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Dear Colleague,
Public health professionals traditionally have been trained to assess and address infectious disease outbreaks
within their communities. With natural and or manmade disasters occurring more frequently across our nation,
however, public health professionals are also facing new challenges that require competencies in public health
preparedness and response.
The knowledge, skills, and attitudes (KSAs) to support competency-based training in public health preparedness
and response that are described in this report have been defined and vetted by national work groups composed
of content experts. The KSAs were selected to enable public health professionals, regardless of work setting, to
identify areas of training needed in order to become proficient in the competencies required to address their
areas of responsibilities.
The KSAs also provide a foundation for a national curriculum to develop core preparedness and response
competencies required by public health professionals to address events within a community as well as a region
of the nation. Frequently, workers from neighboring communities may need to be engaged in order to protect
the health of our communities as we experienced in the NYC area following the 9/11 event or as experienced in
Louisiana following Hurricanes Katrina and Isaac. As well, emergencies sometimes require an “all hands on
deck” response within our public health organizations and, thus, we may need to draw from the energy and
expertise of employees who may not typically fulfill public health functions.
Knowing that agency colleagues in neighboring communities and staff in public health organizations have core
competencies in public health preparedness and response required for team efforts is critical in addressing allhazards events.
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Executive Summary
The Knowledge, Skills, and Attitudes (KSAs) for the Public Health Preparedness and Response Core Competency
Model, as outlined in this report, provide specific statements of observable and measurable behaviors
necessary to master the competencies in the Public Health Preparedness and Response (PHPR) Core
Competency Model Version 1.0. The KSAs were developed and pilot-tested in an iterative process with
representatives of the 14 Preparedness and Emergency Response Learning Centers (PERLC) funded by the
Centers for Disease Control and Prevention (CDC). The resulting 172 KSAs are recommended for instructors,
trainers, evaluators, learners, and other users to both improve and standardize preparedness training and
curricula for public health with the ultimate aim of enhancing the public health workforce in protection of the
nation’s health. In addition, the report includes an overview of curriculum development steps to consider in
using the KSAs to create or revise a training curriculum for competency-based education.

Introduction
Based on the Public Health Preparedness and Response (PHPR) Core Competency Model Version 1.0 (see
description below in “Background”), the Knowledge, Skills and Attitudes (KSAs) for the Public Health
Preparedness and Response Core Competency Model represents an important step forward in providing
preparedness training for the mid-level public health worker. KSAs offer a means of operationalizing the
competencies in the competency model, with learner knowledge described as “remembering” (cognitive
abilities), skills described as “doing” (psycho-motor abilities), and attitudes described as “feeling” (affective
abilities). KSAs combine to enable learners to demonstrate behaviors that will help assure effective and
confident performance in real-world job situations.
The KSAs were drafted and piloted in 2011 and 2012 to enhance the consistency and quality of preparedness
training developed for public health workers. They were developed by subject matter experts in preparedness
and response from the 14 Preparedness and Emergency Response Learning Centers (PERLC) funded by the
Centers for Disease Control and Prevention (CDC). The PERLC represent the current iteration of CDC’s Centers
for Public Health Preparedness (CPHP) program, the latter having been established in 2000 and closing in
August 2010 (see “A Brief History and Overview of CDC’s Centers for Public Health Preparedness Cooperative
Agreement Program by Richmond, et al. at
http://www.publichealthreports.org/issueopen.cfm?articleID=2529). Launched in September 2010, the PERLC
provide competency-based education and training for state, tribal and local public health authorities. See the
full issue of Public Health Reports on the CPHP at
http://www.publichealthreports.org/issuecontents.cfm?Volume=125&Issue=11. Under the guidance and
facilitation of ASPH and CDC, the PERLC collaborated as a national network to develop KSA statements during
their first year of operation.
While the PERLC are expected to develop, implement and evaluate training based upon or supported by these
KSAs, the ultimate goal is for these KSAs to be used by others for enhancing preparedness training and
curricula designed for public health professionals. KSAs offer instructors, trainers, evaluators, learners, and
other users guidance for achieving learning objectives in support of improving performance for protecting the
nation’s health.
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Background: The Core Competency Model
The federal 2006 Pandemic and All-Hazards Preparedness Act called for “a competency-based training
program to train public health practitioners.” Between April 2009 and December 2010, ASPH and CDC
developed a competency model to fulfill that mandate, releasing the Public Health Preparedness and Response
(PHPR) Core Competency Model Version 1.0 in December 2010. An article on the initiative is in the prepublication stage as of the release of this report.
That model describes the core competencies that mid-level public health workers, regardless of their
employment setting, are expected to demonstrate to assure performance readiness. The model defines a midlevel public health worker as an individual with:
* Five years experience with an MPH equivalent or higher degree in public health, or
* 10 years experience with a high school diploma, bachelors, or non-public health graduate degree.
Training based on the competencies focuses on learning outcomes, addressing what the learners are expected
to do, rather than on what they are expected to learn about.
A transparent and participatory process was at the heart of designing the competency model. More than 400
individuals from federal, tribal, state, and local public health practice and from academic settings contributed
to the process as volunteers in three rounds of electronic stakeholder input and in expert workgroups. A 16member Leadership Group worked with ASPH staff, CDC officials, and consultants to guide the project.
The Leadership Group stated that the competency model would:










Align with established capabilities (in particular, the Public Health Preparedness Capabilities)
Utilize an all-hazards approach, spanning the prevent, protect, respond, and recover missions
Propose a national standard for mid-level public health workers across all sectors and settings
Be behaviorally-based, focusing on observable actions
Reflect and build upon existing competency models
Supplement existing core public health competency models
Inform curricular planning for the workforce
Be utilized by the CDC Preparedness and Emergency Response Learning Centers (PERLC)* grantees
in 2010
Be available to other public and private entities.

* As noted earlier, the PERLC are the new iteration of the Centers for Public Health Preparedness
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The final model consists of four domains and 18 competencies as noted in Figure 1

Figure 1: Public Health Preparedness and Response Core Competency Model Version 1.0
Domains

Competencies

1. Model Leadership

1.1 Solve problems under emergency conditions.
1.2 Manage behaviors associated with emotional responses in self and
others.
1.3 Facilitate collaboration with internal and external emergency response
partners.
1.4 Maintain situational awareness.
1.5 Demonstrate respect for all persons and cultures.
1.6 Act within the scope of one's legal authority.

2. Communicate and
Manage Information

2.1 Manage information related to an emergency.
2.2 Use principles of crisis and risk communication.
2.3 Report information potentially relevant to the identification and control
of an emergency through the chain of command.
2.4 Collect data according to protocol.
2.5 Manage the recording and/or transcription of data according to protocol.

3. Plan for and Improve
Practice

3.1 Contribute expertise to a community hazard vulnerability analysis (HVA).
3.2 Contribute expertise to the development of emergency plans.
3.3 Participate in improving the organization’s capacities (including, but not
limited to programs, plans, policies, laws, and workforce training).
3.4 Refer matters outside of one's scope of legal authority through the chain
of command.

