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1. Overview

Welcome to this multimedia open access edition of this chapter book titled Disasters and their Effects on the Population.

This content is available as a digital book in two formats:

1) Website, which you are currently reading. This format offers a mobile friendly multimedia experience with sharable links to chapters. There are three ways to move through the book:

a) Use the chapter navigation to the left to navigate to different chapters in the book. Scroll through the links to select the chapter that interests you.
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Recent advances in technology and the ease with which news and information travel around the world have made learning about disasters in distant countries an almost weekly occurrence. From the recent conflicts in Syria, Iraq, South Sudan, and the Central African Republic to the typhoon in the Philippines and flooding in the Zambezi region, these disasters have led to unimaginable levels of destruction and death.

Although most of these disasters occur in underserved areas of the world without adequate resources and technology, they can also occur in societies with advanced medical systems such as the United States, Europe, and Japan. It is impossible to predict when and where the next disaster will take place. However, we can strive to be prepared to handle both the acute and longer-term effects of a variety of disasters in different populations.

While the timing and the actual disaster event are difficult to predict, several consequences of disasters are predictable. Therefore, we can prepare to deal with these consequences. As pediatricians, we must ensure that disaster preparedness includes the unique needs of children. Children are a vulnerable population with physiologic, psychological, and developmental needs that differ from those of adults.

There is a professional obligation to take an active role in disaster preparedness in order to advocate for the needs of infants, children, and teenagers.

In this module, we will:


	Review disaster definitions, classifications, and measures of severity

	Describe the phases of a disaster

	Review World Health Organization recommended emergency response measures

	Discuss the role of humanitarian organizations

	Present key issues that health care workers and medical volunteers may face in disaster relief



The key message of this module is that while it is not possible to predict disasters, planning and preparation can help mitigate some of the morbidity and mortality that occur in the aftermath of a disaster.

This message was clearly expressed by Benjamin Franklin: “Failing to plan is planning to fail.”
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3. Definitions


Objectives


	Recognize events that can lead to disasters.

	Understand the individual and social factors associated with vulnerability, coping, and risk.








CASE


	You are informed there has been a flood affecting one of the provinces of your country. According to the latest population census, around 200,000 people who are mostly poor live in this area.

	What characteristics indicate that this event can be defined as a disaster?

	What type of disaster is it?





	Twenty-five percent of the population affected by the flood are children aged 0–12 years old. This population is more vulnerable than others in disaster situations.

	What characteristics make children more vulnerable?

	What specific interventions are necessary to diminish the effects of disaster upon children?





	After arriving at the flooded area, you must decide what to do to deliver health care to the victims.

	What is the first step to be taken?

	How useful are field hospitals in these situations?

	How would you estimate the need for external help?









What makes an event a disaster? Why is one hurricane or tornado a disaster and the next one, even with stronger winds, is just a bad storm? The answer lies with how the population is eventually affected: both the direct effects on the people as well as the indirect effects or damage to infrastructure. The United Nations International Strategy for Disaster Reduction defines disaster as a serious disruption of the functioning of a community or a society involving widespread human, material, economic or environmental losses and impacts, which exceeds the ability of the affected community or society to cope using its own resources.



Any adverse episode or phenomenon can exploit a vulnerability in the affected population or community to create damage, and this awareness will form the basis for an adequate intervention.

Disasters are often described as a result of the combination of: exposure to a hazard; the conditions of vulnerability that are present; and insufficient capacity or measures to reduce or cope with the potential negative consequences. Disaster impacts may include loss of life, injury, disease and other negative effects on human physical, mental and social well-being, together with damage to property, destruction of assets, loss of services, social and economic disruption and environmental degradation.

A disaster disrupts the normal pattern of life, causing both physical and emotional suffering and an overwhelming sense of helplessness and hopelessness. The impact on the socioeconomic structure of a region and environment often requires outside assistance and intervention. Although there are many definitions for disaster, there are three common factors.




BOX 1. Definitions of a disaster

“A disaster is a crisis resulting from a failure in human interactions with the physical and social environment. Disaster situations outstrip the capacity of individuals and societies to cope with adversity”.HDI, From Disaster Relief to Development, Studies on Development, No 1 (Geneva: Henry Dunant Institute, 1988), p. 170.

3.1. Classification of disasters





3.1. Classification of disasters

Disasters can be divided into 2 large categories (Box 2):


	Those caused by natural forces.

	Those caused by man.




