A FAILURE
OF INITIATIVE

Final Report of the Select Bipartisan Committee to Investigate
the Preparation for and Response to Hurricane Katrina

U.S. House of Representatives

EBH {1

W 0-16-076425-9
|‘ “ H”MI | il
95RO ED TEA258 | |‘ “||




~ g e '}*l ' _,_Z"."*h 'T S

._ - r—1 - -\_-\_ 1- 4 ‘,ﬂ. .‘._L |J_ .
rid -3 - . ""‘-? {
T i - T =

A FAILURE
OF INITIATIVE

Final Report of the Select Bipartisan Committee to Investigate
the Preparation for and Response to Hurricane Katrina

s ™ WA







Union Calendar No. 00

4“‘__"‘\,

109th Congress

2nd Session

\.k"'-; Report

_ _ 1\1 000-000
Ak w/s i

A FAILURE OF INITIATIVE

Final Report of the Select Bipartisan Committee to Investigate
the Preparation for and Response to Hurricane Katrina

Report by the
Select Bipartisan Committee
to Investigate the Preparation
for and Response

to Hurricane Katrina

Available via the World Wide Web: http://www.gpoacess.gov/congress/index.html

February 15, 2006. — Committed to the Committee of the Whole House on the State of the Union and ordered to be printed

U.S. GOVERNMENT PRINTING OFFICE
Keeping America Informed I www.gpo.gov
WASHINGTON 2006

23950 PDF For sale by the Superintendent of Documents, U.S. Government Printing Office
Internet: bookstore.gpo.gov Phone: toll free (866) 512-1800; DC area (202) 512-1800
Fax: (202) 512-2250 Mail: Stop SSOP, Washington, DC 20402-0001

COVER PHOTO: FEMA, BACKGROUND PHOTO: NASA



SELECT BIPARTISAN COMMITTEE
TO INVESTIGATE THE PREPARATION FOR AND RESPONSE
TO HURRICANE KATRINA

TOM DAVIS, (VA) Chairman

HAROLD ROGERS (KY)
CHRISTOPHER SHAYS (CT)
HENRY BONILLA (TX)

STEVE BUYER (IN)

SUE MYRICK (NC)

MAC THORNBERRY (TX)

KAY GRANGER (TX)
CHARLES W. “CHIP” PICKERING (MS)
BILL SHUSTER (PA)

JEFF MILLER (FL)

Members who participated at the invitation of the Select Committee

CHARLIE MELANCON (LA)

GENETAYLOR (MS)

WILLIAM ]. JEFFERSON (LA)
CYNTHIA MCKINNEY (GA)
SHELIA JACKSON-LEE (TX)

David L. Marin

J. Keith Ausbrook
Michael Geffroy
Lawrence ]. Halloran
Robert Borden
Daniel Mathews
Arthur Wu

Thomas E. Hawley
Grace A. Washbourne
Kim Kotlar

Anne Marie Turner
Charles M. Phillips
Steve Castor

Kim Baronof

Risa Salsburg

Susie Schulte

Shalley Kim

STAFF DESIGNATIONS

Staff Director

Special Counsel

Deputy Special Counsel
Deputy Special Counsel
Senior Associate Special Counsel
Senior Professional Staff
Senior Professional Staff
Senior Professional Staff
Senior Professional Staff
Senior Professional Staff
Associate Special Counsel
Associate Special Counsel
Assistant Special Counsel
Professional Staff
Professional Staff
Professional Staff

Professional Staff

Wimberly Fair
Chuck Turner
Robert White
Drew Crockett
Teresa Austin
Amy Laudeman
Robin Butler
Michael Sazonov
Pat DeQuattro
Justin Swick
Elizabeth Ryan

Stephen L. Caldwell

Bill MacBlane
Brooke Bennett
Jay O’Callahan
Michael Arkush
Margaret Peterlin

Professional Staff
Special Investigator
Press Secretary

Art Editor

Chief Clerk
Deputy Clerk
Administrative Officer/Financial Administrator
Staff Assistant

Coast Guard Fellow
Law Clerk

Law Clerk

GAO Detailee
GAO Detailee
Research Assistant
Research Assistant
Editorial Assistant

Speaker’s Designee

A FAILURE OF INITIATIVE



LETTER OF TRANSMITTAL

HOUSE OF REPRESENTATIVES,
Washington, DC, February 15, 2006.

