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ABSTRACT

Hospital disaster preparedness is essential for ensuring continuity of healthcare services and minimizing the impact of
emergencies and disasters. Despite the availability of national disaster preparedness guidelines, hospitals face
challenges in maintaining comprehensive and up-to-date preparedness systems. This study evaluated disaster
preparedness at District General Hospital Matara, Sri Lanka, identified key operational challenges, and proposed
evidence-based strategies to strengthen organizational resilience.

A descriptive case study design was employed using methodological triangulation. Data were collected through
document review, key informant interviews, direct observations, and assessment using a structured checklist adapted
from the World Health Organization Hospital Emergency Response Checklist and national disaster preparedness
guidelines. The checklist comprised 43 indicators across 12 preparedness domains. A study-specific Composite
Hospital Disaster Preparedness Score (CHDPS) was developed to summarize preparedness across organizational
domains. Operational challenges were prioritized using the Nominal Group Technique, and the highest-priority
problem was further analysed through root cause analysis to identify underlying organizational factors.

The overall CHDPS was 74.4% (64/86). The highest preparedness scores were observed in Recovery and Termination
(100%), External Coordination (83.3%), Security and Access Control (83.3%), and Notification and Activation
(80.0%). Lower preparedness scores were identified in Staff Mobilization and Welfare (60.0%), Triage and Patient
Management (62.5%), and Debriefing and Quality Improvement (66.7%,). The principal operational challenge was an
outdated Hospital Disaster Preparedness and Response Plan, with root causes related to governance, organizational
processes, human resources, and monitoring mechanisms.

The study demonstrates that structured preparedness assessment combined with quality improvement methodologies
can effectively identify institutional strengths and operational gaps. The proposed CHDPS provides a practical
framework for monitoring hospital disaster preparedness and supporting continuous organizational improvement.
The findings offer practical guidance for strengthening disaster preparedness and enhancing health system resilience
in Sri Lanka and other comparable resource-constrained healthcare settings.

Keywords: Disaster Preparedness, Hospital Emergency Preparedness, Hospital Disaster Management, Quality
Improvement, Composite Hospital Disaster — Preparedness Score (CHDPS), Hospital Resilience, Sri
Lanka
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1. INTRODUCTION

Disasters, whether natural or human-induced, continue to pose substantial threats to population health, healthcare
infrastructure, and socioeconomic development worldwide. Climate change, rapid urbanization, emerging infectious
diseases, industrial accidents, and technological hazards have increased both the frequency and complexity of disasters,
placing unprecedented demands on healthcare systems. Hospitals are expected to remain functional during emergencies
by providing uninterrupted essential health services, coordinating emergency response, and managing mass casualty
incidents. Consequently, hospital disaster preparedness has become a fundamental component of resilient health systems
and an important priority for national health authorities and international organizations [1-3].

The World Health Organization (WHO) defines hospital disaster preparedness as the capacity of healthcare institutions to
anticipate, respond to, recover from, and adapt to emergency situations while maintaining continuity of essential
healthcare services [1]. Effective preparedness extends beyond emergency response planning and encompasses
governance, leadership, risk assessment, communication systems, surge capacity, logistics, staff competency,
infrastructure, interagency coordination, and continuous quality improvement. Hospitals that invest in preparedness
planning are more likely to minimize disaster-related morbidity and mortality, protect healthcare workers, maintain
critical services, and facilitate rapid recovery following emergency events [2,4].

International frameworks, including the Sendai Framework for Disaster Risk Reduction 2015-2030, emphasize
strengthening the resilience of health systems through comprehensive preparedness planning, regular risk assessments,
simulation exercises, and institutional learning [3]. Similarly, the WHO Hospital Emergency Response Checklist and
Hospital Safety Index recommend periodic assessment of hospital preparedness to identify operational gaps and guide
continuous improvement [2,5]. These frameworks advocate that disaster preparedness should be integrated into routine
hospital management rather than functioning as a stand-alone emergency activity.

Despite increasing global attention to disaster preparedness, many hospitals, particularly in low- and middle-income
countries, continue to experience significant challenges in maintaining effective preparedness programmes. Previous
studies have identified outdated disaster plans, inadequate staff training, limited simulation exercises, weak governance
structures, insufficient interagency coordination, and inadequate monitoring systems as common barriers to effective
disaster response [6—9]. Furthermore, many preparedness assessments rely primarily on qualitative descriptions or
compliance checklists without providing quantitative measures that enable comparison of preparedness across
organizational domains or facilitate monitoring of improvements over time [8,9].

