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Rapid Needs Assessments for
Older Adults in Disasters

By Jason Burnett, Carmel B. Dyer, and Sabrina Pickins

thas been reported that
Ion average, a disaster
takes place somewhere
in the world every day
(Norris, 200s). Floods, tor-
nadoes, hurricanes, earth-
quakes, and terrorist
attacks cause extensive

Medical, social, ADL
evaluations amonyg the cots

in the Astrodome.

ter: This study determined
that impaired physical
mobility, diminished sen-
SOry awareness, preexist-
ing heaith conditions, and
social and economic

restraints increased the
vulnerability of frail older

damage and simultane-

ously affect and even consume many lives (Nor-
ris, 2005). While no one is safeguarded against
these ill effects, the most vulnerable, especially
frail older people, face the greatest challenges
during and after disaster events.

Most studies concerning disasters and older
people have focused primarily on the psycho-
logical and social impact of these events on
older adults (Ford et al., 2006; Anetzberger,
2002; Clinton et al., 1995; Ehrenreich and
McQuaide, 2001). Some studies, however,
report the unfortunate finding that the older
population has the highest casualty rate during
disaster events when compared to all other age
groups (Dyer et al., 2006; Freidsam, 1960;
Browning et al., 2005; Tanida, 1996). A study
conducted by Fernandez and colleagues (2002)
posits an explanation for the psychological and
social effects and higher mortality rate experi-
enced by older people during times of disas-
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people during disasters. A
numbser of studies resulting from recognition of
the imperative posed by the increasing num-
bers of very old people offer suggestions for
special strategic planning and setting of prior-
ities in order to minimize the harmful effects
of disasters on vulnerable adults (Gibson and
Hayunga, 2006; Fernandez et al., 2002).

Pre-disaster and post-disaster planning are
both vitally important for ensuring the safety
of vulnerable and frail elders. Knowing the needs
of those most at risk for harm and death allows
for the proper planning and execution of poten-
tially harm-mitigating and lifesaving actions.
For some older adults, even a slight interrup-
tion in medical care services can be detrimental
and sometimes lethal. For example, Magnum,
Kosberg, and McDonald (1989) report the com-
plexity of trying to ensure the safety of older
vulnerable nursing home residents in an
unplanned response to Hurricane Elena in 198s.
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Evacuating an already assembled group with
known health profiles and impairments still
proved to be problematic. The authors report
grave issues with lack of continuance of proper
medical care during and after evacuation, as
impaired elders were separated from care
providers and medications, as well as difficulty
with transportation and other problems.

Dyer and colleagues (2006) report similar
experiences with disaster relief efforts and elders
in response to the evacuation of New Orleans
following Hurricane Katrina. These authors
report that in the shelter setting, it was difficult
to determine who needed immediate medical
care, and of what type, and it was hard to locate
elders who needed assistance in gaining access
to care. It was also difficult to protect elders in
a shelter from possible exploitation.

Because these are issues that affect the well-
being of elders and will inevitably be faced dur-
ing any major disaster, mechanisms for
preventing and responding to such problems
as described above are essential. One way to
reduce potential harmful outcomes experienced
by older people during disasters is to implement
a rapid needs assessment that can be used to
facilitate relief efforts.

WHY A SPECIFIC ASSESSMENT TooL?

Indeed, development of a rapid and accurate
assessment tool specifically designed to identify
the needs of older adults in disaster situations is
paramount. The physical and social needs of
vulnerable elders who are evacuated to disaster
shelters vary greatly. Some elderly residents are
fully independent, without chronic disease, cog-
nitive impairment, or any limitations in their
ability to perform their activities of daily living,
Others have chronic disease with mild to severe
limitations in their ability to perform activities
of daily living and thus are not likely to fare well
without assistance.

For example, during the relief efforts pro-
vided in Houston, Texas, for victims of Hurri-
cane Katrina, the majority of patients seen by
the on-site medical unit at the Reliant Astro-
dome Complex were frail elders who could not
scale the stairs, get to showers, read the signs
or hear announcements providing vital infor-
mation, use the toilet by themselves, or properly
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administer their own medications. Many of the
elders had no friends or family and were too
debilitated to advocate for themselves and thus
suffered in silence, unnoticed on their cots (Dyer
et al., 2006). Some were disoriented, did not
know where they were, and required immedi-
ate hospitalization.

Despite the availability of medical care and
medications on site at the Astrodome, there
were no means to ensure that frail elders were
able to gain access to these services. Similarly,
there was no uniform approach to providing
social services to the elderly and, therefore, no
protocol for addressing those with the most
urgent need.

The challenge for those planning and pro-
viding disaster relief efforts is to be able to triage
those who need immediate extra assistance in
an efficient and timely manner so as to mini-
mize harm. A brief review of the disaster liter-
ature reveals that while elders are most
commonly in need of extra and specialized assis-
tance, shelters are usually not staffed with peo-
ple trained in geriatric medicine or a geron-
tological specialization (Dyer et al., 2006). Many
facilities lack formal systems to provide assis-
tance with activities of daily living, and some
elders may have medical needs that exceed the
scope of services provided by the facility. In
some cases, elders arrive with life-threatening
conditions, are demented or delirious, or, for
these and other reasons, require total care. If
not detected and treated in time, these vulner-
able elders and others may suffer avoidable
harms and casualties. It is in order to meet the
needs of this special population that a new
approach to providing medical and social set-

vices in response to disasters is necessary.

