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Mark Your Calendars 
• May 22 – Warehouse moving 

day. See below for more info. 
• May 25 – USAR mobilization 

exercise. See below for more 
info. 

• May 29 - 30 – Moffett Air 
Expo, Mountain View. See 
below for more info. 

• Jun 1 - 30 – On-call month 
• Jun 5 - 16 – Rough & Ready 

2004, Ukraine 
• Jun 26 – Wildland load-out at 

warehouse 
• Jun 29 - 30 – Wildland 2004. 

Sign-ups start in about 1 week. 

Commander’s Corner 
By David Lipin, Commander 
Well, it’s time to start wrapping up 
our rest period and get ready for 
our “busy season”: fire season is 
obviously already underway, and 
hurricane season will start soon.  
(No wildfire deployments until we 
get paid for last year’s fires.) 

June On-call 
It’s nearly time to pack your gear 
bag and let us know your schedule 
again for our June on-call. Look for 
this towards the end of May. 
With team members in the Ukraine 
for Rough & Ready ’04, we need 
everyone to make themselves as 
available as possible for on-call. 
Prepare your family and employer 
now! Remember that USERRA 
now offers you job protection – “I 
can’t because of work” is no longer 
a valid excuse! If you feel that it’s 
necessary to use this reason, please 
talk to me; I can help. 

Update the Notification System 
Please double-check your phone 
numbers and prioritization in the 
automated notification system – we 
need to be able to reach you! 
Contact our Administrative Office 
if you have questions or problems. 

Moffett Air Expo Sign-ups 
Sign-ups are up in the Members 
Only area for the Moffett Air Expo, 
May 29 and 30 at NASA’s Moffett 
Field in Mountain View. 
Participation is limited, so we’ll 
select from those who sign up by 
May 19th. 

USAR Mobilization Exercise 
As we increase our working 
relationship with USAR CATF-3, 
with whom we share a warehouse 
and operations center, DMAT has 
offered to assist CATF-3 in a 
mobilization exercise on May 25th 
at our new warehouse, 0700 – 1200 
hours. We’re looking for 5-7 
practitioners, preferably MDs, RNs, 
and EMT-Ps, to assist with medical 
screening of the USAR members as 
they “mobilize for deployment”.  
Our joint objective is to develop 
similar mobilization processes for 
both units so that we can assist 
each other in deploying, and so that 
we can share a mobilization line if 
during a concurrent deployment. 
DMAT participants will be 
expected to assist our Ops Section 
in updating our team’s medical 
screening procedure to closely 
match CATF-3’s. Contact our 
Operations Section Chief, Mark 
Forrette, at emsmark@pacbell.net 
or Mark.Forrette@med.va.gov if 
you’d like to participate. 

Warehouse move 
We need a good turnout for this 
month’s logistics workday, May 

22, 1000 – 1500 hours. We’re 
going to attempt to move 
something like 30 tons of 
equipment about 1 mile down the 
road in 5 hours! 

 
Section Updates 

By the DMAT CA-6 Section Chiefs 

Finance/Administration Section 
The deadline for exchange of 
badges is fast approaching (May 
18th)! Please come by the 
Administrative  Office in 
Martinez to sign the exchange form 
and obtain your new badge. 
Remember that we must have your 
old badge to issue a new one. 
Need a position upgrade? Many 
skill levels allow for upgrades 
depending on your work 
experience. If you think that you 
might qualify, contact us and we 
can send you descriptions for 
upgraded positions. 
Tell a friend – want to share the 
experience of DMAT? Tell a friend 
and we'd be happy to send them 
materials to review and an 
application too! Extra points for 
ED docs, surgeons and 
pharmacists! 
Dues are due - actually way 
overdue! If you haven't submitted 
dues since Oct. 2003, please 
contact us. 
A new health registry/survey is 
available for those who were 
affected by the WTC event 
including rescue and recovery 
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workers. Contact the New York 
City Dept. of Health WTC registry, 
toll free at (866) 692-9827. 