Sri Lanka is highly vulnerable to multiple hazards, including floods, landslides, cyclones, coastal disasters, road traffic
incidents, industrial accidents, and emerging infectious disease outbreaks. Experiences following the 2004 Indian Ocean
tsunami, recurrent seasonal flooding, and the COVID-19 pandemic have reinforced the importance of maintaining
resilient healthcare institutions capable of responding effectively to public health emergencies while ensuring continuity
of essential services [10—12]. In response, the Ministry of Health has introduced national disaster preparedness guidelines
and hospital emergency planning initiatives to strengthen institutional readiness across healthcare facilities [11].

District General Hospital Matara is one of the largest tertiary care hospitals in the Southern Province, providing
specialized healthcare services to a large catchment population while functioning as a key referral centre for emergency
and disaster response. Given its strategic role within the regional healthcare system, maintaining a comprehensive and
regularly updated disaster preparedness programme is essential to ensure effective coordination, timely emergency
response, and continuity of healthcare delivery during disasters.

Although the hospital has an established disaster preparedness and response plan, limited evidence exists regarding the
effectiveness of its implementation or the extent to which preparedness is maintained across key organizational domains.
Furthermore, there is limited use of structured quantitative approaches to summarize overall preparedness while
identifying strengths and operational gaps requiring improvement. To address this gap, this study developed a Composite
Hospital Disaster Preparedness Score (CHDPS), a study-specific assessment framework designed to summarize disaster
preparedness across multiple organizational domains and facilitate systematic evaluation of hospital readiness. The study
therefore aimed to evaluate disaster preparedness at District General Hospital Matara, identify key operational challenges
affecting hospital readiness, analyse their underlying causes using quality improvement methods, and propose evidence-
based strategies to strengthen disaster preparedness and organizational resilience.

2. METHODOLOGY

This study employed a descriptive case study design to evaluate disaster preparedness and response planning at District
General Hospital (DGH) Matara, Sri Lanka. A case study approach was considered appropriate because it enables an in-
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depth examination of complex organizational processes within their real-life context using multiple sources of evidence.
This methodology is widely applied in health services research to evaluate institutional governance, disaster
preparedness, and quality improvement initiatives [14,15].

The study was conducted at District General Hospital Matara, a tertiary care institution in the Southern Province of Sri
Lanka with a bed capacity of 1,362 and a workforce exceeding 2,600 healthcare personnel. The hospital provides
specialized healthcare services through 56 clinical specialties and functions as the principal referral centre for emergency
care and disaster response within the Matara District. The unit of analysis was the hospital disaster preparedness and
response system.

Data were collected using methodological triangulation through Key Informant Interviews (KIIs), document review, and
direct observation to enhance the validity and credibility of the findings [15]. Key informant interviews were conducted
with the Hospital Director, Deputy Director, Senior Consultant Surgeon, Consultant Physician, Chief Special Grade
Nursing Officer, Medical Officer (Planning), Medical Officer (Quality Management), Administrative Officer, and Chief
Overseer. The interviews explored disaster governance, emergency planning, institutional coordination, staff
preparedness, training activities, and operational challenges. Documentary evidence included the hospital disaster
preparedness and response plan, disaster management committee minutes, training records, simulation reports, disaster
management guidelines, and other relevant administrative documents. Direct observations were undertaken in key
functional areas, including the Emergency Treatment Unit, operating theatres, inpatient wards, command areas, logistics
facilities, evacuation routes, and designated disaster management locations.

Hospital disaster preparedness was assessed using a structured checklist adapted from the World Health Organization
Hospital Emergency Response Checklist together with relevant national disaster preparedness guidelines issued by the
Ministry of Health, Sri Lanka [2,11]. The checklist was contextualized to the Sri Lankan healthcare setting and consisted
of 43 assessment indicators grouped into 12 domains: governance and command structure; notification and activation;
triage and patient management; internal logistics and space allocation; staff mobilization and welfare; supplies and
equipment; security and access control; communication and public relations; external coordination; data collection and
documentation; recovery and termination; and debriefing and quality improvement.

