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“What’s Past Is Prologue”:
William Shakespeare, The Tempest, Act 2, Scene 1
James J. James, MD, DrPH, MHA; Lauren Walsh, MPH

For so many of us who took part in the aftermath of Ka-
trina, and worked prodigiously on medical and public
health preparedness, Superstorm Sandy and its conse-

quences once again put preparedness and response issues on the
national agenda. Unfortunately, it apparently takes a major event
with devastating impact to occur every few years to demon-
strate the need for a truly integrated national disaster response
system and for a substantive number of planners and respond-
ers with education and training in the discipline of Disaster Medi-
cine and Public Health, as described in our journal.

We will return to this concept, where we are in the evolution
of this discipline, and the transition of Disaster Medicine and Pub-
lic Health Preparedness from AMA Publications to a new pub-
lisher. First, I would like to return to some comments about
Sandy. These observations, which expand on the superbly writ-
ten accompanying editorial by Drs Abramson and Redlener
of Columbia University’s National Center for Disaster Pre-
paredness, take the perspective of the editorial philosophy of
our journal.

“ . . . $50 billion in damages . . . 97 people died in the storm.”
These early figures underscore the severity of Sandy, but also
invite comparisons to Katrina, which had an estimated eco-
nomic impact of $81 billion in 2005 USD and 1033 deaths.1

These two events were distinct and very different. To best in-
form future preventive and mitigating strategies, they need to
be studied not only comparatively but also from a descriptive
and analytical epidemiological approach.

“ . . . a hundred medically-fragile patients from adult homes who
suddenly appeared at the shelter without medical records or accom-
panying staff.” If that observation does not evoke memories of
Katrina, then you were likely not part of the response effort.
The overwhelming problem was not only a lack of reliable medi-
cal information, but also patients’ inability to provide an ad-
equate medical or medication history due to language barrier,
mental illness, loss of consciousness, and myriad other rea-
sons. Provision of timely and accurate chronic care was fur-
ther impeded by both a scarcity of critical medications and dif-
ficulties with resupply. These findings have been documented
from Katrina and again from Sandy.2

What is most disconcerting is that these issues are largely fix-
able. In the journal’s October editorial, a personal Health Se-
curity Card was described. This public health tool uses smart-
card technology to provide information that enables responders
to identify and medically assess individuals in a low-tech en-
vironment with limited available power.3 The approach should

be seriously considered as a method to increase population re-
silience and readiness. Although a seemingly reasonable alter-
native, we cannot rely on the supposed ubiquity of smart phone
technology for this type of intervention. Studies have shown
that use of smart phones is higher among the financially well-
off, the well educated, and those under the age of 45 years,4 none
of whom are among the most vulnerable populations in a di-
saster. A recent Nielsen survey found smart phone penetra-
tion of 16% or less for those 65 years and older with incomes
less than $50 000.5 Furthermore, as seen during Sandy, power
outages can lead to loss of cell phone service and prevent smart
phone users from charging phone batteries.

“ . . . practices driven as much by good will or desperation as they
were by science and evidence.” If our overarching preparedness
and response policies have one universal failure, it is that they
are more informed by and formulated on political and territo-
rial considerations than by science and evidence. Many think
that such evidence is absent and/or cannot be generated. I would
strongly posit that much evidence exists but is discarded as not
representing case-control and population-based outcomes. Meth-
odologies that derive from, and are necessary in, the clinical
environment may be transferable. While public health or
population science depends on descriptive and analytical
epidemiology, informed empiricism can certainly be used
in its absence.

“Were we ready?” As I have stated many times, I believe this is
the wrong question because (1) we must first address the ques-
tion, “Ready for what?” and (2) as stated, the question implies
a dichotomous answer of either yes or no. The number of po-
tential scenarios that we could be ready for is essentially infi-
nite, and the readiness requirements will vary dramatically across
precipitating events: geography, climate, social, economic, po-
litical, and other factors. While an all-hazards approach ad-
dresses many common preparedness needs, and is inarguably a
step toward improved capability and capacity, it cannot possi-
bly consider every aspect of readiness in every population. I be-
lieve we need to rephrase the question and ask, “How pre-
pared are we?” This question provides a more continuous model
and allows the incorporation of generally accepted prepared-
ness measures such as education and training and drills to help
provide comparable measures.

Regarding lessons learned from Sandy, Abramson and Redlener
make several salient points that underscore the need for inte-
gration, training as a unit, redundancy, and communica-
tion . . . all of the elements that create a system or response, as
opposed to the well-intended, but uncoordinated, efforts that
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continue to be the hallmark of our response efforts. Of course,
criticism is easy, and defining solutions is not. I sincerely be-
lieve that the solution lies in evolving a discipline of Disaster
Medicine and Public Health that cuts across all other health
disciplines, and is based on a unique body of knowledge that
incorporates an academic base and a research agenda. I further
believe that all of the elements are in place to accomplish this,
and I hope that the emerging society of Disaster Medicine and
Public Health can provide the necessary framework. I am truly
proud to say that Disaster Medicine and Public Health Prepared-
ness will be the official journal of the new society. Details will
be presented in the February 2013 issue, which will be the first
from our new publisher.

A final note from the Sandy editorial, “ . . . true recovery from
the large-scale disasters is invariably a prolonged and complex chal-
lenge.” We need to better understand and appreciate that re-
sponse must go beyond providing for immediate medical and
public health needs. These needs will continue well into the
future, but, in too many cases, the basic infrastructure to meet
them will have been significantly diminished. All of us in this
field need to understand the extended, long-term commit-

ment required to bring populations back to a state of nor-
malcy. The rapid response teams may have left, and media in-
terest waned, but we must always remember Shakespeare’s
words, “Tis not enough to help the feeble up, but to support
him after.”
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