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Abstract
By their very nature disasters are emotive, challenging and dynamic events. This
thesis is focused on the education, training and preparedness of healthcare
professionals for deployment to some of the most demanding and potentially
dangerous areas of the world. Education action research forms the conceptual
framework that underpins the articulation of this PhD by portfolio. This thesis
explores, analyses and evaluates the evolution of a curriculum that has significantly
enhanced the preparation of healthcare professionals within this domain.
The assessment phase of this process involved the identification of a dichotomy
between the essential preparation of healthcare professionals who had undergone
predominantly field based training versus higher education based preparation; neither
of which on their own adequately prepared the practitioner for deployment to the
field. This subsequently informed the curriculum planning process which was
underpinned by the development of an eclectic curriculum focussed on constructivist
and situated approaches. A cognitive apprenticeship framework was utilised to
articulate the curriculum incorporating modelling of expertise in practice and the
progressive Grafting of knowledge and skills for the most demanding of situations that
practitioners may face in the field.
The three projects presented here centre on the preamble to and evolution of the
curriculum, the evaluation of the education strategies employed within the curriculum
and students construction of requisite knowledge and skills. The third project focuses
on the evaluation of the mandatory field placement where students apply the
knowledge constructed in the domains of leadership, strategic and operational
management and rigorous evaluation of the healthcare delivered.
Graduates of this programme have deployed to every continent on the globe. Their
significant contribution in the field of disaster healthcare is evidenced by the multinational roles that they are undertaking. In the true spirit and recursive and cyclical
nature of action research these practitioners continue to inform the evolution of this
curriculum.
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Introduction and Scope of the Thesis
"When we work with head, heart and hand we begin to shape a kind of
community that is responsive to many different communities in different places
and in different times and one that opens many ways forward". (Kelley and
Sewell, 1998, p37)
This thesis is focused on the education, training and preparedness of healthcare
professionals for deployment to some of the most demanding and potentially
dangerous areas of the world. In keeping with the recursive nature of the education
action research framework that underpins the articulation of this PhD by portfolio, this
thesis explores, analyses and evaluates the evolution of a curriculum that has
significantly enhanced the preparation of healthcare professionals within this domain.
The circumstances that facilitated my unique contribution to this evolution centred on:
my immersion as a regular and reserve officer of the British Army Medical Services
in the conflict and post conflict fields of Bosnia-Herzegovina, Northern Kenya,
Kosovo, Iraq and Afghanistan; and my professional role as a healthcare educator with
an acknowledged portfolio of innovative curriculum development and delivery within
the United Kingdom (UK) higher education sector.
In 1996 when the work described here commenced, there existed a very real
dichotomy between the field (the vocational) and the educational (the theoretical)
aspects of the developing speciality of Disaster Healthcare. By this I mean that my
experiences and observations within the Field and the Higher Education setting
highlighted the inadequacies of training and education systems whose philosophical
bases emphasised predominance on either field experience or theoretical preparation,
to the relative exclusion of the other. This phenomenon has been captured previously
within the seminal work of Emanuel Kant, who noted that,

"Experience without theory is blind, but theory without experience is
mere intellectual play (Kant, 1781)"
In this context, my unique contribution within this domain commenced with my
recognition of and subsequent vocalisation of the dichotomy during a meeting of a
multi-national and multi-professional group of curriculum planners within the United
Kingdom Higher Education (HE) sector. Ultimately, this research and its application
developed into this PhD by portfolio programme of research and required an expose
and analysis of:
a. the realities of field conditions and the critical role that appropriate field
experience plays within the preparation of candidates for their future roles within
the highly nebulous field of disaster management;
b. the necessity for preparation of candidates to Master's level, as a minimum prerequisite for developing the knowledge, theoretical and professional frameworks
required to underpin and guide and question practice within the field;
c. the design, development and evaluation of a framework for bridging the divide
between the relatively cloistered theoretical world of HE and the unpredictable,
demanding and dangerous world of the disaster zone.
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With my prior knowledge and expertise I was able to emphasise the critical
requirement for an eclectic balance of the vocational and educational activities
necessary in the preparation for such individuals.
This is articulated throughout the complex and sometimes very challenging processes
required and encountered in the analysis, planning, implementation and evaluation
phases of Master's level curricula design. What evolved was firstly the MSc Disaster
Nursing (validated 1999) and, as a natural evolutionary progression, the MSc
Disaster Healthcare (validated 2003). This thesis explores the fact that there is an
important perspective to consider here: disasters are unique events. Therefore, one
can only educate, train and prepare for A disaster not THE disaster. With that
perspective in mind I have argued that there are no experts in this field. Rather, there
is a great deal of expertise that can be brought together to address the unique disaster
situation as it unfolds. I argue that in the sense of serendipity in qualitative research
as depicted by Fine and Deegan (1996) that what occurred was chance (i.e., my
presence in this domain of HE and my immersion in the field when the dichotomous
phenomena presented themselves); however, as these authors contend, it requires the
intellectual preparedness and expertise of the investigator to recognise the
significance of these phenomena. That is, the articulation and exploitation of my
unique experiences and expertise, which span both field and educational spheres,
formed the conduit through which the unique curriculum and education
methodologies evaluated within this thesis evolved and continue to evolve.
Within this thesis I also provide evidence of my developing national and international
standing in the field. This evidence includes my advising on issues of disaster nursing
and healthcare to a number of international organisations and the presentation of
invited conference presentations to the worldwide community. My international
publication record permeates this thesis and provides evidence of my significant
standing within this domain of practice. This standing is punctuated via my latter
publications being commissioned by invitation rather than submission; by my
appointment as a Member of the Royal Red Cross in the Birthday Honours List of
1997 in recognition of this work in Bosnia-Herzegovina; and my appointment as a
Queen's Honorary Nurse in early 2009, in recognition of my contribution to my
profession.
Ultimately, the work presented within this thesis represents a period in time that offers
a window onto my personal, professional and field development. However, more
importantly, it represents a life's work and commitment and as such the developments
are ongoing and emergent, particularly as students become graduates, and alumni are
able to inform and punctuate the curriculum with their own unique experiences and
perspectives.
This overarching statement consists of five sections:

1. An analysis of the education action research methodology and framework
underpinning the curriculum design, operationalisation and evaluation
process: this section focuses on the research framework design within which this
thesis is articulated.
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2. The preamble to the formal curriculum development process and an
assessment of the education problem that emerged during the first phase of
the education action research process: this section focuses on the unique nature
of disasters and disaster health care; an analysis of the novice to expert
developmental process; and an evaluation of how my evolving education and field
expertise facilitated the design of a disaster health care model and an expose of the
inadequacies of the traditional training and education systems.
3. An analysis of the education theory and cognitive apprenticeship model
informing the curriculum design and the planning, intervention and
evaluation phases of the education action research process: this section
focuses on the essential constructivist and situated theories informing curricula
design: and the application of the cognitive apprenticeship modelling, coaching
and scaffolding, assessment, reflection and transfer to the field processes.
4. An advanced organiser and summary of the three projects forming the basis
of the portfolio: this section focuses on mapping the essential features of the three
projects in the development of healthcare professionals within this field of
practice.
i. Education for Disaster Healthcare: Curriculum Development (1997-2003).
ii. Evaluation of students' experience of Disaster Healthcare Education:
Supporting Disaster Healthcare Professionals utilising a Practical and Virtual
Approach.
iii. Evaluation of Field Placements in Disaster Healthcare Education.
5. An analysis and evaluation of my unique contribution to the professional
knowledge base within the disaster health care domain: this section traces my
unique contribution to the professional knowledge base as punctuated in sections 1
to 4
A short conclusion and recommendations for future research within the domain
section follows: this section focuses on recommendations for a continuation of the
research reported in this thesis and on the requirement for horizon scanning within
this domain to further inform education responses to emerging changes in the field.
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Section 1: An analysis of the education action research methodology framework
underpinning the curriculum design, operationalisation and evaluation process
Action Research, Reflection and Portfolio Development
The University of Glamorgan guidelines (UoG, 2006) for the portfolio route
emphasise the challenges inherent in bringing together a number of loosely connected
activities into a meaningful, connected and coherent whole. The guidelines further
suggest that the method by which a candidate may explicitly convey their unique
contribution to the field in question is by way of a process of reflection, and this
reflection may indeed have "...an action learning and action research perspective
or apply theories or models of reflection, resulting in an intense and personal
document."

In this way the guidelines suggest that what evolves is in fact a

professional autobiography that reflects the potency, power and vigour of the
experience.
What I needed in order to rationalise, analyse and explain the evolution of the work
referred to within these volumes was quite obviously a structure, but more than that I
needed an underlying philosophy or a set of underlying principles upon which to base
my work. I required an approach that would acknowledge that my work was aimed at
making a difference to all participants; that is the staff, the students and ultimately the
recipients of the healthcare to be provided. The approach should also enhance the
experience in terms of embodying learning and teaching strategies across a range of
appropriate education techniques.

The approach also needed rigour and due

consideration of the very demanding nature of the subject area.
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This rigour needed to acknowledge this in terms of the integrity of both the individual
and the groups involved. McNiff and Whitehead (2006) explain the complex interrelationships involved in this type of research and emphasise the requirement for a
strategy that allows for a focus and a convergence of ideas.

The notion that

investigating one's own professional practice, strategies and perceptions of "I" as the
individual in complex situation of "self study" is seen by these authors as both
legitimate and highly important in recognising that other individuals "Is"' are also
interacting in this complex environment (ibid, pll). Clearly, within my work, this
complex interaction is not only a situational fact it is also highly desirable in that it
would be both impractical and nonsensical to operate in any other than a collaborative
fashion. Self study in this way is seen as rigorous and crucial in the development of
the individual "I" but also in the development of "...personal, organisational and
social change" (ibid, pll).

This stance is seen in contrast to the positivist

perspective, whereby the world was a "thing" separate from the observer and that the
observer could somehow make observations and comment in an objective way (ibid,
plO).
I contend that education action research as a philosophy and research methodology
provides a robust conduit through which this programme's conceptual framework can
be articulated. Ferrance (2000) highlights the fact that within definitions of action
research four themes are always evident "...empowerment of participants,
collaboration through participation, acquisition of knowledge and social change"
(p9). Clearly, this form of empowerment, participation and social change were at the
heart of the projects described here. It is my premise that the Stringer (2004)
education action research model, with some amendments, informs and guides this
process.
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The attractive element of action research, from my perspective, is what McNiff and
Whitehead (2006) describe as the interpretive convention which holds that "...people
are part of and create their own reality, so it makes no sense to see the world as
separate from the people who inhabit it, or practice as separate from the people
who were using it" (plO).
In my case it was, is, and will be absolutely essential to embrace this philosophy in
order that appropriate change can be actioned by the self "I" and the other "I's". That
is, to facilitate change that is consistent and appropriate, not change "...that is done
to someone else" (Whitehead and McNiff, 2006, pi 16). Change in this context
becomes a means of improvement in an educational and social context, a change that
is undertaken in collaboration with people and not change that is imposed upon
people.
As McNiff and Whitehead (2006) point out, action research "...generates a special
kind of knowledge...and a methodology for real world change" (p!2). Further,
Ferrance (2000) highlights how both relevance and validity are conferred on a study
when research is done with students "...in a setting with which the teacher is
familiar" (pi3). In the case of my work the projects went somewhat further than
engaging solely with students, as Project One was undertaken with a range of
colleagues across a wide range of experiences, expertise and cultural backgrounds.
What was critical, and in keeping with the tenets of action research, was the fact that
none of the projects presented here were undertaken in isolation or dissociation.
Rather, they were inclusive and collaborative and from the outset aimed at
understanding current methodologies and strategies in order, and where appropriate,
to make improvements.
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This I contend falls in line with Stringer's (1999) notion of community based action
research. Within this context the researcher engages with the whole of the involved
community and does not merely look at the component parts in isolation. According
to Stringer (1999) this type of action research "...is always enacted through an
explicit set of social values" (p9-10). In Table 1 Stringer further highlights both the
criteria and rationale for this thinking.:
Table 1: Stringer (1999) Community Action Based Research
Criterion
It is democratic
It is equitable
It is liberating
It is life enhancing

Rationale
Enables the participation of all people
Acknowledges people's equality of worth
Provides freedom from oppressive or
debilitating conditions
Enables the expression of people's full
human potential

Cowan (1998) highlights the crucial role of reflection in higher education, both from a
teacher and a student perspective, while Stringer (2004) states that reflection is about
"...people thinking, reflecting and/or theorising about their own practices,
behaviours and situations" (p5). Indeed, Stringer's Action Research Cycle (Figure
1) places reflection firmly in the 'think' component of a look, think and act cycle.
Throughout this portfolio it will become evident that reflection was an integral
component of the education action research process that informed my practice and
programme of research. While the early work undertaken in this area can be traced
back to John Dewey in the first half of the 20th Century, one of the most influential
sources of guidance in the development of reflective nursing and healthcare practice is
the work of Schon (1983). Schon asserts that when we "...reflect on action, we
think back on what we have done in order to discover how our knowing-inaction may have contributed to an unexpected outcome" (p26).
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As will become clear within this portfolio, I am, and throughout the process was,
deeply immersed in both the practice and the educational preparation of professionals
engaged in the sphere of disaster healthcare. In utilising the education action research
framework of Stringer (2004) I have been able to:
1. Observe, explore, assess and frame a wide range of field and higher education
experiences and emergent problems from both a personal and professional
perspective.
2. Reflect upon the significance of those experiences and emergent problems and
plan and formulate a robust theoretical framework for informing the design of an
innovative curriculum and education programme for disaster health care.
3. Collaborate with field and higher education specialists in actioning the
implementation and evaluation of an integrated and cyclical curriculum focused
within higher education, simulated field, and field placement contexts.

18

Figure 1: Stringer's (2004) Action Research Cycle

Look
Gather
information

Act
Action phase

Think
(Reflection)
Analysing data
(Evidence)

In relation to disaster healthcare and the preparation of professionals to meet the
inherent challenges that will be faced, there are unique demands placed upon the
provider of education and training. These are emphasised when interacting with the
various agencies both civil and military that are active in the field. What is required is
a degree of field "credibility" linked to an ability to initiate innovative and meaningful
education and training strategies that meet the needs of the individual and indeed the
future employing organisation. While not always overtly obvious in the literature,
education action research requires immersion in the field of activity in order that the
individual involved 'sees' the experience in context and is able to frame the problems
faced in a meaningful manner.
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If this process of immersion is cyclical and inextricably linked to an ongoing process
of education and training development then it clearly enhances and enriches the
process.

Within this context Figure 2 illustrates the action research model and

sequence that informed the design of the research programme, which in turn was
articulated as the emergent disaster healthcare curriculum.

Figure 2: The Action Research Sequence Informing the Design of the Research
Programme (Adapted from Stringer 2004)

3. Implementation

Field Placement
VLE
Field Simulation
Theory Framework

2. Planning the Curricula
Design:
Focussed within a Cognitive
Apprenticeship Framework

1. Assessment & Framing of
Underpinning Problems:
Within the HE and Field Settings
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Section 2: The preamble to the formal curriculum development process and an
assessment of the education problem that emerged during the first phase of the
education action research process
This section will now focus on the assessment and framing of the problems I
identified within the HE and field settings.
The very mention of the word disaster conjures up many varied and sometimes
fanciful images in the minds of the public. Indeed the press coverage of the
calamitous events of the early 21st Century to date has shown the stark nature of the
impact of disasters on the populations affected. What follows is my personal journey
through experiences both academic and practical that have led me to where I am today
in the delivery of education to students who face some of the greatest challenges, in
places that may be both remote and downright dangerous. That they still volunteer to
go is to their enormous credit. What we must ensure is that they are as prepared as
possible from an academic and equally importantly a practical point of view.

Definitions are important here and often the use of the term disaster is used as a
substitute for what we in the developed world call a Major Incident. They are not the
same and it is vital that this is understood from the outset. It is recognised that there
are robust systems in place to address the immediacy of major incident management
within the emergency services, in the style of Major Incident Medical Management
and Support (ALSO, 2002).

A major incident is usually defined in terms of there

being a need for "special arrangements" for emergency services to cope.
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It must be remembered that a disaster is a multidimensional concept. It is
characterised by major change to the physical and social environment, with
potentially tragic human consequences. A calamitous event, it can result in loss of
life, great human suffering and distress, and large scale material damage. Being of
either rapid or slow onset, a disaster goes beyond the normal coping ability of existing
emergency response systems and social structures. The fundamental requirements to
save lives and mitigate suffering place health care at the top of the agenda in such
circumstances. The need for care and support exists at all points on a continuum from
disaster preparedness and response to the long term physical, psychological, spiritual
and socio-cultural consequences of the event (Weber, 1997).

This is a field where I would argue there are no experts but much expertise. By this I
mean that the mere fact that disasters are unique entities in their own right means that
it is impossible to prepare for each and every event. That said it is clearly possible to
plan based on sound principles and from the lessons of experience. In this way all of
us involved in this field are students, it is just a case of how long one has been a
student. In articulating this statement I accept and provide the caveat that this takes
on a different context within the traditional novice to expert continuum of Benner
(1984) where the novice will need firm guidelines from which to act and the person
with expertise will be able to (by virtue of this expertise) assimilate a plethora of
information and make sound judgements based on an understanding of the nuances of
the situation and an overarching ability to see other contexts.
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I highlighted the distinction between major incidents and disasters in a peer reviewed
paper, Davies (2005) and further in a series of collaborative papers with my colleague
Ray Higginson for the British Journal of Nursing (Davies and Higginson, 2005;
Higginson and Davies, 2005; Davies and Higginson 2006; Higginson and Davies,
2007). We further highlighted the human impact of disasters in Davies and Higginson
(2005).
Healthcare professionals have a long association with the care of individuals, groups
and communities who experience disasters.

Involved at local, national and

international level, these professionals have, with colleagues, played a key role in
disaster prevention and in the delivery and management of care in disaster situations.
In comparison to everyday work in the western health care setting, the disaster
presents unique problems for health care provision. Not only is there a requirement
for improved adaptability, creativity and ingenuity but also a need to be able to make
difficult ethical decisions in relation to the delivery of health care. This is an assertion
supported fully by Slim (1996).

This essential activity occurs not only in the

preservation of human life and maintenance of health during the acute phase but also
in the improvement of individual, group and community functioning in disaster
sequelae. Such practice demands a high level of knowledge and skills that go beyond
that which exists in undergraduate programmes.

There was and is a requirement for advanced curricula that focus on a blended
approach to unify the practical, theoretical and ethical basis of healthcare practice in
disaster situations. The deployment of valuable resources at the scene of a disaster
means that there is an increasing need for rigorous evaluation.
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There is a real need for accountability in the field of disaster healthcare. For example,
the sheer waste of resource I witnessed when in the field from literally hundreds of
Non-Governmental Organisations (NGOs), many of whom, being under-resourced,
were creating havoc and becoming part of the problem rather than contributing to a
solution. This, when coupled with the sight of United Nations (UN) vehicle parks full
of very expensive wrecked vehicles, while the actual business of getting aid to those
in most need was almost non-existent, can be very frustrating to the individual in the
field. It is my belief that donors deserve to know what is being done with their
donation, however small, in order that they can make an informed decision for future
donations.

Such need requires that practitioners also have advanced research knowledge to
competently deal with recording epidemiological and health related data and use this
data to contribute to rigorous evaluation reports. This sort of practice obviously goes
well beyond the MIMMS (ALSO, 2002) approach and needs to be acknowledged as
essential in addressing the continuum of disaster healthcare interventions.
The project work that informs this submission commenced in 1997. However, my
professional life up to that time was (as I now perceive it) evolving in such a way as
to enable me to contribute to the activities described herein in a meaningful way,
based on expertise developed over the preceding nineteen years of nursing. As a staff
nurse in Accident & Emergency Departments around the United Kingdom (UK) I was
involved in the development of Major Incident Planning and was always concerned
by the lack of questioning related to the ability of the plan to expand beyond the
expected incidents possible. That is when a major incident becomes a disaster.
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While in the Regular Army Medical Services I served as Training Officer to 23
Parachute Field Ambulance. In this role I was always planning for the unexpected
and developed a more global appreciation of the nature of disasters and their effect on
the population upon which they impacted; conflict, of course, is that element that
makes disasters all the more complex. Thus, I was able to focus my thoughts clearly
in 1989 when approached by the Nursing Times to co-author an article that
highlighted the expanding role of the nurse in conflict situations, (Davies and Hawley,
1989). This role expansion is, of course, not unique to the military exponent of
healthcare; those healthcare practitioners who deploy with NGOs must be equally
adept at meeting difficult challenges. Again, the extended role of the nurse was
explored in greater detail in Jones and Davies (1999).

In 1996 I deployed to post conflict Bosnia Herzegovina with a UK Military Medical
Unit.

I saw at first hand the impact of a complex disaster which incorporated

superimposed conflict and ethnic tensions on the various factions that had taken part
in a vicious and malignant war. In order to assist the population gain some form of
normality I was able to offer education packages to all elements of the population as
part my facilitating a teaching and assessing course for nineteen deployed healthcare
practitioners such as doctors, nurses and medical technicians. Again, the Nursing
Times made an approach for a paper, which became the story of this activity, Davies
and Bricknell( 1997).

In 1998 I deployed to Northern Kenya in order to facilitate the Kenyan Extended
Programme of Immunisation (KEPI).
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The EPI concept is utilised world-wide and commenced in Kenya in the early 1980s.
Achievements to date include reducing the morbidity and mortality of the
immunizable diseases, reducing the mortality and morbidity of the under fives and,
importantly, training and development programmes for indigenous healthcare
professionals (KEPI, 2008).

In 2001 I deployed to Kosovo as the Nurse in Charge of the Emergency Department
of the UK Medical Group. In 2003 I deployed to Iraq as the Deputy Senior Nurse of a
200 bed British Field Hospital and in 2008 I deployed to Afghanistan as the second in
command of the deployed hospital.

All very different experiences, but all valid in

terms of both personal, professional and academic development and my ability to
make this significant contribution to the field.
Interspersed with these field experiences, in January 1997 I was invited to join a
curriculum planning team at the University of Ulster.

This team comprised an

international group of healthcare professionals who, with funding from the European
Union, were charged with developing a curriculum at master's level in the Field of
Disaster Nursing. As the curriculum planning evolved, so did my educational and
practical experience.

It is within this period of unfolding clinical, field and higher education experiences
that I developed a growing understanding of the inadequacies of training and
education systems whose philosophical bases emphasised a predominance on either
field experience or theoretical preparation, to the relative exclusion of the other.
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The portfolio that follows is presented in the form of three distinct but integrally
linked projects that give evidence of clear progression and a unique contribution to the
field.

Indeed the Higher Education Funding Council (England): Disaster Relief

Project (HEFCE, 2007) cites the programme of education that is the focus of this
work as unique in its methodology; a methodology that encompasses a range of
strategies that together make for a powerful combination of tools for both the
enhancement of the educational experience and indeed the practical preparation for
the field work that ensues.
In 1997 at the outset of the curriculum planning activities there was a great deal of
enthusiasm and a plethora of experience in curriculum planning, but less so in field
experience in the realm of disaster healthcare.

It was and is my ability to link the

needs of the field to the development of original and innovative educational strategies
that is at the heart of the evidence provided here.
Project one focuses on curriculum development for a master's level programme of
education and training for professionals who are currently, or will be, working within
the field of disaster healthcare, and my contribution to this activity. My contribution
here evolved from my growing recognition that there existed a theory/practice gap in
the programmes of preparation for such healthcare professionals and that there needed
to be a programme developed which in fact bridged that gap. There were programmes
of preparation that were exclusively field or theory dominated with no adequate
mixed or blended approaches and certainly none at master's degree level.
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While the formal period of this work (in the strictly chronological sense of time)
began in 1996, the germ of the idea and growing recognition of the dichotomy
between the fundamentally experience and field dominated preparation and, on the
other hand, the theory dominant preparation, was evolving for many years previous to
this. In the words of Kant (1781) within his seminal Critique of Pure Reason (see
page 7, above) one (the field) was blind due to the lack of the application of academic
rigour in the form of evaluation and planning for the future based on such evaluations
and the other (the HE settings) was involved in intellectual play, that is, the
application of intellect to a given situation from both distance and without adequate
knowledge of the realities of the field from which to base sound judgements. Neither
of these programmes adequately prepared the individuals concerned for the realities of
the field! I was becoming increasingly aware of and concerned by the fact that there
were common features that needed to be addressed; and subsequent to engaging in the
evaluative and reflective phases of the action research process I can now see that in
fact I had undergone a formal period of that essential component of action research,
immersion. This immersion within both the field and the higher education settings
was to prove crucial to my engagement in and contribution to the subsequent
curriculum planning, design and implementation processes. It is my contention that
the hybrid of my field and higher education expertise and this period of immersion
enabled my recognition of the significance of the phenomenon that manifested itself
as a field and education dichotomy. This critical period of immersion, followed by an
assessment period of observing, looking at, seeing and reflecting on practice were to
underpin and inform my unique contribution to advancing knowledge and practice
within the domain.
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In my own profession of nursing this type of dilemma is very ably presented in the
work of Kramer (1974) who describes the reality shock experienced by newly
qualified nurses in the USA who underwent baccalaureate nursing programmes that
were theory dominant.

The students in question discovered that practice was not always as the theory
preparation had suggested and that they could "analyse and synthesize but could not
catheterise". They simply did not have the tactile skills or the practical experience at
the requisite level. Nurses work in a relatively controlled environment and these
nurses were overwhelmed by their realisation that they could not function at the level
that their preparation should have allowed them to. What then, I wondered, were the
implications for the disaster healthcare professional? Their environment is one of
unpredictability, challenge and extraordinary circumstance. A paralysis of function
here could be even more disastrous and the reality shock, as experienced in Kramer's
example, much greater and with potentially greater consequences not only for those
affected but for deploying healthcare professionals as well.

I had personally

witnessed examples of poor functionality in the field while in Bosnia-Herzegovina in
1996, where poorly prepared individuals and organisations were in fact becoming part
of the problem rather than part of the solution, as was their original intent. I am not,
for a moment, suggesting that these individuals and organisations were not well
meaning. What I am suggesting is that they were ill prepared and as such unable to
function at a level required to make the sort of impact that their resource and intent
may have led the affected populations to believe. Indeed, one organisation became so
paralysed by the scale of the problems that it encountered that it simply left the
country.
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Clearly, the reputation of the organisation and the individuals involved was severely
damaged. Unfortunately, I was to witness similar circumstances again in the ensuing
years in Africa, Kosovo, Iraq and Afghanistan, where well meaning but poorly
prepared individuals and groups made little impact. I was developing field expertise
but I am also an experienced professional educator. Consequently, I increasingly
recognised that there was a requirement for establishing congruence between field and
academic expertise if an eclectic curriculum that dovetailed and synthesised the
requisite core features of each was to be designed and developed. This formal but
equally critical, indeed essential, period of observation and reflection in and on
practice formed the first phase of what was to evolve into the action research
programme underpinning the description, analysis and evaluation in this and the
following two projects that form the basis of this thesis.
I was appointed a Member of the Royal Red Cross in the Birthday Honours List of
1997 in recognition of my work the previous year in post conflict Bosnia-Herzegovina
(see Appendix One). In 2002 I was promoted to Principal Lecturer in recognition of
what the then Head of the School of Care Sciences described as "an excellent
recognition of your work in Disaster Relief.

In early 2009 I was appointed a

Queen's Honorary Nurse in recognition of my contribution to the profession. At the
same time my publication portfolio was evolving significantly in the area, as was my
involvement in conferencing at local, national and international level. As my career
within the domain of disaster healthcare developed, it was gratifying that the
evolution of both strands of academic acknowledgement were becoming more and
more by invitation rather than by submission of abstracts.
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I was immersed in the work and perhaps could not see the potential within this work
to explore, analyse and interpret what had been both my professional focus and indeed
what I saw and still see as my contribution to humanitarian need in line with my
professional background as a nurse. For me this is where my unique contribution to
this work is evident.

Although I had been engaged in peripheral field education and training activities prior
to 1996, I, for the first time, became significantly immersed in the field for a seven
month period during 1996 within the post conflict Bosnia-Herzegovina theatre of
operations. This is all the more significant because this immersion took place prior to
my formal engagement in the curriculum planning for the work described herein
which commenced in January of 1997. Prior to this I had been the lead for a number
of curriculum development activities within Higher Education healthcare, primarily in
the field of emergency and pre-hospital care, involving a multi-agency approach with
ambulance services. Following my field experience of 1996 I was able to bring my
collective field operation and higher-education experience to the curriculum planning
table and this was to result in the commencement of the evolution of a truly
immersive disaster healthcare education programme.

I had been immersed in a

process that had begun to shape and inform my thinking. I had been engaged in work
across the region with the UN, the Red Cross Family, various Non-Government
Organisations' (NGOs) actors, and numerous multi-national military organisations in
a multi-ethnic and multi-cultural society. I had gained a detailed and significant
experience from which to inform the curriculum planning required to ensure the
educational and training needs of future disaster healthcare professionals would be
met.
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Education action research is by nature recursive, with periods of immersion followed
by periods of reflection (thinking) and action, as can be seen in figure 1 above. For
me this cyclical activity is borne out within this work which is clearly evolutionary in
nature. Further phases of immersion were experienced in public health activities in
Kenya in 1998, in emergency care delivery in Kosovo in 2001 and in my management
role within a field hospital in Iraq in 2003. Indeed, at the time this work is submitted I
have again deployed to the field in a leadership role with a field hospital in
Afghanistan which will undoubtedly inform future activities.

It is useful I feel to look at the work of Schon (1983, 1987) in relation to the notion of
reflection in and on action, because to me his work has a particular resonance here in
terms of the relationship between the type of reflection that takes place in practice
(which may be considered more superficial, a form of reflection that informs the
immediacy of problem solving - although a practitioner with expertise may well be
able to rapidly internalise, synthesise and create an action plan from information that
is diffuse and disparate) compared and contrasted with the type of reflection that takes
place on action (arguably a deeper and more detailed activity, that takes a
retrospective stance after the fact and crucially informs future practice and problem
solving). In disaster healthcare, and indeed within my cycle of immersed experiences,
the element of time is a critical factor. For me the arena of what Schon describes as
reflection in action encompasses "thinking on your feet" and attempts at problemsolving are not always entirely accurate (or are even grossly inaccurate) for novice
and competent practitioners.
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That is, to make sense of experiences while immersed in the practice arena requires
the practitioner to rapidly assess problems and to plan, implement and evaluate
interventions (i.e., reflect upon the efficacy of the outcome), in an arena where the
synthesis and application of appropriate knowledge and experience is critical and
where, typically, there is minimum time available for decision making in life or death
situations. Here it is essential to consider the role of maxims to guide practice in
respect of Schon's reflection in practice and 'thinking on one's feet'; this is a critical
phase of the cognitive apprenticeship process and the transition of the practitioner
along the novice to expert continuum (see later); and highlights the value of learners
observing proficient and expert practice, and receiving scaffolded instruction from
expert practitioners.

By contrast, reflection on action is an activity that can take place post event or
experience and with adequate time can in fact allow for the emergence of detailed,
insightful and meaningful observations and conclusions from which to progress. From
my experience in Bosnia and my initial reflections in practice (at what was in fact to
be the formative phase of the future curriculum planning) it became increasingly clear
that professionals being prepared for work in the field of disaster healthcare needed a
toolbox of experiences and strategies to enable them to function effectively and
efficiently in the field. Additionally, I came to the conclusion that this toolkit must be
developed from exposure to a mix of educational and practical activities. As stated
above it was from this time that my model for practice commenced its evolutionary
process.
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The label of expert in the realm of disaster healthcare has always been problematic to
me.

Clearly, individuals develop expertise as they become more and more

experienced in responding to and analysing the disasters they have encountered, but to
my mind disasters are unique events that have unique consequences and unique needs
in terms of response. Therefore, while an individual may have significant expertise he
or she may not in reality lay claim to be an expert in this arena. Rather, as their
expertise develops in line with their experience, they become more adept at the
manner in which they respond to the complexity of the presenting problems within
disasters (see Figure 3). The significant contribution of Benner (1984) in relation to
the development of expertise in nursing in particular has informed some of my
thinking here. That said, and at the risk of self contradiction, I will concede that there
are experts within their very specific component parts of disaster healthcare.
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Figure 3: An illustration of expertise in action: Adapted from Benner (1984)
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For example, I would contend that experts are those individuals who form certain
clusters; there may be an education cluster or a field cluster or a training cluster.
While they are of course very valuable component parts they do not form a cohesive
whole. I would not lay claim to being an expert because it is the expertise that must
be applied each and every time to the new and unique problems presented by
individual disasters in order to find the most timely, comprehensive and often cost
effective response.
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My challenge has been to bring together these component parts within an eclectic,
stimulating, realistic and manageable curriculum where, again, there are experts
within the components, for example, the mental and public health educationalists, the
research methodology educationalists and of course the sub-unit field experts.
From the perspective of my personal development and my ability to inform these
developments the manner in which Benner (1984) explains experience is critical. In
emphasising the fact that experience is not simply exposure over time she highlights
that it is the "...refinement of preconceived notions and theory through
encounters with many actual situations that add nuances or shades of difference"
(p36). She further makes the important distinction between the value of theory and its
application to practice.

Theory is that which can be "...made explicit and be

formalised but practice is always more complex and presents many different
realities than can be captured by theory alone" (p36).

This observation is

fundamental to my thinking and my informing the development of education and
training for disaster healthcare professionals.

Clearly, the expert input of the educational professionals is essential, but in itself it is
simply not enough. The need for the bridge that links this experience to the realities
of the field is essential. In this I am able to inform such a link through my detailed
experience and multiple exposures to the field and professional educational strategies.
Benner (1984) refers to the application of the clinical dialogue and the fact that it is
this application over and above the application of theory alone that makes for a
meaningful result.
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In the same way the application of theory can be applied to the disaster situation both
in simulation and when faced with the realities of the field.
As Benner states, the "...theory guides clinicians and enables them to ask the right
questions" (ibid). What is essential in the field of disaster healthcare is that the
theory can be applied with a level of expertise to the disparate field situations that
may be faced. In the preparation of healthcare professionals for these challenges we
are in fact preparing them for A disaster not THE disaster.

A synopsis of personal experiences from disasters can be found in GDI, enclosed. It is
these experiences and my development as an educator in the HE sector that led to the
development of my model (see CD3, enclosed). I feel that the model is a useful tool
in explaining my notion of expertise in line with Benner's novice to expert
continuum. I use the term expert here in line with Benner's work but still maintain
my view on expertise and its application to disasters. If one looks at the model then
clearly there are the constituent component parts. I contend that the novice and
advanced beginner would be able to function in a lower order manner by simply
following the components in a sequential and methodical manner. In contrast the
proficient and expert practitioner perceives situations as wholes rather than in terms of
discrete separate parts and performance is guided by maxims (maxims are guiding
general principles and strategies developed following significant experience within
the domain and the construction of schema for solving complex domain specific
problems). The proficient and expert practitioner understands the situation as a whole
because they perceive its meaning in terms of long term goals.
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The proficient and expert practitioner has learned from experience what typical events
to expect in a given situation and more importantly how to amend, adjust and modify
plans in response to events as they unfold.

Through increasing experience and

associated knowledge construction in context, there is a developing holistic
understanding of the domain of practice that the practitioner engages with, while all
the time improving the practitioner's decision making skills in line with ensuring
appropriate and novel solutions to complex and multi-faceted situations.

In my

profession this could well describe the role and function of the consultant nurse.

As stated above the proficient and expert practitioner utilises maxims, those higher
order principles and guiding rules of conduct to inform practice. These maxims
reflect nuances of the situation that are commonly unintelligible to novice and
advanced beginner practitioners as they mean one thing at one time and something
quite different at another. The point is that it requires substantial experience and
expertise within the domain to firstly recognise and understand the significance of the
nuances of the situation and to secondly develop maxims to guide practice as a
consequence of the data.

Therefore, when a series of apparently unconnected phenomena begin to materialise
in a disaster situation it requires experience and expertise to recognise them
collectively as hallmarks of an emerging problem or set of problems. From my
personal perspective I can now see that it took a period of time for me to recognise the
significance of my observations.
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I can now see that, in line with Fine and Deegan's (1996) theory of serendipity,
Benner's (1984) novice to expert developmental model and my increasing
proficiency, expertise, experience and knowledge, I was increasingly able to recognise
previously unintelligible nuances of the situation. That is, my development was such
that I was able to recognise and link emerging phenomena in order to inform and
articulate maxims to assess, plan, implement and evaluate practice. Ultimately, I
recognised that the design and implementation of a curriculum that facilitated phased
exposure of novices to expert problem-solving processes and processing would assist
in orientating the novice to the demands of problem-solving in the field, in bridging
the theory practice divide, and in facilitating a smoother transition through the noviceexpert developmental continuum. The next chapter now explores the theoretical
framework that informed and underpinned the design of the disaster health care
curriculum and education model.
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Section 3: An analysis of the education theory and cognitive apprenticeship
model informing the curriculum design and the planning, intervention and
evaluation phases of the education action research process
Figure 4 below models the development of a cognitive apprenticeship mode of
preparation of the healthcare practitioner for disaster deployments. Within this model,
students engage in a number of activities that are described later in project one.
Crucially, within this model is the staging of experiences that are supportive of:
1. knowledge and skill development through observation of modelled expert
practice,
2. scaffolded knowledge and skill construction under the guidance of proficient and
expert practitioners,
3. authentic assessment of the application of knowledge to solving problems under
simulated field and field conditions,
4. reflection on performance in comparison to that of the proficient and expert
practitioner problem-solving solution,
5. preparation for deployment into a disaster zone equipped with the knowledge and
skills to practise as a competent health care practitioner.

This process facilitates involvement of novice personnel with expertise in order that
students engage with these professionals and develop their own models for practice
based on interaction at simulation exercises, discourse within a Virtual Learning
Environment (VLB) and other communication methods. A crucial component of this
process is that of authentic assessment, and Figure 5 articulates this as an adaptation
of the Gulikers et al (2004) model for authentic assessment and an articulation of how
this fits with education for disaster healthcare professionals.
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According to Gulikers et al (ibid) the assessment environment must be as congruent
with reality as possible if the assessment process is to be meaningful to the student
and is to act as an indicator of how the student is likely to perform in the real practice
setting. The form of expert modelling, coaching, assessment and reflection on
performance illustrated in Figures 4 and 5 is essential for the professional
development of the individuals involved in disaster healthcare and facilitates
opportunities for their practice to be highly informed prior to undertaking any field
deployment. Of essence here is the opportunity for the student to reflect in context.
In this way students are actively involved in the construction of knowledge and are
able over time to model their own practice as well as learning the importance of
generating maxims for themselves, while acknowledging a growing understanding of
the nuances and uniqueness of the situations they will find themselves in on
deployment to disaster zones.
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Expert practitioners model expert disaster healthcare practice in
simulated clinical environments and field placements

Students practice the application of theory to practice in simulated
clinical environments & field placements; under the supervision of
expert practitioners who provide supported guidance

Students are exposed to authentic assessment within simulated clinical
environments and field placements; assessment is criterion referenced
& representative of the physical & social reality of the field

Students reflect in and on their performance in the simulated and field
practice settings and compare their performance with that of the expert
and proficient practitioner; this acts as a frame of reference for
transition through the novice to expert continuum

The cognitive apprenticeship framework provides a systematic and
realistic pre-deployment preparation for disaster healthcare practice

Figure 4: The Cognitive Apprenticeship Model Informing Curriculum Design for Disaster Healthcare

Task:

Demonstration of competence by professionally relevant results indicative within
disaster healthcare environments
Observation & presentation of results as observed in disaster healthcare
environments
Multiple indicators of learning as indicative of those demonstrated by
proficient and expert practitioners in disaster healthcare environments

Form / Result:

Social Context:
9 Similar to the social & cultural context of disaster healthcare practice
B Indicative of the Individual expert work & decision making processes
» Indicative of the MDT expert work & decision making processes

Criterion-referenced in
respect of requisite multidisciplinary team outcomes in
disaster healthcare

Transparent and explicit

Related to realistic product &
process

Similarity to professional time frame (indicative of the thinking & acting time available)

Availability of professional resources (use of methods & tools used)

Similarity to professional workspace in diseister zones (high fidelity)
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Figure 5: Five-Dimensional Framework for
Authentic Assessment adapted from Gulikers
et al (2004)

Based on critical skills
underpinning professional
health care practice in disaster
healthcare

Physical Context:

Solution space (indicative of single & multiple arenas of disaster healthcare)
" Structure (indicative of well & ill defined arenas of disaster healthcare)
Domains (indicative of mono & multidisciplinary disaster healthcare practice)

Degree of complexity:

Degree of ownership of problem & solution space

Meaningful ness, typicality & relevance as perceived by practitioners & students in
simulated clinical environments & field placements

Integration of knowledge, skills & attitudes required in disaster healthcare

Gulikers et al (2004) supports this view asserting that "...the two most important
reasons for authentic competency based assessments are their construct validity
and their consequential validity". In this context construct validity is concerned
with assessments measuring what they are designed to measure, while consequential
validity refers to both intended and unintended outcomes from the student experience.
From this students can further frame their experiences and make logical propositions
and with the development of confidence take ownership in part or wholly of the
problem and the solution space that is so complex and dynamic within the disaster
setting. In this then what is being encouraged is authentic achievement and not solely
authentic academic achievement. Gulikers et al (2004) and Collins et al (1989) agree
that this distinction is critically important in that, as Gulikers et al contend "...we do
not dismiss authentic academic achievement...but rather see it as a specific subset...authentic achievement is more than authentic academic achievement". This
fits very well with my contention that the need is for development of both the
academic (theoretical) components and the field (vocational) components within the
domain of disaster healthcare.

While CDS: A model for education in Disaster

Healthcare is enclosed the reader can also refer to Appendix Ten of this component of
the thesis for further clarification of my thinking. The model is not and cannot be a
succinct and detailed preparatory aid for any disaster. What it does however is to
provide the practitioner with a framework of issues that may be considered or rejected
in these field given circumstances. In this way it recognises the uniqueness of each
disaster and offers overarching themes that may need to be addressed in the light of
these unique circumstances.
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I now see that the invitation to the curriculum planning meeting for the initial Disaster
Nursing programme in January of 1997 was an opportunity to be immersed in a
different way. I was immersed in the process of cathartic reflection on practice in a
manner focussed on making sense of the previous experiences. In doing so I was
processing them in order to inform the development of an educational structure that
incorporated both the theoretical and the practical while also meeting the challenges
of HE validation requirements.
It was clear that there was a requirement not just for an educative process that enabled
the development of appropriate knowledge, skills and attitudes but for additional
elements that would enhance and improve the experience in a practical sense. That is,
the applicability of the educational experience to the field of practice and ensuring
that there was a synergy between that theory and practice. However, as Schon (1987)
points out "...the problems of real-world practice do not present themselves to
practitioners as well formed structures" (p4). This was certainly the case here,
whereby the requirement for an eclectic and thorough grounding in both theory and
practice was required within the validation boundaries. In some instances there was a
requirement to challenge prejudices of process within higher education and it was not
and could not be a simple matter of applying a curriculum development model to the
programme in question. That is, the notion that the vocational and the educational
themes were seen as incompatible. What was being confronted here was a unique
situation and to quote Schon (1983) "...a unique case falls outside the categories of
applied theory" (p40). It therefore required a unique approach within a complex and
demanding field.

45

A process of framing of my knowledge of the field and my knowledge of higher
education processes and procedures led me to the educational theory of the situated
perspective, whereby the impetus is learning as social change. I came to see this as
multi-factorial also. The social change that I sought and was proposing was social
change in student and staff education and knowledge but also the influence their
personal social change would come to have on the recipients of the care within the
field setting. Therefore, the educational process must be as much about education as
social change at all levels and among all participants within a complex, fluid and ever
changing process. My personal contribution here stemmed from my professional
practice in the delivery of emergency care over many years; my professional
experience in the development and delivery of field based simulations as an education
and training methodology; my professional field experience and expertise; and, of
course, my significant curriculum development expertise in the sphere of HE.

I had certainly known about education action research in my early years as an
educator and would admit that I was not as informed as I might have been. My
professional development as a nurse and an educator had been evolving via processes
of immersion in my field (clinical) work and bringing back those lessons learnt to
identify my teaching and learning strategies. This had been primarily in arenas such
as pre-hospital and emergency care and of course my military healthcare delivery
responsibilities. I can acknowledge now that some of the most significant work was
undertaken prior to 1997 in terms of informing my thinking and framing of the critical
educational, field and ethical issues.
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However, it was during this year that truly focussed work in the domain of education
for healthcare professionals in disasters commenced for me. I was invited to an initial
scoping meeting by academic staff from the University of Ulster, many of whom were
to become very close colleagues over the ensuing years. That such an invitation
should be forthcoming may seem at first glance to be serendipitous in nature could of
course be true. The notion of chance or some sort of divine action is however
discounted by Fine and Deegan (1996), who assert that "...serendipity is the
interactive outcome of unique and contingent "mixes" of insight coupled with
chance". Thus, in this context, chance exposure to phenomena in the experiential
field would seem to be an event that cannot be taken advantage of or followed up in
some meaningful way unless one concurrently possesses the intellectual preparedness
to recognise the significance of the observed phenomena. Hence serendipity would
seem to be a mix of chance and again what Fine and Deegan call "...planned insight
married to unplanned events".

Subsequently, just as my observations of the

dichotomy of preparation of healthcare practitioners within the field were not merely
serendipitous, as they were dependent upon my intellectual preparation for
understanding the significance of these phenomena; so it was that my invitation as an
acknowledged field and education specialist and presence at the international
curriculum planning meeting resulted in an opportunity to contribute my observations
and to ultimately inform and change the course of disaster healthcare curricula
development at an international level. Certainly I had not planned to meet with these
colleagues, however, when the invitation came (I was still in Bosnia at the time) I had
what may be argued the insight and background knowledge and skills of both the field
and the educational components to make a significant contribution to the planned
curricula design activity.
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That is, I had been immersed in the field, one of the fundamental requirements of
action research, and had an educational background in the HE sector with significant
curriculum planning and validation experience in the realms of pre-hospital and
emergency care and within this activity had also been the lead academic and clinician
in the requisite multi-disciplinary approach.

As Fine and Deegan (1996) further

affirm "...it is not sufficient that one makes contact (good fortune), but that one
must be able to capitalise on this contact (serendipity)". The capitalisation process
in this instance is in fact the development of the work that followed and the evidence
found herein.

It was during this meeting that it became clear to me that there was a real need to
develop what I now know to be an eclectic educational theory that would underpin
both the academic needs and preparation of healthcare professionals in this
demanding field but also the practical preparation that I knew from personal
experience was essential in enabling such professionals to operate competently and
efficiently in the field. Some examples of the diversity of the fieldwork undertaken
can be seen in CD 2, enclosed, and within this presentation the explication of the
realities of the field can be found. This portfolio is evidence of the evolution of my
professional development and contribution in this area.
In order to give structure to the projects as they are presented; I have utilised and
amended the education action research methodology of Stringer (2004).

This is

critical as this form of activity requires immersion to identify the salient issues and
thereby construct frameworks on which to build.
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Further, the aim of this strategy is to enable the reader to follow the logical sequential
order of each project but more crucially to see the way in which each project is
integrally linked and also understand how they, in union, form the mainstay of a
sound educational process for the preparation of healthcare professionals for the world
in which they will need to operate. It is also vitally important to remember that action
research requires consultation with all professionals engaged in the field. This was
essential, as in 1997 the NGO and education link was tenuous. It was, however, clear
that there was a willingness to consult and collaborate on all fronts in order to achieve
the aim of developing a meaningful and purposeful curriculum for the preparation of
healthcare professionals in the disaster domain.
Project one is the foundation of this work in that it establishes the entire educational
perspective as it was in 1997 and how the work presented informed future curriculum
planning. It is also evidence of the rigour applied to the curriculum development
process and how educational theory and field experience combined to develop
congruence between the two in the development of an eclectic educational
programme. In this way a conduit between sound theory and sound field placement
was developed.
Clearly, such educational developments that are unique in the field require robust
evaluation. This is the mainstay of projects two and three. Greeno et al (1996)
identify three clusters of educational theory that make assumptions but are inherently
different in terms of what is central to the understanding of learning:
1. The associated/empiricist perspective (Learning as activity)
2. The cognitive constructivist (Learning as achieving understanding)
3. The situated perspective (Learning as social practice)
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As education theories reflect a philosophy or belief, what I was and am advocating is
an approach that endorses a collaborative approach to social construction of the
requisite knowledge, skills and maxims that inform professional practice within the
domain of disaster healthcare. The associated/empiricist perspective, while utilised in
many programmes of education, was considered to be unrepresentative and was
deemed as fundamentally superficial in the context being considered here.

The

criticism here is that this approach concentrates on lower order skills, extrinsic values
and learning of facts, or in the words of Pendleton and Miles (1991) the concentration
is on "...the specific end products of learning rather than the processes of
learning. Product here is interpreted as referring to the students' observable and
measurable performance as pre-specified behavioural objectives" (p!2).
As will be postulated and defended within this portfolio there is a need for an eclectic
education approach to the preparation of healthcare professionals, as the intricacies of
the field required a much more collaborative, group focussed and participatory
approach that went far beyond the simplistic measurement of pre-determined
objectives. Rather, what was and is required is an approach that reflects the unique
contribution of the individual in terms of their personal background, their professional
background and their belief system. Clearly, within a multi-professional grouping
there will be differing levels of expertise within specific areas.

Consider, for

example, the very different but equally important (depending on the context) care
domains found within emergency care, public health, mental health, environmental
health and so on. In terms of professional background there was also the need to
acknowledge this expertise and generate group collaborative activity to the benefit of
all involved (and this includes the academic staff)-
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It was felt that both the cognitive constructionist and situated perspective domains
offered deeper applied reasoning and therefore are representative of the philosophy
underpinning this work. They offer recognition of the crucial need for collaboration
and importantly the need for exposure to the reality of the potential and real
circumstances of the context within which a proposed activity will take place. In the
case of the work detailed here the undeniable challenges of disaster healthcare
required the active engagement of practitioners in the construction of their knowledge
and skills, and required this construction to occur within the social context of the field
environments where disasters are manifested. Hence it is contended here that the
cognitive constructionist and the situated perspective approaches are reflective of the
educational philosophy underpinning this work. That is, in the development of the
curriculum as detailed in project one; in the evaluation of the main educational and
learning strategies as detailed in project two; and in the evaluation of the field
placement as detailed within project three.
Throughout the education process the learner will inevitably be exposed to the social,
cultural, ethnic and ethical context. The crucial factor is that the learning focuses on
successful and confident practice in extremely demanding circumstances and not
necessarily on sub-task achievement. Thus the emphasis needed to be placed on
developing a practitioner with multi-focal knowledge and skills, and capable of
operating individually and within a Multi Disciplinary Team (MDT), rather than
merely performing a series of sub-tasks. Within this context the curricula
requirements needed to be underpinned by a Master's level education programme
which aimed, through synthesis with the VLB and field placement, at developing
competent practitioners who, with sufficient relevant experience, could advance to the
level of proficiency relatively quickly.
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Subsequently the work of Collins et al (1989) is truly informative here and advocates
an approach which recognises the need for collaboration between students and what
they refer to as masters in order to enable a "...richness and variety which helps
them to understand that there may be multiple ways of carrying out a task and
to recognise that no one individual embodies all the knowledge or expertise"
(p456).

This is a critical observation and one that is central to the processes

incorporated within the educational programme that is the focus of this work, and
their advocacy of a strategy of "cognitive apprenticeship" is key.

This is

underpinned by a process of "guided experience" whereby the student is engaged in
increasing levels of independent work aimed at facilitating their movement through
the novice to expert continuum and toward increasing levels of autonomy.

In these autonomous levels or what Scardamalia and Bereiter (1985) describe as a
combination of modelling, coaching, scaffolding and fading, students achieve greater
independence.
Within the modelling phase the student is in a position to observe experts engaged in
externalising their problem-solving techniques and taking cognisance of nuances of
the situation that are usually unintelligible to the novice and competent practitioner.
One critical example of such nuances of the situation is the capacity of the expert to
recognise the holistic nature of the problem-solving process in the field and to
consider the inter-related nature of the eight facets of the Model for Education and
Preparedness in Disaster Healthcare illustrated in Figure 6 and Appendix Ten.
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Figure 6: Model for Education and Preparedness in Disaster Healthcare
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The necessity for recognising the implications of decision making in one of the eight
strands of the model on the other seven strands is critical in short term and particularly
long term goal planning. Typically novice, and even competent, practitioners tend to
focus on single strand decision making with limited understanding of the wider and
'knock on' implications of their decisions. However, following considerable
experience in the field coupled with a robust knowledge base that informs decision
making, the competent practitioner begins to manifest the hallmarks of proficiency
and expertise.
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This takes the form of recognising nuances of the situation, including the wider
implications of decision making and the construction of maxims (higher order guiding
principles and algorithms) that guide decision making in situations that have common
underpinning elements and features. Recognition of the hallmarks of expertise is
enhanced during the second phase of the cognitive apprenticeship process, coaching
by the expert. During the coaching phase the expert provides guidance and supportive
hints in the form of scaffolding (support mechanisms put in place in relation to the
specific needs of the student). Fading is a crucial stage as it is here that the academic
facilitator withdraws in recognition of the student's part progress through the novice
to expert continuum, punctuated by evidence that the development of a fundamental
grasp of the requisite knowledge and skills under scrutiny has began to occur. This
phase is followed by authentic assessment in an environment that is as congruent as
possible with field conditions. Within the disaster healthcare education programme
the design of the assessment environment is informed by the Five-Dimensional
Framework for Authentic Assessment described by Gulikers et al (2004). Finally,
feedback on performance is measured against predetermined criteria emanating from
an analysis of expert performance and problem-solving processes. It is contended that
this philosophy is a mainstay of the manner within which this work advocates
progressive independence of the student through their journey of lifelong learning.
Throughout the experience the essential factors are the "focus of the learning
through guided experience and the teaching of processes that experts use to
handle complex tasks" (ibid, p457). (The emphasis here is on the opportunity for
learners to observe proficient or expert practice and to engage in the self and peergroup construction of knowledge and skills in collaboration with and under the
guidance of expert practitioners.
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This provides the opportunities for exploring the expert use of maxims to guide
practice and to recognise how experts use maxims to handle complex tasks in varying
field conditions.) I do not necessarily advocate the use of the term expert within the
realm of disaster healthcare. Rather, I would prefer to acknowledge that individuals
posses a degree of expertise that can be applied to the dynamic problems faced within
the field in a meaningful and intelligent manner in order to achieve a desirable
outcome. Within the context of this work the important factor is that the context is
always situated within challenging exemplars of disasters chosen by the student or
indeed the facilitator.

This can be in the context of the classroom, the Virtual

Learning Environment, the field simulation or indeed the field placement components
of the educational strategy.

As Collins et al (1989) emphasise within this strategic approach "conceptual and
factual knowledge (and in this case practical skills) are learned in terms of their
uses in a variety of contexts, encouraging both deeper understanding of the
meaning of the facts themselves and a rich web of memorable associations
between them and problem solving contexts" (p457). The emphasis is clearly on
the fact that the context is "authentic" and the skills learned and acquired are through
meaningful interactions with peers in the context of fellow students and additional
personnel with recognised expertise within differing areas of field application. Within
the programme of education described here the emphasis is on developing individuals
with a broad range and repertoire of field applicable skills rather than a sterile
collection of skills that are disassociated from the context of the field and which
disable the individual from making a meaningful response.
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For example, if an individual has a great deal of expertise in emergency care but does
not understand the need for an important vaccination programme within the context of
a disaster their contribution to the needs of the many may be negligible. This is an
area that is discussed in more detail within this portfolio. In terms of the teacher,
within the context of this work, von Glaserfeld (1996, pp!62-163) emphasises that the
role of the teacher is not to dispense knowledge but to provide students with the
opportunities and incentives to build up their own knowledge base.

This is further supported by Deforges (1997) who places a particular emphasis on the
uniqueness and individuality of the learner and in my opinion what the learner brings
to the wider learning experience as a consequence. Deforges (1997, p20) maintains
that the central tenet of the constructivist view is that "...experience is not stored as
a basket of facts, rather it is organised into schemas", a schema in this context
being a unit of organised information. Further, that "...schemas are active - they
modify and are modified with experience or input" (ibid, p20). In recognising the
individuality of learners and of their intense importance in the context of this work
"...different learners in a domain of experience have different histories, their
schemas for that domain will be different" (ibid, p20) again hugely important when
one acknowledges the aims of the work described within this thesis. Finally, "...in
any given learning situation the experience will be interpreted differently by
different learners dependant upon their individual schemas" (ibid, p20). Given
what I have said above I contend that the cognitive constructivist approach coupled
with its emphasis on the situated perspective both informs and indeed justifies the
techniques and systems employed within the developments that unfold within this
work.
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Section 4: An advanced organiser and summary of the three projects forming the
basis of the portfolio
Advanced organiser:
Project One:
• Meeting political drivers.
• Meeting professional needs.
• Meeting organisational needs.
•

Exploring the dichotomy between theory and practice.

• Developing an eclectic, dynamic and challenging curriculum.

Project Two:
• Evaluating the programme of education to date.
• Evaluating the efficacy of the educational teaching and learning
strategies.
• Evaluating the efficacy of simulation as an educational tool.
• Identifying areas for change and improvement.

Project Three:
• Testing and proofing the preparatory educational strategies.
• Adopting a collegiate approach with graduates, emphasising partnership.
• Encouraging openness and honesty in responses.
• Identifying needs for future development of a dynamic curriculum.
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Project One
Education for Disaster Healthcare: Curriculum Development (1997-2003).

The political, professional and educational drivers behind this development are
addressed in detail at the outset of this project. These drivers were at the local,
national and international level, where the World Health Organisation (WHO) and the
European Union were major policy influences.

This project saw the formal

identification of the critical issues in what was becoming a more complex and
challenging environment for healthcare professionals to operate within. Coupled with
problem identification and a framing process my significant contribution here was my
ability to inform the potential synergies between the realities of the field and
prospective educational processes and strategies.

The goal was to develop an

enhanced comprehensive curriculum design while acknowledging and addressing the
challenges of the vocational and the educational dichotomy.

The result was an

eclectic programme of educational and practical preparation for healthcare
professionals in disaster healthcare utilising theory (including VLB activity),
simulation, interactive and intensive summer schools followed by field placement in a
disaster or developing world setting. In embracing the recursive nature of action
research the original MSc Disaster Nursing (1999) evolved into the multi-professional
MSc Disaster Healthcare by the year 2003.
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Project Two
Evaluation of students' experience of Disaster Healthcare Education: Supporting
Disaster Healthcare Professionals utilising a Practical and Virtual Approach.

Having developed, validated and delivered the educational package in the collegiate
fashion described in project one it was essential again within the education action
research framework to evaluate the activities in question, think and reflect on the data
gathered, disseminate and act on that data.
This project highlighted a number of issues. The positive issues, in terms of student
challenge and teaching and learning strategies adopted, were reinforced. Areas for
improvement, such as student support within the distance learning and VLB strategies,
were highlighted and acted upon. The importance of this was acknowledged by the
academic team, as some of the strategies being utilised were new to some. For
example, enabling teaching and learning strategies through the VLB was very new to
the vast majority of the team and there was clearly a personal development need. On
the other hand, while the use of simulation on the scale adopted was also new to
some, it was very positively evaluated; this may be because of the nature of healthcare
professional development in terms of its practical applications.
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Project Three
Evaluation of Field Placements in Disaster Healthcare Education.

This activity is the test of the preparatory educational and vocational teaching and
learning strategies adopted. This project saw a collegiate approach between myself
and the students/new graduates in order to gain critical and authoritative information
that would, in the recursive nature of action research, inform the think-act stages of
the reflective process.

Respondents were very positive about the educational/vocational mix of strategies
adopted during the delivery of the programme of study. Indeed, many mentioned that
the disaster field simulations, which are an integral component of each Summer
School, were extremely useful in preparing students for the "real experience" of the
field. At a personal level, in September of 20021 was invited by the Royal College of
Nursing to present a workshop on the "Challenges of Nursing in Conflict" at the RCN
Headquarters in London.
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Section 5: An analysis and evaluation of my unique contribution to the
professional knowledge base within the disaster health care domain
Meeting the criteria
In order to meet the criteria for a Doctoral Award four overarching criteria must be
met (University of Glamorgan, 2006).
/.

the creation and interpretation of new knowledge, through original
research, or other advanced scholarship, of a quality to satisfy peer
review, extend the forefront of the discipline and merit publication.

A thorough search of the literature and educational institutions at the outset revealed
that there were in fact no programmes of education available that met both the
academic and vocational requirements in the preparation of healthcare professionals
for deploying to disasters. This was borne out when the Head Nurse from the Office
of Homeland Security at the Pentagon made contact and indeed made a visit in 1999
to explore collaborative effort utilising this educational strategy for the education and
training of nurses in the United States of America (USA). This link, and wider links
with the USA and many other countries such as Japan, Finland, China and Australia
have been in place since.

All three projects presented here are the subject of

published peer reviewed work. As Cryer (2000) and Dunleavy (2003) confirm, this is
a hallmark of originality. Further, the work of all three components of the portfolio
have been the subject of local, national and international conference papers and poster
presentations. Of these, many have been by the submission of abstracts for peer
review and acceptance, and a number have been by invitation. Most notably the
request for papers by invitation have been from the World Association of Disaster
Medicine (Amsterdam, 2007), The International Council of Nurses (Tokyo, 2007) and
The Consortium of Institutes of Higher Education in Health and Rehabilitation in
Europe (Key Note, Sarajevo, 2007).
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Of interest is that the other Key Note speaker in Sarajevo is in fact a graduate of the
programme that is the focus of this portfolio, and now works for the International
Federation of the Red Cross (IFRC). I believe this to be significant evidence of the
impact of the educational process in the development of individuals for future key
roles in such important organisations.
a systematic acquisition and understanding of a substantial body of
ii.
knowledge which is at the forefront of an academic discipline or area of
professional practice.
The three projects presented here are evidence of my significant contribution to the
body of knowledge in the field of Disaster Healthcare Education. They demonstrate
my ability to draw together data from a vast array of sources and then to categorise,
analyse, accept or discard on the evidence of the analysis and then to implement
findings in the form of coherent and focussed curriculum design, delivery and
importantly the outcome; that is, what the student will be able to do on completion function in the field. The impetus and drive is in the development of the highest
standards of preparation and therefore the highest standards of care delivery in the
most demanding of circumstances. One key measure of evidence of outcome is where
graduates have been, where they are currently employed, and by whom. Table 2 lists
examples of such appointments.
Table 2: Graduates' appointments (as at 2008)
IFRC Delegate for Public Health: South East Asia
IFRC Delegate Headquarters: Geneva
WHO Delegate: Caribbean and the Americas
NATO Delegate Headquarters: Civil, Military interface project officer
Director Army Nursing Services (UK)
Worldvision delegate (X 2): Darfur, Sudan
Project Officer: Finnish Military, Afghanistan
Emergency (Italian NGO) Head Nurse: Afghanistan
Emergency (Italian NGO) Head Nurse: Sierra Leone
Finnish Red Cross: Emergency response Unit delegates (X2) Bam Earthquake, South
East Asia Tsunami and the South Asia Earthquake___________________
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The three projects represent the generation of new and distinct knowledge which has
previously and is continuing to inform both the academic discipline and its application
to the field. They have been explored in chronological order reflecting how the
curriculum design evolved and was implemented.

Originality in this sense was manifested by the development of the projects in the
exploration of a "...reasonably distinctive angle or perspective" (Dunleavy, 2003,
p37). In addition to this, in an era where disaster healthcare practitioners' need for
education is greater than ever, this work has challenged some of the major
pedagogical tenets of HE in that the need for the blend of the academic with the
vocational is not only desirable but essential (Slim, 1996, p206).

Clearly, as

researchers tend to have methodology bias in the form of preferences in the domains
of the qualitative versus quantitative, so too do educationalists have bias in the
domains of the vocational versus the academic. What I have demonstrated within this
portfolio is that a blended approach that acknowledges the need for an eclectic
education model is both required and successful in the preparation of healthcare
practitioners in meeting the challenges that extend beyond their normal practice and
function in the developed world context. From the outset, my stance has been that for
any development of this kind to be worthwhile it must have a positive impact on the
individual and the practice that they will take to the field. Table 2 provides just ten
examples of the success of the developed strategy.
Hi. the general ability to conceptualise, design and implement a project for the
generation of new knowledge, applications or understanding at the forefront
of the discipline, and to adjust the project design in the light of unforeseen
problems.
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In order to standardise the presentation and to inform the necessary academic rigour I
have utilised, and to a degree adapted, the work of Stringer (2004).

I have argued throughout this thesis that the development of action research strategies
in education and in particular in this complex domain of health care practice required
a blend of the vocational and the academic. Stringer's (2004) model represents an
appropriate conceptual framework for this programme of research and curriculum
development as I contend that it is systematic, sufficiently rigorous and has at its
foundation the requirement for outcomes that inform and enhance future practice.
This is exactly what I am advocating. Stringer's (2004) dimensions of action research
are illustrated in Table 3.

64

In order to standardise the presentation and to inform the necessary academic rigour I
have utilised, and to a degree adapted, the work of Stringer (2004).

I have argued throughout this thesis that the development of action research strategies
in education and in particular in this complex domain of health care practice required
a blend of the vocational and the academic. Stringer's (2004) model represents an
appropriate conceptual framework for this programme of research and curriculum
development as I contend that it is systematic, sufficiently rigorous and has at its
foundation the requirement for outcomes that inform and enhance future practice.
This is exactly what I am advocating. Stringer's (2004) dimensions of action research
are illustrated in Table 3.

64

Table 3: The Dimensions of Action Research (Stringer, 2004)
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I did not follow Stringer's model in a slavish manner, rather I took those components
that were applicable to each project in turn and applied them accordingly. I have not
for example developed discrete sections to review the literature. Rather, I have
utilised the literature throughout in order to support each component of each project.
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In addition, I have transposed the areas of communication and action within the write
up of the projects. This I did as, given the manner in which my projects evolved, it
was clear that action in the form of curriculum design, amendment and change
preceded the communication of the findings. Each project was designed in order to
form a data set that would be actionable in a field context. Ultimately, in concordance
with the recursive nature of action research, the projects informed each other
sequentially. This in turn led to the generation of new knowledge that informed the
implementation of the changes (action) reported within each project.
iv. a detailed understanding of applicable techniques for research and
advanced enquiry.

By 1996 I had developed a very fundamental Model for Disaster Healthcare response
upon which I have, over the ensuing years synthesised into what is presented here. I
acknowledge that in a dynamic and unpredictable world it is but a work in progress.
By 2006 this model had developed appreciably with a plethora of sub-headings
informing each of these main area components.

The subsequent work became a

Model for the Preparation of Health Professionals within the domain of international
disaster response.

The enclosed CD 3 shows the development and the detail of this

model after Davies (2006), this constitutes a synthesis, hybrid synergy of personal
field and educational experience and expertise. The enhanced model was developed
out of the activities reported in the three projects here. Additionally, Figures 7 & 8
show in schema format the development of the models for curriculum design.
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Figure 7: A Model for Curriculum Design in Disaster Healthcare (Davies, 2006)
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Figure 8: A Model for Curriculum Design in Disaster Healthcare (Adapted from:
ADP Land Operations, 2007)

Preparation and
knowledge transfer

Feedback to
inform future
curriculum
developments

Education and
Training
Principles for A
deployment
Focussed
preparation and
knowledge transfer.
Domain specific

Education and
Training
Principles for The
deployment

Still dynamic.
Reflection on
Action
Deploy to disaster area.
Reflection in Action

The three projects, while very different in their scope and make up, interlink to form a
coherent and significant whole. As stated above, they are mutually supportive and
informative. Project one is primarily what Burns and Grove (1995) would class as a
descriptive study of focus group activity. They suggest that these types of studies are
useful from two fronts. Firstly, by identifying current problems and more importantly
informing theory and practice development; and secondly that this in turn leads to
practice development.
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This is borne out in that what evolved from this was a curriculum with an ethos of
empowerment, enablement and a focus on preparation of the individual for a role
within a healthcare team tasked with healthcare delivery in the most demanding and
challenging of environments.

Project two sought to evaluate the student overall experience in relationship to the
blended approaches utilised in facilitation of the programme of study. That is the mix
of VLB, face to face activity at a two week Summer School, conferencing, seminar
and student led presentations, a week long simulation undertaken within each of the
three Summer Schools attended and the field placement. While the field placement is
addressed here to a degree, it was the sole focus of project three.

Project two

comprised a mix of quantitative and qualitative strategies and utilised descriptive
statistics in the main to report the findings.
The field placement is the final activity undertaken by students prior to graduation,
and as such it represents the challenge of putting what has been learned into action.
Project three was focussed solely on the Field Placement experience and was a
fundamental qualitative project.

