this research examined the capabilities

of selected allied medical facilities with a view to their use as supplemental

primary care facilities during crisis relocation . The allied medical

faciliies considered were chiropractors ’ , dentists ’ , and osteopaths ’ offices ;

nursing homes ; and veteri nary clinics and hospitals.

Since dentists and osteopaths are primary care providers , it is

reasonable to expect that they will continue to serve as such during crisis

relocation , the only real change in their activities being in the volume of

pat ients that they see. Accordingly, their offices will not be available as

suplemental primary care facilities. Similarly, it is expected that

chiropractors will continue to provide primary care . Indeed, with individual s

unaccustomed to strenuous physical labor engaged in the development of

expedient shelter , a number of strained backs requiri ng the assistance of a

chiropractor may be expected. As with the dentists ’ and osteopaths ’ offices,

chiropractors ’ offices are not expected to be available as a supp lemental

primary care facility. On the other hand, nursing homes may offer the

possibility Of providing supplemental inpatient care . Depending on the

particular nursing home and the types of patients therein, it may be possible

to make some beds available to serve as a supplement to a hospital by

discharging patients to the care of friends and family. By foregoing or , at

least , restrict ing the treatment of animal s , veteri nary clinics and hospital s

can be used as outpatient facilities for the treatment of human patients. In

addition, the mobile dispensaries used by veteri narians engaged in large

animal practices would seem applicable as mobile outpatient care units.

Guidance to assist the crisis relocation planner in planning for the use

of al lied medical facilities was prepared , as was an Allied Medical Facility
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Appendix to the Health and Medical Annex to the Fremont County, Colorado,

Prototype Crisis Relocat ion Plan.

Ascertaining the capabi lity of the Center for Disease Control (CDC) and

state counterpart laboratories to function in disaster and crisis

environments , including nuclear and natural disasters , was also an objective

of this research.

From a purely technical standpoint , CDC and nearly all of the state

counterpart laboratories have the capability to provide diagnostic

microbiology services for the comunicable diseases thought to be potentially

significant following a nuclear attack or a natural disaster and during crisis

relocation.

In the event of a nuclear attack , direct weapons effects may render many

of the laboratories inoperable. Thus , four of CDC ’ s six facilities, including

the principal facility in Atlanta , are in areas judged as being at a high risk

of direct weapons effects. Of the 50 state public health laboratories , 32 are

located in high—risk areas for direct weapons effects , nine are in areas

designated high—risk because both direct weapons effects and radioactive

fallout are anticipated, and nine are in low—risk areas.

CDC and the public health laboratories of the states of Colorado ,

Georgia, New Mexico, and North Carolina (the states visited ) rout inely provide

diagnostic microbiology services in support of coniTlunicable disease control

followi ng natural disasters . It appears that they are al so capable of

providing such service s duri ng crisis relocation, up until such time as an

attack occurs .

At CDC and the four state laboratories , plans for nuclear attack

contingencies , where they exist , have not been updated recently and , in

general, are not very detailed . Further , the laboratory directors interviewed

S—5
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were not aware of crisis relocation. CDC has designated an al ternate

operations site in a low—risk area (Lawrencevi lle , Georgia); the four state

laboratories have not .

Recommendations for upgrading current CDC programs in order to assure

their capability of controlling communicable diseases in the event of nucl ear

war are to:

Prepare a detailed plan for the use of the Lawrenceville facility.

Identify alternate operations sites in low—risk areas for the
Anchorage, Chamblee , and Phoenix (locations of CX laboratories)
activities. Prepare plans for the use of the selected alternate
sites.

Prepare a plan for postattack communicable disease surveillance.

Assuming that the situation at the four laboratories visited is

representative of state public health laboratories in general , the follow ing

recommendations are made:

The 41 state laboratories located in high—r isk areas should select
alternate operations sites in low-risk areas and prepare plans for j
staffi ng and equipp ing them during crisis relocation.

All state l aboratories should review their states’ cri si s rel oca ti on
plan to determine if the relocated population necessitates changes
in laboratory operations.

The final objective of this research was to identify legal issues that

could arise in providing health services during crisis rel ocation. In the

context of this research , emergency medical service means all types of medical

services provided during an emergency period and thus includes primary care

and public heal th as wel l as treatment of medical emergencies.

Laws bearing on this problem area vary considerably from state to state .

The medico— legal implications of emergency medical service and crisis

relocation planning interfaces are largely unpredictable , since there are few

legal precedents on which predictions could be based . For exampl e , the

liability position of physicians and other health care providers is unclear
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with respect to licensure restrictions , good samaritan acts , and other aspects

of providing care duri ng an emergency period. It does appear , however, that

federally employed health care providers would be Immune from state laws

during cri sis relocat ion if they are acting under proper authorization. There

is a need for both federal and state legislation addressing some of the

problems that can be anticipated now.

A checklist of legal questions to be considered in planning for the

management of medical problems duri ng cri sis relocation was prepared. The

checklist covers license laws , liability, statutory obl igations , hospital

privileges , and drug laws for in— and out-of—state providers . It also

includes questions conce rning facility licensing , liability and reimbursement .

I
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