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The
National
Disaster
Medical
System
Wants
You!

Whether it’s a hurricane, flood,
tornado, or terror attack, civilian
clinicians who have agreed to
serve on federal disaster response
teams make the difference
between lives saved and lives lost.

62 AARC Times      October 2011



For the first component, which is the patient stabiliza-
tion, we have teams that are typically made up of U.S. civil-
ians — clinicians as well as people with other roles on the
team. One of the core teams is the DMAT. It’s essentially a
team of a bit over 100 people, mostly clinicians, who typi-
cally practice every day in their community. During a disas-
ter, if a particular team is on call, members may be asked
to deploy. When they deploy they’re diverted from their
civilian jobs to become federal employees for the time that
they’re deployed. There are about 50 teams out there.

Is there a need for respiratory therapists 
to be on the DMATs today?

Absolutely, and I think there’s been an increasing need,
as our mission has changed. Today we’re taking on more
critical care as well as pediatric responsibilities, and clearly
the respiratory therapist has a big role in those. In addi-
tion, we’ve done a lot of management in medical need
shelters called Federal Medical Stations, where a number
of patients have chronic respiratory ailments and require
either nebulizer or aerosolized treatment and medication,
assessments, and delivery of medical gas — all of which is
clearly within the expertise and purview of respiratory
therapists.
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Thanks for taking the time to talk with us today.
My first question to you is, what is the NDMS,
and how do the DMATs figure into the equation?

The NDMS is a collaboration between U.S. Health
and Human Services, the Department of Veterans
Affairs, the Department of Defense, and the Depart-
ment of Homeland Security. It was initiated almost
30 years ago to assist with domestic disasters, as well
as potentially large patient movement if we were ever
involved in a relatively large-scale war, such as in the
European theater. It’s been used in the past three
decades more as a response to natural disasters, even
though we may also respond to manmade disasters.

That’s the National Disaster Medical System.
Within that system there are three pillars. The first is
on-scene care and stabilization. The second is large
movement of patients or patient evacuation, usually
out of the affected region. The third is a definitive care
component — if patients need to be moved from one
region to another, we have over 1,000 hospitals that
have volunteered to accept a certain number of
patients, and this includes an agreement on how they
would be reimbursed.
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When disaster strikes, our nation depends on the National
Disaster Medical System (NDMS) to ensure people get the care they
need. To discuss the NDMS, AARC COO Thomas Kallstrom, MBA, RRT,
FAARC, recently spoke with Lewis Rubinson, MD, PhD, FCCP, deputy
chief medical officer for the NDMS; Martha Bartz; and Kathy Harrod, 
of the U.S. Health and Human Services. What follows is an interview
detailing more information about the system, its Disaster Medical
Assistance Teams (DMATs), and how respiratory therapists can get
involved in disaster relief efforts.
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We’ve also heard of another type of team — the Mobile
Acute Care Strike Team, or MAC-ST. How does a DMAT
differ from a MAC-ST?

The MAC-ST is a specialized component within the
NDMS system. All MAC-ST team members are DMAT
members, but not all DMAT members are MAC-ST members.

The MAC-ST is a specialized critical care team used if
ICUs need to be evacuated. They hold the patients at an
evacuation site until the Department of Defense’s critical
care teams can fly the patients to safety. There are some
additional missions they may go on, such as expanding crit-
ical care, but it’s typically all-around critical care.

So, just as with the DMAT, you are also in need of
respiratory therapists for the MAC-STs?

Absolutely. And again, you can’t be on a MAC-ST without
being a DMAT member. So you join as a DMAT member and
then your team nominates you to go through MAC-ST train-
ing, which typically consists of one basic class per year and
an advanced class per year, as well.

Who are some of the other people on the DMATs?
Clinicians vary from physicians in a number of disci-

plines, mostly from emergency medicine; nurses, again
mostly from the emergency medicine background although

some are critical care nurses or other specialty nurses; and
physician’s assistants, pharmacists, paramedics, and EMT-
basics.

Then there are logistics support people, as well. Some on
the teams who know a lot about security, who know a lot
about what we call “forced help protection” or safety. So a
lot of different expertise is brought to bear for the team, and
a lot of people wear more than one hat. You don’t just go out
with a team of clinicians, because you need people who
have knowledge about security or who have knowledge
about logistics. If you don’t have the right medical tools, they
know how to get them. They know how to communicate,
and they know how to make sure the team is taken care of
in terms of water, food, etc. Clinicians in isolation are not
useful. So again, it’s a team of collaborating expertise.

What qualifications would a respiratory therapist
need to join one of these teams?

Ideally, we’re looking for RRTs, although we will consider
some CRTs, depending on what they’re doing. The ideal
person is someone who feels very comfortable both with
very, very sick patients as well as with a wide range of respi-
ratory therapy. We’re looking for someone who can teach
MDI usage, do peak flow monitoring and patient education,
and especially someone who also has considerable experi-

DMAT training exercise
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ence in both the pediatric and the adult populations. Of
course, we know that there are many adult-only therapists,
pediatric-only therapists, some who just work on the floors,
some who just work in ICUs — but the ideal person is going
to have extensive experience across all of that. Even a good
knowledge of outpatient DME would be very useful, espe-
cially for missions involving medical need sheltering. Know-
ing a lot about oxygen concentrators and what equipment is
out there would be very useful.