Box 2: Types of disasters

   

3.2. Phases of disasters





3.2. Phases of disasters

Since interventions in emergencies evolve as a continuum, identifying the following four phases is useful for establishing priorities, guiding response activities, and systematizing previous experiences:


	Preparedness phase

	Emergency phase

	Recovery phase

	Mitigation and prevention phase



Preparedness phase

Planning comprises all activities and actions taken in advance of a disaster. It should be based on an analysis of a community’s or organization’s risk of exposure to specific types of disasters.

Preparedness plans should take into account the frequency of occurrence of each type of disaster, the anticipated magnitude of impact, the degree of advance warning or suddenness of onset and offset, the characteristics of populations most likely to be affected, the amount and types of resources available, and the ability to function independently without external support for a period of time.

For more information on planning, see Module 3.

Emergency phase

The response phase comprises all activities and actions taken during and immediately after a disaster. This includes notification of relevant organizations, establishment of communication networks, search and rescue operations, damage assessment, evacuation, sheltering, and other critical activities.

This phase lasts until initial casualties have been rescued or accounted for, and sufficient resources are available to meet the immediate humanitarian needs of the affected population. It also includes assessing damage and beginning to plan for restoration and recovery.

In conflict situations, displacement may be prolonged until safety and security are restored. Affected populations may need to be supported in camps designed for temporary accommodation. While normal conditions after natural disasters may return within days or weeks, in conflict settings it may take years before people can return to their homes.

Recovery phase

The recovery phase is the period during which the affected organization or community works toward re-establishing self-sufficiency. This includes community planning, rebuilding, and the re-establishment of government and public service infrastructure.

The health status of the affected population begins to return to pre-disaster conditions, and external support services are gradually withdrawn.

Mitigation and prevention phase

This phase usually occurs as conditions return to their pre-disaster state. Mitigation involves reviewing all aspects of emergency management to identify lessons learned and applying them to prevent recurrence or reduce the impact of future disasters.

Mitigation includes preventive and precautionary measures such as improving building codes and practices, redesigning public utilities and services, reviewing evacuation procedures and warning systems, and educating communities.

Mitigation and planning are continuous processes, as lessons learned from previous disasters are incorporated into future preparedness efforts.
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3.3. Effects of disasters

Disasters affect communities in multiple ways. They represent a public health hazard for various reasons (Table 2):


	They can cause an unexpected number of deaths and injured or sick people that exceed local response capacity and require external aid.

	They can destroy health infrastructure, affecting the immediate response and disrupting preventive activities, which may lead to long-term increases in morbidity and mortality.

	They can have adverse effects on the environment, increasing the risk of infectious diseases and environmental hazards. This can affect morbidity, premature death, and future quality of life.

	They can affect the psychological and social behaviour of the community.

	They can cause shortages of food, with severe nutritional consequences.

	They can cause large population movements, whether spontaneous or organised, to areas where health services may be unable to meet increased demand.



Table 2. Frequent effects of disasters by type

 Complex emergency







	Complex emergency





	Immediate deaths
	Numerous



	Severe lesions
	Numerous



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Moderate; can be severe if health centres are military targets



	Damage to water supply
	Severe



	Food shortage
	Severe



	Significant population displacements
	Frequent













 Earthquake







	Earthquake





	Immediate deaths
	Numerous



	Severe lesions
	Numerous



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe



	Damage to water supply
	Severe



	Food shortage
	May result from economic and logistic factors



	Significant population displacements
	Frequent; increased likelihood in severely damaged urban areas













 Strong winds







	Strong winds





	Immediate deaths
	Few



	Severe lesions
	Moderate



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe



	Damage to water supply
	Slight



	Food shortage
	May result from economic and logistic factors



	Significant population displacements
	Not frequent













 Floods







	Floods





	Immediate deaths
	Numerous



	Severe lesions
	Few



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe but localised



	Damage to water supply
	Severe



	Food shortage
	Frequent



	Significant population displacements
	Frequent













 Gradual floods







	Gradual floods





	Immediate deaths
	Few



	Severe lesions
	Few



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe (equipment only)



	Damage to water supply
	Slight



	Food shortage
	Frequent



	Significant population displacements
	Frequent













 Mudslides







	Mudslides





	Immediate deaths
	Numerous



	Severe lesions
	Few



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe but localised



	Damage to water supply
	Severe but localised



	Food shortage
	Not frequent



	Significant population displacements
	Frequent













 Volcanic Eruptions







	Volcanic eruptions





	Immediate deaths
	Numerous



	Severe lesions
	Few



	Increased risk for transmissible diseases
	This risk applies to all significant disasters and increases with overcrowding and deterioration of sanitary conditions.