The aim was to ascertain whether in fact the

curriculum prior to the undertaking of the placement did in fact meet the needs of
students when faced with the reality of the field. A thematic analysis was undertaken
to draw out and evaluate important and significant findings.
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Conclusions and recommendations for future research within the domain
This component is necessarily brief. The reader should however bear in mind that
there are sections which address these issues within each project. This work has
enabled me to analyse, synthesise and evaluate in detail my work over a considerable
period of time. The "reverse engineering" required by the portfolio route has been
both challenging and stimulating. It has allowed me the opportunity to explore in
detail the strategies that I have advocated and, while they are clearly not without flaw,
they are evolving and are enabling disaster healthcare practitioners the opportunity to
be as prepared as possible for the challenges that they face. The work that follows
and the findings that have arisen out of the detailed and rigorous processes applied
provide conclusive evidence of confirming this assertion of the value of the method
that is encompassed in education action research. What is also clear is that education
action research is cyclical and the portfolio as it stands is not an end product. Rather,
it is but part of a journey that will undoubtedly be a life long work in progress as each
new element of the process informs the next and so on. From a practical point of
view with regard to this work in progress the next step must be to undertake a
rigorous and detailed evaluation of the experiences of the graduates in the field when
they have deployed as educated, trained and prepared practitioners. Of course in the
cyclical manner of education action research this then will bring me back to the
beginning and inform future curriculum developments.
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Project One • Education for Disaster Healthcare: Curriculum Development
(1997-2003)
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Introduction
Education action research is by definition more than basic research because it has as a
fundamental tenet the critical element of action and therefore, change in the sense of
translational research (Stringer,2004). Having arrived back in the UK from BosniaHerzegovina in December of 1996 there followed a whirlwind of activity that has in
fact continued to the present day.

I had already made tentative contact with

colleagues at the University of Ulster with regard to their exciting plans to develop a
Master of Science degree in Disaster Relief Nursing and as a consequence was invited
to the inaugural curriculum planning meeting in late January of 1997. It was at this
meeting that the initial outline of the proposed curriculum was introduced and
discussed in detail. At this residential meeting were academic representatives from
Higher Education (HE) Institutions across Europe. Additionally, expertise from the
field was gained from experienced healthcare professionals who were working for or
who had worked for high profile Non-Governmental Organisations (NGOs).
My personal input was in the framing of a module that would form the initial
introduction of theories and concepts of Disaster Healthcare to students enrolled onto
the programme.

Based on my very recent experience of facilitating healthcare

delivery in a post-conflict environment I was also very firmly convinced that any
programme of this kind simply had to have a practical element that would test
students in demanding but safe conditions and represent as real a picture as possible
of the potential problems that they may face when deployed to some of the most
challenging environments in the world. I was further convinced after I had read a
chapter by the renowned professional in the field who was advocating just what I had
been advocating to our curriculum development team, Slim (1996).

This became the

field simulation component of the annual Summer School.
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Some colleagues were not so convinced and argued quite reasonably from an
academic standpoint that Master's level education did not warrant a practical element
and that to include such an element would be to detract from the academic pursuit
required. There were of course allies to my cause and we were able to convince the
group that the practical element was in fact essential. The MSc Disaster Relief
Nursing was successfully validated in 1999. However, it quickly became very clear
that there were many other healthcare colleagues who were interested in undertaking
the type of degree that had been developed and as a consequence I led a team through
to successful validation in 2003 of what is now the MSc Disaster Healthcare; a
programme that maintains its practical elements but saw some fundamental changes to
the original nursing curriculum in order to accommodate and acknowledge the
importance and contribution of other disciplines in the field.
In order to detail the activities undertaken in the development of these projects an
action research sequence adapted from the Stringer (2004) model was adopted (see
Table 4). It was chosen as it encompasses the activities of basic research and then
takes the additional step of advocating a further and essential component, that of
action. In the field of work within which I am engaged there is a clear and definitive
need for this component, because it is the action that advances the discipline and it is
that advance that will have the greatest impact in the delivery of high standards of
healthcare in the most challenging environments across the globe. The adapted
Stringer model formed the conceptual framework for the structure of the research and
development programme reported within the three projects that form the basis of this
thesis by portfolio. An analysis of how the model facilitates an integrating and
synthesising framework across the three projects is provided in the overarching
critical review.
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Table 1: The Dimensions of Action Research (Stringer, 2004)
>EA_RCH
Data Analysis
'

T> A ^Tf RF^

Research
Design
Initiating
a Study
Setting the
stage

-'•

Data
Gathering
Gathering
Information

Literature
review

Interviewing

Observing

Artefact review

Sources of
information
Ethics

Validity

Action

Written reports and
Presentations

Creating
Solutions

Analysing key
experiences

Focusing &
framing

Participants

Identifying
Key Issues &
Experiences

'
Communication

Literature
review

Creating
solutions
Writing reports

Analysing
epiphanies
and
illuminating
experiences

Solving
problems

Reports,
ethnographies and
biographies

Curriculum
development

Categorising
and coding
Enhancing
analysis

Constructing
category
systems

Classroom
practices

Evaluation
Presentations and
performances

Family and
community
Plans
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Design
The design phase of the education action research process requires that the
teacher researcher constructs a clear view of the problem and the investigation
in which they will be engaged. This process is undertaken in the unfolding and
systematic manner outlined in Table \ and is explored in detail below.
Setting the stage
At the outset it should be noted that this development was in fact timely and that there
were a number of significant drivers that led to the development. As stated above, I
had just returned from post-conflict Bosnia-Herzegovina and the plight of those
affected by the events of the preceding years was both well documented and perhaps
more importantly etched into the psyche of Europeans in a way that perhaps more
distant events are often not. In 1992 the General Assembly of the United Nations
(UN) pledged a commitment to the 1990s being a decade of disaster reduction. They
also made an affirmation of commitment to international co-operation and support for
humanitarian assistance at times of great need (United Nations, 1992). They further
stated that such assistance should be provided in accordance with the principles of
humanity, neutrality and impartiality. Clearly, students undertaking the proposed
programme would need to explore these issues in detail and develop a personal
framework from which to work in order to engage with these concepts. The following
year the World Health Organisation met in Geneva and commended the UN
resolution (WHO, 1993b). In addition, WHO committed to providing health services
to groups affected by disasters.
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Again in 1993 WHO Europe met and in the wake of the ongoing tragedy unfolding in
the Former Republic of Yugoslavia committed to setting up humanitarian assistance
networks which would be supported by a European disaster relief fund. Part of this
activity was seen to be education, training and preparedness. Further, The Maastricht
Treaty on the European Union (1993) advocated the need for further collaboration in
the fields of health, education, cultural diversity and EU Law. The emphasis was
clearly on collaboration and linking together like minded people within fields of
practice.
It is against this backdrop that the initial meeting described above took place, with the
team having secured a SOCRATES "master's" Pilot Project Scheme grant in order to
fund the development activities up to and including validation for the MSc Disaster
Relief Nursing. The MSc Disaster Healthcare was a curriculum development that
occurred after the initial work and was a developmental area that I was able to
influence significantly, as by this time I had experience of Africa, Kosovo and Iraq in
the realms of healthcare delivery in conflict and post-conflict situations.

Given that the programme was to be developed with an international focus from the
outset there were some very important concepts to be considered. It was vitally
important to engage with the idea that Stringer (2004) calls the learning community.
In this way all participants students, teachers, experienced practitioners from the field,
military actors, NGO partners and the support staff all have their own unique
experience to bring to the process of establishing and maintaining a successful
programme that, apart from producing successful graduates, is also providing
expertise for the development of this field of healthcare.
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Given this premise it was clearly necessary to challenge the traditional and established
ideas of education, that typically centred on teacher dominated and didactic
approaches; and to transform these to a student centred, collaborative and action
focused model of education.

That is, the learning process and personal development are as important as the
outcome, because without engagement with the process the collaborative community
involved would simply not gain the requisite academic and practical skills necessary
to make a meaningful contribution to the field. Indeed, Stringer (2003) informs this
premise by highlighting the constituents of the "action environment" for all
involved, as illustrated in Table 5:
Table 5: Constituents of the Action Environment
Physical
Aesthetic
Intellectual
Social

Emotional
Spiritual
Moral

Clearly, when considering the curriculum design of this project it was essential to
address these areas in particular detail as they either individually or in combination
would have a significant impact on the collaborative team, the individual or the
recipients of the healthcare provided. Indeed, in 1994 Denzin and Lincoln were
proposing that "human beings were co-creating their reality through
participation, experience and action" (p45).

Within my sphere of curriculum

development these areas are addressed in both academic and practical terms. The
academic component is related to the module 'Key Aspects of Disaster Healthcare'
and the practical component relates to the modules 'Operational Management for
Disaster Healthcare' and 'Strategic Leadership for Disaster Healthcare'.
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All of these modules are then linked to the simulation exercise held during each
Summer School and further to the mandatory field placement that the student must
undertake in the field. Of course it is also important to acknowledge the impact that
the other modules that comprise this programme will have on the "lived experience"
of the students' journey through to completion of their studies. Table 6 outlines the
normal progression of this journey with the modules of study and the potential exit
points.
Table 6: MSc Disaster Relief
Year
One

Summer School and Operational
Management of Disasters

Key Aspects of Disaster
Relief

Public Health &
Nutrition

PgC

Two

Summer School and Strategic
Leadership for Disaster Relief

Mental Health
Perspectives

Research
Methods

PgD

Three

Summer School and research
proposal presentation

MSc Research Project
MSC Placement

June
Board

Exam

MSc

Clearly, from this snapshot, it is evident that this curriculum acknowledges the
importance of areas of expertise such as Public Health and Nutrition and Mental
Health in the informed and knowledgeable response to disasters. I would emphasise
here that the response to help others is not the sole focus of this programme. In
addition it is the impact on the responders that is also a focus, again acknowledging
that there may be very real and troubling issues raised for the individual responder
and their team when facing some of the most challenging healthcare scenarios in some
of the most challenging environments on the globe.

Greater detail in relation to this curriculum development can be found in Davies et al
(2003), a publication that I led and where we detailed the process and our
underpinning ideas in the development of this innovative and unique programme of
study.
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Sources of information
Given the complexity of what was being proposed it was essential to explore not only
conventional resources within the context of one culture. It was evident that it would
be absolutely necessary to thoroughly evaluate the issues involved, with a firm
acknowledgement of the multi cultural dimension of the proposed curriculum
development challenge.
That the curriculum planning team were indeed a multi-cultural group was of
enormous benefit. At various stages the following countries were represented (see
Table 7).

Table 7: Countries represented in curriculum planning
Wales
Finland
Israel
Sweden
Italy
Columbia
Taiwan
England

Northern Ireland
Eire
Spain
Portugal
USA
Japan
South Korea
Scotland

Numerous stakeholders in the field were invited to meetings, seminars and think
tanks. NGO actors such as MERLIN (UK), Concern (Eire), Medicins Sans Frontiere
(MSF) (Holland), Emergency (Italy) and the Finnish Red Cross were invaluable in
providing the field data required to inform the curriculum development. As can be
seen by the national base of each it was also possible to gain insights into the different
cultural stances that were adopted by each. It was also evident that the ethos and
underpinning philosophy of each was different in subtle ways. This was essential
information as it informed the curriculum in terms of raising awareness of these
issues.

In addition, journals, books and other resources produced by these

organisations were scrutinised and evaluated.
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A number of what became core texts that dominated and informed my early thinking
included MSF (1997) Refugee Health, which, among other things, describes the detail
of what it calls the top ten priorities in the emergency phase of a disaster.

The first edition of the Sphere Project was published in 1997 and is the product of the
collaborative inter-agency effort of literally hundreds of contributors.

Its

Humanitarian Charter gives a solid framework from which to base humanitarian goals
and responses.

Clearly, with the type of programme that was being proposed and the type of work to
be undertaken the issue of personal safety was a crucial area to be addressed. Cutts
and Dingle published the second edition of Safety First in 1995 under the auspices of
Save the Children. The book is aimed specifically at highlighting the need for well
thought out and planned safety considerations and plans for humanitarian workers.
The military medical services in both the UK and in Finland were able to give
invaluable information regarding the staging of the field exercises which were to
become an integral component of the annual Summer School.

Indeed, as

developments grew, the military and educational institutions saw a great deal of
synergy in this activity and as a consequence greater collaborative working has
developed, especially in Wales. The wider UK military was also consulted, as there
had been some work ongoing in terms of joint simulation exercising between the
NGO community and the military; indeed Couzens (1999) reported the outcome of
one such exercise, which in fact has almost mirrored the experience of this curriculum
development.
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A wide variety of educational resources were evaluated. This programme was being
developed primarily as a distance learning course with an associated Summer School
and field placement.

It was therefore necessary to source strategic materials that

would inform the development of all of these activities and, importantly, inform the
curriculum development in a way that they could be brought together in a meaningful
manner. There was also the addition of the Virtual Learning Environment (VLB) to
support this distance learning and this will be introduced formally below and explored
in detail in Project 2. Reflection and competency development were important issues
that needed to be addressed.

In terms of informing this area of development the work of Gonczi (1994) was
utilised to inform the development of analytical thinking and the work of McAleer
and Hamill (1997) along with Quinn (1998) was utilised to inform the development
and documentation of Master's level competencies. This has been further developed
by directly linking the modules 'Operational Management' and 'Strategic Leadership'
to the simulation exercise at the Summer School. Both of these modules are now
assessed from the production of a reflective account based on individual experience
and development and is based on Boyd's and Pales's (1983) explanation of reflection
as "...the process of internally examining and exploring an issue of concern,
triggered by an experience, which creates and clarifies meaning in terms of self,
and which results in a changed conceptual world".

The virtual learning environment
Given that the prospective students and staff of the programme were going to be
geographically remote, it was essential that a communication platform was established
whereby teaching and learning could be facilitated at distance.
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Traditional paper based materials were considered and discarded in favour of the
development of course specific material for use within a Virtual Learning
Environment (VLB). The 1990s saw something of a revolution in the development of
e-learning strategies and technologies, with many Higher Education and governmental
institutions investing vast sums of money to support developments. Indeed, there was
a great deal of time and effort expended because there was, in my opinion, the
misguided view that e-delivered programmes would in many instances replace
traditional delivery and assessment strategies. I was never of this opinion and always
advocated the blend of the classroom, practice and facilitated e-learning activities in
order to achieve the outcomes aspired to in the programme specification.

That is, that the graduate will be prepared for deployment to a disaster area and be
able to function at levels that incorporate leadership, and have the necessary skills to
undertake rigorous evaluation of the activities of the organisation in the field.
Jonassen (1995) in fact summed up my thinking at the time of curriculum planning
with "...meaningful learning is collaborative and conversational. Technology
can be an intellectual partner, a tool and a context." What it could not be, in the
type of programme of study being proposed, was the sole mode of teaching and
learning activity. Rather I saw it as a valuable but at times limited tool in the
repertoire of tools available to the staff and students who were to engage in the
activity being proposed. A tool that would form one component of the blend of
strategies employed in the delivery of a unique and innovative programme of study.
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It should of course be acknowledged that there is some considerable discussion about
what constitutes blended learning and indeed whether the term is actually of any use.
Some consider the term blended learning to be a catch all phrase, with Driscoll (2002)
asserting that the term "...remains in use because it is ill defined"; claiming further
that the term's potential in fact is stronger because of this lack of definition.
Rotherby (2004) supports this view by proposing that "...standard practices in
Universities across Europe now involve a mixture of approaches". This mixture
is attained by the enhancement of traditional delivery methods by the addition of VLB
based materials and the enhancement of VLB based materials by the addition of paper
based and face to face activities.

This view is further supported by Sharpe et al

(2006) who acknowledge that blended learning may be difficult to define but claim
that it is in fact "...gaining in acceptance". They further assert that the potential
strength of the term blended learning is in the way that it allows curriculum planners
to actually shape then: own curriculum in blends that are more specific to the type of
programme being proposed and that "...protecting face to face teaching, designing
for active learning and responding to institutional context, are all features of
effective implementations" (ibid). While it is evident that blended approaches to
learning and teaching are now finding much more acceptance, it is equally clear that
the blended approach that I was advocating in the development of this particular
curriculum from 1996 to initial implementation in 1999 was far from accepted
practice at the time. That it is now vindicated is proof of conviction and Projects Two
and Three of this submission, comprising the views of the recipients of this strategy,
will, I believe, give further evidence of the efficacy and appropriateness of this
blended strategy in relation to the subject area being studied here.
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Ethical considerations
The ethical considerations were threefold. Clearly, it was essential to be cognisant of
the potential impact on the students undertaking the programme, but in addition it was
vital to also take into consideration the potential impact on the teaching team in terms
of the activities being proposed, and ultimately it was highly important to consider the
potential impact on the individuals and communities that students would interact with
when on placement. My view was and still is that the fundamental issue when
deployed to a remote area with limited resource, to provide humanitarian assistance to
large numbers of vulnerable people, is always going to cause a great deal of anxiety
and soul searching as to what the best approach is.
Having personal experience of just this sort of dilemma made me even more
conscious of the potential to create anxiety among those so engaged.

As Fletcher and Holt (1995) argue, the Kantian perspective of selection is not just and
everyone should have the same right to treatment and assistance. This is the dilemma
when a "western" mind set is placed in a context and culture with limited resources
that cannot sustain assistance for all, and where a utilitarian stance of "greatest good
for greatest number" strategy must be applied. It was clear that the curriculum would
have to acknowledge these challenges and address them in order that frameworks
could be developed to deal effectively with issues when they arose. An even more
important challenge was to ensure that the curriculum also addressed the issue of the
impact of response to those in need in challenging, remote and potentially dangerous
areas of the globe. Each individual had to be facilitated to develop a strong personal
ethical framework based on a thorough exploration of the issues and the stance of
major actors in the field.
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This was because such major actors often have differing stances to given situations.
For example, in Rwanda and Burundi in 1994, following what the United Nations
(UN) eventually accepted was a genocide, Save the Children, after very careful
consideration, decided to withdraw its staff because of the dangers inherent in staying
in the field and the fact that ethically the organisation did not feel that it could provide
aid to perpetrators of the genocide who were living openly in the camps. Conversely,
MSF decided to stay, acknowledging the risk to staff and the fact that while they were
in fact providing food, shelter and succour to the perpetrators of the genocide there
were many more people in the camps who would benefit from their aid delivery
programme.

While it was understood that participation in terms of the curriculum development
team (some of whom had a great deal of field experience) was in effect an agreement
to participate and share knowledge to inform the planning process, it was very
important to acknowledge that there may be some areas that particular individuals
may not wish to discuss. This was discussed at the first meeting and an atmosphere
of openness and collegiate frankness was soon generated. Indeed, many of us found it
a cathartic and rewarding exercise being able to share our joint experiences and
perspectives within a group that would truly understand the context.

However,

Stringer (2004) warns that in such a forum some very private matters may be revealed
and may need to be addressed; while Thompson et al (1994) further argue that such
forums may well uncover memories that are painful and unpleasant.
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While this activity became an open and sharing forum it was always essential to
acknowledge the confidential nature of the personal experience and to be particularly
careful that curriculum development materials developed were not directly attributed
to any individual without their consent.

Validity in curriculum development
Validity during the curriculum planning process is of particular importance in an
action research model and there was a critical requirement to address the principles of
validity in terms of the ability of the content developed to be credible and transferable
in the manner described by Stringer (2004). The credibility, "...the plausibility and
integrity" of the work, it is argued, comes from the credentials and the wide range of
experience of the planning team and the ability of the core curriculum planning
personnel to coalesce this data into a meaningful and rich curriculum that
incorporated the blend of classroom, field practice and VLB support. My particular
challenge here was to develop and link the theory of the 'Key Aspects of Disaster
Relief, 'Operational Management', 'Strategic Leadership' and the simulation and
practice placement elements of the curriculum.

The transferability, or "...the

application to other contexts" (ibid) of the curriculum content and, further, the
ability of the students having undertaken the course to be able to see such
applicability to the challenging events that they were to respond to, were key. That is,
the principles and examples addressed within the curriculum could be applied in
contexts other than these principles and examples. Projects Two and Three will
inform this in more detail.
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Clearly much of the discourse among the early curriculum planning group and the
invited field experienced personnel was what could be termed oral history. That is,
accounts of personal experiences were offered in order to inform the thinking of those
within the group who did not have field experiences but were nevertheless very
experienced educators and therefore had a great deal to offer in terms of pedagogy.
As Roberts (2003) points out, there is a great deal of discussion in the public domain
with regard to the efficacy of oral records. Much of the discussion is based on the
inconsistency of memory and that there is greater acceptance of contemporaneous
notes and diaries. However, as Ritchie (2001) points out, oral history should be
considered as one primary source of information and data along with written
documents. He also points out that there may well be inconsistencies in the written
form because the authors may be self serving.

In support of the narrative, Roberts

(2003) cites the seminal work of Mitchell (1981) who stated that narrative is "...a
mode of knowledge emerging from action" (pi 16). In terms of the curriculum to
be planned, it was essential to acknowledge these concepts when utilising the oral
reports of those engaged in the process in relation to their lived experiences, in what
were, in some instances, highly emotive events.

What was also crucial in terms of the validity of the reports was that very often the
reports could be, to some degree, verified by journal papers and book chapters that
were either authored by or informed by those offering their experiences to the
proposed curriculum. To return to credibility, it was essential to undertake what
Stringer (2004) calls member checks. Member checking is a method employed in
order to ensure the accurate representation of the material conveyed earlier by
members of the group.
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This was achieved by ensuring that all members of the planning team were provided
with a copy of the proposed curriculum document prior to the validation events and
allowed to make informed comments on the accuracy of what had been written to
date. The documents were also subject to independent scrutiny by experts who were
not part of the planning team.

Gathering Data
The data gathering phase of the education action research process requires that
the teacher researcher facilitates and engages in a wide and varying number of
data collection processes. This process consists of techniques outlined in Table 1,
involving observation and picture building, interviewing key participants, review
of situational artefacts and the review and critiquing of appropriate education
and field specific literature.

Building a picture: the development of a focus group

The emergent picture, if not one of chaos, was certainly complex and complicated.
Those who gave of their experience did so in a number of different ways. What had
in effect been developed was a focus group for the enhancement of the curriculum
development. It could be argued that focus groups have found greater acceptance in
the generation of data over the last decade and in order to "...trigger new ideas and
insights" (Stringer 2004, pi 15). However, care must be taken when facilitating such
groups in order that they do indeed operate in a manner that supports the activity
being undertaken and do not degenerate into a talking shop where individuals seek to
best the experience offered by others to the detriment of the exercise. If this happens
then the group has lost focus and perhaps indeed it has become unfocused, which is
clearly counter productive. Ironically, given the experiences and strength of character
of some participants, the ability to maintain 'focus' was at times a challenge. It was
also time consuming in that all participants had to be offered the opportunity to
participate and engage in the process.
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Given that these participants sometimes came from differing philosophical
standpoints it would have been nearly impossible to have experienced complete
harmony throughout.
That said, the differing viewpoints sometimes expressed actually enhanced the
curriculum development process and gave a certain richness to the emerging data.
The groups were very carefully managed, with each individual given the opportunity
to express viewpoints throughout. Additionally, with a number of the group being
non primary English speakers it was essential to ensure that breakout sessions were
programmed at timely intervals in order that small groups could clarify thinking and
understanding in their own language. This was necessary and of course showed
cultural sensitivity to the needs of others.

Indeed, it was also essential that primary English speakers were reminded that they
must actively speak slowly and not use slang or jargon terminology; clearly not an
easy undertaking when engaged in activities that require quick thinking and
articulation of ideas; that activity sometimes referred to as bouncing ideas off one
another. Additionally, it was essential to develop trusting and mutually supportive
relationships, because much of the curriculum development activity that was to take
place outside of the meetings described was to be by email correspondence. Indeed,
this lesson was not lost when developing the framework for the programme of study.
The need for meaningful and trusting relationships to be developed at the annual
Summer School was seen as highly important, given that the ensuing discourse
between students and staff was to be facilitated via the VLB without the benefit of
supporting non-verbal communication strategies.
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Many supported the curriculum planning by adding context in small meetings and in
this way enabled the academic team to ensure that this context was embedded within
the various module descriptors.

A trusting collegiate relationship had developed among the group and as this
relationship evolved, more and more information was given over by individuals for
consideration by the group.

This was extremely useful in particular recent

experiences from Africa and the Former Republic of Yugoslavia, as well as
Afghanistan. While different people preferred different ways of sharing their
experiences, the opportunity to ask questions in a mutually supportive environment
was enormously beneficial and informative. As stated, for some, to engage with the
planning in small groups was enough. Others were asked to engage in sharing their
experiences in wider forums in order to engender further discussion to inform the
planning.

Seminar activities with invited speakers, along with our own expertise, were a rich
and powerful source of information and additionally offered the opportunity to
enhance the experience with the use of visual data to offer even more vivid exposure
to the realities of the field. Clearly, some of this imagery was by its very nature
evocative and stark, showing the realities of the challenges faced in responding to
conflict and disasters. There were three main contributions to the group, detailing
experiences from Africa, Afghanistan and the Former republic of Yugoslavia. A
significant amount of contribution came from the rest of the group.
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Following these three presentations a great deal of discussion and thought was
generated and focussed on the development of the curriculum and the teaching and
learning strategies that might be adopted. My personal contribution was based on my
recent experience in the Former Republic of Yugoslavia, Africa, Kosovo, Iraq and my
fourteen years (at the time of the initial meeting, and twenty one years at the time of
the validation of the MSc Disaster Healthcare) of military service, both Regular and
Reserve. Clearly, with fourteen years of military experience, which incorporated not
only being trained but my role in the facilitation of training for a variety of military
options, I was in a position to argue that the ability to be able to look after one's own
administrative and hygiene needs is the most fundamental essential, not only for
personal reasons, but to ensure that one does not in fact become a burden to the group,
with all the obvious detrimental effects that this can have on group dynamics. Indeed,
in my role as Deputy Senior Nurse to a 200 Bed deployed Field Hospital in Iraq in
2003 I needed to address this issue with a number of personnel, who were quite
incapable of looking after even their most fundamental needs.

It was, I argued, essential that there be an element of the programme that dealt with
this and the ability of students to engage in problem solving and complex clinical,
sociological, ethical and communication exercises in order to inform their personal
framework development. There was to my mind a clear need for a strong emphasis
on preparation and planning on the part of the individual. This view is supported by
Mannion et al (2002) who emphasise that personal preparation is the difference
"...between comfort and misery" (p!26); further, Cutts and Dingle (1998) further
stress the point that "...security is everyone's problem, and this applies
particularly to staying physically and mentally healthy" (p41).
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There was then the recent experience in the field.

While deployed to Bosnia-

Herzegovina I was to undertake a number of roles that shaped my post deployment
thinking, although I had, as early as 1987, been in a position to convey my thoughts
on the extended role of the nurse in Davies and Hawley (1989) and had also explained
in detail one component of my Bosnia experience in Davies and Bricknell (1997). hi
addition, in Jones and Davies (1999) we explored the potential for extending nursing
roles in the UK.
These three main contributions provided the base narratives from which a great deal
of valuable data were extrapolated and converted into curriculum ready materials.
Indeed, while these narratives were invaluable, it is also important to remember
"...that narratives are not records of facts, of how things actually were, but of a
meaning-making system that makes sense out of the chaotic mass of perceptions
and experiences of life" (Josselson, 1995 p33). This analysis of the use of narrative
was particularly helpful because it acknowledges the fallibility of memory, while at
the same time acknowledging the strength of the individual's perception of their
experience in attempting to unpick, as it were, the chaos of their experiences.

In this light these three main experiences, coupled with the additions from others,
were of the utmost value in informing the curriculum development activities. Indeed,
these narratives formed what Stringer (2004) calls "emergent understandings"
(p93). He explains that this emergent data, while it resonates with the experience and
perceptions of the individuals concerned, can be further enhanced, modified and
clarified by exploring information from other sources such as contemporary reports,
journal papers, personal accounts and indeed media coverage.
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Analysing the information so far
The data analysis phase of the education action research process requires the
teacher researcher to identify those issues or features of a situation that 'make a
difference' and that are responsible for, or have a significant impact on the issue
being investigated (Stringer, 2004). This process consists of techniques outlined
in Table 1 involving analysis of key experiences, epiphanies and illuminating
experiences; in addition to the categorising and coding of data, and the
construction of category systems.
Introduction
While the process described thus far is mainly applicable to the development of both
the MSc Disaster Nursing (1999) and the MSc Disaster Healthcare (2003) I will now
concentrate on the latter. The reason for this is that while I had significant input into
the development of the former I led the development of the latter and in particular the
revision of the modular makeup into what I consider to be a more meaningful
combination; that is, with its direct links of the theoretical components to the
simulation and field placement and indeed my significant contribution to the
development of the simulation experience in order to inform and challenge the
students' (and at times the staff's) thinking, ethical stance and potential personal
contribution to the field. Table 3 above outlines the revised modular format and the
potential exit points; the detail of how this format was arrived at will now be
discussed.
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By early 2001 it became obvious that with the gathering multi-professional interest in
the programme there would be a need to undertake a curriculum revision exercise in
order to meet the needs of non-nurse healthcare professionals, and thus, in my view,
enhance the experience for all with the addition of the multi-professional context.
This was of course well within the usual five year review period but was considered a
vital exercise given the interest being generated. There was still no comparable
programme of study world-wide and meetings, both face to face and virtual, were
taking place with potential stakeholders in the USA, Japan, Italy and Australia.

Deconstruction of the narratives and consequent discussions
Many of the narratives included what may legitimately be described as epiphanies;
those experiences, both positive and negative, that have had such an effect that they
have significantly changed the individual's life. In this case, very often, the way that
the experiences were being described had also changed the person's mindset. As the
curriculum document was evolving it was crucial that the member checking process
was incorporated into the development in order to ensure that the evolving curriculum
was an accurate reflection of what was engendered in the data gathering phase. This
activity was undertaken a number of times and, additionally, independent opinion was
sought.

Clearly, it was not possible to incorporate each and every individual's

experience and ideas into the proposed curriculum. Rather, the curriculum would
become a convergent synthesis of the group activity that generated the curriculum
strands and components with the process of member checking being a significant
element of the development. This of course gave ownership to the group and not just
the authors of the components of the curriculum.
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The main themes that were identified are discussed below and reflect the complexity
of the field and the potential challenges for the deploying healthcare professional. As
will be seen, it became all too evident that what was required was a curriculum that
informed the students' theoretical and practical preparation rather than addressing
each and every potential eventuality. That is, students needed to be in a position by
the end of the programme to be able to transfer and adapt their skill set to the different
environments and scenarios within which they could find themselves.

The actors in the field
In any disaster, be it a sudden unexpected event such as the South East Asian Tsunami
of 2004 or the South Asian earthquake of 2005; or the more predictable catastrophes
that evolve and visit themselves on some of the most vulnerable populations across
the globe such as the impact of malaria and HIV/AIDS in Sub-Saharan Africa; or the
ever predictable floods in Bangladesh, there will always be a complex mix of
responders to address the need of the affected communities. It is also crucial to
acknowledge that these events may also have war or conflict superimposed upon
them. What is crucial to understand and acknowledge is that the people affected are
"...an entity and not a monolithic block, they form entities based on family,
tribe, nation, ethnicity, religion, ideology, state, profession, skill, trade and
interests of many kinds" (Smith, 2000, p279). The problem is often that these
responding groups and individuals often have different agendas, funding streams and
political stances. For the healthcare practitioner in the field it is essential that they are
cognisant of the fact that many operators in the field may not be there for the same
reasons or have the same agenda.
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NGO responders have different expertise to bring to any given deployment, for
example Emergency has a primarily surgical focus aimed at those affected by and in
conflict while OXFAM is renowned for its expertise in water. Others specialise in
feeding and public health while others address areas such as psychological support in
post-conflict environments.

Add to this the potential for government or UN

sponsored military deployments to the same area of operations and it is easy to see
that there is a need for highly developed communication and negotiation skills.

From the narratives it was clear that however important the issue of what expertise
certain organisations brought to the field, there were further more complex issues that
needed to be acknowledged and understood by potential students to the programme.
Most NGO organisations, as stated, have an area of expertise that is the prime focus of
their field activity. However, it should also be understood that their capability and
scope of activity may be impacted upon by the agenda of donors, that is, the funding
individuals or in some cases governments. The potential impact of donors should not
therefore be underestimated. In addition, many organisations have their own criteria
for field activity. For example, Emergency has a non-negotiable focus on the free
delivery of the highest possible level of care with the highest technological support
possible. This requires vast sums of money and the input of expertise from developed
countries in order to sustain the delivery.

It would be challenged by other

organisations who may see this stance as being parochial and paternal without giving
ownership to the indigenous population.
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Emergency would argue, convincingly, that they are deployed for the long term and
that they would not voluntarily leave a country until there are adequately trained local
staff to take over the activity that is being undertaken by international staff. They
have, for example, been in Afghanistan since the time of the Russian occupation in
1980s. Other NGOs concentrate on activities that give instant ownership to locally
recruited staff and offer care that is based on cultural expectation and norms. Of
course from the perspective of the western trained healthcare professional this could
well be a considerably lower standard of care than would be expected in the western
context.

Clearly, there are significant ethical dilemmas that need to be acknowledged and
addressed within the context of the individual NGO ethos and the challenges that are
therefore raised. Additionally, NGOs may be formed on religious, national or ethnic
grounds, which are of course further considerations that would need to be taken into
account.
To further complicate an already complex and complicated set of circumstances there
may be a government of UN sponsored military deployment. These deployments are
focused very much on the military mission and in the past often based on the creation
of a relatively safe area of operations within which the NGO actors could operate.
However, as in Rwanda in 1994 if the deployment is inadequate then the presence of
the military could in fact be counterproductive. In addition the military mission may
be at odds with the NGO agenda and will often be time constrained giving the NGO
actors cause for complaint when the military (because their mission is complete)
leaves the field of operations often leaving a security void in their wake.

98

Of course there may also be militia organisations operating independently, and
certainly with their own agendas, who may have a significant impact on the ability of
either the NGO or military actors to operate. As we have seen in the new paradigm of
the post 9/11 world, very often the relatively safe NGO actors in the field have
become targets of aggression, violence and even murder on equal terms with deployed
military forces. Indeed, it could be argued that they are even more a target because
they lack the integral security that the military has. Of course there is also the impact
of the media, which inevitably will be also deployed when there are dramatic events
unfolding.

They are often seen as the impartial voice of reason, but it should be remembered that
many of the world's best known deliverers of news are also owned by entertainment
organisations whose sole raison d'etre is to sell their media in what may be described
as an entertainment mode. There is, of course, also the political angle to the issue of
the media and, as Smith (2000) while describing the role of the media in conflict
reminds us, "...the media bring conflict into the homes of millions of people:
people who vote and whose opinions influence politicians-those who make the
decision on using force" (p278). It could of course be argued that this principle can
be equally applied to the decision to support humanitarian activities. These issues
would need to be debated by the staff and students of the programme in some detail,
both at an academic level and at the practical level, within the simulation in
preparation for the field placement; security and understanding one's role within a
complex scenario of differing groups with differing agendas being key concepts.
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Multi-national, multi-lingual working groups
Working within a multi-national, multi-lingual curriculum development group
presented many challenges in itself. Clearly, when deployed in such groups in order
to facilitate aid delivery in potentially unstable environments the challenges would
have the potential to be even more demanding. There was an evident need within the
curriculum to stress the importance of both self and cultural awareness. As Cutts and
Dingle (1995) state "Even the most stable personality can be undermined by
stress, fatigue and interpersonal conflict" (p29).

Further, Palmer (2006)

reemphasises the fact that "...humanitarian disasters are confusing and teamwork
is vital" (p25).

These observations, I feel, gave further legitimacy to my stance on

the need for the mix of the experiential and the academic within the curriculum.

The integrating of the simulation field exercise and academic modules meant that
issues that could potentially create conflict could be addressed at both the practical
field level and indeed the academic level in the form of reflective accounts. In this
way students' personal agendas could be challenged and focus brought to bear on how
these agendas could be challenged and channelled; the obvious aim of this activity
being the ability, within relatively safe boundaries, to allow students the opportunity
to develop personal frameworks in order to address issues that may arise. This was, to
my mind, a crucial component of the educational process because students
undertaking this curriculum would deploy to the field as a part of the course and
therefore needed to be as prepared as possible within the constraints of simulation and
academic activity to support their preparation. Of course working within such groups
can also be rewarding and enlightening.
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Many people engaged in the field have a huge amount of experience that can be
brought to bear and if one individual cannot solve a given problem then the combined
experience of the group will almost certainly be able to. Further, communication may
not be as much of a problem as may be perceived because again in a multi-national,
multi-lingual group there will inevitably be a number of polyglots who will
undoubtedly be an asset. Communication of course does not just involve a verbal
discourse within the sort of group we are discussing here. There will undoubtedly be
experience of appropriate cultural and ritual nuances that must be acknowledged if
success is to be achieved.

Indeed, Blunden and MacFarlane (2002) remind us that "Cultural, religious and
gender matters relate not only to relationships with the community involved and
patients but also to relationships with medical aid workers from other groups,
relationships with fellow team members and personal behaviour" (p!41).
Clearly, an awareness of group dynamics that encompass this multi-national, multi
lingual component was to be an integral and core theme within the curriculum.
Concepts of impartiality and neutrality
To the lay person such concepts as these may seem straightforward. The focus
groups, however, identified issues and interpretations that again would need to be
acknowledged and addressed within the curriculum development. Other terms were
also highlighted, such as humanitarian prerogative, non-partisan and independent; in
addition, the various codes and conventions that offer guidance, such as the Universal
Declaration of Human Rrights (1948), the Geneva Conventions of 1949 and the
Additional Protocols of 1977, need to be considered.
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The International Committee of the Red Cross and Red Crescent Societies (ICRC)
would claim to be both neutral and impartial in that it would treat everyone who
attends for treatment within their hospital facilities, regardless of their status. While
this may be commendable, this stance in itself creates dilemmas. How does the
(ICRC) justify such a stance when some of the people they are likely to treat may well
be the perpetrators of war crimes, for example. They would of course claim that they
do not have to, as that is the domain of other organisations. Indeed, the ICRC Code of
conduct for NGOs in Disaster Relief clearly states that "Aid is given regardless of
race, creed or nationality of the recipients and without adverse distinction of any
kind. Aid priorities are calculated on the basis of need alone" (ICRC, 2001).
This is a very laudable stance, and one has to admire it, but it also requires the co
operation of the population within the country or state wherein such aid is to be
delivered. As stated earlier, and emphasised by Ryan and Lumley (2000), the Red
Cross is no longer a symbol of protection in many of the conflict ridden areas of the
world. Indeed it may actually be a target for any number of reasons not least the
publicity that may come from such targeting. To have such high ideals is of course
laudable. However, the question must therefore be asked; is there a place for them in
the post 9/11 new paradigm era whereby belligerent organisations see aggression
against such organisations as a legitimate mode of operations? In addition, the use of
helmets and body armour by organisations such as World Vision, amongst others, is
also telling, as is the development of Private Military Companies (PMC) who are also
bidding for contracts to deliver the logistic and security component of aid delivery.
On the subject of non-partisanship, many organisations lay claim to this as a tenet of
their operations. However, once again it is not so simple. For example, it could be
argued that some organisations adopt a position of partial partisanship.
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For example, Save the Children (SCF) quite rightly states that its overarching focus is
that of children and the rights of children to education, nutrition and healthcare. This
of course means that SCF is partisan, albeit in favour of children, and their notion of
non-partisanship is therefore at odds with other NGOs and associated organisations
such as the ICRC. Cutts and Dingle (1995) explain that "...outside of this SCF is
non-partisan" (p!6). They further explain the SCF stance by stating that "...SCF
would not preclude advocacy as a way of promoting children's rights. If this
meant criticising one party to a conflict and not the other-for example, on the
grounds that the party concerned was obstructing assistance to children in its
territory-then SCF would think about speaking out" (pi6).
I have used this example as it highlights some very important issues. For example, is
it possible or indeed ethically appropriate to adopt shades of partisanship? Indeed, is
it advisable to be critical of one group over another when there is a potential for
adverse security risks developing for employees? These issues would need to be
addressed in the development of the curriculum in order that students would be
conversant with the arguments and debates surrounding such issues.

Adaptation of skills to different environments and situations
The planning team were very clear that the skill set that individual healthcare
practitioners would bring to the programme be acknowledged. That said, it would
clearly be important to address the acquisition of new skills and knowledge and
indeed be able to adapt this to the dynamic situations within which they may find
themselves. It became clear to me in my planning that these skills which would be
both tactile and intellectual could be addressed, practiced and assessed within the
framework of the blended approach described above.
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Students would need to be able to offer skilled practical help while at the same time
evaluate the overall situation and plan appropriately. It was also clear that issues of
professional and legal accountability would need to be addressed within the
curriculum, in particular where roles were expanding to meet complex healthcare
situations (Poysner, 1996). Indeed, in Davies and Hawley (1989) we were exploring
the transferability of skills from a safe clinical environment to the mayhem and chaos
of the battlefield and in Jones and Davies (1999) we highlighted and explored the
implications both legal and ethical for the nurse when undertaking extended and
expanded roles within complex care environments. Again, in Davies and Moran
(2005) we were calling for recognition of the need for "...improved adaptability,
creativity and ingenuity as well as a need to make difficult ethical decisions in
relation to the delivery of healthcare. This occurs not only in the preservation of
human life and maintenance of health during the acute phase but also in the
improvement of individual, group and community functioning in the sequel of
disaster". Clearly one of the most challenging skills that may be applied in the acute
phase is that of triage. Triage is a well recognised system of sorting and prioritising
casualties for treatment. The original system was introduced by Baron Dominique
Larrey, Chief Surgeon to Napoleon Bonaparte, his aim being to return the injured to
duty as soon as practicable, thus ensuring a steady stream of replacements (Langan
and Dotti, 2004). The aim of modern triage is to give the right patient the right care
at the right time and in the right place (Greaves et al, 2001). I highlighted these views
in Davies (2005) and further added that in a true disaster, where coping strategies of
healthcare systems had been overwhelmed, it may be necessary to adopt a utilitarian
approach.
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In this scenario, those with critical but potentially survivable injuries will actually be
given a lower priority for treatment owing to the extensive resource implications of
protracted interventions and that the many with relatively minor but easily treatable
injuries will be treated first due to the relative ease of allocating resources. This type
of thinking may well be anathema to many healthcare professionals from highly
technical and well resourced first world health services, however, the fact remains,
that in a true disaster setting the needs of the many need to be given priority over the
resource intensive needs of the few. This fundamental but highly emotive thinking
would have to be addressed and the curriculum would need to acknowledge not only
the practical issues but the ethical, in addition to the supporting mechanisms that
would be essential to support the professionals making such decisions.

Working with the people: concordance versus compliance
There is a real risk when deploying to disasters to take on a paternal role. If all
concerned, and that means the deploying team and more importantly the disaster
struck communities, agree with this stance, then that may well be acceptable.
However, communities have hierarchies within which complex and culturally specific
decisions are made.

Insisting on compliance therefore could be seen as

counterproductive in that it requires subservience of one group in a power relationship
where another group (in this case the deliverer of aid) has a level of authority and
power and of course much needed material aid with which to exert the authority and
power. It was evident from the experience of the focus groups, myself included, that
there must be a more respectful and community orientated method of operating.
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Interacting with disaster affected communities therefore needed to be much more than
merely reinforcing pre-conceived notions of what was best for that community in the
mind of the deployed personnel in a patriarchal mode of action that required
compliance from the affected communities. It could also be argued that requiring
compliance and requiring subservience is unethical.
Much of the literature surrounding the issues of compliance and concordance is
centred on relationships between healthcare professionals and patients. The debate is
equally valid here in that the notion of concordance may be a very powerful way of
expounding the need for shared relationships in the disaster setting rather than one
group exerting power over another. Indeed, Yasin (1998) when reporting finding that
fewer than 50% of the hypertensive patients in the study quoted had adequately
controlled blood pressure states that "...the major reason for this is poor
compliance with treatment".
The paper goes on to explore more detailed reasons for this and a lack of ownership of
the treatment regime would appear to be a significant contributing factor to this lack
of compliance. Yasin further suggests that concordance may be a solution in that this
strategy offers shared ownership of the treatment with the healthcare professional and
the patient engaging in a mutually respectful relationship. This view is further
supported by Bissell et al (2004) who argue that issues such as compliance and
adherence have been the focus of criticism in that they do not acknowledge the
participation of the patient in the care regime. They emphasise this by stating that
"...interactions with patients should not be viewed simply as opportunities to
reinforce instructions around treatment: rather, they should be seen as a space
where the expertise of patients and health professionals can be pooled to arrive
at mutually agreed goals".
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They are clearly advocating a shared relationship rather than one based on one partner
being subservient to the other and are acknowledging the patient's right to be an equal
partner and gain ownership in partnership of their healthcare needs. To emphasise
this point Bissell et al (2004) assert that "...concordance may well be a significant
development for those who suggest that respect for the patients' agenda is a
fundamental aspect of healthcare".
I am suggesting therefore that concordance is the preferred method when working
with vulnerable disaster affected communities and that respecting existing hierarchies
and cultural norms is vital. Equally, working with such communities in a concordant
fashion is a way of showing this cultural awareness and respect when communities
may be at their most vulnerable.

Weiss and Britten (2003) when defining

concordance, again in a healthcare context, state that "...it focuses on the
consultation process rather than on specific patient behaviour, it has an
underlying ethos of a shared approach to decision making rather than
paternalism". This sharing of decision making is critical in the disaster setting in
that it gives ownership of the response to the affected communities and as such
enhances issues such as self esteem, respect and regard. Further, when advocating
this power sharing approach Weiss and Britten (2003) further assert that
"...concordance values the patients' perspective". Again this is a crucial tactic in
a disaster setting for, without acknowledging the perspective of the affected
population, one cannot engage with them in a meaningful fashion as only they can
understand the circumstances and context within which they find themselves.

For

some deploying healthcare professionals the notion of concordance may be
uncomfortable. The communities with whom they are engaged may not feel that the
suggested approaches are appropriate, and reject them.
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This then may lead to feelings of anger and frustration among such professionals.
However, if they are to achieve true success then collaboration and respect are vital.
These issues therefore would form a crucial component of the curriculum
development. For, as Weiss and Britten (2003) conclude, "...concordance is a shift
in how we think...it challenges us to find out the real concerns patients have".
This is equally so in the disaster setting, where language and communication
difficulties may of course compound the challenges.
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Action: A curriculum formed, revised and validated
The action phase of the education action research process requires the teacher
researcher to create solutions to emergent problems and to undertake a review of
current classroom and field practices in light of an improved understanding of
situational education problems. This ultimately informs the curriculum
development process and the design and development, implementation and
evaluation of innovative education solutions and practices. In the spirit of action
research it is imperative that such evaluations are undertaken at every level of
the practice arena and involve all key participants and agencies. These
techniques are outlined in Table 1 and explored below.
Intellect, ownership and practice
The complexities of delivering high standards of healthcare in demanding and
unpredictable conditions require high levels of commitment and appropriate
preparation. In an ever increasing arena of risk, healthcare professionals must be able
to make critical decisions justified by a sound theoretical foundation. Indeed, as Ryan
and Lumley (2000) remind us, in the not too distant past, individuals were free to
engage in disaster healthcare work in a climate of relative safety throughout most of
the world, where emblems such as the Red Cross were in fact insignias that ensured
that safety. Sadly, this is no longer the case and for some groups such emblems and
insignias are in fact now targets of aggression of the worst kind.

In terms of

curriculum development it was essential that there was provision of both the
theoretical and practical preparation in order that skills were developed to ensure that
practitioners would be able to meet these challenges efficiently, effectively and with a
degree of confidence.
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It has been my firm conviction that in disaster healthcare there are many people with
expertise but very few that we could call experts.

This belief stems from the

acknowledgement that many disasters are so different that it would be impossible to
be such an expert. There may be a few exceptions, where the disasters are cyclical,
seasonal and often predictable, such as flooding in Bangladesh for instance where,
although expertise may help predict the disaster, infrastructure fails to be developed to
respond. It is therefore essential to acknowledge that the diversity of disaster settings
means that there needs to be more than merely an intellectual investigation of such
events on the part of those engaged in field practice.

This acknowledgement means that we must accept that the vast majority of us are
students of disaster healthcare, albeit some of us have been students longer than
others. Of course intellectual application is an essential component of the repertoire
of skills required by personnel engaged in the field but there must be more. Stringer
(2004) quotes Kelley and Sewell (1998) "When we can work with head, heart and
hand, we begin to shape a kind of community that is responsive to many
different communities, in different places and in different times, and one that
opens many ways forward" (p37). It is just this sort of engagement that I have been
advocating amongst students, staff and our colleagues from the NGO and military
communities.

It is clear to me that it is essential to apply academic rigour in

partnership with a true feeling for the emerging speciality in all its aspects as well as a
willingness to apply this to field based practice.
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Therefore, in my view, when creating the curriculum it was essential to create a
teaching and learning ethos that acknowledged the varied range and depth of
experience of both the student cohort and the teaching staff in creating an
environment where, within a supportive environment, students were to take primary
responsibility for their learning. In addition to this the influence of a transcultural,
multi-national group of academic staff and student cohort cannot be emphasised
enough in the development of cultural awareness and experience. Thus the quality of
the student experience while undertaking the programme of study is largely
determined by the joint approaches to teaching, learning and assessment. Clearly, the
strategies being developed needed careful consideration, especially when one
considers the ground breaking transnational and cross-cultural nature of the
programme, in addition to the complexity of the phenomena to be studied and the
competencies required to operate in difficult circumstances.

Students entering the programme are mature and experienced professionals with a
wide range of professional and personal experience. Therefore it was essential to
acknowledge that these student cohorts are in fact a resource in themselves and a
balance must be struck between the need to enhance students' knowledge base and the
recognition that they are in themselves able to contribute a great deal to their own
learning and that of their peers. Thus the central philosophy that evolved was one that
embraced the pre-eminence of teaching and learning strategies that are student
centred, self-directed and peer sharing.

Ill

Learning and teaching approach: the legitimate combination of education and
training
Given that what was developed was a mix of theoretical (academic) enquiry with that
of the practical (vocational/training) activity it was essential to address the issue of
potential academic prejudice. That is, that training and academic enquiry are not
compatible with the activities of universities, where truly academic activity is. The
discomfort with this mix was more apparent in some non-UK colleagues and could
have been from a lack of experience in the movement of vocational professions such
as nursing, for example, to the higher education domain.

Hamdi (1996), while

advocating the mix of training that is the vocational and education as understood by
universities in the development of practitioners for development work, states that
"...the key here is to distinguish between the pedagogic differences in education
and those of training and then look at ways of integrating both into a more
holistic learning/teaching agenda" (pll). Clearly the proposed curriculum could
not hope to meet the needs of every potential disaster scenario. What was required
and indeed developed was a set of learning and teaching activities that were designed
to offer educational principles from which practice could be informed and training
from which specific examples could be exercised.

Hamdi (1996) again sheds light on this distinction "...in the education setting a
student is taught the kind of professionalism which enables him or her to operate
in any context, he or she during education will need to learn the kind of universal
tools with which to respond quickly and effectively to a variety of circumstances"
(pll) (my italics). Training on the other hand "...has to do with the development of
skills and must combine instruction with practice" (pi2).
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Clearly, given the curriculum to be developed and the field in which students and
academics would be exploring and working within, the mix of education and training
was essential in order that the engaged professionals could bring both academic rigour
and solid vocational application to the problems that they would face. The following
combination of learning and teaching strategies was developed and operationalised
following successful validation. Its varying components have been evaluated and are
the subject of Projects Two and Three of this work. Table 8 outlines the activities
undertaken in the teaching and learning strategy for the curriculum.

Table 8: Teaching and learning activities
Annual Summer School
Seminars
Conferencing
Academic tutor (studies advisor)

Annual Simulation Exercise
VLE supported distance learning
Field placement (12 weeks)
Module specific tutor

Summer schools
A Summer School is a face-to-face meeting of students, academic tutors and visiting
experts from all institutions involved in the programme, for a 12 day period every
year at a selected University or College campus in Europe. Essentially this is the
University of Glamorgan and our partner in Finland Hame University of Applied
Sciences. A total of three Summer Schools are facilitated during the programme. All
students on the programme will participate, although it may be necessary in some
instances for participation to be "virtual" and from a distance due to their field
commitments.

Summer Schools are by their very nature intense, and students and

staff are involved in activities at least 8-10 hours per day in order to maximise
opportunities for lectures, seminars, simulations and discussions.
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The Summer School is an experiential learning method that is accessed by all modules
on the course. It provides an opportunity for students to develop knowledge and skills
in six main areas. These are:
1. development of the necessary technical competence required to participate
fully in the distance learning methods that will be used throughout the year;
2. orientation to and development of the necessary skills in reflective learning
that will be required;
3. enhancement of communication and team working skills in an international
and multicultural setting;
4. reflection on the experiences of victims of disaster, nursing skill development
and decision making through active participation in disaster simulations;
5. clarification of concepts of disaster healthcare in face-to-face interaction with
field experts and academic tutors;
6. consolidation of identity as a student on the Post Graduate Certificate/
Diploma/ MSc Disaster Relief.
The Summer School facilitates the essential social interaction and cultural exchange
that can occur at such events. Students from all years of the programme meet at the
Summer School, thus maximising the use of resources such as clinical experts. It also
means that students can establish networks within the total student group and form
peer support groups that will enhance the learning experience throughout.
A fundamental component of the programme management strategy is that of the
Course Committee, which comprises representatives from each of the three student
cohorts, academic staff, the external examiner and representatives from NGO and
field based partners. A full Course Committee is convened during each Summer
School. This will provide the course team with an opportunity to discuss strategic and
operational matters related to quality of the course. It will also provide opportunities
for students to discuss such matters and have their views expressed at the committee.
The report from this meeting is then placed as an addendum to the Annual Monitoring
Report, thus ensuring that there is an open and collegiate ethos amongst students, staff
and associated colleagues.
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Simulations
The use of simulation is considered key in the facilitation of this programme and takes
place in week two of the Summer School. The military medical services are essential
partners in this activity, particularly in terms of logistic support. The scenario is built
up over week one of the Summer School and the students are then taken to a predeployment holding and training area prior to deployment into the field. Placing
students in unfamiliar surroundings and having them plan the detail of the response to
the scenario tests the practical application of the academic based theory in a situation
that is safe but also challenging.

Prior to deployment to the field students are

introduced to a number of pre-deployment training and advisory activities aimed at
giving them practical experience of some issues that they may need to consider prior
to deploying "for real". Table 9 outlines these activities.

Table 9: Pre-deployment training
Radio communications
Map reading and use of compass
Logistic prioritising
Weapon handling (unload)
Security
Cultural awareness

Phonetic alphabet
Route planning
Mines awareness
Personal preparation and equipment
Use of interpreters
Team building

During the simulation students will be provided with opportunities to directly
experience situations that closely mirror the types of situations encountered in the real
disasterer, both from the perspective of the victim and the healthcare professional.
The simulations will cover major emergencies, major emergencies with lack of
infrastructure, and survival training. They will also provide opportunities for students
to develop assessment and planning skills, decision making skills, ability to work in
teams, creativity, adaptability, flexibility and problem solving skills. The focus will be
on safety and survival and the ability to achieve objectives in a team environment.
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Distance learning and the use of the Virtual Learning Environment
Outside of the Summer School this facility forms the backbone of the
student/academic communication strategy. It can be utilised in both synchronous and
asynchronous modes thus allowing real time communication and the facility for
reflecting on the asynchronous discussions before responding. An example of an
asynchronous discussion forum can be found in Appendix Eleven.

Students require distance learning materials to mediate the teaching and learning
activities of this Award as most of the time teachers and students will be physically
separate from each other. This programme incorporates conventional advantages of
distance learning such as flexibility of study in relation to professional and personal
commitments but in addition the distance learning elements allow study to take place
in other countries. Further, the use of advanced technology will allow teachers and
students to remain in close communication throughout the course. Students within
each transnational peer-group will require each other's e-mail address and will be
expected to correspond regularly.
Once a student has registered for this Award most communication with the course
team, apart from the Summer School and regional tutorials, will be electronic or by
telephone.

Thus, guidance about assessment, feedback on submitted work,

negotiation of placement supervision, regional library facilities and arrangements for
Summer Schools will all be via e-mail and password entry to the VLB. Each module
of study contains a substantial distance learning element that will take the form of a
study guide.
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The study guide for each module is developed and maintained by a team of University
based facilitators and will be presented via the VLB in English. The study guide
introduces the student to a variety of resource materials that will support the meeting
of specific objectives. Examples include specially commissioned writing, chapters in
books, journal articles, web pages (multimedia as appropriate), CD ROM, audio- and
video-tapes. The guide advises about the sequence of supplied reading materials,
searching independently for materials and will indicate points for discussion, analysis
or reflection.

The Module Managers, along with the Award Leader, work with an Information
Technology Team within the Learning Resource Centres of each partner institution to
develop materials. The study guide is delivered using BlackBoard as the VLB . This
enables not only student-tutor and student-student communication but also the
maintenance of student learning profiles. During the first Summer School there will
be considerable emphasis on enabling students to develop the skills needed to
effectively manage these modes of learning.
The actual hours spent within the group e-learning environment varies and is
dependent on which module is being studied.

During the majority of modules

students will participate in a variety of communication activities designed to enhance
learning and group discourse. The use of synchronous chat is to be encouraged for at
least two hours weekly when all available students and tutorial staff will have the
opportunity to interact. Alongside this e-mail and the discussion forum will continue
to address modular specific content and ensure that those unable to attend the
synchronous chat for that week can be kept up to date with activities being
undertaken.
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This will ensure that students can move through modular content at a pace suitable to
their circumstances in terms of local time and available technology. The module
'Mental Health Perspectives in Disasters' will utilise all of the available VLB
components. However, due to the very nature of the subject area, much of the
interaction is, by necessity, personal and offered on a one to one basis. This is
achieved by utilising private e-mail and telephone to ensure student support. To this
end there is a significant amount of teacher time and resource offered during this
module.
Students will also be able to access personal e-mail facilities within the VLB and are
encouraged to form mutually supportive academic groups within the facility offered.

Placement
There will be two types of clinical placement undertaken during this Award, short
placements focused on skill development and the field placement in the final year.
This approach means that students are provided with an opportunity to develop their
skills prior to the placement at the disaster area or developing country. Closely related
to simulations, the placements prior to the field placement provide opportunities to
concentrate on skill development. This means that students can broaden and deepen
their skill base and have developed skills in relation to reflection and self assessment
prior to the field placement.
Following reflection on their skill base students will be able to identify the types of
short placements that will be required to address skill deficits. Such placements are
tailored to individual need.

They occur in the student's own country and are

negotiated with and facilitated by Health and Social Services agencies in those
countries.
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Those students who are already working for an Aid Agency have to consider taking
home based placement if appropriate experiences are not available within ongoing aid
projects. The placement at the disaster zone provides experience in the real situation
and facilitates application and synthesis of knowledge and skills gained in the two
years preceding this. Students are linked to Aid Agencies from the beginning of the
course and attend workshops offered by the Agencies for orientation to the
organisational culture of the agency and the specifics associated with their work in the
field. It also provides the student with opportunities to avail of specialist in-house
training with the agencies. Most agencies focus on specific aspects of relief and it is
crucial that the student is familiar with this prior to placement in the disaster zone
An experienced health care professional working for the NGO provides supervision
during the placement in the disaster area. Such individuals are selected in consultation
with the Aid Agency and Academic Tutors where appropriate. The criteria will be as
follows:
recent experience of healthcare provision in disaster situations;
experience of supervising colleagues who are new to the field situation;
a willingness to work closely with and support a student in the disaster team;
an understanding of the learning outcomes of the course and a willingness to
attend a training session that provides more in depth information on the role of the
Supervisor during the field placement;
• a willingness to contribute to the evaluation of the field placement.
•
•
•
•

While students are expected to participate fully in the work of the team it must be
stressed that they are also in the role of learner. This must be taken into account when
allocating responsibilities within the team. Such matters are to be negotiated in
advance with the agency prior to the student going on placement. International Red
Cross / Red Crescent standards related to placement of health care professionals
working in disaster areas apply to this placement.
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Consultations have taken place with the British Red Cross, Finnish Red Cross,
Swedish Red Cross, Spanish Medecins Sans Frontieres, CONCERN Worldwide,
Emergency and APSO in the Republic of Ireland and continuous consultation occurs
on all matters pertaining to placement in the disaster zone. As members of the Course
Committee, representatives of the Aid Agencies play a major role in the monitoring of
the quality of this placement, including the contribution of Supervisors to the overall
learning experience for the student.
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Communicating the findings, emphasising the approach
The communication phase of the education action research process requires the
teacher researcher to communicate the process and outcomes of the research,
development, implementation and evaluation phases of the programme. The
communication techniques are outlined in Table 1 and are typically
communicated to the education and field communities in the form of written and
oral forms.

The MSc Disaster Healthcare was validated in May of 2003. This was the result of
my revision of the MSc Disaster Nursing which was validated in 1999, a programme
that, while ground breaking at the time in terms of its teaching and learning
modalities, was quickly made redundant because of the advances in the knowledge
base and the need to offer such education to a broader spectrum of healthcare
professionals.

Indeed, it was essential to acknowledge the importance of the

contribution of a diverse range of expertise in the response to catastrophic events.

A number of publications and conference papers were accepted and delivered before,
during and after the planning phase. Those published before were instrumental in
informing my thinking, my stance on the need for a vocational training element to the
programme and the planning and thereafter. This ongoing and proactive activity
represented my own professional and academic development as well as the wider
healthcare profession's interest in the evolution of this curriculum development and
its potential impact on healthcare delivery in the most challenging of environments.
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The publications in full can be found at Appendix Three and the conference abstracts
and programmes at Appendix Seven. Where collaboration has occurred there are
covering letters from collaborators confirming my input.

Publications
As mentioned above, Davies and Hawley (1989) represented early thinking on my
behalf on the transferability of skills and the need for training that was aimed at the
realities of the field.

In Jones and Davies (1999) we explored the related but different issues of role
extension and role expansion. We argued that the extended role was one whereby
nurses, following training, took on roles that had traditionally been carried out by
doctors.

The term 'expanded role' we maintained was more far reaching, and

acknowledged that the nurse had a far more holistic role and function than simply
carrying out tasks that were previously within the domain of medicine. Thus the
expanded role is not based on a delegated task allocation approach; , rather it
acknowledges the professional contribution of nursing hi the delivery of high quality
care delivery. We also warned that when aspiring to an enhanced role nurses should
not underestimate the legal, ethical and professional complexities that may be
encountered. We maintained that as the nurse assumes greater levels of responsibility
within a complex care environment then there is also a greater level of professional
accountability that accompanies such expansion of role.

These issues are at the

forefront of disaster healthcare delivery, where role and function may be clouded by
events that are dramatically played out not only in front of the deployed healthcare
professionals but very often in front of the all powerful media.
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In Davies et al (2003) we endorsed the importance of a transcultural ethos in the
development of disaster healthcare education.

The importance of this stance cannot be underestimated because of the shared cultural
learning that comes from a multi-national transcultural group of students and
academic staff. Issues such as effective communication are often taken for granted,
but within such groups it is essential that due consideration is given to the
communication needs of all. We argued that in preparing healthcare professionals for
the field there needed to be a vocational 'field simulation' component within the
education process and, in addition, a real field placement to be undertaken by students
prior to completion of the award. We further argued that as a developing speciality
there needed to be career enhancing programmes of study over and above the short
courses offered by various groups within the NGO community. As a multi-national
primary project it was envisioned that this would also contribute to the European
regional goals related to emergency response and preparedness. Within this paper we
also endorsed the blended teaching and learning strategies that we felt were an
overarching strength of the programme of study. The blend of classroom face to face
activities, conferencing, e-enhanced distance delivery, field simulation and field
placement supported by professionals within academic institutions and the field was,
we argued, a potent blend in the preparation of professionals for the field and indeed a
career within disaster healthcare.
Davies and Moran (2005) recognised the importance of Major Incident Medical
Management and Support (MIMMS) training. Despite the word medical in the title,
this is, in fact, a highly regarded multi-professional approach to major incident
management. That is the point - it is a response tool.
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We argued that while effective response was crucial there was also a need to
acknowledge compounding factors that would also need to be addressed.

Care and support are needed at all points along a continuum from disaster
preparedness and response to long term physical, psychological, spiritual and
sociocultural consequences.

It was essential therefore that the workforce was

prepared beyond the level of MIMMS (ALSO, 2002) in order to address the
consequences mentioned above with respect to a broader understanding of disasters.
We emphasised the importance of greater adaptability, creativity and ingenuity as
well as the need to make difficult ethical decisions in the wake of disasters not only in
the preservation of life but also the improvement of individual, group and community
functioning in the post disaster phase. At its foundation we were advocating an
advanced curriculum that focussed on a blended approach to the practical, theoretical
and ethical basis of practice in disaster situations.
In Davies (2005) I took the foundation of Davies and Moran (2005) and expanded a
number of the ideas within that earlier paper. I highlighted the fact that very often the
terms disaster and major incident were used in an interchangeable manner. I offered
an explanation of the fundamental differences between these two terms and explored
the very complex nature of disasters. I then argued that in ensuring an efficient and
effective response to disasters, communities must be prepared at all levels. This
requires the recognition that in a disaster the 'special arrangements' required to
respond to a major incident have been overwhelmed and that further help is required
from agencies outside the affected community, which has in effect been overwhelmed
by the disaster being experienced.
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I further highlighted the threat, the need for planning and preparedness and explored
the emotive area of reverse triage, where valuable resource is offered to benefit the
majority rather than a minority of patients who have critical but potentially survivable
injuries. In addition in this paper I highlighted the special needs of children, where
the effects of disasters can impact on growth and development.

Contributions were also made to two Nursing Standard papers Moore (2001) and
Hayward (2004). Both papers highlighted the field simulation component of the
programme and emphasised the importance of this aspect of the educational process
when preparing for the field. A graduate of the programme emphasised that when
setting up a field hospital in post earthquake Bam in Iran much of what she had learnt
came back to her. For my part I was able to highlight the need for the educational
approach being advocated by emphasising the potential dangers in some of the areas
to which student had and would deploy to.

Conference paper presentations
The Interallied Confederation of Medical Reserve Officers' Summer Congress was
held in Ghent, Belgium in 2005. I submitted an abstract on the theme of joint training
for humanitarian military operations.

I had by this time facilitated a number of

Summer School field simulation exercises in collaboration with military colleagues.
Within the presentation I was able to report on the findings of the evaluation of the
simulation exercise from the perspective of both the military and the NGO actors
within an Operations Other Than War (OOTW) scenario. A summary of findings can
be seen in Table 10 below.
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Table 10: Perspectives of participants in field simulation
•

Military
Planning process, Mission
Analysis orientated

•

Directed, focussed individual
responsibility

•

Appeared more strategic

•

Aware of Geneva Conventions

•

Little public health expertise

•

Very good at the logistics

•

NGO
Understood the cultural context
better

•

More awareness of Sphere,
Refugee Health (MSF, 1997,
Top Ten Priorities), UNMDGs
and Humanitarian Law

•

More aware of UN
responsibilities (IDP/Refugee
status) and UNMDGs

•

More collegiate/group
orientated

•

More short term focussed

•

Drew on the experience of the
participants to bring reality

During the simulation phase both parties were able to gain an understanding of the
ethos, capability and ethical underpinning of the other. Following the simulation
participants were very positive about the experience and highlighted that collaboration
of this nature would enhance understanding and cooperation when deployed.
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Conclusions
To quote Hamdi (1996) once again, "...we need to engage students in a multiplicity
of pedagogic forms in various cultural settings that parallel what they are likely
to encounter in practice" (pi3). It is hoped that the activity described above has met
that demand for evolving a unique curriculum that embraces the blended approach
advocated and has indeed found a mode of delivery that has embraced the tenets of
education and training, bringing them together in a meaningful way. Hamdi goes
further, however, "... we need field based programmes of working and learning
from communities, located at sites where students confront real constraints with
conflicts of values, priorities and timetables with changes of mind with client
members who appear and disappear with no access to information technology
and sophisticated communications systems" (pi3) (my italics). Again, as can be
seen, this curriculum development meets this criteria too and the field placement
component is seen as not just the culmination of the programme but also as a
confirmation that the programme does in fact prepare students for the realities of the
field in preparing them to respond to the needs of affected populations and
importantly preparing them to be a true team asset.
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Project Two - Evaluation of students' experience of Disaster Healthcare
Education: Supporting Disaster Healthcare Professionals utilising a practical
and Virtual Approach
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Introduction
Evaluation is a critical component of the action phase of education action research
(Stringer, 2004). Having developed the curriculum it was essential to undertake an
evaluation of developments over and above the normal curriculum evaluation
methods.