To facilitate quantitative assessment of preparedness across multiple organizational domains, a Composite Hospital
Disaster Preparedness Score (CHDPS) was developed as a study-specific composite assessment framework based on the
adapted checklist. Each assessment indicator was scored as Available (2 points), Partially Available (1 point), or Not
Available (0 points). Domain preparedness scores were calculated by dividing the observed score by the maximum
attainable score for each domain and expressing the result as a percentage. The overall CHDPS was calculated using the
following equation:

Observed Score

0 —
CHDPS (%) Maximuwm Possible Score x 100

The CHDPS was developed to summarize disaster preparedness across multiple organizational domains and facilitate
comparison of institutional strengths and operational gaps. It represents a quantitative adaptation of the WHO Hospital
Emergency Response Checklist for institutional assessment and benchmarking within the context of this study. As the
scoring framework was specifically developed for this evaluation, it should not be interpreted as a validated disaster
preparedness instrument or as equivalent to the WHO Hospital Safety Index. Rather, it provides a practical quantitative
summary of preparedness to support organizational evaluation and quality improvement.

Operational gaps identified through document review, interviews, observations, and checklist assessment were prioritized
using the Nominal Group Technique (NGT) involving four Senior Registrars in Medical Administration. Each identified
problem was independently assessed against five predefined criteria: technical feasibility, administrative relevance,
practical feasibility, financial feasibility, and expected impact [16]. The highest-ranked problem was subsequently
analysed using mind mapping to identify its underlying organizational, managerial, and operational causes and to guide
the development of evidence-based improvement strategies [17].

Data were analysed using descriptive methods. Checklist findings were summarized as frequencies, percentages, and
domain-specific preparedness scores. The overall Composite Hospital Disaster Preparedness Score (CHDPS) was
calculated to provide a quantitative summary of hospital disaster preparedness, while qualitative findings from interviews
and document review were synthesized to explain identified operational gaps and support the development of
improvement strategies.:
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3. RESULTS

3.1 Characteristics of District General Hospital Matara

District General Hospital (DGH) Matara is one of the largest tertiary care hospitals in the Southern Province of Sri Lanka
and functions as the principal referral hospital for the Matara District. The hospital has a bed capacity of 1,362 and
provides specialized healthcare services through 56 clinical specialties. The workforce comprises more than 2,600
healthcare personnel, including consultants, medical officers, nursing officers, allied health professionals, administrative
staff, and supporting personnel. The hospital manages approximately 1,000 outpatient visits, 1,000 clinic attendances,
304 inpatient admissions, and 150 Emergency Treatment Unit (ETU) admissions daily. Owing to its strategic role, the
hospital is responsible for responding to disasters and mass casualty incidents arising from road traffic accidents, floods,
landslides, drowning incidents, infectious disease outbreaks, and other public health emergencies.

Although a Hospital Disaster Preparedness and Response Plan had been developed in 2019, no comprehensive revision
had been undertaken despite changes in hospital infrastructure, organizational structure, clinical services, and national
disaster preparedness guidelines.

3.2 Hospital Disaster Preparedness Assessment

Hospital disaster preparedness was assessed using 43 indicators distributed across 12 preparedness domains. The overall
Composite Hospital Disaster Preparedness Score (CHDPS) was 74.4% (64/86).

Preparedness scores varied across the assessed domains (Table 1). The highest score was observed in Recovery and
Termination (100.0%), indicating that mechanisms for disaster termination, recovery activities, and restoration of routine
services were available. High preparedness scores were also observed for External Coordination (83.3%), Security and
Access Control (83.3%), Notification and Activation (80.0%), and Governance and Command Structure (78.6%).

Preparedness scores of 75.0% were recorded for Internal Logistics and Space Allocation, Supplies and Equipment,
Communication and Public Relations, and Data Collection and Documentation, demonstrating that these essential
components were largely available but required updating and strengthening.

Comparatively lower preparedness scores were observed in Debriefing and Quality Improvement (66.7%), Triage and
Patient Management (62.5%), and Staff Mobilization and Welfare (60.0%), indicating comparatively weaker
performance in these operational areas.

