
Original Article
Disaster Preparedness Training Needs of
Healthcare Workers at the US Department
of Veterans Affairs
Michelle D. Balut, MPH, Claudia Der-Martirosian, PhD, and Aram Dobalian, PhD, MPH
Objectives: Training healthcare workers in disaster preparedness has
been shown to increase their willingness and ability to report to work
during disasters. Little is known, however, about the relation between
sociodemographic, household, and workforce characteristics and the
desire for such training. Accordingly, this study aimed to assess healthcare
workers’ desire for additional workforce preparedness training, and the
determinants that influence the need for such training, for three types
of disasters (natural, pandemic, manmade).

Methods: TheUSDepartment of Veterans Affairs (VA) Preparedness Sur-
vey was a random, anonymous, Web-based questionnaire fielded
nationwide (October–December 2018). Multivariate, logistic regression
analyses were conducted.

Results: In total, 4026 VA employees, clinical and nonclinical, responded.
A total of 61% of respondents wanted additional training for natural, 63%
for pandemic, and 68% for manmade disasters. VA supervisors (natural:
odds ratio [OR] 1.28, pandemic: OR 1.33, manmade: OR 1.25, P < 0.05)
and clinicians (natural: OR 1.24, pandemic: OR 1.24, manmade: OR
1.24, P < 0.05) were more likely to report the need for additional training.
Those who reported that they understood their role in disaster response
were less likely to report the need for training (natural: OR 0.25, pandemic:
OR 0.27, manmade: OR 0.28, P < 0.001), whereas those who perceived
their role to be important during response (natural: OR 2.20, pandemic:
OR 2.78, manmade: OR 3.13, P < 0.001), and those who reported not
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being prepared at home for major disasters (natural: OR 1.85, pan-
demic: OR 1.92, manmade: OR 1.94, P < 0.001), were more likely to
indicate a need for training.

Conclusions: Identifying which factors encourage participation in
disaster preparedness training can help hospitals and other healthcare
providers create targeted training and educational materials to better
prepare all hospital staff for future disasters.

Key Words: continuing education, disasters, emergency preparedness,
healthcare providers, US Department of Veterans Affairs

Before 2001, few US healthcare workers had formal disaster
preparedness education, and those who did likely worked in

emergency departments, had served in the military, or had previ-
ous disaster relief experience.1 A significant change occurred
following the events of September 11, 2001, with the release
of stricter standards from The Joint Commission (TJC) and the
creation of the Office of the Assistant Secretary for Preparedness
and Response within the US Department of Health and Human
Services.2 In 2004, the US Department of Veterans Affairs (VA)
Office of Emergency Management developed and implemented
the Comprehensive Emergency Management Program aimed at
ensuring the resiliency, continuity, and rapid recovery of VA
healthcare services and facilities during disasters.3 TJC and the
Centers for Medicare & Medicaid Services require that their
accredited healthcare organizations conduct an exercise to test
their emergency plan at least annually, including a full-scale
community-based exercise or facility-based functional exercise
every other year, and then conduct a mock disaster drill or a
Key Points
• In total, 61% want training to prepare for natural disasters, 63%
for pandemics, and 68% for manmade disasters.

• Supervisors and clinicians were more likely to report the need for
additional training to prepare for disasters.

• Employees who understand their role during disaster response
were less likely to want additional training.

• Employees who perceive their role during disaster response as
important were more likely to want additional training.

• Those not prepared at home for disasters more likely to want
additional training.
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tabletop exercise the following year.4,5 Approximately 77% of
US hospitals are accredited by TJC,6 including all VA facilities,
and thus meet their emergency preparedness requirements. There
are also state-level training requirements for clinicians set by pro-
fessional standards boards.