A rigorous evaluation that was student (i.e. recipient) centred was

considered appropriate and incorporated findings gathered from three cohorts of
students over the period 2001-2003.

This project constitutes the report on a

questionnaire undertaken to evaluate this innovative programme of education for
healthcare professionals in the field of aid and disaster healthcare that had been
delivered by a partnership of three Higher Education Institutions (HEIs) across
Europe since 1999. The development of this programme was a direct response to the
stated needs of Non Government Organisations (NGOs) and military healthcare
professionals as well as those aspiring to enter this complex area of healthcare, as
explained in the introduction to project one.
The aim of the project was to evaluate whether the programme was meeting the needs
of students and to elicit what improvements could be made to the programme in order
to enhance the learning experience. A questionnaire was developed to gather data
across seven areas.

It was subsequently analysed using the report and statistics

features available within WebCT's Quiz/Questionnaire tool, in addition to the
spreadsheet software MS Excel. The results of the questionnaire confirm that the
programme, while successful in many ways, needed to be modified on a regular basis
to reflect relevant worldwide changes and would benefit greatly from increased
interaction between faculty and students.

Indeed, this detailed evaluation was

considered crucial to the development of the programme in acknowledging the multi
cultural, multi-professional nature of the student cohort and the faculty.
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As Salmon (2002) suggests "Many of you will e-moderate internationally or at
least across more than one culture. Others will work across professional divides
in virtual teams around a common purpose" (p23). The common purpose here is
of course the disaster healthcare preparedness and response, but it should be
remembered that even within nursing, for example, there are professional divides
between say acute/emergency care practitioners and mental health practitioners,
although both have a valid and valuable role to play. This project included all aspects
of the student experience up to but excluding all but a relatively brief mention of the
field placement. The field placement is the subject of project three of this work.
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Design
Setting the stage
It must be recognised that the pressures on Disaster Relief Healthcare professionals to
deliver high quality services, in often the most challenging of environments, are
greater than ever. This is further emphasised by the need for such professionals to be
accountable to a number of different parties for the actions that they take. The
interests of not only recipients of the healthcare provision but of donors, governments
and NGOs also have to be acknowledged. While these needs are not insurmountable
they require clarity of thought and a high degree of personal and professional
integrity, which is reflected in the development of professionals who are educated
appropriately to deal effectively with the complexities of 21 st Century disaster
healthcare provision.

This project presents the findings of an evaluation of an

educational programme that was specifically designed to meet the needs of the
modern disaster relief healthcare professional.

The current "aid industry" can be traced to the foundation of the International
Committee of the Red Cross (ICRC) under the influence of the Swiss National Henry
Dunant. Following the battle of Solferino in 1859, Dunant, moved by the suffering of
the wounded, set in motion a number of initiatives that led finally to the formation of
the ICRC in 1876. The 20th Century saw an exponential rise in the number of
organisations that were focussing on the delivery of aid and healthcare. Indeed, with
less than two hundred such organisations in the early part of the century by the 1990's
there were just short of six thousand (Ryan and Lumley, 2000).
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Also, until recently, the work was considered relatively safe and attractive to many
healthcare professionals, who were willing to place western healthcare careers on hold
while they undertook a one off deployment.

There has been a change in emphasis in the aid and disaster healthcare community,
which now has a workforce that is much more stable, with many opting for a full
career in the field. This then has led to the requirement for and the development of
programmes of education that meet the specific needs of such career minded
individuals. While it is true that this more stable, professionally developed, workforce
is now well established, it must be borne in mind that they face challenges not only in
relation to the response they will aim to provide but also in terms of personal security.
This is highlighted by Kristiina Kumpula (2003), Director of Programmes for the
Finnish Red Cross, when she reminds us that "Security issues are not new in
humanitarian aid work, but the emphasis is clearly shifting. The safety of
humanitarian workers is a growing concern. Over the past few decades the
reality of aid work has changed considerably. Organisations have to work in a
more politically and socially complex environment and face many risks and
unpredictable elements". Within this project it was therefore important to ascertain
whether students were being facilitated to explore these issues in the requisite detail
and at a level that would allow them to feel prepared to meet the complex challenges
ahead.
At the time of the project, the MSc Disaster Relief Healthcare was jointly delivered by
the Universities of Glamorgan and Ulster with Hame University of Applied Sciences
(HAMK) in Finland as a third partner. It is now delivered by the partnership of
Glamorgan and HAMK.
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This programme aims to produce highly educated and technically proficient
practitioners who will be able to effect leadership and cohesive delivery of the
required healthcare while additionally undertaking critical evaluations as to the
efficacy of the service delivery in a manner that is "...independent and impartial
and in order to improve future practice" (The Sphere Project, 2004, p39). Any
institution that aspires to facilitate such an educational programme must recognise the
crucial need for a blending of the educational experience to incorporate both
theoretical and practical elements. This is a view supported by Slim (1996) and is
fundamental to any such development. A failure to acknowledge this will mean that
the needs of the students will only be partially met and as a consequence they will
only be partly prepared for the demands that will be placed upon them.

The

programme that was the focus of this study has such a blended approach.

It utilises face-to-face interaction and field simulations as an integral component of
the student experience at a yearly Summer School, while using the Virtual Learning
Environment (VLB) WebCT to deliver content and facilitate communication at other
times, thus ensuring that distance education student cohorts can study anywhere in the
world and, more importantly, interact with fellow students and academic staff in
synchronous and asynchronous modes. This capability is considered a strength of this
programme as it allows for instant "chat" in the synchronous mode and also time for
deliberation and review of postings and literature prior to response in the
asynchronous mode, again, with the recognition that in all groups, be they classroom
based or virtual, "We know that people enjoy learning from the experiences of
others as well as from provided resources such as web sites and books" (Salmon,
2002, p!43). Acknowledging this is clearly to the advantage of both students and
staff.
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A professional acknowledgement of the expertise of others and an expectation of
shared and joint learning was an ethos of this programme from the start, although, as
we shall see, there were areas for improvement that needed to be brought to the
attention of the faculty staff. Additionally, students are supported (via the VLB) in
the mandatory field placement component of the programme, when they deploy to a
developing world or disaster area for a period of up to 12 weeks as a team member
with a chosen health delivery organisation.

Sources of information; Questionnaire Evaluation Methodology
Several authors have pointed out the benefits of using questionnaires for querying
interviewees and obtaining general comments (Wilson and McClean, 1994),
(McBuraey, 1994), (Moser and Kalton, 1979). Although some questionnaires have
been developed by research groups and have been tested for reliability and validity,
for example the Questionnaire of User Interface Satisfaction (QUIS) (QUIS, 1998,
1990), given the unique nature of this Master's course, it was deemed necessary to
design a questionnaire specifically tailored to assess attitudes to the course.

Those who took part in the evaluation were asked to complete a comprehensive
questionnaire containing 86 items (see Appendix Twelve) concerned with both
quantitative and qualitative data. The questionnaire comprised seven sections:
1. Demographic data
2. The VLB
3. Course evaluation
4. Teaching evaluation
5. The Summer School
6. Placement
7. Further comments
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Both open and closed questions were posed. Most of the closed questions were rated
on an agreement scale of 1 to 5. This type of response format allows the respondent
to indicate the intensity of their attitudes to each statement (Henerson et al, 1987). A
low score (1) is associated with a positive attitude and a high score (5) indicates a
negative attitude.
The questionnaire was placed within the student support area of the VLB. This
method of distribution was considered the most appropriate as it would be possible for
students who are currently on placement in some of the world's remotest areas to
respond and, importantly, contribute their individual views.

Ethical considerations
The standard questionnaire tool within WebCT enables anonymous responses from
respondents to such questionnaires. It was explained to the students that participation
was entirely voluntary and was a completely separate exercise from their studies and,
further, that their studies would in no way be impacted upon in relation to the
findings. Following assurances that all information collected would be confidential
and anonymous, the students' written consent was sought and obtained utilising the
VLB. Participants were also informed that it was intended to publish the findings in
order to inform the academic advancement of the blended approach incorporated
within the programme.

Another source confirming our approach here was The

International Council of Nurses (ICN), who produced ethical guidelines (ICN, 2003).
They produced six ethical principles that are aimed at guiding best practice. I will
look at these in turn.
1. Beneficence, whereby the study should be of benefit to the individual and
potentially to society at large.
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Clearly, this study was aimed at improving the student experience and in turn their
ability to deliver the best possible healthcare in the most challenging of environments.
2.Non-maleficence, that principle whereby no harm shall come to the participant.
Within this study it was emphasised that students' points of view were actively
encouraged in a manner that acknowledged their professional expertise and
experience. Again, with the guarantee of anonymity, it was expected that respondents
would feel able to be frank and honest within this professional context.
3. Fidelity or the building of trust. The respondents knew the research team well
within the professional boundaries of their roles within the delivery of the programme.
That is, in my case, as a facilitator of the educational process, and in the case of my
co-researcher, the role of offering high quality technical support to all of the student
cohorts. It was felt that within the collegiate and mutually supportive environment
that was generated between the teaching and student groups that there was a
significant degree of trust between the groups.
4. Justice, that element of fairness in the manner in which participants are treated. In
this case it was clear that the views of all participants were of importance and that
they would all be treated with equal vigour in terms of informing the project.
5. Veracity, or the importance of the honesty, credibility and trustworthiness of the
researchers. Again, the participants had known the study team, as explained above,
and it was felt that the respondents in fact acknowledged the integrity of the team in
their honest and very useful responses. The confidentiality of the responses within the
aims of informing the wider academic and field based audiences was crucial to the
success of this study and students, while honest and open, were assured of the fact that
they would not be identified in the subsequent entering of the findings into the public
domain.
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In this sense we obtained what Stringer (2004) calls "permissions", whereby
participants acknowledge and accept the integrity of the study and its aims. While it
was vitally important to recognise the above it is very clear that with such a close
group of academic staff and student groups it would by the very nature of some
responses be possible to identify the respondent. This made it even more important
that the respondents understood what they were participating in and more importantly
that they had total trust in the study team in terms of protecting their interests. It was
truly gratifying that thirteen people responded to the questionnaire in such an
engaging and professional manner.
6. Validity in student evaluation, the standard module evaluation questionnaire tool
was not considered to be comprehensive enough to supply the overarching detail that
was required. Following the design of the questionnaire described above peer review
was sought and changes made as a consequence.

This it was felt gave the

questionnaire a measure of content validity. Throughout the project the overarching
question remained "was the programme of study and its mixed methodology
meeting the needs of the students so engaged?" Clearly, the study was aimed at
gaining information that would augment, enhance and strengthen the student
experience. Of equal importance, would students also feel that they were prepared for
the realities of the field? We adopted an approach that was based on pragmatism. It
gave us the relative freedom to undertake what Tashakkori and Teddie (1998)
advocate, that is, "study what interests and is of value to you, study it in the
different ways that you deem appropriate, and use the results in ways that can
bring about positive consequences within your value system" (p30).
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They further emphasise that this approach "...presents a very practical and applied
research philosophy" (p30). This type of thinking matched the aspirations of the
study in that we aimed to adopt a very pragmatic approach in identifying critical areas
within the results which would then inform further curriculum developments and
communication strategies in the enhancement of this programme of study.
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Gathering data
Building a picture of the evaluation group
In gathering and analysing the data gathered descriptive statistics were used. Students
from three cohorts were invited to complete the questionnaire (n=18). While this
number is small it must be recognised that these individuals constituted the sum of the
students available to date. These students began their studies at the August Summer
School in the year of their course commencement. The numbers were:
• August 2001 (n = 9)
• August 2002 (n = 3)
• August 2003 (n = 6)
The total eligible population was 18 and included all students who were registered on
the MSc Disaster Relief Healthcare and therefore had access to the VLB.

13 out of the 18 students who had access to the questionnaire completed it, i.e. a
72.2% response rate. Despite the fact that the VLB is available worldwide via the
Internet, some of the students, due to their geographical location and difficulties in
accessing suitable technology, emphasised their difficulties in accessing both
hardware and software due to the remoteness of their current employment
circumstances. Given these facts the response rate was considered substantial enough
to take into account the findings. Indeed in percentage terms it could be argued that
this was a more than reasonable response rate.

It is also recognised that what

Cormack (2000) call "...a personal approach...was associated with higher
response rates" (p310), may well have been associated with our response rates in that
respondents knew the study team well in a professional sense.
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Demographic Data
All of those who completed the questionnaire were female. More than 50% of the
respondents were in the 31-40 year old age range. Given the nature of the work
involved in this programme, a certain level of maturity, life experience and clinical
expertise is expected. That said, the programme in question was developed to build
on this professional knowledge and expertise in order that such professionals could be
as prepared as possible to meet the challenges of new scenarios in the field. Birch and
Miller (2006) acknowledge the fact that "...training as a nurse or doctor in the UK
is unlikely to prepare health workers adequately for such conditions. While each
scenario has unique problems, there are common themes that, if addressed
through training and education, can prepare people to work effectively in any
emergency situation" (my Italics). This clearly falls in line with the ethos of the
programme in the facilitation of a range of education and training strategies that are
aimed at helping individuals and groups explore the wider issues in the field in order
to become as prepared as possible for the eventualities that they will meet when they
deploy to a disaster, conflict or developing world situation. Indeed, it could be argued
that a certain level of professional and life experience is required in order to address
the dilemmas that will need to be acknowledged in this dynamic and challenging
field. For example, consider the complex issue of moral values raised by Slim (1997)
"...relief agencies seem to have four main competing areas of moral value which
can compete against each other in any given situation. The first is the basic
humanitarian value that; of preserving human life itself.
However, as we have already seen in project one, when we discussed the issue of
reverse triage, whereby decisions may have to be made in light of available resource
rather than actual need, this is in itself both value laden and very complex.
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The second value that Slim refers to is "...the vast spectrum of values across the
economic, social and political spheres known collectively as human rights".
Again a very complex area and one which a novice in professional healthcare terms
would have great difficulty addressing.

Therefore, a level of professional and

personal development and maturity is essential here. Slim's third value is what he
refers to as "...the principle of justice which is the moral measure of fair and
equal relationships between individuals and groups in any society". This is an
extremely complex area for the student of disaster healthcare. Take for example the
scenario of the refugee camps in Burundi following the Rwanda genocide. There
were clearly disparities between the levels of aid given to certain groups and there
were clearly belligerent groups who had been a party to the violence in the camps
receiving aid in the form of nutrition and material support. However, some NGO
groups made the decision to leave, citing staff safety and the moral dilemma of
bringing succour to the perpetrators of the crimes as a rationale for doing so. Others,
given the same scenario, decided to stay and continue with their aid programme
recognising that while they were in fact bringing aid to these criminals they were also
doing a great deal of good for the true refugee population. Here it is suggested that a
student who brings a degree of professional experience to the programme of study
will have the potential to explore these potential dilemmas to a greater degree and as
such be able to formulate personal frameworks with which to address these dilemmas.
The final value that Slim alludes to is "...the value of staff safety which, almost in
contradiction to the other three appears to value the particular lives of some
people over all other lives". Of course many would argue that without staff safety
there can be no aid delivery and therefore the plight of those affected will develop
unabated.
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While this may be the case, the value of life is embedded within such instruments as
the United Nations Declaration of Human Rights (1949) and as such impacts on these
moral value dilemmas. Slim's final observation with regard to these four values is
that "...Almost every difficult moral decision in relief work seems to involve the
collision of competing demands from these four values". This highlights the need
for individuals to have a degree of professional and personal maturity, along with
experience, with which to engage with these problems and seek acceptable solutions
wherever possible and within their personal framework. Table 11 shows a summary
of the cohort according to age.
Table 11: Age Range of Cohort
%
Age Range
0
[16-20]
7.7
[21-25]
30.8
[26-30]
53.8
[31-40]
7.7
Over 40

46.2% of the cohort was Finnish. Other nationalities were Greek, Irish, British,
Australian and German.
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Figure 9 shows the various nationalities of the study group.
Figure 9: Cohort Nationality
Cohort Nationality
(-'oro.cntaqn of ^nsaonscs

''

Nationality

46.2% |

Australian

15.4%\

/

A significant number of the respondents were polyglots. All had clear expertise in
respect of their own language and all were able to communicate in English, both
verbally and in written form, while many spoke up to three additional languages.
Clearly, robust communication is the basis of any successful healthcare intervention.
The ability of these students to communicate in several languages is an obvious
benefit, in that it improves the likelihood of there being a common means of
communication when in the field. Indeed, it was inspiring to see the ease with which
some of these students were able to switch between languages within different group
settings. What may be of greater significance is that of realising the potential of good
communications between international and local healthcare providers within a disaster
setting. As Rosen (2002, p47) informs us "Trustworthy allies are usually to be found
amongst local medical colleagues".

This is often the case, and an ability to

communicate effectively with such colleagues is of course advantageous, particularly
when in the initial phase of a deployment to a disaster area, even if this
communication is via an interpreter through a mutually understandable language.
Figure 10 shows a summary of the year the 13 respondents started the course.
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Figure 10: Course Start Year
Course Start Year

38.5%

All of the questionnaire respondents were nurses and clinical expertise ranged from
acute highly technical environments such as Intensive Care, and Accident and
Emergency through to Public and Mental Health specialists.
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Analysing the data gathered
VLB Specific Information
Students were asked to identify where they accessed the VLE from, and could choose
multiple answers from a choice of home, placement institution, cyber cafe and 'other'.
92.3% chose home, 15.4% chose placement institution, 23.1% chose cyber cafe and
46.2% chose other. These findings are in fact at distinct odds with the findings of
Sharpe et al in their (2006) literature review, where they found that all of the surveys
included "...found that most students used a mixture of on and off campus
computing facilities" and that "...where student computer ownership is high
there is still a strong dependence on university provided computing facilities".
The student groups that Sharpe et al are reporting on are of course still geographically
in close proximity to the university facilities and it may well be that there are financial
and social reasons for their high uptake of university provided resources. For the
students engaged in the MSc Disaster Healthcare of course the opposite is the case they are more often than not working remotely from the University and sometimes
extremely remotely; 'home' could in fact be accommodation in a location that is
distant and isolated. This remote location factor could also account for the choice of
'other' in the questionnaire response. Again a cyber cafe could be literally anywhere
in the world but still allows the students access to and inclusion in the VLE.

When asked to choose where on a scale of 1 to 5 their personal IT skills lay (with 1
equating to basic and 5 equating to expert) only 15.4% of the cohort chose 4 or 5. This
would indicate that it's not essential for a student to be an expert in IT in order to
collaborate in an online learning environment.

145

One of Rosenberg's fundamental beliefs about e-learning is that "technology-any
technology- is a tool, not a strategy" (Rosenberg, 2000, preface xvii), just as the
overhead projector is a tool and not a strategy. This again supports the view that it is
the blend of learning and teaching strategies that is so important and not just the new
technology that forms just one component, albeit a very important one, in terms of
supporting distant communications and discussions. A summary of the students'
responses to this question on IT expertise is shown in Figure 11.
Figure 11: IT Expertise

69.2% of the cohort had never used a VLB before. 7.7% declined to answer. Of the
15.4% who had used a VLB, one had previously done two online under graduate
modules with discussions via web cam and the other had used a university intranet. It
was found that 76.9% of the cohort used Internet Explorer, the rest using either
Netscape or AOL. On the subject of the influence that the functionality of WebCT
technology had on learning, none of the cohort responded negatively.

While a

number had not used a VLB it was evident that all of the respondents were familiar
with the use of tools such as email.
This was seen as an important starting point when being introduced to the VLB during
the induction phase at the Summer School. One student commented:
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"Only twice have 1 had a problem that was resolved centrally, to allow me
access where I needed to get the info"

When asked about technical difficulties, only 15.4% of respondents responded
negatively.

One student expressed frustration at download times for compiled

versions of content.

"In the compile tool, could I please ask you not to put photos and complex
drawings?? In the 2nd module in Health and Nutrition, it took me 5 hours and 6
attempts at weekends to finally get the module contents downloaded, very
expensive and so frustrating."

However, in order to alleviate this problem, a separate 'Content Module' would have
to be created within WebCT that contained a text only version of the content. This
would be quite an overhead on the design team. One alternative would be for the
students to print off a hard copy of module contents while at the Summer School, thus
availing of the extra bandwidth available at the various institutions hosting the school.
The salient point here of course is that the student actually felt the need for "hard
copy" of the materials, even when the materials are available 24 hours a day seven
days a week within the VLB platform.
One student expressed the desire to either have computer classes before starting the
course, or to have computer expertise listed in the requirements for the course:

"More basic teaching before starting the course or at least requirements to
know more than exit when using the computer"

There is a comprehensive online student induction package within the VLB and this
may have been a case of the student not accessing the available resource.
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The Teaching Team needs to emphasise the availability of this resource during the
Summer School so that students are not only aware of its existence, but are actively
encouraged to utilise it.

The induction area comprises technical and practical

information about being a distance learner.

In addition, it has several 'Content

Modules' including:
• Specific instructions for using each of the tools available in the VLB.
9 Study skills, including, for example, stress management and time
management.
• Plagiarism and correct referencing techniques.
• Effective online searching techniques.
The Teaching Team has always recognised the need for named technical support staff,
who are readily accessible to students and staff, and this need is emphasised in one of
the more positive comments about technical difficulties:
"Web ct support person has been available and very helpful in case ofproblems.
This has been very important"
This statement further emphasises the importance of named instructional technology
support and, although only this student brought up the subject during this study, there
have been numerous examples of this sentiment from students in other forums. It also
highlights the real value of the instructional technologist as an integral part of the
team, not only in the student support role but also in enabling the advancement of the
teaching and learning experience by bringing expertise to bear in concentrating on
activities and processes and less on content and pre-determined product which are
areas that the academic team should be engaged in (Collis and Moonen, 2001, p58)
84.6% of the cohort said that the electronic based resources, for example the
incorporated library links, had either a highly positive or positive influence on their
learning.
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30.8% of the students commented very positively on the electronic based resources.
They mentioned how crucial it is to the distance learner to be able to easily access
these resources:

"Extremely useful to have access to these facilities in the comfort of your own
home, especially when you are able to get the actual article printed off."
"Was very helpful in getting articles! Essential resource for distance learners! I
could not have survived without that service!"
38.5% of the students flagged their problems with online resources, including student
passwords not being accepted by certain online journals. In addition, they flagged the
necessity for access to more online journals and to journals of a high quality. These
comments are somewhat surprising given that the students undertake a very
comprehensive induction to online library resources during their first Summer School,
and the online journal availability itself is wide ranging.

Students' comments about the online communication in the course were varied,
though mostly positive. One of the quotes identifies the difficulties that can exist with
communicating online, but mentions how well it can work if properly scheduled.
Importantly, this student also makes the point that online communication is different
to telephonic communication:

"This takes quite a lot of commitment and effort from all participants, but when
the dates and times have been agreed, the online communication has been very
handy. It is a different approach in comparison to telephone communication."
Another student mentions the potential loneliness and lack of confidence of success in
an online environment:
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"An idea of what others are doing and thinking is helpful. Otherwise, it would be
too lonely. Plus, at times the teachers give their thoughts; this helps the student
feel more confident that he is on track."
One student, however, reminds us that in small groups it is important for the tutor to
ensure that communication occurs at frequent intervals:

"Smallgroup so usually communication isn't so active."
Students voted overwhelmingly in favour of the Discussion Tool, with 100% of the
respondents indicating that it had a highly positive or positive influence on their
learning. One of the comments made about the Discussion Tool identifies that it's
possible to compile and print postings in order to peruse the discussion to date and
gather one's thoughts in order to compose a response.

"I tend to access the discussion download the comments posted so far, take them
off read them at leisure then write a posting myself. It takes too long to access,
read, and then comment all at one time."
One student highlighted how important it is for an online tutor to access and respond
to their students at regular intervals. The importance of timely responses and feedback
to students by the Teaching Team was emphasised when findings were communicated
to the Teaching Team.

"Useful, again problem is that with some instructors it took too long time to get
replies. Sometimes worked perfectly!"
A couple of interesting comments made by another student draws attention to the fact
that a discussion can go off topic. This is something that a tutor should watch for. As
Salmon (2000, p 42) says, "...part of the e-moderator's role is to try and
orchestrate appropriate participation for the purpose".
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"At times, one of the two situations is evident: a) I have not understood the
subject at hand, not at all unlikely, b) The discussion is way off topic, with
elaborate yet irrelevant postings."
The comments above are extremely important in informing the evolution of the
blended framework and in particular the activities related to the VLB. The comment
of Salmon above is highly relevant as it is often very tempting for participants to
engage in more social activities within an area designed for academic discussion. To
counter this it is essential that the academic staff facilitate discussion groups that are
fit for purpose but equally that an area is provided where students (and possibly staff)
can interact in a social manner albeit within the VLB. In highlighting the need for
focussed facilitation (e-moderating) of the student experience Salmon (2000, p76)
again uses an example which suggests that "The key to e-moderating (in the
example given) was the setting up appropriate and challenging questions to ask
online and the gradual sequencing and release of appropriate materials".
The example discussion forums presented in project one are evidence of this strategy
being utilised by the teaching team. However, this needs to be constantly monitored
and students reminded that there are other areas for social and chat interaction
available within the VLB in both synchronous and asynchronous modes.

Students were mostly positive in their response to the influence the Mail Tool had on
their learning. Table 12 shows a summary of their responses.

Table 12: Influence of Mail Tool on Learning
Influence of Mail tool on Learning

%

Highly Positive

23.1

Positive

69.2

Neutral

7.7

Negative

0

Highly Negative

0
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One student had a very comprehensive comment to make about the mail tool:
"It is not easy to communicate with someone, without hearing the tone of the
voice, the emotion of the face, the gestures of the body. Often, opinions are being
stated, not facts. A degree ofpersonal contact makes it easier to understand the
way someone expresses themselves. The mail tool is a more personal contact. It
is as ifyou have gone to the trouble to address someone in particular, and not
just the group, I have the impression this creates a friendlier environment."

Salmon (2000, p 160) advocates the use of emoticons to assist with making a message
less ambiguous. Synchronous communication tools can prove more problematic for
students, as they all need to be online at the same time. However, the benefits of
having a successful online chat session can be great. As one student commented:

"When as a group we decided to have a Sunday coffee morning on the chat tool
at a specific time it was wonderful as if there were a few of us on line it felt as if
there was a bit more support and less lonely. It is a brilliant piece of technology;
it is just a shame that there are differences in time and peoples working hours,
which prevented us using it more frequently."

It seems then from this comment that students value interaction with each other and
have seen the benefit of group membership in this context. Staff should encourage
this activity and, where invited to do so, join in, bearing in mind that "...if a voice or
message is sent the writer expects a response from some other person". What is
crucial for the facilitating staff to understand is that "...this key characteristic can
be harnessed for the purpose of teaching and learning" (Salmon, 2002, p4).

Another student mentioned the cost benefits involved:
"The chat tool should be used more; teachers should encourage the use of the
tool in e.g. personal tutorials. This is cheaper than telephone."

It's always useful to bear in mind that transcripts of such chat sessions could be made
available to the rest of the cohort, if necessary, for situations when not all of the
cohort could get online to participate. Equally it should also be borne in mind that it
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is possible to have invited lecturer/experts to engage in synchronous chat or
asynchronous discussion thereby giving exposure of such expertise to students who
are distributed globally. Additionally, it should also be borne in mind the scope for
the development of innovative methods of online collaboration such as peer review of
content, that would normally be seen as the domain of teaching staff, which can be
achieved by the posting of such material and offering peer and staff feedback. This
can be a very powerful tool in creating a truly collaborative and engaged self
supporting group even within the occasional constraints of the online environment.
This view is supported by Mason (1998) while warning that "...it tends to require
more initiative, more time and more dependence on others, it tends to be more
popular with teachers than with students!

However, the strategy can be strengthened when the activity is "...integrated with
assessment and evaluation the evidence is that students do overcome their
inhibitions and play their part" (ibid). The module 'Key Aspects of Disaster
Healthcare' now incorporates such a strategy for three reasons; one, in order that
peers' review of chosen subject areas can be facilitated; two, in order to give feedback
on style and content from the academic staff, an area that is of particular importance
often to non-primary English speakers; and three, as this is the first module of study to
encourage students to engage in a collegiate and collaborative approach to their
studies.
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Course evaluation results
A clear majority (92.3%) said that the course content had either a highly positive or a
positive influence on their learning. However, when asked to qualify this, the answers
highlighted the need for content to be more regularly updated. This rich feedback was
distributed to other members of the course team to inform their modifications for the
next cohort of students. For instance, some of the students commented about the
content:

"It may improve by updating the directed, required readings."
Most of the required reading for the programme comprises core texts. Contemporary
information should be sought via the Internet, drawing on effective search methods, as
outlined in the induction package. This also includes searching the Athens database
within the VLB. The advantages of this should be highlighted by the Teaching Team
to the students during the Summer School.

"I find the content very interesting, yet some what sheltered from the reality
of some situations that actually occur in the field"
While the disaster simulation attempts to address the realities of the field, the
emphasis is on the learning experience and the preparation of students for such
realities. It is acknowledged that this exercise takes place in a safe but challenging
environment.

"It covered what I expected in view of working abroad and with different
ethnic/cultural groups. Perhaps focus also not only on the cultural differences of
caring for patients of different nationalities but also the problems with working
with people of different nationalities."
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Given this comment, it may be necessary to emphasise that students, from the outset,
are working within a multi cultural, multi ethnic group that comprises not only the
student cohorts, but the Teaching Team itself. Two responses about course content
were particularly positive:

"Very interesting course"
"Challenging and relevant"
On the subject of the influence that co-participants had on learning, none of the cohort
responded negatively. One student said:

"It has been wonderful working and getting to know my fellow students. If they
hadn't been so supportive and fantastic I think that it would have been very hard
to keep the motivation going on this course."
Another said:

"Different peoples opinions, viewpoints, interpretations, presentation styles all
added to the learning experience. Co Participants always respected and
responded positively to others contributions."

While the majority of students were content to work alone, indeed several of them
mentioned that online learning was the only option available to them, from the
comments above it is clear that interaction with fellow students within the VLB was
considered a positive learning experience.
Given the nature of online learning, however, students will frequently find themselves
working on their own. Their responses to working as an individual are outlined in
Table 13:
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Tablejj; Influence that Working as an Individual had on Learning
| Q30: Influence that working as an individual had on learning
%
7.7 I
Highly Positive

0

:i
?

Positive

69.2 j

Neutral

15.4 |

Negative

7.7 j

l!

Highly Negative

0

j

Their comments about working as an individual were mostly positive, for instance:
"Very difficult in the beginning. However, I have learned to find information
and work independently. Hard way to learn to work as individual, especially in
foreign language but for my future career beneficial!"
"Working individually has been the only option for me because I work full time
in three shifts and time is always short. Individually I can work at any time of the
day."

However, one student said:
"It is hard to be motivated working on your own. Certainly after the summer
school I am very keen and enthusiastic but this has much to do with having
been with other people in the same situation. I think I personally work better
with other people around me and especially being stimulated by others
opinions and face-to-face discussions. So I have found it rather difficult to
not be able to actively discuss things with colleagues during the course"

The remainder of this section required the students to choose one option from a choice
of [Strongly Agree, Agree, Neutral, Disagree, Strongly Disagree, Does Not Apply].
The following table, Table 14, lists only the statements where the total of Strongly
Agree and Agree options were above 75%. Table 15 lists statements that elicited
several negative responses, in particular, the statements in questions 38, 40 and 44.
The Teaching Team will be made aware of these responses in advance of the next
Summer School in order to improve on the existing course.
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TabjeJ14: Statements that elicited strong agreement ___________
Percentage of
Students Strongly
Agreeing/Agreeing
100%

Statement

Q32: The learning outcomes for this course were clear

92.3%

Q33: The content was appropriate and pertinent
Q34: New and relevant information was provided

76.9% (7.7%
Disagreed)

O35: This course was logically organized
^
Q36: The course requirements were clearly stated

'. °^'°
Disagreed)
84.6% (7.7%
Disagreed)
92.3% (7.7%
Disagreed)
92.3%

Q37: The learning experiences related directly to course learning
outcomes
Q43: Criteria for grading of the written assignment were clearly
_____
___
identified

\
I
j
ij
1

Table 15: Statements that elicited negative responses
Statement
fllHMHlHBP
Q38: Required course material was
online/hard copy at the summer school.

Strongly Agree Neutral Disagree Strongly
Disagree
Agree
7.7
38.5
30.8
15.4
7.7
available

Q39: On the whole, media used to present instruction
were technically good.
Q40: On the whole, other teaching materials used to
present instruction were technically good.

15.4

53.8

23.1

0

7.7

15.4

38.5

30.8

15.4

0

Q41: Evaluation methods were appropriate for course
learning outcomes and learning experiences

15.4

61.5

7.7

7.7

7.7

Q42: Coursework guidelines, activities and tasks were
fair and written in clear language

7.7

76.9

7.7

7.7

0

Q44: Given course learning outcomes and credit hours,
the amount of work for this course was appropriate

0

53.8

23.1

23.1

0

Teaching Evaluation
All of the data collected for the section on the teaching team was quantitative. The
questionnaire made several statements, and students were asked to choose one option
from 5 answers on a continuum from very positive (1) to very negative (5). All of the
students rated the course as satisfactory or higher.
When asked if the teaching team was flexible, when the occasion called for it, only
7.7% disagreed and 15.4% chose the Neutral option. The remainder either Agreed or
Strongly Agreed. Table 16 shows a summary of this:
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Table 16: Summary of how studentsj-ate the course
| Overall, how would you rate this course? %
| Outstanding

7.7 I

More than Satisfactory

61.5 |

Satisfactory

30.8 j

j Less than Satisfactory
I
[Completely Unsatisfactory

0

|

;i

0

|
j
j

84.6% of the respondents Agreed or Strongly Agreed that the teaching team
demonstrated confidence in their knowledge during discussions and consultations.
15.4% of the respondents Disagreed with the statement. A similar response was made
to the statement "I feel that the teaching team seemed knowledgeable in the content
areas", with 84.6% of the respondents Agreeing or Strongly Agreeing with the
statement and 15.4% Disagreeing (2 students) - possibly the same students as in the
previous question. Students were asked about the statement "In my experience with
the course teaching team, I feel that they helped me to develop my critical thinking
and decision-making skills."
Table 17 shows a summary of their responses:

Table 17: Teaching support for Critical Thinking and Decision Making
Answer

%

Strongly Agree

15.4

Agree

53.8

Neutral

23.1

Disagree

7.7

Strongly Disagree

0

Does Not Apply

0

There were quite a few statements that elicited negative responses from the students.
Seven statements in particular saw students choosing the 'Strongly Disagree' or
'Disagree' option. Their choices are summarised in Table 18.
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Obviously, for the course team, this information is something that should inform
future teaching. In particular, the responses to statements 57 and 66 indicate the
dissatisfaction felt by students and will require attention by the teaching team.
TablejS: A summary of the less positive aspects of the teaching team
Statement

Percentage of Percentage of
Students
Students
Disagreeing
Strongly
Disagreeing

Q55:1 feel the teaching team explained ideas clearly.

23.1

Q56:1 feel the teaching team organized online content in a manner
that was meaningful to me
Q57:1 feel the teaching team were supportive to me as a distance
learner
Q59:1 feel the teaching team respected students with differing points
of view *
Q63:1 feel the teaching team shared their experiences in developing
as a professional *
Q66:1 feel the course teaching team gave me feedback in a timely
manner
Q68:1 feel the teaching team provided feedback in a constructive
way; explaining what I did well and what needed improvement *

15.4
30.8
7.7
15.4
7.7

38.5

7.7

15.4

However, although it's important to be mindful of the negative comments, Table 19,
which gives a summary of the statements that over 75% of students either Strongly
Agreed to or Agreed to, shows that with respect to 3 of the statements, asterisked in
both tables, not all students felt as those in the table above.
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Table 19: A summary of the statements with which over 75% of students agreed
Statement

Percentage of
Students Strongly
Agreeing

Q50:1 feel the teaching team stimulated my intellectual
curiosity
Q52:1 feel the teaching team asked thought-provoking
questions
Q53:1 feel the teaching team taught the course in an
interesting manner

Percentage of
Students Agreeing

30.8
15.4

76.9

23.1

61.5

Q54:1 feel the teaching team built on the knowledge and
skills that I brought to the learning situation.

7.7

69.2

Q58:1 feel the teaching team showed understanding and
recognition of my culture and individuality

15.4

61.5

Q59:1 feel the teaching team respected students with
differing points of view *

15.4

69.2

Q60:1 feel the course teaching team were receptive to
student feedback about the course during the term.

15.4

69.2

Q62:1 feel the teaching team used their professional
experience to illustrate ideas

46.2

Q63:1 feel the teaching team shared their experiences in
developing as a professional *

30.8

46.2

Q64:1 feel the teaching team were fair in evaluating my
learning

15.4

76.9

Q65:1 feel the teaching team clearly described the
criteria for evaluating students' learning at the beginning
of the course

23.1

53.8

38.5

38.5

Q67:1 feel the teaching team provided feedback in a
way that allowed me to maintain my self-esteem
Q68:1 feel the teaching team provided feedback in a
constructive way; explaining what I did well and what
needed improvement *

Finally, in this section, Table 20 shows a summary of what the students felt about the
teaching team and indicates their overall satisfaction:
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Table 20: Students' overall rating of the teaching team
| Overall, I would rate the course teaching team as: %
7.7 I
Outstanding
More than Satisfactory
Satisfactory

46.2 1
i
46.2 i

Less than Satisfactory

0 I

Completely Unsatisfactory

0 i

The Summer School
92.3% of the respondents indicated that they felt the Summer Schools are either
Highly Supportive or Supportive to their learning. 69.3% felt that the Schools are
either Highly Challenging or Challenging.

All of the respondents felt that the

Simulations at the Summer Schools are either Highly Challenging or Challenging.
84.6% of the respondents felt that the Peer Presentations at the Summer Schools are
useful to their learning. This response highlights the critical importance of a blended
methodology in the delivery of a programme of this kind, further supporting Slim's
(1996) view that education for disaster relief healthcare should incorporate simulated
experiences as well as the academic challenge in order to prepare healthcare
professionals for the realities of the field.

The Placement
The responses to this section of the questionnaire indicate to the authors that those
responding took 'placement' to mean any deployment away from their home base. In
light of this we have included all of the responses, as they clearly indicate the
influence that access to the VLB has on their learning potential when deployed.
When asked to indicate the influence that online communication had on supporting
their placement, only 46.2% said that it had a Highly Positive or Positive influence.
Table 21 summarises the responses.
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This indicates to the authors the need to encourage the teaching team to communicate
more frequently via the VLB with students on placement, although it is acknowledged
that access may be limited during this period.
Table 21: Indication of how supportive online communication was on placement
%
7.7

Answer
Highly Positive

15.4

Positive

30.8

Neutral

38.5

Negative

7.7

Highly Negative

0

Three of the respondents had not yet been on placement as part of the course - this
may explain the high Neutral response in the table above. The others had been in
Finland, Mossman (Queensland, Australia), Peru, Sierra Leone, Afghanistan (2
students), Liberia, Lebanon, Albania, Kosovo and Pakistan. Periods of placement
ranged from 3 months to 2 years. 30.8% of the respondents had spent three to four
months on placement, 7.7% had spent between 3 months and 1 year on various
placements and 7.7% had spent 2 years.
The various agencies that the students worked with were Emergency (2 students),
Medecins Sans Frontieres (MSF), United Nations and the Red Cross. A couple of the
students had not been on placement with agencies, but were with either a municipality
of their hometown or with Queensland Health.
When asked which parts of the course were particularly relevant to their placement,
those who commented said that the clinical and psychosocial skills and field
trips/simulations were useful. Some of the comments included:

"The simulations were a good reference point in many situations"
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"all the field trips especially Ireland 2001 in respect to living with very
different people in close quarters for some time. Also that throughout the
course through the simulations and through discussion you begin to realise
your own strengths and weaknesses not only as a nurse but as a person and
this helped a great deal during the placement"
15.4% of those who answered felt that the Clinical Skills aspect of the course was not
particularly relevant to placement. 7.7% felt that while the Research Module was a
very important part of the course, it was not particularly relevant to Placement. In the
original course model, the Research Project undertaken by the students was an
integral component of the Placement. Following curriculum revision, this is not now
the case, and the Research Project and Placement need not be linked, although both
are mandatory parts of the course.
Table 22 summarises the students' responses to how challenging and how worthwhile
they felt the Placement experience was.
Table 22; How Challenging/Worthwhile the Placement experience was
-

%of
Respondents
30.8

How Worthwhile Was
Placement?
-

%of
Respondents
30.8

|

Highly challenging

23.1

Highly worthwhile

23.1

|

Challenging

23.1

Worthwhile

23.1

Neutral

23.1

23.1

Not very challenging

0

Neutral
Not very worthwhile

Not challenging at all

0

Not worthwhile at all

How Challenging was Placement?

j

0
0

When asked how supportive it was for them to be able to access course content and to
communicate with colleagues via the Virtual Learning Environment, WebCT, 53.8%
said Neutral and 15.4% said it was not supportive at all (30.8% of the respondents did
not answer this question).

When asked to comment on the support offered via

WebCT while on Placement, 30.8% of those who commented said that due to
technical reasons they couldn't access the Internet while on Placement.
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One of the students had the following concerning comment to make:
"None of the tutors contacted me during my placement to even ask how things
are going; I still had access occasionally to my hotmail address. I feel that I
managed well on my own; however, I do feel that the university should attempt to
keep contact to those in the field, as it can be very lonely and far more distant
than being home."
Placement usually occurs following attendance at the third Summer School. From
this comment it is clear that the teaching team needs to emphasise to those going on
placement that the VLB will be available to them throughout this period. Experience
tells us that in some remote areas of the world access is either not available, or very
limited.

While understanding the inherent difficulties, the onus must be on the student to
initiate contact with the teaching team through whatever means of communication is
available to them, in the event that the VLB is not accessible, for example by using a
personal email address, or via a telephone call.

When asked to comment on any support they received with readjusting on their return
from Placement, support for example from the NGO, or from colleagues via WebCT,
only 7.7% said that they had support from an NGO. One student commented:
"Think you have hit the nail on the head there. I have had more difficulty
adjusting to coming home than I did to going out there. Perhaps this is
something that could be addressed in the placement/research module. Have been
able to write to one specific colleague and that was nice but to be honest I think
it will be better talking face to face with people who have shared similar
experiences so will look forward to Glamorgan."
The need for post deployment support cannot be overemphasised, a view supported by
Cults and Dingle (1998) and Haggman and Kernohan (2002).
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Students undertaking this programme attend the Summer School immediately
following placement in order to graduate, and are offered the opportunity to present
the experience of their placement. Additionally, students can avail themselves of
either group or individually focused meetings to discuss their experiences.

Further Comments
In the final section of the questionnaire, the students were asked to list three positive
aspects of the course. After collating all the responses, Table 23 summarises the most
popular choices.

Table 23: Positive aspects of the Course____________________________
Positive Aspect
% of Students
Contact at the Summer School allowing the possibility of networking 38.5
The Simulation

30.8

The Challenge of being a distance learner

23.1

Contact with like minded individuals

23.1

Good Staff/Student ratio

15.4

Self directed and flexible learning

15.4

Intercultural Learning

15.4

Academically high quality of learning contents

15.4

Students were also asked to list three areas for course improvement. Their responses
can be best categorised under the headings of Tutors, Assignments/Feedback,
Placement, NGO Contact and Library.
In general, they felt that there was wide disparity among the teaching staff, in terms of
professionalism, motivation and contact with the students. They felt that tutors should
all be of the same high standard.
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This important and critical observation was brought to the attention of the teaching
team in order that parity of teacher involvement is attained.

There was some

dissatisfaction with the timeliness of feedback to assignments, with students of the
opinion that feedback in advance of Summer Schools would greatly improve the
experience for them.

Key issues on the subject of Placement were that greater support should be given by
tutors to assist students both find placements and to better prepare for placements,
especially if they had never been on a mission before. Some students requested that
there be more of an NGO presence on the course, in order to discuss key placement
issues with them. Key issues connected to the library were that some of the module
reading lists were out of date and needed revising. One of the more humorous
comments from a student was a request for a big mattress when they go to the forest
on their simulation exercise!

Two key points were made in responses to the final question on the questionnaire.
One student is concerned that the course requirements don't accurately reflect the fact
that there is a keen focus on acute care - something that can be daunting for non-acute
care professionals. Unfortunately, what is not evident from this response is in what
context this student is referring to acute care. Another student flagged the fact that the
computer skills necessary for the course should be mentioned in the course
requirements. These are essentially that a student can access the Internet and has
some familiarity with email and the Windows environment. Additionally, the course
is marketed as a blended educational programme with key components delivered via
the Internet.
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Tracking Information
WebCT has an inbuilt tracking feature that allows the tutor to monitor the
communication that takes place in the discussion area. Two examples of the course
modules, taught in Semester 2 are given here, to illustrate the quantity of postings
typical in this course.

Operational Management of Disasters Module (10 Credits)
There were 10 students in the 'Operational Management of Disasters' module, and
three members of staff. In this module area there were 61 postings in total. Table 24
shows a summary of both the number of postings read by the cohort and the number
of postings composed. We can see that 60% of the cohort read all of the postings.
Table 24: Summary of Discussion Activity for Operational Management of
Disasters
Number of Postings Read

Percentage of
Cohort

Number of Postings
Composed

Percentage of
Cohort

[0-50]

20%

[1-2]

20%

[51-60]

20%

[3-4]

50%

61

60%

[5-7]

30%

Public Health and Nutrition (30 Credits)
There were 7 students in the 'Public Health and Nutrition' module, and two members
of staff. In this module area there were 102 postings in total. Table 25 shows a
summary of both the number of postings read by the cohort and the number of
postings composed. We can see that 71.4% of the cohort read more than 80% of the
postings.
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Table 25: Summary of Discussion Activity for Public Health and Nutrition _
Number of Postings Read

Percentage of
Cohort

[0-80]

28.6%

[80-102]

71.4%

Number of Postings
Percentage
Composed ^^^ of Cohort
[2-5]
28.6%

H

[6-10]

28.6%

[11-15]

28.6%

[16-17]

14.2%

j
I
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Action: refining delivery and communication activities
There is a clear need within the field of disaster relief healthcare for high quality,
focussed education and training. The results of this study suggest that the programme
in question meets the needs of those currently working in the field and those who wish
to embark on a career focussed on disaster relief healthcare. The blended approach is
clearly highly relevant, with the integration of both simulation and field placement
components (i.e. the vocational or training element) to support the academic pursuits
undertaken within the VLB.
In order to assist tutors with interacting in an online environment, it would be prudent
to suggest that the course team commit to completing an in-house 3 week emoderation course that would have the potential to greatly enhance their online
tutoring skills and in fact this has been achieved by many of the teaching staff
involved.
In order to improve access to NGO experts, the teaching team should consider
organising virtual synchronous chat sessions with invited NGO personnel and
recognised experts in the field. Transcripts of these discussions could then be posted
onto the asynchronous discussion board so that they could be revisited as and when
necessary. When this activity was facilitated in the past, evaluations were extremely
positive, as were the comments of the invited experts.
Several of the students flagged the fact that they would appreciate feedback on
coursework and details of content in advance of the Summer Schools. Rosenberg
advocates the "clicks and mortar" approach and says, "In many cases Web-based
training is a prerequisite for attendance at a live course" (Rosenberg, 2000, p 8). This
approach could be incorporated into the course to ensure that the best possible use of
time is made at Summer Schools.
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There are undoubtedly communication issues that need to be addressed by the
teaching team both during the online activity and, importantly, during the field
placement. These issues can be easily addressed if both the teaching team and
students understand the expectations of each other and accept responsibility to ensure
that effective communication takes place through whatever means are available in a
given situation.
In addition there seems to be a need for a basic level of IT literacy in order that
students can undertake the programme.

Students should be actively encouraged

therefore to undertake the on-line VLB induction at the start of the course.
The results of this project show clear evidence of a programme that meets the needs of
those who embark upon it. With improved commitment to communication issues, in
particular, student satisfaction will undoubtedly be enhanced. A consequent raising of
the standards of clinical care delivery and evaluation can only improve care delivery
where it is most needed, often in the most difficult of circumstances.
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Communicating the findings; emphasising the approach
As in project one a number of publications and conference papers resulted from the
work entailed in project two. Again these activities helped to form my thoughts and
inform my curriculum revision undertakings.

Publications
Transcripts of these publications can be found at Appendix Four.
In Davies and Higginson (2004) we emphasised the point that until relatively recently
the preparation of nurses undertaking disaster relief work was facilitated solely by the
employing agency, often in isolation from other actors in the field.

We also

highlighted the fact that such courses were of short duration, of necessity limited in
scope (due to time constraints) and concentrated on team building in addition to
emphasising the role and activities of the agency in question, that is its specificity in
terms of role and function. We made that case for a more comprehensive approach in
the preparation for such professionals and recognised that a significant number were
now considering disaster healthcare as a career option and not a short term interim
activity.

We concluded that the implementation of career focussed educational

programmes would also enhance the status of disaster relief healthcare and facilitate
further research in the field.

In Davies and Hannigan (2006) we reported on the developments and delivery of the
MSc Disaster Healthcare and on its multi-factorial blended approach. We reported on
the development of a questionnaire to gather data across seven areas that was
subsequently analysed utilising the WebCT quiz/questionnaire tool.

171

The results, while confirming the success of the programme, also highlighted the need
for constant review in order to reflect relevant changes worldwide. In addition, and
most importantly, this study highlighted the need for increased interaction between
faculty and students.

Conference paper presentations
Transcripts of these paper presentations can be found at Appendix Eight.
In Hannigan and Davies (2004) we presented the findings of this project to the World
Conference on E-Learning in Corporate, Government, Healthcare and Higher
Education (E-Learn 2004) in Washington DC. The focus of this paper presentation
was the e component of the delivery of the MSc Disaster Healthcare, although it was
of course essential to incorporate the importance of the blend of teaching and learning
strategies within the proceedings that were published in full. We emphasised the
importance of the need to be very aware of the needs of students in terms of on-line
support when designing a programme of studies such as this. We further emphasised
the importance of recognising that in this programme there may also be a pastoral,
supportive role due to the student being in the field in some of the most remote and
challenging parts of the world.
In relation to Davies (2005) I was invited by the International Network for Psychiatric
Nursing Research to present at their annual conference based at the University of
Oxford. Within this paper I was able to emphasise the importance of the relationship
between theory and practice when planning and indeed delivering a programme such
as this. That is, the relationship between the academic pursuit and the essential
vocational/training component. In recognising the dynamic nature of the field I
advocated for a degree of flexibility.
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I was able to report the findings of this study and the feedback from employing NGO
and military colleagues that suggested that the blended approach being advocated was
indeed meeting their needs. Although I acknowledged that this was a creditable
combination of educational strategies I also acknowledged that constant review was
also an essential component of the curriculum delivery and evaluation activities.
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Project Three -Evaluation of Field Placements in Disaster Healthcare Education

174

Introduction
In keeping with the essential tenets of education action research and indeed authentic
assessment this project evaluates the constructed phenomena from the students'
perspective (Stringer, 2004, Gullikers, 2004). This project describes the findings of an
evaluation of the disaster placement undertaken by students on the MSc in Disaster
Relief Healthcare. Students reported a great deal of satisfaction with their learning
experiences but also frustration at not being able to do more in the field, often due to
limited resource and time available; although it was recognised that scant resource
was in many cases a reality of life and that to instigate interventions that would be
resource intensive where there was no related and designated infrastructure support
would also have been counterproductive.

They emphasised the need for adequate

preparation prior to going on placement and were very positive about the impact on
their learning of the three field simulations undertaken during the Summer Schools
before eventual deployment on the field placement. Importantly, and significantly,
students reported a number of skills learnt while on placement that have been directly
transferable to their homeland employment, not least assertiveness and an awareness
of the importance of effective communication and, as Donaldson (Chief Medical
Officer England) (2003) stated, "The ultimate beneficiaries from UK professional
health workers gaining international experience are the NHS patients in the UK"
(p6). This is a clear and unequivocal endorsement of the benefits of such experience,
both for the individual and indeed the health service of the home nation, for if such
experience can benefit NHS patients it is a pertinent proposition to assert that the
same benefits would be applicable to say Finland, Germany and the other home
countries of the students who participated here.
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The Royal College of Nursing (RCN, 1996) made its positive stance on the benefits of
international experience well known to the Nursing profession when advocating the
advantages to the individual and the service.
Equally important are the findings of Thomas (2001, p45), whereby she identified
what she called the top ten "softer skills" gained by undertaking international
humanitarian work. They are listed in Table 26:
Table 26: Top Ten Skills
Global awareness
Interpersonal skills
Stress management
Problem solving
Strategic thinking

Adaptability
Handling responsibility
Self-assurance
Exchanging skills
A sense of humour

The Department of Health (DoH, England, 2003), while recognising and supporting
the importance of these findings, additionally point out that "These are critical
"higher order" skills for tackling the complexity of modernising and
transforming health services for the benefits of patients. They are also critical for
personal career development" (p8); thus giving further validity to the idea of
placements in humanitarian work as a major driver in personal and professional
development.
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Design
Setting the stage
The Universities of Glamorgan and Ulster in partnership with Hame Polytechnic
(Finland) have been running a joint MSc in Disaster Relief Healthcare since 1999
(Davies et al, 2003).

Students undertaking the programme must undertake a

placement in a disaster area or a developing country as an integral component of their
studies. The stated aim of the experience is "...to provide students with direct
experience of working and living in a disaster zone in order to facilitate synthesis
of knowledge and skills gained in earlier modules of study" (University of
Glamorgan et al, 2003). Clearly one cannot conjure up a disaster to fit with the
academic programme and the needs of the students in question. Therefore, the term
disaster in this context encompasses deployments to acute disasters, of course, but
also to areas in the phase of post disaster recovery and development. So the term
disaster zone is more far reaching than merely the immediate aftermath of a dramatic
media attracting event and may well be in the perhaps (arguably) more demanding
arena of the post disaster phase.
Within the placement module of study that complements the experience there is clear
emphasis on cultural and role diversity and indeed the different modalities of
healthcare provision within the placement zone.

Additionally, students are

encouraged to explore the expectations of populations in terms of their healthcare
prospects. Indeed, active participation of the affected population is seen as a vital
element in the success of any interventions.
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As Medecins Sans Frontiers (MSF) (1997) point out "...if refugees do not
participate during the planning and implementation stages, assistance
programmes may well fail in several ways" (p23).
They further emphasise the importance of understanding traditional group
interactions, culture, religion and ethnicity.

These are critical areas of study when

one considers that many students find themselves placed in some of the most remote,
challenging and harsh environments on earth, often coupled with a degree of personal
risk, due to a worsening security situation. Students deploy on placement as a part of
a Non Governmental Organisation (NGO) team or with their military employer and
are expected to work as a team member throughout. This has so far proved a very
successful partnership, with students being very complimentary in their evaluations of
organisations such as Emergency (Italy), Merlin (UK) and Concern (Ireland), among
others.
Four cohorts of students (n=18 at the time of the project) had undertaken this
component of the degree programme at the time of this study and it was felt that an
evaluation of the experience over and above the normal module evaluations was now
essential and timely. While, as in project two, the numbers are relatively small, this
number represented the total graduate population at the time of the project and it was
considered essential to gather this data in order to inform the evolution of the
programme of study in question. The evaluation tool was developed and distributed
via a student email network.
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The MSc is normally taken part time, over two and a half years. In year 1, students
commence the course with a 12-day Summer School that incorporates survival
training. During the remainder of first year they study online modules (Key Aspects
of Disaster Relief, Public Health and Nutrition in Disasters and Operational
Management of Disasters). Year 2 also commences with a 12-day Summer School
that incorporates a Disaster Simulation Exercise.
Students study online modules (Mental Health Perspectives in Disasters, Useful
Research Methods to Improve Disaster Care and Strategic Leadership for Disaster
Relief) during the remainder of year 2. The final year of the course starts again with a
12-day Summer School incorporating a Disaster Simulation Exercise. The remainder
of the year is taken up with a Field Placement, minimum 12 weeks, and an MSc
Research Project.

The course concludes when the students arrive at their fourth

Summer School and participate in a 2-day Disaster Relief Symposium, which includes
a presentation of their experiences from the field in the form of a poster or oral
presentation.

This programme aims to produce highly educated, flexible and technically proficient
practitioners who will be able to affect leadership and cohesive delivery of the
required healthcare necessary in the demanding realm of disasters and additionally
undertake critical evaluations as to the efficacy of the service delivery.

Any

institution that aspires to facilitate such an educational programme must recognise the
crucial need for a blending of the educational experience to incorporate both
theoretical and practical elements. That is, the mixing of the theoretical and the
practical or to be even more pragmatic the educational and the vocational. This is a
view supported by Slim (1996) and is fundamental to any such development.
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A failure to acknowledge this will mean that the needs of the students will only be
partially met and as a consequence they will only be partly prepared for the demands
that will be placed upon them. As Hamdi (1996) points out, "...the division between
the two dominant development paradigms is not only troublesome for recipient
governments but also for students and teachers as well" (p4).
From the perspective of this author, not to engage in such a blended mix of the
educational and vocational would be to provide a disservice to the students and the
recipients of their care.

The programme that was the focus of this evaluation has such a blended approach. It
utilises face-to-face interaction and field simulations as an integral component of the
student experience at a yearly Summer School, while using the Virtual Learning
Environment (VLB) WebCT to deliver content and facilitate communication at other
times, thus ensuring that distance education student cohorts can study anywhere in the
world and, more importantly, interact with fellow students and academic staff in
synchronous and asynchronous modes. Additionally, students are supported in this
mandatory field placement component of the programme, whereby they deploy to a
developing world or disaster area for a period of up to 12 weeks as a team member
with a chosen health delivery organisation.

Field placement as a learning tool

The aim of the majority of students who enrol on this programme is to become a field
professional. It is therefore essential that a programme of education and training
preparing such professionals for the field actually has a component of the study based
in a field setting.
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This is even more of a priority in this arena as many NGOs require field experience
before accepting applications. As Birch and Miller point out, this is often a "Catch
22" (2006, p2) situation, whereby one cannot gain a position without field experience
and one cannot gain field experience without a position.
As students undertaking this programme must undertake a mandatory field placement
of 12 weeks this gives them the essential field experience required and also allows
them the opportunity to gain data from the field in the form of an evaluation of the
project within which they were engaged. This fits in with The Sphere Project's
common standard number six, whereby "There is a systematic and impartial
examination of humanitarian action intended to draw lessons to improve
practice and policy and enhance accountability" (2004, p39).
Equally these evaluations must be needs led (that is, the needs of the affected
population), culturally sensitive and, in terms of recommendations, achievable. In
more complex scenarios, where affected populations may differ from host populations
(in the case of refugees for example), both communities must be consulted because
their needs may well differ. It is not unusual, for example, to see a refugee population
getting better nutritional support than a host nation population because of international
intervention to support the refugees, while a host nation struggles to support its own
population. Clearly, there are complex ethical considerations for the deployed student
to consider over and above supporting the population they have responsibility for and
often playing their part in maintaining both self and the international group they are
deployed with.
Having undertaken three simulation events at three successive Summer Schools
during the course of their studies, it was felt that students were as prepared as possible
for their field placement phase.
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In year one, they had undertaken a survival exercise, during which they had to
navigate across country, meeting a number of trials along the way that would
challenge not only their personal endurance but also their role within a group.
In year two, students provide the manning for a deployed healthcare facility that must
provide primary healthcare and high level first aid to the affected population within
the scenario, and in year three, students constitute the management team of the
deployed facility. This incremental approach is considered to be an effective method
of developing students both as individuals and indeed as team players, both attributes
being essential to successful employment in the field. As individuals they clearly
have a responsibility to be able to look after themselves in the field and not become a
burden on the team they are deployed with. This view is supported by Cutts and
Dingle who, when talking about security, maintain that "Security is everyone's
problem, and this applies to staying physically and mentally healthy" (1998, p41).
Equally there is a need to maintain a perspective and a realisation of what is
achievable with the resource available and the timeframe within which a given
individual is deployed. This principle is highlighted by Palmer when he emphasises
the importance of "...maintaining a sense of proportion from your knowledge of
the overall aims and performance of your NGO and your role and position
within the effort" (2002, pi64). Again this highlights the importance of setting
targets and goals that are not only achievable but more importantly sustainable.

Ethical considerations
In respect of this study no attempt was made at maintaining anonymity in terms of
response to the questionnaire. Responses were individual and shared only with me as
the investigator.
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Anonymising responses was not felt necessary, because we had been working in a
collegiate and mutually supporting fashion for over two and a half years by this stage
and had a measure of respect and acknowledgement of each others' expertise.
Indeed, there was also a deeper and shared feeling between myself and the
respondents of having entered into a group of professionals who have met some of the
most demanding challenges in the delivery of healthcare and achieved a great deal. In
addition to this there was also a professional approach to sharing this experience in
order to enhance the teaching and learning opportunities for future cohorts of staff and
students.

Sixteen of the questionnaire recipients responded, and this response was

taken as an acceptance of entry into the process.

Assurances of anonymity and

confidentiality were given with respect to any publications that may come out of the
findings of the study.

This was of course essential, as it shows respect for the

individuals concerned, and further engendered trust and openness in responses to the
questionnaire.
The questionnaire was distributed via email, which ensured that it was distributed to
each student individually and returned to one email address. Thus there was no group
or shared activity involved and this again ensured that open and forthright responses
were encouraged and given, acknowledging the integrity of each party. McHaffie
warns us that "...every individual brings some personal history to an enquiry"
(2000, p54). In this instance it was exactly that personal history that was required; the
detailed experiences, feelings and frustrations that students were faced with while on
placement; the information that would inform the future development of the
curriculum and importantly the teaching and learning methods.
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As in project two, The International Council of Nurses' (ICN) ethical guidelines
(ICN, 2003) were of value in informing the process. The six ethical principles are
aimed at guiding best practice. In turn they are:
1. Beneficence: whereby the study should be of benefit to the individual and
potentially to society at large.

Clearly this study was aimed at gaining detailed

information about the field placement and its role in the preparation of individuals for
meeting the challenges of delivering high quality healthcare in demanding
environments and making appropriate adjustments to the learning experience where
necessary in order to enhance the potential impact on affected populations at risk.
2. Non-maleficence: that principle whereby no harm shall come to the participant.
Within this study it was emphasised that students' points of view were actively
encouraged in a manner that acknowledged their professional expertise and
experience. Unlike project two, anonymity was not guaranteed within the study.
Rather it was guaranteed with respect to any subsequent placing of the data in the
public domain.

This approach, as stated above, recognised a collegiate and

professional approach to the study by all concerned and it was gratifying to see that 16
of the potential respondents did in fact engage with the process.
3. Fidelity or the building of trust: As stated above both the respondents and I had
been working together for over two and a half years at the time of the study.
Although it is accepted that there were professional boundaries, these were not
considered a hindrance to the study. I certainly felt that there was a level of trust
commensurate with there being honest, constructive and frank data being generated.
Indeed, this is strengthened by Parahoo's assertion that studies of this nature allow
"...the opportunities for sharing confidences" (2006, pi 13).

Clearly, within a

mutually supportive group with shared experiences of difficult and demanding
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circumstances, the potential and willingness to share such experiences and
confidences would be expected to be enhanced.
4. Justice: that element of fairness in the manner in which participants are treated.
The views of all respondents were highly significant as they represented the reality of
the lived experience of the field placement. With this in mind, each and every
contribution was treated with equal vigour in terms of identifying important data and
generating curriculum developments as a consequence of the findings.
5. Veracity or the importance of the honesty, credibility and trustworthiness of
the researchers: Again, the respondents and I had known each other for a long time,
as explained above, and it was felt that there was in fact an acknowledgment that they
were engaging in an activity whereby they would be able to contribute to the
development of teaching and educational strategies for the enhancement of Disaster
Healthcare education.

The confidentiality of the responses within the aims of

informing the wider academic and field based audiences was crucial to the success of
this study and students, while honest and open, were assured of the fact that they
would not be identified in the subsequent entering of the findings into the public
domain. In this sense I obtained what Stringer (2004) calls "permissions", whereby
participants acknowledge and accept the integrity of the study and its aims.
6. Validity: The standard module evaluation tool was clearly not comprehensive
enough to gain the detailed information that was required at this stage in the evolution
of the programme. Rather, a more comprehensive, detailed and purposeful means of
collecting the information was needed.

While the numbers involved were not

necessarily large, they represented the total number of students who had undertaken
the placement component of the programme to date (that is at the time of the study).
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Given that the students' experiences were wide and varied in terms of geography, role
and responsibility,
I felt that they were representative and therefore it would be possible to generate an
adequate amount of data to inform future developments, which was of course at the
core of undertaking the study in the first place.

Table 27 gives a breakdown of placement countries and it can be clearly seen that
there is a vast amount of potential experience gained, while it should be noted that
some participants undertook multiple deployments.

Further, given that I had

personally deployed to a number of these areas, I was in a position to cross reference
responses with this personal field experience.
Table 27: Countries where Placements took place
Sierra Leone
Bosnia
Croatia
Sudan
Uganda
East Timor
Tanzania
Thailand
New Orleans
South Africa
Kenya
Somalia
Liberia

Angola
Serbia
Kosovo
Afghanistan
Iraq
Mozambique
Banda Ache
Pakistan
Rwanda
Cambodia
Zambia
Ethiopia
Chile

In constructing the questionnaire I raised a number of open questions that I felt
needed to be addressed, and I offered the document for peers' review. Following this
process changes were made prior to distribution to the participant group. This gave
the work an element of content validity in that it was felt that the questions
"...adequately represented the phenomenon being studied" (Parahoo, 2006,
p304).
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In addition, it must be remembered that what was being produced was in effect
consistent with oral history accounts of the lived experience of the respondents. With
this in mind it is important to recognise the proposition of "...inconsistency of
memory" (Roberts, 2003, p!05).

While recognising this potential confounding

factor, it is also vital to recognise that the lived experience of the respondents is their
reality and as such it must be respected and accepted. What was produced as a
consequence of this study was in fact a series of narratives (albeit in written form); the
students were of course well versed in this form of communication because for the
previous two and a half years they had being doing just this within the VLB while
undertaking their studies on-line. With this in mind it is worth noting the observation
of Josselson that "Narrative is the representation of process, of a self conversation
with itself and with its world over time. Narratives are not records of facts, of
how things actually were, but of a meaning-making system that makes sense out
of the chaotic mass of perceptions and experiences of life" (1995, p33). Clearly,
these meanings and perceptions were of vital importance in gathering together the
experience of the study group and acknowledging that their experiences were unique
to self but could still be powerful in informing the knowledge base of the field of
Disaster Healthcare. What is critical from a methodological standpoint is that these
phenomena are recognised and acknowledged and, as Roberts asserts, within this
recognition "...add to the sophistication of the field rather than becoming a
source of destructive opposition" (ibid, pi73).
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Throughout the project the overarching question remained "had the programme of
study and its mixed methodology met the needs of the students so engaged in
their preparation for field placement and what were the lessons learned from the
placement that the curriculum could benefit from?" Clearly, the study was aimed
at gaining information that would augment, enhance and strengthen the student
experience in preparation for the field placement. Again, as in project two, I adopted
an approach that was based on pragmatism.

As explained there, it allows for the relative freedom to undertake what Tashakkori
and Teddie advocate, "...study what interests and is of value to you, study it in the
different ways that you deem appropriate, and use the results in ways that can
bring about positive consequences within your value system" (1998, p30). They
further emphasise that this approach "...presents a very practical and applied
research philosophy" (ibid, p30). This type of thinking matched the aspirations of
the study in that I aimed to adopt a very pragmatic approach in identifying critical
areas within the information generated which would then inform further curriculum
developments and communication strategies in the enhancement of this programme of
study and, importantly, engage graduates in future developments.
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Gathering data
Building a picture, engaging with respondents
Of the potential eighteen respondents at the time of the project, sixteen responded. Of
these, two were male and the remainder female.

This it was felt was highly

representative of the group at this point in the evolution of the programme. Although
it is acknowledged that this is a difficult point because the study was limited to the
population who had undertaken the placement component of the course of study and
was not designed to be representative of a wider population group. A breakdown of
the study group by nationality can be found in Table 28. All were nurses with
backgrounds ranging from acute and emergency care through to mental and public
health specialisms.

Table 28: The study group by nationality
English
Finnish
German
Portuguese
Swedish
Irish

3
7
1
1
2
2

As one would expect in such an eclectic group of professionals many were polyglots
and a number had previous field experience which enabled a comparison on their
behalf of previous preparatory programmes with this MSc. All had completed three
Summer Schools and, as a consequence, three field simulation exercises prior to
deploying on their field placement.
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Analysing the information
A thematic analysis of the data collected was undertaken and the material ordered into
these themes for further exploration.

