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During this past decade, the field of disaster medicine has
gained increasing attention from practitioners and policy
makers, in no small part due to the growing body of evi-

dence-based peer reviewed publications containing quality re-
search and policy advances that have better defined the widen-
ing scope of this emerging discipline. In the actual prevention,
preparedness, response, and recovery from disasters, disaster medi-
cine itself is only one of many disciplines that define what is op-
eratively best seen through the collective lens of “disaster man-
agement” of crisis events and their many causes—and solutions.

It can be argued that the art and science of disaster manage-
ment is a multidisciplinary effort, a reminder that the solution
for and actual success and failure of health outcomes in both
domestic and global disasters rarely depend on health re-
sources alone. While most professions have accepted this mul-
tidisciplinary mandate, the education, training, research, and
the field-level operational functioning and its machinery fall
short of or outright fail to meet expectations. In great part this
is a “front-end” problem, failing first to define accurately the
multiple competencies that define these mandates.

Medical practitioners will assert that their specialty training is
sufficient to respond to a major disaster. However, the great ma-
jority of responders to the 2010 earthquake in Haiti were 30
years old or younger, and participating in their very first major
crisis event. Moreover, to many of them, the experience con-
firmed the disparity between the requirements of disasters that
occur in a relatively peaceful and cooperative environment lim-
ited by time and geography and those that occur in the midst
of a widespread, pervasive, and often complex public health
emergency.1

The Haiti disaster, as well as the 2004 south Asian tsunami,
exposed “unacceptable practices in the delivery of interna-
tional emergency medical assistance,” raising “serious ques-
tions about the clinical competencies and practices of some of
the foreign medical teams.”2 The subsequent Pan American
Health Organization/World Health Organization (PAHO/
WHO) meeting in Cuba in December 2010 recognized the lack
of overall “coordination, quality control and oversight” and called
for the immediate “need for international standards for health
services.”3 Recommendations included the establishment of an

international register of provider organizations including aca-
demic, governmental (including military and civil-military
teams), and nongovernmental bodies to promote universal ac-
countability, inclusiveness, and transparency.2 This effort
complements global initiatives already in motion to profession-
alize humanitarian assistance through competency-based edu-
cation and training of the aid workforce community who staff
the provider organizations.4,5

While these two pieces of this process are crucial, inevitably
there must be an overarching global authority for crises and ac-
countability similar to that mandated by the International Health
Regulations Treaty of 2005.6 This treaty remains the primary
international legal treaty specifically focused on infectious dis-
ease control and ensures ongoing global cooperation for sur-
veillance and coordinated WHO action when a threat emerges.
International agreements for global health engagement are com-
monplace in today’s world, and, for the United States, the Obama
Administration has clearly stated an “intention to reinvigo-
rate multilateral relationships and international partnerships
on health and development.”7 I assert that development of the
requisite competency-based education and training will even-
tually energize and pressure the disaster and humanitarian com-
munity and its stakeholder organizations to collectively lobby
for an umbrella global authority—but only when the multidis-
ciplinary discipline can show operational evidence of its own
professional core competency base.

To ensure that the base composition of policy, public health,
and practice exist to support such initiatives, core competen-
cies first must be in place and functioning. This task is not easy,
but if it is not accomplished, then any claims of preparedness
remain empty ones. The framework for accountable aid to global
crises begins in the competency-based education and training
of workforce practitioners and decision-makers at home, where
many future responders “cut their teeth” on performance in do-
mestic disasters. This necessary first step often humbles prac-
titioners into recognizing and acknowledging that the de-
mands beyond their profession are equally critical to their
performance in the field as a team member. Whereas many ma-
jor disasters differ greatly, the common thread that ultimately
surfaces and defines severity and recovery stems from averting
the development of a public health emergency—one that risks
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becoming pervasive and catastrophic.1 Prevention and pre-
paredness may mitigate direct consequences such as deaths and
injuries, but once crises abate or become chronic, as in the mas-
sive Christchurch, New Zealand, earthquakes and aftershocks
that lasted more than 12 months, the goal becomes the con-
trol of preventable, excess mortality and morbidity arising from
a public health collapse.

Whereas sole attention is too often concentrated on the emer-
gency-phase response—and we certainly have fostered a gen-
eration of “emergency-phase addicts” —the true measure of one
who can legitimately claim to be a disaster expert requires an
equal proportion of knowledge and competencies in field pub-
lic health awareness and skill sets. Any “authentic” emergency-
phase responder constantly seeks evidence of the early decline
in health indices that uncover the more foreboding public health
emergency. In the memorable crises we study, more people over
time suffer from destroyed public health infrastructure and failed
social protections, whether they result from war, a major earth-
quake, tsunami, or a nuclear plant explosion. For disaster medi-
cine and public health preparedness, this knowledge and ex-
perience expands into a set of “core competencies” beyond any
“specific” competencies based on professional degrees previ-
ously earned by, for example, health care workers, epidemiolo-
gists, public health professionals, logisticians, human rights ex-
perts, and human resource or security personnel. What every
national or foreign medical team member will have in com-
mon is those core competencies that allow everyone to func-
tion adequately as a team with other teams, and to support or-
ganizations found in the uniquely culturally challenging
environments of a major crisis.

In this issue of Disaster Medicine and Public Health Prepared-
ness, Walsh and colleagues publish their study on core compe-
tencies for disaster medicine and public health.8 Using a meth-
odological approach consistent with a young, evolving discipline,
the authors have gained national consensus from an inclusive
and broad body of more than 80 private and public professions
and stakeholders (medicine, public health, nursing, emer-
gency management, academe) that are appropriate and essen-
tial for this specific multidisciplinary effort.