	Damage to health centres
	Severe



	Damage to water supply
	Severe



	Food shortage
	Not frequent



	Significant population displacements
	Frequent













 

Adapted from Humanitarian Assistance in Disaster Situations. A Guide for Effective Aid. Pan-American Health Organization (PAHO). Washington D.C., 1999.
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4. Mortality


oBjectives


	Recognize crude mortality and under 5 mortality rates as a measure of disaster severity.

	Recognize the environmental factors associated with increased morbidity and mortality rates.

	Know the 5 leading causes of death in humanitarian emergencies occurring in developing countries.





Severity of a disaster

As was demonstrated in Haiti, the more fragile the pre-event health status of the affected population and the more inadequate the pre-disaster infrastructure, the more severe the disaster. Disaster severity therefore varies according to its magnitude and the vulnerability of the population.

Most diseases associated with the event can be prevented by adequate interventions, especially ensuring basic life saving needs of the population are met. This includes shelter, food, water, sanitation, health care services and security measures.

An example of this can be seen in earthquakes of similar magnitude in different parts of the world. Earthquakes in China and Haiti resulted in a large number of collapsed buildings, including schools and hospitals, related to substandard building practices in both countries, and thus a high number of casualties. By contrast, earthquakes of similar magnitude occurring in Tokyo in 2009 and Chile in 2010 resulted in far less loss of life, largely because of higher-quality construction and stricter building codes.

When assessing the outcome of a disaster, public health officers describe its severity by the number of human lives lost using the crude mortality rate (CMR). CMR is usually defined as the number of deaths per 10,000 inhabitants per day.
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4.1. Vulnerable victims

Most diseases associated with disasters can be prevented by adequate interventions, especially by ensuring that the basic life-saving needs of the population are met. These include shelter, food, water, sanitation, healthcare services, and security measures.

Immediate mortality in any type of disaster is not higher in a specific age group; instead, it usually reflects the age distribution of the overall population. However, in later stages, mortality rates tend to be disproportionately higher among the youngest and oldest people. For example, during the refugee crisis in Northern Iraq in 1991, children aged 0 to 5 accounted for only 18% of the total refugee population but represented 64% of overall refugee mortality.

The most vulnerable groups include children, especially those separated from their families; pregnant or lactating women; women living without their spouses; individuals in female-headed households; people with disabilities; and the elderly.

In addition to disproportionately high mortality rates, children separated from their families are at high risk of adverse consequences such as violence, exploitation, and abuse, including child labour, trafficking, and recruitment as child soldiers. Furthermore, infants and children are more vulnerable to toxic exposures and overcrowding associated with large population displacements (Table 3).




	Table 3. Vulnerable pediatric characteristics



	Pediatric characteristic
	Special risk during disaster





	Respiratory
	Higher minute ventilation increases exposure to inhaled agents. Nuclear fallout and heavier gases settle closer to the ground and may affect children more severely.



	Gastrointestinal
	Higher risk of dehydration from vomiting and diarrhea after exposure to contaminated food or water.



	Skin
	Greater body surface area increases exposure risk. Skin is thinner and more susceptible to burns, chemicals, and toxin absorption. Increased evaporation also raises the risk of hypothermia.



	Endocrine
	Increased risk of thyroid cancer following radiation exposure.



	Thermoregulation
	Reduced ability to regulate body temperature, increasing the risk of hypothermia.



	Developmental
	Limited ability to recognise or escape environmental dangers.



	Psychological
	Higher vulnerability to prolonged stress and separation anxiety.







Consequently, it is critical to reunite children with their families as soon as possible and to prioritise reducing their vulnerability in all disaster response planning (Box 4).


BOX 4. Immediate measures developed to reduce population vulnerability during a disaster


	List vulnerable individuals in the community.

	Provide visible identification tags for all children.

	Identify community leaders—preferably women—capable of caring for vulnerable individuals or groups.

	Ensure the care and safety of refugees.

	Consider vulnerable individuals when planning distribution systems.

	Prioritise locating families of unaccompanied or vulnerable individuals.

	Display photographs of separated children in central locations to support identification.