Table-1: Composite Hospital Disaster Preparedness Score (CHDPS) by Preparedness Domain

Preparedness Domain Score Maximum Score Preparedness (%)

Governance and Command Structure 11 14 78.6
Notification and Activation 8 10 80.0
Triage and Patient Management 5 8 62.5
Internal Logistics and Space Allocation 6 8 75.0
Staff Mobilization and Welfare 6 10 60.0
Supplies and Equipment 3 4 75.0
Security and Access Control 5 6 83.3
Communication and Public Relations 3 4 75.0
External Coordination 5 6 83.3

Data Collection and Documentation 3 4 75.0
Recovery and Termination 6 6 100.0
Debriefing and Quality Improvement 4 6 66.7
Overall CHDPS 64 86 74.4
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Figure 1 illustrates the preparedness scores across the 12 assessed domains. Recovery and Termination demonstrated the
highest preparedness (100%), whereas comparatively lower preparedness scores were observed for Staff Mobilization
and Welfare (60.0%), Triage and Patient Management (62.5%), and Debriefing and Quality Improvement (66.7%).

Recovery & Termination 100.0%
External Coordination

Security & Access Control
Notification & Activation
Governance & Command Structure
Internal Logistics & Space Allocation
Supplies & Equipment
Communication & Public Relations
Data Collection & Documentation
Debriefing & Quality Improvement
Triage & Patient Management

Staff Mobilization & Welfare

0 20 40 60 80 100
Preparedness Score (%)

Figure-1: Domain-wise Composite Hospital Disaster Preparedness Score (CHDPS)

3.3 Assessment of Hospital Disaster Preparedness

The assessment demonstrated that the hospital possessed many of the essential structural components required for
disaster preparedness. A disaster preparedness committee had been established, emergency notification systems were
available, evacuation procedures had been identified, and communication mechanisms with external emergency agencies
including the police, armed forces, and fire services had been established.

The hospital also maintained designated command areas, casualty receiving areas, emergency communication systems,
patient identification procedures, and disaster documentation formats. Recovery procedures and mechanisms for
restoring routine hospital services following disaster events were available.

Several operational deficiencies were identified during the assessment. The disaster preparedness and response plan had
not been revised since 2019 despite substantial changes in hospital infrastructure and organizational arrangements.
Disaster committee meetings had not been conducted regularly, and no designated Disaster Management Coordinator had
been formally appointed. Several staff contact lists, emergency communication directories, and disaster response
protocols required updating.

Deficiencies were also identified in staff preparedness. Refresher training programmes, multidisciplinary simulation
exercises, orientation programmes for newly appointed staff, and periodic evaluation of disaster drills were limited.
Standard operating procedures for selected disaster scenarios, including burns, hazardous materials, psychosocial
support, and mass casualty incidents, were either unavailable or outdated. Furthermore, lessons learned following disaster
events and simulation exercises were not consistently incorporated into revisions of the disaster preparedness plan.

3.4 Identification and Prioritization of Operational Challenges

Document review, direct observations, key informant interviews, and checklist assessment identified four major
operational challenges affecting disaster preparedness at District General Hospital Matara.
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Outdated and incomplete Hospital Disaster Preparedness and Response Plan.
Inadequate coordination between District General Hospital Matara and referring healthcare institutions during disasters.
Insufficient human resources dedicated to disaster management.

Inconsistent implementation of existing disaster preparedness procedures during emergency situations.

The identified challenges were prioritized using the Nominal Group Technique (NGT) involving four Senior Registrars
in Medical Administration. Based on the predefined prioritization criteria, the outdated and incomplete Hospital Disaster
Preparedness and Response Plan received the highest overall priority score and was selected for detailed root cause
analysis.

(Insert Table 2. Prioritization Matrix of Operational Challenges)

3.5 Root Cause Analysis

The highest-priority operational challenge, namely the outdated and incomplete Hospital Disaster Preparedness and
Response Plan, was analysed using a structured root cause analysis (Figure 2). Five major categories of contributing
factors were identified: organizational factors, governance factors, human resource factors, procedural factors, and
resource factors.

Organizational factors included limited multidisciplinary collaboration, irregular Disaster Preparedness Committee
meetings, inadequate institutional ownership, and the absence of a structured process for periodic review and updating of
the disaster preparedness plan. Governance-related issues comprised the absence of a designated Disaster Management
Coordinator, unclear responsibilities, inadequate monitoring of preparedness activities, and weak accountability
mechanisms. Human resource factors included inadequate refresher training, infrequent simulation exercises, limited
awareness of disaster management responsibilities among newly appointed staff, and insufficient capacity for emergency
planning. Procedural factors included failure to revise the disaster preparedness plan following organizational
restructuring, outdated standard operating procedures, and lack of systematic incorporation of lessons learned from
disasters and simulation exercises. Resource-related factors included inadequate financial and logistical support, limited
access to training opportunities, and weaknesses in information management systems.