Although there is no consensus regarding the most effective
methods of training healthcare workers in disaster preparedness,1,7–9

disaster training has been shown to improve preparedness knowl-
edge8,10,11 and increase the ability and willingness of healthcare
workers to report to work during disasters.1,12–15 Such findings
point toward the need to better understand which factors encour-
age healthcare workers to participate in disaster training. There is,
however, a gap in the literature regarding the relation between
sociodemographic, household, or workforce characteristics and
the desire for additional disaster preparedness training. A better
understanding of the various factors that may influence healthcare
workers’ desire for additional training would help hospitals create
targeted disaster preparedness trainings that will better prepare
nurses, physicians, and hospital support staff for disasters. The
current coronavirus disease 2019 (COVID-19) pandemic stresses
the need for additional training for future infectious disease out-
breaks and other major disasters.

The VA provides care to >9 million veterans at 1255 facili-
ties and has a large healthcare staff, including the largest nursing
workforce in the United States.16 One of the missions of the VA
is to provide medical resources and care to both veterans and
nonveterans during major disasters and thus has responded to
numerous national emergencies,17–19 including the COVID-19
pandemic.19 Because the VA plays an important role in the
nation’s disaster response, understanding the perceptions of work-
place preparedness and training needs for all VA healthcare
employees is critical to ensure the continued delivery of care to
US military veterans and local communities during times of crisis.

Accordingly, the first nationwide survey to examine the
disaster preparedness of VA healthcare employees was devel-
oped and conducted across the United States in late 2018. The
VA All Employee Disaster Preparedness Survey (VA Prepared-
ness Survey) focused on perceptions about workforce prepared-
ness, the need for additional training to prepare for disasters, and
understanding of individual response roles and their perceived
importance of their roles during three types of major disasters:
natural, pandemic, and manmade. This article examines the
determinants of the perceived need for additional disaster prepared-
ness training among VA staff, and focuses on employees’ under-
standing and perception of the importance of their role during their
facility’s response to the aforementioned types of disasters.

Methods
TheVAPreparedness Surveywas a random, anonymous, 10-minute
Web-based survey of all full-time and part-time employees at
VA medical facilities nationwide. The survey was fielded from
October through December 2018, and both clinical and nonclin-
ical staff were invited to participate. Additional details regarding
the study design, questionnaire, and study population are available
Southern Medical Journal • Volume 115, Number 2, February 2022
elsewhere.20,21 This study was determined by the local institutional
review board to be a quality-improvement, nonresearch project.

Statistical Analyses

Descriptive statistical analyses were conducted to illustrate
the sociodemographic, work-related, general health, and household-
related characteristics of the study population, and the percent
distribution of key study variables, including perceptions of work-
force preparedness during natural, pandemic, andmanmade types
of major disasters. For this article, the determinants of additional
training to prepare for the three types of disasters were examined,
in which each dependent variable was dichotomized by combin-
ing the “strongly agree/agree” responses into one category and
the remaining responses (“strongly disagree,” “disagree,” and
“neutral”) into another category, given that this study aims to
identify the predictors of workforce preparedness training. The
analyses included three multivariate logistic regressions, one for
each disaster type. The following covariates were included in the
multivariate logistic regression models: sociodemographic charac-
teristics (sex, age, race, marital status, education, andmilitary back-
ground), overall general health status, work-related characteristics
(clinical duties, supervisory responsibilities, number of years
at the VA, and whether the respondent previously experienced
one or more disasters while at the VA), and household character-
istics (dependents younger than 18 years, household prepared-
ness, has plans to meet family’s healthcare needs during major
disasters, and responsible for assisting someone who does not
live at home). The main independent variables were related to
perceptions of workforce preparedness; for each disaster type
(natural, pandemic, manmade), survey respondents were asked
to rate the following two items using a 5-point (strongly agree
to strongly disagree) Likert scale: I understand my role in my
facility’s overall disaster response and my role in my facility’s
overall disaster response is important. The response categories
for these independent variables were dichotomized by combin-
ing the “strongly agree/agree” responses into one category, and
the remaining responses (“strongly disagree,” “disagree,” and
“neutral”) into another category. In addition, to account for the
survey design weights, the svy command in STATA (version
15, StataCorp, College Station, TX) was used when conducting
the logistics regression analyses. Odds ratios (ORs) and 95%
confidence intervals (CIs) were calculated to determine the sta-
tistically significant predictors of workforce preparedness train-
ing for three types of disasters. Statistical significance was set at
P < 0.05.
Results