	Ensure camps or shelters are located as close as possible to affected areas.

	Keep families and community groups together whenever possible.








4.2. Causes of mortality





4.2. Causes of mortality

The immediate goal of any intervention in humanitarian emergencies is to reduce the number of deaths. While both conflict and natural disasters can result in immediate deaths, many preventable deaths occur during later phases over a longer period.

Five leading medical problems have consistently been identified as the major causes of mortality in post-conflict or post-natural disaster settings among vulnerable populations (Box 5).


BOX 5. The five leading causes of death in humanitarian emergencies in developing countries


	Diarrhoeal diseases and dehydration

	Measles

	Malaria

	Acute respiratory infections

	Malnutrition





Unique features in each disaster, such as climate, topography, pre-existing social structure, and physical conditions, affect the proportion of deaths associated with each of these causes, as well as other causes. (Figure 7) shows mortality in various displaced populations following natural disasters and armed conflicts.

Figure 7. Causes of death in children less than 5 years old in displaced populations due to natural disasters and war in Mozambique
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5. Essential Emergency Relief Measures


Objectives


	Understand the 10 essential emergency relief measures (as defined by WHO).

	Know how these measures should be implemented in the community.





Each disaster or humanitarian emergency is a unique situation determined by the event that caused it, as well as climate, geography, culture, social structure, and the pre-existing conditions of the affected population. Therefore, national and international organisations should begin with a rapid assessment and avoid the impulse to respond immediately before critical information is available.

Interventions based on assumptions rather than accurate, on-site information are likely to waste time and valuable resources, ultimately increasing the suffering of the affected population. Although similar types of disasters have predictable patterns of disruption, as shown in Table 2, the degree of severity and the type of response required are influenced by local conditions.

An appropriate response should be based on the particular needs in each disaster.

An appropriate response should be based on the specific needs of each disaster. Needs should be continuously reassessed at local, community, national, and regional levels.

Unanticipated effects may require urgent attention. For example, a safe water supply may not be directly affected by a strong storm or mudslide. However, if the regional system for water pumping or purification is damaged, access to safe water becomes a critical issue that must be addressed to prevent disease and excessive mortality.

Resources must be used in a timely manner within the time frame dictated by the disaster. For example, trauma is often the leading cause of death immediately after an earthquake. If trauma teams and field hospitals arrive a week later, most trauma-related deaths will already have occurred, and the benefit of these high-cost resources will be limited.

WHO and PAHO have developed guidelines for the appropriate use of field hospitals in sudden-impact disasters. More information is available at  https://www.paho.org/disasters
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5.1. Essential emergency relief measures

1. Do a rapid assessment of the emergency situation and the affected population.

An assessment should accurately define needs so that limited resources can be used efficiently to maximize lifesaving and other vital goals.

National level: Assessments are typically carried out by expert teams focused on promptly defining the magnitude of the emergency, environmental conditions, infrastructure damage, the major health and nutrition needs of the affected population, and local response capacity.

Community level: In the immediate aftermath of a disaster, the initial response will primarily come from local resources. Communities must be prepared to carry out a local assessment of disaster impact. Healthcare professionals should be prepared to assess health issues in their community and understand how to share that information with higher levels of authority in order to contribute to regional or national assessments. Assessments need to be repeated, and the quality and specificity of data should be improved during the rescue and recovery phases or whenever any major change occurs, such as an aftershock. Information gathered through assessments is used by resource managers to determine the allocation of resources in any large-scale disaster.

2. Provide adequate shelter and clothing.

Exposure to climatic conditions in disaster situations can increase caloric requirements and lead to death.

Community level: Find short-term shelter for all homeless individuals, particularly vulnerable populations. Shelters should be appropriate for the climate. Keep individuals within their communities and family networks as much as possible. In general, it is recommended that resources be directed to rebuilding within the community rather than to building large camps or temporary settlements outside the disaster area.

3. Provide adequate nutrition.

Large-scale bulk food requirements are typically calculated based on a minimum of 2,100 kcal per person per day.

Large-scale bulk food requirements are typically calculated based on a minimum of 2,100 kcal/person/day.

Community level: Communities must plan to distribute food equitably and include vulnerable groups. As food resources improve, establish targeted supplemental and therapeutic feeding programs for malnourished individuals.

4. Provide elementary sanitation and clean water.

The estimated minimum requirement for drinking water is 3-5 L per person per day of clean water, but 15-20 L per person per day are recommended for all needs, including washing and cooking.