Hon. J. Dennis Hastert,
Speaker of the House of Representatives,
Washington, DC.

DEeAR MR. SPEAKER: By direction of the Select Bipartisan Committee to Investigate the
Preparation for and Response to Hurricane Katrina, I submit herewith the committee’s

report to the 109th Congress.

Tom Davis,

Chairman.
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“Pandemonium did not reign. It poured.”

JOHN KENDRICK BANGS
American author and satirist

“Five frogs are sitting on a log. Four decide to jump off.
How many are left?
Answer: five.
Why? Because there’s a difference between deciding and doing.”

MARK L. FELDMAN and MICHAEL E. SPRATT
American businessmen

Five Frogs on a Log

“Don’t find a fault. Find a remedy.”
HENRY FORD

American automobile manufacturer

“Hurricane Katrina was a force of Nature.
What we’ve done after it is an Act of God.”

Banner hanging in Harrison County, MS, Emergency Operations Center

In-i-tia-tive, n.
The power or ability to begin or follow through energetically with a plan or task;
enterprise and determination.

FEMA
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PREFACE

On September 15, 2005, the House of Representatives approved H. Res. 437, which created the Select Bipartisan

Committee to Investigate the Preparation for and Response to Hurricane Katrina (“the Select Committee”).

According to the resolution, the Committee was charged with conducting “a full and complete investigation and

study and to report its findings to the House not later than February 15, 2006, regarding— (1) the development,

coordination, and execution by local, State, and Federal authorities of emergency response plans and other activities in

preparation for Hurricane Katrina; and (2) the local, State, and Federal government response to Hurricane Katrina.”

The Committee presents the report narrative and the findings that stem from it to the U.S. House of Representatives

and the American people for their consideration. Members of the Select Committee agree unanimously with the report

and its findings. Other Members of Congress who participated in the Select Committee’s hearings and investigation

but were not official members of the Select Committee, while concurring with a majority of the report’s findings, have

presented additional views as well, which we offer herein on their behalf.

First and foremost, this report is issued with our continued thoughts and prayers for Katrina’s victims. Their families.

Their friends. The loss of life, of property, of livelihoods and dreams has been enormous. And we salute all Americans

who have stepped up to the plate to help in any way they can.

It has been said civilization is a race between
education and catastrophe. With Katrina, we have had
the catastrophe, and we are racing inexorably toward the
next. Americans want to know: what have we learned?

Two months before the Committee was established,
former Speaker of the House Newt Gingrich testified
before a Government Reform subcommittee about the
need to move the government to an “entrepreneurial”
model and away from its current “bureaucratic” model,
so that we can get government to move with Information
Age speed and effectiveness.

“Implementing policy effectively,” Speaker Gingrich
said, “is ultimately as important as making the right
policy.”

The Select Committee first convened on September 22,
2005, understanding, like Speaker Gingrich, that a policy
that cannot be implemented effectively is no policy at all.

The Select Committee was created because, in
the tragic aftermath of Katrina, America was again
confronted with the vast divide between policy creation
and policy implementation. With the life-and-death
difference between theory and practice.

The Select Committee has spent much of the past five
months examining the aftermath of this catastrophic
disaster. It has become increasingly clear that local,
state, and federal government agencies failed to meet
the needs of the residents of Louisiana, Mississippi, and
Alabama. It has been our job to figure out why, and to
make sure we are better prepared for the future.
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Our mandate was clear: gather facts about the
preparation for and response to Katrina, at all levels of
government.

Investigate aggressively, follow the facts wherever they
may lead, and find out what went right and what went
wrong. Ask why coordination and information sharing
between local, state, and federal governments was so
dismal.

e Why situational awareness was so foggy, for so
long.

Why all residents, especially the most helpless,
were not evacuated more quickly.

Why supplies and equipment and support were
so slow in arriving.

e Why so much taxpayer money aimed at better
preparing and protecting the Gulf coast was left
on the table, unspent or, in some cases, misspent.

Why the adequacy of preparation and response
seemed to vary significantly from state to state,
county to county, town to town.

Why unsubstantiated rumors and uncritically
repeated press reports — at times fueled by top
officials — were able to delay, disrupt, and diminish
the response.