How many respiratory therapists do you need?
We’re ultimately looking for several hundred. There are

less than a hundred RTs in the system right now. Our goal is
to have at least a handful for each team. Our specialized
teams, like our International Medical Surgical Response
Teams — there are three of those, one in the east, one in the
south, and one in the west — tend to be where RTs are
currently concentrated. So we can always use more respira-
tory therapists on those specialized teams. The DMATs defi-
nitely need therapists, and a lot of these therapists will also
hopefully consider undergoing MAC-ST training and being on
the MAC-ST teams, as well.

Are there specific parts of the country where 
RTs are needed more than others?

There are some teams that have no therapists; and as part
of the human resource effort, we can work with the AARC to
let them know which state teams have no therapists and try
to prioritize those states.

However, we really need respiratory therapists across all
our teams. I would not discourage anyone from looking at the
DMAT just because there are already several on the DMAT
that’s closest to your geography. I’m not aware, really, of any
team that’s filled all its respiratory therapy needs.

If respiratory therapists join a team, 
what is their obligation?

Even when your team is on call, you’re not involuntarily
obligated. But basically, your team is physically on call two
months out of the year, and there is the expectation that you
will also keep the two-week period after you’re on call some-
what free in case you go out toward the end of the month.
Deployments are typically an agreement for two weeks. They
may be shorter, but when you go out the door, you’re expect-
ing that it will be a two-week deployment. So the expectation
is always two months a year on call with the two-week tail.
If you also join a MAC-ST, there will be additional on-call time
for the MAC-ST separate from your DMAT time.

It really comes down to what kind of obligation you can
make. We hope that people are excited and are able to be on
call. Typically, being on call does not mean you need to clear

your schedule. It just means you plan so that if something
happens, you can get out the door quickly without having to
make a ton of separate arrangements at work. But no one is
expected to leave that schedule entirely open for months,
because you may or may not be deployed.

The other thing is, we do ask that you get permission from
your employer to join the team. There are also some protec-
tions for our folks when they are deployed. So you do have
the same protections as Army personnel or our military
colleagues who are reservists and get called to duty.

Are DMAT and other team members reimbursed, or is
this strictly volunteer work?

If you serve on one of these teams, you become a federal
employee as soon as you are activated. When you actually
have a mission and your team is activated, you go “on the
clock” and you are paid according to the level of government
service for which you were hired. Typically, that depends on
your experience and your job classification.

So you get paid, and you have different coverages, just like
you would if you were a federal employee, for that period of
time when you are activated. When you’re demobilized and
go back into your civilian job, you will no longer be paid
except when you are activated again.

Surely a lot of AARC members will have an interest in
doing this. How can they sign up?

You have to go through a formal federal employment
hiring process, just as any other federal employee does.
You can either contact the National Disaster Medical System
here in Washington, DC, or contact a DMAT in your local area
and talk to the leadership there (www.phe.gov/Preparedness/
responders/ndms/teams/Pages/recruitment.aspx).

We’re also going to have a booth at the AARC Congress in
Tampa this November, where we’ll be providing some infor-
mation and even helping people initiate the process.

So people can sign up right there at our Congress?
Yes, but again, the sign-up is only the beginning of the

process. Ultimately, you’ll go through a lengthy credentialing
process, from security investigations to fingerprints. One of
the hardest things we have to deal with is the fingerprinting,
which actually requires a pretty rigorous process. We’re going
to try and bring that to the AARC Congress to reduce that
barrier.

Typically, people should expect the process to take
between six months to one year. So it takes some patience
and commitment. But most people who go through the
process and come out the other side feel very happy that
they’re a part of something important for our country.
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Thank you for taking the time to explain this to us. Is
there anything else you’d like to tell our members at
this point that we might not have covered?

Well, the question many people ask is: Why do this
through the NDMS rather than some other voluntary
system? There are some good systems out there, but you
always want to go to a system that has all the right things.
It needs to be within the overall delivery of care system.

If you’re just going to travel with a bunch of people who
have the right intentions but aren’t plugged in with the
authorities who are making sure that the care is seamless
and consistent with the needs, you may really be working at
odds with what the community actually needs. The National
Disaster Medical System, being a government entity, is
absolutely integrally involved both in domestic and inter-
national efforts. When we go out we work with the State
Department and the regional World Health Organization
groups to make sure that we are coordinated with every-
thing else. That’s the first thing.

The second thing that I think is very relevant to respira-
tory therapy is, it’s really important that you have the scope

to do what you need to do. Respiratory therapy is a pretty
equipment-dependent practice, and you want to deploy
with a group who’s going to make sure you have what you
need to be able to practice your profession. We have an enor-
mous logistics footprint to ensure we get the right medical
equipment out the door quickly to do the job. And again, we
have the ability to measure peak flows and deliver
aerosolized medications, mechanical ventilation, and
medical gas. That’s crucial if you really want to be able to
take your tools into the field. It’s not easy to do unless you
have a system that’s always being built to be able to provide
that.

Then the third thing is that you want to be part of a
system that keeps you safe, that’s looking out for your well
being, that knows a lot about safety, that can also ensure that
you are not taking resources from the groups you are coming
to manage. So the team needs to be able to rely on its own
transportation, its own fuel, its own food, and its own water,
and that’s part of the tenants of our system. I think we do
disaster response right. We still could always get better. ■
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