This process went through a number of

refinements and could be likened to the process described by Stringer whereby
information is isolated into "...features and elements of experience" (2004, pi 13)
from which "units of meaning" (ibid, pi 13) evolve; these units of meaning could be
single words, short phrases or sentences. From this initial process information is then
categorised into more focused areas of interest to the investigator and following
further analysis, themes can be identified whereby related issues are compiled within
a thematic framework. This search for what Morse and Field call "...common
threads" (1996, pi 14) may seem obvious to the reader when following the text
below, but it must be remembered that this is a process within which the instigator of
the study must take considerable time to reflect on and contemplate the data. This is
especially so if the material being worked with does not immediately produce obvious
themes with which to proceed. In this case, the fact that many of the respondents
were not primary English speakers meant that the process took on a greater
significance and further highlighted the crucial importance of Stringer's "...member
checking process" (2004, pi04) in the overall procedure. As explained above, the
underpinning ethos of this study was one of collegiate and collaborative working,
coupled with mutual respect in a professional assessment of the factors that were of
importance to the deployed student on the placement component of the course of
study.
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Choice of placement and NGO
Students are encouraged to engage with an NGO from the outset. This will enable
them to understand the focus, ethos, methods and areas of interest that impact on the
work of their chosen organisation.
Additionally, it allows students to become integrated and participate in activities that
have both currency and relevance to their studies. For many students their placement
was to be their first exposure to healthcare provision in the most demanding of
circumstances, making it all the more relevant that they have experience of operating
with their NGO at the home base prior to deploying. For some more experienced
students the placement was a continuation of their professional career as an NGO
employee, although the rigours of academic pursuit were an additional pressure. One
student stated,

"I chose the placement because I have worked in the same project in the same
country for the past three years"
As stated above, some respondents had a wealth of field experience and this was the
case here. This student had been engaged in a development project working with
emergency services in Kabul, Afghanistan.

In this type of development work

continuity is critical and can at times mean the difference between success and failure
of a given project. In this case, the continuity of workforce practices within the NGO
that this student was working for meant that the project met with success tempered by
the ability to maintain and sustain the in-country employees and the material involved.
Another respondent stated that,

"I chose the placement because the NGO was prepared to take me at
short notice with little experience in relief work"
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This is an important observation, because up until recently, as Birch and Miller
explain "...most agencies require at least two years experience" (2006, p2). The
significance of the observation is twofold. In the early years of the programme of
study NGOs, while positive about the development, still insisted on this arbitrary
figure of two years' field experience, regardless of the fact that students would be
prepared by undertaking not only the academic component of the programme but
crucially the three field simulation exercises that are mandatory and must be
completed prior to placement. This employing NGO, referred to by the student in the
statement above, was in fact Emergency, an Italian based NGO, who took a far more
pragmatic view in taking on professionally qualified post-graduate students and
placing them primarily in Afghanistan and Sierra Leone. It must also be recognised
that the health services of the nations from which students come, their national
military organisations and NGOs are all competing for the same professionals in order
to fill their ranks and provide essential healthcare services. So, while NGOs may still
be reluctant to take what they see as novice professionals in terms of international
experience, it is felt that this NGO at least has acknowledged the high level of
preparation undertaken by students on this programme of study and acted accordingly.
Indeed, at the time of writing (2007) this NGO is the major partner in terms of the
placement component of the programme of study.
Another student emphasised that while NGOs offer projects, there is no obligation to
accept those particular projects and that there was an opportunity to inform the NGO
of preferences for both countries and projects. Students deployed to many of the
world's most troubled and needy areas, as can be seen in Table 2 above. Many of the
students were polyglots and, as a result, verbal communication was not seen as a
significant barrier to placement.
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This was the case even when communication was to take place through an interpreter,
as the multi-lingual personnel were very confident and culturally aware. It should be
remembered that the issue of interpreters can be an emotive one.
As Palmer points out, while you do not have to understand the language of the
country within which you are working it is "...essential to have good interpreters
and that working with interpreters can be very difficult and stressful" (2002,
p!62). When discussing interpreters it is essential to distinguish the difference
between an interpreter who not only interprets language and spoken word but also the
non-verbal and other signals of sophisticated communication, whereas a translator is
engaged in merely translating the spoken or written word; a critical and necessary
distinction if effective communication is to be engaged in. Blunden and MacFarlane
further emphasise the need for care when engaging interpreters because
"...interpreters may put things their own way and that the other party although
working through an interpreter may understand varying amounts of English"
(2002, p!43); crucial points in a complex communication scenario and ones that are
addressed within the field simulations undertaken by students prior to deployment.
For some, however, familiarity with the language spoken in their placement country
was a deciding factor, particularly if they were intending to gather qualitative data.
This was the case of a student who deployed to the troubled area of East Timor, where
familiarity with the language not only had the benefit of the student being able to talk
directly with in-country colleagues, but also had the added benefit of assuring a
measure of added security, as this individual was not readily identified as being an
international healthcare worker. This is a view supported by Cutts and Dingle, who
state that "...moving around in areas of conflict without being able to
communicate with local people can increase the security risk" (1998, p28).
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In addition, the employing agency did not have to engage an interpreter, which may
have been at considerable cost, and there was no need for protocols and procedures to
be translated.
One prevailing theme throughout the study was the need to be flexible, as this will
ensure a greater range of options for placements.

As an example, one student

deployed as a nurse to a Congolese refugee camp, but also took on the role of
pharmacy manager for the duration of her three month stay and was very positive
about the experience as a whole, highlighting this as a development opportunity that
she would not have otherwise had. This experience in turn would seem to support the
assertions of Donaldson (2003) and Thomas (2001) above when they talk in such
supportive terms about the positive benefits to the service within the home country as
a dkect result of healthcare professionals undertaking extended and expanded roles
when on international placements.

Pre-deployment preparation
The students undertaking the MSc Disaster Relief Healthcare have the benefit of
engaging in three 5 day field simulation exercises over the period of their studies and
this was seen as extremely beneficial in their preparation for eventual placement.
This of course is in addition to the theoretical components of the award undertaken
within the VLB. Most students reported very good preparation offered by the NGOs
they deployed with, although some stated that as they deployed at very short notice it
was impossible to undertake the preparatory courses offered. This highlights the
importance of the Summer School field simulations for these students.
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Of course what we are engaged in here is the mix of the academic and the practical or
the theoretical and the vocational, which Hamdi (1996) so forcefully argue for in the
development of programmes of study and preparation for the work in question. The
dilemma is put into perspective by Schon (1984) in a lengthy quote, but one worth
evaluating here:
"In the geography of professional practice, there is a very dry, high
ground where you can practise the techniques and use the theories on
which you got your PhD. Down below, there is a swamp where the real
problems lie. The difficulty is to decide whether to stay on the high
ground, where you can be rigorous but deal with problems of lesser
importance, or go down into the swamp to work on problems you really
care about but in a way you see as hopelessly unrigorous. It is the
dilemma of rigour or relevance. You cannot have both, and the way in
which people choose between them sets the course of their professional
lives. One consequence is that professionals who stick to the high ground
become not only separate from practice, but increasingly divergent from
it".
Clearly, the purpose of this programme of study is to maintain the convergence on
practice while also recognising the critical importance of engaging in rigorous
appraisal of the effective linking of the academic with the very necessary vocational
for healthcare professionals engaged within this field.
One student stated that,
"I was very well prepared as I knew the country as I had worked there
previously, this was a great help as I also knew the security situation and
the personal healthcare requirements"
Security and healthcare requirements were themes picked up by others who responded
to the evaluation,
"Everybody has to participate in a two week induction course to get
information about the organisation and information about the country,
projects, climate, security, vaccinations etc"

It was considered essential that this information was given in a timely fashion in order
that appropriate prophylaxis was in place if required i.e. yellow fever, malaria.
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The issue of in-country security cannot be overemphasised and in this case the
respondent undertook the subject course and found it very beneficial. Indeed, as Ryan
and Lumley (2000) and Sheik et al (2000) remind us, the recognised insignia of the
Red Cross and NGO players in the field no longer offer protection from harm and can
at times be the focus of deliberate targeting by belligerent factions within the country
of operations. Further, Haggman and Kernohan (2002) offer deeper insight into the
crucial issues within the realm of security.

In their study they reported that a

significant number of their respondents reported violence related to conflict within the
deployment being investigated; their respondents further reported issues such as civil
unrest, widespread criminality, danger from landmines, curfew breaking, drunk and
violent soldiers and the risk of road traffic accidents as areas of concern. This study
also found that a majority of the respondents felt adequately briefed in respect of the
security situation that they would be facing.
For those deploying at relatively short notice, they would have had information on
these important areas during their theoretical studies while undertaking the MSc; for
instance, there is a very comprehensive module on Public Health and Nutrition which
addresses these subject areas. Visits to the headquarters of the employing NGO were
considered very important, as the students saw this as seeing at first hand the "face"
or "shop window" of the organisation. The pre-deployment medical examination was
seen as mandatory in order to ascertain two things, firstly whether there was any
current medical problem that would discount the candidate from deploying at that
time and secondly to have a base line from which to assess post deployment health
status should a problem arise as a consequence of the placement. Other areas that
were considered highly important and are emphasised by Mannion et al (2002) are
insurance, passport and visa requirements.
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These are crucially important in order that evacuation can be facilitated in case of
injury and, of course, the ability to function professionally and effectively could be
hampered if the correct passport and visa applications are not in place.

There are, of course, other perhaps more sensitive areas of preparation that need to be
addressed by the deploying healthcare professionals and are certainly explored in
detail within the Summer School simulations.

Ryan and Lumley emphasise the

importance of preparation in order that when deployed the individual "...does not
become a casualty themselves and become a burden on already overburdened
comrades" (2002, p9). They further emphasise the need to address the potentially
emotive issues of "...wills and bills" (ibid, p9). Green emphasises the need for
awareness in terms of security by reminding us that "Economic dislocation can be a
recipe for banditry" and that "Regrettably, being there to help does not
necessarily afford any protection at all. Medical aid workers will have things that
other people want: transportation, money and food" (2002, pi51). Clearly, these
areas must be addressed and can create a true reality check for the deploying
healthcare professional. This is certainly the case in this author's experience of a
number of deployments of differing levels of significance in terms of personal risk.

Experiences that had a significant impact on you
All of the respondents spoke of their respect for the local people involved in their
projects and spoke of the sacrifice and hardship suffered for protracted periods of time
in order to deliver healthcare.

"I was personally very impressed by the motivation of the people
involved, they worked very long hours with limited resources"
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Of course it is essential to engage with the affected communities as soon as it is
practicable.
However, there are issues that need to be considered before doing so. If a disaster
affected population has crossed a border, be it a national one or even an ethnic or
tribal one, there may be the potential for conflict between the population that has been
forced to move and the indigenous population. This will pose many questions for the
co-ordinator of the relief effort. As MSF point out, the question of employment
"...depends on the actual job to be undertaken and the local context" (1997,
p210). Clearly, it will be preferable to engage the affected population in culturally
sensitive work, for example, having a local birthing attendant present at births, but
there may not be enough qualified members of the population to undertake more
complex activities and so personnel outside of the affected communities must be
engaged. Even now this is not so simple, as there may be ethnic and tribal tensions
that will impact on the proposed work streams. Again, the MSF experience of pregenocide Rwanda offers insight into the potential dilemma here, whereby the initial
trawl for indigenous personnel to fill essential support roles in the refugee camps was
undertaken and employment offered according to qualification. This of course on the
face of it seems perfectly logical and sensible. However, the dilemma then faced by
MSF was that "...75% of them belonged to the Tutsi group who represented only
15% of the population" (1997, p211). This clearly highlights the need for cultural as
well as professional awareness when engaged in such developments.
Another student highlighted the hardship experienced,

"the way the national staff very often handling difficult situations in war
torn countries and how they try to provide care for the sick without
material or no payment for a long period of time"
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Clearly, this experience had a profound impact on the individual concerned. The
nature of care and culture within this context can be highly challenging for students
coming to a field placement for the first time.
This dilemma is highlighted further by Noormahomed and Cliff when describing the
devastating impact of war on the health provision in Mozambique between 1980 and
1992. They describe the deliberate targeting and destruction of health provision
because they were a "...visible sign of government success in the rural areas"
(2001, p223).
Others highlighted that they learnt a lot professionally, in particular, management,
assertiveness and seeing the "bigger picture". The importance of developing trust
and good communication systems was seen as critical to a successful deployment.
Indeed the importance of sound communication is further emphasised by Medecins
Sans Frontiers highlighting coordination and, within this, communication as one of
the top ten priorities in emergency situations and state that, "...without proper
coordination, any relief programme will rapidly become disastrous" (1997,
p223). The Sphere Project also places a great deal of emphasis on the need for co
ordination and highlights the need for representation of all groups involved "...in
order to ensure that programmes (of aid) are equitable and effective" (2004,
p28). Communication and transparency are two other areas of high importance in The
Sphere Project, whereby they reckon that "...the sharing of information and
knowledge among those involved is fundamental to achieving a better
understanding of the problem and to providing co-ordinated assistance", (ibid,
p29). Again, this communication strategy must be able to allow access of information
to all involved and importantly give voice to those who may feel the most
disenfranchised by events that they have had no control over.
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At a practical level it may be that elected members from each group are engaged and
are then tasked to cascade the information (in a two way process) to and from the
affected population.
Of course it may well be that this effort falls to non-elected but just as important
(perhaps more important) tribal hierarchical systems which must be respected. Local
capacity is also seen as critical to Sphere whereby the response should be aimed at the
"...reinforcement of people's sense of hope and dignity in times of crisis" (ibid,
p29). As stated above this must be achieved in a manner that is both culturally
sensitive and built where possible on the capacity of the affected population to engage
meaningfully in the process. Another critical tenet according to Sphere is that of long
term sustainability and aid must be aimed at "...strengthening local capacities to
deal with disasters" (ibid, p29). Although it must of course be accepted to some
degree that disasters by their very nature are unpredictable and while there may be a
degree of capacity that capacity may not be sufficient to deal with the disaster. This is
particularly so where a natural disaster has a degree of conflict superimposed upon it.
Cooperation within an international team was seen as challenging and the importance
of being able to assimilate into a team and support the aspirations of the team were
seen as critical to maintaining the focus of the teams' efforts when deployed on a field
placement. That is not to say that one should not acknowledge and mitigate against
the potential factors that may impact upon the individual and the group. Stress is an
inevitable consequence of any deployment and without this acknowledgement by all
concerned then clearly there are potential hazards to relationships and working
practices if there are not the necessary plans in place to address the issue. Many
organisations now eschew the macho for the more reserved and personnel focussed
strategies that are aimed at proactively engaging with the issues.
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Down time, where all the international group eat a meal together or simply have an
after work drink (alcoholic or not), is a good common sense strategy for allowing time
and space for conversation and discussion to flow.
Hamberg-Dardel and Quick, in acknowledging the impact of stress, emphasise that
"Stress is an unavoidable reality of going on a mission.

Everything • the

environment, housing, work, colleagues, friends, the climate - is likely to be new
or different. This is normal basic stress" (2003, plOO). The challenge is clearly to
make the acknowledgement that a certain level of stress is inevitable and adopt
appropriate strategies to address it.
Students said that working with limited resources and having to adjust personal
experience to meet the challenges faced were particularly rewarding and gave
confidence in one's ability. Another student described the crucial importance of
cooperation with national, locally employed staff.

It was emphasised that by

empowering these staff to help their own people it gave ownership of the delivery of
care back to the national staff and, importantly, gave them the satisfaction of seeing
their plans come to fruition. This strategy, although not new, should be actively
encouraged and is supported by Werner (1993) who extols the virtues of
empowerment and everyone's right to healthcare.

Differences between healthcare provision at home and on placement
All of the students who responded to the evaluation referred to the very basic nature
of provision and often a lack of resources that would be considered unacceptable in a
western context. They found difficulty in making comparisons because the provision
was "so different" and, as such, students found it almost impossible to quantify. One
student highlighted the need for expatriate staff to,
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"be more flexible when using equipment as the quantity is often not
sufficient enough nor is it always possible to receive re-supply in time"
Clearly, this statement is referring to sustainability in the delivery of healthcare and
the fact that limited resource needs to be managed effectively and efficiently while
always being cognisant of the tenuous nature of resupply; it should also be
remembered that this experience of managing scarce resource can be of immense
benefit when returning to the home nation, particularly if the person concerned finds
themselves involved in a mass casualty event. Phillips and Knebel highlight this very
issue and suggest that "...in the light of a catastrophic mass casualty event there
likely will be scarcities and mismatches regarding personnel, transport capacity
and destination availabilities for patient treatment" (2006, p45). It is argued here
that a person with the sort of international experience being described will have
brought back to their home country the sort of skills described above, whereby they
are able to problem solve and multi-task with scarce resource to a high degree in the
search for positive solutions and outcomes to problems in a timely fashion.
The work was deemed very demanding, with a higher level of responsibility when
compared to work in a western context; very often there were no other expatriate
healthcare workers with whom to examine problems and discuss possible solutions.
One student was very clear about the problems of comparison of healthcare systems,
"While working in these two different settings for long periods it is better
not to compare, this means that while working in Europe one has to
accept the high tech nature of healthcare and while working in a disaster
area limited resources must be accepted. If this is not accepted then it is
not possible to work in the two different areas and one must be given up"
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This student is clearly indicating that healthcare workers on placement in disaster or
developing world areas must accept that the differences may at this point in time be
insurmountable. This of course does not mean that we must not try to move forward
but rather that we must accept that we cannot at this time expect to deliver high cost,
highly technical healthcare where there is no infrastructure to support such
interventions.

It is therefore critically important that initiatives such as the

Millennium Goals (UNFPA, 2003) agreed by 189 countries are supported to the
fullest in order to give ownership, health and most importantly sustainability to those
in most need globally.

Role diversity and skill transfer
Students found that additional tasks fell to the expatriate, international healthcare
workers and included things such as; monitoring budgets, supervision of staff, health
education and dealing with disciplinary issues such as theft and discipline. It was
emphasised that, in some cultures, taking things that were needed either by the
individual or the family unit was not always considered theft. One student who
undertook a placement in Afghanistan found her health education role extremely
rewarding, stating,

"what has been excellent in Afghanistan was the health education role
which is seen as part of primary health care and is given regularly either
to individuals, or in groups with mothers and children or to whole
communities in disaster preparation"
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The benefits of such experience have been discussed to some degree above. The
benefits are further supported by Banatvala and Macklow-Smith (1997) who again
emphasise that "...those returning from overseas confirm the benefit of their
experience and consider the time valuable in terms of professional development
as well as of benefit to the NHS" and also that "Overseas development
programmes place considerable emphasis on the principles of change
management, community participation, health education and the holistic
approach to health. Developing skills in these areas will serve the NHS well".
Banatvala and Scott (2001), however, confirm that "International agencies will need
to continue to pressure the NHS to appreciate that the United Kingdom's health
cannot be seen independently of the global community".
Another student highlighted the potential problems with short placements of up six
months duration,

"it is not good that every new expatriate tries to implement experiences
from a western healthcare workplace"
This clearly indicates the risks involved with over zealous expatriates who, while well
meaning, may well bring high expectation without a supporting infrastructure. The
same student also emphasised the importance of training national staff to make the
most of resources, both material and human, in order to deliver the highest possible
healthcare within context. It should of course be remembered that in many areas there
are simply no healthcare workers at all and community based strategies such as
Essential Community-based Child Health Care (ECCHC) (Beltramello, 2002) are
critical in attempting to sustain health.
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Another crucial issue that was raised by a respondent was that of recognition by
national bodies of courses of instruction undertaken by national health workers that
have been delivered by NGO employed expatriates. This student quite rightly points
out that without such recognition the training becomes completely invalid when the
employing NGO leaves the country and new jobs or upgrading have to be applied for.

Cultural differences in healthcare expectation
Many of the countries that students undertook placements in were poor and lacked the
most fundamental resources. In many instances it was within the sphere of primary
health care that there was the most need. This meant that students with emergency or
critical care backgrounds had to negotiate steep learning curves in order to offer
appropriate levels of care. Mother and child health was another significant factor
mentioned, and is a high priority Millennium Goal (UNFPA, 2002) focus.
A number of students highlighted the fact that in many cultures there is a deep belief
in traditional medicine "and very often patients use both". Patients may arrive at the
healthcare facility very late. If they die there, it is often felt that it is the western
medicine that has killed them and there is the inevitable conflict of confidence. One
student pointed out that,

"provided they do not do harm the traditional medicine should be
accepted otherwise the local population may not accept the work of the
organisation"
Other areas highlighted included the need for agreement to treatment by a second or
third party such as a husband or elder. In the case of blood transfusion, this was
particularly relevant for one student.
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Action: Evolving curriculum design
Students undertaking the educational programme described have shown that they
faced enormous challenges when deploying on field placement. The overarching
issue of cultural understanding cannot be emphasised enough.

In sharing this

experience they have shown that they met the challenges of cultural diversity,
delivering healthcare in the most demanding of circumstances and have seen how the
experience has enlightened their clinical practice at home. They have acknowledged
the critical importance of working with people and not being prescriptive in their
attitudes and views regarding traditional thinking and have shown that a partnership
approach is far more preferable to a paternalistic one if the hoped for results of
empowerment and sustainability are to be not just an aspiration but achievable.
From a curriculum planning point of view this study has informed not only the
teaching strands within the academic component of the Summer School, and its
subsequent VLB supported discussions, it has offered a great deal of insight into the
evolution of the field simulations and the areas of activity that are critical in the
preparation of professionally qualified students for work in the field.

While

recognising and acknowledging personal professional expertise, it is essential that
actors in the field are fully conversant with the realities of the field in terms of
security of both self and the team, cultural awareness and appropriate actions in
maintaining communication networks. The issue of qualification for role amongst
indigenous populations may not be the sole criteria to be judged and ethnicity may at
times be more critical to maintaining good order.
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Communicating the findings; emphasising the approach
Publications
In Deeny et al (2002) we were invited to co-author a chapter in a hitherto unpublished
book on disaster nursing. We explored the impact of disasters on a global scale and
the need for care delivery at individual and community level worldwide. In addition
we advocated for the blended approach discussed within this and preceding projects
and the need for those delivering care to have the requisite knowledge and skill to
work with disparate cultures and within international groups. We addressed specific
areas of essential skill needed when deploying to disaster areas, such as
communication, transport and establishing the priorities of the affected populations.
In the Second Edition (2007) we revisited the first edition and made some significant
changes. In particular we emphasised the paradigm shift wherein NGO actors in the
field were now engaging more with Private Military Companies (PMCs) for the
provision of security and logistics, and we revised a section that explored the scale of
disasters worldwide.
In Davies and Higginson (2005) we were invited to contribute a paper to a Special
Edition of the Nursing Clinics of North America. We explored a number of areas that
are of fundamental importance to those deploying to disasters. We explored the
relationship between man and his environment and the significant scale of impact in
human terms of natural disasters. We then went further and explored how people
contribute to disasters in relation to civil disorder, failure of governments and states
and the impact of climate on at risk populations.
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We examined the United Nations responsibilities for refugees and internally displaced
persons (IDPs). We gave as an example the case of Ethiopia, where the WHO
estimated that some 15 million Ethiopians would die in the years 2003-2004 from a
malaria epidemic because the country simply could not cope with the healthcare
demands and the internal civil unrest that was occurring simultaneously.

We then

examined the emerging international collaborative efforts that were attempting to
bring order to responses in the field and also co-ordinate scarce resource. The Sphere
Project was given as an example of such collaborative effort. We concluded by
reminding the reader that disasters were multi-faceted phenomena, more than simply a
flood or a famine, and also wrote of the disproportionate affects on developing world
communities once a disaster has struck.
In Davies (2006) I described the significant findings of this study. A number of areas
were discussed and are described in detail above.

Conference paper presentations
On the 18th May 2005, having had an abstract accepted, I presented findings of this
study to the World Association of Disaster and Emergency Medicine's 14th World
Congress in Edinburgh. Building on the stated aim of the placement component of
the MSc Disaster Healthcare, namely "...to provide students with direct experience
of working and living in a disaster zone in order to facilitate synthesis of knowledge
and skills gained in earlier modules of study", I explained that students reported that
new skills learnt while on placement were in fact transferable to their workplace on
return and that the experience had informed their professional development in the
realms of value of teamwork, conflict resolution and communication.
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In late May of 2005, having had an abstract accepted, I presented the findings of this
study at the International Council of Nurses Quadrennial Congress in Taiwan. I
outlined the very real need for preparation that was reported by the respondents to the
study and the positive nature of the responses to the blended approach used by the
curriculum delivery staff, in particular the need for simulation and field based training
prior to deployment on placement.

I was able to emphasise the relationship between differing modalities of healthcare
delivery as reported by the respondents and again advocate the blended approach that
the MSc Disaster Healthcare utilises as one that those who have undertaken the
programme felt was very appropriate to their needs.
In August 2005 I facilitated a conference entitled Disasters: A multi-agency
responsibility. In addition I presented a poster entitled "The Realities of Conflict".
This was developed from both my own experience of the delivery of healthcare in a
complex and challenging environment, and of exploring the relevant literature on the
subject. Within the constraints of the poster I was able to explore the impact of some
issues of clinical relevance as well as the importance of self discipline and self
awareness.
In October of 2005 I co-presented an invited paper to the RCN Wales Annual
Conference with the theme of patient and public involvement: the military
perspective. Within my component of the paper I was able to explain the realities of
operating within an environment of conflict and the complexities of care delivery
therein.
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I explored the dichotomy of delivering (and being resourced for) healthcare to a given
military service population at risk, and providing emergency life and limb saving
healthcare to affected civilians and protagonists.

Having had an abstract accepted in May 2007 I presented a poster at the International
Council of Nurses conference in Yokohama, Japan. The poster covered the general
aims of the MSc Disaster Healthcare and highlighted the challenges of the placement
therein.
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CENTRAL CHANCERY OF THE ORDERS OF KNIGHTHOOD
S T JAMES'S PALACE, SW1A 1BH
TELEPHONE - 0171-930 4832
FAX- 0171-839 2983

13th August 1997

INVESTITURE MP
Sir,

I am commanded to inform you that an Investiture will be held at Buckingham Palace on
Thursday, 9th October 1997 at which your attendance is requested.
You are to arrive at the Palace between the hours of 10.00 and 10.30 a.m. Late arrival may
result in your missing the Investiture on this date. This letter should be shown on entering the
gates of the Palace, and at the Grand Entrance, as no other card of admission is issued to
recipients. Cars may be parked in the Quadrangle of the Palace under police direction. A Car Park
Label is enclosed.
You are permitted to bring with you THREE guests to watch the Ceremony. In NO
circumstances will this number be increased. Tickets for them may be obtained by making
application on the form enclosed herewith which should be returned to me as soon as possible.
It is possible for Service Personnel who are serving overseas to receive their insignia from
Her Majesty's Representative in the country where they are stationed. Those who would prefer this
option should inform this office within seven days.
DRESS

(a) Serving and Retired Military Personnel should refer to the attached instructions
regarding Dress.
(b) It is usual for civilians and guests to wear Day Dress, Morning Dress or Lounge Suit.
(c) Civilians may, if they so desire wear the uniform of the Civil Organisation or Service to
which they belong; in this case they are reminded that the ribbon of the Order they are to receive
should be worn from the date of publication and at their Investiture together with any other ribbons
to which they are entitled; otherwise they should wear Morning Dress or Lounge Suit. Orders,
Decorations and Medals should not be worn.
I am, Sir,
Your obedient servant,

Major Kevin Davies, RRC
Queen Alexandra's Royal Army Nursing Corps,

Brigadier DAK Biggart QBE
Director of Reserve Forces and Cadets
MINISTRY OF DEFENCE
Room 6/38, Metropole Building, Northumberland Avenue, London WC2IM 5BL
Telephone (Direct dialling) 0171 218 5702
(Exchange) 0171 218 9000
(Fax) 0171 218 5612

Major K Davies RRC
Nursing Officer/Training Officer
23 Parachute Field Ambulance
Rhine Barracks
Aldershot
Hampshire GU11 2AX

(6 June 1997

It was with great delight that I saw your name included in the recent
Queen's Birthday Honours List. I write now to offer my sincere
congratulations on your richly deserved award of the RRC. There will be
many who will be thrilled to see your endeavours rewarded in this
splendid way. Well done indeed!
This award reflects the outstanding service you have given in very trying
and dangerous circumstances in the Former Republic of Yugoslavia. Not
only have you devoted much time and energy to improving medical
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population of Bosnia-Herzegovina. This provides a shining example of all
that is good in the Volunteer Reserves.

Your award has been well earned and you can feel justifiably proud of
your achievement. No doubt your celebrations will continue well into the
summer as a result of this excellent news!

st-^^fi-nA^,
v^/

Mr. Brendan Egan
Mr. Stephen Wilkinson

TTHTU1
I JHLJii

Mr. Richard Worsell

To be a Member:-

For services to the British School,
Manila.
For services to English Language
Teaching and to Welfare in Madagascar.
For services to Her Majesty's
Coastguard, Birling Gap, Sussex.

Major Kevin Davies, Queen Alexandra's Royal Army Nursing Corps.

For services to
Her Majesty's Yacht BRITANNIA.

THE ROYAL VICTORIAN MEDAL (SILVER)
To be Decorated:Petty Officer Andrew King,
Royal Navy

THE QUEEN'S POLICE MEDAL
To be Becorated:Mr. lan Beckett
Assistant Chief Constable,
Surrey Police.
Detective Chief Superintendent Dorset Police.
Desmond Donohoe
THE QUEEN'S FIRE SERVICE MEDAL
To be Decorated:Divisional Officer

FOR SERVICES IN THE FORMER REPUBLIC OF
YUGOSLAVIA

THE MOST EXCELLENT ORDER OF THE BRITISH EMPIRE
To be a Commander:Military Division :Brigadier John McCoIl
To be a Member:-

Military Di vision :Major Alexander Finnen, The Parachute Regiment

FOR SERVICES IN NORTHERN IRELAND

THE MOST EXCELLENT ORDER OF THE BRITISH EMPIRE
To be a Member:-

Military Division:Major Alexander Campbell, Royal Electrical and Mechanical Engineers

SUPPLEMENT TO THE LONDON GAZETTE, HTH JUNE 1997
YEUNG Ka-sing, J.P. For voluntary public service,
Hong Kong.
Lawrence YU Kam-kee. For voluntary community
service, Hong Kong.
MINISTRY OF DEFENCE
WHITEHALL, LONDON S.W.1

14th June 1997
THE QUEEN has been graciously pleased, on the
occasion of the celebration of Her Majesty's Birthday,
to give orders for the following appointments to the
Royal Red Cross.
Royal Red Cross
ARMY
R.R.C.
To be Ordinary Members of the Royal Red Cross,
First Class:
Major Kevin DAVIES (519551), Queen Alexandra's
Royal Army Nursing Corps, Territorial Army.
Major Keith Randolph DAVY (513391), Queen
Alexandra's Royal Army Nursing Corps.
A.R.R.C.
To be an Ordinary Associate of the Royal Red Cross,
Second Class:

Q1016304 Corporal Alison Elizabeth Blyth
URQUHART, Queen Alexandra's Royal Army
Nursing Corps.

B27

John Gilbert Dickie GRIEVE, Commander,
Metropolitan Police.
Paul JOHNSON, Detective Superintendent (Retired).
Bernard James LUCKHURST, Commander,
Metropolitan Police.
Stephen David MANNION, Assistant Chief
Constable, British Transport Police.
Michael MESSINGER, Commander, Metropolitan
Police.
Chief
NEWHAM,
Mrs.
Louise,
Linda
Superintendent, Metropolitan Police.
Perry Richard NO VE, Assistant Commissioner for the
City of London Police.
Gerald Richard O'CONNELL, Assistant Chief
Constable (Designated), Lancashire Constabulary.
Alan Brace OLIVER, Assistant Chief Constable,
Northumbria Police.
John Tecwyn OWEN, Assistant Chief Constable
(Designated), North Wales Police,
lan Gerald QUINN, Commander, Metropolitan
Police.
Clive Jeremy Robert ROCHE, Assistant Chief
Constable (Designated), West Midlands Police.
Chief
WEBSTER,
Joan
Marjorie
Miss
Superintendent, Gwent Constabulary.
SCOTLAND
Charles Austin MILNE, Deputy Commandant,
Scottish Police College.
John Douglas WELSH, M.B.E., Assistant Chief
Constable, Strathdyde Police.

NORTHERN IRELAND
ROYAL Am FORCE
Felix Gabriel DUFFY, Superintendent, Royal Ulster
R.R.C.
Constabulary.
To be an Ordinary Member of the Royal Red Cross, Daniel Blab WALLACE, Deputy Chief Constable,
First Class:
Royal Ulster Constabulary.
Wing Commander Anne Marie WELFORD
CHANNEL ISLANDS
(0408545L), Princess Mary's Royal Air Force
Nursing Service.
Geoffrey William DENNING, Superintendent,
Guernsey.
CENTRAL CHANCERY OF
THE ORDERS OF KNK3HTHOOD
ST. JAMES'S PALACE, LONDON S.W.I

14th June 1997
THE QUEEN has been graciously pleased, on the
occasion of the Celebration of Her Majesty's Birthday,
to approve the award of The Queen's Police Medal for
Distinguished Service to the undermentioned:

OVERSEAS

Michael Brian DOWIE, Chief Superintendent, Royal
Hong Kong Police.
Spencer FOO Tsun-kong, Chief Superintendent,
Royal Hong Kong Police.
Gordon FUNG Siu-yuen, Chief Superintendent,
Royal Hong Kong Police.
Peter Ernest HALL1DAY, Chief Superintendent,
Queen's Police Medal
Royal Hong Kong Police.
Q.P.M,
Michael William HORNER, Chief Superintendent,
ENGLAND AND WALES
Royal Hong Kong Police.
Ming-kwai, Assistant Commissioner of Police,
LEE
Chief
lan Christopher BECKETT, Assistant
Royal Hong Kong Police.
Constable (Designated), Surrey Police.
Desmond John Michael DONOHOE, Detective Chief Eric LEUNG Chi-bua, Chief Superintendent, Royal
Hong Kong Police.
Superintendent, Dorset Polioe.
Wai-kit, Chief Superintendent, Royal Hong
NG
George Alan DURNO, Detective Inspector,
Kong Police.
Mereeyside Police.
John William GIFFARD, Chief Constable, Miss Millie STRADMOOR, Chief Superintendent,
Royal Hong Kong Police.
'Staffordshire Police.

PATRONS
Her Majesty the Queen
Her Majesty Queen Elizabeth
"eoTeenMother

"^AL O-\
^ Q V
£ $K%A Q
» M5^^ C5

Her Royal Highness
the Princess Margaret
Countess of Snowdon

20 Cavendish Square
London W1MOAB
Telephone 0171 409 3333
Fax0171 493 4068
QENERAL SECRETARY

A^R^V

Christine Hancock

31 July 1997

Personal
Major Kevin Davies RRC
Queen Alexandra's Royal Army Nursing Corps, Territorial Army
c/o The Honours Section
10 Downing Street
London SW1A 2AA

The President and Council of the Royal College of Nursing at their July Council meeting
were so pleased to learn of your award in the Queen's Birthday Honours List in
recognition of the very special contribution which your work has made. We congratulate
you on this honour.
Yours sincerely

General Secretary

Bwrdd Cenedlaethol Cymru dros Nyrsio, Bydwreigiaeth a Gwasanaethau Ymwelwyr lechyd.
2il Lawr, Ty Golate, 101 Heol Eghvys Fair. Caerdycld CF1 1DX.

iVNB

Welsh National Board for Nursing. Midwifery and Health Visiting.
2nd Floor. Golate House, 101 St Mary Street. Cardiff CF1 1DX.
Ffon/Telephone (01222)261440

Ffacs/Fax (01222)261499

Prif Weithredwr/Chief Executive, Mr D A Ravey. RON. RMN. RNT.

22 October 1997,
Major 'Kevin 'Davies
Senior Lecturerf
Schoolofpursing and Midwifery,
University of Qlamorgan.
Vear'Kevin,
Belatedly I write on behalf of the Chairman, Members and staff of the
'Welsh Rational'Board to congratulate you on becoming a Member of
the 3teyal%ed Cross in the Queen's 'Birthday Honours.
It is always encouraging to see the contribution of a member of the
nursing profession being acknowledged in this way, your influence on
the development of nursing in the, 23 Parachute field Ambulance
%$VMC in the 119C and farther afield when you served in central
Bosnia has been recognised.
Many congratulations and everygood wishfor the. future.
Jours Sincerely,

Vavidfl. %avey
Chief ILxe

MINISTRY OF DEFENCE

Directorate of Defence Nursing Services
Room 715 St Giles Court
1-13 St Giles High Street
London WC2H 8LD
Telephome 0171305 5955
Brigadier J M Arigho RRC QHNS L/QARANC
Director Defence Nursing Services and Matron-in-Chief(Army)

D/DANS 002/1
Captain K Davies RRC QARANC
144 Para Sqn(V)
TA Centre
LlandaffNorth
Cardiff C143HV
June 1997

My congratulations to you on being awarded the Royal Red Cross in the
Birthday Honours List. It is deserved recognition of work on OP RESOLUTE and
your exceptional devotion and competency in the performance of your duties.
Enjoy your day at the Palace and again my congratulations.

From Major General M F N Mans CBE
Military Secretary
Army Personnel Centre
Mail Point 500
Kentigern House
65 Brown Street
Glasgow G2 8EX
Civil
Military
Fax

0141 224 2070
94561 2070
0141 224 3555

E-mail

mansm863@apc.army.mod.uk

D/MS Hons/51/20
Colonel K Davies RRC TD
Commanding Officer
203 (Welsh) Field Hospital (Volunteers)
TA Centre
Gabalfa Avenue
Llandaff North
Cardiff CF142HX

.February 2009

Uko".
I am writing to confirm that The Queen has been graciously pleased to approve your appointment as
Honorary Nurse to Her Majesty from 1 March 2009. You will be notified when the tenure of your
appointment is due to be terminated.
Aiguillettes and Royal Cypher badges are issued on loan, on appointment as Queen's Honorary
Nurse and may be obtained from ROMS MOD (AD) MAIN, Regents Park Barracks, Albany Street,
London, NW1 4AL (Tel: London District Mil 4266 or Civil 0207-414-4266). I must, however, advise
you that you may not continue to wear these accoutrements, or use the post-nominal letters, after
you relinquish your appointment. The aiguillettes and Royal Cypher badges should be returned to
ROMS MOD (AD) MAIN on relinquishment. An Aide Memoire on the wearing of the accoutrements
Is attached.
The announcement of your appointment will be published in the London Gazette Defence
Supplement dated 24 March 2009.

Copyto:MA/DGAMS

lisaster preparedness and response:
more than major incident initiation
Kevin Oavies

Abstract

ensure an efficient and effective response to disaster situations,
nmimities must be prepared at all levels. A disaster presents
ibktni that go beyond the scope of major incident preparedness
I requires a response that utilizes all of the available resources that
omrnunity may posses, as well as assistance from outside
ifSeeted community. In order that the optimum response to
inter situation is forthcoming, planning must take place that
am die appropriate response across the service spectrum, including
untftry organizations.The lessons that can be learned from non~
trmnental organizations in developing world contexts must also be
nowfedged and incorporated into the planning process.

I wonls: Disasters and disaster planning
(using education

Crisis intervention

1

C is recognized that there are robust systems in place to
address the immediacy of major incident management
within the emergency services in the style of major
incident medical management and support (MIMMS)
(Advanced Life Support Group (ALS), 2003). The
fundamental requirement to save lives and mitigate
suffering places health care at the top of the agenda in
such circumstances. However, the need for care and
support that exists at all points on a continuum from
disaster preparedness and response to the long-term
physical, psychological, spiritual and socio-cultural
consequences of die event often falls to the nursing
workforce. There are numerous definitions of disaster
(ALS, 2003; Noji, 1997), many of which encompass the
notion of major incident and, at times, the two are written
is if they are synonymous. However, there are very real
and clear differences between the two and they should
definitely not be considered as synonymous terms.
A major incident is usually defined in terms of there
being a need for 'special or extraordinary arrangements'
(ALS, 2003) needed for services to cope. In contrast, a
disaster is a multidimensional concept characterized by
major change to the physical and social environment with
tragic human consequences. A calamitous event, it results in
loss of life, great human suffering and distress, and large
Kevin Davits is Principal Lecturer, Disaster Healthcare, School of Care
Sciences, Univr rricy of Glamorgui, South Wales

r fuUitaimt: June 2005

scale material damage (Weber, 1997). Being of either rapid
or slow onset, a disaster goes beyond the normal coping
ability of existing emergency response systems and social
structures. A disaster therefore is an event or events that
overwhelms the ability to cope and as such requires help
from outside the normal response expected from a planned,
organized and fully-functional major incident plan.

The threat
Post-9/11 there has been unprecedented activity in the
field of disaster planning. The so called 'asymmetrical
threat', a military term that is finding its way into disaster
Eteratute, means that it is almost impossible to plan for a
particular type of disaster in isolation, such as a train crash
or factory incident. However, there is a clear need to plan
and prepare for a number of possible scenarios. There is a
willingness among terrorists to utilize almost any means to
create mayhem and wreak death and destruction, leading to
an environment of fear caused by the threat alone. In the
UK there is considerable experience of this type of activity,
but the evens of 9/11 and the threat of suicide bombers
have brought a whole new meaning to terrorist activity.
Consider some of the rogue states that support terrorism;
they may not actually know where specific cities are
situated within the UK but they will undoubtedly have
heard of Manchester, Chelsea or Liverpool, because of the
ritys' football teams, for example. It is easy to envisage the
delivery of a dirty bomb or a biological hazard or the entry
of a potential suicide bomber.
Given the current climate of threat experienced in most
western societies (not a case of'if something will happen*,
but 'when'), there is a clear and definitive need for a
workforce of high-caEbre, highly trained and educated and
highly motivated nursing personnel to meet the challenges
of unpredictable threats to communities across the
healthcare spectrum. This cohort needs to be able to meet
the challenge of not only the short-term reaction to any
such event but also to be actively ready and equipcd to
address issues of mitigation and long-term rehabilitation.
Their skills need to be acknowledged and utilized in all
phases of disaster from prevention and preparation to
response, recovery, rehabilitation and mitigation.

Stages of disaster
There a number of ways of describing the stages of disaster.
A particularly useful one is that by Noji (1997) (Table 1).
Whichever one is used, it must acknowledge the latent
stages where planning and simulation should be undertaken
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to formulate and test the plan. Langan and James (2004)
further emphasize this and suggest that the stages should be
seen as cyclical and that thorough evaluation is a crucial
activity in preparation for future responses.

Planning and preparedness
Emergency services and healtlicare providers are used tc
initiating well planned and comprehensive responses to 5
number of scenarios that may be perceived as potential
threats. Additionally, many will have a realistic grasp of theii
capacity. What may be lacking, however, is planning ir
terms of surge capacity and where the resources foi
responding to a surge on already stretched services wil
come from. There is also the need for all involved tc
understand that a disaster and its associated healthcan
response is not simply one event. The impact will be fel
along the whole chain of healthcare provision at difieren
times so that when the pre-hospital or external disaste
response is adequately addressed the internal disaste
response begins.
The accident and emergency (A&E) disaster response wil
be fully engaged, followed by that of the operating theatre
(OT) and intensive care unit (ITU) and, of course, the
admission ward areas. Clearly, there will also be a great deal of
concurrent activity and ongoing agency interaction. Patient
tracking and bed management in such circumstances forms a
significant component of the nursing workload and it is
imperative that nurses taking on these roles are adequately
prepared. Additionally, there must be inter-agency
cooperation that ensures that all involved are fully appreciative
of the roles of others. Appropriate communication channels
are vital in this respect and must be the focus of training to
ensure they are utilized to the optimum.
Capability for pre-hospital response can also be enhanced
by utilizing voluntary agencies in a focused manner, for
example many mountain rescue teams now have an urban
search capability which could certainly enhance the
response to an urban disaster (Mountain Rescue Council,
2004). Additionally, there are no less than 10 territorial field
hospitals across the UK whose expertise could be used in
the event of a disaster (Table 2). Personnel with roles which
require them to interact with various media agencies
should have the requisite training for this demanding role,
which ensures that accurate, timely and honest responses
are given to genuine requests for information.
An effective and prepared nursing workforce must be
facilitated at all levels to address the problems that they
may potentially face in the reality of" a disaster. The
international Coalition for Mass Casualty Educatio:
(INCME, 2003) advocates an approach that addresses thi
need and have developed a competency-based systemati
approach to the education of pre-registration students c
nursing in the USA. Apart from rudimentary first ai
training there does not appear to be such a respons
forthcoming within the UK at present, and this may be
strategy that needs to be followed in an era of lifelon
learning. Clearly, the threat is very real and must b
acknowledged and mitigating measures put in place so th;
appropriate well-planned responses can be assured.
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Table 1. Stages of disaster

Non/lnter-dlsaster stage

Pre-dlsastef stage

Plan, prepare, assess the threat, simulation exercises
and Implement mitigation strategies
Where there Is knowledge of an Impending threat,
mobilize appropriate professional and lay personnel,
warn populations at risk

Impact stage
Emergency stage
•Reconstruction stage

Community experiences the Impact of the disaster,
needs assessment undertaken, dvll authorities
mobilize appropriate available resources
Affected community provides emergency response,
assistance and aid from outside agencies may take
time.
Restore, reconstruct and rehabilitate affected
-I:
populations
Source: No]l (1997);

Triage and decision-making
Triage is a well-recognized system of sorting and
prioritizing casualties for treatment. The system is
attributed to Baron Dominique Larrey, Chief Surgeon to
Napoleon Bonaparte, who introduced a system whereby
soldiers were treated with the aim of returning as many as
possible to active duty (Langan et ai, 2004). Hogan and
Lairet (2002) outline principles for disaster triage gleaned
from experiences of Gulf War 1, while Greaves et al (2001)
point out that the aim of modern triage systems is to give
the right patient the right care at the right time in the right
place. They also highlight the crucial fact that in some
instances it may mean doing as much as you can for as many
people as you can.
In a true disaster, where the coping strategies of the
healthcare systems have been overwhelmed, it may be that
a utilitarian approach would be used. In this scenario, those
with critical, but potentially survivable injuries will actually
be given a lower priority owing to the extensive resource
implications of protracted interventions and the many with
relatively minor but easily treatable injuries will be treated
first due to the ease of allocating resources. This type of
thinking may well be anathema to many healthcare
professionals in highly technical and well resourced Western
healthcare systems. However, the fact remains that in a true
disaster setting the needs of the many may need to be given
orioritv over the needs of the few.

Table 2. Territorial Army Held Hospitals
In the UK
London
Cardiff

Liverpool
Leeds
Neyycasne
Manchester

Bristol

Blrmlnham
Belfast
Glasgow

York
Sheffield

869

There are huge education and training implications to
assisting health professionals to understand the rationale
behind such an approach. An understanding of moral
philosophy will be essential and could be informed by
introductions to the work of Hare (1972), for example, who
highlights issues such as utilitarinaism, beneficence and
non-malfeasance.What is even more important, however, is
realistic simulation training that allows healthcare
professionals to apply this knowledge in a planned scenario.
This approach to any form of disaster education and
training is advocated by Slim (1996) who, when writing
about the preparation of relief workers asserts that not
everything that needs to be known can be gained in die
conventional academic setting. Rather, he is suggesting that
a blended approach, utilizing both the academic and the
practical simulation, is more appropriate and will gain the
best results in terms of preparing professionals for their role
in the event of a disaster. Within a simulated exercise, the
opportunity to experience stress and fatigue that will ensue
following response to a disaster will undoubtedly enable
responders to be better prepared for die rigours that they
will face during and after the real thing.

Strategic reinforcement of healthcare facilities
Currently within the NHS, once a major incident is declared,
plans dictate that staff are called into their place of work and
allocated to areas of responsibility from there. In a disaster
involving possible contamination and disruption of services
this may not be the most appropriate course of action,
Thought must be given to strategic reinforcement of
healthcare facilities based on appropriately assessed need.
Additionally, there may be further education and training
necessary to ensure that health professionals are as prepared as
possible for the role that they are to undertake. Many schools
of nursing now have practise suites that are ideal for training
in this kind of preparation and universities are well placed to
become holding areas from where staff can strategically
reinforce healthcare facilities in need.The utilization of leisure
centres and schools should also be considered as areas for mass
shelter and feeding. Health centre staff will have a crucial role
to play in caring for groups of patients in the community and
should be prepared for tasks that they will need to undertake.
It must be remembered that people within die community
will still need their acute and chronic healthcare needs
attended to; patients with diabetes will need management, as
will patients with myocardial infarctions. People living within
the community with special needs will obviously also need
ongoing support.
The role of the community healthcare professional will
be core to maintaining adequate support to those in need
within the communities that they serve, but also will ensure
that the receiving hospitals will not be overwhelmed by
people who can be managed without hospital intervention.

Public health
The preventative element of public health practice is crucial
post-disaster when much of the normal infrastructure is
damaged or non-existent. The need for potable drinking
water and adequate nutrition is essential, as is shelter and

warmth. Public health professionals must instigate precise
surveillance methods as soon as is practicable to identify the
morbidity and mortality impact of the disaster on the
population at risk. In this way the data gained can be
utilized to best effect in the strategic deployment of aid and
personnel to those areas in most need when the physical
environment is disrupted to the point where outside
assistance is needed. Veenema (2003) advocates utilizing
Maslow's (1970) hierarchy of needs as a framework to
address the needs of those affected in a systematic way.
There is much to be learned from the experience of our
non-governmental organization (NGO) colleagues.
Although aimed at refugee health, another approach is that
of Medicins Sans Frontiers (MSF, 1997) who advocate the
application of a top ten of priorities (Table 3).The area that
is not overtly addressed here is that of mental health,
although it could be argued that this would fall under the
heading of priority six.
Another area where public health surveillance will assist
in the assessment of the effects of disease and injury is the
calculation of the crude mortality rate (CMR) (Beaglehole
et al, 2000). Apart from the initial impact, the major causes
of death in disasters are usually a result of preventable
diseases, such as measles and diarrhoea (MSF, 1997). With
this in mind, MSF (1997) highlight the importance of well
organized, planned and coordinated responses in the
reduction of mortality.
Surveillance plays an important role in post-disaster
healthcare planning.The role of the infection control nurse
(ICN) is critical in ensuring that there are timely and
appropriate interventions to minimize the risks of infection
spread. Langan and James (2004) advocate the inclusion of
the ICN in the planning and preparedness phases as well as
their traditional response roles.

Mental health considerations
The issue of post-traumatic stress disorder is an emotive
one, as is the efficacy of psychological debriefing. What is
clear is the need for appropriate understanding of normal
reactions to abnormal events.Without question, it is normal
to be profoundly affected by a disaster experience; it is
normal to feel out of control of events; and it is normal to
perhaps feel inadequate (Langan et a], 2004).

Table 3. Medicins Sans Frontiers (1997$$top ten priorities
t
1
3
4
5
6
7
8
9
10

Initial assessment
Measles Immunization
Water sanitation
Food and nutrition
Shelter and site planning
Health care In the emergency phase
Control of communicable diseases
Public health and surveillance
Human resources and training
Coordination
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Populations at risk must be appraised of and be able to
recognize these normal reactions so that those with overtly
abnormal reactions can be identified and helped early.What
is perhaps not so well thought through are the long-term
needs of populations who have experienced such events.
Nurses, because of their place within the community, are
uniquely placed to support affected populations from a
mental health perspective. Taylor (1999) identified six levels
of victims and this is a useful tool for differentiating
experiences of a disaster (Table 4).

The needs of children
Perhaps one of the most emotive areas of any disaster, be it
natural or human initiated, is that of affected children. The
effects of disasters on children can impair growth and
development (MSF, 1997). The disaster can also present
healthcare professionals with significant challenges while

fable 4. Levels of victims
i Level 1: Experience? of maxJmurn exposure to disaster
L Level 2: Relatives and friends of primary victims .
L Level 3: Healthcare personnel who are Involved In rescue
and recovery work
''i Level 4: The community sharing grief or loss or are
r Involved In some other way
L Level 5: Those who are upset or distressed bttfarenot
directly Involved
i Level 6: Those Indjrectly or vicariously affected by
.the disaster
•"., .
' Source: Taylor( 1999)
implementing care. Children are not small adults and
treatment regimes cannot simply be extrapolated to suit a
smaller person. In a toxic environment the challenges may
be even greater. Consider, for example, the profound effects
of carbon monoxide on children where uptake is much
faster than in adult? and one can see that the challenges in
treating children are far greater than those protocols that are
utilized for adult interventions (Langan et al, 2004).
Children must be communicated with at a level they can
comprehend but more importantly they must be given
truthful responses to questions in a manner that they can
understand given their stage of cognitive development. The
American Academy of Pediatrics (AAP, 2002) has
developed a comprehensive family readiness kit that is
advocated for use by disaster affected families in trying to
assist children through the experience. In the UK, the
Royal College of Paediatricians and Child Health and the
Royal College of Nursing are currently working in this
field of study.

Conclusion
Major incident planning and response is without doubt
well placed to deal with events that will need special or
extraordinary arrangements for healthcare provision to
cope. A disaster requires help from outside the affected
community owing to special arrangements being
overwhelmed. It requires a response that is community-
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wide and should not simply be emergency service driven.
Planning must pay due cognisance to the needs of disparate
groups within the community and provision for addressing
these specific needs must be made. In the initial phase of a
disaster there may well be significant loss of infrastructure
and large scale injury and death. Education and training
must be both practical and theoretical with emphasis on the
integration of the theory learned into practice through the
use of simulation. Planning and preparedness must take into
account the expertise available across the community in
order that the most effective response can be made to the
challenges that will inevitably arise in a disaster.
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KEY POINTS
n Communities must be prepared for me onset
of; disasters.

..,',.'

n A disaster Is a multidimensional concept characterized
by major change to the physical and social envlfonrnent
with tragic human consequences.
'
n It Is essential that appropriate and focussed education
Is offered.

!

ri Emergency and healthcare services have well-rehearsed: i
plans In place to respond to the Initial stages
i,
of disasters.
'
n A blended approach of classroom, table top
arid simulation exercise Is recommend In training
for disasters. • '•'
; •'• • :.'•'.•
' •'•• .: : •

:i
;
'•••;•!•'•
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Evolution and Healthcare impact of
a 21st Century avian flu pandemic
Keviss Davies, Hay Higginsois

Abstract

the riik of an outbreak of avian flu is greater now than at any time
a
• u 1968- This article will explore the history of influenza and will
beau the evolution and Healthcare impact of a 21st Century avian
fa pandemic. It highlights the need for healthcare professionals
o be adequately prepared for such a pandemic and discusses the
mantes and infection control precautions required for dealing
nth avian flu patients.
ey words: Influenza • Infection control • Infectious diseases
'Pandemics are remarkable events in that
they affect all parts of the world, regardless of
socioeconomic status or standards of health care,
hygiene and sanitation. Once international spread
begins, each government will understandable
make protection of its own population the first
priority. The best opportunity for international
collaboration — in the interests of all countries
— is now, before a pandemic begins.*
(World Health Organization, 2005)
The World Health Organization (WHO) is concerned that
the world is at risk of an influenza pandemic that could
potentially kill millions of people. Additionally, they state that
the'...world has moved closer to a pandemic than at any rime
since 1968, when the last pandemic occurred'. Of the three
recognized prerequisites for a pandemic, two have been met
(Table I). If the third prerequisite is met and die new virus
takes a form that is efficiendy transmissible between humans,
then the potential impact on the health and socioeconomic
stability of the world is at risk (WHO, 2005). Such a
pandemic in developing countries would be even more
catastrophic owing to dieir frail healthcare infrastructures
and their inability to access adequate supplies of vaccines
and anti-viral treatments. Because the third prerequisite has
not been met, predicting the course and timing of the next
pandemic is difficult. For the final prerequisite to be met
there must be improved transmissibility between humans.
Kevin Davies is Principal Lecturer and Ray Higginson is Senior
Lecturer, School of Care Science*. University of Glamorgan, Glyntaff,
Pontypridd. South 'Wales
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According to the WHO (2005) one of two processes can
facilitate this. Either:
• Reassortmem: whereby genetic material is exchanged
between human and avian viruses
• Adaptive mutation:the improved capability of these viruses
to bind to human cells which increases during subsequent
infections of humans.

Basic definitions
• Endemic: denotes a pattern of disease in a population in
which the disease occurs with predicable regularity with
minor fluctuations in frequency
• Epidemic cases of an illness occurring in a community or region
• Pandemic: denotes a disease affecting or attacking the
population of an extensive region, country, continent or
worldwide (Steadman's Medical Dictionary, 2000).

The Influenza virus
Influenza is caused by a viral infection, is usually acute,
short in duration and self-limiting. Presently there are three
known types of the influenza virus: classified as A, B or C.
Strains that are classified as B are specific to humans and
those of the C variant are usually mild and have not resulted
in pandemics in the past (Davis, 2005). However, it is the
A strain that can be found in both animals and humans
and is the strain which can mutate and transfer between
the two (Klempner and Shapiro, 2004). Influenza A viruses
can be classified into subtypes H and N, depending upon
their surface proteins.Thus, H5N1 refers to the subtypes of
surface proteins present on the surface of the avian flu virus
• hemagglutinin (H) type 5 and neuraminidase (N) type 1
(Figure fj.lt is the way in which these proteins are combined
that influences the virus' potential transmissibility (Wilschut
and McElhaney, 2004).The virus classified as A(H5N1) is
the one that is now endemic in parts of Asia and which is

Table 1. Prerequisites for the start of
a pandemic
• Novel virus must emerge to which the general population
will have little or no Immunity .(MET)
• The new virus will be able to replicate In humans and
cause disease (MET)
.
M f.
• The new virus must be efficiently transmitted from one ,;'yti
human to another (NOT YET MET)
.'•.'*$
Source: Asamoa-BaAh, 2004
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the virus that could evolve to cause the feared pandemic
(Joseph and Subbarao, 2005).

t 1. Detail ofHSNI virus. Courtesy of Department af Veterinary Services, Malaysia.

History of influenza pandemics
To appreciate how serious this pandemic might be, we
need only to look at the history and impact of such events
during the last century. At least three A-strain influenza
pandemics have occurred (Kolata, 2001). These pandemics
caused widespread death and illness on scales that highlighted
the need for detailed preparation and planning, not just by
healthcare professionals, but by the population at large.
Following the conflagration of World War One, the
1918-1919 Spanish Flu epidemic (which was the strain
A(H1N1)) killed more people than the war itself (Barry,
2004). It is estimated that between 20 and 40 million people
worldwide died during this time, with these deaths being
attributable to a novel influenza virus similar to the H5N1.
Even more disturbing is the fact that approximately half of
those who died were young, healthy adults. While the virus
that caused the 1918 pandemic was not an exact match
to that which is currently affecting Asia, it was thought to
be a form of avian flu (Davies, 2000).There were multiple
co-factors that affected the morbidity and mortality of this
pandemic in a world that was already decimated by war.
The lack of provision of quality health care, nutrition and
knowledge about viral behaviour and the principles of
infection control will all have certainly contributed to the
overall death toll.
The pandemic of 1957 to 1958 known as Asian Flu
A(H2N2) also had a significant impact. It caused the deaths
of some 100 000 people worldwide and highlighted the need
for appropriate development of vaccines, antiviral treatments
and healthcare preparedness.
The third pandemic of the 20th Century came in 1968 and
was known as Hong Kong Flu A(H3N2) and claimed 700 000
lives, and again further highlighted die needs identified above
in terms of mitigation and preparedness (Davies, 2000). By
this time the need for vaccination and improved preparation
of healthcare personnel had been highlighted.

The evolving problem
There are multiple co-factors that may contribute to the
development of an H5N1 avian flu pandemic. To date no
H5 subset has been widely circulated among the human
population and therefore the antibodies for this have not
been produced (Profeta and Palladino, 1986; Wilschut and
McElhaney, 2004). Additionally, the H5 subset virus is highly
contagious, pathogenic and similar to the 1918 Spanish Flu
virus (Seo et al, 2004).This is compounded by the fact that
the current areas most at risk are diose in the developing
world, specifically Asia. These countries do not have the
public health capability to adequately monitor the developing
situation or to investigate human disease clusters which the
WHO (2005) consider an essential early warning signal.
The culling of large numbers of poultry is complicated
when there is no capability for adequate compensation in
communities which may rely on this produce for their very
existence. This is further highlighted by the fact that many
of the cases identified so far have been in rural areas where
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slaughter for food is undertaken by die owner and the animals
are consumed by the family group, thus increasing the risk of
infection. Additionally, as is the case with many other drug
therapies, there is a paucity of available vaccinations and anti
viral drugs in the areas that need them most (WHO, 2005).
When the above is taken into consideration, it is evident
that governments and healthcare providers must undertake
considerable efforts to prepare themselves for a 21st Century
avian flu pandemic.

Preparedness
Given that worldwide travel has never been easier and, as a
consequence, die potential spread of disease never greater,
nurses and healthcare professionals in the UK must ready
themselves for an avian influenza outbreak (Juszczyk, 2004).
Within the UK, at the strategic government level, specifically at
the Department of Health (for England), a great deal of thought
has been given to preparing for and responding to an avian flu
pandentc (NHS, 2005). Equally the devolved governments of
the UK have responded to the threat and those health authorities
are engaging in activities commensurate with their geographic
responsibilities. This is of critical importance because if a
pandemic does impact on the UK, many of the people affected
will be young and fit adults (DoH, 2005). The implications for
the healthcare workforce may be significant in terms of being
able to respond to die numbers of patients who may present at
primary and secondary healthcare facilities for treatment, because
many of the nation's healthcare providers may themselves be
affected by die flu (DoH, 2005). TaUf. 2 lists the three declared
preparedness activities developed by the WHO (2005).

Table 2. Preparedness activities
« Preparing and rehearsing response plans
• Developing a pandemic vaccine
•/'.'•';•'•.•••
• Securing supplies of antiviral drugs
,
.; /;
.
Source! World Health Organization (2005)
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Planning
Detailed planning is essential if the appropriate response
is to be delivered. Such planning should include, at the
outset, epidemiologica] monitoring. Influenza cases should
be monitored and recorded. Particular note should be made
of disease clustering which the WHO (2005) considers
significant as it often precedes pandemics (Beaglehole et al,
2000). In preparing and rehearsing for a pandemic it is essential
that critical healthcare personnel are mobilized effectively and
appropriately. This may well mean that community resources,
such as community centres or leisure centres, will need to be
utilized. Equally, within the secondary healthcare setting the
use of additional areas for overspill, must be made available
and is probably within the scope of current inajor incident
planning (Lakha and Moore, 2004).When rehearsing the plan
it is essential to note that the potential impact of the pandemic
may decimate the professional healthcare population (Lakha
and Moore, 2004). As such, either all healthcare professionals
are vaccinated at the earliest opportunity and receive timely
anti-viral medication, or the healthcare service is practised
at operating with a greatly reduced workforce (Paton, 2005).
The implications of this latter option highlights the need for
detailed rehearsal. In addition, effective triage mechanisms
must be practised to ensure that patients requiring emergency
and ongoing treatment, which is not pandemic-related, will
continue to receive it.
Coupled with this, effective monitoring and vaccines
should be readily available, supplies of anti-viral medication
should be secured and the capability to distribute these should
be efficient.

Response
As soon as an avian flu outbreak has been officially confirmed,
any prepared plan must be implemented without delay. It
is essential that die pre-stocked drugs and consumables (e.g.
needles, syringes, wipes) are made available and the identified
areas for the reception of those affected are prepared.
When caring for patients with avian flu, the US Centers
for Disease Control and Prevention (2005) suggest using the
isolation precautions recommended for patients suffering from
severe acute respiratory syndrome (SAR.S) (Table 3).

Conclusion
The signals indicating that a major avian flu pandemic is
imminent are stronger now than at any time since 1968 (WHO,
2005). As such, all healthcare professionals need to be prepared
for the potential reception of thousands of patients over and
above their normal expected workload. Additionally, emergency
planners need to consider contingencies that can be utilized if
die healthcare workforce is significantly affected by the disease.
Established avian influenza infection control precautions must
be understood by the healthcare workforce and implemented
once the outbreak is officially confirmed. Given that vaccination
and anti-viral therapy are two of the most viable and important
response measures in reducing mortality and morbidity
(Neville and Kisilev, 2005), it is essential that these are available
at die outset. In the developed world the time for action is
now in the pre-pandemic phase. Equitable distribution of
these resources also needs to be considered because the threat
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Table 3. Avian influenza Infection control
precautions
• Implementation of established aylah Influenza outbreak
management strategy
• Identification and Isolation of the source
• Adoption of universal precautions, hand washing, gloves,
apron and goggles
• Adoption of airborne precautions, Isolation, face masks, goggles
•..Adoption of contact precautions; Including panent-, .
,
dedicated equipment
Source: Asamoa-Baah (Z004)
is evolving in the developing world and tliis needs to given
BS1
due attention by the developed world.
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KEY POINTS
• Ah Avian flu pandemic Is now a real threat to world
'
.
.health.. '. '. ' .'. | .;.
• Health professionals need to be adequately prepared
to deal with a global aylan flu pandemic.
• Prepared health professionals could reduce the Impact
of a avian flu pandemic:
• If a flu pandemic Is officially confirmed, strict Infection
< control procedures will need to be adhered to.
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The threat of an avian
influenza pandemic
The strain of influenza, known as H5N1, can jump
t the 23rd International Council of
directly from poultry to people and, since last January,
Nursing (ICN) congress held in Taiwan
some 42 people in Southeast Asia and Vietnam have
^.last week, the one resounding message that
came out of die conference proceedings was that of died after contracting the disease as a result of contact
with sick or dead birds (Joseph and Subbarao, 2005).
'preparedness'. Nurses, along with all healthcare
If the virus mutates and becomes fully transferable
professionals, need to be prepared to deliver their
from birds to humans, then a worldwide catastrophe
healthcare skills wherever and whenever it is
could ensue.
necessary to provide effective treatment and care
Both the WHO and the Pan American Health
for patients.
Organization (PAHO) are encouraging and
Being an international conference, there was a lot
supporting countries to prepare themselves for a
of attention focused on the plight ofAfrica and other
global outbreak of avian
developing countries from
influenza.
diseases such as ALDS/HIV
by
jf ^ predictionS
*
Given that worldwide
and malaria.
the World Health
travel has never been easier
However, while it is only
Organization are correct and, as a consequence, the
right that the world should
assist in the cessation of
then the world is at risk potential spread of disease
never greater, nurses and
the spread of such diseases,
from an influenza
health professionals in the
there is one disease that
pandemic that could kill UK must ready themselves
the world is, at present,
not hundreds, not
for such an influenza
unprepared for — avian
outbreak. We must prepare
influenza.
thousands, but
ourselves now for the
If the predictions by the
potentially millions of
of thousands of
World Health Organization
j> possibility
people globally.
influenza casualties. Vacc
(WHO) are correct, then
the world is at risk from an
ines should be readily
influenza pandemic that could kill not hundreds, not produced and distributed, health service personal
thousands, but potentially millions of people globally should be appropriately trained, influenza cases
(WHO, 2005). Not since 1968 has the world been at should be monitored and recorded and hospitals
greater risk from an influenza pandemic. To
adequately prepared.
appreciate how serious this threat is, we can look
We ignore this strain of influenza at our peril. ™
back into history.
The 1918 flu epidemic killed moie people than
Ray Higginson
the First World War. It is estimated that between 20
Senior Lecturer In Critical Care, University of
and 40 million people died between 1918 and 1919,
Glamorgan. Wales
with these deaths being attributable to the influenza
virus (Davies, 2000; Kolata, 2001).
Kevin Davies
This was by no means a unique event. The 1957
Principle Lecturer in Disaster Management, University
Asian influenza pandemic killed around 1 million
people and, during the Hong Kong pandemic of of Glamorgan, Wales
1968, between 30000 and 35000 people died
(Barry, 2004).
The decrease in the number of deaths per
pandemic may be attributable to better treatment,
with antibiotics, and of secondary bacterial infections.
The WHO maintain that by being suitably prepared,
the number of deaths from a worldwide influenza
pandemic can be minimized (WHO, 2005).
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The continuing threat
of avian influenza
ccording to some elements of the media
the threat of an avian influenza pandemic
^Jias been exaggerated. Some journalists
have claimed the extent of the threat, originally put
forward and developed by academics was picked
up by a media which feeds on hyperbole and
scaremongering. However, Dr Mike Ryan, Director
of Epidemic and Pandemic Alert and Response at
the World Health Organization (WHO), is quite
clear on the threat:
'We truly feel that this present threat and
any other threat like it is likely to stretch
our global systems to point of collapse.'

