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Abstract 

 This paper explores the need for medical evacuation during Hurricane Katrina and the 

ways in which hospital policy has changed since that event. The in-depth interview and literature 

show a direct change in hospital policy regarding evacuation and increase in emergency 

preparedness after Hurricane Katrina, aided by technological advances. Evacuation has evolved 

from a rarity to a possibility that requires effective preparation. Through this study, and the use 

of information presented at Res/Con, an international resiliency conference, this paper provides a 

look at how medical facilities are prepared for the disasters of the future. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



MEDICAL EVACUATION POST-KATRINA                                                                              3 

Medical Evacuation and Disaster Preparedness During and After Hurricane Katrina 

This qualitative study intends to examine hospital evacuation plans in New Orleans, 

Louisiana, and how they have been revised since Hurricane Katrina. Through the lens of 

strategic communicators in these facilities, the study seeks to understand if sufficient changes 

have been made and how these changes are being communicated to various publics. Through a 

review of the literature and a personal interview, and analysis of presentations at a national 

resilience and disaster preparedness conference, this paper will assess the readiness at major 

medical facilities in the face of multifaceted disasters such as hurricanes in the future. This paper 

focuses on the exploration of New Orleans hospital evacuation and emergency preparedness 

plans and the post-storm results, including resource plans for staff and their families. Social 

cognitive theory is used in psychology, education and communication to define learned 

behaviors in humans (Bandura 1986). Upon observation of a behavior and its consequences, one 

remembers this sequence of events and uses it as a guide for subsequent behaviors. Bryant, 

Finklea, & Thompson (2013) assert that this theory provides insight into the mental processes 

that influence behavior. Bandura (1986) notes behavior is creation of a personality based on what 

they observe, both in terms of positive and negative traits. In this way, individuals learn from 

their experiences during a disaster and what they have observed. Similarly, organizations and 

business take note of the failures of Hurricane Katrina and act accordingly to avoid the same 

results in the future. 
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Literature Review 

Evacuation problems during Katrina 

Gray & Hebert (2007) examined the unique issues that must be addressed in medical 

facilities struck by natural disaster. Their study focused on the varied experiences at different 

hospitals during Hurricane Katrina: “[s]ome hospitals evacuated all patients successfully, but by 

the end of that long week, some had become places of death.” Gray & Hebert’s methods took a 

qualitative approach, using interviews with medical staff and others who experienced Hurricane 

Katrina, as well as published accounts of the storm. This study found that due to the break in the 

levees and the lack of access to supplies, problems were more than those of a typical hurricane. 

The loss of power and other vital services made an impact of how hospital evacuation and 

continued treatment were carried out. Even hospitals with backup generators experienced failures 

– the generators at Charity hospital were flooded and stopped working. The study found one of 

the problems in evacuating a hospital is having a facility to which to take patients. The 

individualized care and sensitive records pose problems for even the most prepared facility. 

Busing and ambulance transportation proved difficult due to traffic jams and road closures. Gray 

and Hebert’s study found that the varied effect of the storm caused a multitude of complicated 

issues, when combined, proved incredibly difficult to prepare for and deal with.  

Eisenman et al. (2007) conducted a study of Hurricane Katrina and its aftermath, 

focusing on the need for a better evacuation plan. Though they did not look exclusively at 

medical facilities, their paper determined there is a necessity to improve plans for evacuation in 

New Orleans. Based on the higher percentage of residents with no means of evacuation, the 

problems were worse than in other similar storms. Through the use of qualitative interviews of 

displaced persons directly after Hurricane Katrina, Eisenman et al. found many factors that 
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affected the decision whether or not to evacuate. Those surveyed considered their own or family 

members’ health when deciding to evacuate, they found, and in one case, a diabetic individual 

feared being away from their primary care facility. The researchers found that reasons for and 

process of evacuation relied heavily on social connections and were very complex. The paper 

concluded that evacuation communication is more effectively carried out through social and 

familial ties, based on the demographics of New Orleans’ population.  