Community level: Re-establish supplies of clean water and effective sanitation and waste disposal services as soon as possible. In an emergency, there should be at least one latrine for every 20 individuals. As the situation stabilizes, each family of five should have one latrine.

5. Set up a diarrhoea control program.

An increase in diarrhoeal disease is a predictable outcome of disasters because of disruption to infrastructure and healthcare services.

Community level: Rapidly implement community-based education on appropriate household sanitation measures, diarrhoea prevention, and household case management, particularly for young children with diarrhoea. Healthcare centres should anticipate additional cases of dehydration, use appropriate low-cost strategies such as ORS/ORT, and recognise possible cases of cholera and dysentery.

Many casualties can largely be prevented by community health education and access to appropriate primary care for treatment.

6. Immunize against measles and provide vitamin A supplements.

Measles has been a major source of mortality among crowded, displaced populations in which malnutrition is prevalent. Therefore, measles immunization is the only vaccine that is routinely considered for use as a preventive measure immediately following a disaster. Since vitamin A deficiency is common and contributes to measles-related mortality, consider mass distribution of vitamin A for vulnerable populations.

National level: National and international agencies work together to determine if measles immunization or vitamin A distribution is necessary following a particular event. If necessary for all or part of the deemed population, national authorities establish the central logistics (e.g., cold chain, personnel, materials) to manage a mass immunization/distribution campaign.

Community level: Health officers must immediately assess the available cold chain as part of its health care assessment. Health care professionals must monitor for cases of measles and develop a plan for mass immunization and/or mass distribution of vitamin A to the vulnerable groups in their community.

7. Establish minimum reproductive health and HIV services and improve primary medical care.

Immediate casualties (rescue phase) of a sudden impact disaster are likely to include a limited number of trauma victims. In most disasters in fragile communities the larger number of disaster-related deaths (i.e., deaths above the baseline crude mortality rate) will be due to preventable causes of mortality in the weeks and months following the impact. These casualties can largely be prevented by community health education and access to appropriate primary care. This included emergency obstetric and neonatal care, prevention and management of sexually transmitted infections, management of the health effects of sexual violence, ensuring safe blood transfusion and universal precautions in health facilities. Initial efforts should be focused on identifying those who were on treatment before the onset of the disaster and to restart treatment for them.

Community level: Health professionals should know the emergency transport and response systems in their community. Health care interventions during the rescue phase should include minimizing life losses caused by the direct impact of the event (e.g., trauma, drowning). After the rescue phase, health care resources should be focused on re-establishing and improving the access and quality of primary care, particularly for the most vulnerable groups.

8. Set up disease surveillance and health information systems.

Effective health information and disease surveillance systems are necessary to monitor effectiveness of health interventions and reassign priorities.

National level: Health authorities will use available information to define initial priorities in the use of limited resources. They should develop specific surveillance guidelines for each disaster in order to track relevant disease/mortality trends.

Community level: Every health care delivery setting should immediately implement a simple but effective health information collection system based on established WHO, PAHO, or governmental guidelines. Health care professionals should know how to share this information regularly with higher level health authorities.

9. Organize human resources.

The initial shock of an event can make it difficult for a disaster-affected population to effectively respond in a quick and organized fashion. Having a pre-defined emergency plan with clearly-identified leaders can help the local community to cope until more external resources arrive.

Community level: Have an emergency plan and pre-defined community leaders for:


	Conducting rescue operations

	Conducting assessments (e.g., health services, transportation, food, sanitation/water systems)

	Organization of food and water distribution, and the sanitary program

	Health services management

	Corpses and gravesite management

	Identification of unaccompanied minors or other extremely vulnerable individuals (e.g., elderly or persons with a disability) and organization of a caregiver program.



10. Coordinate activities.

National level: In a large-scale disaster there will be many national and international agencies attempting to assess, develop plans, and establish priorities for funding at national and regional levels. Most effective relief efforts have resulted from effective collaboration between many agencies, each bringing their own expertise and experience. However, all of these agencies will ultimately depend on quality assessments from the affected communities to make appropriate decisions and determine the ability of the communities to implement the plans and projects that will help diminish suffering and restore the baseline situation in the communities.

Community level: Develop local emergency plans that link into regional and national plans and agencies. Understand the mechanisms for communication of information (e.g., assessments, surveillance data) during disasters. Build relationships with key individuals within and outside the community before a disaster occurs.
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6. Organizations




Objectives


	Identify national and international organizations that may respond to a humanitarian emergency in your country.