Logistics Section 
The warehouse move is on the 
horizon. Moving Day is Saturday, 
May 22, the next Logs Work Day. 
A small cadre of us has been doing 
the planning and prep work. Our 
new place is at 1376 Willow Road 
in Menlo Park, just a mile from our 
current location. We are sharing a 
huge space with US&R California 
Task Force-3. ALL of our stuff will 
fit inside, except for our 48' trailer, 
which will function as storage and 
open onto our own loading dock. 
Remember, Logistics is where the 
action is! If you want to be added 
to the Logs Core Team, call or e-
mail me. Members of the Logs 
Core Team are invited to our 
quarterly planning meetings at a 
restaurant near the Oakland 
Airport. Logs Core Team members 
also get asked to do special logs 
duties, like drive the trucks. 

Operations Section 
[No update submitted.] 

Plans Section 
The Plans Section continues to 
develop both the Home Team 
procedures and the Policy and 
Procedures Manual. 
While we have recently received 
input from some sections, we are 
still waiting for information from 
several of the other Sections on 
their input for the P&P Manual. 
Once we have received all the 
Section responses, we still have a 
considerable amount of work to do 
in actually formatting and putting 
together the manual, so we are 
asking all those who have not 
submitted their input to do so as 
soon as possible. 

 
Isolated Hospital Calls 

for Help in Time of 
Need 

By Michael Donnellan, MBA, RRT-
NPS, DMAT CA-6 member 
[Reproduced from ADVANCE for 
Respiratory Care Practitioners, 
May, 2004] 
Disasters give little warning. Like a 
lightning bolt, they can strike at 
any time, anywhere. They can be 
man-made as witnessed by the 
attack on the World Trade Center 
on 9/11 or can be caused by natural 
calamities like floods, fires, 
hurricanes or blizzards. Sometimes 
they fall somewhere in between 
and don’t attract much press.  
But one thing they hold in common 
is they are always unexpected. I 
moved into the world of disasters 
unexpectedly and with little fanfare 
one morning earlier this year. I 
awakened to what I thought would 
be a routine day and was still 
nursing my first cup of coffee when 
a ringing telephone swept away the 
remaining cobwebs of sleep.  
Little did I know when I picked up 
that phone that within 10 hours, I 
would find myself aboard an 
airplane bound for Hawaii on the 
first leg of a journey that would 
take me more than 7,000 miles 
from Fairfield, Calif., to a tiny 
island in the middle of the South 
Pacific. Indeed, the island was 
3,700 miles southwest of Hawaii. 
This adventure was definitely not 
on my daily planner for the day.  
At the end of the journey, I arrived 
in Guam, the largest and 
southernmost island in the 
Marianna Islands archipelago. 
Guam has a population of 
approximately 164,000. In a crash 

course in history, I learned Spain 
ceded the island to the United 
States in 1898, and it remained in 
U.S. hands until it was occupied by 
Japanese forces in 1941. By 1944, 
Guam had been recaptured by the 
U.S. Marines and Army. It remains 
a U.S. territory today.  
Expect the Unexpected  
Outside of this fraction of history, I 
had little knowledge of what to 
expect when I reached Guam, 
whose lone community hospital 
provides the majority of medical 
care for island inhabitants in the 
entire surrounding region. I knew I 
would be spending 10 days on this 
island, helping the medical 
community catch up from the 
onslaught of an exceptionally 
heavy work load.  
The crisis began about Jan. 21 
when Guam Memorial Hospital 
began to fill up with high-risk and 
multiple birth children. By Jan. 27 
the nursery housed 12 premature 
infants requiring mechanical 
ventilation, overtaxing the 
capacities of the South Pacific 
facility.  
Guam Memorial is a full-service 
medical center with 159 acute care 
beds, 16 bassinettes and 33 long-
term care beds. The hospital 
operates a NICU, a PICU and an 
adult ICU in addition to a busy 
emergency room. The influx of 
critical newborns within a one-
week time span forced caregivers 
to look for additional space and 
equipment as hospital resources 
were stretched to the max. It 
became painfully clear to staff that 
even with a maximum effort on the 
part of caregivers; there would be a 
need for assistance.  
And in due course, Guam 
Memorial sent out a plea for help.  
It was not the first time in recent 
history the islanders had sought aid. 
On Dec. 8, 2002, super-typhoon 
Pongsona, with winds in excess of 
150 miles per hour, struck the 
island, damaging communication 
and telephone systems and cutting 



 