  An L.A. Times article (Zarembo and Chawkins 2005) underscored the severity of 

the situation in Charity Hospital three days after Hurricane Katrina. The article outlined the 

conditions in the 12-story hospital just after the storm; with sewage backing into sinks and 

ventilators powered by hand pumps. With air conditioning and refrigeration systems out, dead 

bodies were left to rot in their body bags. A lack of records led some patients to be identified by 

number and not by name. Those awaiting evacuation often gave up hope, and their doctors and 

families (when available) were forced to make life-and-death decisions due to adverse 

conditions. The deterioration of modern medical facilities happened quickly, and in many cases, 

could have been prevented by proper planning. 

 The failures during the evacuation process were not restricted to administrative planning 

within institutions. CNN (King & Malveaux 2005) and The Guardian (Wilson & Borger 2005), 

among other news outlets, reported that President George W. Bush admitted to failure in 

procedure in the days after Katrina. Representing the Federal Emergency Management Agency 

(FEMA) and other federal recovery groups at a press conference, Bush said the country did not 

respond properly in the evacuation effort and act quickly enough (King & Malveaux 2005). The 

Guardian article (Wilson & Borger 2005) cited the discovery of over 40 bodies in the flooded 

Memorial Hospital and the patients that waited up to four days before being evacuation to safety 
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as prime examples of negligence on the government’s behalf. Though the article quoted a 

hospital spokesman as saying some of the bodies found had died before Katrina, federal officials 

conceded to having botched the emergency response to the region (Wilson & Borger 2005). In 

order to move forward from the devastation, the president was accountable for the government’s 

mistakes. 

 Five Days at Memorial (Fink 2013) provides a personal glimpse at the events that 

unfolded within New Orleans’ Memorial Hospital during Hurricane Katrina. Doctors and other 

medical personnel made life and death decisions based on the situation, such as deciding which 

patients would receive oxygen from a dwindling supply (Fink 2013). The book focuses on 

relationships between doctors and staff, highlighting the familial environment that would soon be 

broken up after the storm. Fink (2013) uses Memorial Hospital as a microcosm of the disaster in 

New Orleans, as mistakes in handling the situation were many. The author notes that disaster 

plans at Memorial focused more on bioterrorism and such attacks rather than hurricane 

preparedness.  

 Conversely, Thomas and Lackey (2008) documented the successful evacuation of a 

psychiatric hospital during Hurricane Katrina, during which 73 patients and 35 staff members 

(and their families) evacuated to another facility in Memphis, Tennessee. They experienced no 

fatalities and employed buses as transportation. Hospital officials credited the success of the 

evacuation to a prior evacuation during 2004’s Hurricane Ivan. Having previous experience 

proved vital, as well as proper strategic communication. Thomas and Lackey provided an outline 

of a meeting that the hospital CEO and administrators held prior to the evacuation to evaluate 

preparatory consideration relating to the evacuation: transportation, additional staff, and 

organization of possessions, supplies/equipment, medication, paperwork, comfort items, and first 
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aid. They also decided that even if the storm did not become as severe as predicted, their 

preparation would serve as a valuable training drill. Their detailed plan now serves as an 

example for other medical facilities on how to minimize losses and damage during a natural 

disaster. 

After the storm 

In a study of crisis plans for companies and organizations, Hutchins & Annulis (2008) 

found an increase in disaster preparedness after the 9/11 attacks on New York City’s World 

Trade Center buildings. This type of preparation includes both natural and man-made disasters 

and or terrorist activities. Their research determined Hurricane Katrina as the most devastating 

natural disaster in the United States, both in terms of loss of life and financial devastation. 

Hutchins & Annulis asserted that performance improvement professionals should be involved in 

crisis planning for organizations. Their survey found a change in crisis planning initiatives 

throughout many organizations post-Katrina, quantifying the change throughout a variety of 

industries. The results also showed a change in tactics for crisis planning, as organizations 

incorporated more training to their crisis plans. Strategic communication plays a key role in 

emergency planning to assure compliance to procedure and timely updates.  

 Koenig and Schultz (2009) compiled a book on disaster medicine, and coping in a 

medical facility in the face of a multitude of emergency situations. They assert that though 

complete evacuation of a hospital is rare, it may be deemed necessary in dire situations (412). 