	Recognize the available resources, strengths, and limitations of these organizations.





Organizations capable of providing assistance during humanitarian emergencies

When local resources are insufficient, assistance from multiple national or perhaps multinational organizations will be needed. Each involved organization has its own institutional structure and culture, in addition to other features, such as capacity for response, technical and logistic resources, and thematic or regional approach.

Several international agencies may have activities in the country prior to the event. In response to the disaster these agencies may retarget their resources in the country to emergency relief. Effective coordination and cooperation among involved organizations are essential but very difficult to achieve in the chaotic situation of a massive emergency. There are two major types of organizations that can get involved in assistance when a disaster

National ministries - These are agencies at the national ministry level that have authority for disaster planning and response. A regional conference on disasters took place in 1986 to optimize the preparedness and response mechanisms of Latin American and Caribbean nations. As a result of this conference, most nations established a health disaster coordinator within the Ministry of Health (MoH.) The health disaster coordinator not only coordinates health-related relief efforts in the event of a disaster, but also continuously updates emergency plans and conducts preparedness training for health care professionals.

Pan American Health Organization (PAHO) - This is an international public health agency serving as the Regional Office for the Americas of the World Health Organization. It provides health policy guidance and technical assistance in disaster planning and response (Box 7). More information is available at: www.paho.org.


BOX 7. Some technical recommendations for disaster situations issued by the PAHO


	Specific topics related to disasters – For example, frequent effects of specific types of disasters, such as volcanic eruptions.

	Special needs – Special considerations regarding vulnerable groups.

	Transmissible diseases – Vector control; specific behaviors for cholera and tuberculosis in the context of disasters.

	Food safety – Guidelines for food preparation and nutrition.

	Immunization – For example, the adequate use of measles and equine encephalitis vaccines in the context of disasters.

	Environmental sanitation – Rodent prevention; general health recommendations for camps and shelters; guidelines for temporary shelters.



Source: www.paho.org



World Health Organization (WHO)—The WHO provides technical advice and develops health policies relating to disasters. More information is available at: www.who.int.

SUMA (Humanitarian Supply Administration System, developed by the PAHO) - This organization facilitates the reception, inventory, and rapid distribution of essential humanitarian supplies and equipment. In the event of a disaster, PAHO can send SUMA-trained staff to the affected country to assist in managing the inflow of supplies.

United Nations (UN) - The UN is a multinational organization that functions mainly through its sub-agencies, which are independently funded. More information is available at: www.un.org.

The Office of the United Nations High Commissioner for Refugees (UNHCR) - The agency is mandated to lead and co-ordinate international action to protect refugees and resolve refugee problems worldwide. Its primary purpose is to safeguard the rights and well being of refugees. It strives to ensure everyone can exercise the right to seek asylum and find safe refuge in another State, with the option to return home voluntarily, integrate locally, or to resettle in a third country. More information is available at: www.unhcr.org.

World Food Program (WFP) - This organization coordinates the delivery of food to regions in need around the world. More information available at: www.wfp.org.

United Nations International Children’s Emergency Fund (UNICEF) This organization was created by the UN General Assembly to advocate and protect children’s rights, to help fulfill their basic needs, and to provide opportunities for maximizing the development of their potential. When an emergency occurs, UNICEF focuses on ensuring that basic needs of women and children are fulfilled and on protecting their basic rights. More information is available at: www.unicef.org.

Office for the Coordination of Humanitarian Affairs (OCHA)—In 1998 the OCHA resulted from the reorganization of the UN Department of Humanitarian Affairs (DHA). Its mission was expanded to include the coordination of humanitarian response, policy development, and advocacy. OCHA’s tasks are done through the Inter Agency Permanent Committee that includes multiple participating organizations, such as UN agencies, funds, and programs, the Red Cross, and NGOs. More information is available at: www.unocha.org.

Foreign organizations that provide help in case of disaster - Box 8 identifies some of the governmental agencies of developed countries that provide funding and technical help to countries affected by humanitarian emergencies. PAHO and WHO have developed guidelines to assist disaster-affected countries in managing donor offers from various agencies. According to the 1999 PAHO publication Humanitarian Assistance in Disaster Situations: A Guide for Effective Aid, “In the most advanced developing countries, in particular in Latin America, national health services, voluntary organizations and the affected communities mobilize their own resources to meet the most compelling medical needs in the early phase after a disaster. Requirements for external assistance are generally limited to highly skilled expertise or equipment in a few specialized areas.”


