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Objectives
• Review the operational definition of a disaster and the 

various forms in which it may manifest 

• Discuss major objectives for disaster preparedness 
and emergency management 

• Identify methods to improve overall preparedness for 
and response during disasters 

• Examine the importance of physician leadership and 
how medical providers can fit within the larger picture
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Disclosures



What Is A Disaster?



What Is A Disaster?



Is this a disaster?



Disaster = Needs > 
Resources



WHY?

• Why are we here? 

• Would this even affect you? 

• What is the chance this would even happen? 

• Can’t you just call…?



How People View 
Emergency Preparedness

It will never happen We’re all going to die!



The Goal Of Disaster 
Preparedness and 

Emergency Management



















The Disaster Cycle
Planning

Disaster

Response

Mitigation

Recovery



Rising Violence



Rising Violence



Rising Violence

(53%; 34.8 events per 1,000 hospitals) occurred at these
facilities. Nonetheless, large hospitals (!400 beds), composing
just 9% of all hospitals, had the highest incidence (99.8 events
per 1,000 hospitals). Small hospitals, composing 51% of all
hospitals, had the lowest incidence (6.7 events per 1,000
hospitals). Of the 154 events, 91 (59%) occurred inside the
hospital building (Table 1). Of these, 31 (34%) occurred inside
the ED and another 29 (32%), in patient rooms. (Four of the
events classified as internal were multiple shootings occurring
both inside and outside the facility.) Of the 63 (41%) events
occurring outside on hospital grounds, 35 (56%) occurred in
parking lot areas and 13 (21%), near the ED (ambulance ramp,
ED parking, and outside walkway). Thus, overall, the ED
accounted for almost a third of all events.

A majority (91%) of shooters were men, representing all ages,
including the elderly (Table 2). Most perpetrators had a personal
association with their victims: 32% were current or estranged
intimate relations, 25% were current or former patients, and 5%
were current or former employees. In only 13% of events was the
association not obvious. Most of the events involved a determined
shooter with a specific target. The most frequent ascribed motives
were grudge or revenge (27%), suicide (21%), or ending the life of
an ill hospitalized relative (14%). Escape attempts by patients in
police custody accounted for 11% of the shooting events. Societal
violence (9%) and mentally unstable patients (4%) were relatively
infrequent causes. In 26 (18%) cases, the perpetrator did not bring
his or her own firearm (Table 3). In fact, in 13 (8%) events, the
shooting event was initiated by the perpetrator’s taking a security or
police officer’s gun. In the other cases, security shot the perpetrator
for other threats, such as wielding a knife. In 2 cases, the
perpetrators were hospital security personnel themselves.

The majority (61%) of events had only 1 victim, although
10% had 3 or more victims. Of the 235 victims, 129 (55%)
were innocent victims (ie, excluding the perpetrator). Hospital
staff were relatively infrequent victims, with physicians (3%)
and nursing staff (5%) comprising a particularly small
proportion (Table 4). Most likely killed or injured were the
perpetrators themselves (45%), followed by patients (13%). Of
the 106 perpetrators who were themselves shot, 84 (79%) died,
59 by suicide (Tables 2 and 4).

Case fatality rate among “innocent” victims was 55% overall
(Table 5). Excluding the death of 22 ill relatives, the case fatality
rate was 46%. The case fatality rate among injured perpetrators
was 85% overall, and excluding suicides, it was 65%.

To place the rate of hospital-associated shootings in context,
comparisons of other work-setting–related homicides for 1997
to 2010, derived from Bureau of Labor Statistics data, are
shown in Table 6.4 General medical and surgical hospitals
experienced 21 homicides, similar to the rate in lawyers’ offices
(15) and post offices (18). Hotels (72), convenience stores
(271), taxi services (286), and local government (461) were
places of considerably higher rates of work-related homicides.