4. Protect Worker Health
and Safety

4.1 Maintain personal/family emergency preparedness plans.
4.2 Employ protective behaviors according to changing conditions, personal
limitations, and threats.
4.3 Report unresolved threats to physical and mental health through the
chain of command.

Developing the Knowledge, Skills & Attitudes (KSAs)
With the domains and competencies defined, the next step in operationalizing a training model was to define
KSA statements for each of the 18 competencies. This task was referred to the newly-funded PERLC grantees.
In January 2011, ASPH and CDC established an approach in which they formed workgroups among the
members in the PERLC network. Seventeen workgroups were formed, one for each of the competencies in the
model, less one workgroup for competency 3.4, “Refer matters outside of one's scope of legal authority
through the chain of command.” CDC’s Public Health Law Program (PHLP) was undertaking a process that
would fold competency 3.4 into its framework. The PHLP document, known as Legal Preparedness for Public
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Health Emergencies: A Model for Minimum Competencies for Mid-Tier Public Health Professionals, will be
available in late 2012.
The workgroups began their task by defining the KSAs as follows:
 Knowledge is a complex process of remembering, relating, or judging an idea or abstract
phenomenon (cognitive abilities).
 Skills are the proficient manual, verbal or mental manipulation of data or things that allow for the
execution of well-specified tasks (psycho-motor abilities).
 Attitudes represent a state of mind, feelings, or beliefs about a particular matter (affective abilities).
The workgroups compiled 332 draft KSA statements into a draft document that was completed by March
2011.
In the interim, ASPH and CDC formed a KSA Consultative Committee with representation from each PERLC to
determine whether to: a) accept the statement as presented; b) accept it with modifications; or c) reject the
statement. Staff at ASPH consolidated the responses into data analysis charts with tabulated percentages to
determine which statements to include in the KSA document.
From June 2011 through June 2012, the draft KSAs were field tested by each PERLC in conjunction with their
practice partners. The tool for the field study, consisting of a web-based self-reporting survey that collected
quantitative and qualitative data, was used to determine the utility of the KSAs for new educational product
development and/or revising previously developed training material.
This period also included review and comment by staff and members of the Leadership Group involved in
leading the core competency initiative with an in-depth review by Dr. Kristine Gebbie, a core competency
project subject matter expert.
The recommendations from the field study and subsequent analysis indicated that:
a. The KSAs were most useful for new training development, as compared with their utility for revising
existing preparedness course material.
b. In situations where limited resources are available to develop new training, the KSAs can be used to
assess gaps in current curriculum offerings and integrated accordingly, based on audience and
organizational needs.
c. Future emphasis should be placed on the creation and implementation of sub-competencies (aligned
with the KSAs) for targeting discrete performance, rather than improving the KSAs themselves.
d. KSAs and competencies were of limited use in consulting with practice partners about their needs.
Partners indicated that they prefer to think about training and training products based on addressing
capability gaps. Competencies specify individual requirements; capabilities address organizational
requirements.
e. Efforts to cross walk the competencies with the Public Health Preparedness Capabilities (see
http://www.cdc.gov/phpr/capabilities/) were somewhat useful, however training specified for a
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particular capability would need to be examined beyond the individual level and should be considered
in the wider context of the institution/system.
f. Since the competencies, and corresponding KSAs, are stated for mid-level workers, they should be
adapted for use with entry-level and less-experienced staff.
g. Further validation of the competency model and utility of the KSAs should continue as training
products are implemented and evaluated in the field.
h. ASPH and CDC might explore the feasibility of defining characteristics of a “national curriculum” for
core preparedness and response training based on the competency model and KSAs.
As a result of the activities described here, ASPH created the Knowledge, Skills, and Attitudes (KSAs) for Public
Health Preparedness Core Competency Model, in August 2012, which includes 172 KSA statements (See Figure
2). The four domains and 17 competencies addressed in this effort were unchanged from the original
December 2010 competency document on which the KSAs are based.

Figure 2: KSAs for Public Health Preparedness and Response Core Competencies
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Knowledge, Skills, and Attitudes
Figure 3: Domain 1—Model Leadership
MODEL LEADERSHIP refers to the responsibility of each mid-level worker to stand up and contribute in all
phases of an emergency by demonstrating the following competencies:
Competency 1.1 - Solve problems under emergency conditions.

K

1. Recognize emergency conditions and the resulting problems.

X

S

2. Evaluate the level of hazard or risk.

X

3. Prioritize problems based on level of hazard and degree of risk.

X

4. Analyze dysfunctions within a public health emergency response system.

X

5. Assure responsibility for responding when needed in the event of a public
health emergency.
6. Summarize the means, methods, and processes for solving the problems.

X
X

7. Prioritize problems based on severity, urgency, and solvability.

X

8. Assess information, resources and procedures necessary to address the
problems in emergency situations.

X

9. Implement action to solve the problems(s) in a timely fashion.

X

10. Differentiate among the consequences of specific decisions.

X

11. Assume responsibility for taking specific actions that further
organizational mission or population health in the presence of a public
health emergency.
12. Explain how different personality types impact performance during
emergency situations.

X

X

13. Maintain awareness of one’s own tolerance for risk.
14. Recognize the ethical and moral implications of decisions made through a
chain of command.
15. Refer problems that fall outside one’s scope of authority to the
appropriate person in the chain of command.
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X
X
X

Competency 1.2 - Manage behaviors associated with emotional responses in
self and others.

K

1. Distinguish among the possible signs of personal stress, burn-out, and
vicarious trauma.

X

S

2. Apply techniques for maintaining awareness of possible signs of personal
stress, burn-out, and vicarious trauma.

X

3. Apply intervention techniques to support emotional health needs.

X

4. Describe the importance of mitigating acute distress and fostering
adaptive functioning and coping.

X

5. Demonstrate personal behavioral techniques for mitigating acute distress
and fostering adaptive functioning and coping.
6. Discuss the elements of self-care principles and practices.

A

X
X

7. Use self-care principles and practices to mitigate potential adverse
effects.

X

8. Develop a willingness to support the emotional health of others.

X

9. Maintain willingness to be an active listener.

X

10. Maintain a non-judgmental and respectful manner.

X

11. Evaluate the emotional support needs of others.

X

12. Assess individuals requiring immediate care.

X

13. Distinguish among well-functioning, distress, and dysfunctional emotional
responses.

X

14. Describe referral resources for serving as a liaison and advocate.

X

15. Distinguish among the types of referrals needed for intensive care.

X

16. Act as a liaison and advocate.

X

Competency 1.3 - Facilitate collaboration with internal and external
emergency response partners.

K

1. Compare the roles of relevant internal and external emergency response
partners (including, but not limited to, agencies, organizations,
authorities, elected leaders, and stakeholders).

