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Study Methods

Wefirg prepared a comprehensive
literature review looking at awide
range of issues related to the role of
hospitals in preparedness planning
and the specific barriersfacing rura
hospitals. The literature review was
conducted using PubMed and other
electronic search mechanismsto
find published journd articles.
Because of the recent and ongoing
nature of much of the information,
we emphasi zed Web searches,
using search engines such as
Google and reviewing websites

of organizations—such asthe
Nationd Association of City and
County Hedlth Officids and the
American Hospital Association—
expected to beinvolved in
preparedness planning. The
literature review is available a
http:/Amww.norc.org/issues/health6.
asp or from the Wash Center

upon request.

In the fal of 2003, we convened a
half-day panel meeting of seven
representatives of rural hospitas

who played akey role at their

The pandlists were selected to

Overview

Even the smallest, most isolated rural hospitals are now required

to have bioterrorism preparedness plans. From the perspective of
many rural hospitals, however, there is a disparity between Federal
expectations and the realities of small hospitals operating in
geographically isolated communities. As part of an effort to better
understand how to close this gap, the Walsh Center for Rural Health
Analysis convened a panel of representatives of rural hospitals who
are responsible for bioterrorism preparedness in their hospitals.
Perspectives of rural hospitals on various aspects of preparedness
were discussed, in terms of workforce and training, physical capacity
and supplies, communication, and coordination with other entities.
All of the participants noted the tremendous progress that has been
made in the past two years, but also the distance they each need

to go. Some of the issues raised by the panelists included the

dual benefit of efforts to increase capacity at rural hospitals, the
inapplicability of many federal guidelines and directives for small
hospitals because of size and less sophisticated infrastructure, the
burden of geographic isolation relative to obtaining training and
information, and the fragmentation of funding and directives at
both the state and federa levels.

acrossthe U.S. (NY, WV, PA, SD,
KS, NE, and MN); (ii) hospitals
of different sizes (ranging from a
represent (i) abroad range of sates 6-bed Critical Access Hospita to a
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350-bed hospitd); (iii) varying
levels of geographic isolation (one
hospital is 125 miles from acity of
14,000 while another is near a city
of 75,000 resdents); and (iv) specid
features (one hospitd islocated
near the border of two states and the
US-Canada border). Within their
hospitd, representatives had widdly
varying job positions—in one of
the smdler hospitds, the CEO was
in charge of preparedness, while
other representatives included

the infection control nurse or the
facilities coordinator in one of the
larger hospitals. We aso included
one representative of a gate
office of rura hedth and aHRSA
Bioterrorism Hospita Preparedness
coordinator. Thefindings presented
here represent a synthesis of the
pand discussion.

Key Findings

While the literature review provided
some evidence and ingghts on what
rurd hospitals have been doing and
on their specia needs, most of the
literature on preparedness planning
has focused on urban areas and
often more on public hedlth
departments than on hospitals.

The literature indicates that urban
aress, in generd, are further along
in their planning than rurd areas
because they have more experience
in deding with public health
emergencies and have awider
range of resourcesto draw upon.
Hospitals have historicaly been
lessinvolved in disasters than either
public hedlth departments or fire
and rescue sarvices, but it islikely
that hospital personnd will be
among the first repondersin a

WMD (wesgpons of mass
destruction) threst. With respect

to rurd areas, we found some
evidence that coordination and
communication systems are

being addressed more fully than
infrastructure and workforce issues,
in part because the latter require
more resources and involve more
long-term efforts. From the
literature review, we identified issues
that needed to be further addressed;
the discussion of these issues with
the pandl is described here.

Size of the Rural Workforce.
While the panelists were

generdly excited about their

role in bioterrorism preparedness
planning, there was afairly uniform
sentiment that this new direction
detracted from their other, usua
regpongbilities. One panelist even
commented that it felt like ‘a second
job’ and others mentioned 12 and
14 hour days. Participants noted
that the historical shortage of hedlth
professonasin rurdl aress has
been exacerbated by bioterrorism
preparedness needs and available
funding is not necessarily making

it better. Often, the responsibilities
of current personnd are smply
expanded to encompass new
respongibilities so that the usua
health and public hedlth functions
areimperiled. One of the pandigts
gpoke of his state—where there
were saverd counties of 60 to 100
square miles with a sole provider
hospita and hospitd workers who
doubled as ambulance attendants,
volunteer firefighters, coroners,
emergency medicd officids, and a
host of other first responders. Even
from a planning perspective, these

workers can be overwhelmed by
competing respongibilities.