Authors judged that only 30% to 36% of events were likely
preventable by use of a metal detector (Table 3). When
considering only those shootings occurring inside the hospital,
less than half (49%) were judged as likely preempted by
magnetometer screening, although another 10% were conceded
as possibly preventable.

There were a few characteristics that distinguished ED
shootings compared with those occurring elsewhere (Tables 2
and 3). In the ED, the perpetrators were younger (!40 years)
(61%) compared with those in other inside sites (21%) (RD
30%; 95% CI 11% to 49%) and none of the shootings targeted
an ill relative, unlike in other inside settings (35%) (RD –18%;
95% CI –25% to –11%). Of the ED shootings, 29% were
related to incidents involving individuals in custody compared
with 5% for all other sites (RD 24%; 95% CI 8% to 41%)

Figure. Distribution of hospital-based shootings in the
United States by year: 2000-2011.

Table 1. Hospital characteristics of shooting events occurring
in US hospitals, 2000 to 2011.

Characteristics
and Categories

Total, %,
N!154

Location of Event, %

Inside Hospital,
N!91 (59%)

Outside Hospital,
N!63 (41%)

Region of country
Northeast 23 (15) 12 (13) 11 (17)
South 68 (44) 34 (37) 34 (54)
Midwest 31 (20) 21 (23) 10 (16)
West 32 (21) 24 (27) 8 (13)

Rural
Yes 41 (27) 21 (23) 20 (32)
No 113 (73) 70 (77) 43 (68)

Hospital bed size
(No. of beds)

!100 20 (13) 11 (12) 9 (14)
100–399 81 (53) 51 (56) 30 (48)
!400 53 (34) 29 (32) 24 (38)

Specific location
ED 44 (29) 31 (34) 13 (21)*
Patient room 30 (19) 29 (32) 1 (2)
ICU 6 (4) 6 (7) 0 (N/A)
Office 6 (4) 6 (7) 0 (N/A)
Parking lot

†
35 (23) 0 (N/A) 35 (56)

Other 33 (21) 19 (20) 14 (21)

N/A, Not applicable.
*Proximate to the ED (ambulance ramp, ED parking, outside walkway).
†Non-ED general parking lot.

Hospital-Based Shootings in the United States Kelen et al

792 Annals of Emergency Medicine Volume 60, NO. 6 : December 2012



What If Things Hit Close To 
Home?



Hazard Vulnerability 
Analysis

Events Probability Risk/Impact Preparedness Total

Natural

Technological

Human

Threat x Vulnerability x Consequences = Risk
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Inertia



Incident Command System



The Survival Arc

• Denial 

• Deliberation 

• Decisive Action





Situational Awareness



Deliberation



Problem Solving
Identify the Problem

Explore Alternatives

Select an AlternativeImplement the Solution

Evaluate the Situation



Emergency Decision Making

• Stress 

• Time pressures 

• Consequences of wrong decision -life or death 

• Sleep deprivation and fatigue



Decisive Action
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Psychological Resilience

• Realistic plans and following through (grit) 

• Positive self concept/confidence 

• Communication and problem solving skills 

• Manage strong impulses and feelings



Training and Stress 
Inoculation



Stress Inoculation Training

Conceptualization

Skills acquisition

Application







Sports Psychology





Boevaya Gotovnost

• Sensible Self-Confidence 

• Uncompromising Effort-Willingness To Compete 
To The Very End Of Competition 

• Optimal Emotional Arousal 

• High Tolerance For Stress And Distraction





Elements of Disaster 
Response

Public Health Clinical Care Emergency Management



Crisis Standards Of Care



Self Deployment 
During Disasters



Self Deployment 
During Disasters
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Conclusions
• Disasters occur when the need for resources is 

greater than what is readily available 

• Understand the survival arc and protect your staff, 
patients, and infrastructure 

• Preparation and practice are crucial 

• Medical providers play crucial roles before,during, 
and after disasters



Questions?



Contact Information

• Bryan Wexler 

• WellSpan Health 

• bwexler@wellspan.org 

• (717) 851-2450
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