X

S

2. Develop partnerships among internal and external emergency response
partners.

X

3. Develop collaborative emergency response plans and/or policies with
appropriate internal and external emergency response partners.

X

4. Apply communication strategies to effectively communicate with internal
and external response partners.

X

9

A

5. Maintain agreements (e.g., Mutual Aid Agreements or MAAs, Emergency
Management Assistance Compacts or EMACs, Memoranda of
Understanding or MOUs) with external emergency response partners to
secure and provide assistance and resources in all phases of emergency
preparedness and response.

X

Competency 1.4 - Maintain situational awareness.

K

1. Explain the importance of a shared mental model in the development of a
coordinated response to an emergency.

X

2. Analyze information regarding the status, attributes, and dynamics of
relevant factors impacting response activities.

X

S

3. Use information and resources that identify changes in the situation
and/or response.

X

4. Detect cues that the situation may be rapidly changing.

X

5. Classify key resources used in problem solving for specific types of
incidents and the immediate needs of victims.

X

6. Recognize critical elements impacting situational awareness.

X

7. Distinguish between critical and non-critical elements of the emergency.

X

8. Create steps for evaluating the success of actions taken during an
emergency situation.

X

9. Develop a method for realigning response actions as crisis events evolve.

X

10. Communicate methods for aligning response actions to leaders and one’s
team.

X

11. Cooperate with others to resolve discrepancies or misperceptions
regarding elements impacting situational awareness.

X

12. Detect loss of situational awareness.

X

13. Develop strategies to minimize distracters impacting situational
awareness.

X

14. Apply techniques that aid in recovery of situational awareness.

X

15. Prioritize actions to recover situational awareness.

X

16. Distinguish between existing and future needs in response environments.

X

17. Demonstrate the ability to communicate oral and written information
impacting situational awareness in a clear, concise, and accurate manner.

X
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Competency 1.5 - Demonstrate respect for all persons and cultures.

K

S

1. Demonstrate the ability to incorporate factors of diversity in all phases of
emergency preparedness and response.

X

2. Apply principles of cross-cultural communication, equity, social justice,
and respect for persons.

X

3. Develop partnerships with key stakeholders from diverse populations.

X

4. Describe cultural differences that might impact all phases of emergency
preparedness.

X

5. Develop cross-cultural strategies to address emergency situations and
disseminate information.

X

6. Assess the needs of vulnerable populations into all levels of emergency
preparedness and response.

X

7. Recognize the benefits of diverse perspectives within the public health
workforce.

X

Competency 1.6 - Act within the scope of one’s legal authority.

K

1. Identify the legal powers, duties, and restraints associated with the scope
of one’s legal authority.

X

S

2. Apply appropriate public health authority to minimize adverse outcomes
(e.g., persons, property, etc.).

X

3. Access the emergency preparedness and response policies and
procedures of one’s own organization.

X

4. Respond legally and consistently within the values and mission of one’s
public health organization.

X

5. Document appropriate information relative to the application of the law.

X
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Figure 4: Domain 2—Communicate and Manage Information
COMMUNICATE AND MANAGE INFORMATION refers to the mid-level workers’ need to communicate
before, during, and after an emergency, and includes the following competencies:
Competency 2.1 - Manage information related to an emergency.

K

1. Interpret procedures in emergency operations plan related to information
management.

X

2. Distinguish the roles of staff involved in collecting and disseminating
information for audiences (e.g., self, coordinator, Public Information
Officer or PIO, technology/IT departments).

X

3. Compare the different types of routine and urgent information
management.

X

4. Verify the credibility of information sources.

X

5. Classify information for internal and external audiences.

X

S

6. Demonstrate composure when managing information.

X

Competency 2.2 - Use principles of crisis and risk communication.

K

1. Differentiate among the responsibilities of a receiver, transmitter, and
translator during events (before, during, and after).

X

2.

A

Employ communication responsibilities for an event (before, during, and
after).

S

A

X

3. Differentiate between crisis communication and emergency risk
communication.

X

4. Deliver messages using the guidelines for crisis and risk communication.

X

5. Classify the general tenets in crisis and emergency risk communication
principles.

X

6. Maintain empathy when communicating during a crisis.

X

7. Utilize credible sources in relaying risk messages.

X

8. Value cultural sensitivity as essential to communicating with diverse
populations.
9. Summarize CDC-recommended guidelines on crisis and risk
communication regarding the development and delivery of messages.

X
X

10. Use consistent names, acronyms, and pronunciation in oral and written
communications.

X

11. Encourage inclusion of diverse populations in planning messages.

X

12. Differentiate between the mental and emotional factors that might create
barriers to communication (e.g., reception and interpretation).
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X

13. Distinguish among the needs of the diverse audiences within the
community.

X

14. Identify subject matter experts within the community who can help with
delivering messages.

X

15. Maintain diverse community partners to assist with communicating
preparedness planning and population-specific messages.

X

16. Participate in multi-agency coordination activities to identify pre-event
and event Crisis and Emergency Risk Communication (CERC) materials,
related to one’s subject matter expertise.

X

Competency 2.3 - Report information potentially relevant to the
identification and control of an emergency through the chain of command.

K

1. Interpret the learner’s role in emergency identification and control as
outlined in relevant Emergency All-Hazards Plans.

X

S

2. Communicate within the organization’s defined command structure (i.e.
report up, communicate down).

X

3. Assess relevant emergency situational information coming into the
agency.

X

4. Alert appropriate staff to unusual events based on identified trigger
points and/or thresholds as outlined in the Communications Annex.

X

5. Communicate relevant information to personnel in a timely fashion.

X

6. Clarify the roles of team members in an Incident Command Structure.

X

Competency 2.4 - Collect data according to protocol.

K

1. Use standardized protocol to collect data.

S

A

A

X

2. Identify key local sources of data.

X

3. Identify the barriers to communicating when interviewing diverse
populations.

X

4. Value the confidentiality of interviewee information.

X

5. Distinguish among strategies for properly documenting the data
collection process.

X

6. Differentiate between primary and secondary data.

X

7. Organize data accurately into database or statistical packages.

X

8. Distinguish among different types of electronic information sources.

X

9. Utilize primary and secondary data collection methods to inform
preparedness and emergency responses scenarios.

X
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10. Point out the importance of threats to validity including various forms of
bias.

X

11. Appreciate how strongly held personal beliefs and convictions might
impact the validity and acceptance of data collected.
Competency 2.5 - Manage the recording and/or transcription of data
according to protocol.

X

K

S

1. Adhere to relevant ethics guidelines, state, and federal laws regarding
data collection, management, and dissemination.
2. Compare agency procedures for handling Freedom of Information Act
requests.

X
X

3. Secure and stabilize data storage.

X

4. Interpret the responsibilities and expectations of data entry personnel.

X

5. Apply data entry quality control procedures that ensure accuracy and
reliability.
6. Categorize common data and management issues.

X
X

7. Prepare a list of cases of affected individuals (e.g., disease, emergency
care, disaster victims and fatalities) with specified variables (line listing).