The size of the workforce can be
extremely limited in rurd areas
and reserve capacity isaproblem.
While guidelines recommend

that rura hospitas develop a
community-wide concept of
‘reserve aff’ including retired
hedlth personnd and personsin
training, existing shortages make
this even more difficult. Many
health care workers—particularly
nurses—work in rural hospitals but
aso work part-time in nearby urban
aress. Rura adminigtrators worry
that these staff will not necessarily
be availablein acrisis Stuation.
Also, counting on 100 percent
workforce attendance may be
unredistic for anumber of reasons
including inadequate training and
persona concerns about danger (see
below under Training). Lessthan
full participation by workerswould
have alarger impact in rurdl aress
where the supply of personnd is
lower to begin with.

Workforce Training. The pandists
aso noted that it was difficult to
find people with the appropriate
experience and that there was
asteep learning curve for new
employees or persons who hadn’t
previoudy been involved in
emergency preparedness activities.
While some training programs

are available, there gppearsto be
limited accessto the training and
insufficient support for it. Often
training meetings are held in mgjor
urban areas that might be five to
sx hoursaway. For rura workers,
aone-day training session then
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becomes three days away from the
hospital which can be a burden for
the worker and the facility.

Training is dso focused primarily
on clinica professonds, but these
are not necessaxily the peoplein
charge of getting the bioterrorism
programs to run smoothly. Contract
gtaff who are used extensvely in
rurd areas present a particular
problem for training efforts—a
large investment is required with

no certainty that the worker will

gill be there when the payoff from
that training is expected. It was
suggested that there are three tiers
of workersin the hospital who need
training with the often-ignored third
tier including housekeeping, food
sarvice, and clerical gaff. Pandigts
fdlt that these are essentia people
who need gppropriate training to
function during an emergency but
have not as yet been integrated into
exigting efforts.

One of the pandligts noted that
counting on 100 percent workforce
atendance in an emergency is
unredigtic. He cited an informal
poll in aloca hospital emergency
department in which two-thirds of
hedlthcare workers said they have
issues with showing up to work if
thereis smalpox in their hospitdl
and over hdf said they might not
cometo work if achemica
contaminant had been released
though, in both cases, more workers
sad they would show up if they
had extensive training and
protective gear.

Equipment and Supplies. The
pandigts generdly concurred that
guidelines and recommendations for
facility preparation and stockpiling

supplies were more geared toward
urban areas and often made no
senseto smdl rural communities.
One pandist mentioned that

the guiddinesthat his hospita

had received indicated that a
decontamination unit should be
prepared sufficient to put through
500 people aday. In his community
of 1,000 personsthisdidn’t

make sense. Also with respect

to decontamination units, some
guiddines suggested using an
outdoor decontamination tent
(instead of an indoor facility); while
this may respond to the difficulty
of finding indoor space, having an
outdoor unit in Minnesota or South
Dakota or upstate New York is
simply not practical for agood
part of the yesr.

Recommendations for stockpiling
equipment and pharmaceuticals
may aso beimpractical for rurd
aress, though the AHA Section

for Smdl or Rurad Hospitas has
developed some separate materids
that are more appropriate. Hospital
personnel are aware that there are
regiona stockpilesthat could be
available to them during an event
but they say they are not counting
on receiving supplies because

they fed that urban areas will take
precedence and distribution of
suppliesto rural areaswill be

even more difficult during acriss
stuation. One of the many difficult
Issues that face rurd hospitalsisin
setting up digtribution channelsto
obtain needed pharmaceutica's and
other medica suppliesduring a
catastrophic event. In one dtate,
there are agreements between many
of the counties and private trucking
companiesto deliver suppliesto five

hubs and over 25 smdll townsin the
event of an emergency.

Surge Capacity and Other
Resources. The literature provides
limited information as to how rura
hospitals are prepared with respect
to physicd capacity but there are
some indications that thereisa
generd shortage of ICU beds and
isolation rooms. In terms of surge
capacity, hospitals may need to have
capabilitiesfor off-dte triage of
patients as well as the provison of
off-gte acute care. Plannersin one
date are identifying nurang homes
and other buildings that could
provide backup hospita beds.
However, a hospita representative
in another state noted that they have
explored the use of churches and
schools but that these facilities do
not have backup generators so
might be less than useful under
certain conditions. Even storage of
equipment has become alogistica
problem for many smdler facilities.