Indeed, over the past four to six months there has
been increasing evidence of the ability of the novel
virus H5N1 to spread with relative ease to disparate
parts of the globe. As we know this virus from its
source in Asia has been detected in many countries
in Europe as well as much of Africa. Rather than
hyperbole and scaremongering we suggest that the
threat posed by H5N1 is in fact very real and to
highlight this is an act of responsibility.
To put this threat into perspective we should
remember that HIV/AIDS has killed approximately
25 million people in 25 years and H1N1 (Spanish
Flu) killed 25 million people in 25 weeks (Trostle,
2005)!
Pearson (2006) tells us that:
'Authorities concede that if a mutation
towards human to human transmission
does occur they might not be able to stop
a pandemic'

To demonstrate how close we potentially are to
a pandemic we must remember that of the three
criteria required for a pandemic of this nature two
have already been met. The three criteria are that
the novel virus must:
• first emerge
• be able to replicate in humans
• be efficiently transmitted from human to
human
The H5 virus has never circulated among the
human population before so it meets the criteria of
a novel virus. The virus has been seen to replicate
in humans and as a consequence causes serious
illness and therefore meets the second criteria. The
third criterion has not been met. However, should

the virus develop the capacity to do so there
enough scientific evidence to suggest that a gi0i
pandemic would result.
Efficacy of treatment and the public respoi
are unknown entities. The primary treatment v
be the neurarninidase (NA) inhibitor Tami
(oseltamivir) and we do not know how effect
this will be. Further, a new vaccine could take
to eight months to produce.
It is encouraging to see that the UK and devoli
governments are now being proactive in respond
to the threat. Officials who are implementing av
flu contingency plans have put these plans to
test during a real-time simulation of an avian
outbreak within the UK. It is recommended t
the public and healthcare professionals contii
to prepare themselves for the very real threat I
undoubtedly exists. Indeed, the case of a deadn
found in Fife at the beginning of April should x
as a warning. As we now know the swan t«
positive for H5N1. Despite the fact that other d
birds which have been found have tested nega!
the need for vigilance and preparedness remain
is encouraging to note that the Scottish author!
responded in an efficient and professional man
This should serve as an example to us all.
However, there are still questions that ten
unanswered. Should an avian influenza pande
develop, how will we prioritise the distribulioi
treatment and vaccine when it becomes availal
Perhaps healthcare workers should be a priority,
what about their families? How will we mat
those vulnerable patients who are alre
immunosuppresed? And finally how will we mat
the 'worried well'?
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Abstract
The risk of avian influenza H5N1 mutating into a humantransmissible form with pandemic potential remains a real
threat to the health and security of the United Kingdom. To
meet the healthcare needs of the population it is essential that
healthcare workers and other key service personnel adequately
prepare themselves for any future influenza pandemic. Being
prepared means planning for all possibilities, such as increases
in healthcare need, mass vaccinations, community delivered
medical care and fast mobilization of key services. This article
explores some of the most important aspects of planning for
a future UK influenza pandemic.

Key Words
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Infection prevention

A

ccording to the World Health Organization (WHO,
2005) many countries are still at risk of a global
H5N1 influenza pandemic. The estimated global
cost in human life could run into the millions if individual
countries do not adequately prepare themselves for such an
outbreak. This article discusses the issues surrounding
healthcare planning for an outbreak of avian influenza within
the United Kingdom (UK) and an influenza pandemic,
focusing on the role of nurses and other allied healthcare
professionals, and explores how these groups can plan for, and
deal with, a UK avian influenza outbreak.
The following quote from the Department of Health (DH,
2005 p7) highlights the significant morbidity and mortality
impact of a UK influenza pandemic:

'For planning purposes the World Health
Organization advises that national plans are based
on a cumulative clinical attack rate of 25%,
compared w»th the attack rate of 5-10% associated
with "ordinary" flu. A clinical attack rate is the
percentage of the total population who become
Infected and exhibit symptoms of the virus. Experts
predict that the next pandemic is likely to affect
around a quarter of the UK population with over
50000 additional deaths occurring over one or more
waves lasting around three months each. Of the
total UK population (circa 59 million), an estimated
14.5 million people will become ill.'

there exists clear guidelines on what to do once disease
occurrence is confirmed. Swift action coupled with clearly
defined procedural steps meant containment, management and
damage limitation were achieved.
If an avian influenza outbreak were to occur within the UK
then similar management procedures specific to avian
influenza would need to be followed. However, such
management requires adequate planning. Avian influenza
control procedures will need to be rigorous, robust and
community focused.
At government level in the UK, specifically at the DH, a
great deal of thought has been given to preparing for, and
responding to, an influenza pandemic (DH, 2005). Equally,
the devolved governments of Scotland, Wales and Northern
Ireland have also responded to the threat and those health
authorities are engaging in activities commensurate with their
geographical responsibilities. This is important because if a
pandemic does impact on the UK, many of the people affected
will be young and fit adults (DH, 2005).The implications for
the healthcare workforce may be significant in terms of being
able to respond to the numbers of patients who may present
at primary and secondary healthcare facilities for treatment,
because many of the nations' healthcare providers may
themselves be affected by the influenza (DH, 2005). Table 1
lists the three declared preparedness activities developed by
the WHO (2005).

Detailed planning is necessary if the appropriate response to
an influenza pandemic is to be delivered (WHO, 2005).
Although individual countries will have their own H5N1
influenza plan, within the UK planning should include the
following:
® Implementation of the UK's influenza pandemic
contingency plan (DH, 2005)
s Detailed epidemiological monitoring
» Vaccine development
® Preparing healthcare personnel
e Preparing for mobilization
® The response.

Table 8 Preparedness activities
* Preparing and rehearsing response plans
a Developing a pandemic vaccine
D Securing supplies of antiviral drugs

According to the UK's chief vet, Debby Reynolds, one of the
reasons why the recent foot and mouth outbreak in Surrey was
dealt with so successfully, and the disease contained, was because

From: World Health Organization (2005)

4vian influenza research - a microbiologist injecting a solution ofHSNl avian influenza viruses into a chicken egg. A chicken egg is used
is a large number of viruses are needed for research and viruses can only replicate within host cells. Once a sufficient concentration has
been reached the samples will be used in research to study the pathogenicity and transmission ability of emerging HSN1 viruses. Tliis
research will help in the early identification ofHSNl viruses ivith pandemic potential. Picture by Science Photo Library.

Pandemic imfflueirBza plan
The UK has in place an influenza outbreak plan: the UK Health
Departments' Influenza Pandemic Contingency Plan (DH, 2005),
which aims to provide guidance to those relevant government
departments and healthcare providers responsible for dealing
with an influenza pandemic.This plan incorporates the WHO's
phases of avian influenza progression from identification of the
virus to a pandemic (WHO, 2005). Ultimately, the UK's
contingency plan (DH, 2005) dictates the responses required in
the event of a pandemic: coordinating the health service,
informing information dissemination and providing guidance
to individuals and organizations, such as the numerous UK
voluntary organizations. It is important to recognize that the
mobilization of voluntary organizations will form an integral
component of the multi-agency response; many non
governmental organizations, charities and other voluntary
organizations provide valuable services and these will be
required in the event of a pandemic.
This national contingency plan should be made available to
all those involved in avian influenza management and key
healthcare workers should familiarize themselves with it.

Detained epidemioSogical monitoring
Preparations for continued influenza monitoring are currently
well developed. Global influenza surveillance technology
advances yearly and most developed countries have health
departments which specifically monitor influenza viruses
(WHO, 2005). Global incidence rates, the number and type of
persons affected, and the emergence of any unusual or novel

influenza viruses are constantly monitored. Effective influenza
virus monitoring is vital in any influenza pandemic planning
and management, especially in the early stages of an outbreak
(DH, 2005). The detailed monitoring and evaluation of
influenza trends offers governments the opportunity to raise
awareness and preparation levels, while at the same time
mitigating against undue alarm.
At the outset of any potential outbreak, sustained
epidemiological monitoring and evaluation will be vital (DH,
2005). Once a significant risk of pandemic influenza has been
identified then implementation of the response plan should
commence. It is important that appropriate responses should
not wait until confirmation of avian influenza is obtained,
rather procedures should be followed until an outbreak is either
confirmed or denied with recognized and authoritative clinical
data. Ifan avian influenza outbreak is confirmed then subsequent
influenza cases should be isolated, recorded and closely
monitored. Particular note should be made of disease clustering
as the WHO suggest that this is highly significant as it often
precedes pandemics (Beaglehole et al, 2000).
Within the UK, demographical data specific to each
community will be required to identify specific elements of the
population who may be at risk. For example, NHSTrusts would
need information on children, older people and those who are
immunologically compromised. In the case of avian influenza,
in particular, would be the need for information related to the
core essential worker population, such as healthcare workers
and other emergency service personnel -Trusts would need to
know how many key workers there were to make plans and

implement emergency procedures. Continuous epidemiological
monitoring, therefore, should form an integral part in any
influenza planning.

Vaccine development
Plans for producing an H5N1 vaccine are currently difficult
as the development of a specific vaccine could only take place
once an outbreak had occurred, as specific vaccines can only
be produced in response to specific causative antigens. This
antigen would need to emerge and present itself before a
vaccine could be developed. However, it is important that
appropriate resources and procedures are in place so that a
timely and focused immunological response can be instigated
at the earliest opportunity, following any outbreak.
The National Institute of Allergy and Infectious Diseases
currently claim that it may be possible to develop a specific
vaccine for H5N1 (Fauci, 2001). However, it is important to
bear in mind that, due to the nature of virus mutation, H5N1
as we know it today may not, in fact, be the specific causative
organism of a future influenza pandemic. A future avian
influenza virus will be novel, with few, if any, in the general
population being immune to it. According to Asamoa-Baah
(2004), for an influenza pandemic to arise, a number of
prerequisites are required:
• A novel virus must emerge which can spread between birds
and humans
• The general population must not be immune to this novel
virus (because this virus will be novel the general population
will not have been exposed to it and so will not be immune
to it)
• The new virus must be able to replicate in humans and
then develop the ability to spread between humans.
Until the causative virus emerges — one that develops the
ability to spread from animal to humans, then replicate in
human and then spread between humans — nobody can say
for sure what this virus's specific antigens will be and so
specific vaccines will be difficult to develop. Therefore, it is
essential that adequate planning is made for the quick
development of a specific vaccine should a pandemic occur,
especially when vaccination will form a key component of
the overall response to an outbreak of avian influenza.

Preparing healthcare personal
Healthcare personal will play a pivotal role in any influenza
pandemic. Within each NHS Trust key healthcare professionals
should be educated and trained to deal with an influenza
pandemic. Such professionals should have received specific
training in infectious disease management and be familiar with
the UK contingency plan (DH, 2005). Should an outbreak
occur, clinical leadership and guidance from appropriately
trained healthcare professionals will be essential for the effective
management of not only those who will be ill, but also the
significant numbers of the population who are at risk.
In preparing for a pandemic it is imperative that key
healthcare personnel are mobilized effectively and
appropriately. This could mean that community resources,
such as community centres or leisure centres, will need to be
used. Equally, within the secondary healthcare setting, the use
of additional areas for overspill, or what in the United States
has termed 'surge capacity', must be made available. Such a
response is probably within the scope of current major
incident planning (Lakha and Moore, 2004). Further, it is

important that key healthcare personnel rehearse clinical
influenza pandemic procedures.
It is important to note that the potential impact of any
pandemic may decimate the professional healthcare population
(Lakha and Moore, 2004). In a previous influenza pandemic
in Liverpool in 1957 nearly 20% of nursing staff went off sick
because of fear of catching the disease. In one hospital nursing
staff absenteeism rose to a third, and current DH guidelines
recognize that this is a potential problem (DH, 2007).
The fear of catching avian influenza and of taking the virus
home has the potential to keep nurses and other healthcare
professionals from attending work. As such, either all healthcare
professionals will need to be vaccinated at the earliest opportunity
and receive timely antiviral medication, or the healthcare service
becomes practised at operating with a greatly reduced workforce
(Paton, 2005). The imph'cation of this latter option highlights
the need for detailed influenza pandemic rehearsal using low
staff numbers. In addition, effective triage mechanisms must be
practised to ensure that patients who require non-pandemicrelated emergency and ongoing treatment will continue to
receive such services during a pandemic.
Education and training are important elements in planning
for an influenza pandemic. Specifically, nurses caring for avian
influenza patients should possess knowledge relating to:
o Key facts about avian influenza
e Modes of transmission
a Infection control and prevention of spread
® Medical management and nursing care
a Administration of vaccines.
Specific education must be made available to all nurses who
might be deployed to care for patients suffering from avian
influenza, with individual Trusts making official avian
influenza documentation freely available.

Preparing for mofoSRSzatton amd response
As soon as an avian influenza outbreak has been officially
confirmed, any prepared plan must be implemented without
delay. Pre-stocked drugs and consumables (e.g. needles, syringes
and wipes) must be made available and the identified areas for
the reception of those affected must be prepared. When caring
for patients with avian influenza the Centres for Disease
Control and Prevention (2005) suggest using the isolation
precautions recommended for patients suffering from severe
acute respiratory syndrome (SAR.S), such as face masks, barrier
nursing, protective clothing and hand washing. Any influenza
response would need to incorporate and address the following:
® Leadership
a Communication
<s Surveillance
o Public health response and vaccination
® NHS response
e Civil emergency response.
Coupled with this, effective monitoring and vaccines
should be readily available, supplies of antiviral medication
should be secured and the capability to distribute these should
be efficient.
In the event of an influenza pandemic it would be necessary
to prioritize the delivery of interventions. Depending on
circumstances this may well mean an initial focus on healthcare
professionals and the emergency services. In addition,
consideration would also need to be given to other key
industrial workers to maintain the country's public services.

Medical treatment and nursing care
)ff the patient with avian Influenza
The medical management and care of patients with a confirmed
liagnosis of avian influenza centres on the development and
.dministrarion of any developed vaccine and appropriate antiviral
nedication. Furdier, measures to prevent disease spread and
>hysiological complications should also be implemented. The
DH (2005) recommend that all symptomatic children under the
ige of seven and other 'at-risk' patient groups, such as
mmunologically compromised and the elderly, be immediately
issesses for influenza complications such as pneumonia,
espiratory failure and cardiovascular system collapse.
As discussed previously, viruses can change and mutate and
here is currendy no vaccine to prevent H5N1 avian influenza
n humans. At present, available vaccines are not effective against
he H5N1 strain of the virus. In the event of an outbreak it is
ikely that the development of a vaccine could take weeks if not
nonths to develop (DH, 2005, 2007a). However, according to
he DH (2007a) antiviral medications, such as oseltamivir
Tamiflu®, Roche), should be made available and administered
:o at-risk groups. Further, all of the standard medical and nursing
itrategies designed to combat infectious diseases would need to
3e instigated without delay, with other 'non-essential' medical
ind clinical activities being suspended during any outbreak.
Given the potentially large numbers of people affected,
lealthcare delivery would need to take place in areas other
:han in hospital, with special consideration being given to
;aring for influenza patients in their own homes.
Providing high level medical treatment and nursing care in
private homes and in the wider community poses significant
resource, training and deployment issues which need to be
considered before any outbreak occurs. Human influenza
symptoms are:
» Fever
• Cough
• Sore throat
• Muscle aches
• Conjunctivitis.
Current DH (2005) guidance requires that the antiviral drug
oseltamivir be available to treat all symptomatic patients who
have an acute influenza-like illness with a fever (>38°C) with
patient ideally being treated and cared for at home. The care
and treatment of influenza patients will, again, require adequate
planning and appropriately trained healthcare personnel.
When caring for patients with a confirmed diagnosis of
avian influenza, standard and advanced infection control
procedures should be followed; barrier nursing, hand washing
and protective clothing are standard infection control
procedures. However, in the event of a pandemic influenza
outbreak, face masks and even disposable respirators, such as
the FFP3 respirator, would also need to be used. FFP3
respirators provide protection from fine respiratory dusts and
liquids and offer the highest level of disposable respiratory
protection, especially during aerosol producing procedures,
such as intubation and endotracheal suction (DH, 2005).
These respirators would need to be changed between patients
and clinical staff would need to be trained in their use and
ensure that their own respirator was fitted appropriately.

Conclusion
The history of previous avian influenza outbreaks informs us
of the real dangers and challenges that would be faced by

affected populations. There is critical need for planning at all
levels from government to local community. In addition,
recognition that significant numbers of key professionals may
be affected means that contingencies must be put in place at
the earliest opportunity. The DH has highlighted that,
although good progress is being made in the development of
NHS Trust avian influenza contingency plans, a number of
key areas still require further attention. Trusts require specific
information on disease management and spread prevention.
In addition, caring for avian influenza patients in the
community and, preferably, in their own homes, means
guidance and operational support.
Finally, in preparation for any potential influenza pandemic, all
NHS Trusts need to consider the Government's objectives in
preparing for and responding to an influenza pandemic. These
objectives can be found in the DH (2007b) document: A National
Framework for Responding to an Influenza Pandemic. H
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Pandemic influenza remains a real threat to the United
Kingdom's health.
Responding to an influenza pandemic means comprehensK
planninc is reciuired.
Pandemic influenza planning involves preparing and t
healthcare professionals and key public service person
/Any healtncare respor
find treatment of vulnerable patients.
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Continuous professional and public education is an irnpon.
clement in planning for pandemic influenza.
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CLINICAL

Have you ever wondered what it must be like to tend the
wounded on a battlefield? Captain Kevin Davies and
Major Alan Hawley give a fascinating glimpse into the life of a
soldier/nurse with the 23 Parachute Field Ambulance

T

HROUGHOUT recorded history, parachute selection course and para
mankind has indulged in the chute training. Pass rates are low and no
organised and deliberate process exceptions are made. The very real
of warfare, causing devastation and physical demands of both training and
suffering. Nursing the wounded is an operations mean that nurses in the
attempt to alleviate the distress of war. brigade have to be male.
Although Florence Nightingale and her
An example of the physical challenge
ministrations were the most significant, is seen in the actual parachute drop
she was not the first to help the victims itself. A paratrooper will be required to
of war.
stand for 40 minutes, carrying 180Today, the Queen Alexandra's Royal 2001bs of weight, in an aircraft that is
Army Nursing Corps (QARANC), with constantly bucking and turning. This
support from the Royal Army Medical represents a considerable physical ef
Corps (RAMC), provides hospital-based fort. Following his 30-second parachute
nursing care for the sick and wounded. descent, the individual then has to be
Together, they staff the field and general prepared to march, with his pack of up
hospital system. Field ambulances, to llOlb, for a distance of 10 to 15
which are advanced medical units, offer kilometres. This is the normal method
skilled first aid and emergency treat of entry into war for an airborne soldier.
Once fighting has begun and casual
ments. Regimental medical support
reaches wounded soldiers on the battle ties are inflicted, the surgical teams will
field.
come into play. The medical support
The troops of 5 Airborne Brigade, provided by 23 Parachute Field Ambu
based at Aldershot, are supported by the lance depends on reliable and prompt
nursing expertise of the 23 Parachute evacuation of casualties. However, ex
Field Ambulance. Owing to the nature perience has shown that this cannot be
of airborne operations, such as the one guaranteed. Problems frequently arise
at Goose Green during the Falklands in warfare, and evacuation is not im
War, the wounded are unlikely to have mune from them. This means that the
easy access to hospital-based facilities. field ambulance has to be prepared to
To meet this need, 23 Parachute Field hold casualties.
At present, the unit has an RGN as
Ambulance has an integral surgical
capability (Fig 1). This requires some commissioned officer and two ENs(G) as
degree ofpre- and post-operative care. It non-commissioned officers (NCOs).
is here that the nurses play their part. They are central to the running of the
The role of the 5 Airborne Brigade ward complex and have responsibility
includes a number of different options, for this area.
The nurses have considerable clinical
which vary from a conventional limited
war scenario to assisting in the evacua responsibility and freedom. With medi
tion of personnel from trouble spots cal officers at a premium during a
globally. To meet this commitment, all casualty surge, the nursing officer and
members of the brigade have to reach his NCOs would have to make decisions
exacting physical and mental standards. and perform procedures on their own
These requirements are set by the initiative. Hence, chest drainage and
NURSING TIMES SEPTEMBER 13, VOL 85, NO 37,1989
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Above: Treatment being given at
thepoinf of wounding. Lefts A
sus-giccal team operating an the
Falklands conflict. Below: A view
of ra dressing station do ring the
FcalklesndsWcit-.

tracheotomy might be performed
without reference to a doctor, if the
situation required. Lesser procedures,
such as setting up intravenous infusions
and airway management, would be
considered routine.
Essentially, the nursing expertise is
centred on resuscitation and post
operative departments. Examples of
typical nurse activities include standard
casualty skills, including cardiopulmonary resuscitation and airway
management. Diagnostic ability is also
necessary. The monitoring of pulse and
blood pressure is important, but the
correct interpretation of vital signs and
any changes is critical.
Basic nursing care remains funda
mental. An important element is the
reassurance of anxious casualties. They
will have been through an intensely
frightening and disorienting expe
rience. Many will stay on the same
stretchers from battle areas through the
field ambulance and into the supporting
hospitals - a journey that may last up to
four days. Pressure area care is therefore
of paramount importance. The adminis
tering of this routine procedure is
complicated by the confused environ
ment of the battlefield. All treatments
are standardised in both timing and
nature. Individual-centred patient care
is difficult to achieve for two reasons:
treatment materials must be kept
simple, and constraints on manpower
and equipment are best overcome by a
more general approach to casualty
management, aiming to ensure that
patients receive appropriate nursing
care and timely medication. This is
achieved by the universal observance of
casualty treatment regimes (Fig 2).
These cover all battlefield treatments
and are followed at all levels of medical
care.
The field ambulance may be deployed
in buildings or tents. Consideration has
to be given to ease of casualty transit,
site of surgical facilities and position of
resuscitation and post-operative areas.
This is made more complex by the
requirement to plan for expansion in
time of a casualty surge or cessation of
evacuation.
The provision of an adequate water
supply renders the equation even more
elaborate. The requirement for clean
water is a critical planning factor and a
priority task in the field. Obviously
different types of terrain, climate and
fighting affect the total demand. Lack of
NURSING TIMES SEPTEMBER 13. VOL 85. NO 37. 1989

CLINICAL
Fig 1. Outline plan of medical treatment and evacuation for 5
Airborne Brigade
(Jegimental Aid Post

Receives all casualties from the front line.
Initial resuscitation and treatments are instituted here. Staff
include two doctors and up to 20 doctors

Transported by road or
possibly helicopter

Initial surgery arid advanced resuscitation performed.
Staff totals included three complete surgical teams, eight
doctors and three nurses. In addition there are doctors,
drivers and cooks — in total about 1 30 people

-23 Parachute Field
Ambulance

Further surgery and nursing care given. Staff totals include
female nurses and two or three surgical teams

Transported usually by
helicopter. Exceptionally
road transport may be used
22 Reld hospital

Transport either by aircraft or ships

Fig 2. Example of casualty treatment regime
Treatment

Equipment

Arrest haemorrhage
Apply field dressing
Benzylpenicillin 1 mega u
Plus, if severe wound
contamination, ampicillin/
flucloxacillinSOOmg
Splint all fractures, joint injuries
and major muscle wounds
Consider IV Hdrtmann's solution to
treat or prevent shock
Evaluate

Field dressing
Antibiotics. Analgesics
Various types of splintage kits complete including
POP, Thomas splints, Cramer wire and wood
splints, inflatable and vacuum splints. Triangular
bandages, slings, safety pins and clips. IV infusion
sets. IV electrolyte fluids
Syringes, needles
Waterfor injections
Skin cleansing swabs

water would considerably complicate
the job of medical and nursing care,
affecting activities such as cleaning,
washing and drinking.
Similarly, safe disposal of waste pro
ducts is essential. In war, the processing
of waste body fluids, tissues, used
dressings and other debris from clinical
procedures is dictated by the dual
imperatives of disease prevention and
tactical security. They must be made
safe, but within the confines of good
camouflage and concealment. Often
burial is the only way possible.
It is worth noting that disease, rather
than enemy action, has been the domi
nant component in mortality figures
throughout the history of warfare. Safe
and prompt waste disposal continues to
be a vital method of disease prevention.
In the battle areas, removal of the
injured to the surgical complex often
wppens on an opportunistic basis,
felicopters flying over the field ambuance will sometimes land unexpectedly
o load patients. Since they are vulnerble on the ground, the crews' natural
wire is to spend as little time there as
Possible. This means that casualties
NURSING TIMES SEPTEMBER 13, VOL85, NO 37, 1989

have to be ready for quick loading on to
the aircraft. A constant review of indivi
duals held in the ward and suitable
preparation in anticipation of a rapid
move is the hallmark of an effective field
nursing system.
The problems are further compound
ed by clinical details. A balance has to be
drawn between a possibly long and
uncomfortable road move or a short air
journey. If the patient has a chest drain
in situ or a severe head injury, the
obvious advantages of evacuation by air
may have to be tempered by the
possibility of harmful effects produced
by atmospheric pressure differences in
flight. This selection of patients for
evacuation, whenever an opportunity
presents itself, will often be made by
medical and nursing officers in tandem.
Co-operation is crucial in the successful
running of a battlefield medical unit. All
members of the team must pull to
gether, regardless of individual profes
sional background. Operational expe
rience has proved that this does happen,
and the system works well.
In peacetime, the main role of the
nurses in 23 Parachute Field Ambulance
so

is training for the rigours of operations.
This involves practising not only the
purely military skills of fieldcraft and
signalling, but the promotion of medi
cal skills. The nursing officer arranges a
number of courses run by the unit, as
well as combining with other units for
particular professional requirements.
In addition, skills in first aid, resuscita
tion, hygiene, water purification and
tropical medicine have to be refined.
Nursing with 23 Parachute Field
Ambulance is a demanding and interest
ing job, requiring liaison with both
military and civilian agencies. It is not
without its frustrations, but nurses to
have an opportunity to exchange ideas
— of value in itself. They are also able to
maintain clinical skills in that they have
nursing attachments in the local milita
ry hospital and regularly attend courses
and meetings. However, nursing offi
cers are allowed to stay for only one
two-year tour of duty. A longer period
away from mainstream nursing might
imperil their professional standards and
their continued utility.
One of the enrolled nurses with 23
Parachute Field Ambulance is employed
full-time in managing a busy medical
centre. This job entails all the adminis
trative tasks of running an occupational
medicine facility, as well as supervising
the routine clinical work. All patients
are initially assessed by the nurse and
then referred to the doctor, and the
usual range of minor treatments is
performed by the nurses together with
other doctors. Within the medical
centre, the nurse has the important role
of central co-ordinator and quality
controller.
Nursing in the airborne forces is an
intensely physical existence, preparing
for an eventuality which one hopes will
never happen. Patient contact is neces
sarily reduced but in its place come the
duties of organising training and the
responsibilities of leading soldiers. It is a
challenging role, and quite unlike
conventional nursing but, nonetheless,
valuable. Ultimately, it is a deeply
personal decision to join. When you are
standing at the aircraft door waiting to
parachute, it can seem a very lonely one
NT
too!
Captain Kevin Dauies, RGN, is training
officer, 23 Parachute FieldAmbulance,
Aldershot, and Major Alan Hawley, MBChB,
is second in command, 23 Parachute field
Ambulance, Aldershot
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BACKGROUND
e nature of nursing and the role and function of the
IK has been the subject of much debate throughout
e United Kingdom (UK) in recent years. This has been
tease particularly with die discussion of extending and
finding the range of nursing responsibilities with resulnt legal and professional implications. The impetus'for
ch change, it can be argued, has been the rapid changes
at have occurred in relation to the provision of health
ie. These continuing developments are resulting in a
unge in philosophy regarding the way care is delivered
id the way that patients are consulted and informed.
It is against this background that the full potential of
K nurse is being realised. Traditionally, the nurse has
«n a key member of die health-care team, despite being
"ntpondtnce: Sian Jones, Senior Lecturer, School of Nursing and
University of Glamorgan, Pontypridd, CF37 1 DL United
n. Fat: +01443483118; E-mail: <sjones@glam.ac.uk

considered subservient to, and a hand maiden for, the
doctor. However, die stress diat junior doctors have suf
fered due to an increased workload has resulted in the
nurse taking on roles diat were traditionally die remit of
die doctor. It is also recognised that die nurse is a knowl
edgeable professional and appropriately skilled to perform
many of diese roles. Changes in nurse education, both preand postregistration, have meant diat nurses are educated
to a higher level and dierefore better able to assume more
responsibility. It has also been recognized diat nursing
interventions are vital to die wellbeing and even survival
of die patient.'
In aspiring to an enhanced role, nurses should not
underestimate the legal, ethical and professional com
plexities diat may be encountered.

, THE EXTENDED/EXPANDED ROLE:
A COMPARISON
The extended role of die nurse was considered a role
that was not included in die programme of basic nurse
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(tended role of the nurse

lucation, but acquired as a result of experience gained
i a registered nurse. The traditional interpretation of the
•ctended nurse role was that the nurse be allowed to
2rform tasks that would normally be carried out by the
octor, for which the nurse was trained specifically and

the personal nature of accountability, with the implica
tion that if a practitioner is functioning in an expanded
capacity then die practitioner is answerable for all his or
her actions. All actions must also be performed with the
rationale that they are in the best interests of the patient,

isessed as competent. Such tasks were ones that were
snsidered appropriate for delegation to a nurse and the

therefore emphasizing that nursing interventions are

octor must be assured of the competence of the nurse.
hese tasks or skills were practised after a period of

functions.
The Scope of Professional Practice is regarded as a

•airu'ng and assessment and usually resulted in the nurse

significant development in die concept of the developing
role and function of the nurse. Considerable emphasis is
placed on the holistic function, rather than a task-oriented
approach, with further emphasis on the concept of prac
tice evolving to meet the changing needs of patients and
clients. Central to this philosophy is the notion that each
individual practitioner is accountable to maintain his or
her own knowledge, skill and competence, and that this
process is continuous throughout a career span. Any
adjustments to die range of responsibilities should be

:ceiving some type of certificate as proof of acquiring the
sility to perform the skill. The continued assessment of
le nurse's performance was not a requirement, rather,
ssessment largely depended on the clinical areas involved
nd the individuals concerned and was not systematic but
rbitrary and haphazard.
A more up-to-date definition of the nurse's extended
ale is the 'expanded' role of the nurse. This is regarded
5 a more far-reaching function and encompasses an liolisc approach to the patient and to nursing interventions,
iherent in this interpretation is the notion of the nurse
aving a much wider role and function than simply carryig out tasks that would normally be performed by the
octor. Rather, the nurse provides care that is necessary
:>r the wellbeing of the patient which ensures that nursing
ractice is holistic and not based on a delegated task
llocation-type approach. The education of the nurse in
nis instance is continual and not based on specific trainig that is certified. The ongoing education of die nurse,
oth experiential and through a formal period of educaion, is essential and, combined with continual reflection
n practice and performance, this equips the nurse to
icrease the range of responsibilities. Assessment of persrmance is achieved using personal and professional
eflection and true professional and legal accountability.

CODES OF PRACTICE
toth the 1992 Code of Professional Practice and The Scope of
'rofessional Practice4 incorporate the word practitioner to
ncompass nurses, midwives and health visitors. The Code
fProfessional Practice is a statement to the profession of the
primacy of the interests of the patient and client', 3 and
statement of professional values. It is also the statement
f accountability to which the individual practitioner is
xpected to adhere. The practitioner is informed that
ccountability is an'. . . integral part of professional pracice', 3 with the practitioner making judgements and being
nswerable for them. A significant emphasis is placed on

patient centred, whether they be routine or expanded

based on principles for practice, radier than on tasks and
certification.This, therefore, would imply that the practi
tioner is able to incorporate an expanded role function
into practice when he or she feels able. However, an
acknowledgement of the limitations of knowledge, skills
and competence is an equal aspect of the philosophy. The
latter is vital in the consideration of patient and client
safety, as is the issue of appropriate delegation of patient
care. The ultimate issue, however, is one of direct and per
sonal accountability. Each practitioner is reminded that,
when expanding die range of dieir responsibilities diey
must comply with the Code of Conduct at all times and main
tain professional standards. The issue of accountability is
thus defined:
Professional accountability is.fundamentally concerned with weigh
ing up the interests of patients and clients in complex situations,
using professional knowledge, judgements and skill to make a deci
sion and enabling you to account for the decision you have made.

That diis is a broad definition is intentional, so practi
tioners in any clinical setting are able to see the relevance
of its application.

LEGAL IMPLICATIONS
(OF THE EXPANDED ROLE)
The law imposes upon each practitioner a duty of care
towards patients and clients and sets a legally defined
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ujard of care to which all practitioners must comply.
.duty of care is defined by the following:

famusttake reasonable care to avoid acts or omissions whichyou can
ould be likely Co injureyour neighbour . . 6

, legal definition of 'neighbour' is a person who is so
idy affected by the acts in question that consideration
it be given to them when the act is executed or die
ission apparent.
fhe implication of diis is that, in the implementation
wrsing interventions in an expanded role capacity,
practitioner has a legal duty to take due care to avoid
ang a patient or client harm. An appropriate level of
wledge and skill is, dierefore, needed to carry out
its of care safely that may be regarded as increasingly
iplex. Without this level of knowledge or skill, it could
irgued, the practitioner is not able to discharge their
i to the patient or client.
he legal standard of care diat is imposed on each
ridual practitioner is one diat can be applied in any
ol setting. It is the standard that is expected of a
unable practitioner, 'exercising die skill of an ordinary
petent man, exercising mat particular art'. 7
iis means that, for example, die standard expected of
IK in an a surgical setting is diat of the ordinary, reaibly knowledgeable and skilled surgical nurse. This,
efore, is the standard of die average nurse in whatever
calsetting that nurse may be and the standard is denned
'ellow professionals who are also reasonably skilled
competent. Also, a practitioner is required legally to
(ide care that is considered to be acceptable and approte,This, again, is defined by the profession with the
oa that practice must be considered to be in 'accorX with a practice accepted as proper by a reasonable
fof . . . men skilled in that particular art . . .' ?
>y implication, this means that an expanded role must
ansidered appropriate by odier reasonable and suit' willed and knowledgeable practitioners because diey
decide, in law, what is die appropriate standard of
I must be observed also that when a practitioner is
»ved with care that has traditionally been a medical
'•• "len there will be very few, if any, nurses to decide
tt Jrc the appropriate standards for nurses. Nursing
tormance will, therefore, be judged against medical
Wmance.,This, in itself, is not problematic provided

diat the nurse is suitably competent and knowledgeable.
Difficulties arise when practitioners are poorly prepared
and possess insufficient levels of knowledge and skill to
perform an expanded role function competently.
A further legal consideration is dial a practitioner
cannot use inexperience as a defence. If a practitioner is
being held to account for an aspect of care when a sus
pected negligent act has been committed, then the test is
to judge die appropriate standard of competence required
to perform diat specific aspect of care. This means diat an
inexperienced practitioner will be judged by die same
standard as die reasonably skilled and knowledgeable prac
titioner. Again, this will not be a problem as long as the
practitioner has an appropriate level of education and
competence. It can dierefore be argued that preparation
for an expanded role function is vital, not only so that die
practitioner is able to discharge any legal duty, but also so
that patients and clients are properly protected and given
appropriate care.
Legally, the practitioner is also accountable to an
employer to comply widi die terms and conditions of an
employment contract. At die point of employment,
an employee agrees to abide by terms and conditions set
out by die employer and agrees that die employer is vic
ariously liable for the actions of die employee. This means
diat the employer can be sued for compensation should a
negligent act be committed, in other words, an employer
is responsible for the actions of an employee, be they good
or bad.
An obvious implication of mis for an expanded role
function is diat an employer must agree to a practitioner
practising in a manner that is considered to be expanded.
In order to do diis, the employer must be assured diat
die practitioner has die necessary knowledge and level of
competence to perform complex aspects of care and must
therefore ensure that practitioners are appropriately edu
cated. It is dien die decision of an employer as to what a
practitioner is allowed to do, bearing in mind die profes
sional and legal obligations of each individual practitioner.
There are, however, a number of legal restrictions
placed on die nurse diat are stipulated by statute. Among
tliese are restrictions relating to die storing, procuring and
prescribing of drugs, specified as medical functions,
according to die Medicines Act 1968 and die Misuse of Drugs
Act 1971.Mso the Abortion Act 1967 and the Mental Health
Act 1983 specify that suitably registered personnel are
able to perform certain functions. If nurses are excluded
by a specific statute then, despite an expanded role
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environment, that practitioner is not able to be involved
in that aspect of health-care intervention in law.

WIDER IMPLICATIONS OF AN
EXPANDED ROLE
There has been a great deal of debate regarding the many
implications of an everchanging role and function for
each individual nurse and for the profession as a whole.
The intention here is to summarize die more pertinent
implications.
Greater legal and professional accountability is an issue
that is highlighted with an expanded role, 9 As a nurse
assumes a greater level of responsibility and is involved in
an increasingly complex care environment, then that
nurse may be held to account more often and in a way that
is increasingly more demanding. It is, therefore, vital
that nurses are clear regarding appropriate responsibili
ties, particularly in complex care scenarios. It is also vital
that lines of accountability are dearly defined. Nurses
function in a multi-professional environment which needs
to be 'based on cooperation, shared understanding and
respect'. 10
In the consideration of the primacy of patients, then
sound, effective teamwork is essential where team
members value and appreciate the roles and competence
of fellow members. Nurses with a sound level of knowl
edge, skill and cempetence have-a vital role to play in
diis team. The concept of 24 h, continuous care is also
significant because it is unique to die profession and places
nurses in a position to provide effective care based on a
sound knowledge and understanding of die patient.
It can be argued that nurses have been striving towards
professional autonomy in practice for a number of years
and that, in part, this is being achieved in the expanded
role function of the nurse. True autonomy, however,
must be achieved dirough the framework of die multiprofessional team, as it is effective teamwork diat best
serves the interests of the patient and client.
There are, however, areas of controversy in relation
to the autonomy of die nurse. It is believed that the
boundaries between nursing and medicine are becoming
increasingly blurred as a side effect of the nursing role
expanding." As a result, there is considerable debate about
who is ultimately responsible for the care of patients and
clients. The General Medical Council (CMC) 12 in 1995
instructed doctors to delegate what could be regarded
as medical care to nurses, but only if die doctor was
confident in the level of skill of die nurse. The ultimate

responsibility for die care of the patient continues to rest
widi die doctor. This would appear to imply that the
doctors consider diemselves accountable and that, in the
hierarchy of die team, die nurse is, dierefore, subservient.
The reality is diat the whole issue of accountability is
far more complex. The doctor cannot be held to account
for a nursing action, nor a nurse for a medical action.The
UKCC reminds nurses that diey are, 'personally account
able' 11 for all actions; this has to be die most appropriate
way forward in die consideration of the wellbeing and
interests of patients. The need for teamwork must also
be stressed, as opposed to a hierarchy of accountability,
because each professional group has a valuable and unique
contribution to make to the clinical management of die
patient. Nursing and medicine need to be regarded as
complementing each other and, more significandy, being
of equal value. 14
The blurringo of die boundaries between nursingo and
medicine, however, may have possible adverse effects on
die nature of nursing and on die profession as a whole.
Nurses should be regarded as nurses, belonging to a
unique profession, providing die patient with nursing
care. Nurses should not be regarded as pseudo-doctors,
performing care diat the doctor wishes to delegate. A true
nursing role involves die nurse being immersed in caring
for a patient, assessing die needs of diat patient, being with
the patient in addition to providing complex interventions
that would normally be regarded as the remit of die
doctor. The implication of diis is diat nurses need to
value die caring aspect of their role, especially mat
aspect involved in the provision of basic care or any other
comfort measures diat a patient might require. It can be
argued that an effective nurse is one who is knowledge
able, skilled and competent in a complex care environ
ment and who offers a unique nursing service to die
patient.

CONCLUSION: PREDICTING
THE FUTURE
Nurses are in a favourable position to improve die nature
of die profession for die future and, it can be argued, to
improve die standard of nursing care. Nurses are assum
ing greater responsibility and independence and are
extending die frontiers of practice. However, die com
plexity of healdi care is such that no one profession can
assume sole responsibility for die wellbeing of die patient.
The professions, dierefore need to find a workable
blue print for die day-to-day practicalities of exercising
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fcountability. This can be achieved by the regulatory
odiesof the professions providing a mutually supportive
rtjnework on which the professions can build. It is imporaitto ensure that the most appropriately competent and
tjHed professional provides the patient with the most
flective care." It is also suggested that statutory authoris work with government departments of health to
usure that a much wider understanding of accountability
iachieved." If this is die case, the relevant professionals
uybe assisted in their practice. Guidance is, therefore,
teded from the UKCC and CMC to facilitate a workable
jlution so that nurses and doctors are able to function
ffectively without concerning themselves with politics
id hierarchies. Each professional group should feel able
> expand and develop their own practice, while dislargmg their duty to the patient, the employer, their progsional body and, ultimately, to the law. Practice must
• seen inevitably to be dynamic and responsive to the
:eds of patients and clients; dierefore, practitioners must
:ableto extend the frontiers of their professional knowlige while being able to function effectively as part of a
iiilti-professional team. When this is achieved it could be
•gued that health care will be truly effective and truly
•jponsive to the needs of the patient.
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the
battle
Nursing in
post-war areas
is a challenge
and can
provide valuable
training say
Kevin Davies and

A

rmy nurses can work in harsh,
challenging environments but
these conditions should not be
seen as a hindrance to profes
sional development. Rather, they can
be used as an opportunity to profes
sionally develop within the spirit of
PREP.
On some operational deployments,
for example, it is possible to combine
providing help to the local population
with meeting the professional needs of
nurses.
This was the case with the deploy
ment of 23 Parachute Field Ambulance
(23 PFA) to Bosnia.
The 23 PFA went there in July last
year in line with the UK commitment
to wider peacekeeping in the former
Yugoslavia. The 23 PFA, known as hos
pital squadron, had the tasks of provid
ing emergency ambulance cover,
primary health care and hospital-level
facilities.
The nurses from hospital squadron
came primarily from the Duchess of
Kent Hospital in Catterick Garrison. It
was anticipated that the medico-nurs
ing workload in the field hospital com
plex would be light because the peace
process was progressing well.
However, the 23 PFA became heavily
involved in Military Aid to the Civil
Community (GS) projects. These pro-

• First aid package for the International Rescue Committee
at Vitez
> Basic nursing care training for displaced women in Clamoc
> First aid package for saw mill factory workers at Bosansko-Crahovo
i> Women's sexual and reproductive health seminar at Clamoc
*• Distribution and familiarisation with WHO primary health care
starter packs
ft- Familiarisation and training package for first aid training equipment
to high school teachers at Travnik
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irsmi
field hospital or at various
small detachments through
out the former Yugoslavia.
First aid training for aid
organisations

I an ideal opportunity to conduct a
lal nurse-education module while
ting the operational commitment.
aaring the ground

Welsh National Board (WNB) has a
lular framework for continuing edion. 1 Modules can lead to either a
ificate or diploma in professional
:tice. They can be undertaken on a
-standing basis, which gave us the
ortunity of running a module
le stationed in the former Yu.avia.
i addition, the academic credit
led from the module is transferable
I compatible with the Credit Acculation and Transfer Scheme. This
1 important, since there is a teachmodule in-the Diploma in Military
rsing award that military nurses
y want to undertake.
aching

e GS projects undertaken by the 23
V were to provide a challenge to the
rses who undertook the teaching cl
ients of the aid package.
The teaching, assessing and supervi•n module study days were based at
2 field hospital site in the town of
mislavgrad in central Bosnia.
Some nurses were based a considerle distance from the site but this was
>t too much of a problem since they
>re transported by support helipters from the Royal Navy, RAF or
e Army Air Corps — a novel way to
tend a course.

plan lessons using interpreters and de
velop visual aids and hand-outs suit
predominantly
a
for
able
Serbo-Croat-speaking audience. The
field ambulance had a designated in
terpreter who proved to be invaluable
in assisting the planning and imple
mentation of the various teaching
packages.
Students also had to consider the im
pression they made when involved in
G5 projects. It is mandatory to carry a
certain amount of equipment when
moving around Bosnia which, in addi
tion to personal equipment, includes
body armour, helmets, weapons and
ammunition.
However, we realised that the nurses
would look inappropriately aggressive
and it was decided to dispense with the
equipment before undertaking any of
the community projects. We also en
sured that the Red Cross was promi
nently displayed.
The nurses undertaking the WNB
module were employed in either the

jacher training

anning lesso'ns can be very demandig for the novice teacher. But students
Ding this module also had to take on
smanding teaching environments,
ursing Times July 16, Volume 93, No 29 1997

A Royal Navy Sea King
helicopter ensures nursing
students arrives on time for
a study day at Tomislavgrad in
central Bosnia (left), while
Private Helen Sydall in
Travnik, Bosnia, demonstrates
the procedure for correcting
the recovery position to
. high-school teachers (above)

Corporal 'Izzie' Bradley
(foreground) and sergeant
Elaine McKenzie teach first aid
to members of the International
Rescue Committee in the
British Camp at Vitez

The International ReSCU|
Committee (IRC) is a Nev
York-based humanitarian aii
group that has been operal
ing in the former Yugoslav!
since 1992. It requested fin
aid training for its membe
at the British camp at Vitez
Before the first aid packaj
was presented, there was
lecture focusing on the i'
juries a land-mine a
inflict —it is sad that sue!
beautiful country will be blighted b'
huge land-mine problem for years
come.
The land-mine issue dearly cam
some anxiety to the four students w
were to implement the package, es
dally as they would have to endui
three-hour journey from Tomislavg
to Vitez. •
Four stands were set up to add
possible injuries.
The first dealt with airway mam
ment and associated problems in
traumatised patient. After trearm
has been initiated, it is essential I
the casualty is properly positionei
maintain the airway.
The various techniques for ensu:
this were demonstrated by the te;
ing team and practiced by membei
the IRC. The nurses who facilitated
programme had to bear in mind
almost all of the IRC group had litt
no previous experience of first aid.
The second stand dealt with
emergency treatment of a patient
severe burns. It was essential tha1
nurses ensured that the IRC group
an understanding of the fundame
involved.
This was of particular impor
because of the climate - the are
very hot summers with sudden
dramatic changes to winter condii
To overly expose or cool the patif
adverse conditions can prove i
trous.
The third stand dealt with the i
gency treatment of fractures and!
bleeding, primarily of the lower 1
Again, this stand was planned
land-mine injuries in mind.
The fourth stand dealt with 1«
matic injuries that could be seen
day-to-day basis. The group ots

practiced the various uses for slings,
lagjngand splinting techniques,
liswas the first operational deploytformany nurses and teaching in
> fairly basic environments
ght home the real dangers,
talso had to consider the previous
rience of the groups being taught,
lvalues, beliefs and attitudes may
have been seriously affected by
traumatic events recently wit>d. It was no surprise that the
-school teachers of Travnik took a
!stoic stance.
is teaching project involved the
ibution of first aid training equipi, coupled with a training package
staid so that skills could be passed
i schools. First aid is seen as an esal component of the school
tulum especially as there remains
isive quantity of ammunition and
Ktsonnel mines strewn across the
tryside.
'o local interpreters were emrf for the project and both had
experience of first aid teaching,
were extremely enthusiastic, to
xtent that care had to be taken to
re that the person giving the lesras not sidelined. The nurses came
with a positive experience as well
aming a valuable lesson for the
ll first aid training

town of Glamoc, situated on the
ei front line saw a considerable
int of fighting and is now slowly
ningto normal. Glamoc is home
i number of displaced young
len who, with no previous trainare for elderly people in their own
«.
ires undertaking the WNB mod

ule designed and facilitated a teaching
package aimed specifically at the needs
of these young women. This comprised
pressure area care, mouth care, lifting,
and general hygiene.
It was easy to empathise with the
young women. At an age when they
would have expected to be completing
school and going out with friends,
they were displaced from their homes
and playing an active role in looking
after vulnerable people in their com
munity.
This was a very rewarding package
for the nurses because those attending
were well motivated. The interpreter's
good humour, considerable experience
and proactive attitude in developing a
good rapport from the start was vital in
overcoming the language barrier.
There was also concern about issues
related to women's sexual and repro
ductive health. Although the Federa
tion of Bosnia-Herzegovina health
department has issued a strategy plan
for health, little has been done in this
area to date. In particular, sexually
transmitted diseases, including HIV
and AIDS, have not been perceived as a
threat in what, until the conflict, had
been a fairly stable society.
However, the Bosnian authorities
have identified a future social vulnera
bility because of poor public awareness
and a huge influx of
foreign nationals.
Further first aid
training took place
in a saw mill in the
town of BosanskoGrahovo — a virtual
ghost town that saw
some particularly vi
cious fighting. The
sight of a young girl
playing on her own
amid the wreckage of
the town was partic
ularly poignant, as
was the sight of an
empty school play
ground littered with
spent ammunition.

Many of the employees of the sa
mill had been involved in the fightir
and told us of the injuries they ha
witnessed. It was disconcerting for tr
nurses involved in this training initi
live to find a minefield within the sa
mill confines and discover that the fa
tory manager had a box of mines an
shells that he had kept stored for son
time. Training began once we had ei
sured the safety of the group.
The scene in BosanskoGrahovo: silent, devastated,

Future opportunities

deserted

With this type of military operatic
becoming increasingly likely in an ui
stable world there will be further O]
portunities for similar projects. Tr
opportunity to develop interperson
skills that cross cultural boundarii
should be encouraged in an effort 1
engender hope for those who ha\
been affected by hostilities.
Furthermore, while this article hi
addressed the contribution of a mil
tary unit in civil aid, it should not t
forgotten that there are many oth'
agencies employing nurses who a
making a considerable contribution i
such areas. MT
1

Teaching lifting techniques to
young women in Glamoc,
Bosnia (below left), and, below
right, the junior school in
Bosansko-Grahovo, Bosnia
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Confusion: an ambiguous
term in A&E practice
K. Bavies, S. Jones

The term 'confusion' can create conflicting images in terms of a patient's level of
consciousness, awareness and ability to communicate effectively. In relation to Accident and
Emergency (A&E) practice it is crucial that the nurse assessing the patient is not only taking
into account the presenting clinical picture, but is also cognisant of the potential cumulative
effects of physiological, psychological, pharmacological, sociological and environmental
factors. Clearly, the assessment process should take these factors and the possible effects of
the patient's journey to the A&E department into account when forming an opinion in
respect of levels of consciousness. This paper will explore a number of potential co-factors,
factors that could influence the patient's presentation and create an ambiguous misleading
and conflicting picture unless all co-factors are considered. © 2002 Elsevier Science Ltd
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The word 'confusion' conjures up many images
in the minds of the general public and the
health professional. These may range from a
source of amusement to concerns over the
person's ability to function efficiently,
communicate effectively or even ensure their
own safety. The patient attending the A&E
department may have been exposed to
numerous physiological, environmental and
sensory phenomena whose combined
influences are fundamental to the clinical
picture with which the patient presents. To
label a patient confused without giving due
cognisance to these influences denies the A&E
practitioner significant data with which to
make informed decisions in relation to the care
that may be required.
The process of assessment is therefore vital
in informing practice, ensuring that the patient
receives the most appropriate care and
treatment. The assessment process is also
significant in that the practitioner is able to
establish what is normal and routine for the
patient and what preferences the patient may
have.
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This paper will explore the assessment
process and highlight areas of significant
concern for the practitioner. A patient scenario
will be used to illustrate a fictional, albeit not
unrealistic, patient experience.

An example scenario
The following fictional scenario is aimed at
highlighting the complexity of a potential
patient presentation.
It is mid-January and a 76-year-old
gentleman with a hypertrophic prostate gets up
in the middle of the night to pass urine; this is a
frequent and common occurrence that has led
to him becoming more and more exhausted. As
a consequence he slips and falls, sustaining a
fractured femur. He lies on the floor for the
remainder of the night and is found by his
home carer the following morning. She calls the
ambulance and the emergency personnel
immobilise the fracture and transport him to
the nearest A&E department. On arrival the
department is very busy with a lot of hustle
and bustle. The patient is transferred to an A&E
trolley in one of the few empty rooms. He is
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assessed in the room where a number of staff
are in attendance assessing vital signs, taking
blood samples, urine samples and gaining
access for intravenous therapy and asking a
range of questions. About this time his very
worried daughter arrives. He is transported to
the X-ray department for diagnostic tests.
Following this he returns to A&E to await
scrutiny of the X-rays.
He is referred to the on-call orthopaedic
team. It is decided that he will need internal
fixation of the fractured femur and as the team
have an operating theatre list in progress he
will be added to the end. During his assessment
the term 'confused' is used on a number of
occasions to describe his mental status.

Assessment
A patient who attends the A&E department
will very often feel that the world that they
have control of, and are able to make decisions
about, is thrown into disorder by their reliance
on others. In the A&E setting the initial use of
the term 'confused' may merely relate to a
quick overview of mental status while
addressing other, higher priority and possibly
life-threatening, issues. As a diagnostic term its
ambiguity is obvious in that the word is
meaningless unless seen in the appropriate
context (Byrne 1997). Clearly there are any
number of potential factors that may cause an
altered level of awareness in patients attending
the A&E department. The nurse caring for
patients with injuries or illnesses that are
multifaceted must be conscious of the
combined effects that physiological,
psychological and environmental factors have
on mental state. In this scenario hypotension,
hypothermia, pain, dehydration and sensory
deprivation or overload are obvious factors
that must be taken into account, but they are
not the sole factors. A clear and focussed
hand-over from the paramedics is vitally
important. This will provide clues to other
potential co-factors in terms of the patient's
clinical presentation. Information such as
whether the patient lives alone, if there are
signs of incontinence/immobility including
pressure damage, and past medical history can
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add to the overall picture during the
assessment process. In the elderly the issue of
multiple pharmacology is significant in terms
of the ability of the patient to comply with a
prescribed regime.
Additionally, any trends that have been
identified by the paramedics in relation to the
condition of the patient must be effectively
communicated. Factors such as improvements
or not in baseline observations, pain levels in
response to interventions and mental status in
response to oxygen therapy may be significant
information for the A&E practitioner.
The utilisation of a triage methodology
informs the initial A&E assessment. Acronym
based models such as SOAP and PQRST are
widely understood and utilised in A&E
practice. Flow charts with supporting notes,
such as those developed by the Manchester
Triage Group (1997), are thought by many to
provide a more comprehensive assessment
tool. However, regardless of the tool utilised, a
systematic approach must be taken to the
assessment of the patient in order to ensure that
the personal and clinical needs of the patient
are met.

Fluid balance
The scenario presented above may benefit from
closer scrutiny of the factors involved in the
patient's journey to hospital and some
potential predisposing morbidity. Elderly men
suffering from a hypertrophic prostatism will
experience an increase in micturition, which
often leads to exhaustion. There may also be a
concurrent urinary tract infection (Norton
1999). In attempting to reduce the number of
visits to the lavatory they often reduce fluid
intake. This in turn leads to dehydration.
Exhaustion, urinary tract infection and
dehydration are known to be causative factors
that can lead to an altered level of awareness in
the elderly. Careful examination of the oral
cavity, skin integrity and urinary output will be
essential here if vital clues are not to be missed.
However, it must be acknowledged that a
diminished urinary output may be a direct
consequence of shock.
A focused assessment of the hydrational
status of the patient is fundamental to the
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provision of effective and supportive care and
management of such a patient.

implementation of fast-tracking systems for the
elderly through A&E.

There is a further need to consider the ambient
temperature and how long the patient may
have been exposed to low temperatures.
Thermoregulatory mechanisms in the elderly
are known to be inadequate. This is due to a
limited cardiovascular reserve, slower
autonomic responses, decreased heat
production and loss of fat reserves to the point
that even fit elderly people may become
hypothermic in environments where fit
younger people experience no change (Budd &
Wright 1999).
To have been exposed to low temperatures
for a protracted period of time will almost
certainly ensure that the elderly person
becomes hypothermic, thus further limiting
effective oxygenation of brain and vital organs.
In this instance the temperature of the patient
must be monitored using an appropriate route,
namely, rectal or tympanic, and a low reading
thermometer. Driscoll et al. (1993) support the
use of infra red tympanic temperature probes
for this purpose.
It takes very little time for a pressure sore to
develop (Bradden & Cuddigan 1999) and
factors such as dehydration, temperature,
intensity and duration of pressure, mobility
and tissue tolerance must be taken into
account. Clearly in the above scenario the
patient is at great risk of pressure sore
development. While not overriding any
resuscitative measures that may be required, if
we are to consider a patient's discharge
possibilities at the point of admission, then the
potential for the development of pressure
sores must be taken very seriously as this may
eventually be the factor that prevents a timely
discharge. It is essential therefore that a clear
and effective pressure assessment tool is
utilised and a proactive pressure management
strategy must be employed.
Given the pressure on A&E services, and the
length of time that patients are currently cared
for in an A&E setting, a fully developed
pressure area care strategy must be employed
with Cherry (2001) advocating the

On sustaining a fracture of the femur the
patient will undoubtedly experience pain. In
this case it will be prolonged and coupled with
fear and feelings of helplessness. Add to this
the significant loss of circulating fluid that will
be inevitable with a fracture of this kind and
there is even more evidence for a multifaceted
rationale for the patient presenting with
confusion. This is even more obvious when one
considers that there will be a loss of some
1-2.5 litres of blood from such a fracture
(Driscoll et al. 1993). Clinically, this patient
would be shocked. This loss of circulating fluid,
and therefore oxygen-carrying capacity, is a
significant factor that should be borne in mind
when undertaking an assessment of the
patient. Once the ambulance personnel arrive
on the scene and make their assessment the
fracture will need to be immobilised.
Analgesia available for use by ambulance
personnel varies considerably across the
country.
Entonox is freely available but requires the
recipient to be an active participant in its use;
this may be problematic within the given
scenario. Nalbuphine Hydrochloride
(10-20 mg) is available in some areas and may
be very useful in this context. It does however
have a Morphine agonist action which may
have implications for later pain relief
interventions. Regardless of the available
analgesia, the fracture will need immobilising
prior to transporting the patient to the A&E
department for further treatment and, as a
consequence, undoubtedly some degree of pain
will be involved. The subsequent journey in the
back of the ambulance will almost certainly
create a swaying motion that could induce
nausea in a fit healthy person let alone
someone who has suffered a serious injury.
How many of us have to travel seated on. the
floor of the ambulance when escorting
patients? It is evident then that prior to
admission to the A&E department there is
potential for hypothermia, hypotension, pain
and a nausea-inducing ride in the ambulance,
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all having a varying degree of influence on the
patient's level of consciousness.
On admission to the A&E department the
status of the patienf s fracture must be
assessed. If the fracture has not been previously
immobilised then there will be evidence of a
shortened externally rotated limb. Regardless
of whether the limb is immobilised or not, the
status of distal pulses such as the popliteal and
dorsalis pedis must be established, in addition
to the colour and sensation of the limb. This
will provide information in relation to
circulatory and nerve efficacy.

Multiple pharmacology
It is vitally important to elicit the nature and
extent of current drug regimes and whether
they are being adhered to. Drug toxicity
alone is a great risk for the elderly. This can be
compounded when multiple treatment regimes
are in progress. The elderly also tend to buy
a large amount of over-the-counter drugs thus
further increasing the risk of a drug interaction.
As Mistovich et al. (2000) point out, some
medications taken individually or with others
will affect mental status and Induce giddiness or
stupor in some patients. Clearly there is a risk of
forgetfulness and therefore over or underdosing.
Further, the writing on many medication labels
may be difficult to see when one's eyesight
is poor, and this can also lead to inadequate
dosing. There is also the tendency to continue
medication beyond the necessary timeframe.
Clearly, information gathered from relatives
and the paramedics is vital in order to ascertain
the nature of current drug regimes and how
potential interactions may be affecting the
patient's level of consciousness.
Additionally the A&E practitioner must
ascertain, where possible, the understanding of
the patient in relation to the drug regime, and
identify the possible adverse effects of drugs
singularly or in combination. A classic example
is the effects of Digoxin toxicity as a
predisposing factor in atrial fibrillation and its
potential effects on mental status.

The A&E experience
What then of the A&E experience itself? From
the above there are obviously numerous
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physiological and environmental parameters to
consider. However, within the A&E
department there will be strange faces with
often multiple members of staff dealing with
the one patient, noises and explanations that
may or may not make sense. Often the
windows are frosted and the clock on the wall
may or may not be telling the right time; any of
these factors may deny effective sensory input.
Clothes are removed and observations and
investigations undertaken, and care may be
delivered by various individuals during the
patient's stay in the department. The risk of
sensory overload is extremely high in the
elderly who rely on routine in their daily lives.
This overload occurs when patients are unable
to adequately process the amount of data or
stimuli within their environment or when the
data is not adequately explained to them. Some
older adults experience this even in the absence
of disease and often need a greater amount of
time to process data (Easton 1999). The A&E
practitioner must bear these factors in mind
when assessing such a patient.
In the presence of severe injury or illness in a
situation where time is of the essence, sensory
overload will almost certainly occur and the
patient will definitely not be able to respond in
what may inadvertently be considered a timely
and accurate fashion. It is crucial to bear this in
mind, particularly if the patient has to go to
other departments, such as X-ray, for further
investigations. It is therefore essential that the
number of staff dealing with patients of this
nature is kept to a minimum as this strategy
will at least attempt to mitigate against further
problems. A strategy such as the allocation of a
named practitioner, ideally the practitioner
who undertook the assessment of the patient,
could assist in this mitigation.
Fear and feelings of helplessness can be
further complicated by the arrival of relatives.
In the scenario above it is the patient's
daughter, whose concern may further
exacerbate the sensory overload with questions
about what happened, when, where, and what
information the health care team have given
thus far. Relatives may also experience feelings
of guilt, which may be transferred to the
patient in the form of blame allocation for the
current situation. Clearly the A&E practitioner
has a supportive role in this instance, especially
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in assessing the response of the patient to the
presence of relatives.
The need for surgery fills most people with
fear (Hayward 1975). Given the above scenario,
the practitioner would need to be assured that
consent for surgery has been gained in an
informed fashion. Although not a direct
correlation, in the case Re MB [1997] it was
suggested that the ability to give informed
consent may be significantly affected when a
patient is anxious and in pain. What then are
the implications for the patient in this scenario,
who has experienced multiple insults that
could affect his ability to consent? Clearly a
detailed assessment is required in order to
ensure the patient's competence to consent.
If the patient is not competent to make an
informed decision, the practitioner may
provide care ensuring that they are acting in the
best interest of the patient. (F v West Berkshire
Health Authority [1989]) This view appears to
be supported by the Draft Code of Professional
Conduct (UKCC 2001). The practitioner must
therefore assess what strategies are appropriate
and in the best interests of the patient.

Conclusion
The scenario above highlights the multiplicity
of factors that in combination mean that the
patient's overall problems and presentation are
a result of a very complex set of factors that
should be borne in mind when assessing the
critically ill and injured in the A&E setting. An
awareness of the physiological, psychological
and environmental factors that have had an
influence on the patient's 'journey' to the A&E
department must be kept in mind if the patient
is to achieve the optimum outcome.
Considerable thought should be given to the
care of such a patient in terms of limiting as far
as possible factors which could further
exacerbate an already complex scenario. This
could include careful consideration about the
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allocation of staff and allowing the patient
extra time in order to synthesise and make
sense of all that is happening.
In order to ensure that the patient is truly
best placed to be able to consent to and make
sense of the proposed treatment, a thorough
assessment must be undertaken,
acknowledging the multitude of factors that
may be influencing the initial presentation. In
these circumstances the dynamic nature of
assessment in the A&E setting will be
challenged to the full.
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I he delivery of humanitarian aid and disaster response is an
tractive option for many of the world's health care profesonals who are motivated by religious, altruistic, or acaifflic pursuits. Deployments are usually undertaken under
* auspices of international government organisations
OOs), such as the United Nations (UN), or nongovernment
ipnisations (NGO) such as Merlin, Concern, Medicines
"W Frontiers. Health care professionals are also employed
'global organisations operating with complete impartiality
Transcultural Nursing, Vol. 14 No. 4, October 2003 349-357
TO 10.1 177/1043659603257010
la»3 Sage Publications

as the International Committee of Red Cross (ICRC) that has
a philosophy of complete impartiality.
The roots of the aid industry can be traced back to events
following the battle of Solferino in 1859, when the Swiss
national, Henri Dunant, set in motion the process that resulted
in the formation of the ICRC in 1880 with its distinctive Red
Cross insignia. In 1909, there were 37 IGOs and 176 NGOs
operating worldwide. Due to higher demand for services,
their numbers increased in 1998 to 260 IGOs, and 5,472
NGOs. Until recent events, individuals were free to engage in
this work in a climate of relative safety around the world
(Ryan & Lumley, 2000).
Disaster is a multidimensional concept characterised by
major changes to the physical and social environment with
tragic human consequences. A calamitous event results in
loss of life, great human suffering, distress, and large-scale
material damage (Weber, 1997). Disasters may have a rapid
or slow onset that goes beyond the normal coping abilities of
individuals and existing emergency response systems and
social structures. The fundamental requirement to save lives
and mitigate suffering places health care at the top during
disasters. The need for care and support exists throughout the
continuum from disaster preparedness and response to long-,
term physical, psychological, spiritual, and sociocultural
consequences of the event. A transcultural ethos is crucial to
the success of any intervention for events associated with
globalisation.
Nursing is strongly associated with the care of individuals,
groups, and communities in disaster zones. Involved at local,
national, and international levels, nurses and other health care
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professionals play a key role in disaster prevention, and deliv
ery and management of care in disaster situations. Disasters
present unique problems for nurses, as it requires greater
adaptability, creativity, ingenuity, as well as the need to make
quick and difficult ethical decisions.
In 1992, the UN General Assembly affirmed its commit
ment to international cooperation and humanitarian assis
tance in times of natural or human-initiated disasters across
the world. Declaring the 1990s as the "decade of natural
disaster reduction," the General Assembly expressed its deep
concern for the suffering of victims of disasters and emer
gency situations, loss of human lives, flow of refugees, mass
displacement of people, and material destruction. It pro
claimed the cardinal importance of humanitarian assistance
for victims of disasters based on principles of humanity, neu
trality, and impartiality. The Assembly emphasised the link
between emergency response, rehabilitation, and develop
ment and strongly recommended that emergency assistance
should be supportive of recovery and long-term development
of the people (United Nations, 1992).
On May 10,1993, the 46th World Health Assembly passed
a resolution to welcome the creation of the Department of
Humanitarian Affairs and an interagency committee on emer
gencies at the UN. It emphasised the constitutional function
of the World Health Organisation (WHO) to provide health
services and facilities to special groups affected by disasters.
Reflecting on the events in the former Yugoslavia, the WHO
in Europe drafted a resolution in September 1993, calling on
member states to collaborate with the Regional Office to
establish permanent humanitarian assistance networks sup
ported by the European Disaster Relief Fund. Member states
were urged to provide the Regional Office information on
human and material resources for deployment in emergency
and disaster situations. Between 1996-1997, 5% of the regu
lar WHO budget for programme activities was allocated to
coordinate fund-raising and implementation of activities for
emergency preparedness and response (World Health
Organisation, 1993).
A comprehensive preparation of health care workers,
especially nurses, is needed because of increasing demand for
emergency services and safety risks to workers. Nurses need
to be prepared for eventualities that can arise from potentially
volatile and unpredictable situations. It is equally essential
that the deployed nurse does not become a burden on his or
her fellow workers in times of hardship and stress. Until
recently, the preparation for nurses undertaking this type of
work was facilitated solely by the employing agency and
often in isolation from other agencies deploying to the same
area. Preparatory training was of short duration and concen
trated on team building and special training on specific roles
and tasks. Disaster nursing is becoming a long-term career
option and an area for continuing professional development
for nurses.