X

8. Analyze public health threat data.

X

9. Explain the importance of data for informing scientific, ethical, economic,
and political discussions of public health response issues.
10. Use descriptive techniques to summarize public health data.
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X
X

Figure 5: Domain 3—Plan for and Improve Practice
PLAN FOR AND IMPROVE PRACTICE refers to mid-level workers’ contribution of subject matter and program
expertise to prepare for, and increase, responder effectiveness in emergency situations, and includes the
following competencies:
Competency 3.1 - Contribute expertise to a community hazard vulnerability
analysis (HVA).

K

1. Differentiate the major components of a hazard vulnerability analysis.
2. Interpret the relevance of subject matter expertise in HVA development
process.

S

A

X
X

3. Distinguish an agency’s role in addressing the public health consequences
from HVA events.

X

4. Use subject matter expertise in the development of the HVA assessment
tool.

X

5. Justify the importance of using data and information contributed to HVA
development.

X

6. Compare the role of subject matter expertise to HVA external partners
and community needs.

X

7. Assess the impact of HVA on an agency’s operational functions.

X

8. Value expertise of others in developing an HVA.

X

8. Volunteer in a community HVA development process.

X

9. Endorse the use of HVAs as an important tool for community
preparedness.
Competency 3.2 - Contribute expertise to the development of emergency
plans.

X

K

S

1. Differentiate among the stages of an emergency plan.

X

2. Categorize local populations at risk for broad-scale health emergencies.

X

3. Summarize the roles and responsibilities of public health mid-level
workers during an emergency and in the Incident Command System (ICS).

A

X

4. Justify the role of HVAs and Continuity of Operations Plans (COOP) in
emergency planning.

X

5. Express the importance of routine review of emergency plans.

X

6. Select methods for evaluating and improving preparedness and/or
response related to one’s area of expertise.
7. Discuss the importance of planning for the psychological needs of a
community during a disaster.
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X
X

8. Recognize the value in having an incident command structure during an
emergency situation.

X

9. Value creating preparedness partnerships within community
organizations.

X

10. Justify the rationale for using a team approach in emergency planning.

X

11. Assess the relationship of exercises to emergency planning.

Competency 3.3 - Participate in improving the organization’s capacities
(including, but not limited to programs, plans, policies, laws and workforce
training).

X

K

1. Differentiate among public health emergency response legislation,
regulations, and organizational policies.
2. Describe the key role of public health workers in an emergency response.

S

X
X

3. Adapt skill sets to meet organizational needs during an emergency
response situation.

X

4. Apply knowledge and skills gained through participation in emergency
preparedness and response activities to improve organizational
capacities.

X

5. Apply organizational policies and plans during an emergency response.

X

6. Prioritize critical emergency preparedness responsibilities in one’s own
program.

X

7. Apply mitigation strategies to one’s own organization during an
emergency response.

X

8. Implement recommendations identified in After Action Reviews.

X

9. Communicate the need for and importance of a coordinated public health
and other agency response to emergencies and disasters.

X

Competency 3.4 - Refer matters outside of one's scope of legal authority
through the chain of command.
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N/A, referred to CDC’s
Public Health Law Program
(PHLP)

Figure 6: Domain 4—Protect Worker Health and Safety
PROTECT WORKER HEALTH AND SAFETY refers to the need for individual workers and workers deployed in
teams to prepare for, respond to, and recover from emergencies through the following competencies:
Competency 4.1 - Maintain personal/family emergency preparedness plans.

K

1. Describe essential elements of a personal/family emergency
preparedness plan.

X

S

2. Create a standard household inventory list to maintain personal/ one’s
family’s ability to function during an emergency.

X

3. Assess one’s family’s special needs during an emergency.

X

4. Create a family emergency plan to include resources, supplies, and
contacts.

X

5. Create a checklist of basic family needs, special needs, and life-saving
medications or assistive devices for household members with sensory
and/or functional/ developmental disabilities.

X

6. Categorize the known or potential emergencies.

X

7. Assemble in-house family emergency supplies and go-kit.

X

Competency 4.2 - Employ protective behaviors according to changing
conditions, personal limitations, and threats.

K

1. Discuss the need to protect worker health and safety in emergencies and
disasters.

X

S

2. Categorize potential threats and emergencies.

X

3. Promote taking protective actions in response to current and changing
threats.

X

4. Describe the relationship among protective measures, behaviors, and
reduction of worker risk of injury or illness.

X

5. Describe the hierarchy of control measures.

X

6. Describe how the selection of control measures may evolve as conditions
change.

X

7. Summarize organizational roles and responsibilities related to worker
health and safety.

X

8. Discuss public health worker’s roles and responsibilities in designing,
implementing and evaluating engineering, administrative, work practice
and Personal Protective Equipment (PPE) control measures.

X

9. Organize a system for reporting injuries, illnesses, and potential
emergency harmful exposures to protect workers.
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X

A

A

10. Apply decontamination procedures as necessary during the emergency or
disaster response

X

11. Employ practices to minimize exposures to agents and hazards during an
emergency.

X

12. Construct a plan for monitoring personal physical and psychological
responses to emergency situations.

X

13. Exhibit personal hygiene practices that minimize exposure to chemical,
biological, or radiological agents that may be present during emergencies
and disasters.

X

14. Demonstrate proper use and maintenance of assigned Personal
Protective Equipment (PPE) in an emergency.

X

15. Demonstrate correct donning of chemical protective clothing, respiratory
protection, protective eyewear, protective footwear, hearing protection,
gloves, and any other assigned Personal Protective Equipment (PPE).

X

16. Apply the proper methods to maintain, store, decontaminate and dispose
of different types of Personal Protective Equipment (PPE).

X

Competency 4.3 - Report unresolved threats to physical and mental health
through the chain of command.

K

1. Discuss the types of physical hazards and resulting injuries one might
encounter while performing one’s role during emergency planning and
response.

X

2. Distinguish between potential threats to physical and mental well-being in
the response environment.
X

4. Identify how and to whom one should report unresolved physical and
mental health threats.

X
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A

X

3. Recognize the signs and symptoms of fatigue, mental distress and
unresolved physical injury.

5. Recognize the importance of reporting unresolved physical and/or mental
health threats.

S

X

Curriculum Development
Planning and process steps to consider in developing or adapting a training curriculum for competency-based
education follow.