And why government at all levels failed to react
more effectively to a storm that was predicted with
unprecedented timeliness and accuracy.



We agreed early on that the task before us was too
important for carping. This was not about politics.
Katrina did not distinguish between Republicans and
Democrats.

This was about getting the information we need to
chart a new and better course for emergency preparation
and response. The American people want the facts, and
they've been watching. They alone will judge whether
our review has been thorough and fair. Our final exam is
this report.

Our report marks the culmination of 9 public
hearings, scores of interviews and briefings, and the
review of more than 500,000 pages of documents.

Our investigation revealed that Katrina was a national
failure, an abdication of the most solemn obligation
to provide for the common welfare. At every level
- individual, corporate, philanthropic, and governmental
- we failed to meet the challenge that was Katrina. In this
cautionary tale, all the little pigs built houses of straw.

Of all we found along the timeline running from the
fictional Hurricane Pam to the tragically real devastation
along the Gulf coast, this conclusion stands out: A
National Response Plan is not enough.

What's needed is a National Action Plan. Not a plan
that says Washington will do everything, but one that
says, when all else fails, the federal government must
do something, whether it's formally requested or not.
Not even the perfect bureaucratic storm of flaws and
failures can wash away the fundamental governmental
responsibility to protect public health and safety.

Still, no political storm surge from Katrina should
be allowed to breach the sovereign boundaries between
localities, states, and the federal government. Our system
of federalism wisely relies on those closest to the people
to meet immediate needs. But faith in federalism alone
cannot sanctify a dysfunctional system in which DHS
and FEMA simply wait for requests for aid that state and
local officials may be unable or unwilling to convey. In
this instance, blinding lack of situational awareness and
disjointed decision making needlessly compounded and
prolonged Katrina’s horror.

In many respects, our report is a litany of mistakes,
misjudgments, lapses, and absurdities all cascading
together, blinding us to what was coming and hobbling
any collective effort to respond.

This is not to say there were not many, many heroes,
or that some aspects of the preparation and response
were not, by any standard, successful. We found many
examples of astounding individual initiative that
saved lives and stand in stark contrast to the larger
institutional failures. Nor do we mean to focus on
assigning individual blame. Obtaining a full accounting
and identifying lessons learned does not require finger
pointing, instinctively tempting as that may be.

There was also an element of simple bad luck with
Katrina that aggravated the inadequate response. The
hurricane arrived over a weekend, at the end of the
month. People on fixed incomes had little money for gas
or food or lodging, making them more likely to remain
in place and wait for their next check. Communicating
via television or radio with families enmeshed in their
weekend routines was difficult at best, as was finding
drivers and other needed volunteers.

Over the past several months, we have become more
than familiar with the disaster declaration process
outlined in the Stafford Act. We understand the goals,
structure and mechanisms of the National Response
Plan. We've digested the alphabet soup of “coordinating
elements” established by the Plan: the HSOC
(Homeland Security Operations Center) and RRCC
(Regional Response Coordination Center); JFOs (Joint
Field Offices) and PFOs (Principal Federal Officials); the
IIMG (Interagency Incident Management Group); and
much more.

But the American people don't care about acronyms
or organizational charts. They want to know who was
supposed to do what, when, and whether the job got
done. And if it didn't get done, they want to know how
we are going to make sure it does the next time.

This report is a story about the National Response
Plan, and how its 15 Emergency Support Functions
(ESFs) were implemented with Katrina. We offer details
on how well the ESFs were followed. Where there
were problems, we've asked why. Where even flawless
execution led to unacceptable results, we've returned to
questioning the underlying plan.

We should be clear about the limitations of our
investigation and the parameters of this report. We
focused on the preparation for and response to Katrina,
for the most part paring down the timeline to one week
before and two weeks after the storm. We did not, at
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least intentionally, delve into important, longer-term
rebuilding and recovery issues that will continue to have
a central place on the congressional agenda for months
and years to come. In many areas — housing, education,
health, contracting — “response” bleeds into “recovery,”
and the distinctions we've made are admittedly difficult
and somewhat arbitrary.