 

off power and water supplies. The 
entire island and neighboring 
islands in the northern Marianna 
chain were heavily damaged. Every 
building not made of concrete 
suffered substantial damage from 
Pongsona.  
According to a Red Cross report at 
the time, approximately 1,200 
homes were destroyed, an 
additional 6,500 homes suffered 
major damage, and more than $10 
million in federal emergency food 
stamps were issued. One area of 
federal assistance focused on 
restoring the medical services of 
the only community hospital in the 
island, Guam Memorial.  
Medical Assistance Needed  
To help with the emergency, a 
Disaster Medical Assistance Team 
(DMAT) was dispatched to the 
island to provide assistance to 
hospital staffers and logistic 
services. A DMAT is a group of 
volunteers organized under the 
National Disaster Medical System 
(NDMS) which reports directly to 
Homeland Security.  
DMATs may be requested to 
provide services following any 
disaster, when such a designation 
has been made by the President of 
the United States and where local 
resources have been overwhelmed, 
resulting in a state of emergency. 
Either a complete team or 
individuals with specialty skills can 
be activated and sent to the disaster 
area.  
In this particular emergency, Guam 
hospital officials had requested the 
help of respiratory therapists with 
neonatal/pediatric expertise, 
registered nurses and logistic 
personnel. Volunteers came from 
all parts of the nation and 
rendezvoused in Hawaii before 
departing for Guam.  
Upon our arrival in Guam, our 
team checked in to a hotel and 
reported for work the following 
morning for orientation and 
assignment. Needless to say, we 
were received with open arms and 

heartfelt thanks from nurses, 
respiratory therapists and the 
administration.  
Also welcoming us were three 27-
week premature infants, one full-
term newborn with severe 
pulmonary hypertension and a 
newborn with multiple birth 
defects. All required our full 
attention during 12-hour shifts.  
Stress Under Fire  
To their credit, the Guam Memorial 
staff had performed brilliantly 
under some incredible odds. Once 
we arrived, the DMAT jumped into 
action and gave them a breather 
from their continuous double-duty 
shifts which had left them with 
little time for sleep, relaxation or 
even meals.  
Our basic mission was to fill in for 
them so they could get some much-
needed breaks. Putting things 
mildly, the nursing and respiratory 
care staff was simply overwhelmed 
by caring for the huge number of 
premature newborns. The pressure 
was burning out the staff and 
creating serious shortages of 
supplies and equipment, including 
such items as blenders, 
resuscitation bags and pressure 
manometers.  
We found we had to be highly 
creative and improvise in order to 
meet the demands of the infants. 
The crunch for supplies was so 
critical at times that parents were 
forced to purchase their own MDIs 
for their infants. During our stay 
there, money to purchase necessary 
supplies was raised from bake sales 
and other volunteer efforts. This 
was truly a humbling experience 
and an eye-opener for me. I had 
come from a state-of-the-art Level 
III nursery which was well 
equipped with technical support 
staff and a virtually endless stream 
of supplies.  
Shortages of staff and equipment 
alike mark the way of life for 
health care in this region of the 
world. Guam Memorial, like most 
medical facilities in the continental 

United States, experiences 
continuous cash flow problems. 
But in Guam, the situation is far 
more acute. Staying financially 
afloat when 75 percent of your 
patient population has no health 
care insurance is indeed a 
challenge.  
Staff Shortages Persist  
And that doesn’t even address the 
concerns about attracting necessary 
health care professionals to staff 
departments for a hospital located 
on a tiny dot in the middle of the 
South Pacific, a hospital serving 
people on numerous islands where 
the birth rate is high at 3.62 
children per family and pre-natal 
care is minimal at best.  
I returned from Guam tired but 
with an incredible sense of 
satisfaction and a deep appreciation 
and respect for my fellow 
respiratory therapists, nurses, 
physicians and DMAT mates.  
Among the volunteers was Greg 
Frani, RRT, of Liverpool, N.Y. A 
member of DMAT Metro NY-2, he 
was the only other therapist to be 
deployed. He went to work almost 
immediately after his arrival on the 
island and worked nearly 
continuously for the following two 
days.  
All of the DMAT members deserve 
praise for the help they offered in 
the days they spent at Guam 
Memorial. Some credit must also 
be extended to ADVANCE for 
Respiratory Care Professionals 
which has carried numerous stories 
about DMAT’s continual needs for 
respiratory therapist volunteers. 
One such story prompted me to join 
up, and I’m glad I made the effort. 
The medical emergency in Guam 
provided me with an opportunity to 
be a working member of an 
organization that truly makes a 
difference.  