Characteristics of Participants

Details about the sociodemographic characteristics of the
study participants are available elsewhere.22
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Perceptions of Workforce Disaster Preparedness

Table 1 presents theweighted percent distribution of responses
for the three workforce disaster preparedness variables. For the
dependent variable I would like additional trainings to prepare,
61% strongly agreed/agreed wanting additional training for nat-
ural disasters, 63% for pandemics, and 68% for manmade disas-
ters. For the first set of independent variables, I understand my
role in my facility’s overall response, theweighted percent distri-
butions of strongly agree/agree were 57% for natural disasters,
49% for pandemics, and 50% for manmade disasters. For the
second set of independent variables,My role in my facility’s overall
response is important, the weighted percent distributions of strongly
agree/agree were 72% for natural disasters, 68% for pandemics,
and 69% for manmade disasters.

Determinants of Workforce Disaster Preparedness
Trainings

Table 2 shows the ORs and 95%CIs for all of the study covar-
iates and the two main independent variables, predicting the desire
for additional disaster preparedness training for natural disasters,
pandemics, and manmade disasters. The findings indicate that
VA employees with supervisory responsibilities, compared with
employees with no supervisory responsibilities, were more likely
to report the need for additional training (natural disasters OR
1.28, 95% CI 1.78–2.74; pandemics OR 1.33, 95% CI 1.11–
1.60; manmade disasters OR 1.25, 95% CI 1.04–1.51). Similarly,
VA employees with clinical duties were more likely to report the
need for additional disaster preparedness training (natural disas-
ters OR 1.24, 95% CI 1.04–1.47; pandemics OR 1.24, 95% CI
1.04–1.46; manmade disasters OR 1.24, 95%CI 1.04–1.47). Fur-
thermore, respondents who have been employed at the VA for a
longer period of time were less likely to report the need for addi-
tional training for natural disasters (OR 0.93, 95% CI 0.88–0.99)
and pandemics (OR 0.92, 95% CI 0.86–0.98). For demographic
characteristics, race and age were the two statistically significant
covariates. Whites compared with non-Whites were less likely
to report the need for additional disaster preparedness trainings:
natural disasters (OR 0.54, 95% CI 0.45–0.65; pandemics OR
Table 1. Perceptions of VAworkforce preparednessa during
major disasters (N = 4026)

Natural
disasters
(%)

Pandemics
(%)

Manmade
disasters
(%)

Would like additional training 61 63 68

I understand my role in my
facility’s overall response

57 49 50

My role in my facility’s overall
response is important

72 68 69

VA, US Department of Veterans Affairs.
aWeight percent; strongly agree/agree.
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0.60, 95% CI 0.50–0.73; OR 0.57, 95% CI 0.46–0.69). For age,
the two oldest age categories (55–64 and ≥ 65) compared with
the youngest age group (18–44) were less likely to report the need
for training. In terms of household characteristics, therewere three
statistically significant predictors. VA employees who reported
that they were “not prepared at all” at home for any major disaster
were more likely to report the need for additional training at work
compared with thosewho reported that they were “well prepared”
at home (natural disasters OR 1.85, 95% CI 1.39–2.46, pan-
demics OR 1.92, 95% CI 1.45–2.55, manmade disasters OR
1.94, 95% CI 1.44–2.61). VA employees who had plans to meet
their family's healthcare needs in a major disaster and those re-
sponsible for assisting someone not living in their household were
also more likely to report the need for additional disaster pre-
paredness training at home. Finally, for the two main independent
variables in this study, VA employees who reported that they un-
derstood their role in their facility’s overall disaster response,
compared with those who reported that they do not understand
their role, were less likely to report the need for additional disaster
preparedness training for all types of disasters (natural disasters
OR 0.25, 95% CI 0.21–0.31, pandemics OR 0.27, 95% CI
0.22–0.34, manmade disasters OR 0.28, 95% CI 0.22–0.34).
VA employees who perceived their role in their facility’s overall di-
saster response to be important were more likely to report the need
for additional trainings (natural disasters OR 2.20, 95% CI 1.78–
2.74, pandemics OR 2.78, 95% CI 2.24–3.44, manmade disas-
ters OR 3.13, 95% CI 2.50–3.92), however.