Further, this report is only a summary of our work.
We are hopeful that - indeed, certain that - more
information will arise. The Select Committee has
constrained its narrative and findings to those that can
shed the most light, make the biggest difference, and
trigger the most obvious near-term actions. Readers will
note that we focus considerable attention on a handful
of “key events” - evacuation plans and the execution
of them; conditions and events at the Superdome,
Convention Center, and highways; nursing homes and
hospitals — as a means of illustrating what went right
and wrong in countless other locales.

What this Select Committee has done is not rocket
science.

We've gathered facts and established timelines based
on some fairly rudimentary but important questions
posed to the right people in both the public and private
sectors.

¢ What did you need and what did you get?

e Where were you in the days and hours right
before, during, and after the storm?

e Who were you talking to?

What were you doing?

Does that match what you were supposed
to be doing? Why or why not?

In other words, the Select Committee has matched
what was supposed to happen under federal, state, and
local plans against what actually happened.

Our findings emerged from this process of matching.

Too often there were too many cooks in the kitchen,
and because of that the response to Katrina was at
times overdone, at times underdone. Too often, because
everybody was in charge, nobody was in charge.

Many government officials continue to stubbornly
resist recognizing that fundamental changes in disaster
management are needed. This report illustrates that we
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have to stop waiting for the disaster that fits our response
plan and instead design a scalable capacity to meet
whatever Mother Nature throws at us. It's not enough

to say, “We wouldn't be here if the levees had not
failed.” The levees did fail, and government and other
organizations failed in turn - in many, many ways.

It remains difficult to understand how government
could respond so ineffectively to a disaster that was
anticipated for years, and for which specific dire
warnings had been issued for days. This crisis was not
only predictable, it was predicted.

If this is what happens when we have advance
warning, we shudder to imagine the consequences when
we do not. Four and a half years after 9/11, America is
still not ready for prime time.

This is particularly distressing because we know we
remain at risk for terrorist attacks, and because the 2006
hurricane season is right around the corner. With this
report we hope to do our part to enhance preparation
and response.

With Katrina, there was no shortage of plans. There
were plans, but there was not enough plan-ning.

Government failed because it did not learn from
past experiences, or because lessons thought to be
learned were somehow not implemented. If 9/11 was a
failure of imagination, then Katrina was a failure of
initiative. It was a failure of leadership.

Tom Davis
Harold Rogers
Christopher Shays
Henry Bonilla
Steve Buyer

Sue Myrick

Mac Thornberry
Kay Granger
Charles W. “Chip” Pickering
Bill Shuster

Jeff Miller

Xi






The Select Committee identified failures at all levels of
government that significantly undermined and detracted
from the heroic efforts of first responders, private
individuals and organizations, faith-based groups, and
others.

The institutional and individual failures we have
identified became all the more clear when compared to
the heroic efforts of those who acted decisively. Those
who didn't flinch, who took matters into their own
hands when bureaucratic inertia was causing death,
injury, and suffering. Those whose exceptional initiative
saved time and money and lives.

We salute the exceptions to the rule, or, more
accurately, the exceptions that proved the rule. People
like Mike Ford, the owner of three nursing homes who
wisely chose to evacuate his patients in Plaquemines
Parish before Katrina hit, due in large part to his close
and long-standing working relationship with Jesse St.
Amant, Director of the Plaquemines Office of Emergency
Preparedness.

People like Dr. Gregory Henderson, a pathologist
who showed that not all looting represented lawlessness
when, with the aid of New Orleans police officers, he
raided pharmacies for needed medication and supplies
and set up ad hoc clinics in downtown hotels before
moving on to the Convention Center.

But these acts of leadership were too few and far
between. And no one heard about or learned from them
until it was too late.

The preparation for and response to Hurricane
Katrina show we are still an analog government in a
digital age. We must recognize that we are woefully
incapable of storing, moving, and accessing information
- especially in times of crisis.

Many of the problems we have identified can be
categorized as “information gaps” - or at least problems
with information-related implications, or failures to act
decisively because information was sketchy at best. Better
information would have been an optimal weapon against
Katrina. Information sent to the right people at the
right place at the right time. Information moved within
agencies, across departments, and between jurisdictions of
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government as well. Seamlessly. Securely. Efficiently.

Unfortunately, no government does these things well,
especially big governments.