BOX 8. Foreign agencies for disaster assistance


	United Kingdom Department for International Development (DFID)

	Japan International Cooperation Agency (JICA)





Military help - Both local and foreign military can be mobilized to assist in the response to natural disasters or complex emergencies. Certain unique features make military organizations useful in a disaster.
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6.1. Advantages


	Speed: Few organizations are capable of implementing a large logistic response as rapidly as the military.

	Security: The military can secure a specified environment, population, and material. Transportation: Their fleet of planes and helicopters, as well as land and naval equipment, enable them to transport resources readily.

	Logistics: They have experience in maintaining supply lines in problematic environments and situations.

	Command, control, and communication: They have a well-defined and responsive organizational structure.

	Self-sufficiency in the field: When military arrive to the region where the event has occurred, they are capable of fulfilling the needs of their own personnel.

	Specialized units: They often have specifically trained and equipped units. These include engineers who can provide technical assistance and preventive medicine teams capable of rapidly performing epidemiologic evaluations and surveillance, outbreak investigations, vector control, and water purification and treatment.

	Field hospitals and capacity for medical evacuation: Hospitals can be helpful in certain circumstances. See the WHO-PAHO guidelines for the use of field hospitals in sudden-impact disasters.






6.2. Shortcomings





6.2. Shortcomings

Despite all the advantages mentioned above, the use of the military can have significant shortcomings and limitations in some situations.

Medical care: Field hospitals are designed for the care of soldiers wounded in combat (i.e., for the care of wounds suffered by healthy adults). During a disaster, primary care and preventive interventions for women and children are major needs. Logistics: Supplies available in the military response system may not be appropriate for a disaster in terms of prevailing diseases or types of food.

Political objectives: The military are an asset of governments; in addition, certain humanitarian objectives can be subordinated to other political or strategic goals. The presence of the army in certain scenarios can cause tension in certain groups of the population and compromise relief workers who, for their own safety and function, wish to be considered neutral. Cost: Military activities are expensive.




7. Nongovernmental organizations





7. Nongovernmental organizations

NGOs are nonprofit organizations working on a full-time basis in assistance for appropriate development. Thousands of NGOs, both international and national, are functioning throughout the world. Most NGOs are small agencies focusing on very specific development projects (e.g., providing education, working tools, or training in sustainable development). Only a few of them have the resources required for supporting activities targeted to promote development and to respond to disasters in multiple countries or regions. Each NGO is specialized in specific aspects of assistance in emergencies (Box 9). Although NGOs may receive contributions from individuals, most of their funds come from the governments of industrialized countries. These governments distribute their money for assisting projects through contracts with NGOs. Unlike the International Committee of the Red Cross (ICRC), some NGOs maintain a “right to interfere.” This means they can operate across borders without written approval of their hosts.


BOX 9. Most important NGOs and their specialization fields


	Action Contre La FaimPrevention, detection and treatment of malnutritionhttp://www.actioncontrelafaim.org/en
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Coordinating the activities of all these organizations poses a tremendous challenge. Following a natural disaster the host nation’s government/agencies and military are likely to have operational command. Most nations now have defined governmental authorities responsible for global disaster planning and response, as well as coordinators for individual sectors such as health. External agencies or governments play a supportive role in providing technical assistance and resources. PAHO has developed a number of technical manuals and training activities to assist nations in the planning of coordinated disaster responses at the regional and national level.

In complex emergencies related to a conflict, the armed forces or government authorities will have the command of operations, including the coordination of humanitarian help. The coordination in this scenario can be particularly difficult if the hostile groups are stationed nearby and try to block assistance of civilians. In this context, humanitarian help can be used as a political and strategic instrument.