The effects of Hurricane Katrina overwhelmed procedures in place, as directed by the National 

Disaster Medical System (135), due to the combined devastation of flooding, high winds, 

transportation limitations, and lack of power. The NDMS enacted all three of its components 

during the recovery effort: field medical response, transport, and definitive care. In order to cope 
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with different disasters, the federal government empowers several agencies to organize and 

oversee disaster planning at the national level. 

 A USA Today article, “Hospitals rework their disaster plans: After Katrina, some add 

satellite phones, boats, air evacuation to mix” (2005) outlined new systems and equipment that 

hospital administration enacted and procured after Hurricane Katrina devastated the New 

Orleans region. Some devices were for communication, like satellite phones, radio channels and 

cell phones for staff, and proper training in using them. Other equipment purchases were meant 

to aid in evacuation, as many hospitals secured boats and planned for air evacuation. Most 

hospitals, the article said, planned significant changes in their evacuation plans and training. A 

St. Louis Dispatch article (Birk 2008) focused on the Med-Sled, a stretcher-type device meant for 

moving immobile patients. The sled can be moved down stairs in the event of a power outage 

and is built so hospital staff can transport patients that outweigh them. After Katrina and other 

disasters such as earthquakes in the Midwest, the popularity of the device, which was originally 

developed for military use, has skyrocketed. Hospital staff nationwide is learning to be more 

prepared for disaster and evacuation. 

Learning for the future 

 Hurricane Katrina was a benchmark in the United States for disaster preparedness. 

“Hospitals gird for chaos. Learn from tragedy of Hurricane Katrina,” a New York Daily News 

article (2011) described the efforts put forth by hospitals in the New York area as they faced 

Hurricane Irene in the summer of 2011. According to the article, medical facilities examined 

their generators, and windows, and many hospitals in flood zones evacuated patients to higher 

ground. Staff prepared to work long hours, stay overnight, and deal with the additional patients. 

Hospital officials in the New York City area learned from Hurricane Katrina and were 



MEDICAL EVACUATION POST-KATRINA                                                                              9 

determined to be ready to keep their staff and patients safe and ready for all possible emergency 

situations. An article for the online newspaper The Lens, “Katrina’s deadly lessons led to 

improvements in evacuation process” (2015) described ways in which New Orleans has learned 

from the failures during Katrina. The article mentions nonprofit organizations that have created 

evacuation systems for the city and changes to laws and regulations regarding mandatory 

evacuation during hurricanes and other storms. Another notable change is the acceptance of 

domestic pets on buses and other evacuation transportation, as their restriction led to many 

staying back during Hurricane Katrina.  

 Pets were not the only concern for evacuees, however, as many had additional difficulties 

like disabilities. In a journal article about emergency planning and the disabled, Robinson et al. 

(2013) noted that the federal government, specifically FEMA, adopted new practices for disaster 

preparedness after Hurricane Katrina. The Post-Katrina Emergency Management Reform Act 

(PKEMRA) provides an outline for shelters and other facilities taking in evacuees. Through the 

article focused on the Functional Need Support Services (FNSS) approach to emergencies, which 

concentrates on the disabled population, many hospital patients are considered disabled, or 

temporarily so. The regulations in PKEMRA highlight inclusion, equal access, and other 

considerations, but a key factor is effective communication. The act stresses that there is no 

“one-size-fits-all approach” to emergency planning and each case must be considered carefully. 

Emergency planning must take into account everyone in the community, using communication 

and early planning address the specific needs of each individual. 

Methodology 

 This study is based on qualitative research obtained via purposive sampling interviews 

and document analysis. In-depth interviews with hospital personnel in the emergency planning 



MEDICAL EVACUATION POST-KATRINA                                                                              10 

and strategic communication field sought to obtain information about past methods and the 

changes made over the last 10 years. The participants were willing professionals with ecological 

validity due to their positions in their respective institutions and proximity to the area affected by 

Hurricane Katrina. Initial recruitment phone calls and emails were made to seven medical 

facilities. Only two consented to participate, but neither followed through with the study. One 

former medical professional provided an interview for the study, elaborating on one hospital’s 

preparedness, evacuation process, and learning post-Katrina. Presentations at the Res/Con, a 

resilience conference in New Orleans, were taken into account for the study. The presentations 

were related to disaster readiness and planning for businesses and facilities. The findings were 

recorded via digital audio and by email and coded anonymously prior to analysis. Documents 

such as court proceedings after the storm were analyzed for the study, as well as journal and 

newspaper articles on the topic. By examining such research and through the interview process, 

it will be determined at what state of disaster readiness various medical facilities are at present 

and how their planning has changed from 2005 to the present. 