 

 

 
Training News 

By Sam Bradley, Training Officer 
and David Lipin, Unit Commander 

Online training requirements 
By the end of this month, you 
should have completed the 
following online modules: 
• Welcome (100) and NDMS In 

Review (111) 
• DMAT Roles & Responsibilities 

(112) 
• Personal Gear (122) 
• Team Safety (124) 
• Tents & Cmd Setup (131) 
• Logistical Issues (133) 
• Litter Bearing (136) 
• CISM (147) 
• Incident Management System 

(130) 
• Disaster Response (110) 
• Telecom (134) 
• Disaster Triage (142) 
• Preventative Medicine for Field 

Operations (140) 
• Personal and Family 

Preparedness (120) 
• OEP Paperwork (115) 
• Feb: Health Consequences and 

Responsibilities (141) 
• Mar: Legal Issues and Answers 

(143) 
• Apr: Mass Gathering Medicine 

(144) 
• May: Field Pharmacy (132) 
If you want to get ahead, we’re 
adding one course each month until 
the entire core curriculum is 
completed. Coming up: 
• Jun: Media Relations and the 

Role of the PIO (121) 

• Jul: Occupational Safety and the 
Disaster Response Worker (125) 

• Aug: Aircraft Safety (126) 
• Sep: Information Technology 

(135) 
• Oct: Veterinary Issues in Disaster 

(113) 
• Nov: DMORT Operations (114) 
• Dec: Outreach Activities (137) 
• Jan: Other Resources (148) 
You can check you current training 
completion rate in the Members 
Only area of the team website. If 
you took a course but the report 
says otherwise, make sure you took 
the survey, and then contact one of 
our Training Officers for help. 

 
Safety Corner 

Your Gut Feelings Count 
By Flash Gordon, MD 
[Well folks, our friend Flash 
Gordon is at it again. Appendicitis 
is a sufficiently common and 
dangerous condition that we should 
be alert to its recognition, 
especially when we are in the field. 
Here is a good, common sense 
description of what to be alert for 
(reproduced in his own words). – 
Walt.] 
Sooner or later, one of out seven 
will get appendicitis. It’s most 
common in men between the ages 
of 10-30, and is the most common 
cause for surgery on the abdomen. 
Since it’s not unusual for doctors to 
miss it on the first visit to the 
office, being clued into the 
symptoms makes it more likely that 
you’ll get appropriate care sooner. 
And time, when it comes to 
appendicitis, is important. 

The appendix is a small sac about 
the size of your pinkie finger, 
attached near the beginning of the 
large bowel (or colon) in the lower 
right part of your abdominal cavity. 
It’s closed at the far end, and is 
called a “blind” sac; it’s only open 
at the top. Its main purpose is 
providing income for surgeons and 
anesthesiologists. 

 
It becomes blocked on occasions, 
sometimes due to a “soft” 
obstruction (such as swelling of the 
lymph nodes or a piece of fecal 
material. By the time the 
pathologist opens the appendix, the 
“soft obstruction” is usually not 
seen. “Hard obstructions” can 
include seeds, fecaliths (tiny pieces 
of petrified poop) or even intestinal 
parasites like pinworms or 
roundworms. “Hard” obstructions 
get worse a lot quicker than “soft” 
obstructions. 
After it gets blocked, the appendix 
becomes inflamed. That’s because 
the colon is full of fecal material, 
which is about 80% bacteria. When 
closed up in a small space without 
much else to do, bacteria 
reproduce. As germs grow, they 
stretch the wall of the appendix, 
causing pain. 
Though the appendix is in the right 
lower part of your abdomen, the 
initial pain is in the midline. That’s 
because the nerves to your 
appendix were formed while you 
were an embryo, when the 
appendix was part of a midline gut 
structure. These “visceral” (or gut) 
nerves respond mainly to 
stretching, and don’t feel pain 
directly as the “somatic” or bodily 
nerves do. 