DISASTER RELIEF PROGRAMME

The master of science (MSc) in disaster relief nursing is a
unique programme of study and is the only course of its kind
worldwide today. It involves a collaborative network of
higher education institutions across Europe's national, mili
tary, IGO, and NGO organisations. Through a series of aca
demic modules, simulations, and competency development
exercises culminating in a field placement, the programme
prepares nurses to "competently and confidently function in
multidisciplinary and multinational healthcare teams
involved in disaster response" (University of Ulster, 1999
p. 6). The programme commenced in September of 1999 with
its first cohort beginning field placement in September 2001.
The first group graduated the summer of 2002.
Because places where nurses are deployed around the
world are becoming increasingly more unpredictable and
challenging, it is essential to prepare them fully by building
on past experience and skills adapted to specific environ
ments. The MSc Disaster Relief Nursing Programme is based
on this philosophy. The programme recognises the need for
outcomes evaluation and to design future curriculum within
the context of experience of staff, students, and field
personnel.
RATIONALE FOR
THE PROGRAMME

Any course that prepares nurses for work in disaster situa
tions must be grounded in the belief that nursing does make a
difference in disaster situations. Nurses promote life preser
vation and health maintenance during the acute phase of
disasters and improvement of individual, group, and commu
nity functioning postdisaster. Disaster nursing demands a;
high level of knowledge and skills beyond undergraduate
level of preparation. It requires an advanced curriculum;
focusing on the development of theoretical and ethical bases
for nursing in disaster situations. Advanced knowledge and
skills related to group and community functioning, cultural?
needs and issues, public health, psychosocial response, and
management of human and nonhuman resources help ensure
the capacity of the nurse to function in disaster situations.
Deployment of valuable resources at the scene of a disaster:
demands a rigorous collection and evaluation of epidemic-"
logical and health-related data grounded in research
knowledge.
Dissemination of research to a worldwide professional
audience can stimulate exchange of ideas that fosters devel
opment of knowledge in disaster nursing. Development of a
distinct body of knowledge is important in the establishment
of disaster nursing as a specialty and in building a systematic
framework for programme evaluation. It should also be noted
that the director general of WHO has recommended adequate
training and instruction in emergency relief operations and
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rian assistance for its representatives and field staff
JWH0.1993).
In 1993* me Maastrict Treaty on the European Union (EU)
unobasised the need for increased cooperation among agen
cies of education, health, EU law, and cultural diversity. The
rnuncil of European Communities (1993) recommended
iittreased involvement by the EU in providing disaster relief
leyond the region to the international community. Based on
teMaastrict Treaty, the EU will likely welcome cooperation
• education that would enhance the contribution of Europe to
taster relief in neighbouring regions and across the world,
^proved education in disaster relief nursing is a logical comgonent of this contribution.
PROGRAMME GOALS

These events created the backdrop for nurse educators at
to University of Ulster, Northern Ireland, and Hameenlinna
Mlege of Health Professions in Finland to form partnerships
nth colleagues at universities and colleges in the Republic of
leland, Sweden, Wales, and Spain. This group aimed to crete an advanced educational programme to improve the comletency of nurses for work in the field of disaster response
nd preparedness. A multinational programme was enviioned as the primary project that would contribute to the
luropean regional goals related to emergency response and
rcparedness.
teslgning the Programme

In 1996, a 2-year grant was obtained from the EC in the
mount of 79,600 ECU (The Euro) for the SOCRATES "massrs" Pilot Project to develop an advanced nursing
rogramme in disaster relief nursing. The programme is the
ist advanced course in disaster relief nursing that was coliboratively developed between European educational instilu'ons and aid relief agencies. It was designed in collaboraion with academic institutions identified by the Course
taning Team to have the knowledge and expertise relevant
»the programme. This group was composed by a number of
id and military agencies involved in disaster relief and
wponse worldwide, and professionals with specific experiseinpsychosocial sequelae of disasters. The collaboration
fclped ensure provision of necessary skills and knowledge to
ffldertake leadership positions within the multinational and
Biiltiprofessional teams involved in health care in disaster
tones.
The planning process involved three face-to-face meetings
Wd numerous audio conferences. Two meetings were held in
™knd and one in Northern Ireland involving a number of
Rtonal speakers representing aid agencies, government
Apartments, military, and professional bodies. The meetings
Provided important insights and perspectives that influenced
"* content and methods of the programme. Despite cultural
lad educational differences between partners, the team
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approach engendered through these meetings promoted
cohesiveness and unity of goals for the programme.
It was decided that the academic content would be deliv
ered by distance learning and become available at sites
across Europe and worldwide. Intensive annual summer
programmes will complement distance learning, to facilitate
skill development and cross-cultural understanding among
staff and students. Students will be provided an opportunity to
develop clinical skills in their own country prior to an
extended placement in a disaster zone.
Diversity in educational structures in nursing across
Europe raised a number of issues, which were addressed
throughout the planning and delivery phases. Some issues
that were addressed pertained to the level of nursing educa
tion, the structure of postregistration and postgraduate educa
tion in different countries, and appropriate depth and breadth
of study necessary to meet standards acceptable in all the
countries. Collaborating partners recognized the importance
of students obtaining an academic degree. Because only the
University of Ulster is currently able to offer a master of sci
ence degree, it was decided that all students register in the uni
versity until other institutions can offer a degree. Approval of
the initial arrangement was obtained from the University of
Ulster.
Institutions involved in the design of the programme
agreed on the content and teaching methods. In disasters, the
structures and boundaries within which professionals func
tion are fluid with roles and responsibilities determined by
individual abilities rather than professional title. The individ
ual needs to function with a high degree of autonomy within a
multidisciplinary and often multinational team. The targeted
focus of activities may range from the macrolevel of popula
tions to the microlevel of individuals based on the nature
(acute vs. chronic, human initiated vs. natural) and scale of
disasters and available human and physical resources. Tasks
may range from directing operations in a disaster setting to
performing individual nutritional assessments.
Understanding the ethical underpinnings of difficult deci
sions in disaster situations is crucial. As humanitarians,
nurses must display respect and promote dignity within the
cultural norms of individuals, groups, and communities
involved in disasters. The conflict between utilitarian and
humanistic considerations in decisions is intensified during
disasters, which makes it crucial for professionals to have the
understanding and ability to balance these competing princi
ples. This is fundamental to professional accountability and
mental health of workers in disaster relief. It is also necessary
to have a working knowledge of the international code of
practice as exemplified in the Principles of Conduct for the
International Red Cross and Red Crescent Movement, and
NGOs in disaster response programmes (International Red
Cross and Red Crescent Movement, 1995).
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CURRICULUM OUTLINE

The first year is an orientation to the conceptual, academic,
and practical components of the programme. The first mod
ule, Theoretical and Research Concepts in Disaster Relief
Nursing, focuses on the theory and practice of nursing, and
the processes used to generate and empirically evaluate the
theory. The remaining two modules, Public Health and Nutri
tion and Clinical Skills for Nursing in Disasters, provide the
theoretical knowledge and skills required to function during
the emergency phase and to deal with resulting environmental
and social ramifications of disasters. Relevant skill develop
ment in these two modules is ensured through clinical place
ment in the student's own country and simulation exercises at
the second intensive programme.
The second year focuses on two major areas. The first
module, Psychosocial Aspects of Nursing for Disasters
develops knowledge and skills in caregiving, and enabling
others to provide psychological care for victims and manage
their own emotional responses. This module begins in the
second intensive programme in which students work in multi
cultural/multinational groups. The second module, Theory
and Application of Management Principles in Disaster Situa
tions develops the knowledge and skills to manage physical
and human resources and provides leadership in the
multiprofessional, transcultural teams.
MSc students take the module, Advanced Techniques in
Nursing Research for Disasters to develop their research
skills and complete a research project. This module is com
pleted during the third intensive programme when students
are supervised intensively in clinical practice prior to place
ment in a disaster zone where they collect data for their
research. The programme culminates with the final place
ment of students in disaster zones.
ADMISSIONS PROCEDURE

Information about the programme is provided at the Uni
versity of Ulster's Web site. A panel that includes representa
tives of aid agencies at a partner institution most accessible to
applicants conducts interviews of potential students. Factors
considered in the selection of applicants include academic
ability, creative thinking, previous study of nursing and
research, and reason for taking the programme. Applicants
are expected to have completed 2 years of postregistration
experience. As learning materials are being developed in
English, students are required to have a level of competence
in English (minimum International English Language
Teaching Score [IELTS] of 6.0 or Teaching of English as a
Foreign Language [TOEFL] score of 550).
Applicants from the United Kingdom and the Republic of
Ireland are required to register in a recognised aid agency that
can facilitate their placement in a disaster zone. Completion
of die advanced diploma in professional studies and registra
tion with the National Board for Nursing, Midwifery, and

Health Visiting for Northern Ireland are required for students
from the United Kingdom and those holding United King
dom Central Council for Nursing, Midwifery and Health
Visiting registration. Beginning in 2002, the UKCC has been
superseded by the Nursing and Midwifery Council. Except
for the United Kingdom, many countries in the EU do not
offer degree-level education for nurses; therefore, applicants
from these countries are admitted with equivalent qualifica
tions. All students are required to have successfully com
pleted the equivalent of degree-level study with an undergrad
uate research course. Students who have not had a research
course can take the module, Introduction to Research, offered
by distance learning.
TEACHING STRATEGIES

Special approaches to teaching, learning, and assessment
are used because of the transnational and crosscultural nature
of the programme and the complexity of phenomena resulting
from disasters requiring distinct competencies in practitio
ners. Educational approaches need to enhance pre-existing
talents of students and foster independence, analysis, and
decision making. Teaching methods were generated from the
programme philosophy and objectives, and the collective val
ues of the Course Planning Team.
Close integration of academic and clinical enables stu
dents to apply and reflect on theoretical knowledge in prac
tice. Emphasis is placed on reflection as key to professional
development, excellence in practice, and lifelong learning by
integrating and internalising new knowledge, attitudes, and
skills. This is important for mature and experienced profes
sionals with a wide variety of personal and professional back
grounds. The teaching philosophy is grounded in adult learn
ing principles that build on students' previous experiences.
Teaching and learning methods aim to enhance students'
knowledge, attitudes, values, and skills and affirm students as
resources for their own learning. Approaches are student cen
tred, and support self-directed and peer-sharing learning in
which students take full responsibility for their learning. An
open and flexible approach using one-to-one discussion
between teachers and students opens opportunities for learn
ing about nursing in disasters.
Teachers provide signposts in the form of study guides that
are made available at the beginning of the intensive
programmes. As starting points, these guides are continu
ously developed and modified through interactions between
the teacher and student. Teaching strategies are tightly linked
with the learning outcomes of each module to ensure stu
dents' achievement of core competencies as outlined in the
Competency Portfolio.
Support Groups

Students' learning is enhanced by two types of peer-support
and tutorial groups. The first type is transnational, which
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ftcilitates development of cross-cultural understanding and
work with multinational groups. Initiated during the
fejtjjjtensive programme, groups are maintained throughout
to programme through distance learning, online support,
and discussions via electronic mail and cyberoptic technolCourse assignments necessitate interactions with transMtjonal/transcultural groups. Academic tutors and technical
wjjjstants at each of the regional centres support students.
Qmup work is done by modules facilitated by a coordinator in
•onsultation with appropriate academic tutors.
The second type is determined by students' convenience
Hid initial needs for some face-to-face discussion and supjort An academic tutor within each partner country facili
ties these groups. Students from other countries are assigned
D the most convenient academic tutor within Europe and
acouraged to consult individually with this person by teletone and e-mail. The Course Committee monitors closely
tudent support groups and develops other arrangements as
noted.
Students are exposed to a wide range of activities to
quire the necessary knowledge, skills, and attitudes approjiate to disaster relief nursing. A variety of strategies beyond
he traditional academic modes are used as evidence of learnig including analysis of mass media, art, literature, and
ross-cultural health beliefs and practices.
rtensive Programmes

There are three intensive programmes in the curriculum.
!ach programme is scheduled annually for 3 weeks in Sepanber. An intensive programme consists of face-to-face
leetings of students, academic tutors, and visiting experts
ram all institutions involved in the programme at a selected
niversity or college campus in Europe. All students are
xpected to participate in 8 to 10 hours daily of lectures, semitars, simulations, and discussions. Using an experiential
Baraing method, this programme can accessed by all modlies in the course (Table 1).
Intensive programmes are aimed toward six major areas:
• development of technical competence to participate fully in
the distance learning methods used throughout the year
• orientation to and development of necessary skills in reflective
learning required in completing the Competency Portfolio
• enhancement of communication and teamworking skills in
international and multicultural settings
• reflection on experiences of disaster victims, and develop
ment of nursing skills and decision making through active
participation in disaster simulations
• clarification of concepts of disaster nursing in face-to-face in
teraction with field experts and academic tutors
• consolidation of identity as a postgraduate diploma
(PGDiploma)/MSc disaster relief nursing student.

Intensive programmes facilitate social interaction and cul""sl exchange that can occur in disasters. Because students
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from all levels meet at the intensive programme, it maximizes
use of resources and facilitates networking among students. It
is a central feature of the course structure as it brings together
a transcultural group of students and tutorial staff. Its aim is to
develop and maintain relationships among colleagues from
all the institutions and countries involved in the programme.
This relationship is fundamental in maintaining meaningful
communication "at a distance" throughout the year.
The first intensive programme orients students to the
whole curriculum, methods of course delivery, and opportu
nities for development of skills to manage their learning
effectively. The disaster simulation and survival training
exercises in the intensive programmes orient students to the
types of experiences that they will encounter in real
situations.
All students are required to complete the final intensive
programme and field placement in a disaster zone in their 3rd
year to allow achievement of course learning outcomes by
reflection and synthesis in a real disaster situation. Students
who wish to fulfill the criteria for proceeding to the MSc take
the module Advanced Techniques for Nursing Research in
Disasters and conduct a nursing research study in a disaster
zone. Those who do not wish to continue or have difficulty
achieving the required 50% average to progress to the MSc
will obtain the PGDiploma.
Courses are designed in a modular format, and the content
of each module is also addressed in at least one of the inten
sive programmes. The programme covers key areas of knowl
edge relevant to nursing in disaster situations, and modules
are organised to promote progression in students' motivation
to learn. Course content is arranged to facilitate students'
movement toward greater depth and complexity.
Field Supervision

Experienced nurses or health care professionals working
for aid agencies supervise students placed in disaster zones.
Partner institutions in consultation with the aid agency and
academic tutors select individuals using these criteria:
» recent nursing experience in disaster situations
« experience in supervising colleagues new to the field situation
e willingness to work closely with and support students in di
saster teams
• understanding of course learning outcomes and willingness
to attend a training session on supervisory role during the
field placement
» willingness to participate in evaluating field placement expe
rience of students

Although students are expected to participate fully in the
work of disaster teams, their role as learners is emphasized in
their assignment within the team. Students' roles are negoti
ated in advance with the agency before placement and docu
mented in the memoranda of agreement between the
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TABLE 1
Content of Intensive Programmes
Confer??

Length

Orientation to the programme and distance learning approaches

Development of learning skills using information technology required for study
3 weeks at beginning of course

Use of the Competency Portfolio
Convening of peer study groups

Introduction to all modules studied within the programme
Commence study of year 1 modules:
Theoretical Approaches to Nursing in Disasters

Research for Disaster Relief Nursing

3 weeks at beginning of Year 2

3 weeks at beginning of Year 3

Public Health and Nutrition
Clinical Skills for Nursing in Disasters
Analysis of individual skill base and initial discussion of clinical placement in own country
Small-scale disaster simulation and survival training exercises
Initiate contact with aid agency accepting individual students
Consolidation of;
Clinical Skills for Nursing in Disasters
Review of Competency Portfolio
Evaluation of course to date
Commence study of Year 2 modules:
Psychosocial Aspects of Nursing for Disasters
Theory and Application of Management Principles in Disaster Situations
Advanced Techniques in Nursing Research for Disasters
Group work to develop therapeutic skills in psychosocial nursing and teamworking skills
Disaster situation simulation: team work in simulated field hospitals and/or refugee camps
Completion of module:
Advanced Techniques in Nursing Research for Disasters
Major disaster simulation in Europe or neighbouring region in consultation with International Committee
of Red Cross and Red Crescent and other aid agencies
Preparation for placement at disaster zone
Code of Conduct for International Red Cross and Red Crescent Movement
Preparation for research project including intensive tutorial support as necessary and presentation of seminars by
students

University of Ulster and aid agencies. Agreements use the
same standards for placement promulgated by the Interna
tional Red Cross / Red Crescent for health care professionals
in disaster zones.
Course teams have conducted international consultations
regarding student placement in disaster zones. Agencies con
sulted included the British Red Cross, the UK Merlin, Finnish
Red Cross, Swedish Red Cross, and Spanish Medecins Sans
Frontieres, CONCERN Worldwide and Association of
Professional Service Organisations (APSO) in the Repub
lic of Ireland, and Emergency in Italy. International aid
agencies are represented in the course teams and play a
major role in monitoring the quality of student experiences
and supervision.
Students registered at the University of Ulster are covered
for any legal liability associated with the programme except
the final placement at a disaster zone. Aid agencies in the
United Kingdom and Republic of Ireland have agreed to
accept students onto their register at the beginning of the
course. Students are employed by the agency during the field
placement and thereby qualify for the same insurance cover
age available to all employees working in disaster situations.

As this approach is not always feasible in other European
countries, partner institutions have to arrange for appropriate
insurance coverage for students and stipulated in agreements
with aid agencies involved in student placements.
Competency Portfolio

The ability to assess, plan, implement, and evaluate care
delivery to a high standard is expected of all students. As reg
istered nurses, they are ultimately responsible for practice
within their level of competence. Competent practice must be
in accordance with the UKCC's (1992), (now the Nursing and
Midwifery Council [NMC] 2002), principles wherein stan
dards and expectations are based on the country of practice.
Clearly, best practice is of crucial importance and must be
based on unequivocal competence and the cultural expecta
tions of the target group, there being no place for unsupported
practice beyond the level of competence of any practitioner.
Specific behavioural competencies are best developed on an
individual basis as students have a broad range of needs for
knowledge for particular areas of expertise.
A Competency Portfolio is used to document indicators of
master's level competencies (McAleer & Hamill, 1997;
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1998) and depth of analytical thinking (Gonczi, 1994;
fljoher Education Credit Initiative in Wales, 1996).The port
folio provides students with core competency statements that
.das the foci f°r competency development. These statements
• je students how to meet the learning outcomes of the
Lmamme and provide evidence of their ability to function
jgectively within multidisciplinary and multinational health
ate teams in disaster response. The portfolio gives insight
ato students' development throughout the programme by
jcorporating their reflection on theory and practice that
fans the basis for their performance. The portfolio is an
agoing documentation of students' learning that is student
•(aerated. It is a meaningful and self-directed reflective analijis of students' experiences. As a progressive document of
Indents' learning, it becomes a resource for their future
nctice.
Through self-analysis and consultation with academic
itors and significant others, students are expected to produce
comprehensive action plan for developing their own compe•nce. Information related to the content of modules of study
ndthe simulation exercises act as a focal point for consultaon. Students are provided opportunities to discuss course
ontent and simulations with academic tutors and the course
irectorat the beginning of the course, initiating a process of
ssessment of students' existing knowledge and abilities, and
was for further development. This may include identificaon of behavioural competencies outlined in the module,
linical Skills for Nursing in Disasters, or specific aspects of
tavledge related to nursing in disasters. Ongoing consultapn occurs in formal meetings between the student and the
ademic tutor throughout the programme. The process of
jnsultation and reflection on this process are recorded in the
lompetency Portfolio.
Documentation of evidence of achievement of required
mpetencies may be in the form of written reports and
^position from appropriate sources, oral discussions and
rcsentations, video presentation, and verification by direct
bservations or by a recognised body. Evidence of a compreensive perspective of understanding of human difficulties is
n expected programme competence. Students should demnstrate ability to operationalise appropriate models of care
idemanding circumstances. They need to have an awareness
f the impact of life events on humans, differentiate normal
10m abnormal functioning, and analyze effects of social,
olitical, and economic upheavals. Students must also under
bid the complexity of disaster situations and come to grips
nth personal and professional limitations.

Election
Reflection is a central idea in the Competency Portfolio. It
Militates the process of competency development and self"wssment. Reflection is a process and a dialogue between
^experiences and theoretical understanding. It has been
1 as by Boyd and Fales (1983) as the process of inter
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nally examining and exploring an issue of concern, triggered
by an experience, which creates and clarifies meaning in
terms of self, and which results in a changed conceptual
world.
Schon (1991) identified two types of reflection: reflectionin-action and reflection-on-action. Reflection-in-action
occurs during practice and may influence the interventions
performed, whereas reflection-on-action occurs following
the incident and may affect future interventions. As students
practice in disaster situations at the end of the programme,
ongoing reflection is facilitated by simulations, limited clini
cal experience within their own country, viewing disaster vid
eos, group work, and other learning experiences. Progressive
skill development in reflection is promoted throughout the
programme, which is applied in the final placement. This pro
gression helps ensure continuing self-development and pro
fessional development of the individual.
The reflective component of the Competency Portfolio is
an opportunity for students to clarify emerging thoughts, feel
ings, and questions and identify appropriate interventions.
Students document regularly thoughts, feelings, and ques
tions on the learning process. This process helps them cope
with feelings of insecurity and chaos. Students' reflective
comments act as bases for discussions with the academic
tutor and inform the process of self-assessment. It is antici
pated that the process of reflection will assist students to iden
tify and describe phenomena associated with nursing in disas
ter situations. Through reflection, students are expected to
apply theory to practice that, in turn, facilitates generation of
theory from practice.
e-Leaming
Distance learning is used because most of the time teach
ers and students are physically separate from each other. Dis
tance learning gives flexibility to students who have compet
ing professional and personal commitments and permits
instruction in several countries. Advanced technology allows
teachers and students to remain in close communication
throughout the course. Students in each transnational peer
group are expected to communicate regularly with each other
by e-mail.
Except for the intensive programmes, communication
with the course team is mainly done by e-mail or telephone.
Guidance on assessment, feedback on submitted work, nego
tiation for placement supervision, information on regional
library facilities, and arrangements for intensive programmes
are done via e-mail and course Web pages. Each module of
study contains substantial distance learning components in
the form of a study guide that is written by a team of experts
and presented via the Internet in English.
The study guide introduces students to a variety of
resource materials needed to meet specific objectives includ
ing specially commissioned writing, chapters in books, jour
nal articles, Web pages (multimedia as appropriate), CD-
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ROM, audio- and videotapes. The study guide delineates the
sequence of reading and supplied materials, information for
independent search of other resources, and points for discus
sion, analysis, or reflection. Module coordinators and the
course director work with an information technology team
within the School of Health Sciences in developing course
materials. The study guide is Web based that can be adapted
for CD-ROM and paper format and delivered by webCT soft
ware. This enables communication between students and
between students and tutors as well as allows for maintenance
of student learning profiles. The infrastructure for worldwide
electronic communication is well developed with widespread
fibre optic connections. Discussion with each transnational
partner confirms the availability of suitable hardware and net
working for course delivery. During the first intensive
programme, there is considerable emphasis on enabling stu
dents to develop the skills needed to effectively manage elec
tronic modes for learning.
Student/Tutor Relationship
(Studies Advisor)

All students are assigned a personal tutor for the duration
of the course who is a nurse in an academic setting with exper
tise in disaster relief and/or emergency/critical care in partner
countries. Tutors are selected based on their ability to:
o provide regular tutorial support and guidance,
• provide feedback on development of core competencies,
• assess individual student need and arrange appropriate clini
cal experience,
• provide necessary study advice, and
• liase with aid agencies in their own country or region to make
arrangements for student placement.

Most of the staff function as module coordinators.
Placement at a Disaster Zone
A minimum of 12 weeks of field placement in a disaster
zone is arranged when students work as a functioning mem
ber of a disaster relief team. The field placement is an oppor
tunity for students to synthesise and apply their programme
learning. Students from the United Kingdom and Ireland who
are assigned to an aid agency at the beginning of the
programme are given orientation in the field by the agency.
Other students who are placed later in the programme also
receive adequate orientation. Each student functions under
the supervision of an experienced nurse from the agency. A
Memorandum of Agreement outlines the exact nature of stu
dent placement and role of the agency involved that may
include (a) selection of appropriate placements that reflect the
individual student's clinical expertise and learning needs, (b)
provision of supervision during the placement, (c) give feed
back on competency development, and (d) provision of time
for the student to achieve course requirements such as data

collection and writing reflections in the Competency Portfo
lio. Efforts are made to select a placement that matches the
student needs with the agency requirement.
During the placement, evidence pertaining to the student's
achievement of competency is provided by the aid agency. At
the first intensive programme, students are provided training
on how to use the core competency statements as a framework
for self-assessment. This process continues throughout the
course, thereby ensuring that students are proficient in the use
of this framework prior to placement in disaster zones.
Debriefing is required after the placement and conducted
at the regional centre by the academic tutors to assess
posttraumatic stress experienced by students. Students may
be referred to clinical psychologists and student support ser
vices within their institutions and have access to support ser
vices provided by aid agencies for their staff. MSc students
experience additional stress associated with data collection
for their research projects. The supervising nurse in the
agency conducts preparatory discussions of students' needs
during placement with members of the disaster relief team
before placement and before students' departure from the
agency.
Simulations

Simulations of disaster situations are arranged during each
intensive programme to give opportunities for students to
directly experience situations that closely mirror the types of
difficulties encountered in actual disasters from the perspec
tive of the victim and the nurse. Simulations cover major
emergencies lacking infrastructure and survival training to
allow students to develop skills in assessment, planning,
problem solving, decision making, and the ability to work in
teams with creativity, adaptability, and flexibility. The focus
is on safety and survival, and the ability to achieve objectives
in a transnational and transcultural team environment. Simu
lations allow self-reflection and development of competen
cies as outlined in the Competency Portfolio.
Clinical Placement

Two types of clinical placement are provided in the
programme. Short placements precede the field placement in
the final year, allowing students to develop their skills prior to
placement at the disaster zone. Short placements provide
opportunities to concentrate on skills and reflect on compe
tency development as outlined in the Competency Portfolio.
Students refine their skills on reflection and self-assessment
and identify the types of short placements that will be
required to address skill deficits. Short placements are tai
lored to their individual needs that take place in the student's
own country and facilitated by health and social services
agencies in those countries. Selection standards for place
ments are based on the National Nursing Board of the coun
try. Students who are already working for an aid agency may
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nsider taking home-based placement if appropriate experi...cesare not available within ongoing aid projects.
Placement at the disaster zone provides experience in the
-al situation and facilitates the application and synthesis of
knowledge and skills gained in the 2 years preceding this.
Because students are linked to aid agencies from the
heeinning of the course and attend workshops offered by the
wencies for orientation, they are exposed to the organisa
tional culture of the agency and the specifics associated with
their work in the field. This also provides the student with
opportunities to avail of specialist in-house training given by
agencies. Most agencies focus on specific aspects of relief,
and it is crucial that the student is familiar with this prior to
placement in the disaster zone. This arrangement also pro
vides an opportunity to establish relationships and communi
cation networks with other professionals who work for the
agencies. It is evident that such relationships and organisa
tional knowledge ease development of managerial and lead
ership skills when in the disaster zone.
SUMMARY

The first cohort of students were placed in such areas as
Angola, Mozambique, and the Balkans under difficult and
dangerous circumstances. The second cohort of students is
finishing their disaster zone placements after participating in
innovative projects in such places as the Taliban prison camps
in Northern Afghanistan where much stress was experienced
by aid workers with Islamic constraints posed on care giving
in Kabul. Their work will undoubtedly add to the understand
ing of nursing in a transcultural setting. The programme is
due for review in 2003 and validated by the University of
Glamorgan as an institutional partner. This partnership will
expand when the third major partner in Finland is able to offer
the degree as part of its portfolio in the near future. With the
world becoming more and more unpredictable it is very clear
that the need for nurses to deploy to troubled areas worldwide
will be a certainty. The challenge is to ensure that they are as
prepared as possible for the demands of the work they will be
undertaking.
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Nurses need advanced
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t is recognized that there are robust systems in place
to address the immediacy of major incident
medical management and support (MIMMS)
within the emergency services (Advanced Life Support
Group, 2003). The rundamental requirement to save
lives and mitigate suffering places Health care at the top
of the agenda in such circumstances. However, the need
for care and support that exists at all points on a
continuum from disaster preparedness and response, to
the long-term physical, psychological, spiritual and
sociocultural consequences of the event often falls to
the nursing workforce.
A major incident is usually defined in terms of there
being a need for 'special arrangements' in order for
services to cope. In contrast, a disaster is a
multidimensional concept and is characterized by
major change to die physical and social environment
with tragic human consequences. It is a calamitous
event, and results in loss of life, great human suffering
and distress, and large-scale material damage (Weber,
1997). Being of either rapid or slow onset, a disaster
goes beyond the normal coping ability of existing
emergency response systems and social structures.
The United Nations (UN) is committed to
international cooperation and humanitarian assistance at
times of natural or human-initiated disasters across the
world. The World Health Organization (WHO) in
Europe has called on member states to set up permanent
humanitarian assistance networks. Additionally, the
European Union (EU) has emphasized die need for
improved education in disaster relief health care. The
Department of Health (DoH) appears to be supportive
of such initiatives (DoH, 2003a,b).
The need for a critical mass of appropriately skilled
nurses to meet the obvious challenges that are to be
faced has never been greater. Given the current climate
of threat experienced in most Western societies there is
a cleat and definitive requirement for a critical mass of
high-calibre, highly trained/educated and highly
motivated nursing personnel in every country to meet
die challenges of unpredictable threats to communities
across the healthcare spectrum.
This cohort needs to be able to not only rise to the
challenge of the short-term reaction to any such event
but also be actively enabled to address issues of
mitigation and long-term rehabilitation. Their skills
need to be acknowledged and utilized in all phases of
disaster from prevention and preparation to response,
recovery, rehabilitation and mitigation. However, to
date, there are few educational programmes worldwide
that meet the needs of such a workforce and it is time

that governments both central and devolved paid due
attention to this deficit.
Nursing professionals have a long association with
the care of individuals, groups and communities who
experience disasters. Involved at local, national and
international level, these professionals have, with
colleagues, played a key role in disaster prevention and
in the delivery and management of care in disaster
situations. In comparison to everyday work in the
healthcare setting, the disaster presents unique problems
for healthcare provision. There is a requirement for
improved adaptability, creativity and ingenuity as well as
a need to be able to make difficult ethical decisions in
relation to the delivery of health care.This occurs not
only in the preservation of human life and maintenance
of health during the acute phase but also in the
improvement of individual, group and community
functioning in the sequel of the disaster.
Such practice demands a high level of knowledge
and skills that go beyond that which exists in
undergraduate programmes. Therefore, we urgently
require an advanced curriculum that focuses on a
blended approach to the practical, theoretical and
ethical basis of nursing practice in disaster situations.
Advanced knowledge and skills related to group and
community functioning, cultural needs and issues,
public health, psychosocial response and the
management of human and non-human resources
will advance the capacity of the practitioner to
function in disasters.
The deployment of valuable resources at the scene of
a disaster means that there is an increasing need for
rigorous evaluation. Such need requires that
practitioners have advanced research knowledge to
deal competendy with recording epidemiological and
healdi-related data and using this data to contribute to
rigorous evaluation reports. This sort of practice
obviously goes well beyond the MIMMS approach and
needs to be acknowledged as essential in addressing the
yM!
continuum of disaster healdicare nursing.
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Disaster preparedness and response:
more than major incident initiation
Kevin Davtes

Abstract

To ensure an efficient and effective response to disaster situations,
communities must be prepared at all levels. A disaster presents
tjfobletnfl that go beyond the scope of major incident preparedness
and inquires a response that utilizes all of the available resources that
a community may posses, as well as assistance from outside
th« affected community. In order that the optimum response to
a diestet situation is forthcoming, planning must take place that
ouutes the appropriate response across the service spectrum, including
voluntary organizations. The lessons that can be learned from non
governmental organizations in developing world contexts must also be
acknowledged and incorporated into the planning process.

Key words: Disasters and disaster planning a Crisis intervention
Nursing: education
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t is recognized that there are robust systems in place to
address the immediacy of major incident management
within the emergency services in the style of major
incident medical management and support (MIMMS)
(Advanced Life Support Group (ALS), 2003). The
fundamental requirement to save lives and mitigate
suffering places health care at the top of the agenda in
such circumstances. However, the need for care and
support that exists at all points on a continuum from
disaster preparedness and response to the long-term
physical, psychological, spiritual and socio-cultural
consequences of die event often falls to the nursing
workforce. There are numerous definitions of disaster
(ALS, 2003; Noji, 1997), many of which encompass the
notion of major incident and, at times, the two are written
as if they are synonymous. However, there are very real
and clear differences between the two and they should
definitely not be considered as synonymous terms.
A major incident is usually denned in terms of there
being a need for 'special or extraordinary arrangements'
(ALS, 2003) needed for services to cope. In contrast, a
disaster is a multidimensional concept characterized by
major change to the physical and social environment with
tragic human consequences. A calamitous event, it results in
loss of life, great human suffering and distress, and large
Kevin Davies is Principal Lecturer, Disaster Healthcare, SchooJ of Care
Sciences, University of Glamorgan, South Wales
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scale material damage (Weber, 1997). Being of either rapid
or slow onset, a disaster goes beyond the normal coping
ability of existing emergency response systems and social
structures. A disaster therefore is an event or events that
overwhelms the ability to cope and as such requires help
from outside the normal response expected from a planned,
organized and fully-functional major incident plan.

The threat
Post-9/11 there has been unprecedented activity in the
field of disaster planning. The so called 'asymmetrical
threat', a military term that is finding its way into disaster
literature, means that it is almost impossible to plan for a
particular type of disaster in isolation, such as a train crash
or factory incident. However, there is a clear need to plan
and prepare for a number of possible scenarios. There is a
willingness among terrorists to utilize almost any means to
create mayhem and wreak death and destruction, leading Co
an environment of fear caused by the threat alone. In the
UK there is considerable experience of this type of activity,
but the events of 9/11 and the threat of suicide bombers
have brought a whole new meaning to terrorist activity.
Consider some of the rogue states tliat support terrorism;
they may not actually know where specific cities are
situated within the UK. but they will undoubtedly have
heard of Manchester, Chelsea or Liverpool, because of the
citys' football teams, for example. It is easy to envisage the
delivery of a dirty bomb or a biological hazard or the entry
of a potential suicide bomber.
Given the current climate of threat experienced in most
western societies (not a case of'if something will happen',
but 'when'), there is a clear and deSnitive need for a
workforce of high-calibre, highly trained and educated and
highly motivated nursing personnel to meet the challenges
of unpredictable threats to communities across the
healthcare spectrum. This cohort needs to be able to meet
the challenge of not only the short-term reaction to any
such event but also to be actively ready and equiped to
address issues of mitigation and long-term rehabilitation.
Their skills need to be acknowledged and utilized in all
phases of disaster from prevention and preparation to
response, recovery, rehabilitation and mitigation.

Stages of disaster
There a number of ways of describing the stages of disaster.
A particularly useful one is that by Noji (1997) (Table ]).
Whichever one is used, it must acknowledge the latent
stages where planning and simulation should be undertaken
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to formulate and test the plan. Langan and James (2004)
further emphasize this and suggest that the stages should be
seen as cyclical and that thorough evaluation is a crucial
activity in preparation for future responses.

Planning and preparedness
Emergency services and healthcare providers are used to
initiating well planned and comprehensive responses to a
number of scenarios that may be perceived as potential
threats. Additionally, many will have a realistic grasp of their
capacity. What may be lacking, however, is planning in
terms of surge capacity and where the resources for
responding to a surge on already stretched services will
come from. There is also the need for all involved to
understand that a disaster and its associated healthcare
response is not simply one event. The impact will be felt
along the whole chain of healthcare provision at different
times so that when the pre-hospital or external disaster
response is adequately addressed the internal disaster
response begins.
The accident and emergency (A&E) disaster response will
be fully engaged, followed by that of the operating theatre
(OT) and intensive care unit (ITU) and, of course, the
admission ward areas. Clearly, there will also be a great deal of
concurrent activity and ongoing agency interaction. Patient
tracking and bed management in such circumstances forms a
significant component of the nursing workload and it is
imperative that nurses taking on these roles are adequately
prepared. Additionally, there must be inter-agency
cooperation that ensures that all involved are fully appreciative
of the roles of others. Appropriate communication channels
are vital in this respect and must be the focus of training to
ensure they are utilized to the optimum.
Capability for pre-hospital response can also be enhanced
by utilizing voluntary agencies in a focused manner, for
example many mountain rescue teams now have an urban
search capability which could certainly enhance the
response to an urban disaster (Mountain Rescue Council,
2004). Additionally, there are no less than 10 territorial field
hospitals across the UK whose expertise could be used in
the event of a disaster (Table 2). Personnel with roles which
require them to interact with various media agencies
should have the requisite training for this demanding role,
which ensures that accurate, timely and honest responses
are given to genuine requests for information.
An effective and prepared nursing workforce must be
facilitated at all levels to address the problems that they
may potentially face in the reality of a disaster. The
International Coalition for Mass Casualty Education
(INCME, 2003) advocates an approach that addresses this
need and have developed a competency-based systematic
approach to the education of pre-registration students of
nursing in the USA. Apart from rudimentary first aid
training there does not appear to be such a response
forthcoming within the UK at present, and this may be a
strategy that needs to be followed in an era of lifelong
learning. Clearly, the threat is very real and must be
acknowledged and mitigating measures put in place so that
appropriate well-planned responses can be assured.
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Table I. Stages of disaster

Non/lnter-dlsaster stage
Pre-dlsaster stage

Impact stage

Emergency stage

Reconstruction stage

Plan, prepare, assess the threat, simulation exercises
and Implement mitigation strategies
Where there Is knowledge of an Impending threat.
mobilize appropriate professional and lay personnel,
warn populations at risk
Community experiences the Impact or the disaster,
needs assessment undertaken, civil authorities
mobilize appropriate available resources
Affected community provides emergency response,
assistance and aid from outside agencies may take
time.
Restore, reconstruct and rehabilitate affected
populations

Source: Nofl (1997)

Triage and decision-making
Triage is a well-recognized system of sorting and
prioritizing casualties for treatment. The system is
attributed to Baron Dominique Larrey, Chief Surgeon to
Napoleon Bonaparte, who introduced a system whereby
soldiers were treated with the aim of returning as many as
possible to active duty (Langan et al, 2004). Hogan and
Lairet (2002) outline principles for disaster triage gleaned
from experiences of GulfWar 1, while Greaves et al (2001)
point out that the aim of modern triage systems is to give
the right patient the right care at the right time in the right
place. They also highlight the crucial fact that in some
instances it may mean doing as much as you can for as many
people as you can.
In a true disaster, where the coping strategies of the
healthcare systems have been overwhelmed, it may be that
a utilitarian approach would be used. In this scenario, those
with critical, but potentially survivable injuries will actually
be given a lower priority owing to the extensive resource
implications of protracted interventions and the many with
relatively minor but easily treatable injuries will be treated
first due to the ease of allocating resources. This type of
thinking may well be anathema to many healthcare
professionals in highly technical and well resourced Western
healthcare systems. However, the fact remains that in a true
disaster setting the needs of the many may need to be given
priority over the needs of the few.

Table 2. Territorial Army Held Hospitals
In the UK
London
Cardiff
Liverpool
Leeds
Newcastle
Manchester

Bristol
Blrmlnham
Belfast
Glasgow
York
Sheffield

869

There are huge education and training implications to
assisting health professionals to understand the rationale
behind such an approach. An understanding of moral
philosophy will be essential and could be informed by
introductions to the work of Hare (1972), for example, who
highlights issues such as utilitarinaism, beneficence and
non-malfeasance. What is even more important, however, is
realistic simulation training that allows healthcare
professionals to apply this knowledge in a planned scenario.
This approach to any form of disaster education and
training is advocated by Slim (1996) who, when writing
about the preparation of relief workers asserts that not
everything that needs to be known can be gained in the
conventional academic setting. Rather, he is suggesting that
a blended approach, utilizing both the academic and the
practical simulation, is more appropriate and will gain the
best results in terms of preparing professionals for their role
in the event of a disaster. Within a simulated exercise, the
opportunity to experience stress and fatigue that will ensue
following response to a disaster will undoubtedly enable
responders to be better prepared for the rigours that they
will face during and after the real thing.

Strategic reinforcement of Healthcare facilities
Currently within the NHS, once a major incident is declared,
plans dictate that staff are called into their place of work and
allocated to areas of responsibility from there. In a disaster
involving possible contamination and disruption of services
this may not be the most appropriate course of action.
Thought must be given to strategic reinforcement of
healthcare facilities based on appropriately assessed need.
Additionally, there may be further education and training
necessary to ensure that health professionals are as prepared as
possible for the role that they are to undertake. Many schools
of nursing now have practise suites diat are ideal for training
in this kind of preparation and universities are well placed to
become holding areas from where staff can strategically
reinforce healthcare facilities in need.The utilization of leisure
centres and schook should also be considered as areas for mass
shelter and feeding. Health centre staff will have a crucial role
to play in caring for groups of patients in the community and
should be prepared for tasks that they will need to undertake.
It must be remembered that people within the community
will still need their acute and chronic healthcare needs
attended to; patients with diabetes will need management, as
will patients with myocardial infarctions. People living within
the community with special needs will obviously also need
ongoing support.
The role of the community healthcare professional will
be core to maintaining adequate support to those in need
within the communities that they serve, but also will ensure
that the receiving hospitals will not be overwhelmed by
people who can be managed without hospital intervention.

Public health
The preventative element of public health practice is crucial
post-disaster when much of the normal infrastructure is
damaged or non-existent. The need for potable drinking
water and adequate nutrition is essential, as is shelter and
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warmth. Public health professionals must instigate precise
surveillance methods as soon as is practicable to identify the
morbidity and mortality impact of the disaster on the
population at risk. In this way the data gained can be
utilized to best effect in the strategic deployment of aid and
personnel to those areas in most need when the physical
environment is disrupted to the point where outside
assistance is needed. Veenema (2003) advocates utilizing
Maslow's (1970) liierarchy of needs as a framework to
address the needs of those affected in a systematic way.
There is much to be learned from the experience of our
non-governmental organization (NGO) colleagues.
Although aimed at refugee health, another approach is that
of Medicins Sans Frontiers (MSF, 1997) who advocate the
application of a top ten of priorities (Table. 3). The area that
is not overtly addressed here is that of mental health,
although it could be argued that this would fall under the
heading of priority six.
Another area where public health surveillance will assist
in the assessment of the effects of disease and injury is the
calculation of the crude mortality rate (CMR) (Beaglehole
et al, 2000). Apart from the initial impact, the major causes
of death in disasters are usually a result of preventable
diseases, such as measles and diarrhoea (MSF, 1997). With
this in mind, MSF (1997) highlight the importance of well
organized, planned and coordinated responses in the
reduction of mortality.
Surveillance plays an important role in post-disaster
healthcare planning. The role of the infection control nurse
(ICN) is critical in ensuring that there are timely and
appropriate interventions to minimize the risks of infection
spread. Langan and James (2004) advocate the inclusion of
the ICN in the planning and preparedness phases as well as
their traditional response roles.

Mental health considerations
The issue of post-traumatic stress disorder is an emotive
one, as is the efficacy of psychological debrie6ng. What is
clear is die need for appropriate understanding of normal
reactions to abnormal events.Without question, it is normal
to be profoundly affected by a disaster experience; it is
normal to feel out of control of events; and it is normal to
perhaps feel inadequate (Langan et al, 2004).

Table 3. Medicins Sans Frontiers (1997)
top ten priorities
Number

Priority

1

Initial assessment

2

Measles Immunization

3
4

Water sanitation
Food and nutrition

5
6

Shelter and site planning
Health care In the emergency phase

7

Control of communicable diseases

8

Public health and surveillance

9

Human resources and training

10

Coordination
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When disaster strikes, teams of aid workers

MAGINE WORKING as a senior nurse in A&E.
The work is pressurised, but you are in a good
team, have instant access to up-to-date drugs
and equipment, and once initial treatment has
been given your patients can be transferred
into the hands of appropriate specialists.
Now imagine working in a disaster area, such
as Gujarat, in India, devastated by an earthquake
earlier this year. Your clinical skills are badly needed
but your hastily erected field hospital is swamped
by patients. You have to arrange latrines and a
supply of fresh water, and your supplies are some
where in transit. The generator, essential for light
ing the hospital and operating some equipment,
is making an ominous noise and you have just
been asked whether it is worth resuscitating a seri
ously injured patient.
Equipped to cope
Sounds tough? Disaster relief nursing is - but a
new course aims to ensure nurses are equipped
to cope with the realities of working under such
difficult conditions. The first students on the course,
run by the University of Ulster in association with
other institutions in Britain and Europe, are already
18 months into the programme.
Course director Pat Deeny says the MSc course
was set up in response to the needs of inter
national aid agendes. They wanted someone who
was clinically competent but who could do a rig
orous evaluation report as well.'
The 18 students on the course come from coun
tries across Europe and from a variety of back
grounds - many are A&E or critical care nurses,
but there are also some from public health or
psychosocial nursing.
But, as Mr Deeny says, hands-on nursing is only
one of the skills required. There are as many issues
around public health as emergency care. A clean
water supply and good latrines are among the
most important things that need to be established
when you go into a disaster area. Doing them
properly can offset the spread of diseases.'
The course starts with an intensive three-week
session, which includes time spent on 'survival
training' in the Wicklow mountains of Ireland.
The students had to cope with groups of casu
alties presenting in the middle of the night and
a hostage situation set up by the Irish military,'
says Mr Deeny. Then there are choices - do you
build a boat and abseil down a cliff, or walk an
extra five miles?. All these require group discus
sion and can lead to team conflict.
The aim of the exercises is to stretch and chal
lenge all the students, even those with previous
aid experience or who come from the military and
have experience of survival training. There is noth
ing more stressful than being left in a place with

Distance learning
Appearing as Miss Marple in an amateur production of Murder in the Vicarage may sound ;
long way from disaster relief nursing, but it is one of the ways British nurse Val Hunt has
tackled some of the issues the course has raised.
Ms Hunt works as a nurse manager/practitioner at the British High Commission in Delhi
and is completing the course by distance learning. 'Being in India has advantages and
disadvantages,' she says. 'I have had difficulty getting some of the required reading and
practical experiences, but I have done some lateral thinking.'
She felt she needed experience of speaking in front of a large number of people - hence
the foray into amateur dramatics.
'And last year I was also able to get some experience of being threatened by a mob.
I tried to put into action the tips given at the first intensive course in negotiation.
'How does the course prepare me for a disaster? I'll tell you after the first one. I know
that I have learnt a lot, both about disasters and their consequences and about myself.'
Ms Hunt's contract finishes in July and she plans to return to the UK and ultimately to
work in disaster preparedness.

nothing happening. You are waiting. You get mis
information. You are all keyed up,' says Mr Deeny.
'How you cope with that is important - the point
of this is surviving yourself.'
Field hospital
In the second year of the course, the group does
a simulated exercise in running a field hospital.
This year it is being organised by the University of
Glamorgan, one of ten institutions contributing
to the course. 'We will be looking at something
like a Balkans scenario,' explains Kevin Davies,
senior lecturer in emergency care. 'We are trying
to get some primary Welsh speakers to be the
interpreters and belligerents - and we are trying
to get some helicopters.'
Interaction between students of different nation
alities is an important part of the course. The hope
is that understanding different national perspec
tives can improve the effectiveness of nurses work
ing within these teams. Common areas of difficulty
are language - even when all team members speak
English there can be subtle differences in its ^
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Earthquake zone
Second-year student Hannele Haggman
at a chance to put some of the skills she
^ed on the disaster relief nursing
course into practice when she volunteered
to work in India for four weeks after the
recent earthquake.
She arrived at a field hospital in the
earthquake zone just five days afterwards.
Within three hours, she was involved in
iTands-on care for some of the thousands
of injured - and from then on the field
hospital was working round the clock.
'In the beginning it was about 90 per
cent earthquake-related injuries. Some
people had received some kind of first aid.
but we treated many who had not had
any treatment,' says Ms Haggman. one of
several Finnish nurses on the course. Then
we had more and more people coming in
with other problems.'
Ms Haggman and the other emergency
medical team members had to work
outside because many of the local
buildings were unsafe to enter and there
were continuing aftershocks.
She says the course helped her a great
deal, as did being part of a supportive
team. The two exercises she had taken part
in on the course - survival training and
wnning a field hospital - had direct
relevance to the situation she found
herself in.

Below: Mozambique's
floods cost many lives: 'You
have to be creative and a
problem-solver and adjust
to circumstances'

use - and the degree of assertiveness displayed by
team members. Some cultures would not expect
individual opinions to be voiced forcefully, where
as this might be a standard way of operating else
where, points out Mr Deeny.
Students also need to be aware of the cultures
they are working within and cautious about the
veracity of information or anecdotes on the correct
way to behave.
War experience
Most of the academic staff involved in the course
have hands-on experience in disaster areas or war
zones. Mr Deeny spent two years in Iraq, during
the Iran-Iraq war. Mr Davies has worked in the
Balkans and the Somali-Kenyan border, where he
felt the effect of misinformation first hand. His
team had been told the nomadic tribes did not
mourn when a life was lost - so it came as a shock
to find mothers mourning their children, as moth
ers in any society do. He and his colleagues had
suddenly to adjust their expectations and behav
iour. 'We think that the graduates of this pro
gramme will be much more sensitive and
grounded in the care that is needed for the victims
of disaster/ says Mr Deeny.
'We know the people who come here wanting
to save the world... we challenge them at inter
view stage and make sure they realise that if this
is their view, it will be obliterated.'
Learning to cope with chaos is crucial
if nurses are to perform well
in the field.
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There is a world of difference between an
A&E department, with well-organised triage,
and the chaos of an area affected by earth
quake or war. 'You have to be able to deal with
that and survive,' says Mr Deeny. 'You have to
be creative and a problem-solver and adjust to
circumstances.
'Having personal coping mechanisms is crucial.
Some people come back from this sort of experi
ence and get into a mess - they are not functional
afterwards. We hope this course will help give
them the ability to cope.'
Some of the most difficult areas the course has
to tackle are ethical. In Britain there would be
little doubt that an otherwise healthy young
patient should be resuscitated or treated for
trauma. In a disaster area the issues are differ
ent. If one seriously injured patient is treated,
there may not be the resources to treat several
others who are less seriously injured and more
likely to survive.
Sometimes, says Mr Deeny, medical and nurs
ing staff almost have to operate a system of
'reverse triage' - the less seriously injured, who
will survive with little input, are treated in pref
erence to those who are more likely to die
despite extensive treatment.
'The ethical base of practice is much more acute
in these areas,' says Mr Deeny. 'However, you still
need the knowledge and skills that would serve
you well in a western setting.'
The course, which is introducing a full-time
option, is the first masters course in disaster
relief nursing in the world. However, the need
for such courses is becoming greater. The US is
interested in using the course as a template for
training its nurses in disasters - a reflection part
ly of its growing fear about the effects of bio
logical warfare.
For the students themselves, the course can be
costly - £1,800 per annum tuition fees and the
need to take three months leave to carry out a
placement with an aid agency in the third year of
the course. Not surprisingly, most of the students
are now planning to make their careers in this
most demanding area of nursing 3??
Alison Moore is a freelance journalist

Wherever there is a
natural disaster or
conflict in the world,
there is a need for
specially trained
nurses.,-.'. '
reports on a course in
disaster relief
health care

then most nurses think about doing
an MSc, they imagine late nights slav
If If ing
ir over a computer, writing essays
bout theory and construct. But for students like
\ndrew Linney, an A&E charge nurse from Queen
/tary's Hospital, Sidcup, this is far from reality.
He is one of a group embarking on an innovitiveMSc programme in disaster relief health
are. It is not like most other postgraduate degrees,
tie course has pioneered e-learning, web-based
eminars and internet conferencing. It makes
xtensive use of the internet teaching programme
Veb CT, which allows students to study at con
tent times and enables students from differ
ent countries to engage in live seminars.
Mr Linney has just completed his first intensive
umrner school at the University of Glamorgan.
% seven days of gentle academic study, he
rt his colleagues were sent on a five-day field
aerciserfo fictitious Wentonia based at a desoate military training area in south Wales. Their
^ was to work as a humanitarian emergency
KSponseteam, assessing and meeting the immeWe Healthcare needs of a displaced population
"WOO seeking to escape a rebel militia intent
^ethniccleansing. Mr Linney had to rescue and
"Wcasualties from a bombed building, set up
^ fun a healthcare facility, and work collabo*eV with UK peacekeeping forces, while deal"IMh sleep deprivation and execution threats.
'* experience was very intense, but so use*<ti rewarding; says Mr Linney. 'It taught me
"•to complex and challenging this type of health
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care can be. Looking down the barrel of a gun
while trying to negotiate the release of casualties
makes you realise that there is more to human
itarian aid work than good intentions.'
Part of the course's uniqueness lies in provid
ing students with practical skills for use in war
zones. 'I would never have imagined that nine
days after starting the course I would have been
taught about various types of landmine and how
to disarm weapons safely,' adds Mr Linney.
The exercise is a deliberately stark introduction
to modern humanitarian aid work. Humanitarian
nurses working for non-governmental organisa
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tions (NGOs) often work in small, isolated teams
at some of the world's most volatile hotspots. War,
civil unrest and natural disasters often lead to law
lessness and the decimation of healthcare provi
sion. Delivering humanitarian aid in these environments
carries a huge risk. Six Red Cross volunteers were
murdered in their beds while working in Chechnya
in December 1996. More recently, scores of United
Nations aid workers were killed or maimed in a car
bombing in Baghdad and six Japanese aid work
ers were threatened with beheading.
The three-year MSc programme in disaster relief
health care, now in its fifth year, is a collabora-

i between the universities of Glamorgan and
:er, and the Hameenlinna Polytechnic in Finland.
caches academic and practical aspects, aimto equip practitioners with the knowledge
i awareness that is necessary to work with
Os such as the International Red Cross and
decins sans Frontieres. It was born from the
Dgnition that the days of under-skilled volunrs working in disaster relief are numbered.
>ne of the original visionaries and co-founders
the course was Marja Raikkonen, lecturer at
1 Hameenlinna Polytechnic. She was heavily
olved in a Finnish disaster relief programme
•.wanted to develop an internationally recog?d course. The Nordic countries have greater
lerience of disaster relief than the UK. Indeed,
lint Finnish and Norwegian Red Cross Emergency
,'ponse Unit was one of the first medical teams
arrive at the Bam earthquake in Iran last year,
ine aim of the course was to arm potential
nanitarian aid workerc with the practical knowlje and skills they needed before they were
hged straight into a real-life disaster. This is
?ady bearing fruit. Tiina Saarikoski, one of the
t nurses to graduate, was a member of the
-lish Red Cross team deployed to Bam. 'I could
ier have imagined how helpful the simulation
rases would be,' she says. 'When I was set3 up the field hospital in Iran, so much of what
had learnt came back to me.'
'purse director Kevin Davies, a principal lecturer
:he University of Glamorgan, emphasises the
icticality. 'The course helps to produce healthe professionals who can work in a variety of
illenging situations.' Indeed, graduates have
?ady been sent to what reads like a blacklist of
irist 'no go' areas: Afghanistan, Angola, Serbia,
jzambique, East Timor, Sierra Leone and Uganda.
s reinforces the need to train healthcare prosbnals to operate effectively in dangerous places.
)ne of the course's main strengths is its inter:ional nature. There have been six UK gradus over the past three years, but many more
e come from countries such as Finland, Portugal,
and and Sweden. This stimulates cultural aware;s and understanding of national identity.
Vendy Spencer, an experienced paediatric nurse
m Birmingham and a UK graduate of the

disaster relief course, believes that 'working and
studying with nurses from other countries enriches
your thinking and helps you to see things from
a wider perspective. Sometimes in the UK we
can be quite ethnocentric and the course helps
to develop the concepts of trans-cultural nurs
ing. The residential intensive programme neces
sitates living, studying and socialising with nurses
from different countries, which means you get
exposure to different cultures and values. This
serves as good preparation for your first mission.'
The MSc is taught over three years and covers
topics such as strategic and operational man-

'When I was setting up
the field hospital in Iran,
so much of what we had
learnt came back to me'
agement, psychosocial aspects of disaster, research
methods and the key aspects of disasters. It cul
minates in a three-month field placement with a
humanitarian organisation to a disaster zone. During
this placement, students are encouraged to under
take a research project related to disaster relief.
Ms Spencer worked as a project nurse for
Medical Emergency Relief International (MER
LIN), a London-based humanitarian aid agency
specialising in primary healthcare projects. She
was sent to Kenema in Sierra Leone, where she
conducted research into awareness of the Sphere
standards - core standards for disaster relief -

The five-day field exercise involves:
I Sleep deprivation j! ; t I'V:'.^.'.'.;:!-,^.;,!liThreats^of e^ecutibji.ij'^yi-^^ij 1 ^,^,-;
• Rescuing people fVornbombe'd, ! ;
^buildings :^j ,•>..'•,.; ^i^u,;: 1., •.'.'/I'tiv.VV'',^"-••
iNegotiating'.the.rel'ease.ofi injured. ,
; : casualties held at gunpoint i<;, •. /!:
(j'Searching the' rubble,;fdr casuaities
I Setting up and running a field j , J |j

for humanitarian aid workers while working on
a children's ward. 'Conducting research in a for
eign country with limited resources, inevitable
cultural issues and all the problems associated
with language barriers was certainly challeng
ing,' she says, 'but it is one way that we are going
to be able to give disaster relief a credible, sci
entific knowledge base.'
Another graduate, Lily Cummings, a nurse from
Dublin, worked for Emergency, an Italian NGO
specialising in treating war-wounded people. Her
mission took her to north west Afghanistan where
she nursed in the infamous Sheberqhan prison:
The conditions were shocking. There were 1,300
inmates crammed into the prison like animals.
The experience was very humbling and taught
me to respect other cultures and values. It also
showed me that you have to work at the pace
and will of the people you are trying to help.'
A further strength of the course is its flexibility.
Students are able to adapt the content to suit
their own needs and areas of expertise. Many of
the UK nurses come from an A&E background.
They have been able to explore and challenge
emergency preparedness within the UK and sub
sequently publish academic papers. In the current
climate of heightened international terrorism,
developing and preparing UK emergency nurses
for disaster response is particularly relevant.
Disaster medicine is an evolving discipline with
an emerging body of scientific studies. However,
most of the existing work is driven by the med
ical profession focusing on illness, treatment and
cure, and by sociologists focusing on human
response and psychology. Mr Davies believes that
there is space for input from nurses. 'There has
never been a greater opportunity for nurses to
make a mark on the discipline of disaster relief,'
he says. 'Rather than operating to a basic med
ical model, nurses are ideally placed to explore
holistic'and trans-cultural approaches, hopefully
developing new and exciting models.' BS
Mike Wayward is professional nurse adviser
for the acute sector, RCN
For further information contact Kevin Davies
at kdavies@glam.ac.uk

, taking part in the exercise check for 'injuries' and treat survivor Diana De in a makeshift field hospital
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Davies, K. and Higginson, R. (2004) "The imperative for advanced training and
education for Nurses in disaster relief. West African Journal of Nursing. Vol 15.
No 1. pp20-27.

Davies, K. and Hannigan, C.M. (2006) "Supporting disaster healthcare
professionals: A practical and virtual approach". Nurse Education Today. Vol 27.
pp!22-130.
Hannigan, C.M. (2004) "Blended education for Disaster Healthcare Professionals:
An Evaluation". E-Learn 2004: World Conference on E-Learning in Corporate,
Government, Healthcare and Higher Education. Washington DC. pp308-313.
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Abstract
Until recently the preparation for the nurses
undertaking disaster relief was facilitated solely by
the employing agency and often in isolation from other
agencies. These courses of preparation are of short
duration and concentrate on team building and are
specific to any role activity of the agency. Many of
those participating in such programmes do so as part
of a one off deployment "to do their bit." With a
plethora of Aid agencies now in place, there is a clear
need to ensure that there is comprehensive
preparation of ujxrses undertaking disaster relief as a
career option. Further, the development of such
programmes will enhance the status ofdisaster relief
nursing and facilitate much needed academic research.

Introduction
"I look forward to the day that Nurses are Nurses of the
veil and not Nurses of the sick" Florence Nightingale
(1859)
The delivery of humanitarian aid is an attractive option for
many of the world's healthcare professionals. The driving
force may be religious, altruistic oY'of an academic nature.
Deployments are usually undertaken under the auspices of
International Government Organisations (IGO) such as the
United Nations (UN), Non-Government Organisations
(NGO) such as Merlin, Concern and Medicines Sans
Frontiers (MSF) among others. Additionally, they may
seek employment with an organisation such as the
International Committee of the Red Cross (ICRC) which
has a philosophy of complete impartiality. Besides, it should
be remembered that many Western Governments utilise
fair Armed Forces under a humanitarian caveat particularly
the medical and logistic services. The roots of the Aid
"Industry" can be traced back to the Swiss national Henri
Dunant who following the battle of Solferino in 1859 set in
motion the processes that resulted in the eventual formation
of the ICRC in 1880 with its distinctive Red Cross insignia.
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In 1909 there were 37 IGO's and 176 NGO's operating
world-wide. However, by 1998 there were 260 IGO's and
5472 NGO's operating Ryan and Lumley make two
observations regarding this increase "...there is an ever
increasing demand and, until recently there was
freedom to work in a climate of relative safety."1 With
increasing demand and a greater risk of safety being
compromised the preparation of healthcare workers (in
this case, nurses) needs to be as comprehensive as possible.
It is essential that the individual will be as prepared as
possible for eventualities that may arise in what may be a
potentially volatile and unpredictable environment. Equally,
it is essential that the deploying nurse does not become a
burden on his or her fellow workers in times of hardship
and stress.
Until recently the preparation for nurses undertaking this
type of work was facilitated solely by the employing agency
and often in isolation from other agencies deploying to the
same area.
These courses of preparation are of short duration and
concentrate on team building and special to role activities.
Many of these participating in the past were doing so as
part of a one off deployment "to do their bit." With the
plethora of Aid agencies now in place, there is a clear need
to ensure that there is comprehensive preparation of nurses
undertaking this kind of work as a career option, long term
and to ensure professional development in the. area. Clearly,
there is an increased imperative to ensure that those
deploying into an aid world that is increasingly more
unpredictable and challenging receive the best preparation
possible. It is therefore, essential to ensure a robust
prepatory package that prepares personnel as fully as
possible, ideally building on past experience and skills
already gained that can be adapted to specific environments.
Background
Disaster is a multidimentional concept. It is characterised
by major change to the physical and social environment

20
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with tragic human consequences. Disaster is a calamitous
;vent that can result in loss of life, great human suffering,
listress, and large scale material damage.2 Being of either
;apid or slow onset, a disaster goes beyond the normal
roping, ability of existing emergency response systems and
social structures. The fundamental requirement to save
lives and mitigate suffering place health care at the top of
the agenda in such circumstances. The need for care and
support exists at all points on a continuum from disaster
preparedness and response to the long term physical, psy
chological, spiritual and socio-cultural consequences of the
event. Clearly with the advent of globalisation, a
transcultural perspective is crucial to the success of any
intervention that may be considered.
The work of Leininger3-4 will underpin any development of
this kind with an unmistakable transcultural ethos in terms
of deploying nurses and the prospective patient/client group.
Nursing has a long association with the care of individuals,
groups and communities who experience disasters.
Involved at local, national and international level, nurses
have, with other health care professionals, played a key
role in disaster prevention and in the delivery and
management of care in disaster situations. In comparision
to everyday work in the health care setting, the disaster
presents unique problems for nurses. Not only is there a
requirement for improved adaptability, creativity and
ingenuity but also a need to be able to make difficult ethical
decisions in relation to the practice of nursing. Any course
that prepares nurses for woik in disaster situations must
be grounded in the belief that Nursing does make a difference
in disaster situations. This occurs not only in the
preservation of human life and maintenance of health during
the acute phase but also in the improvement of individual,
group and community functioning in the sequel of the
disaster. Such nursing demands a high-level of knowledge
and skills that go beyond that which exists in undergraduate
programmes. There is a requirement for an advanced
preparation that focuses on the -development of the
theoretical and ethical basis of nursing in disaster situations.
Advanced knowledge and skills related to group and com
munity functioning, cultural needs and issues, public health,
psychosocial response and the management of human and
non human resources will advance the capacity of the nurse
to function in disaster situations. The deployment of valu
able resources at the scene of a disaster means that there is
an increasing need for rigorous evaluation. Such need re
quires that nurses have advanced research knowledge to
competently deal with recording epidemiological and health
related data and using this data to contribute to rigorous
21

evaluation reports.
In addition, the profession of Nursing world wide, requires
more publicised research related to nursing in disaster situ
ations to inform development of theories of nursing in the
field of disaster relief. Such development will not only
provide framework for more rigorous evaluation of nurs
ing but also contribute to development of the professional
identity of the profession in this field.
In 1992, the General Assembly of the United Nations5 af
firmed her commitment to International co-operation and
humanitarian assistance at times of natural or human initi
ated disasters across the world. The assembly reiterated
the commitment to the 1990's as being the "decade of
natural disaster reduction." The Assembly went on to state
that she was deeply concerned about the suffering of the
victims of disasters and emergency situations, the loss of
human lives, the flow of refugees, Jhe mass displacement
of people and the material destruction. Mindful of the need
to further strengthen the collective efforts of the Interna
tional Community, the Assembly recommended that hu
manitarian assistance is of cardinal importance for the vic
tims of disasters. This should be provided in accordance
with the principles of humanity, neutrality and impartiality.
The clear relationship between emergency response, reha
bilitation and development means that, emergency assis
tance should be provided in ways that will be supportive of
recovery and long term development (United Nations,
1992). On the 10 May, 1993 the forty sixth World Health
Assembly6 recalled the UN General Assembly resolution
and welcomed the creation of the Department of Humani
tarian Affairs and the establishment of an interagency com
mittee on emergencies at the United Nations. It was
emphasised that it is a constitutional function of the World
Health Organisation (WHO) to provide health services and
facilities to special groups affected by disasters.
Further to this, it was recommended to the Director Gen
eral of WHO to ensure that WHO representatives and field
staff as a vital element in emergency relief operations and
humanitarian assistance adequate training and instruction
to fulfil their tasks6. During 6 - 10 September 1993 in the
wake of their experiences in the former Yugoslavia, WHO
in Europe formulated a draft resolution calling on member
states to collaborate with the Regional Office in setting up
permanent humanitarian assistance networks supported by
the European Disaster Relief Fund. Member states were
urged to make known to the Regional Office at very short
notice, human and material resources for deployment at
emergency and disaster situations.
Between 1996 and 1997, 5% of the regular WHO budget
WEST AFRICAN JOURNALOFNURSINO
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for programme activities was allocated to co-ordinate work,
raise funds and implement activities for emergency pre
paredness and response6. The Maastrict Treaty on the
European Union (EU)7 in 1993 emphasised the need for
increased co-operation in the fields of education, health,
implementation of EU law and cultural diversity. In addi
tion to promotion of increased internal co-operation on
these matters there was reference in Article B to further
asserting the identity of the EU on the international scene
(Council of the European Communities, 1993).7
While the EU has a long history of participation in aid relief
outside the region there is a requirement to consider the
role of the EU as a united group in such matters. In accor
dance with the objectives of the Maastrict Treaty it is pru
dent to suggest that the EU would welcome internal co
operation in education that would enhance the contribution
of Europe to disaster relief in neighbouring regions and
across the world. Improved education in Disaster Relief
Nursing is a necessary part of this contribution. With this
in mind it is clear that there is a requirement for prepara
tion not only at the fundamental level but also a need for
career development programmes that would be expected
in any career structure.
While it is clear that there are enormous benefits to be
gained from the current trend of globalisation it is equally
clear that there ai*binherent risks associated with this strat
egy. Wherever disasters occur in the world, tragic though
they are, it is evident that those who will suffer the most
are from countries in the developing or third world.8
Whether the disaster is natural or human initiated the abil
ity to mitigate against the event is less in these regions of
the world than that of the developed west. Health care,
resources such as power and infrastructure all suffer more
in the third world than in the west for a given disaster.
From this we can see that if the response is to be meaning
ful then those responding must have a robust preparation
within which there is recognition of role within team and
an ability to transfer skill to a challenging environment.
The role of nursing theory and research
If disaster nursing is to seek recognition as a developing
nursing sub-speciality then it must have an underpinning
method or methods from which to work.
Just as medicine has diagnosis as its basic premise then
nursing has as a foundation the nursing meta-paradigm
(see Table 1). Rather than an individual focus, nursing
must have the community as its focus or domain of
influence.

Table 1 The nursing meta-paradigm__________
The common phenomena around which the discipline
is built
Environment
Person
____Health__________Nursing________
<Fau-retl." Fitepairick and Whall.'" Torres"!