The federal government is the largest purchaser of
information technology in the world, by far. One would
think we could share information by now. But Katrina
again proved we cannot.

We reflect on the 9/11 Commission’s finding that
“the most important failure was one of imagination.”
The Select Committee believes Katrina was primarily
a failure of initiative. But there is, of course, a nexus
between the two. Both imagination and initiative - in
other words, leadership — require good information. And
a coordinated process for sharing it. And a willingness to
use information - however imperfect or incomplete - to
fuel action.

With Katrina, the reasons reliable information did
not reach more people more quickly are many, and these
reasons provide the foundation for our findings.

In essence, we found that while a national emergency
management system that relies on state and local
governments to identify needs and request resources
is adequate for most disasters, a catastrophic disaster
like Katrina can and did overwhelm most aspects of the
system for an initial period of time. No one anticipated
the degree and scope of the destruction the storm would
cause, even though many could and should have.

The failure of local, state, and federal governments
to respond more effectively to Katrina — which had
been predicted in theory for many years, and forecast
with startling accuracy for five days — demonstrates that
whatever improvements have been made to our capacity
to respond to natural or man-made disasters, four and
half years after 9/11, we are still not fully prepared. Local
first responders were largely overwhelmed and unable
to perform their duties, and the National Response
Plan did not adequately provide a way for federal assets
to quickly supplement or, if necessary, supplant first
responders.

The failure of initiative was also a failure of agility.
Response plans at all levels of government lacked
flexibility and adaptability. Inflexible procedures often



delayed the response. Officials at all levels seemed to

be waiting for the disaster that fit their plans, rather
than planning and building scalable capacities to

meet whatever Mother Nature threw at them. We

again encountered the risk-averse culture that pervades
big government, and again recognized the need for
organizations as agile and responsive as the 21st century
world in which we live.

One-size-fits-all plans proved impervious to clear
warnings of extraordinary peril. Category 5 needs
elicited a Category 1 response. Ours was a response that
could not adequately accept civilian and international
generosity, and one for which the Congress, through
inadequate oversight and accounting of state and local
use of federal funds, must accept some blame.

In crafting our findings, we did not guide
the facts. We let the facts guide us. The Select
Committee’s report elaborates on the following
findings, which are summarized in part here, in the
order in which they appear:

The accuracy and timeliness of
National Weather Service and
National Hurricane Center forecasts
prevented further loss of life

The Hurricane Pam exercise
reflected regognition by all levels
of government of the dangers of a
category 4 or 5 hurricane striking
New Orleans

Implementation of lessons learned from
Hurricane Pam was incomplete.

Levees protecting New Orleans
were not built for the most severe
hurricanes

Responsibilities for levee operations and maintenance
were diffuse.

The lack of a warning system for breaches and other
factors delayed repairs to the levees.

The ultimate cause of the levee failures is under
investigation, and results to be determined.

The failure of complete evacuations
led to preventable deaths, great
suffering, and further delays in relief

Evacuations of general populations went relatively
well in all three states.

Despite adequate warning 56 hours before landfall,
Governor Blanco and Mayor Nagin delayed ordering a
mandatory evacuation in New Orleans until 19 hours
before landfall.

The failure to order timely mandatory evacuations,
Mayor Nagin's decision to shelter but not evacuate the
remaining population, and decisions of individuals
led to an incomplete evacuation.

The incomplete pre-landfall evacuation led to
deaths, thousands of dangerous rescues, and horrible
conditions for those who remained.

Federal, state, and local officials’ failure to anticipate
the post-landfall conditions delayed post-landfall
evacuation and support.

Critical elements of the National
Response Plan were executed late,
ineffectively, or not at all

It does not appear the President received adequate
advice and counsel from a senior disaster

professional.

Given the well-known consequences of a major
hurricane striking New Ortleans, the Secretary should
have designated an Incident of National Significance
no later than Saturday, two days prior to landfall,
when the National Weather Service predicted

New Orleans would be struck by a Category 4 or

5 hurricane and President Bush declared a federal

emergency.

The Secretary should have convened the Interagency
Incident Management Group on Saturday, two

days prior to landfall, or earlier to analyze Katrina's
potential consequences and anticipate what the
federal response would need to accomplish.

