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ABSTRACT
Public health and the emergency care community must work together to effectively achieve a state of

community-wide disaster preparedness. The identification of model communities with good working
relationships between their emergency care community and public health agencies may provide useful
information on establishing and strengthening relationships in other communities. Seven model
communities were identified: Boston, Massachusetts; Clark County, Nevada; Eau Claire, Wisconsin;
Erie County, New York; Louisville, Kentucky; Livingston County, New York; and Monroe County, New
York. This article describes these communities and provides a summary of common findings. Specif-
ically, we recommend that communities foster respectful working relationships between agency
leaders, hold regular face-to-face meetings, educate each other on their expertise and roles during a
disaster, develop response plans together, work together on a day-to-day basis, identify and encourage
a leader to facilitate these relationships, and share resources. (Disaster Med Public Health Pre-
paredness. 2007;1:142–145)
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The ever-present threats of terrorist attack and
natural disaster have forced communities to
constantly evaluate and improve their pre-

paredness efforts. Recent national meetings and pub-
lished documents have drawn attention to the impor-
tance of public health agencies and the emergency
care community’s working together to effectively
achieve a state of community preparedness.1,2 Histor-
ically, in many communities these agencies have
functioned independently from one another and
working together is a relatively new concept.

Traditional disaster response partners have included
law enforcement agencies, fire departments, and
emergency medical services (EMS) agencies. These
traditional first responders have had long standing
relationships with each other that have forced them
to develop some degree of interoperability. Public
health’s participation in these relationships has not
been common, but without interoperability among
public health and these first-responder agencies, op-
timal response to a major incident is unlikely.

Improved coordination between the emergency care
community and public health agencies requires commu-
nities to address interjurisdictional, legal, governmental,
and interdisciplinary concerns. Forging new relation-
ships is difficult in any setting; however, successful in-
tegration in other communities may serve as a model for

communities that are attempting to integrate public
health and the emergency care community. The objec-
tive of this article is to describe 7 model communities
that have functionally integrated public health and the
emergency care community, and to provide a list of
common features found in all of these communities.

METHODS
Constructed around the interrelated activities of part-
nership building, learning lessons from previous ter-
rorist events, and disseminating information, the Ter-
rorism Injuries: Information, Dissemination, and
Exchange (TIIDE) Project was established by the
Centers for Disease Control and Prevention to ad-
dress the need to develop and exchange information
about injuries from terrorism. An important compo-
nent of TIIDE is to identify highly functioning, in-
teractive “model communities” that have established
linkages between public health and emergency care.

To this end a competitive call for model communities
was put out in the spring of 2005. The goal of this call
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was to identify “model communities” in which the relation-
ship between the emergency care community and public
health is well established and operationally functional in
terms of its capacity to respond to events that may produce
large numbers of injuries.

Twenty communities from across the nation submitted applica-
tions. These applications consisted of a 4-page written response
to the 8 questions shown in Figure 1. Applications were re-
viewed by a panel of representatives from the national associa-
tions that participated in TIIDE and CDC staff. The applica-
tions were judged based on the following criteria:

• Illustrates a linkage between the emergency care com-
munity and public health

• A unique or novel system
• A system that is actually in use rather than theoretical
• Demonstrates that the system works
• Members of both public health and the emergency care

community are involved

The review panel members read each application. They then
discussed each application on a conference call and came to
consensus on which represented model communities.

RESULTS
Seven communities were selected. Each community had suc-
cessfully integrated public health and the emergency care
community to improve routine operations and preparedness
in their communities. A description of each of the 7 model
communities can be found in Table 1. A description of the
specific programs in each model community can be found
online (see Appendix, Supplemental Digital Content1,
which provides specific examples in the 7 selected model
communities, http://links.lww.com/A214).

Representatives from each community were asked to attend a
meeting in November 2005 at which they presented infor-
mation on their communities and participated in a discussion

1. Describe how the emergency care community and public health 
collaborate in your community and why you think your community could 
be a model for other communities. 

2. What is the history of the collaboration between the emergency care 
community and public health; e.g., how it was developed, who initiated 
the collaboration, who leads the collaboration now? 

3. Is the system theoretical or operational? How has it been tested: through 
tabletop exercises, live drills, preparation for large events of national 
significance that might be targets for terrorist attacks, and/or real-time 
disaster response? 

