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Hospital Preparedness for Weapons of Mass Destruction
Incidents:An Initial Assessment
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Abstract

To elucidate hospital preparednessfor weapons of mass destruction (WMD), we performed an
initial assessment inthe emergency response hospitalsin Taipel. Interviewsof hospital personnel
wereperformedin 10 hospitals. Datacollected included level of preparedness, massdecontamina-
tion capabilities, training of hospita staff, andfacility security capabilities. Norespondentsbelieved
their siteswerefully prepared to handle abiologic incident, 70% (7/10) believed they were not
prepared to manage achemica weaponsincident, and 80% believed they were unprepared for a
radio-nuclear incident. WereaWMD incident to occur, 50% of respondents stated asingle-room
decontamination processwould be set up. WM D preparedness had been incorporated into hospi-
tal response plansby 40% (4/10) of theinstitutions. Fifty percent (5/10) believed their emergency
department could manage 20 to 50 casualties at once. No facility had stockpiled any medications
for WMD treatment. All facilities had established networks of communication. No hospital has
prepared mediastatements specificto WMD. Thirty percent (3/10) stated that their hospital staff
had sometrainingin WM D event management. All reported need for WM D-specific training but
identified obstaclesto achieving this. Sixty percent (6/10) of hospitalshad afacility security plan,
and 20% were ableto perform aso-called i sol ation plan. None had awarenessregarding the threst
of asecondary device. Hospitalsin this sample do not appear to be prepared to handle WMD
events, especidly in areas such asmass decontamination, mass medical response, and awareness
among hesalth care professional's, health communi cations, and facility security.(Ann Disaster Med.
2004;2:74-79)
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Introduction

Because of increasing worldwide threats of
weapons of mass destruction (WMD)
terrorism, hospital emergency personnel con-
front the challenge of implementing a mass
medical response to such eventsthat may re-

quireimmediatedecontaminationandtrestment
of large numbers of casualties, aswell asan
increased focus on the protection and safety of
health care workers.:* Because patients ex-
posed to a biol ogic agent may not have symp-
tomsfor aperiod of time after the attack, they
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may distributeover thedispersed areas. Inmany
eventsinvolving biological agents, thefirstin-
volvement are likely to be hospital or other
medica systems.*Althoughthereisdtill no defi-
niteterrorist attack in Taiwan, westill haveto
admit that terrorism hasbecomewidely recog-
nized asasgnificant threat to the public health
and safety.

When an actual WMD occurs, hospital
commanders and key persons such as the
Superintendent, emergency departmentdirector,
nursing director, and chief hospital engineer or
local equivalentswould be called onto focus
community medical responses.® It isso-caled
thehospital emergency community of practice
(HEMCOP) in the United States.® However,
even in Euro-American countries, national
WM D readinessand preparednesstraining has
usualy focusedonthetraditiond first-responder
communities, such asemergency medical ser-
vices (EMYS), fire, and law enforcement per-
sonndl andthemilitary. In Taiwan, thesituation
issimilar, even worse. It hasrarely been re-
ported concerning current leve of civilian hos-
pital preparedness. Our study isto assessthe
training needs of emergency personnel for
WMD preparedness in selected hospitalsin
Taiwanto ducidatetherea condition.

Methods

A conveniencesampleof 15 hospita swasgen-
erated to assesshospital preparednessinTaipe.
Thisregion was chosen because the areawas
familiar to the authors and because the hospi-
talsinthisareaarecompatiblewith our national
interagency disaster planningand coordination.
Thismethodology was not intended to be sta-
tistically representativeof thewhole Taiwanre-
gion but rather to help develop aninitia under-
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standing of theextent of information andtrain-
ing needs in our region. Of the 15 hospitals,
interviews were completed with 10 hospitals
during a60-day period.

Three independent research members
who had beeninvolved in WMD training per-
formed theinterviews. Either the ED medical
director or ED nursingdirector wasinterviewed
at each site on the basis of availability. The
structuredinterview usedaninstrument that was
developed in collaboration with Taiwan Soci-
ety of Disaster Medicine. Theinstitutional re-
view board approved this assessment project
at our hospital. Data collected from each re-
spondent included perceived level of hospital
preparedness, massdecontaminationand medi-
cal response capabilities, training of hospital
daff, andfecilities.

Results

Ten ED medical directorsand 10 ED nursing
directorswereinterviewed. Participating hos-
pitals were widely dispersed in Taipel area.
None of the respondents believed their insti-
tuteswerefully prepared to handle abiologic
incident. Seven of the 10 hospital sbelieved that
their siteswere not prepared at all, and 2/10
(20%) believed their sites were prepared at
varyingdegrees.

In respect of chemical weapons, 70% (7/
10) believed they werenot prepared at al, and
30% believed they were somewhat prepared.
Thereported level of preparednessfor nuclear
weaponswass milar tothebiol ogicand chemi-
cal weaponsresponse; with the exception that
1 respondent believedthat hisor her facility was
fully prepared. Thishospital was set up to act
asthe tertiary refer center of radio-nuclear
eventsandit had completeloca plansanddrills



for apower plant incident and related nuclear
weapons scenario; however, the samerespon-
dent believedthefacility wasnot well prepared
to handle a biologic or chemical weapons
attack.

One-half respondents (5/10) stated that
asingle-room decontamination processwould
beset uptohandle 1 victim at atime. Ten per-
cent (1/10) reported having a mobile decon-
tamination station that could process5to 10
patientsat atime. Four (40%) hospital sreported
having no decontamination plansin place.

WMD preparedness had been incorpo-
rated into hospital disaster plansat 40% (4/10)
of thefacilities. Fifty percent (5/10) of there-
spondentsbelieved their ED could manage 20
to 50 disaster casudlties at atime. Only 10%
(1/10) perceived the ability to manage 50 to
100 casualties.