The Secretary should have designated the Principal
Federal Official on Saturday, two days prior to
landfall, from the roster of PFOs who had successfully
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completed the required training, unlike then-FEMA
Director Michael Brown. Considerable confusion was
caused by the Secretary’s PFO decisions.

A proactive federal response, or push system, is not a
new concept, but it is rarely utilized.

The Secretary should have invoked the Catastrophic
Incident Annex to direct the federal response posture
to fully switch from a reactive to proactive mode of
operations.

Absent the Secretary’s invocation of the Catastrophic
Incident Annex, the federal response evolved into a
push system over several days.

The Homeland Security Operations Center failed

to provide valuable situational information to the
White House and key operational officials during the
disaster.

The White House failed to de-conflict varying
damage assessments and discounted information that
ultimately proved accurate.

Federal agencies, including DHS, had varying degrees
of unfamiliarity with their roles and responsibilities
under the National Response Plan and National
Incident Management System.

Once activated, the Emergency Management
Assistance Compact enabled an unprecedented level
of mutual aid assistance to reach the disaster area in a
timely and effective manner.

Earlier presidential involvement might have resulted
in a more effective response.

DHS and the states were not prepared
for this catastrophic event

While a majority of state and local preparedness
grants are required to have a terrorism purpose, this
does not preclude a dual use application.

Despite extensive preparedness initiatives, DHS was
not prepared to respond to the catastrophic effects of

Hurricane Katrina.

DHS and FEMA lacked adequate trained and
experienced staff for the Katrina response.

The readiness of FEMA’s national emergency response
teams was inadequate and reduced the effectiveness of
the federal response.
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Massive communications damage
and a failure to adequately plan
for alternatives impaired response
efforts, command and control, and
situational awareness

Massive inoperability had the biggest effect on
communications, limiting command and control,
situational awareness, and federal, state, and local
officials’ ability to address unsubstantiated media
reports.

Some local and state responders prepared for
communications losses but still experienced
problems, while others were caught unprepared.

The National Communication System met many of
the challenges posed by Hurricane Katrina, enabling
critical communication during the response, but
gaps in the system did result in delayed response and
inadequate delivery of relief supplies.

Command and control was impaired
at all levels, delaying relief

Lack of communications and situational awareness
paralyzed command and control.

A lack of personnel, training, and funding also
weakened command and control.

Ineffective command and control delayed many relief
efforts.

The military played an invaluable role,
but coordination was lacking

The National Response Plan’s Catastrophic Incident
Annex as written would have delayed the active duty
military response, even if it had been implemented.

DOD/DHS coordination was not effective during
Hurricane Katrina.

DOD, FEMA, and the state of Louisiana had difficulty
coordinating with each other, which slowed the

response.

National Guard and DOD response operations were
comprehensive, but perceived as slow.



The Coast Guard's response saved many lives, but
coordination with other responders could improve.

The Army Corps of Engineers provided critical
resources to Katrina victims, but pre-landfall contracts
were not adequate.

DOD has not yet incorporated or implemented
lessons learned from joint exercises in military
assistance to civil authorities that would have allowed
for a more effective response to Katrina.

The lack of integration of National Guard and active
duty forces hampered the military response.

Northern Command does not have adequate insight
into state response capabilities or adequate interface
with governors, which contributed to a lack of mutual
understanding and trust during the Katrina response.

Even DOD lacked situational awareness of post-
landfall conditions, which contributed to a slower

response.

DOD lacked an information sharing protocol that
would have enhanced joint situational awareness and
communications between all military components.

Joint Task Force Katrina command staff lacked
joint training, which contributed to the lack of
coordination between active duty components.

Joint Task Force Katrina, the National Guard,
Louisiana, and Mississippi lacked needed
communications equipment and the interoperability
required for seamless on-the-ground coordination.

EMAC processing, pre-arranged state compacts, and
Guard equipment packages need improvement.

Equipment, personnel, and training shortfalls affected
the National Guard response.

Search and rescue operations were a tremendous
success, but coordination and integration between
the military services, the National Guard, the Coast
Guard, and other rescue organizations was lacking.

The collapse of local law enforcement
and lack of effective public
communications led to civil unrest
and further delayed relief

A variety of conditions led to lawlessness and violence

in hurricane stricken areas.