Research findings 

In-depth interview summary 

 The interview subject had been chief medical officer at a major hospital in New Orleans 

during Hurricane Katrina. They said that since New Orleans faced two to three events per year, 

so the hospital had different levels of readiness. Flooding was the biggest problem the facility 

could face, and they had plans in place to bring staff in to stay overnight in clinic space and work 

several shifts. The drills and practices were not physical, but paper drills – the staff would go 

over emergency plans and how they would be carried out. Evacuation, before Katrina, was 

almost never contemplated as an option, but by the second day of storm, it became a reality. 
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Once the backup generator failed and indoor temperatures rose to 120 degrees, there was no 

choice but to evacuate. This was their first experience coordinating a full evacuation of the 

facility.  

Their corporate office in Nashville helped arrange helicopters and, even after the storm, 

kept the company under contract in the event of another evacuation. Premature babies were the 

first on the priority list for evacuation, as they couldn’t stand the high August temperatures for 

long. Next came babies, then patients reliant on technology to maintain their health. As the 

evacuation took place, staff had to learn as they went- what to do with patient records and how to 

track who was going to what hospital. Ambulance helicopters took patients to various hospitals 

around the country, and communication was an issue that took careful attention. Hospital 

officials had to break protocol and send the patient’s chart along with them, as there was no 

power to make a copy. They kept track of where patients went with slips of paper that they put in 

their pockets. At the time, the hospital kept electronic and paper records, many of which were 

lost. Older records had been moved to storage facilities and remained undamaged.  

After the storm, the subject remained employed by the hospital, but never returned to 

New Orleans permanently. This was due to the lack of housing and a reliable infrastructure. The 

subject echoed the information presented in Five Days at Memorial (Fink 2013), saying doctors, 

nurses and staff had been through a traumatic experience together, bonding emotionally in a 

powerful way, but would never work as a team again. Though they stay in contact, the subject 

said it was strange to share the trauma of Hurricane Katrina and then say goodbye. However, the 

lack of housing and patients in New Orleans after the storm left the subject with little choice but 

to relocate.  
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 The lessons hospitals retained from the storm are many. Electronics and communication 

devices are a big part of preparedness: securing and taking down cell towers, moving emergency 

generators up from the first floor. Companies have developed wireless and satellite tracking 

devices to transfer patient records in the event of an evacuation. There are additional survival 

issues, such as having extra food and water since the excess heat made more water a necessity 

for staff and patients. Also, the need for ongoing care is taken into consideration, to treat people 

who injure themselves during the storm- for example, a nurse that cuts their foot on broken glass. 

Evacuation is now more of a consideration, not an extreme but a likelihood in event of a 

powerful storm. Companies that accredit and insure hospitals look more closely at evacuation 

plans. 

Res/Con findings 

 Res/Con was an international resiliency and disaster management conference held March 

1-3, 2016, at the Ernest N. Morial Convention Center in New Orleans. Since 2012, the annual 

conference has united disaster workers and resiliency experts from around the world to discuss 

research and developments in the field. Res/Con focuses on resilience and disaster management, 

collaboration, global leadership, networking and information sharing through a series of 

speaking and discussion presentations, student research showcase, and product expositions. The 

conference’s aim is to inform and bring together professionals in the field of emergency 

preparedness.   

Res/Con Presentations 

Dr. Michael Zakour is a disaster researcher and social work professor at West Virginia 

University who presented on disaster preparedness and evacuating persons with a disability. He 

discussed the two types of resilience, general and process. General relates to the social system 
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prior to disaster and process resilience has to do with adaptation and revitalization. His thesis 

stated that success in a disaster situation had much to do with income disparity and social capital, 

a tenuous term that describes perceived and received social support. Income was a huge factor, 

as money equals resources and resilience, and many disabled people are not able to work to earn 

substantial income or afford personal care assistants. Due to these factors, disabled and 

medically vulnerable populations are more at risk during disasters requiring evacuation.  