Withtheexceptionof 1facility, al respon-
dentsreported having no disaster plansfor pa-
tient overcrowdingtoother medica facilitiesto
accommodate seasona fluctuationsin patient
census. Noneof thefacilitiesreported to make
specificagreementsdocumented for managing
mass casualties when disaster occurred. In
addition, no vaccineswere reported as being
stockpiled by any facility withtheexception of
tetanus.

All facilitiesreported having established
networksof communications, withprivatetele-
phone lines, GSM / PHS and radios for use
during disaster management. All Sitesreported
having call-out systemsusing both atelephone
cal list and apaging system. No sitesreported
concern for lack of secure or encrypted com-
muni cation systems. All respondentsreported
having publicreationsstaff tohandlemediain-
quiriesandto serveascommunity liaisonswith
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familiesduring disaster events. However, none
of thehospital ssurveyed have prepared media
gatementsor communicationsplansspecificaly
for useduringaWMD incident.

Thirty percent (3/10) of respondents
stated that hospita staff at their facility had re-
ceived somelecture-based or continuing medi-
cal education courseson WMD. All respon-
dents reported aneed for WMD training but
identified obstacles to achieving adequate
training: (1) lack of timeavailablefor training;
(2) lack of available courses; and (3) lack of
funding required to train large numbers of
personne . Astowhat trainingformat they would
prefer and would be most accessible, 80% (8/
10) of respondents stated they preferred on-
site teaching such as scenarios and practice
drills, whereastheremaining 20% stated apref-
erencefor virtua reaity smulation. Thecom-
bination of pre-event training and scenelearn-
ing were preferred in 50% (5/10) of the hospi-
tal respondents.

Twenty percent (2/10) of the hospital re-
spondents stated that they had disaster drills
specifiedfor WMD events. Thedrillsmight be
conducted with other hospitalsand EM S, but
didnot enroll fire, policepersonnd and thepub-
lichedthservice.

Sixty percent (6/10) of hospitalsreported
having asecurity planin place, and 20% stated
that they were ableto perform aisolation plan
without outside ass stance. When asked about
the possibility of asecondary device set by a
terrorist to injure or kill health care workers
who are trying to care for sick or injured
patients, none reported being aware of or pre-
pared to deal with asecondary device.

Discussion
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Thisstudy demonstrated that most of emergency
response hospitalswere not well prepared for
WMD eventsathough they al recognize the
importance of the preparedness.

To effectively copewithWMD releases,
communities must address both emergency
medical and emergency public health issues
during preparedness and response activities.®
Among hospital emergency personnel, there
appear to besgnificant gapsinknowledgeand
skill-content areas, including mass
decontamination, mass medical response,
WMD awareness among health care
professionals, healthcommunications, andfa-
cility security. Onerecent sudy of Englishhos-
pitalsalso found both decontamination facili-
tiesand persond protectiveequipmentfor hedth
care providersto belacking.” At greater risk
may betherurd facilitiesthatrely onlocd EMS
personnel to perform decontamination. Thisis
of concern because up to 80% of disaster vic-
timsmay seek hospital carewithout accessing
EMS.2 Greater coordinationwith federal agen-
cieswill berequired for timely accessto vac-
cine and medicine stockpiles.® No facility re-
ported having lines of communication free of
potential security issuesand systemfailures.

USand Europeandesiredtohed divisons
and prompted the EU to produce both a Secu-
rity Strategy and aWMD Action Plan for the
Thessa oniki European Council. Theplanpro-
videsayardstick to measure member statere-
solveon non-proliferation and aframework to
guide EU actioninthisareaof security policy.
Thisarticleexaminesthelatest EU policy state-
ments on WMD and provides a concrete in-
sghtintowhat European Security Strategy con-
ceptssuch as’ effective multilateralism’ mean
for non-proliferation efforts in practice.
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Accordingly,implementationandglobaization
of thebasic principlesincludeacl ear statement
from member statesthat the proliferation of al
weapons and their means of delivery consti-
tutesathreat tointernational peaceand security;
member state backing for an ‘threat
assessment’; abroad approach that placesa
premium upon the multilateral system and its
non-proliferation regimes; and an understand-
ingof regiona security /insecurity dynamicsand
asupporting framework that produces stable
security communitieswheredisarmament leads
toa‘virtuouscircle' . According to the Basic
Princi plesdocument themg or e ementsin pur-
auit of theaboveincludeuniversalisation of dis-
armament and non-proliferation agreements
while stressing the need for effective nationa
implementation thereof; ensuring compliance
with non-proliferation commitments by
strengthening international inspection/
verification mechanisms; strengthening ex-
port control policies; havingafocused dialogue
both with countries suspected of proliferation
activitiesand withthosewhose co-operationis
vitd to effective policiesagainst proliferation;
andexpanding co-operativethreat reductionini-
tiativesand ass stance programs, ensuring that
appropriateresourcesand support area located
to international organisations active in non-
proliferation; promoting close co-ordination
with the US; pursuing an international agree-
ment ontheprohibition of theproductionof fis-
slemateria for nuclear weapons, considering,
inthe event that political and diplomatic mea-
suresfail, coercivemeasures, including theuse
of force asalast resort in accordance with the
United Nations Charter.

Because of the sampling methodol ogy
used, our results cannot be generalized to al



hospitalsin FEMA Region |11 or nationwide.
Furthermore, the lack of awareness and pre-
paredness exhibited by our datamay, in part,
bearesult of thefact that only clinical person-
nel fromthe HEM COPwereinterviewed. Fur-
ther researchiswarranted, including adetailed
assessment of WM D preparednessusing asta-

tistically valid sample representative of the
HEMCOPat thenational level.
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