Step 1: Conduct a Needs Assessment
A needs assessment should be conducted to establish the organization’s purpose in undertaking training (e.g.,
to teach new concepts or improve current performance). Needs assessments help determine:









Target audience
Learning and/or performance gaps
Overall goals
Desired KSAs
Resources needed to reach learning outcomes
Concepts and principles to be addressed in discrete learning objectives
Instructional strategies and learning activities
Selection and timing of assessment methods

Step 2: Align Domains, Competencies, KSAs, and Learning Objectives
Aligning domains, competencies, KSAs and learning objectives is critical to developing the curriculum.
Alignment helps to ensure that learning outcomes are realized and also helps in selecting appropriate
instructional and evaluation methods.
A domain is a grouping of competencies in a set by subject area; the set often crosses learning taxonomies. A
competency is the ability to perform a defined real-world task in a specific context. A sub-competency is a
discrete action or behavior that is demonstrated in a particular “parent” or “top-level” competency. KSAs are
more specific statements of observable and measurable behaviors necessary to mastering each competency;
they suggest how students’ knowledge, skills, and attitudes will be different because of the learning
experience. Learning objectives are educational building blocks that instructors use to lead learners to the
desired knowledge, skills or attitude necessary to achieve an educational outcome.
The following flow chart illustrates how the alignment of a domain, a competency, a KSA and two learning
objectives is achieved.
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Figure 7: Aligning Learning Objectives with a Skill to Demonstrate Competency

Domain III
Plan for and Improve practice

Competency
3.2 Contribute expertise to the development of emergency plans.

KSA
3.2.1 Differentiate among the stages of an emergency plan.

First Learning Objective

Second Learning Objective

Explain the importance of
having an emergency plan.

Describe the components of an
emergency plan.

To contribute expertise, the learner has to be able to differentiate among the stages of an emergency plan.
Two building blocks towards achieving that skill are to explain its importance and describe its components.

Step 3: Select Instructional Strategies
The selection of competencies, KSAs, and learning objectives will dictate the appropriate instructional
strategy, which can include lectures, discussion, exercises, cases studies and more. ASPH has developed a
Learning Taxonomy Levels for Developing Competencies and Learning Outcomes Reference Guide to offer help
in selecting action verbs, instructional strategies, and evaluation methods based on the learning taxonomy
levels for the cognitive and affective domains.

Step 4: Create Learning Activities and Resources
Once the instructional strategies are selected, learning activities and resources can be developed. The CDC
Emergency Preparedness and Response website (http://emergency.cdc.gov/), CDC Learning Connection
(http://www.cdc.gov/learning/), the Public Health Foundation’s TRAIN (https://www.train.org), and the
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Federal Emergency Management Agency website (http://www.fema.gov/) help learners locating resources to
support preparedness and emergency response trainings. In addition, each PERLC has a website, found at
http://www.cdc.gov/phpr/perlc.htm that describes its offerings.
Curriculum developers are encouraged to become familiar with Public Health Preparedness Capabilities since
these are important areas where training and skill development are needed at state, tribal and local levels.

Step 5: Select Assessment Methods
Selecting the appropriate assessment method is essential in determining whether an outcome is met. Possible
assessment methods include:




















Actual performance
After action reports
Blogs
Case studies
Critiques, reports
Debates
Essays
Exercises, drills
Interviews

Portfolios
Pre/post tests
Presentations
Reflection papers
Self-evaluations
Self-reports
Simulation performances
Standardized assessments
Theses

Step 6: Evaluate Curriculum Development Process and Tools Used
After testing the training, making adjustments, and implementing the course/curriculum, gauging whether the
curriculum met the educational objectives in improving the learner’s knowledge, skills, and/or attitudes is
valuable for informing subsequent instruction. Lessons learned from the strategies and tools used in the
training can be mined for improving the training for similar or different sets of learners.
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Appendix A: Workgroup Members by Competency
Domain 1: MODEL LEADERSHIP
1.1 Solve problems under emergency
conditions.

Columbia (David Abramson); Oklahoma (Aaron
Wendelboe, Vicki Tallchief)

1.2 Manage behaviors associated with
emotional responses in self and others.

Johns Hopkins (George Everyly, Lee McCabe, Jonathan
Links, Marum); Iowa (Norhashidah Abd Hamid); Oklahoma
(Aaron Wendelboe, Tallchief); South Florida (Lisa Brown,
Nadine Mescia)

1.3 Manage behaviors associated with
emotional responses in self and others.

UAB (Lisa McCormick, Lisle Hites); UIC (Louis Rowitz);
South Florida (Nadine Mescia, Lisa Brown); SUNY
Albany/UMDNJ (Mark Waldenmaier, Concetta Polonsky);
Texas A&M (Jill Artzberger, Kay Carpender, Lori Graham)

1.4 Maintain situational awareness.

Minnesota (Mary Hoeppner)

1.5 Demonstrate respect for all persons and
cultures.

Arizona (Agnes Attakai); Harvard (Linda Marc, Sarah
Short); Iowa (Dena Fife); South Florida (Nadine Mescia,
Lisa Brown); Washington (LuAnn D’Ambrosio); Texas A&M
(Jill Artzberger, Kay Carpender, Lori Graham)

1.6 Act within the scope of one's legal
authority.

Washington (Susan Allan); Arizona (Brenda Granillo);
Johns Hopkins (Lainie Rutkow)

Domain 2: COMMUNICATE AND MANAGE INFORMATION
2.1 Manage information related to an
emergency.

UIC (Geri Aglipay); Johns Hopkins (Paul Biddinger);
Oklahoma (Boatright, Elledge); Washington (Schulman);
Harvard (Stoto)

2.2 Use principles of crisis and risk
communication.

SUNY Albany ( Mark Waldenmaier,George DiFerdinando);
Arizona (Agnes Attakai); Columbia (Karen Levin); UIC (Geri
Aglipay); Johns Hopkins ( Ben Lozare); Oklahoma (Brenda
Elledge)

2.3 Report information potentially relevant
to the identification and control of an
emergency through the chain of
command.

Arizona (Brenda Granillo); SUNY Albany/UMDNJ (Edward
Waltz, Rebecca Baron)

2.4 Collect data according to protocol.

UNC (Amy Sloane, Lorraine Alexander); Harvard (Marcia
Testa, Elena Savoia)

2.5 Manage the recording and/or
transcription of data according to
protocol.

UNC (Amy Sloane, Lorraine Alexander); Harvard (Marcia
Testa, Elena Savoia)
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Domain 3: PLAN FOR AND IMPROVE PRACTICE
3.1 Contribute expertise to a community
hazard vulnerability analysis (HVA).

UIC (Geri Aglipay, Guddi Kapadia, Barney Turnock);

3.2 Contribute expertise to the development
of emergency plans.

UAB (Lisle Hites, Andrew Rucks, W. Jack Duncan); Iowa
(Laurie Walkner); Johns Hopkins (Jonathan Links, Ed Hsu,
Lee McCabe); Washington (Carl Osaki)

3.3 Participate in improving the
organization’s capacities (including, but
not limited to programs, plans, policies,
laws, and workforce training).

UAB (Lisle Hites, Peter Ginter, W. Jack Duncan); Johns
Hopkins (Jonathan Links, Agnes Agnew); SUNY Albany
(Kristin Murphy); Texas A&M (Jill Artzberger, Carpender,
Lori Graham)

3.4 Refer matters outside of one's scope of
legal authority through the chain of
command.

URL pending from CDC’s Public Health Law Program
(PHLP)

Domain 4: PROTECT WORKER HEALTH AND SAFETY
4.1 Maintain personal/family emergency
preparedness plans.