TooL DEVELOPMENT

In response to the arrival at the Houston
Astrodome of more than 20,000 Hurricane
Katrina victims, many of whom were frail elders
who were disheveled, distraught, suffering from
poor health conditions, and incapable of access-
ing medical and social services, a group of vol-
unteers assembled to determine the best
provision of care. Many of the volunteers and
other workers at the Astrodome were geronto-
logical professionals from the Houston area.
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They included nurses, social workers, geriatri-
cians from the geriatric program at the Harris
County Hospital District, and protective ser-
vice employees from the Texas Department of
Family and Protective Services.

Some of these specialists in aging formed a
team called Seniors Without Family Triage
(sWiFT) to help elders who had no family mem-
bers or others available to advocate for them
or otherwise help them gain access to needed
medical and social services. The team concluded
that a rapid screening tool was needed to deter-
mine who needed help, how urgently, and what
the best course of action would be in each case
to ensure the safety and health of each individ-
ual elder.

The swirT members devised a rapid assess-
ment tool to screen for vulnerable elders with
urgent needs in the following realms: cogni-
tive, medical, social service, and activities of daily
living. The sWiFT screening tool (see Figure 1)
consists of thirteen questions, divided into three
categories (medical/mental health, financial, and
social), assessing individual areas of needed assis-
tance. The categories were structured using a
tiered and ordinal system to provide indications
as to the level of urgency and type of care
needed. Elders who required urgent medical or
mental health care were classified as level 1
respondents, and those who needed assistance
with financial matters (Social Security, subsi-
dized housing, and the like) and locating rela-
tives were classified as level 2 and level 3
respondents, respectively.

The rapid assessment could be administered
in less than ten minutes by teams of two—a
social worker and a medical professional, who
could quickly address any urgent medical or
social needs. The field team medical and social
work personnel did what they could on the spot,
and any case that could not be handled imme-
diately was triaged to the appropriate section.
The assessments were completed by walking
throughout the cots on the Astrodome floor
looking for vulnerable elders who were alone;
it was assumed that those who had family mem-
bers present already had advocates. Also, SWiFT
members wanted to avoid separating families, as
had happened during the flood evacuation
process from New Orleans.
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After the first day of assessments, SWIFT mem-
bers reconvened to discuss what had worked
effectively and what alterations needed to be
made to the SWIFT assessment tool. The tool
was then modified, and the SWiFT triage system
was established. The swWiFT team at the
Astrodome used the tool for two more weeks
until the clinic closed and the evacuees had been
relocated to more permanent housing.

PRELIMINARY INFORMATION

In the two weeks that the Astrodome medical
clinic was open, physicians and other healthcare
professionals assessed over 10,000 evacuees, 56
percent of whom were 65 years of age or older.
More than 300 SWIiFT assessments were com-
pleted, providing strong preliminary informa-
tion about the need for a rapid assessment tool.

The average age of people assessed by the
SWIFT team was 66.1 years. Some 68 percent
of those elders were in need of urgent med-
ical or mental health assistance. Eighteen per-
cent were in need of financial assistance, 4
percent responded as needing only to be
reunited with family or friends, and s percent
required no assistance. Hypertension was the
predominant diagnosis, with 54 percent of
them having the condition. Twenty-seven per-
cent reported having diabetes, 22 percent
reported heart disease, and 10 percent reported
having memory problems.

LESSONS LEARNED

The Astrodome experience showed that in
order to meet the basic needs of special popu-
lations, shelters for evacuees of disasters must
be able to provide a broad range of psychoso-
cial and medical services to a large variety of
individuals with a wide array of symptoms and
impairments. The SWiFT tool enabled the team
of professionals at the Astrodome to help trans-
fer vulnerable elders from a cot on the floor of
a stadium to appropriate long-term-care and
other facilities. The SWiFT tool created a uni-
versal language for determining the level of vul-
nerability and proper placement of vulnerable
elders to meet their special needs. A tool of
such capability to rapidly screen vulnerable
elders for levels of psychological, medical, finan-
dal, and social needs is widely needed to reduce
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Figure 1
"SWIFT SCREENING TOOL
Current date: Worker's name:
Name: DOB:
DO YOU HAVE FAMILY OR FRIENDS WITH YOU HERE? Confirmed?
Level 1: A.Doyoutuvemyofmefollowmg C.Doyouneedmmtohelpyou
Health/Meatal
Health Priority Walking
Eating
Bathing
Dressing
] N Tolleting
GOES TO the N Medication administration
SOCIAL WORK | Nete: Any checks, treat as Level |
BOOTH IN Do you use something to help you get
MEDICAL B. Do you take medicine? around:
CLINIC DY S" ane
Do you have your medicine? alker
OYoe [N chair
I “Ne,” treat as Level L_IBath Bench
D. Where are you | E. Name 3 ordinary F. What year | G. Ask them to repeat the three items you
right now? items and have them isit? previously mentioned.
repeat them; for
example, “apple, table, | If senlor If more than one item is missed, treat as
1f semior canmot pemny.” cannot/does | Level 1.
or dees not not answer
answer correctly correctly
treat as Level 1 treat as Level
1
Level2; A. Ask them what their | B. Do you C. Income/Entitlements
Case major need is right have a plan for
Mansgement now. where you will | Are you on:
Needs go when you Medicare
leave here? Medicaid
IS REFERRED OYes [ONo ssl
TO A CASE Secial Security
MANAGER Y Food Stamps
Y VA Beaefits
Section 8 housing funds
Do you have your documents?
e o
B. Names: WHERE IS THE SENIOR LOCATED?
Relationship:
Location:

Developed by Seniors Without Families Triage

Winter 2007—2008

n

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




14

(GENERATIONS

the harmful effects that these individuals expe-
rience during disaster times. A properly
designed tool such as the one employed by
swWiFT could be used in both pre- and post-dis-
aster relief efforts.

A study by Ford and colleagues (2006)
reported that in the adult population (over 18
years of age) evacuated from New Orleans dur-
ing Hurricane Katrina, 79 percent had diabetes,
and 24 percent reported hypertension (with 81
percent of those reporting the use of antihy-
pertensive medications). Some 5 percent reported
angina, 3 percent reported previous myocardial
infarction episodes, and 2 percent reported a
previous history of a stroke (with numbers most
likely higher in the elderly population alone).

Yet, the devastation of the infrastructure of
New Orleans made it all but impossible for these
individuals to obtain medications for their
chronic conditions. In the next disaster, if such
conditions are not rapidly assessed upon entry
into the shelters and the proper care is not put
into place, these individuals and their ailments
may go unrecognized for long periods of time,
leading to functional decline, worsening of
chronic conditions, and even death.

The swiFT tool was efficiently employed on
site at the Astrodome, providing an effective
and systematic way to detect and triage elderly
disaster victims, and it was adopted for use in
shelters across Texas. The nationwide adoption
of a rapid assessment of needs of this sort would
help to alleviate some of the problems in pro-
viding proper and effective treatment to older
disaster victims by providing a template for care.

These assessments could be used as intake
forms that are completed when an older per-
son arrives at a shelter, serving as the basis for
immediate triage and placement of individuals
based on the level and type of care needed.
Because we know that the trauma resulting
from disasters increases the vulnerability of frail
older people, immediate provision of appro-
priate care must be a priority to avoid exacer-
bation of existing problems.

In addition, these assessment intake forms
could help with identifying and treating the
unique health problems associated with the
elderly. While volunteer physicians and other
professionals are helpful in performing triage,
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the subtleties of the medical diagnoses for older
people might elude those not trained in geriatric
medicine. The rapid assessment would provide
these physicians and other professionals with
directed processes and objective measurement
that address the type of care or assistance needed.

The addition of a rapid assessment tool could
also enhance the efficiency of shelters by provid-
ing a common language that could be used
between sites and from state to state. The SWiFT
tool could serve that purpose in the same way as
other tools like the Mini Mental Status assess-
ment, which are designed specifically for use with
older people. Administering the rapid assessment
and entering the data into databases could provide
numerical information from which estimations
could be made regarding the amount and type
of medical and social services needed. This
endeavor would also help provide information for
the development of surge hospitals, which are
local hospitals that are prepared to expand their
existing facilities to handle an increase in patients
upon short notice (Romano, 2005).

Although the current SWiFT tool has only
been utilized in the aftermath of a disaster, it
could also be used to prepare for future disasters.
A rapid needs assessment would be useful in
disaster preparations to help with coordination
of evacuation and shelter intake planning. The
assessment would establish a universal language
not only for post-disaster triage, but also could
indicate individual levels of disability and needs.
It could also provide general guidelines, spe-
cific to the level of assistance indicated by the
assessment, for the preparatory steps to be taken
by family, social services, transpormuon depart-
ments, volunteer organizations, and many other
entities. For instance, individuals classified as
having impairments in activities of daily living
could be evacuated early in the event of a dis-
aster. The swiFT tool could inform relief orga-
nizations and others about the types and
numbers of necessities (walkers, eyeglasses, med-
ications) most likely to be needed. The swiFr
tool used in pre-disaster periods could also
enhance planning of evacuation procedures. For
example, if a simple assessment had been admin-
istered to the city’s elderly before Katrina struck,
planning officials would have known that 65
percent of this population would not be able to
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transport themselves during an evacuation, and
could have made evacuation plans that would
have reduced the number of lives lost (Center on
Budget and Policy Priorities, 2005).

A rapid and accurate needs assessment could
provide specific regionwide information used
to educate individuals as to what they need to do
in response to a disaster. With minor modifica-
tions, the SWiFT tool could be adopted for pre-
disaster screening. Individuals, family members,
home health nurses, or one’s physician or clin-
ician could easily use the tool to designate the
priority level of the frail and vulnerable adult.
This would provide the elders and those closest
to the elder with information as to the neces-
sary plans of action. €2
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