In his research, Zakour found a correlation between preparedness for an evacuation and 

wellness after the event. Therefore, the higher levels of support, informal and formal, for these 

at-risk populations before an emergency result in greater success and survival after the fact. 

People with significant limitations were found to be ill-prepared for disaster and less likely to 

show wellness after the evacuation. This applies to hospital patients and those who require extra 

medical attention in their daily lives. His research highlights the need for more resources and 

planning for disabled population, through emergency management and social service 

organizations, informal social groups, and medical assistance.  

Mike Orfitelli, territorial disaster services coordinator for the Salvation Army, 

highlighted preparedness for seniors and those with functional access needs. He used Katrina and 

9/11 as prime examples of disasters in which these accessibility issues had a large impact of the 

success and survival of those affected. Through the example of a wheelchair-bound woman who 

drowned in her home during Hurricane Katrina, he stressed the need for accessibility to services, 

accurate information, and accountability at a systemic level. Orfitelli emphasized the role of 

community in a disaster, as a powerful tool to utilize. The Salvation Army is attempting to 

address these needs, in conjunction with FEMA’s “whole community” concept, by providing 

disaster training in a variety of classes, focusing on logistics, planning for the elderly and 
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disabled, government communication, and tending to social and spiritual needs. They are 

utilizing the web, making training and tools available in multiple languages, with video and print 

instructions, to increase accessibility.  

Greg Ramirez, emergency manager and major in the Oregon National Guard, led a 

discussion at Res-Con about the barriers to disaster preparedness. He found, through a survey, 

many residents know where the evacuation point is but had not practiced or planned specifically 

for the evacuation. Only 6% of participants felt local authorities are well-equipped to meet their 

needs, which vary due to many factors. Thus, disaster drills and good communication are vital in 

maintaining disaster preparedness in any community. The challenge is for governments and aid 

organizations to make becoming ready for disaster meaningful and approachable. Ramirez 

stressed a few ways to do so, such as having a system in place to stock emergency food rations 

and the use of social media to spread awareness and knowledge of evacuation procedures and 

systems. These techniques can be applied at the institutional or personal level to maintain a state 

of readiness in all populations.  

Commercial resources promoted at Res/Con 

Many companies were present at Res/Con to inform professionals about products 

designed to make evacuation and disaster planning easier, more environmentally-sound, and 

efficient. Intermedix showcased their computer programs that agencies use to manage emergency 

systems. They includes alert systems, emergency request tracking, and weather evaluation in 

real-time. It runs a simulator so companies can prepare for the worst. By utilizing this 

technology, companies can increase communication with their publics and organize emergency 

systems in one place. Their specialized Hospital Incident Command System is specifically for 

medical facilities, and includes more in-depth systems. It consists of command dashboards for 
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delegation and team-building, geo-mapping for location-specific details, compliance 

documentation in one area, and an electronic library to make evacuation and preparation 

documents easier to view and update as needed. By incorporating sophisticated technology, 

hospitals are able to facilitate emergency plans more efficiently to better serve their patients and 

staff.  

Mackay Communications offers satellite resources for emergency management. This 

includes services to fixed-site companies, such as hospitals, first responders who are mobile, and 

one-time services like remote medical assistance and risk assessment. Satellites are not linked to 

terrestrial systems, and are more reliable and secure in the face of disaster. The company also 

offers satellite terminals for companies, marketing them for the military, emergency response 

teams, law enforcement and media use. They also stressed the ease of use for telemedicine, 

during which a doctor is able to see, speak with and diagnose a patient remotely, providing 

instructions and medical treatment when there is no assistance nearby. This is especially valuable 

during evacuation situations when other types of communication have failed. 