4. How are members of both the emergency care community and public 
health involved? What mechanisms ensure continuing communication and 
preparation? 

5. What mechanisms, both technological and human, ensure the capacity to 
communicate effectively during a crisis? 

6. What other elements make your system a successful model of 
collaboration between emergency care community and public health that 
other communities could replicate and learn from? 

7. Describe the most troublesome obstacles to this collaboration and how 
they were overcome. 

8. Provide the names and contact information of three people who can verify 
the information you provide about your community and can answer any 
questions our reviewers might have.  Please provide the name of at least 1 
person from your public health community and 1 person from your 
emergency care community. 

FIGURE 1
Application questions answered by the model
communities

TABLE 1
Physical Description of the 7 Selected Model Communities

Boston, MA
Clark County,

NV Eau Claire, WI
Erie County,

NY Louisville, KY
Livingston
County, NY

Monroe
County, NY

Square miles 48 8,012 638 1,058 350 632 659
Approximate

population
569,165 1.9 million 95,000 1 million 700,000 65,000 733,000

Type of area Large-size city County County County Merged city
and county

Rural county County

Area hospitals 9 acute care
hospitals

13 acute care
hospitals

2 acute care
hospitals

8 acute care
hospitals

12 acute care
hospitals

1 acute care
hospital

5 acute care
hospitals

EMS model Paramedic-
level,
municipal,
third service

6 paramedic-
level fire
departments
and 2
commercial
ambulance
services

Paramedic-
level, fire
department
based in
city, outside
commercial
paramedic-
level service

127 mixed
commercial
and
volunteer
EMS
agencies of
all provider
levels

Paramedic
level,
municipal,
third service

12 volunteer
EMS
agencies
and a
municipal
countywide
paramedic
level service

Mixed
commercial
and
volunteer
EMS
agencies of
all provider
levels

Public health
structure

City public
health
commission

County public
health
department

Combined city
and county
public
health
department

County public
health
department

Metro area
public
health
department

County public
health
department

County public
health
department

“Third service” means a stand-alone service that is separate from the fire and police departments.
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on what was common between all of the communities. The
representatives who participated in the meeting are shown in
Figure 2. The objective of the meeting was to develop a list
of commonalities that could be replicated across the country
to improve partnerships between public health and the emer-
gency care community. Seven elements were found to be
common in each of the model communities. These elements
are shown in Figure 3.

DISCUSSION
All of the participants agreed that relationships were the
most important factor in maintaining strong linkages be-
tween the emergency care community and public health.
These relationships need to foster respect between the orga-
nizations and the people within them. To build good working
relationships there is a need for both organizations to know
who the players are and to have the ability to network and
bring groups together. There must be a commitment to a
common mission and participants need to have enough re-
spect for each other to see each other’s strengths and enough
humility to see their own weaknesses. Recognizing organiza-
tional culture and other issues, which may hinder efforts, and
openly discussing them allowed the model communities to
better deal with them and develop high-functioning relation-
ships. In other words, they created a culture of cooperation
between public health and the emergency care community.

A key means of accomplishing this goal was to hold face-to-
face meetings on a regular basis, monthly or bimonthly. It was
commonly stated that public health and emergency care
community personnel should not meet for the first time at

the scene of an emergency. Relationships and communica-
tion lines must have a venue in which to form and develop.
Many key members of the model communities have had
long-standing relationships with each other that had been in
place for more than a decade. Regular meetings facilitate
these existing relationships and foster new ones within the
community. It was stressed that an agenda should be set for
these meetings using input from all of the participants, but
the planning must be flexible enough to allow groups to
address the next issue that may arise. Furthermore, nontra-
ditional participants should be considered to ensure that all
of the skills that may be needed in a disaster response are
represented.

Public health and the emergency care community also need
to educate each other on what they do and how they func-
tion. Included in this is the establishment of everyone’s role
in a disaster through disaster plans. Plans need to develop
locally, accounting for unique facets of the community; it
would be difficult to generalize 1 set of plans to several
different communities. These plans must be fully endorsed by
the group and all of the participants in the plan. The plans
must be drilled on a regular basis and joint drills will help to
foster linkages and better responses to actual incidents. Fre-
quent exercises and drills strengthen and reinforce the im-
portance of the relationships of the community leaders. Each
drill and actual event should be followed with a after-action
report to all of the participants that evaluates how well the
plans worked and identifies any plan weaknesses. Decisions
should be driven by actual data wherever possible.