Discussion
Few studies have examined the relation between sociodemographic
and household characteristics and a desire for training; however, it
has been found that healthcare workers with postgraduate educa-
tion and those who have been employed for longer periods were
more eager for training and the implementation of an emergency
plan.23 Several studies have found that younger healthcare workers
were more likely to be absent from work during disasters than their
older colleagues.1,12 In contrast, clinicians23,24 and hospital staff
with a military background1,23 and prior disaster experience1,15,25

have been shown to bemore likely to respond or else felt better pre-
pared to respond to a disaster. Improving household preparedness
also has been shown to increase the willingness to respond or
improve workforce preparedness.1,22 Furthermore, healthcare
workers have expressed their desire for personal and family pre-
paredness training.26

In this study, we found that VA employees who were “not
prepared” at home were more likely to want additional training
to prepare for major disasters; only 23% felt “well prepared at
home” and 41% had a “plan to meet their family’s healthcare
needs during a disaster.” As such, healthcare facilities should
strongly consider personal preparedness training that encour-
ages employees to put together basic disaster kits at home aswell
as written household disaster plans that address the needs of
dependents and others whom they may be responsible for in
the event that they have to report to work during a disaster.



Table 2. Determinants of workforce preparedness training for major disasters aWeight percent; strongly agree/agree.

OR (95% CI)

Natural disasters Pandemics Manmade disasters

I understand my role in my facility’s overall disaster response 0.25 (0.21–0.31)* 0.27 (0.22–0.34)* 0.28 (0.22–0.34) *

My role in my facility’s overall response is important 2.20 (1.78–2.74)* 2.78 (2.24–3.44)* 3.13 (2.50–3.92)*

Supervisory responsibilities 1.28 (1.07–1.54)** 1.33 (1.11–1.60)** 1.25 (1.04–1.51)***

Clinical duties 1.24 (1.04–1.47)*** 1.24 (1.04–1.46)*** 1.24 (1.04–1.47)***

Number of years at the VA 0.93 (0.88–0.99)*** 0.92 (0.86–0.98)** 0.98 (0.92–1.04)

Experienced a major disaster while at the VA 0.96 (0.77–1.20) 1.11 (0.88–1.39) 1.05 (0.83–1.31)

US military veteran 1.02 (0.83–1.25) 1.11 (0.90–1.36) 1.16 (0.94–1.43)

Age, y (ref: 18–44)

45–54 0.94 (0.75–1.16) 0.98 (0.79–1.22) 0.94 (0.75–1.18)

55–64 0.88 (0.70–1.12) 0.76 (0.61–0.97)*** 0.78 (0.62–0.99)***

≥65 0.67 (0.46–0.97)*** 0.74 (0.51–1.08) 0.66 (0.46–0.96)***

Male sex 1.25 (1.03–1.53)*** 1.17 (0.96–1.43) 1.02 (0.84–1.25)

White race 0.54 (0.45–0.65)* 0.60 (0.50–0.73)* 0.57 (0.46–0.69)*

Education (ref: high school or less)

Bachelor’s degree 1.15 (0.94–1.41) 1.03 (0.84–1.26) 1.20 (0.97–1.49)

Master’s degree or higher 1.07 (0.88–1.31) 1.07 (0.87–1.30) 1.05 (0.86–1.29)