 Many companies market products directly to the military, who are often first to respond 

to emergencies in the United States and overseas. Tools include Masimo’s EMMA capnograph 

that measures CO2 and respiration for field medicine applications and the Tempus Pro portable 

patient monitor from RDT, which captures information and creates encrypted reports. Techline 

Technologies provides anatomically-correct wound simulators for emergency medical drills, so 

first responders are able to prepare realistically for trauma events. The US Army and Reserve has 

updated their tactical ambulance to be better suited to care for patients in disaster situations, with 

an easily-accessible medical mission suite and an interior that can be adapted to patients as 

needed. By learning from the failures and drawbacks of past emergencies, companies have 
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realized that the medical market is in need of programs and resources to improve preparedness 

and disaster relief efforts.   

Discussion 

 Setting up interviews with hospital personnel proved more difficult than expected, and 

yielded minimal results. Communication and public relations professionals were reluctant to 

respond to requests, and those who did respond did not follow up with any information. If the 

inquiry included a mention of Hurricane Katrina, there was no follow-up. When using the term 

“emergency management and evacuation,” there was a bit more involvement, but ultimately one 

participant consented to the research study. Information was instead gathered from presenters at 

the Res-Con, who are experts in their respective fields relating to emergency planning and 

resiliency. A phone interview with a medical professional who was involved in the evacuation 

during Katrina yielded firsthand information. Interview presentations by New Orleans reporters 

Mark Schleifstein and Bob Marshall provided leads to informational resources and additional 

literature to review.  

 During Hurricane Katrina, medical facilities faced unforeseen combinations of elements, 

such as winds and rain, flooding and power outages, traffic and a lack of support. The event 

shook the area and remains one of the worst storms in history. Results suggest that though 

medical facilities were prepared, they were not adequately prepared for all Hurricane Katrina 

brought to the city. However, since the storm, technologies and practices have been updated to 

enhance readiness for a storm of this nature. Many companies have capitalized on the need for 

products related to emergency preparedness in the medical field, to the benefit of the public. 

Technological advancements create better preparedness and more efficient care in the event of 

emergency.  
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 It is interesting to note that medical facilities did not have set evacuation plans. Though 

evacuation should be a worst-case scenario, hospitals should have plans in place if the need 

arises. By incorporating many of the technological advances with communication and medical 

care, an evacuation effort should not fail today. The reticence of hospital staff to be involved in 

the study is notable. If their procedures are up to code, there should be no reason to withhold 

information. Perhaps it is a matter of security, a contract with the accrediting agency to keep 

plans private. Successful evacuations since Hurricane Katrina, such as during Superstorm Sandy, 

are examples of hospitals learning proper emergency response. City and state governments’ 

preparation and planning for evacuation during a meteorological catastrophe had an impact, but 

private hospitals must bear the responsibility of safe and updated evacuation techniques. 

Adequate evacuation procedures were not in place concerning the scope of the population and its 

demographics, though some argue otherwise. 

Implications and Future Study 

  To say that medical facilities failed in their emergency preparedness during Katrina 

would be overlooking many coordinated efforts and plans, and many unforeseen events and 

issues unique to New Orleans. However, there were major drawbacks to the way hospital staff 

handled this event, and lessons that will not be forgotten. Many factors came from outside the 

hospitals’ power, like traffic issues and lack of federal assistance, but these variables are taken 

into consideration as possible scenarios. When vulnerable human lives are at stake, lives that rely 

on other people and machines to survive, in-depth plans must be made, practiced, updated, and 

carried out properly to avoid problems in the future. Close attention must be paid to emergency 

preparedness plans at medical facilities. They must take all scenarios into account and have 
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adequate systems in place. A thorough review of these systems will ensure proper adherence to 

plan and continual updates.  

Appendix 

Interview questions 

1. What was your role at the medical facility? Tell me about your daily responsibilities. 

2. How prepared was your medical facility for the events of Hurricane Katrina?  

3. How were emergency plans communicated to staff? Were drills in place? 

4. What have hospital administrators learned and implemented in the years since Hurricane 

Katrina? 

5. How important is new technology for hospitals’ emergency preparedness? 

Res/Con 

Presentations attended: Evacuation of Disabled Populations, Incorporating Culturally Appropriate 

Support into Disaster Recovery. 

These were chosen for their relevance to the medical community and evacuation focus. The second 

presentation was not included in this paper due to insignificant findings regarding the specific topic.  
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