Coupled with a sound theoretical base must come a sound
evidence base. Currently there is a paucity of empirical
evidence for nursing practice in the disaster setting.
It follows, therefore, that nurses embarking on a career in
this area must undertake rigorous evaluations of their
interventions in order to inform current and future practice.
There are numerous models of and for nursing that have
been developed mainly over the past forty years or so.
Many of them will have been underpinned by the work of
Maslow12 and develop to meet specificity. This can be
said of Leininger, 13 Nueman 14 and Roper, Logan and
Teirney. 15 It may be that a hybrid model for nursing will be
developed following more stringent evaluation of the
elements of the nursing response.
Clearly, the initial work of Nightingale16 was the first attempt
to give focus to the nursing effort in an attempt to give an
underpinning of what was required although she remained
in total rejection of germ theory throughout her life. Current
thinking allows the four components of the holistic person
equal standing so that the holistic person is made up of
biological, psychological, social and spiritual elements that
equally combine to create the holistic person.
Nightingale's view was less symmetrical. For example,
the biological and psychological components have equal
weighting and a higher status than the social component.
Further, the spiritual component encompass all three of
the above holistic elements. It has been argued that
Nightingale's religious background was the cause of this
almost evangelistic outlook although Selanders 17 pointed
out that "spirituality was intricately tied to her religious
belief system but not to a specific religion." However,
from the start Nightingale was able to deduce her Major
Environmental Elements. These include: ventilation, light,
clean water, warmth, noise control and waste management.
Clearly, here is a fundamental basis of need for a given
situation, while it may be difficult to adequately address all
of the above, a premise of mitigation against those that
cannot be adequately addressed must be an aspiration.
Nightingale was able to utilise these elements to focus and
prioritise, what we may now call the undertaking of a needs
assessment. From this planned and systematic care ensued.
While this was undoubtedly a major step forward in the
~n
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ilivery of nursing care in difficult circumstances,
ghtingale's influence at higher political levels help her to
m her greatest achievements.
comparison
SF has been at the foremost of many of (lie worlds crisis
eas since its formation more than thirty years ago. Its
J97 publication 15 Refugee Health: An approach to
nergency situations is sound guide and is widely utilised
/ many bodies in the organisation of their response to a
ven situation. Additionally, there a numerous books and
jides to support medicine in the field largely from the
"RC and various military organisations. Nursing has to
ate merely adopted the approaches offered by these
ublications without looking to its own theoretical base,
learly, Roper, Logan and Teimey (RLT) 15 were not thinking
jecifically of disasters when they formulated their model
ased on activities of daily living.
.Ithough, they may well have been thinking of their sugestions having on adaptive focus to any given situation,
is Table 2 shows there are remarkable similarities between
leir 1980 thinking and MSFs 1997 suggestions of top ten
riorities.

toper, Logan and Teirney
1980) Activities of
laily living
Maintaining a safe
environment
Communication
Breathing
Bating and drinking
Elimination
Personal cleansing and
dressing
Controlling body
temperature
Mobilising
Working and playing
Expressing sexuality
Sleeping
Dying____________

MSF (1997)
Top ten priorities
Initial assessment
Measles immunisation
Water and sanitation
Food and nutrition
Shelter arTd site planning
Health care in the
emergency phase
Contro"N:ommunicable
diseases
Public health surveillance
Human resources and
Training
Co-ordination

The elefnenlx of nursing

From this one example, it is possible to argue that Nursing
23

has at least the foundation of a theoretical base from which
to work: it is just that to date, it has not been utilised in
context. l! could be argued here also that the MSF sug
gestion, while taking into account the very real emergency
issues in a given disaster, has not adequately acknowledged
ihe cultural context which could be addressed utilising the
RLT model.
The RLT model also incorporates life span stages and gives
more focus to certain important milestones such as 0 - 5
years and measles immunisation, to give just two examples.
Additionally, a dependence/independence continuum is
utilised as well as the identification of factors influencing
the activities of daily living listed above.
Table 3
Factors influencing activities of Living RLT (1980)
Physical factors
Psychological factors
Sociocultural factors
Environmental factors
________Politico-economic factors________
In recognising the five factors listed in Table 3 the RLT
model is acknowledging the fundamental influence of these
factors in the approach to care. It is very obvious also that
they are at the very heart of a well planned and thought out
strategy for addressing the needs of individuals, families
and communities whatever their maM up in a disaster
situation.
The fundamental premise here is that each Activity of living
can be influenced by one of the five factors, which in turn
can be impacted upon by the state on the life span and
dependence/independence continuum. Whichever model
or strategy the practitioner employs it must be workable
and should inform a personal framework for practice in
whatever may be the situation, even in the most challenging
working environment; to implement without an organised
framework of reference is to court disaster.
Nursing research in disasters
To date, there is a clear paucity of nursing focussed research
within the sphere of disasters. If nursing is to be seen to
be making a relevant and meaningful contribution to the
arena, then an evidence base needs must be developed in
order to address this. As with any research, there are a
number of issues that need to be borne in mind in terms of
the pragmatics and nurses intending to undertake research
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Mrt of a deployment must bear them in mind. In
(ticular. there must be a clear pre-conceived plan to
sure that there is no vole conflict between being a nurse
jbeins a researcher. Clearly, in the disaster situation the
e of nurse must have primacy and that of researcher
Bt become secondary if the situation warrants.
it potential researcher must be completely open in
jinowledging the limitations of research in potentially
fault circumstances, that is not to say it should not be
ne but as with any research the acknowledgement of
litation actually adds to the worth of the final product. 19
particular importance in respect of the nurse researcher
a disaster situation is the potential for bias. This bias
n be from a number of perspectives; firstly, there is
tential for the effect of the situation to influence the
dividual. In an emotionally charged atmosphere, the
dividual may easily succumb to the force of the combined
faces they are faced with.
icondly, the potential researcher when faced with an alien
ilture must categorically recognise that they cannot bring
Western perspective to play, this is a huge potential hazard,
hich must be actively guarded against. Additionally, the
fects of the socio-economic environment must be at the
irefront of any potential research. It is quite possible that
sponses will be elicited from a perceived benefit if the
ibject thinks that they will benefit from a given response,
:gardless of the truth of that response. This again, is not
) different from traditional research settings but the
olential for contamination of response is very real in
ituations where perceived benefits may actually be life
wing.
lie nurse researcher must also reconcile a number of issues
if ethical importance. For example who will benefit from
he research? The researcher in terms of academic and
icssibly monetary gain or the target subject 'group? It
nay be easier to reconcile a mutual benefit outcome.
Of paramount importance is whom exactly the findings
"ill be distributed to, in some area research findings may
tensed as a tool for suppression and this is totally unac
ceptable.
Charters, codes and standards
I" order to appreciate the role of the nurse in a disaster
station practitioners must have a fundamental knowledge
of the various charters, codes and standards that have been
developed in an attempt to ensure ethical, humanitarian and
Poetical issues which are addressed in a culturally sensitive
la$hion. It must also be recognised that the application of

these is sometimes fraught with frustration as one or more
party ignores them or makes fraudulent interpretations of
their meaning and intent.
This alternative interpretation may of course be cultural in
nature, as many of the charters, codes and standards are
generated by the western mindset. Equally, it could be
argued that many of these charters, codes and standards
are really aspirations that practitioners should strive to
achieve and that absolute achievement may not be possible
in many cases. Ethical notions such as beneficence and
non-maleficience may well impact on the true applicability
of a given strategy irj a given situation.
The United Nations proclamation of a Universal Declaration
for Human Rights in 1948 was brought about in the
aftermath of the Second World War, Its premise is right to
life, liberty and equity for all, the phrase "never again" being
much quoted following the devastation of the 1939 - 45
war. The thirty Articles of the declaration encompass such
things as nationality, family, employment and education as
rights of all.
The Sphere Project20 is the attempt by humanitarian
organisations to improve and enhance the standards of
response to disasters by laying down a series of minimum
standards that are acceptable and to which many
organisations have agreed too. The publication quite rightly
acknowledges that there may well be serious limitations in
the ability to meet the minimum standards set within. The
ability of the responding organisation to operate freely may
be hindered and free access to the population at risk may
be impeded or denied. Additionally, security issues must
be addressed in volatile situations. The Sphere Project
also acknowledges that there may be a negative impact on
the population at risk commensurate with the presence of
a humanitarian organisation.
Shawcross21 has highlighted this and gives examples of
conflicts being prolonged by the presence of humanitarian
organisations in regions such as Rwanda, Somalia and the
Balkans.
He highlights examples of perpetrators of crimes gaining
positive benefit from this presence by accessing food and
other essential supplies clearly not meant for the pursuance
of conflict. Again this is an ethical dilemma for those tasked
with the humanitarian response whereby to withdraw may
result in total collapse of any support for the population at
risk. Cutts and Dingle22 also highlight this dilemma while
explaining the standpoint of Save the Children.
For nurses registered with the Nursing and Midwifery
Council (NMC) the Code of Professional Conduct 23 is a
24
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iouble edged sword when it comes to deploying to a disaster
T humanitarian mission. The Code makes considerable
lemands on the nurse in the interest of patients and the
irofession. However, it may be extremely difficult to meet
he demands of the Code in some situations where ensuring
latient safety for instance in terms of minimising risk may
>e an impossible task. Equally, it should be noted that
;ome UK trained and educated nurses do not see continuing
egistration with the NMC as necessary if they are working
n developing world and disaster areas full time. Nurses
nay be asked to perform tasks that are well outside of
heir normal function where failure nut to attempt such a
ask may ensure the death of a patient. The potential
dilemmas are very real and numerous scenarios could
lighlight the nightmare situation. Consider consent as an
:Ssue; how does one ensure informed consent in a situation
af patient overload, stress, and danger (to self and patient)
when the facilities are at best basic and the language barriers
are such that understanding is severely hampered or nonsxistent? A number of publications have highlighted the
expanded/extended role of the nurse in an attempt to inform
this debate.
Davies and Hawley24 described the extended role of the
nurse in a military context as did Davies and Bricknell.25
While Jones and Davies26 explored in detail the extended
role of the nurse from a UK perspective (the extended/
expanded role of the nurse will be discussed in more detail).
Additionally, Slim27 has highlighted the intricate nature of
the moral dilemmas faced by those deployed on humanitarian
operations. Each of these papers has informed debate but
this does not get away from the fact that the practitioner
"on the ground" may well be faced with truly complex and
complicated decisions to make if they are to function in
the circumstances they find themselves.
The practical implication
It is not enough to bring just ones clinical expertise to a
team deploying on a humanitarian operation. Nurses must
bring with them skills that will enhance the function of the
team and ensure that unfair burden does not lie with a few
individuals. The burden for adequate preparation in respect
of deployment to a situation that is unpredictable and housing
potential risk is the prima facie responsibility of the
practitioner. Of course there is usually a course of
preparation provided by the employing agency. The
difficulty here is that these courses tend to be of necessity
general in nature and of short duration. The practitioner
however can do much to ensure that they are adequately
25

prepared themselves, no team will want to bear the additional
burden of a team member not being able to function at the
level and in the role allocated to them on deployment. It is
absolutely crucial that this is addressed before any such
deployment to ensure optimum team cohesion and
functionality. A reasonable standard of physical fitness is
mandatory as is the ability to live and work under stressful
and at times unpredictable conditions. Appropriate medical
preparation must be undertaken such as required
vaccinations and prophylaxis.
As Slim28 points out there is a need for education providers
to acknowledge not only the need for academic preparation
but also and significantly there is a need for adequate
physical and technical preparation. Becoming proficient in
skills that may be of use when deployed will do much to
ensure the optimum functioning of the team and add to the
capability of the team also.
The highest priority if a deployment is made to an area that
is unpredictable and may become untenable is the extraction
plan. This must be well planned and understood by all
including their role in it. If possible it should be exercised
if not in real time at least in simulation and table top. There
should be a full briefing of all the known risk factors prior
to deployment so that as far as possible they can be mitigated
against. No amount of intelligence is too much, the more
information a team has prior to deployment the better
prepared they will be.
Fundamental expertise in navigation is essential and the
individual should be proficient in fite use of map and
compass while the use of Global Positioning Systems (GPS)
is very much in vogue they are not without their problems.
Battery life can be unpredictable and a skilled operator must
use them. Coupled with effective navigation are essential
driving skills. It is extremely advantageous for all members
of the deployed team to be proficient in driving a range of
vehicles over terrain that is difficult to negotiate. This
allows for equity of effort and more importantly ensures
that essential rest periods from driving duties can be
facilitated. This is both a safety and management issue.
Other forms of transport are often available on an ad hoc
basis. Civil and military fixed and rotary wing aircraft may
be put at the disposal of the deployed team from time to
time.
Safe aircraft and patient handling skills are essential to gain
mutual confidence and a sound team ethics, Cults and
Dingle22 outline safe aircraft and landing parameters while
Rayman29 emphasises the effects of altitude on injured
patients.
WEST AFRICAN JOURNAL OFNURSING
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Gettine safely from destination to destination is essential
and to support this there is a need for competent and
coherent communication systems. Clearly the use of mobile
nhone systems has revolutionised communication in the
latter years of the 20th and the beginning of the 21st
Century. They can, however, be prohibitively expensive in
some areas and the issue of battery charge must be taken
into account. Electronic mail systems similarly are
extremely useful and can be used for passing typed
transcript and perhaps more importantly patient images for
expert consulation, this can be an extremenly powerful
tool if handled appropriately.
It should be remembered though that whatever the expert
opinion the intervention is limited to the expertise and
equipment available "on the ground."
The use of long and short wave radio requires considerable
expertise and the use of the phonetic alphabet, the deploying
nurse would do well to ensure that this is learned and if
need be a short aid memoir complied. Currently the
Inmarsat family offers the most robust and reliable method
of communicatioft world-wide. They can transmit and
receive data both typed and in image format. Expertise in
(he use of these systems will be invaluable.
Communication at a local level will often involve the use of
interpreters. The^ffective use of these personnel is a skill
in itself and where possible should be practised prior to
deployment. Effective communication via an interpreter
in a culturally sensitive setting can ensure productive and
active response ensuring that all sides have an understanding
of what may be agreed, trust is a powerful tool in ensuring
a desired response.
Cutts and Dingle" make this point very strongly and the
use of appropriate communication networks and systems
could be the essential factor in ensuring team safety and
should never be underestimated. Clearly, nurses working
through the medium of interpretation must be cognisant of
interpreter bias and cultural norms.
Weapons, ammunitions and mine:: are very evident in many
of the areas that humanitarian aid is delivered. Green 10
highlights the risks and precautions. It is essential to
understand however that in many areas the carrying of a
weapon of any sort is a status and culturally essential activity.
Fundamentally, a weapon may be the source of protection
for an individual and his family. Whatever the reason,
weapons are a potential threat and should be regarded as
Mich. Mines and unexploded ordinance present a very
different problem as they are often unseen and as such the
exact nature of the risk may not be known. Background
15 No. 1 May, 2UU4
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intelligence as to the risk from mines is mandatory for
deploying personnel. They must be able to recognise local
methods of designating risk areas, some of which may be
quite difficult to discern.
Equally personnel must be aware of basic methods of
ensuring personal and team safety such as not straying off
recognised roads and tracks. Additionally, the ability to
extract from a potential area of threat is essential and muff,
be practised prior to deployment.
Team harmony and mutual support are essential when
undertaking difficult and potentially dangerous
deployments. It is'vital that potential stressors and concerns
are acknowledged'and where appropriate acted upon.
Jensen31 (Table 4) identifies four war related stressor factors
that could be equally relevant in a non-war but challenging
environment.
Tabte 4______________________
War related traumatic stressor factors: direct or
indirect experiences and impact on self (Jenson 2001)
1. Threat of injury to self, personality, identity, physical
integrity or health
2. Threat or injury to others that is witnessed directly or
indirectly
3. Threat or injury to the built or modified environment,
which is experienced directly, witnessed as a bystander;
or afterwards at or near the location
4. Threat, traumatic bereavement/loss or injury to personal
relationships, attachments and social networks of
personal significance.
War or health, A Reader

Clearly, the factors highlighted in Table four can as
previously mentioned be stressors in non-war environment
that requires a humanitarian response such as flood, famine
and earthquake where there is threat and little or no
supporting infrastructure. Team cohesion is crucial in
tackling potential problems before or as they arise. To
allow an individual within the team to succomb
overwhelmingly to a predictable risk factor represents a
failure of the team's support mechanisms.
Personnel must be allowed to verbalise their concerns and
to reach a resolution. Many organisations allow personnel
to choose to withdraw from deployment if the perceived
personal risk from the individual's perspective is too great
or unacceptable. The psychological impact of distressing
news from home should not be underestimated; this can
have a devastating detrimental impact on the team.
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Conclusion
in conclusion, disaster relief is the concern of all health
rare professionals, including nurses. For disaster relief to
3e effective, all providers must be appropriately trained
ind educated. Nurses and the nursing framework of Roper,
Logan and Teirney do make a difference in disaster situa:ions and, therefore, there is a need for the advanced prepa
ration of nurses at a higher level.
Although disaster situations benefit from what nursing can
Dffer, there is little published research into how nursing/
riiirses positively impact upon such disaster events. Further
research is needed and it is anticipated that with the
development of higher degrees, which focus upon disaster
relief and management, quality, disaster specific, nursing
research will be produced. This will inform nursing
practice, enhance the field of disaster relief nursing and
will result in the delivery of a superior standard of patient
care.
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Summary In this paper, we report on a questionnaire undertaken to evaluate an
innovative programme of education for healthcare professionals in the field of aid
and disaster healthcare that has been delivered by a partnership of three Higher
Education Institutions (HEIs) across Europe since 1999. The development of this pro
gramme was a direct response to the stated needs of Non Government Organisations
(NGOs) and military healthcare professionals as well as those aspiring to enter this
complex area of healthcare.
The aim of the project was to evaluate whether the programme was meeting the
needs of students and to elicit what improvements could be made to the programme
in order to enhance the learning experience. A questionnaire was developed to
gather data across seven areas. It was subsequently analysed using the report and
statistics features available within WebCT's Quiz/Questionnaire tool, in addition
to the spreadsheet software MS Excel. The results of the questionnaire confirm that
the programme, while successful in many ways, needs to be modified on a regular
basis to reflect relevant worldwide changes and would benefit greatly from
increased interaction between faculty and students.
© 2006 Elsevier Ltd. All rights reserved.

Introduction
The pressures on Disaster Relief Healthcare profes
sionals to deliver high quality services, in often the
" Corresponding author. Tel.: +44 1443 483133; fax: +44 1443
483118.
E-mail addresses: kdavies@glam.ac.uk (K. Davies), cm.
hannigan@utster.ac.uk (C. Hannigan).
1 Tel.: +44 2890 368514; fax: +44 2890 368634.

most challenging of environments, are greater than
ever. This is further emphasised by the need for
such professionals to be accountable to a number
of different parties for the actions that they take.
The interests of not only recipients of the healthcare provision but of donors, governments and
Non-Governmental Organisations (NGOs) also have
to be acknowledged. While these needs are not
insurmountable they require clarity of thought
and a high degree of personal and professional

0260-6917/$ - see front matter © 2006 Elsevier Ltd. All rights reserved.
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integrity, which is reflected in the development of
professionals who are educated appropriately to
deal effectively with the complexities of 21st Cen
tury disaster healthcare provision. This paper pre
sents the findings of a study of one educational
programme that was specifically designed to meet
the needs of the modern disaster relief healthcare
professional.

Background
The current "aid industry" can be traced to the
foundation of the International Committee of the
Red Cross (ICRC) under the influence of the Swiss
national Henry Dunant. Following the battle of Solferino in 1859, Dunant, moved by the suffering of
the wounded, set in motion a number of initiatives
that led finally to the formation of the ICRC in
1876. The 20th Century saw an exponential rise in
the number of organisations that were focussing
on the delivery of aid and healthcare. Indeed, with
less than two hundred such organisations in the
early part of the last century by the 1990s there
were just short of six thousand (Ryan and Lumley,
2000). Also, until recently the work was considered
relatively safe and attractive to many healthcare
professionals who were willing to place western
healthcare careers on hold while they undertook
a deployment.
There has been a change in emphasis in the aid
and disaster healthcare community, which now
has a workforce that is more stable, with many opt
ing for a full career in the field. This then has led to
the requirement for and the development of pro
grammes of education that meet the specific needs
of such career minded individuals.
One such development is an MSc Disaster Relief
Healthcare, jointly delivered by the Universities
of Glamorgan, Wales, and Ha'me in Finland. This
programme aims to produce highly educated and
technically proficient practitioners who will be
able to effect leadership and cohesive delivery of
the required healthcare while additionally under
take critical evaluations as to the efficacy of the
service delivery. Any institution that aspires to
facilitate such an educational programme must
recognise the crucial need for a blending of the
educational experience to incorporate both theo
retical and practical elements. This is a view sup
ported by Slim (1996) and is fundamental to any
such development. A failure to acknowledge this
will mean that the needs of the students will only
be partially met and as a consequence they will
only be partly prepared for the demands that will
be placed upon them. The programme that was

the focus of this audit has such a blended ap
proach. It utilises face-to-face interaction and field
simulations as an integral component of the stu
dent experience at a yearly Summer School, while
using the Virtual Learning Environment (VLE)
WebCT to deliver content and facilitate communi
cation at other times, thus ensuring that distance
education student cohorts can study anywhere in
the world and, more importantly, interact with fel
low students and academic staff in synchronous
and asynchronous modes. Additionally, students
are supported in the mandatory field placement
component of the programme, whereby they de
ploy to a developing world or disaster area for a
period of up to 12 weeks as a team member with
a chosen health delivery organisation.

Course outline
In year 1, students commence the course with a 10day Summer School that incorporates survival
training. During the remainder of first year they
study online two 30-credit modules (Key Aspects
of Disaster Relief and Public Health and Nutrition
in Disasters) and a 10-credit module (Operational
Management of Disasters). Year 2 commences with
a 10-day Summer School that incorporates a
Disaster Simulation Exercise. Students study online
a 30-credit module (Mental Health Perspectives in
Disasters), a 20-credit module (Useful Research
Methods to Improve Disaster Care) and a 10-credit
module (Strategic Leadership for Disaster Relief)
during the remainder of year 2. The final year of
the course starts with a 10-day Summer School
incorporating a Disaster Simulation Exercise. The
remainder of the year is taken up with a 10-credit
Field Placement, minimum 12 weeks, and a 40credit MSc Research Project. The course concludes
when the students arrive at their fourth Summer
School and participate in a 2-day Disaster Relief
Symposium, which includes graduation.

Questionnaire evaluation methodology
Several authors have pointed out the benefits of
using questionnaires for querying interviewees
and obtaining general comments (Wilson and
McClean, 1994, McBurney, 1994, Moserand Kalton,
1979). Although some questionnaires have been
developed by research groups and have been tested
for reliability and validity, for example the Ques
tionnaire of User Interface Satisfaction (Quant
QUIS, n.d., Maryland Imagination, 1990), given
the unique nature of this Masters course, we
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decided to design a questionnaire specifically tai
lored to assess attitudes to the course.
Those who took part in the evaluation were
emailed and asked to complete a comprehensive
questionnaire containing 86 questions concerned
with both quantitative and qualitative data. It
was estimated that the questionnaire would take
approximately three quarters of an hour to com
plete. It comprised seven sections:
1. Demographic data.
2. TheVLE.

Analysis
Thirteen out of the 18 students who had access to
the questionnaire completed it, i.e. a 72.2% re
sponse rate. Here we outline the findings across
all of the areas queried by the questionnaire. De
spite the fact that the VLE is available worldwide
via the Internet, some of the students on place
ment emphasised their difficulties in accessing
both hardware and software due to the remoteness
of the field placement.

3. Course evaluation.

4.
5.
6.
7.

Teaching evaluation.
The Summer School.
Placement.
Further comments.

Both open and closed questions were posed.
Most of the closed questions were rated on an
agreement scale of 1—5. This type of response for
mat allows the respondent to indicate the intensity
of their attitudes to each statement (Henerson
et al., 1987). A low score (1) is indicates a positive
attitude and a high score (5) indicates a negative
attitude.
The questionnaire was placed within the student
support area of the VLB. This method of distribu
tion was considered the most appropriate as it
would be possible for students who are currently
on placement in some of the world's remotest
areas to respond and, importantly, contribute their
individual views.

The sample

Demographic data
All of those who responded were female. More than
50% of the respondents were in the 31-40 year old
age range (N = 7) and 31% were in the 26-30 year
old age range (N = 4). Given the nature of the work
involved in this programme, a certain level of
maturity, life experience and clinical expertise is
expected. Four of the 13 respondents started the
course in 2001, 4 in 2002 and 5 in 2003.
Six of the cohort were Finnish. Other nationali
ties were Greek, Irish, British, Australian and Ger
man. Fig. 1 shows the spread of nationalities of
the cohort.
A significant number of the respondents were
polyglots. All had clear expertise in respect of their
own language and all were able to communicate in
English, both verbally and in written form while
many spoke up to three additional languages.

Cohort Nationality

Students from three cohorts were invited to com
plete the questionnaire. These students began
their studies at the August Summer School in the
year of their course commencement. The numbers
were:
• August 2001 (n = 9).
• August 2002 (n = 3).
• August 2003 (n = 6).
The total eligible population was 18 and in
cluded all students who were registered on the
MSc Disaster Relief Healthcare and therefore had
access to the VLE. It was explained to the stu
dents that participation was voluntary. Following
assurances that all information collected would
be confidential and anonymous, the students'
written consent was sought and obtained utilising
the VLE.

F'lgure 1

Cohort nationality.
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Clearly, sound communication is the basis of any
successful healthcare intervention. The ability of
these students to communicate in several lan
guages is an obvious benefit, in that it improves
the likelihood of there being a common means of
communication when in the field.
All of the questionnaire respondents were nurses
and clinical expertise ranged from acute highly
technical environments such as Intensive Care,
and Accident and Emergency through to Public
and Mental Health specialists.

Perhaps focus also not only on the cultural differ
ences of caring for patients of different nationali
ties but also the problems with working with
people of different nationalities."
Given this comment, it may be necessary to
emphasise that students, from the outset, are
working within a multi cultural, multi ethnic group
that comprises not only the student cohorts, but
the Teaching Team itself. Two responses about
course content were particularly positive:
"Very interesting course"
"Challenging and relevant"

VLE specific information
The results obtained from this section are reported
in a Best Practices paper, presented at E-Learn
2004, in Washington USA (Hannigan and Davies,
2004).

Course evaluation results
A clear majority (12) said that the course content
had either a highly positive or a positive influence
on their learning. However, when asked to qualify
this, the answers highlighted the need for content
to be more regularly updated. This rich feedback
will be distributed to other members of the course
team to inform their modifications. For instance,
some of the students commented about the
content:
"It may improve by updating the directed,
required readings."
Most of the required reading comprises core
texts. Contemporary information should be sought
via the Internet, drawing on effective search meth
ods, as outlined in the induction package. This also
includes searching the Athens database within the
VLE. The advantages of this should be highlighted
by the Teaching Team to the students during the
Summer School.
"I find the content very interesting, yet some what
sheltered from the reality of some situations that
actually occur in the field"
While the disaster simulation attempts to ad
dress the realities of the field, the emphasis is on
the learning experience and the preparation of stu
dents for such realities. It is acknowledged that
this exercise takes place in a safe but challenging
environment.
"It covered what I expected in view of working
abroad and with different ethnic/cultural groups.

On the subject of the influence that co-partici
pants had on learning, none of the cohort re
sponded negatively. One student said:
"It has been wonderful working and getting to
know my fellow students. If they hadn't been so
supportive and fantastic I think that it would have
been very hard to keep the motivation going on this
course."
Another said:
"Different peoples opinions, viewpoints, interpre
tations, presentation styles all added to the learn
ing experience. Co Participants always respected
and responded positively to others contributions."
While the majority of students were content to
work alone, indeed several of them mentioned that
online learning was the only option available to
them, from the comments above it is clear that
interaction with fellow students within the VLE
was considered a positive learning experience.
Given the nature of online learning, however,
students will frequently find themselves working
on their own. Sixty-nine percent (N = 9) of students
indicated that working as an individual had a posi
tive influence on their learning.
Their comments about working as an individual
were mostly positive, for instance:
"Very difficult in the beginning. However, I have
learned to find information and work indepen
dently. Hard way to learn to work as individual,
especially in foreign language but for my future
career beneficial!"
"Working individually has been the only option for
me because I work full time in three shifts and time
is always short. Individually I can work at any time
of the day."
However, one student said

"It is hard to be motivated working on your own.
Certainly after the summer school I am very keen
and enthusiastic but this has much to do with hav-

)'
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ing been with other people in the same situation. I
think I personally work better with other people
around me and especially being stimulated by oth
ers opinions and face-to-face discussions. So I have
found it rather difficult to not be able to actively
discuss things with colleagues during the course"
The remainder of this section required the stu
dents to choose one option from a choice of
[Strongly Agree, Agree, Neutral, Disagree, Strongly

Disagree, Does Not Apply]. Table 1 lists only the
statements where the total of Strongly Agree and
Agree options were above 75%. Table 2 lists state
ments that elicited several negative responses, in
particular, the statements in questions 38, 40 and
44. The Teaching Team will be made aware of
these responses in advance of the next Summer
School in order to improve on the existing course.

Teaching evaluation
Table 1

Statements that elicited strong agreement

Statement

Number of
students strongly
agreeing/agreeing

Q32: The learning outcomes
for this course were clear
Q33: The content was
appropriate and pertinent
Q34: New and relevant
information was provided
Q35: This course was logically
organized
Q36: The course requirements
were clearly stated
Q37: The learning experiences
related directly to course
learning outcomes
Q43: Criteria for grading of
the written assignment
were clearly identified

13

Table 2

12
10 (1 Disagreed)
10 (1 Disagreed)
11 (1 Disagreed)
12 (1 Disagreed)
12

All of the data collected for the section on the
teaching team was quantitative. The questionnaire
made several statements, and students were asked
to choose one option from five answers on a contin
uum from very positive (1) to very negative (5).
All of the students rated the course as satisfac
tory or higher. When asked if the teaching team
was flexible, when the occasion called for it, only
one disagreed and two chose the Neutral option.
The remainder either Agreed or Strongly Agreed.
Eleven of the respondents Agreed or Strongly
Agreed that the teaching team demonstrated con
fidence in their knowledge during discussions and
consultations. Two of the respondents Disagreed
with the statement.
A similar response was made to the statement "I
feel that the teaching team seemed knowledgeable
in the content areas", with 11 of the respondents
Agreeing or Strongly Agreeing with the statement

Statements that elicited negative responses

Statement

Number of students who (are):
Strongly agree

Q38: Required course material was
available online/hard copy at the
summer school
Q39: On the whole, media used to
present instruction were
technically good
Q40: On the whole, other teaching
materials used to present
instruction were technically good
Q41: Evaluation methods were
appropriate for course learning
outcomes and learning experiences
Q42: Coursework guidelines,
activities and tasks were fair and
written in clear language
Q44: Given course learning outcomes
and credit hours, the amount of
work for this course was
appropriate

Agree

10

Neutral

Disagree

Strongly disagree
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Table 3

A summary of the less positive aspects of the teaching team

Statement

Number of students
strongly disagreeing

Q55: I feel the teaching team explained ideas
clearly
Q56: I feel the teaching team organized online
content in a manner that was meaningful to me
Q57: I feel the teaching team were supportive to
me as a distance learner
Q59: I feel the teaching team respected students
with differing points of view"
Q63: I feel the teaching team shared their
experiences in developing as a professional"
Q66: I feel the course teaching team gave me
feedback in a timely manner
Q68: I feel the teaching team provided feedback in
a constructive way; explaining what I did well and
what needed improvement"

Table 4

Number of students
disagreeing

3
2
4

2
5
2

A summary of the statements with which over 75% of students agreed

Statement

Number of students
strongly agreeing

Q50: 1 feel the teaching team stimulated my intellectual
curiosity
Q52: 1 feel the teaching team asked thought- provoking
questions
Q53: 1 feel the teaching team taught the course in an
interesting manner
Q54: 1 feel the teaching team built on the knowledge and
skills that 1 brought to the learning situation
Q58: 1 feel the teaching team showed understanding and
recognition of my culture and individuality
Q59: 1 feel the teaching team respected students with
differing points of view"
Q60: 1 feel the course teaching team were receptive to
student feedback about the course during the term
Q62: 1 feel the teaching team used their professional
experience to illustrate ideas
Q63: 1 feel the teaching team shared their experiences in
developing as a professional"
Q64: 1 feel the teaching team were fair in evaluating my
learning
Q65: 1 feel the teaching team clearly described the criteria
for evaluating students' learning at the beginning of the
course
Q67: 1 feel the teaching team provided feedback in a way
that allowed me to maintain my self-esteem
Q68: 1 feel the teaching team provided feedback in a
constructive way; explaining what 1 did well and what
needed improvement"

4

7

2

10

3

8

1

9

2

8

2

9

2

9

4

6

4

6

2

10

3

7

4

7

5

5

and two Disagreeing - possibly the same students
as in the previous question.
Students were asked about the statement
"In my experience with the course teaching

Number of students
agreeing

team, I feel that they helped me to develop my
critical thinking and decision-making skills." Only
one of the students disagreed with this
statement.

I
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There were quite a few statements that elicited
negative responses from the students. Seven state
ments in particular saw students choosing the
'Strongly Disagree' or 'Disagree' option. Their
choices are summarised in Table 3. Obviously, for
the course team, this information is something that
should inform future teaching. In particular, the
responses to statements 57 and 66 indicate the dis
satisfaction felt by students and will require atten
tion by the teaching team.
However, although it's important to be mindful
of the negative comments, Table 4, which gives a
summary of the statements that over 75% of stu
dents either Strongly Agreed to or Agreed to, shows
that with respect to three of the statements, aster
isked in both tables, not all students felt as those in
the table above.
Finally, in this section, the students were asked
to give an overall rating of the teaching team. In
response, six said 'Satisfactory', six said 'More than
Satisfactory' and one said 'Outstanding'.

Summer school
Twelve of the respondents indicated that they felt
the Summer Schools are either Highly Supportive or
Supportive to their learning. Nine felt that the
Schools are either Highly Challenging or Challeng
ing. All of the respondents felt that the Simulations
at the Summer Schools are either Highly Challeng
ing or Challenging. Eleven of the respondents felt
that the Peer Presentations at the Summer Schools
are useful to their learning. This response high
lights the critical importance of a blended method
ology in the delivery of a programme of this kind,
further supporting Slim's view that education for
disaster relief healthcare should incorporate simu
lation and academic challenge in order to prepare
healthcare professionals for the realities of the
field (Slim, 1996).

Placement
The responses to this section of the questionnaire
indicate to the authors that those responding took
'placement' to mean any deployment away from
their home base. In light of this we have included
all of the responses, as they clearly indicate the
influence that access to the VLB has on their learn
ing potential when deployed.
When asked to indicate the influence that online
communication had on supporting their placement,
only six said that it had a Highly Positive or Positive

influence. Five of the students gave a 'Neutral' re
ply to the statement and one chose the 'Negative'
option. This indicates to the authors the need to
encourage the teaching team to communicate
more frequently via the VLB with students on
placement, although it is acknowledged that ac
cess may be limited during this period.
Three of the respondents had not yet been on
placement as part of the course - this may explain
the high Neutral response in the table above. The
others had been in Finland, Mossman (Queensland,
Australia), Peru, Sierra Leone, Afghanistan (two
students), Liberia, Lebanon, Albania, Kosovo and
Pakistan. Periods of placement ranged from 3
months to 2 years. Four of the respondents had
spent three to four months on placement, one
had spent between 3 months and 1 year on various
placements and one had spent 2 years. The various
agencies that the students worked with were Emer
gency (two students), Medecins Sans Frontieres
(MSF), United Nations and the Red Cross. A couple
of the students had not been on placement with
agencies, but were with either a municipality of
their hometown or with Queensland Health.
When asked which parts of the course were par
ticularly relevant to their placement, those who
commented said that the clinical and psychosocial
skills and simulations were useful. Some of the
comments included:
"The simulations were a good reference point in
many situations."
"all the field trips especially Ireland 2001 in
respect to living with very different people in close
quarters for some time. Also that throughout the
course through the simulations and through discus
sion you begin to realise your own strengths and
weaknesses not only as a nurse but as a person
and this helped a great deal during the placement"
Two of those who answered felt that the Clinical
Skills aspect of the course was not particularly rel
evant to placement. One felt that while the Re
search Module was a very important part of the
course, it was not particularly relevant to Place
ment. Originally, the Research Project was an inte
gral component of the Placement. Following
curriculum revision, this is not now the case, and
the Research Project and Placement need not be
linked, although both are mandatory parts of the
course.
Table 5 summarises the students' responses to
how challenging and how worthwhile they felt the
Placement experience was.
When asked how supportive it was for them to
be able to access course content and to communi
cate with colleagues via the VLB, seven said
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Table 5

How challenging/worthwhile the placement experience was

How challenging was
placement?

Number of
respondents

How worthwhile
was placement?

Number of
respondents

Highly challenging
Challenging
Neutral
Not very challenging
Not challenging at all

4
3
3
3
0
0

Highly worthwhile
Worthwhile
Neutral
Not very worthwhile
Not worthwhile at all

4
3
3
3
0
0

Neutral and two said it was not supportive at all
(four of the respondents did not answer this ques
tion). When asked to comment on the support of
fered via WebCT while on Placement, four of
those who commented said that due to technical
reasons they couldn't access the Internet while
on Placement. One of the students had the follow
ing concerning comment to make:
"None of the tutors contacted me during my place
ment to even ask how things are going; I still had
access occasionally to my hotmail address. I feel
that I managed well on my own; however, I do feel
that the university should attempt to keep contact
to those in the field, as it can be very lonely and far
more distant than being home."
Placement usually occurs following attendance
at the third Summer School. From this comment
it is clear that the teaching team needs to empha
sise to those going on placement that the VLE will
be available to them throughout this period. Expe
rience tells us that in some remote areas of the
world access is either not available, or very lim
ited. While understanding the inherent difficulties,
the onus must be on the student to initiate first
contact with the teaching team through whatever
means of communication is available to them, in
the event that the VLE is not accessible, for
example by using a personal email address, or via
a telephone call. Thereafter, when the new com
munication lines have been established, tutors
can instigate communication.
When asked to comment on support they re
ceived readjusting on their return from Placement,
for example from the NGO, or from colleagues via
WebCT, only one said that they had support from
an NGO. One student commented:
"Think you have hit the nail on the head there. I
have had more difficulty adjusting to coming home
than I did to going out there. Perhaps this is some
thing that could be addressed in the placement/
research module. Have been able to write to one
specific colleague and that was nice but to be hon
est I think it will be better talking face to face with

Table 6

Positive aspects of the course

Positive aspect
Number of
_____________________students
Contact at the summer school
allowing the possibility of
networking
The simulation
The challenge of being a distance
learner
Contact with like minded individuals
Good staff/student ratio
Self directed and flexible learning
Intercultural learning
Academically high quality of learning
contents

5

4
3
3
2
2
2
2

people who have shared similar experiences so will
look forward to Glamorgan."
The need for post deployment support cannot be
overemphasised, a view supported by Cutts et al.
(1998) and Haggman and Kernohan (2002). Students
undertaking this programme attend the Summer
School immediately following placement in order
to graduate, and are offered the opportunity to
present the experience of their placement. Addi
tionally, students can avail themselves of either
group or individually focused meetings to discuss
their experiences.

Further comments
In the final section of the questionnaire, the stu
dents were asked to list three positive aspects of
the course. Table 6 summarises the most popular
choices.

Conclusions
This paper has looked at the responses to the
parameters of our questionnaire. A multinational,
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multi ethnic, multilingual group of students have
positive views with regard to the blended approach
utilised and offer a number of suggestions to im
prove existing strategies. A basic level of IT liter
acy is required in order to undertake the
programme and students should be actively
encouraged to undertake the online induction
package within the VLE. It seems evident that the
Teaching Team need to adhere more closely to emoderating strategies in order to enhance the stu
dent experience and this will be emphasised when
the results are disseminated. In order to enhance
interaction in an online environment, it would be
prudent to suggest that the course team commit
to completing an in-house 3 week e-moderation
course that would have the potential to greatly en
hance their online tutoring skills.
There is a clear need within the field of disaster
relief healthcare for high quality, focussed training
and education. The results of this questionnaire
suggest that the programme in question meets
the needs of those currently working in the field
and those who wish to embark on a career focussed
on disaster relief healthcare. The blended ap
proach is clearly highly relevant, with the integra
tion of both simulation and field placement
components to support the academic pursuits
undertaken within the VLE.
In order to improve access to NGO experts, the
teaching team should consider organising virtual
synchronous chat sessions with invited NGO person
nel and field experts. Transcripts could then be
posted onto the asynchronous discussion board so
that they could be revisited as and when necessary.
Several of the students flagged the fact that they
would appreciate feedback on coursework and de
tails of content in advance of the Summer Schools.
Rosenberg advocates the "clicks and mortar" ap
proach and says, "In many cases Web-based train
ing is a prerequisite for attendance at a live
course" (Rosenberg, 2000, p. 8). This approach
could be incorporated to ensure that the best possi
ble use of time is made at Summer Schools.
There are undoubtedly communication issues
that need to be addressed by the teaching team
both during the online activity and, importantly,
during the field placement. These issues can be
easily addressed if both the teaching team and stu
dents understand the expectation of each and ac
cept responsibility to ensure that effective

communication takes place through whatever
means are available in a given situation.
The results of this project show clear evidence
of a programme that meets the needs of those
who embark upon it. With improved commitment
to communication issues, in particular, student
satisfaction will undoubtedly be enhanced. A con
sequent raising of the standards of clinical care
delivery and evaluation can only improve care
delivery where it is most needed, often in the most
difficult of circumstances.
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Abstract: The Universities of Glamorgan and Ulster, in partnership with Hame Polytechnic
(Finland) and a number of Non Government Organisations, deliver an international MSc in Disaster
Relief Healthcare. The course is delivered in blended format, using face-to-face Summer School,
simulation and distance learning via the WebCT VLB. The course has been running for five years
and has now undergone an evaluation to elicit student responses across a range of areas. This paper
outlines the rationale for the design of the course, reports on the effectiveness of using a VLB to
support the subject of Disaster Relief Healthcare and reports on the data obtained from the
evaluation process. A particular focus of this study is the importance of online student support
while they undertake challenging placements, often in remote areas of the world. This paper also
reports the changes and enhancements proposed for the course as a consequence of the evaluation.

Introduction
The pressures on Disaster Relief Healthcare professionals to deliver high quality services, in often the most
challenging of environments, are greater than ever. This is further emphasised by the need for such professionals to
be accountable to a number of different parties for the actions that they take. The interests of not only recipients of
the healthcare provision but of donors, governments and NGOs also have to be acknowledged. While these needs
are not insurmountable they require clarity of thought and a high degree of personal and professional integrity,
which is reflected in the development of professionals who are educated appropriately to deal effectively with the
complexities of 21st Century disaster healthcare provision. This paper presents the findings of an evaluation of one
educational programme that was specifically designed to meet the needs of the modem disaster relief healthcare
professional.

There has been a change in emphasis in the aid and disaster healthcare community, which now has a
workforce that is much more stable, with many opting for a full career in the field. This has led to the requirement
for and the development of programmes of education that meet the specific needs of such career minded individuals.
One such development is an MSc Disaster Relief Healthcare, jointly delivered by the Universities of
Glamorgan and Ulster with Hame Polytechnic in Finland as a third partner. This programme aims to produce highly
educated and technically proficient practitioners who will be able to effect leadership and cohesive delivery of the
required healthcare while additionally undertake critical evaluations as to the efficacy of the service delivery. Any
institution that aspires to facilitate such an educational programme must recognise the crucial need for a blending of
the educational experience to incorporate both theoretical and practical elements. This is a view supported by Slim
(Slim 1996) and is fundamental to any such development. A failure to acknowledge this will mean that the needs of
the students will only be partially met and as a consequence they will only be partly prepared for the demands that
will be placed upon them. The programme that was the focus of this study has such a blended approach. It utilises
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face-to-face interaction and field simulations as an integral component of the student experience at a yearly Summer
School, while using the Virtual Learning Environment (VLB) WebCT to deliver content and facilitate
communication at other times, thus ensuring that distance education student cohorts can study anywhere in the world
and, more importantly, interact with fellow students and academic staff in synchronous and asynchronous modes.
Additionally, students are supported in the mandatory field placement component of the programme, whereby they
deploy to a developing world or disaster area for a period of up to 12 weeks as a team member with a chosen health
delivery organisation.

Several authors have pointed out the benefits of using questionnaires for querying interviewees and
obtaining general comments (Wilson & McClean 1994), (McBumey 1994), (Moser & Kalton 1979). Although
some questionnaires have been developed by research groups and have been tested for reliability and validity, for
example the Questionnaire of User Interface Satisfaction (Quant QUIS, n.d.) (Maryland Imagination, 1990), given
the unique nature of this Masters course, the authors decided to design a questionnaire specifically tailored to assess
attitudes to the course. In the future, the authors may consider assessing knowledge gained by the students as a
result of having taken the course.
Those who took part in the evaluation were emailed and asked to complete a comprehensive questionnaire
containing 86 questions concerned with both quantitative and qualitative data. It was estimated by the authors that
the questionnaire would take approximately three quarters of an hour to complete. The questionnaire comprised
seven sections: Demographic data; The VLB; Course evaluation; Teaching evaluation; The Summer School;
Placement and Further comments.
Both open and closed questions were posed. Most of the closed questions were rated on an agreement scale
of 1 to 5. This type of response format allows the respondent to indicate the intensity of their attitudes to each
statement (Henerson et al 1987). A low score (1) is associated with a positive attitude and a high score (5) indicates
a negative attitude.
The questionnaire was placed within the student support area of the VLB. This method of distribution was
considered the most appropriate as it would be passible for students who are currently on placement in some of the
world's remotest areas to respond and, importantly, contribute their individual views.

The Sample
Students from three cohorts were invited to complete the questionnaire. These students began their studies
at the August Summer School in the year of their course commencement. There were 9 in August 2001,3 in August
2002 and 6 in August 2003. The total eligible population was 18 and included all students who were registered on
the MSc Disaster Relief Healthcare and therefore had access to the VLB. It was explained to the students that
participation was voluntary. Following assurances that all information collected would to confidential and
anonymous, the students' written consent was sought and obtained using the VLB.

Analysis
13 out of the 18 students who had access to the questionnaire completed it, i.e. a 72.2% response rate. In
this paper we outline the findings across some of the areas queried by the questionnaire. Findings from the other
sections will be reported elsewhere. Despite the fact that the VLB is available worldwide via the Internet, some of
the students on placement emphasised their difficulties in accessing both hardware and software due to the
remoteness of the field placement.
Demographic Data
All of those who completed the questionnaire were female. More than 50% of the respondents were in the
31-40 year old age range. Given the nature of the work involved hi this programme, a certain level of maturity, life

Page 309

experience and clinical expertise is expected. Table 1 shows a summary of the cohort according to age. 4 of the 13
respondents started the course in 2001, 4 in 2002 and 5 in 2003. 6 of the cohort were Finnish, 2 were Irish, 2 British
and there was 1 Greek, 1 Australian and 1 German.
Age Range

Number-'tif'Stodefflts-

j

[16-201
[21-25]

0

j

1
4

1
1

[26-30]
[31-40]
!

?
1
Table 1: Age Range of Cohort

Over 40

\
!

A significant number of the respondents were-polyglots. All had clear expertise in respect of their own
language and all were able to communicate in English, both verbally and in written form, while many spoke up to
three additional languages. Clearly, sound communication is the basis of any successful healthcare intervention.
The ability of these students to communicate in several languages is an obvious benefit, in that it improves the
likelihood of there being a common means of communication when in the field.
All of the questionnaire respondents were nurses, and clinical expertise ranged from acute highly technical
environments such as Intensive Care and Accident and Emergency through to Public and Mental Health specialists.
VLE Specific Information
Students were asked to identify where they accessed the VLE from, and could choose multiple answers
from a choice of home, placement institution, cyber caf6 and 'other'. 12 chose home, 2 chose placement institution,
3 chose cyber caf6 and 6 chose other.
When asked to choose where on a scale of 1 to 5 their personal IT skills lay (with 1 equating to basic and 5
equating to expert) only 2 of the cohort chose 4 or 5. This apparent lack of IT skills across the cohort did not hamper
the students' ability to collaborate in the online environment. One of Rosenberg's fundamental beliefs about elearntng is that 'technology — any technology - is a tool, not a strategy' (Rosenberg 2000, preface xvii), just as the
overhead projector is a tool and not a strategy.
11 of the cohort had never used a VLB before. Of the 2 who had used a VLB, one had previously done two
online under graduate modules with discussions via web cam and the other had used a university intranet.
We found that 10 of the cohort used Internet Explorer (IE), the rest used either Netecape or AOL. This
preference for IE has also been reported by Hannigan and Clarke (Hannigan & Clarke 2003), where 90.9% (20 of 22
students) of survey respondents used IE and Hannigan and McNally (Hannigan & McNally 2003) where 86.7% (111
of 128 students) of survey respondents used IE. Knowing that such a high percentage of students use IE allows the
development team to prioritise the testing of modules in each browser, with a focus primarily on the most widely
used one, namely IE.
On the subject of the influence that the functionality of WebCT technology had on learning, none of the
cohort responded negatively. One student commented:
"Only twice have I had a problem, that was resolved centrally, to allow me access where I needed
to get the info"

When asked about technical difficulties, only 2 respondents responded negatively. One student expressed
frustration at download times for compiled versions of content.

"In the compile tool, could I please ask you not to put photos and complex drawings?? In the 2nd
module in Health and Nutrition, it took me 5 hours and 6 attempts at weekends to finally get the
module contents downloaded, very expensive and so frustrating."

However, in order to alleviate this problem, a separate 'Content Module' would have to be created within
WebCT that contained a text only version of the content. This would be quite an overhead on the design team. One
alternative would be for the students to print off a hard copy of module contents while at the Summer School, thus
availing of the extra bandwidth available at the various institutions hosting the school.

Page 310

One student expressed the desire to either have computer classes before starting the course, or to have
computer expertise listed in the requirements for the course:
"More basic teaching before starting the course or at least requirements to know more titan exit
when using the computer"
There is a comprehensive online student induction package within the VLB and this may have been a case
of the student not accessing the available resource. The Teaching Team needs to emphasise the availability of this
resource during the Summer School so that students are not only aware of its existence, but are actively encouraged
to utilise it. The induction area comprises technical and practical information about being a distance learner. In
addition, it has several 'Content Modules' including:
• Specific instructions for using each of the tools available in the VLB.
• Study skills, including, for example, stress management and time management.
" Plagiarism and correct referencing techniques.
• Effective online searching techniques.
The Teaching Team has always recognised the need for named technical support staff, who are readily
accessible to students and staff, and this need is emphasised in one of the more positive comments about technical
difficulties:
"Web ct support person has been available and very helpful in case of problems. This has been
very important"
11 of the cohort said that the electronic based resources, for example the incorporated library links, had
either a highly positive or positive influence on their learning. 4 of the students commented very positively on the
electronic based resources. They mentioned how crucial it is to the distance learner to be able to easily access these
resources:
"Extremely useful to have access to these facilities in the comfort of your own home, especially
when you are able to get the actual article printed off."
"Was very helpful in getting articles! Essential resource for distance learners! I could not have
survived without that service!"
5 of the students flagged their problems with online resources, including student passwords not being
accepted by certain online journals. In addition, they flagged the necessity for access to more online journals and to
journals of a high quality. The authors are quite surprised by these comments, as the students undertake a very
comprehensive induction to online library resources during their first Summer School, and the online journal
availability itself is wide ranging. Perhaps tutors at Summer Schools should place a stronger focus on ensuring that
students are comfortable with accessing journals from within the learning environment by giving the students
practical exercises.
Students' comments about the online communication in the course were varied, though mostly positive.
One of the quotes identifies the difficulties that can exist with communicating online, but mentions how well it can
work if properly scheduled. Importantly, this student also makes the point that online communication is different to
telephonic communication:
"This takes quite a lot of commitment and effort from all participants, but when the dates and
times have been agreed, the online communication has been very handy. It is a different approach
in comparison to telephone communication."
Another student mentions the potential loneliness and lack of confidence of success in an online
environment:
"An idea of what others are doing and thinking is helpful. Otherwise, it would be too lonely. Plus,
at times the teachers give their thoughts, this helps the student feel more confident that he is on
track."
One student, however, reminds us that in small groups it is important for the tutor to ensure that
communication occurs at frequent intervals:
"Small group so usually communication isn't so active."
Students voted overwhelmingly in favour of the Discussion Tool, with 13 of the respondents indicating that
it had a highly positive or positive influence on their learning.
One of the comments made about the Discussion Tool identifies that it's possible to compile and print
postings in order to peruse the discussion to date and gather one's thoughts in order to compose a response.
"/ tend to access the discussion, download the comments posted so far, take them off read mem at
leisure then write a posting myself. It takes too long to access, read, and then comment all at one
time."
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One student highlighted how important it is for an online tutor to access and respond to their students at
regular intervals.

"Useful, again problem is that with some instructors it took too long time to get replies.
Sometimes worked perfectly!"

A couple of interesting comments made by another student draws attention to the fact that a discussion can
go off topic. This is something that a tutor should watch for. As Salmon (Salmon 2000, p. 42) says, "part of the emoderator's role is to try and orchestrate appropriate participation for the purpose".
"At times, one of the two situations is evident: a) I have not understood the subject at hand, not at
all unlikely, b) The discussion is way off topic, with elaborate yet irrelevant postings."
Students were mostly positive in their response to the influence the Mail Tool had on their learning. 3 said
it had a higL'y positive influence, 9 said it had a positive influence and 1 said it had a neutral influence.
One student had a very comprehensive comment to make about the mail tool:

"It is not easy to communicate with someone, without hearing the tone of the voice, the emotion of
the face, the gestures of the body. Often, opinions are being stated, not facts. A degree ofpersonal
contact makes it easier to understand the way someone expresses themselves. The mail tool is a
more personal contact. It is as if you have gone to the trouble to address someone in particular,
and not just the group, I have the impression this creates a friendlier environment."
Salmon (Salmon 2000, p. 160) advocates the use of emoticons to assist with making a message less
ambiguous.

Synchronous communication tools can prove more problematic for students, as they all need to be online at
the same time. However, the benefits of having a successful online chat session can be great. As one student
commented:

"When as a group we decided to have a Sunday coffee morning on the chat tool at a specific time
it was wonderful as if there were a few of us on line it felt as if there was a bit more support and
less lonely. It is a brilliant piece of technology; it is just a shame that there are differences in time
and peoples working hours, which prevented us using it more frequently."
Another mentioned the cost benefits involved:
"The chat tool should be used more; teachers should encourage the use of the tool in e.g. personal
tutorials. This is cheaper than telephone."

ft's always useful to bear in mind that transcripts of such chat sessions could be made available to the rest
of the cohort, if necessary, for situations where not all of the cohort could get online to participate.
Further Conunemts Section

In the final section of the questionnaire, the students were asked to list three areas for course improvement.
Their responses can be best categorised under the headings of Tutors, Assignments/Feedback, Placement, NGO
Contact and library.
In general, they felt that there was wide disparity among the teaching staff, in terms of professionalism,
motivation and contact with the students. They felt that tutors should all be of the same high standard. The authors
will bring this comment to the attention of the teaching team in order that parity of teacher involvement is attained.
There was some dissatisfaction with the timeliness of feedback to assignments, with students of the opinion that
feedback in advance of Summer Schools would greatly improve the experience for them. Key issues on the subject
of Placement were that greater support should be given by tutors to assist students both find placements and to better
prepare for placements, especially if they had never been on a mission before. Some students requested that there be
more of an NGO presence on the course, hi order to discuss key placement issues with them. Key issues connected
to the library were that some of the module reading lists were out of date and needed revising.
One of the more humorous comments from a student was a request for a big mattress when they go to the
forest on their simulation exercise!
Two key points were made in response to the final question on the questionnaire. One student is concerned
that the course requirements don't accurately reflect the fact that there is a keen focus on acute care - something that
can be daunting for non-acute care professionals. Unfortunately, what is not evident from this response is in what
context this student is referring to acute care. Another student flagged the fact that the computer skills necessary for
the course should be mentioned in the course requirements. These are essentially that a student can access the
Internet and has some familiarity with email and the Windows environment. Additionally, the course is marketed as
a blended educational programme with key components delivered via the Internet.
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In this paper we have looked at the responses to some of the parameters of our questionnaire. A
multinational, multi ethnic, multilingual group of students have positive views with regard to the blended approach
utilised and offer a number of suggestions in terms of improving existing strategies. A basic level of U literacy is
required in order to undertake the programme and students should be actively encouraged to undertake the online
induction package within the VLB, once registered. It seems evident that the Teaching Team needs to adhere more
closely to e-moderating strategies, including the incorporation of timely feedback, ia oider to enhance the student
experience and this will be emphasised when the results are disseminated. In order to assist tutors with interacting
in an online environment, it would be prudent to suggest that the course team commit to completing an in-house 3
week e-moderation course that would have the potential to greatly enhance their online tutoring skills.
There is a clear need within the field of disaster relief healthcare for high quality, focussed training and
education. The results of this questionnaire suggest that the programme in question meets the needs of those
currently working in the field and those who wish to embark on a career focussed on disaster relief healthcare. The
blended approach is clearly highly relevant, with the integration of both simulation and field placement components
to support the academic pursuits undertaken within the VLB.
In order to improve access to NGO experts, the teaching team should consider organising virtual
synchronous chat sessions with invited NGO personnel and recognised experts in the field. Transcripts of these
discussions could then be posted onto the asynchronous discussion board so that they could be revisited as and when
necessary. When this activity was facilitated in the past, evaluations were extemely positive, as were the comments
of the invited experts.
Several of the students flagged the fact that they would appreciate feedback on coursework and details of
content in advance of the Summer Schools. Rosenberg advocates the "clicks and mortar" approach and says, "In
many cases Web-based training is a prerequisite for attendance at a live course" (Rosenberg 2000, p. 8). This
approach could be incorporated into the course to ensure that the best possible use of time is made at Summer
Schools.
There are undoubtedly communication issues that need to be addressed by the teaching team both during
the online activity and, importantly, during the field placement. These issues can be easily addressed if both the
teaching team and students understand the expectations of each other and accept responsibility to ensure that
effective communication takes place through whatever means are available in a given situation.
The results of this project show clear evidence of a programme that meets the needs of those who embark
upon it. With improved commitment to communication issues, in particular, student satisfaction will undoubtedly
be enhanced. A consequent raising of the standards of clinical care delivery and evaluation can only improve care
delivery where it is most needed, often in the most difficult of circumstances.

References
Hannigan C and Clarke L 2003 Collaborative Learning Online, Online: An Evaluation, Proceedings of the WebCT 2003
International Conference, San Diego, USA.
Hannigan C and McNaUy O 2003 E-Paddng with Nursing Students: A self-assessment quick ftti, Poster Presentation, WebCT
2003, San Diegp, California, USA.
Henerson ME Morris LL and Fitz-Gibbon CT1987 How To Measure Attitudes (Program Evaluation Kit Vol 6), Sage, Newbury
Park, California
Maryland Imagination, 1990, New System Evaluates Human-Computer Interface [Online]. Available:
http://www.fap.umd.edu/quis/DubiJcations/newspap6ri.htinl [Accessed 11 Aug. 2004]
McBumey DH1994 Research Methods, 3rd Ed. California: Brooks/Cole Publishing Company
Moser C and Kalton G1979 Questionnaire Methods in Social Investigation. 2nd Ed. London: Gower
Quant QUIS: Information About Quantitative Aruilysis [Online], n.d. Available:
http://www.laD.umd.edu/quis/publications/OuanOuis.html [Accessed 11 Aug. 2004]
Rosenberg M 2000 E-learning: Strategies for Delivering Knowledge in the Digital Age. McGraw-Hill Education.
Salmon G 2000 E-moderating: the key to teaching and learning online, Routledge Fanner.
Slim H 1996 Practical wisdom and the education of today's relief worker, hi: Hamdi Nabeel, ed. Educating for teal: The
training of professionals for development practice. London. Intermediate Technology Productions.
Wilson N and McClean S 1994 Questionnaire Design: A Practical Introduction, Newtownabbey: University of Ulster

Page 313

Appendix Five: Papers that support Project Three
Deeny, P.O., Davies, K. and Gillespie, M. (2002) International Disaster Nursing
(Chapter 23). In. TG Veenema. ed "Disaster Nursing and Emergency
Preparedness for Chemical, Biological and Radiological Terrorism and Other
Hazards" New York. Springer.

Deeny, P.G., Davies, K. and Gillespie, M. (2007) International Disaster Nursing
(Chapter 21). In. TG Veenema. ed "Disaster Nursing and Emergency
Preparedness for Chemical, Biological and Radiological Terrorism and Other
Hazards". Second edition. New York. Springer.
Davies, K. and Higginson, R. (2005) "Human Factors in a Disaster" Nursing
Clinics of North America: Disaster Management and Response. Sep. Vol 40. No 3.
PP565-577.

Davies, K. (2006) "Outcomes of a placement audit of students undertaking an
MSc in Disaster Healthcare". West African Journal of Nursing. Vol 17. No 1.
pp39-43.

226

School of Nursinc
T TUNIVERS1TY of

ULSTER

Northland Road, Londonderry. BT43 7JL
T: 028 7137 5571 F: 023 7137 5493

Pat Deeny
Senior Lecturer in Nursing
University of Ulster
Magee Campus
Northland Road
Londonderry
BT48 7JL

PUBLICATION COLLABORATION WITH KEVIN DAVIES

I confirm that I collaborated with the above in the production of the following
publication:
Deeny, PG, Davies, K and Gillespie, M. (2002) International Disaster Nursing
(Chapter 23). In. TG Veenema. ccl "Disaster Nursing and Emergency
Preparedness for Chemical, Biological and Radiological Terrorism and Other
Hazards" New York. Springer.
I further confirm that Kevin's contribution comprised at least 33 % of work involved.

Signature

www.ulster.ac.uk

BELFAST COLERAINE JORDANSTOWN MAGEE
08 700 400 700

School of Nursim
Northland Road, Londonderry, BT48 7JL
T: 028 7137 5571 F: 028 7137 5493

Mark Gillespie
Lecturer in Nursing
University of Ulster
Magee Campus
Northland Road
Londonderry
BT48 7JL

PUBLICATION COLLABORATION WITH KEVIN DAVIES

I confirm that I collaborated with the above in the production of the following
publication:
Deeny, PG, Davies, K and Gillespie, M. (2002) International Disaster Nursing
(Chapter 23). In. TG Veeneraa. ed "Disaster Nursing and Emergency
Preparedness for Chemical, Biological and Radiological Terrorism and Other
Hazards" New York. Springer.
I further confirm that Kevin's contribution comprised at least 33 % of work involved.

Signature

. ulster, ac.uk

BELFAST COLERAINE JORDANSTOWN MAGEE
08 700 400 700

Chapter 23
£.

Pat Deeny, Kevin Davies, and Mark Gillespie

Overview
The impact of disasters on a global scale provides a backdrop to a discussion on
the growth of aid relief and the associated contribution of disaster nursing at an
international level. Nurses care for individuals and communities worldwide, at all
levels, and across all phases of a disaster. Effective disaster response at an interna
tional level requires nurses to have knowledge and skills for work in other cultures.
Such competency facilitates care of individuals and communities and helps with
functioning in an international team. This chapter makes a case for education and
training within an international group. Specific areas such as communication, trans
port, and establishing priorities in the care of victims of disaster are discussed. The
notable dearth in nursing research literature on the topic of disaster nursing means
there is an urgent need to develop an empirical base for practice. This chapter also
presents the idea that selected grand theories of nursing are valuable in orienting
practitioners and researchers to the belief systems that are applicable to the goals
of international disaster nursing.

D

isasters such as floods, famine, armed
conflicts, and mass refugee move
ments are commonplace in our world
today. Since the times of Florence Nightingale
nurses have contributed at an international
level to the care of individuals, families, and
communities who have fallen victim to disas
ters. While local nurses normally provide most
of the care, it is common practice for some
nurses to travel abroad in order to provide
assistance in disaster situations. Disaster by its
definition normally requires outside help. As
the major profession involved in health care
worldwide, nursing is well placed to make an
international contribution to disaster re
sponse. Through their work in all phases of

disaster relief, they contribute to disaster pre
paredness, response, management, recovery,
and evaluation, and help reduce the impact of
future disasters.
While it is a common sight on the interna
tional news reports to see nurses working in
the world's disaster zones, record of their con
tribution is scant. A search of literature reveals
that the nursing contribution to knowledge on
disasters and the associated care of victims is
small. Most of the time it does not go beyond
anecdotal accounts from those nurses who ex
perience disasters. While these accounts are
valuable and point to important needs of vic
tims, communities, and nurses, it seems rea
sonable to propose that disaster nursing sci-
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ence is still in an embryonic stage of
development. This picture seems consistent
across the world and is one of the main foci
of international disaster nursing at the begin
ning of the 21st century.
This chapter explores the scale of disasters
worldwide and the associated growth of aid
relief. The contribution of nurses and nursing
to global aid relief is assessed and the range
of nursing roles is discussed. Recognition is
given to the importance of cultural awareness
and sensitivity in disaster nursing, especially
at an international level. A case is made for
the education of nurses in international groups
in order to foster such awareness and improve
competence in working with other cultures
either as victims of the disaster or colleagues
in the team.
Requirements for improved standards in the
delivery of care to victims warrant the need to
have international standards. The Humanitar
ian Charter and the Minimum Standards
(SPHERE Project, 2000) for care are the result
of international agency collaboration and are
presented as the minimum requirements for
international disaster programs and services.
Evaluation of the contribution of nurses and
nursing to disaster response and preparedness
worldwide is imperative in such a process.
Transportation and communication needs are
explored as potential obstacles to successful
relief efforts. The unique health requirements
of displaced persons and/or refugee popula
tions are described as an example of the types
of humanitarian challenges nurse's face. The
chapter closes with a challenge to all involved
in the field to further develop the empirical
base of practice for disaster nursing. An amal
gam of the grand nursing theories of Nightin
gale, Neuman, and Lieninger is proposed as a
starting point to orientate practitioners and
researchers to the main concepts of nursing as
applied to the field of international disaster
nursing.
It is important to note that in poorer coun
tries it is more common to experience a "slow"

or "progressive" disaster event (see Nur, 1999
for further discussion in relation to progressive
disasters in Africa). This is where a disaster
occurs over a period of months or years but
can have the same devastating consequences
as a sudden disaster. In addition, slow disasters
often occur in countries that have endemic
problems such as malnutrition and disease.
The continent of Africa is an excellent example
of this. As 23.5% of the population of Africa
suffers from chronic hunger (Nur, 1999), they
are at high risk of malnutrition and disease if
a disaster strikes. This problem can be exacer
bated by overcrowding in refugee centers,
thereby contributing to an increased mortality
and morbidity as a consequence of gastrointes
tinal disease and measles in particular.
In general, disasters have the greatest im
pact in impoverished nations and these coun
tries are more susceptible to disasters. For this
reason the primary focus of international disas
ter nursing is on poorer countries and most
nurses involved in aid relief agencies work in
poorer countries.
The delivery of humanitarian aid is an at
tractive and challenging experience for many
of the world's health care professionals. Nurses
are drawn to relief aid for a number of reasons.
The driving force may be religious, altruistic,
or of an academic nature. Deployments are
usually undertaken under the auspices of an
international government organization (IGO)
such as the United Nations (UN), or non
government organizations (NGO) such as
Merlin, Concern, and Medicines Sans Fron
tiers. Additionally, they may seek employment
with organizations such as the International
Committee of the Red Cross (ICRC), which
has a philosophy of complete impartiality. The
roots of the aid "industry" can be traced back
to the Swiss national Henri Dunant, who, fol
lowing die battle of Solferino in 1859 set in
motion the processes that resulted in the for
mation of the ICRC in 1880 with its distinctive
Red Cross insignia. In 1909 there were 37
IGOs and 176 NGOs operating worldwide.
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By 1998 there were 260 IGOs and 5472
NGOs operating; Ryan and Lumley (2000)
make two observations regarding this increase
"... there is an ever increasing demand and,
until recently there was freedom to work in a
climate of relative safety."