Pandists aso noted the lack of
proximity of |aboratories equipped
to andyze biologica or chemica
specimens that might be used by
terrorigts, since state labs may be
more than 100 milesaway. While
many states are recommending
the implementation of disease
surveillance monitoring systemsto
catch early sgns of an outbresk,
severd of the pandists noted the
impracticaity of implementing such
asurveillance sysemin asmdl
community. They noted that the
limited number of cases likely to
occur in acommunity with asmall
population mean that a cluster

of illness necessary to detect an
outbresk will not be recognized



quickly and therefore it issmply
not worth implementing such a
sysem. Thelack of atrained
epidemiologist in arura community
may aso limit surveillance capacity.

Coordination. Coordination
among different playersis critical
in an emergency—both horizontal
coordination (between the hospital,
local public hedlth officias, law
enforcement, and others) and
vertical coordination (between
different levels of government and
with larger, regional hospitals).
Panelists agreed that coordination
among local entities had increased
substantialy, but therewas dlso a
strong sentiment that there was till
some way to go. Most fdt that
hospitals were now considered to
play an important rolein planning
(whereas prior to 9/11 they were
often excluded), though in one
dtate it was noted that many

locd hedlth departments had no
contact information for hospitas
in their preparedness plans. Most
pandists aso reported increased
communication with local
emergency workers and law
enforcement personnel. As
evidence of increased
communications, an infection
control nurse noted that, until
recently, none of the 15 infection
control nursesin her region of the
state had ever talked together but
they now communicate on aregular
basis. It was her belief that some
former system-wide weaknesses
were being leveraged during
preparedness planning to the benefit
of rurd areas. Another pandist
noted that, in his geographic area,
progress was being made toward
implementation of aplan for sharing

personnd and other resources
across counties in order to mobilize
activity and quickly provide
assstance to the affected locd area.

One piece of a hospita
preparedness plan should be
adrategy for transferring or
evacuating patientsin case of
emergency or when ahigher level
of careisneeded. Severd pandids
talked about such coordination with
other hospitals, but most hospitals
did not have plansin place for such
efforts. One pandlist mentioned
the importance of Internet access
to avoid patient transfer between
facilities, snce ar transfer from
rurd hospitals can be so costly.

Many of the pandigsindicated that
there was more coordination and
communication with loca entities
than with state or regiond
authorities, though this varied
somewhat from tate to Sate. In
particular, severd pand members
felt that they were getting different
and sometimes conflicting messages
from various state, regiond, or
federa authorities, making their
effort even more difficult.

Communication. Communication
among entities—both receiving and
getting out information—during a
crigsgtuaioniscritica. Thereis
currently avast array of information
related to bioterrorism available on
sate hedth department webstes and
there was widespread agreement
that the Internet could be agreat
resource in terms of receiving
information and following the
development of public hedlth
concerns. At the sametime, some
rurd facilities ill do not have

high speed Internet connections,

making it difficult to benefit from
available resources and making
them particularly vulnerable to
communication problems during
acrisgs gtuation.

The number of dternative means
of communication isrestricted
inrura aress, in many rurd
communities, cell phone coverage
is scanty or non-existent. One of
the panelists noted that he could
not place cell phone cdlswithin
25 miles of his hospitd.

Severd pandists mentioned the
use of ham radio as more efficient
and less expensve than other
communication methods. In many
rural communities, ham radio
operators have been written into
preparedness plans and they will
be used as volunteers to convey
information among different parties.
In Pennsylvania, HRSA funds are
being used to ingtal an 800 mHz
radio base station in each hospita
emergency department.

Funding. Federd funding for
bioterrorism preparedness can be
obtained through two separate but
related streams—awards from the
Centers for Disease Control and
Prevention (CDC) are amed
primarily at strengthening public
health preparedness (outbresks of
infectious disease and public hedlth
emergencies) and funding from
the Hedlth Resources and Services
Adminigration (HRSA) targets
hospitads and specifically the
development of surge capacity

to dedl with mass casudty events.
Both agencies are part of the U.S.
Department of Health and Human
Services (DHHS). Fundsfrom both
sources are generdly distributed to



dtates and territories, though someis
earmarked for specific metropolitan
aress. States have indicated that
gpproximately three-quarters of
fiscd year 2002 funds were provided
directly to loca governments

and hospitals, or were spent on
infrastructure and support to benefit
localities. Infiscal year 2003,
DHHS spent $3.5 hillion for
bioterrorism preparedness, including
research into potentia biologica
agents and potential treatments

and vaccines. CDC didtributed
approximately $870 million and
HRSA about $498 million.