Columbia (Karen Levin); UIC (Geri Aglipay); Iowa (Laurie
Walkner); Johns Hopkins (Sara Hill)

4.2 Employ protective behaviors according
to changing conditions, personal
limitations, and threats.

Minnesota (Peter Raynor, Lisa Pogoff, Susan Larson)

4.3 Report unresolved threats to physical
and mental health through the chain of
command.

UAB (Lisle Hites, Will Bruer, McCormick)
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Appendix B: KSA Consultative Committee Members
Columbia University Mailman School of Public
Health

Karen L. Levin

Director, Columbia Regional
Learning Center

Harvard School of Public Health

Marcia A. Testa

Director/PI, Harvard School of
Public Health PERLC

Johns Hopkins Bloomberg School of Public Health

Sara Hill

Lead Instructional Designer

Texas A&M Health Science Center School of
Rural Public Health

Lori Graham

Instructional Designer

University of Alabama at Birmingham School of
Public Health

Lisle Hites

Lead Evaluator

University at Albany SUNY School of Public
Health

George T.
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Director
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Evaluation
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Health
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UNC Epidemiology Faculty and
Distance Learning Coordinator
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Director

University of South Florida College of Public
Health
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Instructional Designer
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Associate Director
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Gillings School of Public Health
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of Public Health Preparedness
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Public Health Advisor, Learning
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Appendix C: Glossary of Terms
Attitude: a state of mind, feelings, or beliefs about a particular matter (affective abilities).
Competency: the ability to perform a defined real-world task in a specific context.
Competency-based education: teaching that focuses on the outcomes of learning and addresses what the
learners are expected to do rather than on what they are expected to learn about.
Domain: a grouping of competencies into a set by subject area; the set often crosses learning taxonomies.
Knowledge: the complex process of remembering, relating, or judging an idea or abstract phenomenon;
mental operations (cognitive abilities).
KSAs (Knowledge, Skills, and Attitudes): specific statements of observable and measurable behaviors
necessary to mastering each competency; they suggest how students’ knowledge, skills, and attitudes will be
different because of the learning experience.
Learning objectives: educational building blocks that instructors use to lead learners to the desired
knowledge, skills or attitude necessary to achieve an educational outcome.
Skill: the proficient manual, verbal or mental manipulation of data or things that allows for the execution of
well-specified tasks (psycho-motor abilities).
Sub-competency: a discrete action or behavior that is demonstrated in a particular “parent” or “top-level”
competency.

Glossary of Terms’ References:
Caffarella, R. (2002). Planning programs for adult learners (2nd ed.). San Francisco, CA: Jossey-Bass.
Diamond, R. (2008). Designing and assessing courses and curricula: A practical guide (3rd ed.). San Francisco,
CA: Jossey-Bass.
Stark, J. & Lattuca, L. (1996). Shaping the college curriculum: Academic plans in action. Boston, MA: Allyn &
Bacon.
Suskie, L. (2009). Assessing student learning: A common sense guide (2nd ed.). San Francisco, CA: Jossey-Bass.
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Appendix D: References by Competency
Domain 1: MODEL LEADERSHIP
1.1 Solve problems under emergency conditions.


FEMA. Decision Making and Problems Solving. Independent Study 241.a. May 2010.
http://training.fema.gov/EMIWeb/IS/is241a.asp



FEMA. Leadership and Influence. Independent Study 240.a. May 2010.
http://training.fema.gov/EMIWeb/IS/is240a.asp

1.2 Manage behaviors associated with emotional responses in self and others.




















ASPH/CDC. Public health preparedness and response core competencies version 1.0 with subcompetencies and core constructs. Developed by content experts at October & December, 2010 PERLC
meetings. Unpublished document.
Brown, L.M., K. Hyer. April, 2008. Psychological First Aid: Field Operations Guide for Nursing Homes.
Available on: http://www.ahcancal.org/facility_operations/disaster_planning
/Documents/PsychologicalFirstAid.pdf
CDC Centers for Public Health Preparedness Mental Health and Psychosocial Preparedness Collaborative
Group. June 2006. Proposed Consensus Core Competencies in Disaster Mental Health for Disaster
Response Personnel.
Everly, G.S., R.D. Beaton, B. Pfefferbaum, and C. Parker. 2008. Training for disaster response personnel:
the development of proposed core competencies in disaster mental health. Public Health Reports 123:
539-542.
Everly, G. S., Jr., and B.W. Flynn. 2005. Principles and practice of acute psychological first aid after
disasters. In G. S. Everly, Jr., & C. L. Parker (Eds.). Mental health aspects of disaster: Public health
preparedness and response vol. 1, 68-76. Baltimore: Johns Hopkins Center for Public Health
Preparedness.
Everly, G.S. and B.W. Flynn. 2006. Principles and practical procedures for acute psychological first aid
training for personnel without mental health experience. International Journal of Emergency Mental
Health 8 (2): 93-100.
Hobfall, SE, P. Watson, C.C. Bell, R.A. Bryant, et al. 2007. Five essential elements of immediate and midterm mass trauma intervention: empirical evidence. Psychiatry 70(4): 283-315.
McCabe, O.L., J.M. Lating, G.S. Everly, A.M. Mosley, P.J. Teague, J.M. Links, M.J. Kaminsky. 2008.
Psychological first aid training for the faith community: A model curriculum. International Journal of
Emergency Mental Health 9, 3: 181-192.
McCabe, O.L., C. Perry, M. Azur, H.G. Taylor, Bailey, and J.M. Links. In press. Psychological first aid training
for paraprofessionals: A systems-based model for enhancing capacity of rural emergency response. PreHospital and Disaster Medicine.
National Child Traumatic Stress Network and National Center for PTSD. July, 2006. Psychological First
Aid: Field Operations Guide, 2nd ed.
Parker, C.L., D.J. Barnett, G.S. Everly, and J.M. Links. 2006. Expanding disaster mental health response: A
conceptual training framework for public health personnel. International Journal of Emergency Mental
Health 8: 101-109.
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1.3 Facilitate collaboration with internal and external emergency response partners.
N/A
1.4 Maintain situational awareness.








Autrey P and J. Moss. 2006. High-reliability teams and situation awareness. Journal of Nursing
Administration 36 (2): 67-72.
Blanford A. and B.L. Wong. 2004. Situation awareness in emergency medical dispatch. International Jo
of Human-Computer Studies 61: 421-452.
Endsley, M.R. and M.M. Robertson. 2000. Training for situation awareness. Eds. M.R. Endsley and D.J.
Garland. Situation awareness analysis and measurement. Mahwah, NJ: Lawrence Eribaum Associates.
Reichenbach, S. 2009. Situation awareness: key to emergency response. Fire Engineering 162(3): 137140.
Salmon P, N. Stanton, G. Walker, et al. 2008. What is really going on? Review of situation awareness
models for individuals and teams. Theoretical Issues in Ergonomics Science 9(4): 297-323.
Shrestha, L.B., C. Prince, D. Baker, E. Salas. 1995. Understanding situation awareness: Concepts,
methods and training. Human/Technology Interaction in Complex Systems 7: 45-83.
Zhou, Y. and E. Wang. 2010. Shared mental models as moderators of team process-performance
relationships. Social Behavior and Personality 38(4): 433-444.