The authors initiated four Web-based surveys from a diverse
group of national stakeholders, refining content at each incre-
mental level. Ultimately, their efforts led to a final review of
key leadership in public health and private agencies and orga-
nizations to seek final validation of the core competencies. The
process was open and transparent and used a weighted survey
methodology with reasonable cutoff points. The resulting 11
core competencies defined are broad in scope and reflect the
phases of the disaster cycle (preparedness, mitigation, re-
sponse, and recovery). Readers should note that with any mul-
tidisciplinary discipline there will be a necessary in-depth pro-
cess of vetting that requires multiple input, review, and
evaluation at every level. In general, the competencies in this

study are reasonably consistent with the consensus of evi-
dence in the published literature.

One of the more powerful contributions is the illustrative pyra-
mid model, which demonstrates increased specialization and
integration as an aspiring disaster expert moves up from the base.
A key piece of this model highlights areas for potential certi-
fication. While this article is an excellent effort, it represents
one small piece of the overall system that needs to come to-
gether for a true multidisciplinary profession to be established.
The system must also include ownership from certifying au-
thorities (eg, professional societies, academic boards) and, in-
evitably, an integrated multidisciplinary system (medical and
public health being just one) that will draw from these profes-
sionals operationally under one global authority.6

On the national scene, this study supports the forthcoming Imple-
mentation Plan for The National Health Security Strategy of the United
States.9 This document plans, within its four-year framework, the
development and maintenance of the workforce needed for na-
tional health security. It includes representatives from both the
Office of the Assistant Secretary for Preparedness and Response
(ASPR) and the Department of Defense (DoD), working to-
gether with partners to prioritize and develop examples of com-
petency-based knowledge and skills that could be included in job
descriptions for public health, health care, behavioral health, and
other national health security personnel and interprofessional
health and supporting teams. The ASPR and DoD will lead the
Federal Education and Training Interagency Group (FETIG),
which has responsibility for coordinating the implementation of
applicable laws and executive directives related to core compe-
tencies and education and training standards, as directed by the
Homeland Security Presidential Directive. The FETIG also will
provide advice to the National Center for Disaster Medicine and
Public Health (NCDMPH), which is housed in the Uniformed
Services University of the Health Sciences. The NCDMPH will
lead and coordinate national efforts to develop and propagate core
curricula, education, training, and research in all-hazards disas-
ter health.9

Enhancing Learning and Research for Humanitarian Assistance
(ELRHA) is the first collaborative network dedicated to support-
ing partnerships between higher education institutions and hu-
manitarian organizations and partners worldwide. ELRHA aims
to effect a global humanitarian community in which humanitar-
ian actors actively collaborate with higher education institutes
to develop competency-based highly professional responders, share
expertise, and conduct research that noticeably reduces risk. It
also intends to facilitate humanitarian organizations in finding
the expertise they need to investigate and act on humanitarian
challenges.5 The process already has active regional hubs in North
America, the United Kingdom, Europe, and East Africa. Both core
and health-specific competencies have been launched as well as
a nascent Association of Academic Training Centers in Humani-
tarian Health, which serves the 12 existing academic training cen-
ters in North America that have offered either Master’s degrees
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and/or certificates of training during the past 2 to 17 years in com-
petency-based training at entry, middle, and higher levels.

Many noteworthy competency-based efforts to improve pro-
fessionalism have emerged, and several are being field tested; a
few are referenced here.10-15 ELHRA has found that usually pro-
fessional disciplines start small, with a dedicated group of pro-
fessionals determined to defend the values and competencies
of their profession. The ELRHA process has tapped categories
of knowledge in security and safety issues, education, protec-
tion, statistical analysis and demographics, monitoring and evalu-
ation methods, needs assessment, water supply and sanitation,
food, nutritional and food security, public health, logistics, ac-
counting, refugee and human rights law, and international hu-
manitarian law.5

In 1906, Sir William Osler wrote: “Medicine is the only world-
wide profession, following everywhere the same methods, ac-
tuated by the same ambitions, and pursuing the same ends. The
homogeneity, its most characteristic feature, is not shared by
the law, and not by the Church, certainly not in the same de-
gree.”16 This rather prophetic statement is applicable today to
any effort to expand these and other competencies globally. In
time, national efforts in every region of the world will find com-
mon ground, especially in realizing universal acceptance for com-
petencies in health practices. However, even then, one should
expect regional and national barriers that negatively risk ac-
cess and availability of health services. Ultimately, these bar-
riers will result in inequities in outcomes to the most vulner-
able populations that may not be fully revealed until a major
disaster occurs. These hurdles, based on long-term cultural, re-
ligious, gender, and political practices, have unfortunately
changed little or become more problematic since observed by
Osler more than a century ago. However, it should be encour-
aging that health practitioners in the developing world are among
the most ardent supporters of the professionalization process
based on common core competencies.

According to Walsh et al, their study “outlines a set of clear,
concise, and precise training standards that may be used to en-
sure workforce competency in disaster medicine and public
health” as a first step in “delineating expected competency lev-
els.”8 The authors have accomplished and, most importantly,
presented standards for a vetting process crucial to the devel-
opment of multidisciplinary core competencies. Although de-
manding, challenging, and time-consuming, this process gives
credit to their work and serves as an example of what can be
accomplished on a global scale.
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