 

 

Later, the inflammation spreads to 
the walls of the appendix, and 
irritates the walls of your 
abdominal cavity. Now, the 
abdominal walls have somatic 
nerves, which respond to all kinds 
of pain, and are pretty precise in 
“where” they feel stuff. Somatic 
nerves are the ones that go to the 
rest of your body (soma) rather 
than your innards (viscera). That’s 
why the pain moves down to the 
right lower quadrant, to a spot 
called McBurney’s Point. 
It’s easy to find this point. Draw a 
line from the front part of the 
pelvic crest (you’ve got one on 
each side at about the height of 
your navel) to the middle of your 
pubic bone in the front. 
McBurney’s Point is near the 
middle of this line, sometimes a 
little below it. Even early in 
appendicitis, deep pressure here 
will produce pain. Later on, even 
slight pressure or jiggling of this 
area will hurt. 
Some things that make the 
inflamed abdominal cavity scrape 
over the inflamed wall of the 
appendix cause pain, activities like 
coughing (which moves things in 
the abdomen) or bouncing up and 
down on your toes. These are pretty 
important signs, and if you find 
you’re having typical symptoms (as 
listed below) that include this kind 
of pain, call your doctor or go to an 
emergency room. Don’t wait, and 
don’t eat while waiting! 
Unfortunately, appendicitis isn’t 
always clear-cut. In infants, old 
people, women, immuno-
suppressed patients, and folks who 
are on steroids, the picture can be 
confusing. However, this is typical: 
First, you’ll lose your appetite. This 
is fairly typical. You might eat, but 
you probably wouldn’t eat much. 
Then, or a little later, you'd feel a 
vague pain in your mid-abdomen, 
typically in the neighborhood of 
your navel. Note, it’s unusual for 
the pain to start in the right lower 
quadrant, but it might happen. 

In a typical case, the pain will later 
shift to the right lower quadrant. A 
low fever isn’t uncommon; diarrhea 
or constipation also occurs 
frequently. If it goes untreated, the 
appendix may rupture, spreading 
fecal bacteria (and infection) inside 
the abdominal cavity. This is called 
“peritonitis,” since the infection is 
in the peritoneal cavity, lined by a 
skin layer called peritoneum. This 
is a Big Problem, and is best 
avoided. 
Not all inflamed appendices rupture 
if they go untreated. Occasionally, 
folks will have a mild episode of 
appendicitis that clears up on its 
own, and then comes back again 
weeks to months later. This might 
be due to the nature of the 
obstruction, which could be “soft,” 
and come and go. 
If the appendix ruptures, there may 
then be a brief period where the 
pain improves (due to lack of 
stretching of the appendix), but this 
is soon followed by peritonitis. If 
peritonitis goes untreated, it’s often 
fatal. 
When diagnosed before it ruptures, 
the treatment of appendicitis is 
straight-forward. You find a 
surgeon and have him or her 
remove it. Nowadays, though, 
many appendices are being 
removed by laparoscopic surgery, 
and a recent report (“Annals of 
Surgery,” January, 2004) indicates 
this method may have advantages 
even in ruptured or perforated 
appendicitis. Patients went home 
sooner and were also less likely to 
need intensive care. 
Making the diagnosis is much 
easier if you’re male: You don’t 
have a significant amount of other 
equipment in the area that can give 
similar symptoms. In women, an 
infection of the fallopian tube 
(pelvic inflammatory disease, or 
P.I.D.) is sometimes confused with 
appendicitis. It’s now getting easier 
to diagnose appendicitis in unclear 
cases using ultrasound and CT 
(computerized tomography). 

Especially when using the 
compressibility test, sensitivity and 
specificity of ultrasound is high. 
However, even using imaging 
procedures, appendicitis can be 
tough to diagnose. An employee at 
my office recently had abdominal 
pain that I thought was 
appendicitis. She went to the ER 
for blood tests, etc., and since the 
ultrasound and CT were both 
negative, she was sent home. Her 
pain persisted, so the surgeon went 
in, and guess what? Appendicitis. 
**************************** 
Flash Gordon, MD’s book “Blood, 
Sweat, and Gears: Ramblings on 
Motorcycling and Medicine” is 
available from Whitehorse Press 
(800) 531-1133, or through his 
website at www.docflash.com. 
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