1.5 Demonstrate respect for all persons and cultures.

















Andrulis, D. P., N. J. Siddiqui and J. L. Gantner. 2007. "Preparing racially and ethnically diverse
communities for public health emergencies. [Erratum appears in Health Aff (Millwood). 2007 NovDec;26(6):1794]." Health Affairs 26(5): 1269-79.
Arlikatti, S. S. 2007. Modeling household adoption of earthquake hazard adjustments: A longitudinal
panel study of Southern California and Western Washington residents. Dissertation Abstracts
International Section A: Humanities and Social Sciences 67(8-A): 3191.
Bealko, S. B., P. G. Kovalchik and R. J. Matetic. 2008. Mining sector. Journal of Safety Research 39(2): pp.
Bolton, P. A. and W. M. Weiss. 2001. Communicating across cultures: improving translation to improve
complex emergency program effectiveness. Prehospital & Disaster Medicine 16(4): 252-6.
Carter-Pokras, O., R. E. Zambrana, S. E. Mora and K. A. Aaby. 2007. Emergency preparedness: knowledge
and perceptions of Latin American immigrants. Journal of Health Care for the Poor & Underserved 18(2):
465-81.
Eisenman, D. P., K. M. Cordasco, S. Asch, J. F. Golden and D. Glik. 2007. Disaster planning and risk
communication with vulnerable communities: lessons from Hurricane Katrina. American Journal of
Public Health 97 Suppl 1: S109-15.
Elder, K., S. Xirasagar, N. Miller, S. A. Bowen, S. Glover and C. Piper. 2007. African Americans' decisions
not to evacuate New Orleans before Hurricane Katrina: a qualitative study. [Erratum appears in Am J
Public Health. 2007 Dec; 97(12):2122]. American Journal of Public Health 97 Suppl 1: S124-9.
Fothergill, A., E. G. Maestas and J. D. Darlington. 1999. Race, ethnicity and disasters in the United States:
a review of the literature. Disasters 23(2): 156-73.
Kreuter, M. W. and S. M. McClure. 2004. The role of culture in health communication. Annual Review of
Public Health 25: 439-55.
Leidner, D. E., G. Pan and S. L. Pan. 2009. The role of IT in crisis response: Lessons from the SARS and
Asian Tsunami disasters. Journal of Strategic Information Systems Vol. 18(2)
Meredith, L. S., L. R. Shugarman, Chandra A., S. L. Taylor, Stern S., Beckjord E.B., A. M. Parker and R.
Tanielian. 2008. Analysis of Risk Communication Strategies and Approaches with At-Risk Populations to
Enhance Emergency preparedness, Response and Recovery: Final Report. RAND Health (Working Paper),
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WR-598-HHS. Prepared for the US Department of Health and Human Services, Office of the Assistant
Secretary for Planning and Evaluation. Santa Monica, CA, RAND Corporation.
Messias, D. K. H. and E. Lacy. 2007. Katrina-related health concerns of Latino survivors and evacuees.
Journal of Health Care for the Poor & Underserved 18(2): 443-64.
Nepal, V., D. Banerjee, M. Slentz, M. Perry and D. Scott. 2010. Community-based participatory research
in disaster preparedness among linguistically isolated populations: A public health perspective. Journal
of Empirical Research on Human Research Ethics vol. 5(4)
North, C. S. 2010. A tale of two studies of two disasters: comparing psychosocial responses to disaster
among Oklahoma City bombing survivors and Hurricane Katrina evacuees. Rehabilitation Psychology
55(3): 241-6.
Perry, R. W. 1979. Evacuation decision-making in natural disasters. Journal of Mass Emergencies and
Disasters 4: 25-38.
Perry, R. W., M. K. Lindell and M. Greene. 1982. Crisis Communications: Ethnic Differentials in
Interpreting and Acting on Disaster Warnings. Social Behavior and Personality 10(1): 97-104.
Raphael, B. 2007. The human touch and mass catastrophe. Psychiatry: Interpersonal and Biological
Processes vol. 70(4).
Rose, I. 2010. Strategies used in rebuilding small businesses after Hurricane Katrina: A qualitative
investigation in the South Central United States. Dissertation Abstracts International Section A:
Humanities and Social Sciences 71(4-A): 1374.
Tabler, R. E., Jr. 2009. The social construction of a special needs program for hurricanes." Dissertation
Abstracts International: Section B: The Sciences and Engineering 70(2-B): 968.
Taylor-Clark, K., H. Koh and K. Viswanath. 2007. Perceptions of environmental health risks and
communication barriers among low-SEP and racial/ethnic minority communities. Journal of Health Care
for the Poor & Underserved 18(4 Suppl): 165-83.
Taylor-Clark K. and B. R. Viswanath K. In press. Communication Inequalities during Public Health
Disasters. Health Communication.
Wingate, M. P. 2007. Identifying and protecting vulnerable populations in public health emergencies:
Addressing Gaps in Education and Training. Public Health Rep 122(3): 422-426.

1.6 Act within the scope of one's legal authority.
N/A
Domain 2: COMMUNICATE AND MANAGE INFORMATION
2.1 Manage information related to an emergency.
N/A
2.2 Use principles of crisis and risk communication.
* Andrulis DP, Siddiqui NJ, Purtle JP. Guidance for Integrating Culturally Diverse Communities into
Planning for and Responding to Emergencies: A Toolkit, February 2011. Washington, DC: U.S. Department of
Health and Human Services Office of Minority Health. Available from URL:
http://www.healthpolicyinstitute.org/files/OMHDiversityPreparednessToolkit.pdf Accessed Aug 4, 2012.
2.3 Report information potentially relevant to the identification and control of an emergency through the
chain of command.
N/A
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2.4 Collect data according to protocol.




