Figure 2. Root Cause Analysis of the Outdated Hospital
Disaster Preparedness and Response Plan
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Figure-2: Root Cause Analysis of the Outdated Hospital Disaster Preparedness and Response Plan

3.6 Development of Improvement Strategies

The findings obtained through document review, key informant interviews, direct observations, preparedness assessment,
problem prioritization, and root cause analysis informed the development of targeted improvement strategies. The
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proposed strategies focused on revising the Hospital Disaster Preparedness and Response Plan, strengthening governance
through reactivation of the Disaster Preparedness Committee, appointing a Disaster Management Coordinator, updating
disaster-specific standard operating procedures, improving staff training and simulation exercises, strengthening
interagency collaboration, establishing routine monitoring of preparedness indicators, and institutionalizing continuous
quality improvement within the hospital disaster management programme.

4. DISCUSSION

This study evaluated disaster preparedness at District General Hospital Matara using a structured assessment framework
adapted from the World Health Organization (WHO) Hospital Emergency Response Checklist. The findings
demonstrated an overall Composite Hospital Disaster Preparedness Score (CHDPS) of 74.4%, indicating that the hospital
has established many of the essential organizational and operational components required to respond to disaster
situations. Nevertheless, important deficiencies were identified in staff mobilization and welfare, triage and patient
management, debriefing and quality improvement, and the periodic revision of the Hospital Disaster Preparedness and
Response Plan. The integration of document review, direct observation, key informant interviews, structured checklist
assessment, Nominal Group Technique, and root cause analysis provided a comprehensive evaluation of disaster
preparedness and facilitated the identification of practical, evidence-based improvement strategies. These findings
reinforce the understanding that disaster preparedness is a continuous organizational process requiring sustained
leadership, periodic review, institutional learning, and quality improvement rather than a one-time planning exercise
[18,19].

The overall findings are consistent with international evidence demonstrating that hospitals generally perform better in
structural components of disaster preparedness, such as governance, communication, and external coordination, than in
operational components including staff preparedness, simulation exercises, and post-event evaluation [20,21]. Studies
conducted in low- and middle-income countries have similarly reported that although hospitals often possess disaster
response plans and established emergency management structures, these plans are frequently outdated, insufficiently
tested, and inadequately integrated into routine hospital management systems [22]. As healthcare institutions
continuously evolve through service expansion, organizational restructuring, technological advancement, and changing
disease patterns, disaster preparedness plans also require regular revision to remain operationally relevant. The absence
of systematic review mechanisms identified in the present study therefore represents an important organizational
vulnerability that has also been recognized in previous disaster preparedness assessments [21,22].

Several preparedness domains demonstrated comparatively strong performance. Recovery and termination achieved the
highest preparedness score, reflecting the availability of mechanisms to restore essential hospital services following
disaster events. Similarly, external coordination and security arrangements demonstrated high preparedness, indicating
effective collaboration with the police, armed forces, fire services, disaster management authorities, and other emergency
response agencies. Governance and command structures, emergency notification systems, and communication
arrangements also demonstrated relatively high levels of preparedness. These findings are encouraging because effective
leadership, clearly defined command structures, reliable communication systems, and strong interagency coordination are
consistently recognized as fundamental elements of successful disaster response and resilient healthcare organizations
[23]. The existence of these structural foundations provides a favourable platform for strengthening operational
preparedness through targeted organizational improvements.

Despite these strengths, comparatively lower preparedness scores were observed in staff mobilization and welfare, triage
and patient management, and debriefing and quality improvement. These findings suggest that while disaster
management structures exist, continuous preparedness activities have not yet been fully institutionalized. Regular
multidisciplinary simulation exercises, refresher training programmes, structured orientation of newly appointed staff,
and systematic evaluation of disaster drills were limited. Similar deficiencies have been reported across hospitals in Asia,
Africa, and other resource-constrained settings, where disaster preparedness programmes are frequently constrained by
competing clinical priorities, workforce shortages, limited financial resources, and inadequate opportunities for
multidisciplinary emergency training [24,25]. The root cause analysis conducted in this study demonstrated that these
operational deficiencies were closely associated with inadequate governance arrangements, insufficient institutional
ownership of disaster preparedness activities, limited monitoring mechanisms, and failure to incorporate lessons learned
from previous disaster events into routine planning. These findings emphasize that effective disaster preparedness
extends beyond the existence of written plans and depends on continuous organizational learning, staff engagement, and
leadership commitment.