Medical Volunteering

Following a disaster many pediatricians and other health professionals volunteer for a limited time. During the initial response phase, the greatest pediatric needs include air transport teams, surgical teams (a surgeon, OR nurse, anesthesiologist, and critical care pediatrician), as well as pediatricians with training and experience in emergency medicine and critical care. Volunteers may have to be self sufficient for a period of time in terms of food, water, and shelter. Volunteers should work through an established NGO or governmental agency rather than simply “show up” to help. Volunteers should be prepared to respond quickly, as the quicker the response teams can provide appropriate care, the more effective they can be at saving lives and limiting morbidity.
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8. Conclusion

Disasters are, to a great extent, beyond our control and inevitable. However, we can be better prepared for the consequences and thus reduce the degree of human suffering. As Vernon Law has said, “Experience is a hard teacher. She gives the test first and the lessons afterwards.” Knowledge and understanding are needed for more effective preparation and planning. Pediatricians have a special role in the planning and preparation process to ensure that the needs of children are adequately considered in this process. Pediatric volunteers should be prepared for their experiences from the standpoint of training, available materials and resources, and mental health considerations.
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A disaster can be defined as a usually sudden event causing damages, affecting many people, and because of its magnitude, exceeding the capacity for response of local or national organizations. High morbidity and mortality rates are frequently found in the affected population, which is often exposed to critical sanitary situations, both immediately after the disaster and during subsequent phases. There is an additional risk for diseases associated with crowding and lack of adequate public services.

Disasters can be due to natural causes, such as hurricanes and earthquakes, to alterations or to technological causes; i.e., related to events triggered by man’s intervention (e.g., the release of toxic or radioactive agents). In addition, civil or international wars cause complex emergencies that affect civilians and result in their displacement.

In this case, flooding has brought about a natural disaster.



	
Children, as well as old people and pregnant women are the most vulnerable populations when a disaster occurs. For children, the risk of being separated from their families determines their vulnerability. In addition, their physical, physiological and mental features render them more susceptible to environmental, sanitary and social changes resulting from disasters.

All affected children should be identified and their identity should be properly documented. They should also receive preferential attention during the distribution of sanitary and feeding resources, as well as effective preventive interventions.



	
The initial and highly critical step is the immediate assessment of the situation and the affected population. This will define the actual needs and the interventions that are most appropriate in the current circumstances. It is important to establish clearly defined priorities and the effective coordination of rescue activities, in both the early and the subsequent phases.

In this case, field hospitals are unlikely to be needed, since traumatized victims requiring immediate interventions will be less numerous than in other circumstances, when disasters have a more sudden and unexpected start.

The capacity for response of local and regional services will determine whether or not external assistance is needed. Immediate external help is unlikely to be necessary in this case, but there will probably be a need for resources to provide the affected population with shelter and clothing.
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Myths and realities of disasters

The Pan American Health Organization has identified many myths and erroneous beliefs that are widely associated with the public health impact of disasters; all disaster planners and managers should be familiar with them.







	
MYTH


	
REALITY





	Foreign medical volunteers with extensive medical training are needed.
	The local population almost always covers immediate lifesaving needs. Only medical personnel with skills that are not available in the affected country may be needed.



	Any kind of international assistance is needed, and it is needed now!
	A hasty response not based on an impartial assessment only contributes to chaos. It is better to wait until real needs have been assessed. As a matter of fact, most needs are met by victims themselves and their local government and agencies, not by foreign parties.



	Epidemics and plagues are inevitable after every disaster.
	Epidemics do not spontaneously occur after a disaster, and dead bodies will not lead to catastrophic outbreaks of exotic diseases. The key to preventing disease is to improve sanitary conditions and educate the affected population.



	Disasters bring out the worst in human behavior (e.g., looting, rioting).
	Although isolated cases of antisocial behavior exist, most people respond spontaneously and generously.



	The affected population is too shocked and helpless to take responsibility for its own survival.
	On the contrary, many people find new strength during an emergency, as evidenced by the thousands of volunteers who spontaneously united to sift through the rubble in search of victims after the 1985 Mexico City earthquake.



	Disasters are random killers.
	Disasters strike hardest on more vulnerable groups: the poor, and especially women, children and the elderly.



	Locating disaster victims in temporary settlements is the best alternative.
	It should be the last alternative. Many agencies use funds normally spent for tents to purchase building materials, tools, and other construction-related support in the affected country.



	Food aid is always required for natural disasters.
	Natural disasters only rarely cause loss of crops. Therefore, victims do not always require massive food aid.



	Clothing is always needed by the victims of a disaster.
	Used clothing is almost never needed; it is often culturally inappropriate, and though accepted by disaster victims, it is almost never worn.



	Things are back to normal within a few weeks.
	The effects of a disaster last a long time. Disaster-affected countries loose much of their financial and material resources in the immediate postimpact phase. Successful relief programs gear their opportunities to the fact that international interest wanes as needs and shortages become more pressing.
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