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Disaster rehabilitation continuum by time post disaster and Stage (PHASE); key clinical (unshaded) and non-clinical (shaded) activities.

Adapted from Fig. 1. A suggested plan of rehabilitation interventions after a natural disaster in the article. 
"Medical Rehabilitation After Natural Disasters: Why, When, and How? Arch Phys Med Rehab Vol 93, October 2012.



WHO community-based rehabilitation (CBR) matrix: an overall visual representation of CBR which illustrates the 
different sectors which can make up a CBR strategy. (Source: WHO 'Disabilities and rehabilitation' webpage)



[Source : WHO Technical criteria for classification and minimum standards for Foreign Medical Teams (FMTs)] 





Rehabilitation (technical standards)
• Rehabilitation is one of the core functions of trauma care systems in regular healthcare and as such, 

FMTs should have specific plans for the provision of rehabilitation services to their patients post SOD. It 
may be that the FMT provider chooses to set up separate units to provide long term post op and 
rehabilitation care. In SOD beds become rapidly filled up and it is difficult to discharge people due to 
loss of home and long distance referrals. 

• This is particularly useful in Type 2 and 3 surgical FMTs, where rehabilitation specialist support 
embedded within the team can offer triage and peri-operative advice as well as rehabilitation post 
surgery, and have been shown to reduce length of stay. Type 1 facilities (i.e. outpatient FMTs) should 
also consider having significant rehabilitation capability services, particularly if they are delivering 
mobile clinical services or arrive some time post an SOD with significant limb and spinal injuries e.g., 
major earthquake. 

• FMTs should be aware that cross cutting issues of disability and vulnerable population care is an 
important part of ethical SOD response, and teams should plan to specifically assist or refer those with 
disability that present for treatment. Studies quote increased odds ratios for death in those with pre-
existing disability of up to 2.0(88-90) 

• Of note, LMC generally have poorly resourced rehabilitation services, which are quickly overwhelmed 
by victims of an SOD. Early rehabilitation can reduce the complication rate; inpatient stay and long-term 
health burden as well as improve the overall outcome of trauma victims post SOD. FMT rehabilitation 
experts are encouraged to provide rapid training to local staff and their teams to maximise the impact 
of consistent and continuous rehabilitation care(91) 



Type 1 
• Outpatient or mobile rehabilitation services. 
• This is not a minimum standard, but can be considered an additional service provided at the Type 1 FMT 

Type 2 
• Out and Inpatient rehabilitation service 
• As a minimum standard, Type 2 FMTs must provide some form of rehabilitation services to their patients who have 

been treated for fractures, amputations, traumatic brain injuries, spinal injuries or nerve damage. A rehabilitation 
specialist or physiotherapist experienced in post-trauma rehabilitation best delivers this. If this is not possible, 
nurses and doctors able to provide some basic advice about rehabilitation and pre-deployment training in this area 
is encouraged. Rehabilitation 44 

• must include the provision of basic aids for mobility and function such as splints and crutches, and a referral 
pathway for limb prosthesis if none is available locally. 

Type 3 
• Out and Inpatient rehabilitation services 
• Type 3 FMTs are considered referral centres, and as such, must have rehabilitation services for the complex trauma 

patients they can expect to treat. This is ideally a rehabilitation physician plus a team including occupational and 
physical therapists and rehabilitation nurses. Type 3 FMTs who do not have specific rehabilitation services should 
accept appropriately credentialed rehabilitation staff to co-locate and provide specialist level rehabilitation services 
from within their facility. It was recommended in the PAHO Haiti report that spinal cord injury in particular should be 
referred preferentially to Type 3 FMTs or tertiary referral hospitals with specific orthopaedic and rehabilitation 
specialist services, and that those with this capability could have advertised their capability and position better.







(Burkle FM Jr, Nickerson JW, von Schreeb J, Redmond AD,
McQueen KA, Norton I, Roy N. Emergency surgery data and 
documentation reporting forms for sudden-onset 
humanitarian crises, natural disasters and the 
existing burden of surgical disease. 
Prehosp Disaster Med. 2012 Dec;27(6):577-82.)













American orthotist Frank Shirley and prosthetist Al Ingersoll, as part of Handicap International 
France, provide therapy, data collection, and training to local non-rehabilitation staff in the days 
following the Haiti 2010 earthquake. Both Shirley and Ingersoll had extensive P&O experience in 
Haiti prior to the earthquake. (Photo courtesy of Colleen O’Connell).



Questions?

Thank you