A major strength and methodological contribution of this study is the development and application of the Composite
Hospital Disaster Preparedness Score (CHDPS) as a practical quantitative assessment framework. Adapted from the
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WHO Hospital Emergency Response Checklist, the CHDPS provides a structured approach for summarizing
preparedness across multiple organizational domains while retaining the detailed assessment of individual preparedness
components. Although the CHDPS is a study-specific assessment framework rather than a validated international
measurement instrument, it offers hospital managers a practical method for benchmarking preparedness, identifying
organizational strengths and operational gaps, monitoring progress over time, and supporting evidence-based quality
improvement initiatives. The framework may also facilitate comparisons between healthcare institutions when applied
using standardized assessment criteria and could support routine disaster preparedness monitoring within the Sri Lankan
health system [26].

The findings also have important implications for hospital management and national health policy. Disaster preparedness
should be integrated into routine institutional governance rather than being considered solely an emergency management
responsibility. Regular revision of disaster preparedness plans, appointment of dedicated Disaster Management
Coordinators, activation of multidisciplinary Disaster Preparedness Committees, periodic simulation exercises, and
systematic post-event evaluations should become integral components of hospital management. At the national level,
incorporating standardized disaster preparedness assessments into hospital performance monitoring, quality assurance
programmes, and accreditation systems may strengthen organizational resilience and improve preparedness across the
healthcare sector [27]. The improvement strategies developed through this study therefore provide a practical framework
that may be adapted by other tertiary healthcare institutions seeking to strengthen disaster preparedness and
organizational resilience.

This study has several strengths. The use of methodological triangulation through document review, direct observation,
key informant interviews, structured checklist assessment, Nominal Group Technique, and root cause analysis enhanced
the credibility and comprehensiveness of the findings. The adaptation of the WHO Hospital Emergency Response
Checklist ensured that the assessment was grounded in an internationally recognized framework while remaining relevant
to the Sri Lankan healthcare context. However, several limitations should be acknowledged. The study was conducted in
a single tertiary care hospital, limiting the generalizability of the findings to other healthcare institutions. Furthermore,
the CHDPS was developed as a study-specific assessment framework and has not undergone formal psychometric
validation. Future multicentre studies should evaluate its reliability, validity, and applicability across different levels of
healthcare facilities and geographical settings.

Overall, this study demonstrates the feasibility of combining a structured WHO-based disaster preparedness assessment
with quality improvement methodologies, including root cause analysis and structured problem prioritization, to
strengthen hospital disaster preparedness. The proposed Composite Hospital Disaster Preparedness Score (CHDPS)
provides a practical framework for monitoring preparedness, supporting institutional learning, and guiding continuous
quality improvement. These findings may contribute to strengthening disaster preparedness planning and organizational
resilience within hospitals in Sri Lanka and other comparable resource-constrained healthcare settings.

5. RECOMMENDATIONS

The findings of this study highlight several opportunities to strengthen the Annual Action Planning (AAP) process within
the Ministry of Health, Sri Lanka. The most important recommendation is the establishment of a formal institutional
review mechanism at unit, directorate, and institutional levels. Regular review meetings should be conducted at
predetermined intervals to assess progress against planned activities, identify implementation barriers, and initiate timely
corrective actions. A structured review process would enhance accountability, improve coordination among stakeholders,
and promote continuous organizational learning, which are essential elements of effective health system governance
[1,6].

Standard operating procedures (SOPs) should be developed to guide the preparation, implementation, monitoring, and
review of Annual Action Plans across all administrative units. These SOPs should define roles and responsibilities,
reporting timelines, review procedures, documentation requirements, and mechanisms for monitoring progress using
standardized key performance indicators (KPIs). Adoption of uniform procedures would reduce variations in planning
practices and improve consistency across institutions [2,4].

Capacity building should be considered a priority to strengthen institutional planning competencies. Regular training
programmes should be organized for planning focal points, programme managers, and administrative officers involved in
the AAP process. Training should focus on strategic planning, performance management, monitoring and evaluation,
development of measurable indicators, financial planning, and evidence-based decision-making. Continuous professional
development in these areas would enhance the quality of Annual Action Plans and improve their implementation [3,11].
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Routine monitoring and evaluation should be integrated throughout the planning cycle rather than being limited to
quarterly or annual reporting. Each unit should establish a monitoring system that tracks predefined physical and
financial indicators, identifies deviations from planned targets, and facilitates timely corrective action. The use of
standardized monitoring dashboards and periodic performance review meetings would enable managers to make
informed decisions based on real-time implementation data and strengthen organizational accountability [1,2,30].