Concern about funding cuts across
al of the issues of preparedness.
While the new streams of funding
committed to bioterrorism
preparedness planning are indicative
of the priority placed on these
efforts, rura hospitals often fed as
if they are not getting their fair
share. Rurd communities suggest
that they are overlooked relative

to metropolitan areas, some ates
disperse funding giving each facility
the same amount or giving larger
amounts to the bigger facilities
rather than allocating resources
based on need. Panelists suggested
that, because rural hospitals sart
with smaler, older, and more
isolated facilities, preparedness
efforts may, in fact, be more
expensve for them rather than

less so.

In addition, many hospita
representatives noted that public
hedlth entities are recelving funding
rather than the hospital even though
hospitals will be responsible for
many public health functions during
abioterrorist incident. According to

pandlists, there gppeared to be
consderable variation across

the states, with & least one Sate
channeling close to 90 percent of
funds directly to hospitals, whilein
another only haf of funding was
reaching hospitals.

Other issues noted with respect to
funding were: (i) the many funding
streams, each with separate
requirements, making it hard to
coordinate and prioritize activities,
(i) the level of expenseincurred
from drills, with one pandist
reporting his hospital/community
spent $184,000 on a practice
exercise, with overtime pay being
one of the biggest costs; and (jii)
the lack of information about
sugtainability of funding since,

in order to plan effectively,
communities need to know if they
can rely on ongoing funding.

Policy Implications

Three main themes emerged from
the discussion.

Theme#1: Bioterrorism resources
have the potential to improve the
rural health care delivery system.

The additiona resources made
available through bioterrorism
funding have the potential to
improve the health care delivery
system inrura areas. This

will work if rural communities
emphasize dua use of equipment
and facilities and funders promote
flexibility in the use of resources.
Other aspects of planning efforts—
such as increasing communication
and linkages—a so have the
potentia to provide a broader
benefit to rurd hedlth care ddivery.
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Theme#2: A ‘cookie-cutter’ model
does not work for rural hospitals.

Rurd hospitals want guidance from
date and federd policymakers but
they want amodd that works for
their sze and level of resources.
Pandigs fdt that there needsto

be a bioterrorism preparedness
template that has their type of

rural areain mind and they want
policymakers to understand the
congiraints under which rurdl aress
operate, the strengths they bring to
the process, and the special needs
that they have. For example,
concerns about the burden imposed
on rura workers by distant training
sessions could be addressed through
training videos or teleconferences
geared toward rurd communities.

Theme#3: Strategiesfor coping
with a bioterrorist event need to be
practical and dual use.

With fewer resourcesto fall back
on, rural hospitals need to have
flexible gpproaches that fit the Sze
and needs of their community.
Thus, they need funding streams
that support purchases of equipment
and supplies or training but in away
that allows the hospital to makeits
own decisions—in other words,
they say, tell us what types of
equipment we might need but

not which model to purchase.
Resources also need to have
multiple benefits, so that the
hospital and community can
derive some use prior to and

after an emergency.



The Panelists

We extend our thanks for their time,
expertise, and insights.
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Topeka, Kansas

John Roberts
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Don Strubeck
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This study was funded under a

cooper ative agreement with the federal
Office of Rural Health Policy (ORHP),
Health Resources and Services
Administration, DHHS (U1CRH00026-
04-00). The conclusions and opinions
expressed in this report are the authors’
alone; no endorsement by NORC,
ORHP, or other sources of information
isintended or should be inferred.

The Walsh Center is part of the
Department of Health Survey, Program,
and Policy Research, NORC, a national
organization for research at the
University of Chicago. To obtain a
copy of the literature review or for more
information about the Walsh Center
and its publications, please contact:

NORC Walsh Center for Rural Health
Analysis, 7500 Old Georgetown Road,
Suite 620, Bethesda, MD 20814-6133.
(tel) 301-951-5070.
(fax)301-951-5082.
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