The New Orleans Police Department was ill-prepared
for continuity of operations and lost almost all
effectiveness.

The lack of a government public communications
strategy and media hype of violence exacerbated
public concerns and further delayed relief.

EMAC and military assistance were critical for
restoring law and order.

Federal law enforcement agencies were also critical to
restoring law and order and coordinating activities.

Medical care and evacuations suffered
from a lack of advance preparations,
inadequate communications, and
difficulties coordinating efforts

Deployment of medical personnel was reactive, not
proactive.

Poor planning and pre-positioning of medical
supplies and equipment led to delays and shortages.

New Orleans was unprepared to provide evacuations
and medical care for its special needs population
and dialysis patients, and Louisiana officials lacked a
common definition of “special needs.”

Most hospital and Veterans Affairs Medical Center
emergency plans did not offer concrete guidance
about if or when evacuations should take place.

New Orleans hospitals, Veterans Affairs Medical
Center, and medical first responders were not
adequately prepared for a full evacuation of medical
facilities.

The government did not effectively coordinate private
air transport capabilities for the evacuation of medical

patients.
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Hospital and Veterans Affairs Medical Center
emergency plans did not adequately prepare for
communication needs.

Following Hurricane Katrina, New Orleans Veterans
Affairs Medical Center and hospitals’ inability to
communicate impeded their ability to ask for help.

Medical responders did not have adequate

communications equipment or operability.

Evacuation decisions for New Orleans nursing homes
were subjective and, in one case, led to preventable
deaths.

Lack of electronic patient medical records contributed
to difficulties and delays in medical treatment of

evacuees.

Top officials at the Department at Health and Human
Services and the National Disaster Medical System

do not share a common understanding of who
controls the National Disaster Medical System under
Emergency Support Function-8.

Lack of coordination led to delays in recovering dead
bodies.

Deployment confusion, uncertainty about mission
assignments, and government red tape delayed

medical care.

Long-standing weaknesses and
the magnitude of the disaster
overwhelmed FEMA's ability to
provide emergency shelter and
temporary housing

Relocation plans did not adequately provide
for shelter. Housing plans were haphazard and
inadequate.

State and local governments made inappropriate
selections of shelters of last resort. The lack of a
regional database of shelters contributed to an
inefficient and ineffective evacuation and sheltering
process.

There was inappropriate delay in getting people out
of shelters and into temporary housing - delays that
officials should have foreseen due to manufacturing
limitations.
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FEMA failed to take advantage of the Department of
Housing and Urban Development’s expertise in large-
scale housing challenges.

FEMA logistics and contracting
systems did not support a targeted,
massive, and sustained provision of
commodities

FEMA management lacked situational awareness of
existing requirements and of resources in the supply
chain. An overwhelmed logistics system made it
challenging to get supplies, equipment, and personnel
where and when needed.

Procedures for requesting federal assistance raised
numerous Concerns.

The failure at all levels to enter into advance contracts
led to chaos and the potential for waste and fraud as
acquisitions were made in haste.

Before Katrina, FEMA suffered from a lack of
sufficiently trained procurement professionals. DHS
procurement continues to be decentralized and
lacking a uniform approach, and its procurement
office was understaffed given the volume and dollar
value of work.

Ambiguous statutory guidance regarding local
contractor participation led to ongoing disputes over
procuring debris removal and other services.

Attracting emergency contractors and corporate
support could prove challenging given the scrutiny
that companies have endured.

Contributions by charitable
organizations assisted many in need,
but the American Red Cross and
others faced challenges due to the size
of the mission, inadequate logistics
capacity, and a disorganized shelter
process
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“We were abandoned. City officials did nothing to protect us. We were
told to go to the Superdome, the Convention Center, the interstate bridge
for safety. We did this more than once. In fact, we tried them all for
every day over a week. We saw buses, helicopters and FEMA trucks, but
no one stopped to help us. We never felt so cut off in all our lives. When
you feel like this you do one of two things, you either give up or o into
survival mode. We chose the latter. This is how we made it. We slept
next to dead bodies, we slept on streets at least four times next to human
feces and urine. There was garbage everywhere in the city. Panic and

fear had taken over.”
PATRICIA THOMPSON

New Orleans Citizen and Evacuee

Select Committee Hearing, December 6, 2005!