Married 0.84 (0.70–1.00) 0.79 (0.65–0.94)*** 0.92 (0.76–1.11)

Household preparedness (ref: well prepared)

Somewhat prepared 1.22 (0.99–1.50) 1.24 (1.01–1.54)*** 1.34 (1.09–1.65)**

Not prepared at all 1.85 (1.39–2.46)* 1.92 (1.45–2.55)* 1.94 (1.44–2.61)*

Dependent(s) younger than 18 y 0.85 (0.71–1.03) 0.82 (0.67–0.99)*** 0.84 (0.69–1.02)

Plans that meet family’s healthcare needs in a major disaster 1.21 (1.01–1.45)*** 1.27 (1.06–1.52)** 1.21 (1.01–1.45)***

Responsible for assisting someone not in household 1.37 (1.13–1.65)** 1.22 (1.01–1.48)*** 1.30 (1.07–1.58)**

General health status
(5 = excellent, … 1 = very poor)

1.01 (0.92–1.11) 1.04 (0.94–1.14) 1.04 (0.94–1.15)

Constant 2.30 (1.33–3.99)** 1.86 (1.08–3.19)*** 1.60 (0.90–2.83)

CI, confidence interval; OR, odds ratio; VA, US Department of Veterans Affairs.

*P < 0.001; **P < 0.01; ***P < 0.05.
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As US military veterans have been cited as having better
household preparedness than the general population,27 employees
who are veterans could be a valuable resource28 to lead training
sessions for their colleagues on how to prepare their home for var-
ious disasters. Lastly, because supervisors, clinicians, and those
who have been employed at the VA for a shorter period of time
expressed their desire for additional training to prepare, annual
education exercises and drills should be offered shortly after
onboarding and should be both tailored to outline their specific
response roles and designed to fit their busy schedules.

Healthcare workers who underwent disaster training or else
believed that they were prepared to respond, have been reported
to be more likely to report to work during a major disaster.1,12–15,24

Advanced training also has been shown to have a significant
association with preparedness knowledge,7,10,11,29 such as
improved understanding of the hospital’s disaster plan, incident
command system, communication strategies, and their individ-
ual response roles, as well as increased confidence in self-
protection practices and use of firefighting equipment.9,30 Most
of the hospitals that did not report experiencing any substantial
Southern Medical Journal • Volume 115, Number 2, February 2022
challenges during Hurricane Sandy in 2012 attributed their lack
of problems to successful emergency planning and participation
in preparedness activities.31 The majority of healthcare profes-
sionals have expressed their desire for additional training to pre-
pare for a major disaster,12,14,22,23,26 including >60% of VA
employees surveyed in this study. The most frequently cited
training needs include information about their specific response
roles,26,32 the incident command structure,8,26 their hospital’s
disaster plan,7 infection control,15,26 personal preparedness,26

and triage.15 Large-scale exercises and disaster drills have been
found to be an effective means of improving knowledge of
disaster procedures and identifying problemswith incident com-
mand, communications, triage, patient flow, security, and more.8,15

In addition, “just-in-time” training can be valuable for rapidly
equipping healthcare workers with disaster-specific skills and
improving knowledge just before or during disaster response.33,34

In particular, VA employees from this study want additional
training to prepare for pandemics (63%) and manmade disasters
(68%). Our finding about pandemics underscores the need for
training about the novel coronavirus that causes COVID-19 as
161
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well as other emerging infectious diseases. The finding also is
consistent with previous studies that found that healthcare
workers are more willing and able to respond to natural disasters
and less likely to respond to infectious outbreaks and chemical,
biological, radiological, nuclear, or explosive events.13 The liter-
ature exploring chemical, biological, radiological, nuclear, or
explosive events found that there were significant deficiencies
in healthcare personnel training,8,14,35 and many hospitals did
not have emergency plans or guidelines specific to radiological
threats.35 Furthermore, many healthcare workers have reported
that they have not received any, or very little, pandemic-related
training,12–14 and the fear of becoming ill or contaminated12,13,35