Brownson, R.C., J.E. Fielding, C.M. Maylahn. 2009. Evidence-based public health: A fundamental concept
for public health practice. Annu Rev Public Health 30175-201.
Brownson R.C., E.A. Baker, T.L. Leet, K.N. Gillespie, and W.R. True. 2011. Evidence-Based Public Health.
Oxford University Press Inc. New York: Oxford Univ. Press. p. 293.
Centers for Disease Control and Prevention (US) and Council of State and Territorial Epidemiologists.
Competencies for applied epidemiologists in governmental public health agencies (AECs). Available from
URL: http://www.cdc.gov/AppliedEpiCompetencies Accessed Jan 5, 2011.
Chan, R. Department of Epidemiology, Gillings School of Global Public Health UNC Chapel Hill, Lecture:
Review: Research Ethics Training
Gregg, M.B., ed. 2008. Field Epidemiology. New York: Oxford Univ. Press. 3rd ed.
FEMA NIMS Training Center. Glossary, Information Management:: The collection, organization, and
control over the structure, processing, and delivery of information from one or more sources and
distribution to one or more audiences who have a stake in that information.
http://www.fema.gov/glossary Accessed on January 16, 2011.
FEMA: IS-704 - NIMS Communications and Information Management:
http://www.fema.gov/emergency/nims/CommunicationsInfoMngmnt.shtm and
http://emilms.fema.gov/IS704/indexMenu.htm
Lecture from course: Methods in Field Epidemiology. Field Epidemiology Certificate
Program. Department of Epidemiology and the UNC Center for Public Health Preparedness. The
University of North Carolina at Chapel Hill, Gillings School of Global Public Health. Module 5: Data
Collection, Part 2: Administering a Questionnaire. 2005
Lecture from course: Methods in Field Epidemiology. Field Epidemiology Certificate
Program. Department of Epidemiology and the UNC Center for Public Health Preparedness. The
University of North Carolina at Chapel Hill, Gillings School of Global Public Health. Hypothesis
Generation Part 3 Hypothesis-Generating Interviews. 2005
Managing an Emergency Response: Self Study Module. Distance Learning with UNHCR and the
University of Wisconsin Disaster Management Center. March 2000. Available from URL:
http://epdfiles.engr.wisc.edu/dmcweb/EP03ManaginganEmergencyResponse.pdf Accessed Jan 5, 2011.
Mejia, G and the FOCUS Workgroup, UNC Center for Public Health Preparedness. FOCUS on Field
Epidemiology. Hypothesis-Generating Interviews. Vol. 2(1)
http://cphp.sph.unc.edu/focus/vol2/issue1/index.htm Accessed Jan 7, 2011.
Montgomery, J.P., H. Durbeck, D. Thomas, A.J. Beck, A.N. Sarigiannis, M.L. Boulton. Nov-Dec, 2010.
Mapping student response team activities to public health competencies: Are we adequately preparing
the next generation of public health practitioners? Public Health Rep 125 (Suppl 5):78-86.
Nelson, A. and the FOCUS Workgroup, UNC Center for Public Health Preparedness. FOCUS on Field
Epidemiology. Interviewing Techniques. Vol. 2(3).
http://cphp.sph.unc.edu/focus/vol2/issue3/index.htm Accessed Jan 7, 2011.
Northwest Center for Public Health Practice (NWCPHP) competency based epidemiology training
materials for public health professionals in practice. Available from URL:
http://www.phf.org/resourcestools/Documents/Epi_Competencies_NW.pdf Accessed Jan 5, 2011.
Reeves, L. Department of Biostatistics, Collaborative Studies Coordinating Center., Gillings School of
Global Public Health UNC Chapel Hill Lecture: How to Conduct an Interview
Senior, A. and R. Copley. 2008. Deploying a new system for recording and managing information during
an emergency to aid decision making. Journal of Business Continuity & Emergency Planning 2:267-280.
United States Department of Homeland Security. September, 2007. Target Capabilities List: A
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companion to the National Preparedness Guidelines.
2.5 Manage the recording and/or transcription of data according to protocol.
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Global Public Health UNC Chapel Hill.
Gregg, M.B., ed. 2008. Field Epidemiology. New York: Oxford Univ. Press. 3rd ed.
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Torok, M. Training: HIPAA: An overview of HIPAA and the Privacy Rule. UNC Center for Public Health
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http://cphp.sph.unc.edu/focus/vol1/issue4/index.htm Accessed Jan 15, 2011.
UNC Center for Public Health Preparedness and the Center and Central American Network for
Foodborne Disease Surveillance (RECETA). Training: Database Management and Statistical Analysis. 27
February, 2010.
UNC Center for Public Health Preparedness and Universidad del Valle de Guatemala and CDC-CAP Field
Epidemiology Training Program. Training: Study Logistics. Module 1. March 2009.
UNC Center for Public Health Preparedness and Universidad del Valle de Guatemala and CDC-CAP Field
Epidemiology Training Program. Training: Data Management and Quality Control. Module 1, Day 4.
March 2009.
UNC Center for Public Health Preparedness and Universidad del Valle de Guatemala and CDC-CAP Field
Epidemiology Training Program. Training: Monitoring Surveillance Systems. Module 4. Feb 25-29,
2008.

Domain 3: PLAN FOR AND IMPROVE PRACTICE
3.1 Contribute expertise to a community hazard vulnerability analysis (HVA).
N/A
3.2 Contribute expertise to the development of emergency plans.
N/A
3.3 Participate in improving the organization’s capacities (including, but not limited to programs, plans,
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policies, laws, and workforce training).
N/A
3.4 Refer matters outside of one's scope of legal authority through the chain of command.
N/A
Domain 4: PROTECT WORKER HEALTH AND SAFETY
4.1 Maintain personal/family emergency preparedness plans.
N/A
4.2 Employ protective behaviors according to changing conditions, personal limitations, and threats.








Protecting Emergency Responders
http://www.cdc.gov/niosh/npptl/guidancedocs/rand.html
Guide for the Selection of Personal Protective Equipment for Emergency First Responders, NIJ Guide
102-00 (Volume I)
Fatah, A. Alim, John A. Barrett, Richard D. Arcilesi, Jr., Charlotte H. Lattin, Charles G. Janney, and Edward
A. Blackman. November, 2002. Guide for the selection of personal protective equipment for emergency
first responders. NIJ Law Enforcement and Corrections Standards and Testing Program. Vol. 1.
http://www.ncjrs.gov/pdffiles1/nij/191518.pdf
Canadian Centre for Occupational Health and Safety http://www.ccohs.ca
Job Hazard Analysis, US Department of Labor, 2002; Appendix 1: Hazard Control Measures
OSHA Safety and Health Guides
http://www.osha.gov/SLTC/emergencypreparedness/guides/index.html These guides provide an
overview of worker hazards related to various emergencies. They were designed for use as a general
handout during an emergency event, or as a training supplement for emergency preparation.

4.3 Report unresolved threats to physical and mental health through the chain of command.
N/A

The Association of Schools of Public Health (ASPH) represents the 49 schools of public health accredited by the
Council on Education for Public Health (CEPH). ASPH promotes the efforts of schools to improve the health of
every person through education, research, and policy. Based upon the belief that “you’re only as healthy as
the world you live in,” ASPH works with stakeholders around the globe to develop solutions to the most
pressing health concerns and provides access to the ongoing initiatives of the schools of public health.
Please visit http://www.asph.org/document.cfm?page=1100 to learn more about ASPH’s preparedness
projects. To access a PDF copy of this document, click on http://www.asph.org/userfiles/KSA.pdf. Contact
Ms. Elizabeth M. Weist (eweist@asph.org) with questions or comments.
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