INVESTIGATION OVERVIEW

When Hurricane Katrina made landfall near the Louisiana-
Mississippi border on the morning of August 29, 2005, it
set in motion a series of events that exposed vast numbers
of Americans to extraordinary suffering. Not only would
Katrina become the most expensive natural disaster in U.S.
history, it would also prove to be one of the deadliest.

From the marshes of Louisiana’s Plaquemines Parish
to the urban center of New Orleans to the coastal
communities of Mississippi and Alabama, Katrina cut an
enormous swath of physical destruction, environmental
devastation, and human suffering.

With the overtopping and breaching of the New
Orleans levees, the vast majority of the city became
submerged, requiring the emergency evacuation of tens
of thousands of residents who had not left prior to the

storm. Lifted off roofs by helicopters or carried to safety in

boats, they were taken to the Superdome, the Convention

Center, a piece of high ground known as the Cloverleaf, or

any other dry spot in the city.

At these locations, they were subjected to unbearable
conditions: limited light, air, and sewage facilities in the
Superdome, the blistering heat of the sun, and in many

cases limited food and water. They feared for their safety
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and survival — and the survival of their city.

“You had people living where people aren’t supposed
to live,” said Dr. Juliette Saussy, Director of New Orleans
Emergency Medical Services, referring to the dire
situations in the Superdome and Convention Center. “In
general, people were just trying to survive. Some people
acted badly. But most just wanted something to eat and
drink, and wanted to feel safe.”?

At least 1,100 Louisianans died as a result of Katrina.

Mississippians have understandably felt slighted that the
devastation to their state has received less national public
attention than New Orleans. Mississippi experienced a
different storm than Louisiana — in essence, a massive,
blender-like storm surge versus the New Orleans flooding
caused by breached and overtopped levees.

By the end of the day on August 29, due largely to
a storm surge that reached 34 feet in the western parts
of the state — and extended inland as far as 10 miles
— more than half of Mississippi was without power and
had suffered serious wind and water damage. In addition
to the surge, high winds and tornadoes left thousands of
homes damaged and destroyed, and as many as 66,000
Mississippians were displaced from their homes.

FEMA



Katrina completely flattened entire neighborhoods in

communities such as Waveland, Bay St. Louis, and Pass
Christian, but its damage was not limited to those who
lived closest to the Gulf of Mexico. Even well inland, there
is no debate over whether homes may be habitable or
not. They just aren’t there anymore. In these towns, brick
walkways and front porches lead up to . . . nothing. Just a
concrete slab where a house used to stand.

The storm careened upwards through the entire state
with hurricane force winds and tornados, reaching
Jackson, the state capital, and its northern most counties,
and transforming 28,000 square miles — or 60 percent of
the state — into a catastrophic disaster area. By the time
the storm had passed, at least 230 people were dead and
nearly 200,000 people were displaced from their homes.
Agricultural, forestry, gaming, and poultry industries were
severely damaged. Department of Homeland Security
(DHS) reports estimate Veterinary Medical Assistant
Teams disposed of over three million chickens that were
destroyed by the storm.
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While winds upon landfall
were not as powerful as those
of Hurricane Camille in
1969, Katrina was in many
ways the “perfect storm”
for coastal Mississippi.

The combination of high
winds, extraordinarily low
barometric pressure, and
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arrival during a high tide resulted in a storm surge nearly
twice that of Camille’s. Wind-whipped water flooded
towns not only from the south, but from the north — not
just from the Gulf, but from the bayous.

This was not a tsunami-like, single wave of destruction.
This was a sustained, ever-growing high tide, one that
kept coming for hours. And when the water did roar back
toward the Gulf, it took everything with it — furniture,
pool tables, refrigerators, 30-foot boats, countless
household items. Everything that was once inside was
suddenly outside.

“Even the very accurate forecasts didn't capture the
magnitude and devastation,” said Eddie Favre, Mayor of
Bay St. Louis. “It was the in and out of the surge that killed
us. The out, in particular. It carried everything away.”3

“Our infrastructure was devastated,” Gulfport Mayor
Brent Warr said. “The water came in, blew off manhole
covers, then receded and caused a vacuum, sucking gators
and DVD players and lots and lots of sand into water and
sewer pipes. You couldn’t ha