and fear of unknown agents35 have been widely cited as a com-
mon influencer regarding the willingness to respond during
a disaster. As such, future training should strive to improve knowl-
edge and skills in disaster preparedness and response, with an
emphasis on pandemics and manmade disasters. Our findings
support recommendations for healthcare facilities to broadly
disseminate their disaster plan, which should include specific
information and instructions for each disaster type, to all employees.
Annual education should refamiliarize healthcareworkers with these
plans and, as generally recommended, address common biological,
chemical, and radiological agents and emerging infectious diseases.
It also should include information regarding how to protect
themselves and their family members, so that they become less
fearful and more likely to report to work. Although just-in-
time training can be an efficient solution for rapidly addressing
competencies, knowledge, and skills during disaster response,
training for a pandemic may require continued, periodic refresher
courses, as infectious disease outbreaks often have uncertain and
prolonged timelines.

One of the most significant factors associated with an
increased likelihood of reporting to work during a disaster is
having an individual response role.1,14,26,36 For example, one
study found that pediatric nurse practitioners with a specified
role in the workplace disaster plan were three to five times more
likely to respond during a disaster than those without a specified
role.1 Healthcare workers with a higher perceived importance in
an emergency response role also were more willing to report to
work during a disaster.24,26 In fact, one element of performance
standards for TJC accreditation is that hospital staff be “trained
and knowledgeable about their roles in the hospital’s programs
for fire safety, security, hazardous materials, and emergen-
cies.”37 Furthermore, the World Health Organization’s guide to
preparing hospitals for epidemics recommends that all staff
members, particularly those involved in infection prevention
and control, prepare “job action sheets,” which describe their
roles and tasks in an emergency situation.38 This study found
that those whowere less likely to “understand their role” in their
medical facility’s response to a disaster were more likely towant
additional training, and those who believed their role in disaster
response was important were more likely towant training to pre-
pare. Because only approximately half of all VA employees
reported understanding their role during response to a disaster,
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training should outline individual response roles, especially when
responding to a pandemic or manmade disaster. Annual education
also should stress the importance of their roles during disaster
response. Although it may be difficult to assign specific,
predetermined roles for all of the possible disasters, a set of
potential roles should be defined and clearly communicated
to all employees. The use of simulations and drills has been shown
to help define individual response roles and improve self-efficacy,
collegiality, and perceived role importance.25,36

The results of this study may not be generalizable outside
the VA; however, the VA healthcareworkforce is similar to other
healthcareworkers in terms of its sociodemographic characteris-
tics as well as the type, amount, and scope of disaster prepared-
ness training. For example, the applicability of emergency pre-
paredness requirements set by TJC and state-level professional
standards boards would be the same for both VA and non-VA
healthcare employees. In addition, perceptions of workforce pre-
paredness may not reflect objective readiness for disasters, so
future surveys should examine perceptions in relation to actual
response metrics; in VA, such studies could focus on the Com-
prehensive Emergency Management Program’s “mission areas”
of hospital preparedness.39,40

Conclusions
Clinicians and nonclinical staff play important roles in disaster
response; accordingly, improving knowledge and skills about
preparedness for both groups is essential for a nation’s effective
response to a major disaster. VA employees in this study expressed
a desire for additional disaster preparedness training for all three
types of disasters (natural, pandemic, manmade). The findings
point to the need for additional hospital-based education and
training strategies to boost employees’ willingness and ability
to respond.

This study suggests that training should better define
employees’ individual response roles and the importance of their
roles during response, particularly during pandemics andmanmade
disasters. Interventions also should aim to improve hospital staff’s
household preparedness, which could include instructions about
preparing disaster kits and developing written disaster plans to
address the needs of their dependents. Understanding what fac-
tors influence the desire for additional training can assist hospi-
tals and other healthcare facilities to create targeted trainings and
educational materials to better prepare the ability of the healthcare
system to respond effectively and efficiently during crises.
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