Traditionally, EMS and public health have functioned inde-
pendently of each another on a day-to-day basis with mini-
mal interaction. This was not the case with our model com-
munities. The majority of the communities have a direct line
of accountability between public health and EMS. Several of
the communities had an EMS office located within the public
health department. In all of the communities there was either

City of Boston, MA 
Richard Serino 
Chief of Department 
Boston EMS 

Suzanne Crowther, MPH 
Director of Public Health Preparedness 
Boston Public Health Commission 

Mary Francis Hughes, RN, MSN 
Chair, COBTH Disaster Subcommittee 
Nurse Manager 
Emergency Department 
Massachusetts General Hospital 

Clark County, NV
Russ Cameron, Asst. Fire Chief 
Clark County Fire Department 

Rory Chetelat
EMS Manager
Clark County Health 
District

Eau Claire, WI: 
Bruce A. Fuerbringer, MS 
Fire Chief 
City of Eau Claire Fire and Rescue 
Department  

Jim Ryder 
Director 
City-County Health Department 

Erie County, NY
Anthony J. Billittier IV, MD, FACEP 
Commissioner of Health 
Erie County 

Gina Piazza, DO 
Medical Director 
Division of Public Health, Safety and 
Wellness 

Livingston County, NY
Joan H. Ellison, RN, MPH 
Public Health Director 
Livingston County Department of Health 

William D. Sheahan 
EMS Coordinator 
Livingston County Emergency 
Management Services 
Livingston County Department of Health 

Louisville, KY 
A. J. "Bud" Fekete 
Program Coordinator 
Louisville Metro Health Department 

Neal J. Richmond, M.D
CEO, Louisville Metro EMS 

Monroe County, NY 
Tim Czapranski 
EMS Coordinator 
Monroe County Department of Health 

FIGURE 2
List of model communities and their representatives

1) Built strong working relationships between leaders of the 
emergency care community and public health.

2) Held regularly scheduled face-to-face meetings with 
personnel from public health, the emergency care 
community, and other possible responders including non-
traditional partners. 

3) Educated each other on their expertise and role during a 
disaster including cross-training for some services.

4) Response plans were developed together and met the 
unique local circumstances. 

5) Worked together on a day-to-day basis on disaster and non-
disaster related activities. 

6) Had a strong leader who drove the collaboration between 
the emergency care community and public health. 

7) Shared resources and leveraged funding to accomplish their 
goals.

FIGURE 3
Seven elements found to be common to all 7 model
communities
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a formal reporting process between EMS and public health or
a well-established communication system in which EMS and
public health share information and planning. Although not
a traditional structural alignment, this seems to be one of the
leading factors contributing to strong linkages.

Having a crusader from the emergency care community or
public health who can lead the effort and has the appropriate
authority and a good leadership style will ensure that this
process is successful. Furthermore, strong EMS medical direc-
tion was felt to be a contributing factor to successful linkages.
Making EMS and public health part of the active medical
community facilitates the information and knowledge shar-
ing that makes strong linkages possible.

Many of the communities have educational programs that
provide cross-training. The emergency care community pro-
viders are given specific public health training and likewise
the public health providers are given incident command and
other EMS education.

Nationally, both the emergency care community and public
health are feeling financial pressure. As funding streams
become more scarce, concern has been expressed that com-
petition for funding may potentially isolate agencies. It was
suggested that funding organizations take this into consider-
ation and require cooperation between agencies. This way,
linking the communities would be facilitated, rather than
building individual silos due to funding constraints. All of the
participants agreed that funding drives action.

CONCLUSIONS
Collaboration within communities, particularly between the
emergency care community and public health, is essential for
an appropriate response to a mass casualty event. The model
communities described here show that this type of collabo-
ration is possible and has resulted in a higher level of com-
munity cooperation and interaction between public health
and emergency care, and has improved their planning and

preparedness activities. Other communities can learn from
the experiences of these model communities and strengthen
their own collaborations. Specifically, communities should
foster respectful working relationships between agency lead-
ers, hold regular face-to-face meetings of those leaders, edu-
cate one another on their expertise and roles during a disas-
ter, develop response plans together, work together on a
day-to-day basis, identify and encourage a leader to facilitate
these relationships, and share resources.
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