The planning process should also promote greater stakeholder engagement during the development and review of Annual
Action Plans. Active participation of programme managers, technical experts, finance officers, and other relevant
stakeholders would improve ownership of planned activities, enhance interdepartmental coordination, and ensure that
institutional priorities are aligned with national health policies and sectoral strategic plans. Strengthening stakeholder
participation would contribute to more realistic planning and facilitate effective implementation [3,11,29].

Furthermore, digitalization of the Annual Action Planning process should be considered as a long-term strategy to
improve efficiency and transparency. Developing an electronic planning and monitoring platform would facilitate timely
submission of Annual Action Plans and progress reports, automate performance tracking, generate real-time management
information, and reduce administrative delays. Integration of digital dashboards with existing health information systems
could further support data-driven decision-making and strengthen organizational governance [2,12].

Finally, periodic evaluations of the Annual Action Planning process should be institutionalized to ensure continuous
quality improvement. Future evaluations should assess not only compliance with planning procedures but also the
effectiveness of Annual Action Plans in achieving organizational objectives, improving resource utilization, and
strengthening health system performance. Such evaluations would provide evidence for refining planning policies and
contribute to the development of a more responsive and accountable health system [1,6,28-30].

Table-3: Summary of Recommended Improvement Strategies

Recommendation Responsible Authority Suggested Time
Frame
Revise and update the Hospital Disaster Preparedness and Hospital Director and Dlsaster Within 6 months
Response Plan Preparedness Committee
Appoint a dedicated Disaster Management Coordinator Hospital Administration Within 3 months
Reactivate and strengtheré til:r:l Eﬁif:al Disaster Preparedness Hospital Administration Within 3 months

Develop and periodically review disaster-specific Standard
Operating Procedures

Conduct multidisciplinary simulation exercises and refresher Disaster Management Coordinator
training programmes and Clinical Units

Establish routine monitoring using the Composite Hospital
Disaster Preparedness Score (CHDPS)
Conduct structured post-disaster and post-simulation

Disaster Preparedness Committee Within 6 months
Every 6 months
Quality Management Unit Annually

. . After every exercise or
Disaster Preparedness Committee Y

debriefings disaster event
Strengthen interagency coordination through joint planning Hospital Administration and Annuall
and simulation exercises External Response Agencies Y
Integrate standardized disaster preparedness assessment into Ministry of Health Long-term

hospital performance monitoring and accreditation

6. CONCLUSION

This case study evaluated disaster preparedness at District General Hospital Matara using a structured assessment
framework adapted from the World Health Organization Hospital Emergency Response Checklist. The findings
demonstrated that the hospital has established many of the essential organizational and operational components required
for effective disaster preparedness. However, important gaps were identified in staff mobilization and welfare, triage and
patient management, debriefing and quality improvement, and the periodic review of the Hospital Disaster Preparedness
and Response Plan. These findings highlight that maintaining disaster preparedness requires continuous organizational
commitment, effective leadership, regular capacity building, and systematic quality improvement rather than reliance on
disaster response plans alone.

A key contribution of this study is the development and application of the Composite Hospital Disaster Preparedness
Score (CHDPS) as a practical, study-specific framework for summarizing disaster preparedness across multiple
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organizational domains. Although the CHDPS is not intended to replace internationally validated assessment
instruments, it provides a structured quantitative approach for identifying organizational strengths, monitoring
preparedness over time, supporting benchmarking, and guiding evidence-based quality improvement within hospitals.
The integration of structured preparedness assessment with root cause analysis and problem prioritization further
demonstrates the value of combining disaster management and quality improvement methodologies to support
organizational resilience.

The improvement strategies proposed in this study provide practical guidance for strengthening disaster preparedness at
District General Hospital Matara and may be adapted by other healthcare institutions with similar organizational
contexts. Future research should evaluate the applicability and performance of the CHDPS across multiple healthcare
institutions and explore its potential as a management tool for routine disaster preparedness monitoring. Strengthening
hospital disaster preparedness through systematic assessment, continuous learning, and organizational improvement will
ultimately enhance health system resilience and the capacity of hospitals to respond effectively to future emergencies and
disasters.
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