QGALJTY ASSURANCE IN
INTERNATIONAL DISASTER
RESPONSE: THE HUMANITARIAN
CHARTER AND THE MINIMUM
STANDARDS
Quality in an international disaster response
is required to ensure the needs of those affected
by calamity or armed conflicts are met. Those
affected by disasters are likely to become ill
and die from disease related to inadequate or
poor sanitation or poor water supplies. There
fore, such individuals become dependent on
the skills of those involved with humanitarian
agencies for their subsequent survival (see
chapter 8 for further discussion). Initial assess
ment of the disaster area is therefore required
in order to ensure an understanding of the
emergency situation, health risks, and popula
tion needs. As discussed in chapter 8, humani
tarian agencies working within disaster areas
have committed themselves to a Humanitarian
Charter (otherwise known as the SPHERE
Project), their aim being to achieve defined
levels of service for those affected.
The purpose of the Humanitarian Charter
and the Minimum Standards is to increase the
effectiveness of humanitarian assistance initia
tives, and to increase the accountability of in
ternational agencies participating in humani
tarian efforts. The charter and the standards
are based on the belief that first, all possible
steps should be taken to alleviate human suffer
ing that arises out of conflict and calamity, and
second, that those affected by a disaster have
a right to a life with dignity and therefore a
right to assistance (SPHERE Project, 2000).
There is a common belief that all possible mea
sures should be taken to alleviate human suf

fering arising out of conflict or calamity, and
that civilians affected have a right to protection
and assistance. The principle of a right to a life
with dignity is drawn from the United Nations
Charter and the Universal Declaration of Hu
man Rights. Life with dignity is a fundamental
human right, however, individuals and cultures
may have different perceptions of what this
concept means. Nurses must participate and
collaborate with local representatives of the
community to ensure understanding.
SPHERE is an inclusive, globally represen
tative organization that makes a valuable con
tribution to the overall relief effort with a
particular emphasis on the community. Indi
viduals from over 300 organizations represent
ing 60 countries have contributed and partici
pated in various aspects of the project, from
development to piloting and training. Initially,
the majority of contributions were from north
ern hemisphere NGOs; now, however, agen
cies from Africa, Asia, and South America
have representation.
Minimum standards are based on the agen
cies' experience of providing humanitarian as
sistance. Achievement of such standards can
however depend on a range of factors some
times beyond an agency's control. The Hu
manitarian Charter is committed to achieving
a quality service and encourages both agencies
and governments to adopt such standards.
Standards have been drawn up to ensure ade
quate supplies of water; and to minimize the
spread of disease, sanitation, vector control,
management of waste, and promotion of hy
giene (see chapter 8 for further discussioa).
Additionally, SPHERE minimum standards
can demonstrate the minimum level of assis
tance required for all people at any time". A
need for such a strong focus on standards has
been questioned when grave issues such as lack
of access to populations or gross violation of
protection persists. SPHERE has argued that
such standards were initiated for the purpose
of improving quality and accountability of a
humanitarian response. There is a commit-
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ment to quality but their scope and limitations
have to be recognized.
Nurses are one of the largest groups in die
front line within the humanitarian community.
They have a vast contribution to make in rela
tion to quality assurance in international disas
ter response as highly skilled professionals
knowledgeable with regard to effective, effi
cient use of resources, and as educators and
promoters of health. Evaluation of the effec
tiveness and quality of this contribution is im
portant for overall quality assurance and im
provement in aid relief worldwide.

COMMUNICATION AND
TRANSPORT AS MAJOR
OBSTACLES TO RELIEF EFFORT
IN INTERNATIONAL DISASTERS
It is not uncommon for a disaster to affect
more than one country at a time, or to cross
borders. Disasters that involve multiple na
tions create additional obstacles that must be
effectively addressed in order for humanitarian
efforts to be successful. The two primary ob
stacles faced by disaster relief professionals are
those of communication and transport. The
success or failure of the communication and
transport systems in any disaster response will
influence the overall outcome of the relief ef
fort. In the developed world, high-tech com
munications systems are often ineffective in
disaster situations. Equally in the developing
world, communication and transport may not
have existed in the first place. Irrespective of
location, disasters will result in communication
and/or transport difficulties. Those involved
in disaster response must always have a well
thought out and easy to use communication
and transport plan.
The physical size, location, and geography
of the countries affected by the disaster may
also contribute to transportation hardship.
Some types of disasters (such as floods, hurri
canes, and earthquakes) physically disrupt
roads, bridges, tunnels, and railway lines.

i ransportation needs include movement into
the situation (human resources, supplies, and
equipment) and movement out of the situation
(moving victims away from chemical or radia
tion disasters). International environmental di
sasters occurring within nations at war pose
even larger challenges as conflicting members
of the society may limit transportation, making
the safety of those involved an additional con
sideration. Natural disasters such as famine
may result in thousands of people migrating
from one area to another.
It is therefore essential that expertise is
available and appropriately tasked to undertake
a command and control role in ensuring that
there is a coordinated and focused response.
It is essential to ensure that those involved in
the relief effort are appropriately trained in
the use of a wide variety of communications
systems and can use with confidence accepted
protocols for passing information accurately,
for example the International Phonetic Al
phabet.
There are very few areas of the world now
that do not have the capability to support the
use of mobile phones. These are small, com
pact, easy to use, and easy to recharge from
vehicle batteries. However, there is a need for
caution as they can be expensive and more
crucially, difficult to secure—that is, transmis
sions can be monitored. This may be a critical
factor in some areas where security is a high
consideration. Both high frequency (HF) and
very high frequency (VHF) radios are efficient
but primarily rely on line of sight or atmo
spheric conditions being suitable. HF commu
nication can be made more efficient by utiliz
ing a system of unmanned relay stations
although this may not be possible in remote
or security compromised areas. The INMAR
SAT family, a group of satellites which is al
ways developing better technology, does pro
vide reliable communications systems and the
most suitable version should be selected, tak
ing into account the ability to support the sys
tem. "Cutting edge technology," when and if
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iere is an infrastructure to support it, can
; invaluable in disaster relief efforts. E-mail,
ieconferencing, and telemedicine are all sys•,ms that can greatly help with the aid effort
> facilitate the provision of clinical care,
vTu'chever system is adopted, consideration
mst be given to the appropriateness and in
jme missions the robustness of the equiplent, though clearly for some the ultimate
ecision is made by cost analysis.
While effective communications are essenial, they are an adjunct to the ability to deploy
n appropriate response in a timely fashion,
're-deployment training and transportation
ilanning is imperative for the success of any
esponse. At the outset there must be enough
rained drivers with an international driver's
icense and navigators to man the amount of
'chicles for a planned deployment and for furher activity beyond the initial move. Drivers
nust be able to adapt to the types of vehicles
hat may be locally procured in frequently renote areas. Drivers must be capable of driving
leavy manual vehicles often without the beneit of power steering and many of the accessores that are standard in the developed world.
The ability to maneuver such vehicles over
difficult and sometimes hostile territory is an
sssential skill, as is the ability to recover vehi
cles should they go off the "road" (road here
means anything from a track to a formal road).
There should always be a co-driver who is
acting as navigator, and vehicles well down the
line as well as the movements of the lead vehi
cle have to be checked. Co-drivers can assist
the driver, help prevent mistakes when driving
under pressure, and provide relief when bat
tling fatigue. While the temptation to fill a
vehicle to the maximum capacity may well be
laudable, there are other considerations that
need to be made in the use of available space.
Vehicles must be maintainable on the journey;
therefore a comprehensive range of spares and
accessories must be carried as well as the tools
to implement essential repairs. Modifications
may need to be made dependent on environ

mental conditions (e.g., snow chains or sand
tracks, heating or air conditioning—if available
and fuel allows). Replacement automotive
parts can prevent a roadside breakdown. Ade
quate amounts of fuels and lubricants, and at
least two spare tires that are functional and in
good order should be brought along. The
driver must have the capability to change them
if required. This is often a major undertaking
with large vehicles. Maps, compasses, torches,
first aid kits, rations, water, and personal sur
vival equipment are essential additional items.
There are challenges to ensuring that an
effective communications and transport plan
are in place and are operating to potential. A
great deal of time and effort are required to
ensure that this takes place. Poor communica
tion and a less than timely arrival of transport
carrying essential aid can seriously compro
mise the credibility of the organization in
volved.

INTERNATIONAL NURSING CARE
OF DISPLACED PERSONS OR
REFUGEE POPULATIONS
Individuals, families and communities are of
ten forced to leave their homes or their country
as a result of disaster or the threat of disaster
(WHO & UNHCR, 1994). Internally dis
placed people or "IDPs" is the term used to
describe individuals who are displaced within
national boundaries. The term "refugee" is
used to describe an individual who is displaced
and moves across a national boundary. This
distinction is very important. Refugees have a
right to receive international protection,
whereas IDPs remain the responsibility of the
home government. The United Nations High
Commissioner for Refugees (UNHCR) has le
gal responsibility for refugees, not IDPs. Aid
organizations can help in situations where pop
ulations are displaced within national bound
aries, but this is often random and inadequate
(Medicins Sans Frontiers, 1997). Negotiations
with host governments or sometimes local au
thorities can be more difficult in the absence
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of UNHCR. Nurses who work in aid organiza
tions, or indeed local nurses must be aware of
the distinction between the terms IDP and
refugee. Each group has unique problems, but
it is suggested that IDPs are more vulnerable
due to the absence of international protection
(Medians Sans Frontiers, 1997).
Since the end of the 1960s most refugees
have originated from countries in the southern
hemisphere (Medicins Sans Frontiers, 1997).
The mass population movements often associ
ated with sub-Saharan Africa during the 1980s
have also occurred in Eastern Europe during
the Balkan conflict, and more recently in Af
ghanistan. The images of large groups of dis
placed people, mostly women, children, and
older people walking on roads or traveling in
heavily laden vehicles are synonymous with
disasters worldwide. Being uprooted from
one's community, losing family members, and
more often than not experiencing intimida
tion, persecution, and rape, results in most
refugees being physically and mentally trau
matized (Englund, 1998).
The priorities for management of health
care in relation to such groups should center
on basic requirements such as water and sanita
tion, food and nutrition, shelter and safety,
control of communicable diseases and psychosocial recovery. Organizations such as Me
dicins Sans Frontiers have proposed a lot of
top 10 priorities (see Medicins Sans Frontiers,
1997). Medically focused, these priorities can
be shortened or amended for use by nurses.
Individuals and groups who are refugees
may be disoriented and traumatized, but they
rarely lose their creativity in survival methods.
Individuals and communities who experience
disasters already have established coping
mechanisms and methods for survival. This
should be the starting point for all interven
tions related to international disaster nursing.
Nurses must actively take a health promotions
perspective when it comes to organizing care
for displaced populations, avoiding a "pater
nalistic approach." Working within existing

cultural frameworks is important. Aid relief
that does not contribute to die long-term goal
of community recovery and improving local
response and preparedness is short lived. Im
proving local response and preventing future
disasters is important. In the acute phase, the
priority is always to save lives, and for this
reason actions that could be deemed as being
paternalistic are justifiable and acceptable to
host governments. An example of this would
be commencing a measles vaccination program
before there was evidence of an epidemic.
Placing the existing cultural sensitivity and
meaning of what it is like to experience displacement at the center of care, nurses can
modify the Medicins Sans Frontiers priorities.'
These include initial assessment, measles im
munization, water and sanitation, food and nu
trition, shelter and site planning, life saving
interventions in the emergency phase, and
maintaining normal social structures required
for feelings of security and psychosocial
well-being.

APPLICATION OF THE NURSING
METAPARADIGM AND SELECTED
GRAND THEORIES FROM
NURSING SCIENCE
As mentioned earlier there is a need for ongo
ing evaluation of all disaster response initia
tives. Such need requires that nurses have the
necessary research knowledge and skills to for-mulate evaluation reports. Nurses need ad
vanced research knowledge regarding study*
design, data collection and analysis, and epidemiological and health services methods. The
profession of nursing worldwide requires more
publicized qualitative and quantitative re
search related to nursing in disaster situations.
Such science not only improves the overall
knowledge base for nursing, but also contri
butes to the required multi-professional ap
proach to disaster response and preparedness.
The nursing metaparadigm of the person,
health, the environment and nursing (New-
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man, 1983) provides a useful starting point
for a discussion on the application of nursing
grand theories to any field of nursing. The
knowledge base for international disaster nurs
ing is not well developed and requires a frame
work to orientate development. Not meant to
be a confining framework, the metaparadigm
provides orientation to the key concepts, and
helps practitioners with identification of pa
rameters related to accountability. In other
words it helps nurses delineate their work from
that of other professional groups.
Teamwork is central to all international di
saster relief efforts. To provide focus for ac
countability, it is necessary to be clear about
what nurses need to know in order to function
and be effective in disaster relief teams. Fre
quently disaster situations will require nurses
to expand their practice parameters beyond
what they had traditionally considered nursing
practice. Certain situations demand additional
responsibilities so that the nurse becomes the
doctor, the engineer, or the nutrition expert by
proxy. There are many health care situations
where nurses do a "little piece of everyone
else's work" in order to ensure completeness
and continuity of care. The same applies in
the disaster situation.
The focus of all professional groups in
volved in disaster relief is the mitigation of
suffering, prevention of loss of life, and promo
tion of community recovery, and each profes
sional group should have its own clear and
concisely stated goals that build upon these
overall objectives. This provides clarity for aid
agencies and host governments who hire
nurses to provide care and support for victims.
Nurse researchers can also use the metapara
digm to guide investigations and check
whether their work is contributing to the field
of nursing knowledge related to disaster re
sponse and preparedness. Through focusing
on the key concepts of person, environment,
nursing, and health as applied to disaster situa
tions, nursing has a template for knowledge
development and for the advancement of nurs
ing science as applied to disasters.

Selection of Appropriate Models or
Grand Theories
It may not be enough, however, to merely
take the four concepts of person, environment,
nursing, and health and apply them to nursing
in disaster situations. There may also be a need
to consider the application of selected models
or grand theories of nursing in order to provide
further philosophical orientation on the appli
cation of the concepts. It is claimed that models
should contain all the variables of the subject
matter (Meleis, 1991) and are valuable in the
identification of what should be included in
the nursing situation. Metzger-McQuiston
and Webb (1995) in the foreword to their
book, Foundations of Nursing Theory, point to
the value of nursing models as having the po
tential .to develop a critical self-consciousness.
In this sense, they should be valuable in order
to provide further clarification of nursing in
this situation. Models or grand theories pro
vide an orientation to particular philosophical
perspectives on the key concepts, but it is diffi
cult to accept or even propose that they help
to describe all the concepts in the nursing sit
uation.
Deciding which model is most appropriate
has to do with selection, however a combina
tion of models that capture the key elements
of nursing in a disaster situation may be
adapted and applied. Empirical investigation is
then required to determine whether the model
matches reality.
When selecting appropriate models or
grand theories it is possible to select any theory
and apply it to nursing in disasters. The au
thors (1995) suggest Nightingale's, Leininger's, or Neuman's (see Metzger-McQuiston
and Webb (1995) for detail on these theories)
as being appropriate but really it is a matter
of choice. Nightingale's theory is highlighted
in this chapter because of the context in which
it was developed.
Nightingale's theory is highlighted in this
chapter because of the context in which it was
developed. The watershed event in Nightin-
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gale's thinking about nursing was her experi
ence in the Crimean War (Selanders, 1995).
The Crimean War was a human generated
disaster of significant proportions. Nightin
gale's focus on the environment and the need
to modify factors in the environment in order
to facilitate healing and recovery can be ap
plied to nursing in disasters. The environment
in the disaster situation contains many risks
(hazards) that may cause further harm to vic
tims and nurses. Disaster nursing focuses on
these threats to the environment and develops
approaches that reduce risk.
Leininger's theory may also be applied to
nursing in disasters. The explicit assumption
in this theory is that care and culture are inex
tricably linked and cannot be separated in
nursing actions and decisions. Provision of
nursing care required to recover, and a feeling
of compassion are also key components. Lei
ninger's Transcultiirai Health Model may be
applied to nursing in disasters as it provides a
guide for the study and analysis of variables
within cultures in order to gain a "Transcultural Healthcare Perspective." This philoso
phy will aid nurses working within disaster
areas to gain insight into cultural diversity,
then build upon this knowledge in the pursuit
of nursing practice that is holistic and tailored
to the needs of specific ethnic groups or sub
groups within a population. Identification of
existing cultural care patterns and facilitating
such patterns to achieve full potential are key
to the application of Leininger's philosophy.
Recognition of these cultural care patterns re
quires that the nurse act as an ethnographer—
immersed in the culture to learn about the
ways in which the communities deal with stress
and implement care patterns (see Leininger,
2002 for further details of the model).
Neuman's Systems Model offers a valuable
perspective in the context of nursing in disas
ters. This model is considered a systems model
with the main focus on interactions of the parts
or subsystems. A series of concentric circles
surround a core, such as the community at risk

from a disaster. Each line of defense has certain
properties, but the main function is to protect
the structure and help maintain a stable state.
If the community at risk is viewed as the client,
the basic structure includes resources for sur
vival. Concentric rings around the basic struc
ture form the basis of resource protection of
the system. These could be viewed as struc
tures that are already in place, for example
community emergency plans (see Neuman,
1982 for further details of the model).

SUMMARY
Due to inequities in the distribution of global
wealth, for some, the consequences of disasters
are of a magnitude that cannot be coped with
unless there is a timely and appropriate re
sponse from outside agencies. The scale of
disasters threatening the developing world is
outstripping the capability for response. This
is despite the exponential growth in aid agen
cies. While there exists a significant nursing
presence in disaster response worldwide, there
is a paucity of empirical evidence documenting
nursing's influence on health outcomes,
Clearly there is a need for robust preparation
of nurses that is both theoretical and practical.
Such education must equip nurses to meet die
holistic needs of individuals and communities
who fail victim, to disaster.
In a multinational/multicultural setting
there is a defined need for cultural awareness
to be at the forefront of any disaster response.
A community focus, as opposed to a diagnostic
focus, is recommended if the key concepts of
the nursing metaparadigm are to be realized
in the disaster situation. Nursing grand theo
ries can be applied to a disaster response and
may facilitate accountability and evaluation of
the unique contribution of nursing to this situ
ation. Nursing response needs to be evaluated
in a more rigorous fashion, with findings dis
tributed widely in order that nursing science
related to disaster care is expanded and
utilized.
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Study Questions
1.

2.

3.

4.
5.
6.

Compare and contrast the nursing re
sponses in relation to disasters in the de
veloped world with those in the devel
oping world.
Select a recent paper on the management
of health care in disaster situations. How
do nurses contribute to the overall relief
effort?
Reflect on how you would cope in a disas
ter situation either as a health care profes
sional or an international disaster relief
volunteer. What are the major difficulties
and advantages associated with working in
multinational teams in disaster situations?
What is the purpose of the Humanitarian
Charter and the Minimum Standards?
What is the importance of cultural aware
ness and cultural considerations in plan
ning care during a disaster response?
Select a recent disaster that occurred out
side the United States and write a short
plan on how you would set about organiz
ing a team of nurses to go and assist. Con
centrate on the transport and communica
tion difficulties. When you arrive in the
host country you are faced with assisting
the local nurses to establish a health care
facility for a large refugee camp. Outline
how you would organize your team in the
first 72 hours. Concentrate on achieving
the minimum standards for humanitarian
relief and remain focused on accountabil
ity for nursing.

Internet Activities
1. Go to the Worldwide Disaster Aid and
Disaster Relief website at: http://wwTV.
disasterrelief.org/. Take the online disas
ter quiz.
2. Go to the Relief International website at:
bttp//wvrw.ri.org/. Read about their global
programs regarding the delivery of relief
materials to disaster victims.
3. Go to the Relief Web website at: http//
www.reliefweb.int/'w/rwb.nsf/vLND. Read

4.

5.

6.

7.

8.

the information reports for the natural
disasters.
Go to the Emergency Response 'and Coor
dination website at: http://'www.reliefweb,
int/ocba_ol/programs/response/index.html.
Read about the disaster response services
provided by the Office for the Coordina
tion of Humanitarian Affairs (OCHA).
Go to the Doctors Without Borders web
site at: bttp://www.doctorsTvithoutborders.
org/. This organization received the Nobel
Peace Prize in 1999. What type of organi
zation is this? What is their mission and
how do they accomplish their goals? De
velop a brief description of their programs
and services.
Go the Emergency and Humanitarian Ac
tion website: http://www."who.int/disasters/.
Identify the most current international
emergencies. Who is affected? What types
of health outcomes can you expect to see
(both short-term and long-term)?
Go to the International Federation of Red
Cross and Red Crescent Societies website
at: http://www.ifrc.org/. Read the current
news and updates on their international
efforts.
Go to the OXFAM website at http://
wurw. oxfamamerica. org/artl 116.html.
What is the primary purpose of this orga
nization and how do they work towards
achieving their goals? Where are the most
current crisis conditions? Are these loca
tions the same as were identified in ques
tion #6?
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K
Disasters occur worldwide and are mostly caused by natural phenomena. Most disasters occur in
the developing world where economic and political factors strongly influence the level of prepared
ness and capacity for response. Poorer countries experience more disasters and suffer a higher
proportion of deaths.
Disaster relief nursing is focused on the poorer countries where nurses help to alleviate suffering
and mitigate loss of life in the acute phase, support communities through mourning and remem
brance as well as providing education for resilience building and community recovery.
Awareness and sensitivity to the ways in which other cultures respond to disaster is an important
part of international disaster relief nursing.
As is the case with all aid relief workers, nurses are accountable for preservation of the human
dignity of those in their care. Nurses must be able to operate within the context of the Interna
tional Red Cross Red Crescent Code of Conduct and display sensitivity to the political and cultural
complexity of disaster situations.
Nurses may have to take an advocacy stance in relation to protection of human rights ensuring
that victims are treated according to International Humanitarian principles in the Code of Conduct,
United Nations Declaration of Human Rights and the Geneva Convention. This, however, must be
set in the context of the difficulties associated with being neutral and independent while maintain
ing delicate relationships with host governments, other aid-relief organizations, and donors.
Nurses providing aid relief to communities across the world must be aware of the international
standards for delivery of aid. These are referred to as the Sphere Standards and are used by aid
relief agencies worldwide.
Irrespective of location, disasters result in communication and transport difficulties. Those involved
in disaster response must always have a well-thought-out and easy-to-use communication and
transport plan.
Disasters worldwide are best seen as "complex emergencies" where the main issue, that is,
famine, flood, or pandemic normally is underpinned by political, ethnic, or tribal conflict. Work
ing in such environments presents an increased risk to personal security. Nurses must always
ensure that personal safety is of the utmost priority.
Displaced populations and refugees are normally a feature of most disasters.
The nursing metaparadigm and nursing grand theories help to orient nurses to the parameters of
accountability and the essential belief systems required to practice nursing in a disaster situation.

Leariiin;; Objective*
When this chapter is completed, readers will be able to
1. Appreciate the scale of disasters worldwide and how sociopolitical, economic, and cultural factors
contribute to the development of complex human emergencies.
2. Determine the contribution of nurses to global aid relief and the range of rales that exist for nurses
at all levels and stages of the disaster situation.
3. Affirm the importance of cultural awareness and sensitivity for nurses working in multinational
teams or in the care of individuals and communities who fall victim to disaster
4. Identify the key ethical issues associated with nursing in disaster situations and show increased
awareness of the difficulties associated with neutrality and independence.
5. Discuss the key elements of quality assurance in international disaster response and preparedness
and how rigorous evaluation contributes to improvements in nursing practice for disaster situations
worldwide.
6. Identify transportation and communication as potential major obstacles to relief efforts during
disasters.
7. Complex emergencies present increased risk to the personal safety of nurses working in disaster
relief.
8. Describe the unique challenges for international disaster nursing that are posed by refugee or
internally displaced populations requiring care in the acute or postacute phases of disasters.

Global Issues in Disaster
Relief Nursing
Pat Deeny, Kevin Davies, Mark Gillespie,
and Wendy Spencer

Ijje changing context of disasters on a global scale
pides backdrop to a discussion on the growth of aid
eltef and the associated contribution of disaster nursing at
n international level. Disasters are more often than not
pjkl by natural events but increasingly they have
feme "complex human emergencies" due to economic,
pical, and cultural factors. Nurses care for nations,
Immunities, families, groups, and individuals worldwide.
9 is provided at all levels and across all phases of a
er. Effective disaster response at an international
yejregulres nurses to have knowledge and skills for work
I'pth'er cultures. Such competency facilitates in the care of
'ctims and helps with functioning in an international team.

INTRODUCTION
toasters such as floods, famine, armed conflicts, and
toss refugee movements are commonplace in our world
today. Since the time of Florence Nightingale, nurses
ave contributed at an international level to the care
"'nations, communities, families, and individuals who

This chapter makes a case for education and training y •.>
within an international group. Specific areas such as '*&
communication, transport, personal security, establishing"
priorities in the care of victims of disaster, refugee health,
and an increased ethical awareness are discussed. The
notable dearth in nursing research literature on the topic of
disaster relief nursing means there is an urgent need to
develop an empirical base for practice. This chapter also
presents the idea that selected grand theories of nursing
are valuable to orient practitioners and researchers to the
belief systems that are applicable to the goals of
' < l <•><
international disaster relief nursing.

have fallen victim to disasters. While local nurses nor
mally provide most of the care, it is common practice
for some nurses to travel abroad in order to provide
assistance in disaster situations. Disaster by its defini
tion normally requires outside help. As the major profes
sion involved in health care worldwide, nurses are well
placed to make an international contribution to disaster
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response. Through their work in all phases of disaster re
lief, they contribute to disaster preparedness, response,
management, recovery and resilience building to reduce
the impact of future disasters.
Although it is a common sight on the international
news reports to see nurses working in the world's disas
ter zones, record of their contribution is scant. A search
of literature reveals that the written nursing contribution
to knowledge on disasters and the associated care of vic
tims is small and most of the time it does not go beyond
anecdotal accounts from those nurses who experience
disasters. Some literature reviews and prepositional pa
pers outline the key issues for nurses in disaster relief
worldwide. This chapter in itself is one such contribu
tion. Although these accounts are valuable and point to
important needs of victims, communities, and nurses,
it seems reasonable to propose that nursing science in
relation to disaster relief nursing is still embryonic. This
picture seems consistent across the world and is one of
the main issues for science in disaster relief nursing in
the 21st century.
This chapter explores the key issues associated with
disaster relief nursing worldwide and how the context
of aid relief is changing toward more complex emer
gencies. The scale of disasters worldwide, with special
emphasis on the 2004 Indian Ocean tsunami, is exam
ined. Slow disasters, such as the AIDS epidemic, are also
discussed. Outlining the contribution of nurses to global
aid relief and the range of nursing roles therein points
up the importance of cultural awareness and sensitivity
in disaster situations. A case is made for the education
of nurses in international groups in order to foster such
awareness and improve competence in working with
other cultures either as victims of the disaster or col
leagues in an international team.
As disasters are normally associated with popula
tion displacement and social upheaval there is always
the potential for victims of disasters to feel that their dig
nity is compromised and their health as whole human
beings is under threat. Nurses as key health profession
als who value providing a holistic approach must be
come advocates for maintenance of dignity and human
rights for victims of disasters. Ethical issues are com
monplace in disaster situations mainly because of the
complexity and mix of political and cultural dimensions
that exist in the affected population. This complexity
may even exist in the international aid relief team.
As providers of aid relief to communities across the
world nurses must be aware of the need for accountabil
ity and quality of care. This is not easy as there is no uni
versally accepted international minimum standard. In
the absence of a single universal standard, some interna
tional government organizations (IGOs) and nongovern
mental organizations (NGOs) have developed their own
standards. The Sphere project has attempted to develop
the universal international minimum standards, and it

is around the Sphere standards that the discussion
lated to accountability and quality in this chapter
be based.
Transportation and communication needs are
plored as potential obstacles to successful relief efi
and are presented as core knowledge for anyone
sidering entering the field of disaster relief. The un
health requirements of displaced persons and refi
populations are described as an example of the typi
humanitarian challenges nurse's face. Fundamenl
nurses should be aware that most international d
ters are now "complex emergencies" and are best
ceived as volatile situations. As is the case with ai
workers nurses are in almost constant threat of t
robbed, kidnapped, raped, or taken hostage. Pen
security is critical so sound advice on personal sec
is presented. The chapter closes with a challenge i
involved in the field of disaster relief nursing to dei
further the empirical base of practice. An amalga
the grand nursing theories of Nightingale, Neuman
Leininger is proposed as a starting point to orient p
tioners and researchers to the main concepts of nu
as applied to the field of disaster relief nursing. A
example of how Roy's Adaptation Model can assist
veloping a conceptual framework for a research pi
is introduced.

THE SCALE OF DISASTERS WORLDWI
During the last decade of the 20th century, an av
of 75,250 people per annum across the world hav
their lives because of natural or human-initiated i
ters. During the same period, 210 million per ai
have been affected by disasters (International ft
tion of the Red Cross and Red Crescent [IFRC], i
However, the numbers of lives lost during the 191
lower when compared with the 1980s. The high m.
of deaths caused by the war and famines in Suda
Ethiopia during the 1980s may contribute to this C
rence. Ryan, Mahoney, Greaves, and Bowyer (200
38 selected natural disasters of the 20th century t
phasize the sheer scale of human loss. They estii
that approximately 18 million lives were lost in
events. This figure does not include any of the con
large or small, which occurred during the last cer
While it is too early in this decade to draw
parisons, early indicators are that deaths resulting
disasters may be on the increase again in the first d
of the 21 st century. According to the International 1
ation of Red Cross Red Crescent 249,896 people v
wide died as result of disasters in 2004 (IFRC, ;
Statistics are strongly influenced by the Indian I
(or Sumatran) tsunami that occurred at the e
2004 (December 26, 2004) when over 280,000 {
lost their lives or went missing (see Table 30.1)-
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Deaths and Missing
Persons as a Result of the
Indian Ocean Tsunami of
December 26, 2004
NO. OF DEATHS
10,749

hdonesia
Kenya
Myanmar
Maldives
Malaysia
Seychelles

Somalia

Sri Lanka
Tanzania
Thailand
Total

125,443
1
90
82
68
3

298
31,147
10
5,395
173,286

NO. MISSING
5,640
94,706
0
10
26
12
0
132
4,115
0
2,932
107,573

TOTALS
16,389

220,149
1
100
108
80
3
430
35,262

10
8,327

280,859

Source. International Federation of Red Cross Red Crescent. (2005, March).
Cited in Apelandetal. (2005).

ures are now accepted as being conservative with the
lited Nations in 2005 stating that over 230,000 indiiuals were killed and 2 million people were affected
/ahlstrom, 2005). Until such time that another cata/smic disaster occurs, the tsunami, as it has become
own, will remain as the worst natural disaster in liv8 memory. For many years to come this disaster will
: required curriculum for anyone who is studying disters or planning to work in aid relief.
The sheer scale and rapidity of the Indian Ocean
imami disaster mean that all response systems from
* preparedness level of the affected countries through
i the recovery phase were tested and are still being
sled. Many valuable lessons have been learned for
tture disaster relief worldwide. Wahlstrom (2005)
Bints to three main conclusions that could be drawn
urn the aid relief effort in this disaster. These were the
alization of a truly interdependent world, the need to
eign an accountability system that can report back
fickly to the range of donors involved in a disaster ree, and the need for better coordination of the interl disaster relief system so that affected commu
tes and host governments are not put under as much
pessure in the acute phase. In a review of the lessons for
Pl»lic health management in disasters, Nabarro (2005)
fSgests new ways to develop public health capacity
Wnin disaster management systems in the wake of the
tsunami (see Table 30.2). He proposed that from the
*rW Health Organization (WHO) perspective it was no
"fr acceptable to merely observe and analyze. The
"eed lo monitor actions that emerged from the analy
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sis of the response to the tsunami indicate that WHO
must continue to press world governments on disaster
preparedness (Nabarro, 2005). The tsunami will con
tinue to influence disaster response and preparedness
for many years to come and will be used as a measur
ing stick by everyone in the field.
It is reasonable to suggest that disasters are prob
ably one of the greatest global threats to the existence
of the human race. This proposition exists even before
consideration is given to the increased threat of pan
demics. To date, most disasters have been caused by
natural phenomena such as drought, windstorms, and
floods. For this reason, it is necessary to consider the im
pact of natural disasters on the world, as it is from this
source that the greatest demand is placed on nursing
internationally.
The most vulnerable areas are those that very often
make up the developing world (perhaps more impor
tantly what one may term the majority world) and as
such have little in the way of resources to cope with
any disaster. This is further complicated by the effects
of globalization, whereby the wealthier countries are
able to exploit further developing technology to become
wealthier, and the poorer countries struggle in their
wake.
The United Nations Development Program has an
alyzed disasters according to their impact on different
countries across the world. Countries are can be catego
rized as being at low, medium and high stages of human
development (IFRC, 2001). Of the 2,557 natural disas
ters reported over the 10-year period 1990-2000, more
than half were in countries of medium human develop
ment. Two-thirds of those killed were from countries of
low human development with less than one third from
countries of medium human development. Only 2 % of
the overall total killed came from countries at a high
stage of development. When comparing the numbers of
deaths per disaster there is also wide variation accord
ing to the level of human development. On average, 22.5
people die per reported disaster in highly developed na
tions, 145 die per disaster in nations of medium hu
man development, while each disaster in low human
development countries claims an average of 1,052 peo
ple (IFRC, 2001).
It is important to note, however, that in poorer
countries it is more common to experience a "slow"
or "progressive" disaster event. (See Nur [1999] for fur
ther discussion in relation to progressive disasters in
Africa.) This is where a disaster occurs over a period
of months or years but can have the same devastating
consequences as a sudden disaster. In addition, slow
disasters often occur in countries that have endemic
problems such as malnutrition and disease. Africa is an
excellent example of this. As 23.5% of the population
of Africa suffers from chronic hunger (Nur, 1999), they
are at high risk of malnutrition and disease if a disaster

Summary of the Key Points for Development of Public Health Capacity Within Disaster
Management Systems Developed From Dr. David Nabarro's Presentation at the WHO
Tsunami Health Conference, May 4-6, 2005
DEVELOPMENT OF PUBLIC HEALTH CAPACITY WITHIN DISASTER MANAGEMENT SYSTEMS POST INDIAN OCEAN TSUNAMI:
WHO 2005
1. National capacity for risk management and vulnerability reduction.

- Increased funding and commitment from National governments in relation to risk management and vulnerability reduction.

2. Information for post disaster needs assessments and programme management.

- Prompt assessment of health situations and needs when a disaster occurs; increased consensus between governments and agencies on techniques for
obtaining information.
- WHO to work with agencies to develop standardized assessment tools.

3. Best public health practice in vulnerability reduction and disaster response.

- More updated and evidence-based guidance and well functioning professional networks.
- WHO to revise materials related to psychological reactions, gender equity including health and nutrition needs; nutrition needs of children, identification
and management of dead bodies, involvement of volunteer health workers; health education and communication guidelines particularly in the field of
water, hygiene and sanitation.
- WHO to agree benchmarks and Codes of Practice related to health aspects of disaster preparedness and response should help agencies. This should be
based on the SPHERE Standards and agreement should be taken forward through the Global Inter-Agency Standing Committee (IASC).

4. The need for benchmarks, standards and codes of practice.

- Agencies should be helped, by WHO, to agree benchmarks, standards and codes of practice for the health aspects of disaster preparedness and
response, as well as for supporting post-disaster recovery. These could be based on the well-known SPHERE standards, and agreement should be taken
forward through processes of the global Inter-Agency Standing Committee (IASC).

5. Management and co-ordination of disaster responses.

- Implement concrete steps to improve the management and co-ordination of disaster responses. Communities face particular problems when numerous
external groups commit to offering assistance: this creates major challenges for the planning and phasing of external inputs. Participants may well seek
the UN system's authoritative support with responding to (and, at times, directing and controlling) offers of people, equipment and materials made
available through external assistance—with WHO serving as the health arm of the UN system.
- When external assistance reaches a disaster-affected country, it should be managed through a participatory structure that involves representatives from
both the recipient and donor communities. This is particularly relevant for actions in the health sector where needs can change quickly over time, and the
cost of handling inappropriate assistance.

6. Supply systems, communications and logistics

- Participants requested capacity building in supplies management and logistics and requested additional support in these critical areas from UN systems'
agencies, including WHO.
- They noted that effective supply systems and logistics are key to efficient disaster management. At times of major disasters, adequate logistic support
must be made available so that disaster response assistance—whether in-country or international—is self-sufficient. It is unacceptable for it to impose
burdens on affected communities (or on personnel in the front line who are trying to provide assistance). Excessive supervisory visits should also be
discouraged.

7. The key role of voluntary bodies in preparedness and response

- Voluntary bodies make a major contribution to health aspects of emergency response efforts: professionals from Agencies should be at the centre of, and
not marginal to, preparedness and response efforts. Coordination among NGOs and other groups should be time-efficient and result in the needs-based
deployment of available resources.
- WHO should work with the NGOs to agree more efficient and effective means for health coordination.

8. Donors and donorship

- Participants sincerely appreciate the active role of public and private donations in support for preparedness, mitigation and vulnerability reduction, as
well as permitting a prompt and comprehensive response to disasters (most notable in the response to the tsunami).
- Principles of good donorship are relevant. This includes the requirement for timely, sustained, appropriate and flexible funding that can be applied to
emerging needs—including the many disasters and crises that are unable to command international attention.

9. The potential contribution of government military forces and the commercial private sector.

- Members of private sector and military groups are frequently involved in the health aspects of national disaster responses, alongside local and national
government, civil society and NGOs. While there are concerns about their ability to operate within accepted humanitarian principles and to ensure the
integrity of humanitarian space, many participants saw the value of further developing this cooperation. The concerns, though, are valid—hence the
need for careful work to enable different groups to understand each others' motives (and fears), and to agree the procedures through which they can
work together.

10. Persons working within local, national and international media

- Journalists and broadcasters are key partners in helping to shape the policy agenda for disaster preparedness and response and to disseminate key
public health messages.
- Participants asked that WHO establish more effective relations with key media groups (to brief them on health issues during disasters and to identify
myths that hinder response efforts), and to develop guidance on media relations.

11. Accountability and ethics

- All health humanitarian actors need to become fully transparent in terms of the standards of performance to which they aspire, the responsibilities they
accept, the accountability principles that they apply, the extent to which they encourage participation of affected communities and the professional ethics
that they adopt.
- These should include a commitment to honest evaluations of their own performance (a characteristic demonstrated by many conference participants
from national governments).
12. Developing capacity for disaster preparedness

- All these considerations imply that local communities must be enabled to develop cross-sectoral capacity for vulnerability reduction and effective
disaster responses, and to receive financial and technical backing to do so.
Adapted from Nabarro (2005), full paper available at http://www.who.int/hac/events/tsunamiconf/finaLpresentation/en/print.html
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strikes. This problem can be exacerbated by the over
crowding in refugee centers, thereby contributing to an
increased mortality and morbidity as a consequence of
gastrointestinal disease and measles in particular.
All disasters are not acute or sudden. The slow
disaster of the AIDS epidemic remains a major prob
lem for aid agencies worldwide. By the end of 2004
an estimated 39.4 million people worldwide were liv
ing with HIV/AIDS; 25.4 million of these were in subSaharan African countries (United Nations Programme
on HIV/AIDS [UNAIDS] & WHO, 2004). Although some
evidence indicates that the countries in East Africa are
winning the battle against AIDS, there continues to
be an increase in AIDS in other countries across the con
tinent. Unlike other disasters, the AIDS epidemic is not
strongly related to poverty but correlates with house
hold wealth, thereby permitting adults to maintain sex
ual networks, which in turn increase the risk of trans
mission (Shelton, Cassell, & Adetunji, 2005). In general,
however, acute and slow disasters have the greatest im
pact in poorer countries, and these countries are more
susceptible to disasters in the first place (Davies & Higginson, 2005). For this reason, the primary focus of in
ternational disaster nursing is on poorer countries and
most nurses involved in aid relief agencies work in such
countries.
Disaster response is always influenced by global
politics and this often sets the context in which agen
cies have to operate in. The passing of the Cold War
era has resulted in a new world order or disorder that
directly affects the provision of disaster relief nursing.
Janz and Slead (2000) point out that NGOs involved in
aid relief must demonstrate a more reflective learning
style and develop new skills in order to operate in an
increasingly hostile and complex world. Described as
the "disaster cauldron" by Katoch (2006), it is clear that
disasters are highly volatile and complex situations that
require highly trained and specialist people in order to
operate effectively.

THE GROWTH OF AID RELIEF
ORGANIZATIONS
The delivery of humanitarian aid is an attractive and
challenging experience for many of the world's health
care professionals. Nurses are drawn to relief aid for
a number of reasons. The driving force may be reli
gious, altruistic or of an academic nature. Deployments
are usually undertaken under the auspices of an IGO
such as the United Nations (UN) or NGOs such as Mer
lin, World Vision, Concern, or Medicines Sans Frontiers.
In addition, they may seek employment with organiza
tions such as the International Federation of the Red
Cross and Red Crescent, which has a philosophy of
impartiality. Additionally, there may be a na
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tional or cultural focus to the aid-delivering organiza
tion. Most Western countries area associated with disas
ter relief. This, however, is expanding to the Arab coun
tries. Japan as a nation has been striving for some years
with a considerable degree of success to become a key
player in terms of aid relief and academic pursuit in
the field. Aid relief is becoming increasingly culturally
diverse.
The roots of the aid "industry" can be traced back
to the Swiss national Henri Dunant who following the
battle of Solferino in 1859 set in motion the processes
that resulted in the formation of the ICRC in 1880 with
its distinctive Red Cross insignia. In 1909, 37 IGOs and
176 NGOs were operating worldwide. However, by 1998,
there were 260 IGOs and 5,472 NGOs operating. Ryan
and Lumley (2000) make two observations regarding
this increase: that there is an ever increasing demand
and that, until recently, there was freedom to work in a
climate of relative safety.

THE CONTRIBUTION OF NURSING
Nursing has a long association with the care of indi
viduals, groups, and communities that experience dis
asters. Involved at local, national, and international
levels, nurses have, with other health care profession
als, played a key role in disaster prevention and in
the delivery and management of care in disaster sit
uations (International Council of Nurses [ICN], 2001;
WHO, 1999). The types of roles nurses may hold range
from senior managerial and leadership posts to provi
sion of direct care. Such roles not only exist to assist
with the preservation of life and maintenance of health
during the acute phase but also in the sequel or recovery
phase of the disaster. A critical role is the involvement
of nurses in "development work" in countries that are
at risk of disasters. This type of work contributes to
resilience and capacity building to prevent disasters oc
curring.
The contribution of nursing to disaster response
and preparedness is viewed as being immense because
nurses are one of the largest groups of frontline workers
within the humanitarian community (ICN, 2001; WHO,
1999). The International Council of Nurses holds the
view that:
Nurses with their technical skills and knowledge
of epidemiology, physiology, pharmacology, culturalfamilial structures, and psychosocial issues can assist
in disaster preparedness programs as well as dur
ing disasters. Nurses, as team members, can play a
strategic role cooperating with health and social dis
ciplines, government bodies, community groups, and
non-governmental agencies, including humanitarian
organizations. (ICN, 2001, p. 1)
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Despite this perception, critical evaluation of nurs
ing's contribution is scant, with little evidence to con
firm that nursing input in disasters at an international
level improves health outcomes. Disaster relief is a team
affair where nurses contribute to the provision of health
care in a multinational and multiprofessional environ
ment. On the one hand, it may seem futile to delin
eate nursing from other professional groups, but on the
other, it is valuable to focus on the unique contribu
tion of nursing to this field. Nurses are the largest group
of health care professionals worldwide. They normally
have a broad skill base that allows flexibility, adapt
ability and creativity to adjust roles and accommodate
rapidly changing circumstances. Such attributes are at
the hub of working in disasters. As they have the largest
numbers worldwide, they also have the largest number
of students and thereby provide the greatest future re
source for working in disasters.
There is an immediate need for nurses to carry out
valid and reliable evaluative studies that explore and
document the value of nursing in this field. While there
is widespread recognition of the contribution of nursing
at an international level to disaster response and pre
paredness more needs to be done in relation to devel
opment of a foundation for nursing science in the field.
Nursing knowledge in this field is wholly dependent on
personal accounts and literature reviews, which are of
interest and value, but do not contribute to providing
a quantitative empirical base value (see, e.g., Davies
& Brichnell, 1997; Davies & Higginson, 2005; Deeny &
McFetridge, 2005).
Conducting nursing research during disasters is not
easy. There are ethical issues associated with research
involving vulnerable groups. Lavin (2006) refers to the
difficulties with the HIPAA Privacy Rule in the United
States and points up some important legal and ethical
issues associated with research in disasters. Our expe
rience of facilitating research programs for Master's de
gree students means that small qualitative studies are
the easiest to manage. Interviews, focus groups, and
ethnographic methods are the most common methods
used and are the easiest to employ when seeking access
to another culture and wishing to speak to people who
are vulnerable.
Sorting out the ethical issues in relation to conduct
ing research in disasters is a worthwhile starting point.
Ownership of data can be an issue. If data are collected
in a community that has just experienced a disaster, the
data belongs to that community. They should have first
call on the dissemination and implementation of find
ings. Just as in mainstream health care research where
participants in the form of patient groups are heavily
involved in research so too should be the case in dis
aster research. Nurses are in a prime position to de
velop this process whether they wish to use an action
research approach or carry out projects that are immedi

ately applicable to the communities in which they work.
Many nurses are closely involved with communities fa
disasters and could develop the science at the point of
practice where it is most required. Although empirical
work is scarce at present, it is only a matter of time be
fore nurses carry out empirical studies that contribute
to knowledge about nursing in disasters.

DEVELOPMENT OF AN INTERNATIONAL
NURSING WORKFORCE
Growing global instability has resulted in changes in the
nature of international disaster relief efforts. The work
effort in disaster relief has increased in its intensity and
demand along with a serious increase in risks to the
personal safety of international workers. These changes
mandate that the preparation of health care workers (in
this case nurses) needs to be as comprehensive as pos
sible. It is essential that the individual be as prepared
as possible for eventualities that may arise in what may
be a potentially volatile and unpredictable environment.
Equally, it is essential that the deploying nurse does not
become a burden on his or her fellow workers in times
of hardship and stress.
Until recently the preparation for nurses undertak
ing international relief work was facilitated solely by
the employing agency and often in isolation from other
agencies deploying to the same area. These courses of
preparation are of short duration and concentrate on
team building and special role activities. Many of those
participating in the past were doing so as "to do their
part" and considered it a short-term assignment. With
the plethora of aid agencies now in place there has been
identified a clear need to ensure that there is compre
hensive preparation of nurses undertaking this kind of
work as a long-term career option and to ensure profes
sional development in the area. Career development in
disaster relief nursing requires a solid academic prepara
tion as well as practical preparation and many agencies
now require Master's level qualifications.

CULTURAL AWARENESS AND
SENSITIVITY
When responding to a given disaster of any kind, the
need for predeployment intelligence is absolutely cru
cial if the response is to be in any way meaningful. Of
particular importance is the need to have a strong under
standing of the culture and cultural norms of the popula
tion the disaster response aspires to aid. Due cognizance
must be given to the hierarchical structures within com
munities and the role of gender. To ignore these issues
is to court failure. It may be that a traditional needs
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assessment as undertaken from the Western perspecwe with Western disaster responses is not what the
jooulation either wants or is willing to accept. This
^undoubtedly challenging to the Western practitioner
hit to respond in a culturally sensitive and communityfcflised way is to respect the culture within which the
•oft is to be undertaken. Any interventions are far more
fefy to be successful if designed within the cultural
norms of the community that is affected. Disaster nurses
& much more likely to gain support for their efforts
k working with the traditional health care providers
nthin the population.
Involvement of significant personalities within a
(Oimnunity from the outset will ensure a positive atti
tude in the recipients of the given response. The aim
Bust always be to empower giving as much ownerihip of the response to the local community rather than
idopting a paternalistic stance. At the completion of the
disaster response, relief workers and other health care
providers will leave, and the community will need to be
come self-sufficient and sustain the gains that have been
Bade. It is not acceptable to create dependent commu
nities as has happened in the past only to abandon them
to their fate at the end of a given period of time.
A further critical appointment that needs to be made
in any area where there is a language difference is that of
interpreter. An interpreter is very different from a trans
lator and a clear distinction must be made. A translator
is a person who merely states words from one language
to another; the interpreter not only conveys words but
also adds context and meaning to the words that can be
crucial in a culturally sensitive environment. Consider
the meaning of the word "terrorist," for instance; this is
a culturally defined term dependent on the country one
is located in; for one person's terrorist may be another's
'freedom fighter." Individuals may consider humanitar
ian aid to one population or community as preferential
treatment. A skilled interpreter can make a very powfrful difference when conveying meaning, context and
appropriateness of the discourse with enhanced com
munication as an outcome.
The importance of predeployment education and
'raining must be addressed. Most NGOs run in-house
preparatory training, which are agency and often mis
sion specific. However, in a world where nurses are
pursuing a full career in the provision of aid there is
a need for career development that meets both employ"W and academic development needs. Such programs
*ould be multicultural and multinational in order that
those students can experience cultural diversity and its
complexities. This experience then can be transferable
{"the field to positive effect. There is a need for a phys"31 component to the preparation as often-deployed
Personnel have to live and work in some very harsh
^ hazardous conditions, where teamwork and muto« support strategies are essential to group harmony
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and well-being. Survival and coping strategies for living
in hostile environments are also valuable and should be
included in all training programs.

ETHICAL ISSUES IN DISASTER
RELIEF NURSING
Awareness of the ethical underpinnings of aid relief is
critical if nurses wish to participate in such work and
be effective in the long term either as practitioners in
disaster relief health care or advocates for individuals
and communities who experience disaster. Nurses in all
parts of the world normally have a focus on the care
for individuals, families, groups, and communities and
should be accustomed to the ethics underpinning such
work. Normal working ethics associated with respect
for persons, confidentiality, veracity, fairness and jus
tice that have now to be applied in a culturally complex
world (see Rowson, 2006) are also applicable in disas
ters. However, health care in disasters not only requires
practitioners to continue with their normal ethical prac
tice but most importantly they must be able to modify
it to suit the challenge of the environment. Providing
health care in a disaster situation especially in another
country is unlike the normal day-to-day environment at
home. Disasters are complex and demanding situations
that nurses may not have experienced before. There are
issues over fair distribution of aid, triage, and priori
tizing need, and, most importantly, the whole presence
of an international aid relief team in a country outside
their own is an ethical issue.
To ensure effectiveness and even survival, it is crit
ical that nurses dispense with naivety that aid relief is
only about being altruistic and caring toward those who
have experienced loss because of disaster. Aid relief is
principally a political action undertaken by those who
have resources to help those who do not. Arriving in an
other country or community with resources in the form
of food, water, sanitation facilities, medicine, knowl
edge, and skills has both cultural and economic impacts.
It is critical therefore to ask, "Why are we here?" "What
do we want to achieve?" It is necessary to reflect on
the many reasons why an individual nurse decides to
participate in disaster relief. This may include religious
beliefs, past experiences, family history, or self-esteem
issues where the individual craves the social recogni
tion. It is important to answer the question fully and be
honest, otherwise the ethical tensions experienced in
the disaster situation will be more difficult to deal with
and may result in difficulties with relationships at all
levels. This process of reflection should not be limited
to individuals but extend to teams, organizations, and
even governments. There is little point in participating
in aid relief if the communities and nations who receive
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the aid do not benefit in the long term. Preserving dig
nity is about respect and tolerance for all elements of life
and culture. As with all helping behaviors, aid has the
potential to patronize and mitigate dignity. It is this type
of ethical awareness that is needed prior to embarking
on any mission to provide aid relief to other nations,
communities, families, and individuals. This awareness
is almost an ethical principle in that it should be con
sidered when making ethical decisions in disaster relief
nursing.
At its core, however, disaster relief nursing is based
on the ethic of being humanitarian. The International
Federation of Red Cross/Red Crescent define this hu
manitarian ethic as:
An ancient and resilient conviction that it is right
to help anyone in grave danger. This deeply held
value is found in every culture and faith, as well as in
the political ideology of human rights. The ideas of
the "right to life" and an essential "Human dignity"
common to all people are framed in international hu
manitarian law (IHL), human rights conventions and
the principles espoused by humanitarian organiza
tions. (IFRC World Disasters Report, 2004)

These values are similar to the values and ethics of
nursing worldwide. The International Council of Nurses
Code of Ethics (ICN, 2000) emphasizes the centrality of
respect for human rights including the right to life and
to dignity. Appreciating that those who fall victim to
disaster are at risk of losing life and having their dig
nity compromised or removed it is critical that a full
appreciation of the ethics of disaster is accommodated.
The IFRC (2004) recommends that in order to apply
the humanitarian ethic it is necessary to be neutral and
independent. Although nurses irrespective of culture or
country should find it easy to accommodate the ethics
of humanitarianism, the reality may be very different.
Most disasters worldwide are now complex emergencies
and are fraught with political, ethical and tribal conflict.
In order to display respect for the dignity of all groups
it is often difficult to be neutral and independent. Even
if an individual nurse or group of nurses claims to be
neutral their nationality, flag under which they operate,
passport they hold, color of their skin or perceived re
ligious beliefs may place them in a particular box that
will not be perceived as neutral.
Walker (2005) discusses the need to reflect upon
the Code of Conduct for the International Red Cross and
Red Crescent. He outlines that the Code was principally
devised for natural disasters and is not as applicable in
complex emergencies. In 2004, however, Hugo Slim, the
resident scholar and ethicist at the International Feder
ation of Red Cross Red Crescent, proposed five "moral
hazards" aid-relief workers should be aware of. These
are as follows (IFRC, 2004):

• Complicity in abuses (feeding refugees may help
armed factions regroup).
• Legitimizing violations (prioritizing aid over investi
gating rights violations may encourage a climate of
impunity).
• Aid's negative effect (too much aid may undermine
local markets or depopulate areas).
• Targeting and triage (the neediest may be left to die
if others can be more effectively helped).
• Advocacy or access (condemning abuses can mean
agencies are expelled).
As is the case in all ethical situations, the most im
portant thing is that the individual practitioner is aware
of the consequences of action and inaction. A clear un
derstanding that aid is a political action and aid relief has
potential to destroy as well as build for the future is im
portant. Awareness especially in complex emergencies
of the difficulties with neutrality and independence is
very helpful. Most importantly, however, promoting the
ethic of humanitarianism not in a naive way but in the
context of full political and cultural awareness is critical.
Increased political awareness may come at a price.
The case example (Figure 30.1) presents a situation
where a nurse who is politically aware prior to getting
involved in disaster relief, experiences an issue when he
arrives at the disaster. In this case, the political aware
ness results in an ethical situation that has potential to
compromise the mission.

QUALITY ASSURANCE IN
INTERNATIONAL DISASTER RESPONSE:
THE HUMANITARIAN CHARTER AND THE
MINIMUM STANDARDS
Florence Nightingale may be considered to have first
introduced the concept of quality and audit into nursing
practice when she recorded mortality figures during the
Crimean War.
Average rates of mortality tells us only that so many
percent will die. Observations must tell us which in
the hundred they will be, who will die. Nightingale
(1860, p. 124)

The need for financial and business governance has
been acknowledged by NGOs for several years. Tandon
(1989) states:
The governance of NGOs focuses on policy and iden
tity rather than the day-to-day issues of the imple
mentation of programs... governance requires the
creation of structure and processes which enables the
NGO to monitor performance and remain account
able to it stakeholders, (p. 42)
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Background

John Black has been a Charge Nurse in Accident and Emergency for over 30 years.
Throughout his career he has always placed a high value on the idea of culturally sensitive
care. Recently the Unit in which he works was awarded a quality mark for 'Trans cultural
Care'. This was for an accident prevention project with adolescent ethnic groups in inner
city estates. He has also been known to advocate for improved public health services for
minority groups in his city. He is a member of'Greenpeace' and 'Amnesty International'.
Issue

•-.'-'

Recently he took leave of absence from work arid joined an NGO who provide healthcare to
victims of disasters worldwide. Until he arrives in the country he is unaware that some of
; 'the Internally Displaced People he will be caring for are ex-prisoners of war who were
•,'
accused of mass rape and torture during the previous political regime in the country. The ',:?
present government has given a reprieve for all prisoners in an effort to build peace. John "v
^experiences an ethical and professional issue. Can he work in this situation or should he
s consciously object? Should he ask to be placed in a different part of the country where there
ris less of a possibility of meeting such people? Should he ask to be sent home?
'
•
ij

• •.

'

Solution

%•••'•:.

. .

i*
.

-

I

;' Before considering this issue at a personal level it is necessary to consider the different .ifr
'stakeholder relationships involved NGOs are normally ina country at the request of the -~
,'; iwst government. World Health Organization or the United Nations Office for the Co(:Ordination of Humanitarian Affairs (OCHA). Prior to signing up for the mission John
"iwOuld have been told of these contractual arrangements and should have been briefed on the
^.culture and background of the groups he may be involved with, It is more likely however
\ that the mission had to be organized quickly and there may not have been time to provide
"this level of information. Disasters are not selective when it comes to victims. A disaster
will normally involve a cross-section of the society in which it occurs, As a nurse John
^ would be expected to care for all groups irrespective of their background.
•John's departure from the mission may put strain on the relationship with the host
r$
'"government. The media may get hold of John's story and this may undermine the
,_:;j|
'.egalitarian image of the NGO and result in the NGO having to withdraw from the country,;^
fThen again, if the NGO was not aware of this issu? in advance it may be perceived
;.V3?
negatively by the donors at home and may have an impact on long-term funding. John's ' '"J
personal feelings should be respected at all times but he must always be aware of the
;^
v consequences of his actions and work within the team at all times.
.'.'.*'$

Figure 30.1 A case example of an ethical issue in disaster relief nursing.

Over recent years, an increasing amount of project
evaluation has been conducted. The founding of the
Active Learning Network for Accountability and Per
formance (ALNAP) in 1997 provided a central repos
itory for project evaluations and reports. ALNAP pro
duces an annual report based on the evaluations, and
this information should be used to learn lessons from
and improve the quality of care and disaster response.
Rosen (2002) argues that a review of working prac
tices is required within humanitarian agencies. It is
therefore unsurprising that donors are now demanding
an assurance that the myriad of aid agencies deliver
ing humanitarian relief on their behalf are doing so to a
recognized and predetermined standard.
A high-quality, effective, efficient, and coordinated
response is required to a disaster to ensure the needs

of those affected by calamity or armed conflicts are
met. It is widely recognized that those affected by dis
asters have an increased risk of becoming ill or dying
from, among other things, diseases associated with in
adequate or poor sanitation or water supplies, which
are often inevitable following a disaster. Therefore, af
fected individuals may become reliant on the skills of
those involved in humanitarian assistance for their sur
vival (see chapter 10, "Restoring Public Health Under
Disaster Conditions," for further discussion). An initial
assessment of the disaster area is therefore essential in
order to gain an understanding of the situation or emerg
ing situation, health risks and population needs.
The Sphere Project was launched in 1997 from con
cerns that the basic human rights of those affected by
calamity and conflicts were not being upheld. In 1994,
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a multidonor evaluation concluded there were unnec
essary deaths in Goma (Overseas Development Insti
tution, 1995). This catalyst brought about the Sphere
Project. Initially those involved developed The Humani
tarian Charter and followed this with The Sphere Project
Minimum Standards in Disaster Response (Sphere,
2000) both of which were derived using input from hun
dreds of experts from 228 aid agencies from 30 Coun
tries. Input to the second edition (2004) included input
from 400 agencies from over 40 countries.
Sphere's standards have been described as forming
the basis of a quality assurance system (Stockton 1999),
making it possible to gauge the quality of humanitar
ian responses. This represents a giant step toward en
hancing accountability and quality in the humanitarian
sector.
The purpose of the Humanitarian Charter and
the Minimum Standards in Disaster Response was to
improve the effectiveness of humanitarian assistance
initiatives, and to increase the accountability of inter
national agencies, and arguably even the donors par
ticipating in humanitarian efforts. The charter and the
standards are based on the belief that first, all possi
ble steps should be taken to alleviate human suffering
that arises out of conflict and calamity, and second, that
those affected by a disaster have a right to life with
dignity and therefore a right to assistance (The Sphere
Project, 2000).
There is a common belief that all possible measures
should be taken to alleviate human suffering arising out
of conflict or calamity: The principle of a right to a life
with dignity is drawn from the UN Charter and the Uni
versal Declaration of Human Rights. Life with dignity is
a fundamental human right, however, individuals and
cultures may have different perceptions of what this
concept means. Nurses must therefore, participate and
collaborate with local representatives of the community
to ensure understanding and cultural compliance.
The humanitarian charter is committed to achieving
a quality service and encourages both agencies and gov
ernments to adopt such standards. Standards have been
drawn up to ensure adequate supplies of water and to
minimize the spread of disease, sanitation, vector con
trol, and management of waste and promotion of hy
giene (see chapter 10 for further discussion). Addition
ally Sphere minimum standards arguably demonstrate
the minimum level of assistance required for all people
at any time. Achievement of the minimum standards
can, however, depend on a range of factors sometimes
beyond the control of the agencies (e.g., environmen
tal factor). A need for such a strong focus on stan
dards has been questioned when grave issues such as
lack of access to populations or gross violation of pro
tection persist. Sphere has argued that such standards
were initiated for the purpose of improving quality and
accountability of a humanitarian response. Griekspoor

and'Collins (2001) are critical of the Sphere standards
because they are reliant on unhindered access to ad
equate resources and that trying to adhere to preset
standards when the need is overwhelming could lead
to inappropriate planning. Therefore, although there is
a commitment to quality, their scope and limitations
have to be recognized. The Sphere Project's evaluation
of the first edition recognized some of its limitations and
has included the following in the second edition:
Children
Older people
Disabled people
Gender
Protection
HIV/AIDS
The environment
Nurses are one of the largest groups in the frontline
within the humanitarian community especially in the
health care arena. They, as highly skilled professionals,
have a vast contribution to make in relation to quality
assurance in international disaster response especially
with respect to knowledgeable, effective, efficient use
of resources and as educators and promoters of health.
Evaluation of the effectiveness and quality of any con
tribution is important for overall quality assurance and
improvement in aid relief worldwide. Continuous qual
ity improvement and quality assurance are key to ensur
ing accountability for efficient and effective delivery of
humanitarian aid. Nurses are ideally placed to influence
and monitor these two processes.

COMMUNICATION AND TRANSPORT AS
MAJOR OBSTACLES TO RELIEF EFFORT
IN INTERNATIONAL DISASTERS
It is common for a disaster to affect more than one coun
try at a time, or to cross borders. Disasters that involve
multiple nations create additional obstacles that must be
effectively addressed in order for humanitarian efforts
to be successful. The two primary obstacles faced by
disaster relief professionals are those of communication
and transport. The success or failure of the communica
tion and transport systems in any disaster response will
influence the overall outcome of the relief effort. In the
developed world high-tech communications systems are
often ineffective in disaster situations. Equally, in the de
veloping world, communication and transport may not
have existed in the first place. Irrespective of location,
disasters will result in communication and transport dif
ficulties. Those involved in disaster response must al
ways have a well-thought-out and easy-to-use commu
nication and transport plan.
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The physical size, location, and geography of the
countries affected by the disaster may also contribute to
transportation hardship. Some types of disasters (such
as floods, hurricanes, and earthquakes) physically dis
rupt roads, bridges, tunnels, and railway lines. Trans
portation needs include movement into the situation
(human resources, supplies, and equipment) and move
ment out of the situation (moving victims away from
chemical or radiation disasters). International environ
mental disasters occurring with nationalities at war pose
even larger challenges as conflicting members of the
society may limit transportation, making the safety of
those involved an additional consideration. Natural dis
asters such as famine may result in thousands of people
migrating from one area to another.
It is therefore essential that expertise is available
and appropriately tasked to undertake a command and
control role in ensuring that there is a coordinated and
focused response. It is essential to ensure that those in
volved in the relief effort are appropriately trained in the
use of a wide variety of communications systems and
can use with confidence accepted protocols for passing
information accurately, for example the International
Phonetic Alphabet.
Few areas of the world do not have the capability to
support the use of mobile phones; they are small, com
pact, easy to use, and easy to recharge from mains or
vehicle batteries. However, there is a need for caution
because mobile phones can be expensive and more cru
cially difficult to secure; that is, transmissions can be
monitored. This may be a critical factor in some areas
where security is a high consideration. Both high fre
quency and very high frequency radios are efficient but
primarily rely on line of sight or atmospheric conditions
being suitable. High frequency can be made more effi
cient by utilizing a system of unmanned relay stations
although this may not be possible in remote or secu
rity compromised areas. E-mail, teleconferencing, and
telemedicine are all systems that can greatly help with
the aid effort. Whichever system is adopted considera
tion must be given to the appropriateness and in some
missions the robustness of the equipment. Clearly for
some the ultimate decision will be made by cost analy
sis.
Effective communications are essential in that they
^ an adjunct to the ability to deploy an appropriate re'Ponse in a timely fashion. Predeployment training and
transportation planning are imperative for the success
°f any response. Technology such as the now highly
developed Geographic Information Systems (CIS) has
flatly enabled planners to have a real insight into the
"ale of the problem for which they are planning. This
technology is proving its worth repeatedly in terms of
"^Ponding to complex disasters. Additionally, of course
were is the easily accessible Google Earth system that
^ #ve planners a great deal of information about ter

rain and population density. An international driver's
license is essential. Drivers must be able to adapt to the
types of vehicles that may be locally procured in fre
quently remote areas. Drivers must be capable of driv
ing heavy manual vehicles often without the benefit of
power steering and many of the accessories that are
standard in the developed world. The ability to maneu
ver such vehicles over difficult and sometimes hostile
territory is an essential skill as is the ability to recover
vehicles should they go off the "road" (road here means
anything from a track to a formal road).
It is important to have a co-driver who acts as navi
gator, even in vehicles well down the line, as the move
ments of the lead vehicle also have to be checked. Codrivers can assist the driver, help prevent mistakes when
driving under pressure and provide relief when battling
fatigue. The temptation to fill a vehicle to the maximum
capacity may well be laudable; however, other consid
erations need to be made in the use of available space.
Vehicles must be maintainable on the journey; therefore,
a comprehensive range of spares and accessories must
be carried as well as the tools to implement essential re
pairs. Modifications may need to be made dependent on
environmental conditions such as snow chains or sand
tracks, heating or air conditioning (if available and fuel
allows). Replacement automotive parts can prevent a
roadside breakdown. Adequate amounts of fuels and lu
bricants, at least two spare tires that are functional and
in good order should be brought along. The driver must
have the capability to change them if required. This is
often a major undertaking with large vehicles. Maps,
compasses, torches, first aid kit, rations, water and
personal survival equipment are essential additional
items.
There are challenges to ensuring that an effective
communications and transport plan is in place and op
erating to potential. A great deal of time and effort are
required to ensure that this takes place. Poor communi
cation and a less than timely arrival of transport carrying
essential aid can seriously compromise the credibility of
the organization involved (see Figure 30.2).
The issue of personal safety when deployed in re
sponse to a disaster is highly important. It is evident
from the numerous kidnappings over recent years that
the symbols that once gave at least some semblance of
protection are no longer respected as such and it could
be argued to accentuate the risk to the wearer. Prede
ployment training must be given to address the issue of
personal security that is country/region specific as there
is clearly no one training package that fits all scenarios.
Post-9/11 there has been a shift in the paradigm where
the military were seen as deploying in order to create the
so-called "humanitarian space" within which humani
tarian actors; that is, the NGO organizations could op
erate in some safety to a state of affairs where the risks
are inherent to all regardless of philosophy, mandate,
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Sltoitld an Agency beallowedto operate tftitey cannot acltitve
Minimum Standards?
Part of a small research projected conducted in 2002 that questioned if an Aid Agency could
not meet a predetermined minimum standard should they be prevented from operating? The
:
.
findings were very interesting:
.14
YES
16
NO
MAYBE 10
When the responses were categorized by the Continent of origin of the respondent the
following was found:
Continent
.Africa
•America
Europe
Total

Yes
6
5
3
14

No

5
5
6
16

.

Maybe
1
0
9
10

It was the Europeans who introduced the subgroup 'Maybe'. Is it possibly that .they 'wear
their hearts on their sleeves' and believe whatever they do and whatever the standard it
must be helping? Do you think an Agency who cannot meet the Minimum Standards : ';
should be prevented from operating? Or is all help good help?

Figure 30.2 A case example of a small research project that examined issues
related to agencies who did not achieve the Sphere minimum standards for disaster
relief.

or mission. As Wheeler and Harmer (2006) point out,
there is also the issue of private military firms (PMFs)
to consider. It is clear that there is a proliferation of
such organizations working to contract in areas such as
Iraq. The use of PMFs is somewhat controversial. They
may support military operations, they may be used to
support infrastructure development, and they may also
be employed to provide security to humanitarian orga
nizations. This raises the question of neutrality (if one
believes this is possible) and impartiality given that the
PMFs operate under contract.

CARE OF DISPLACED PERSONS
OR REFUGEE POPULATIONS
Individuals, families, and communities are often forced
to leave their homes or their country as a result of dis
aster or the threat of disaster (UNHCR, 2006; WHO &
UNHCR, 1994). Internally displaced people (IDPs) is the
term used to describe individuals who are displaced
within national boundaries. The term refugee is used
to describe an individual who is displaced and moves
across a national boundary. This distinction is very im
portant. Refugees have a right to receive international

protection, whereas IDPs remain the responsibility of
the home government. The United Nations High Com
missioner for Refugees (UNHCR) has legal responsibility
for refugees not IDPs (see UNHCR, 2006). Aid organiza
tions can help in situations where populations are dis
placed within national boundaries but this is often ran
dom and inadequate (Medicins Sans Frontiers, 1997).
Negotiations with host governments or sometimes local
authorities can be more difficult in the absence of UN
HCR. Nurses who work in aid organizations or indeed
local nurses must be aware of the distinction between
the terms "IDP" and "refugee." It is suggested that IDPs
are more vulnerable due to the absence of international
protection (Medicins Sans Frontiers, 1997). UNHCR cur
rently cares for 19.2 million people in all corners of the
world and in all types of situations (UNHCR, 2004).
Since the end of the 1960s most refugees have
originated from countries in the southern hemisphere
(Medicins Sans Frontiers, 1997; UNHCR, 2004). The
mass population movements often associated with subSaharan Africa during the eighties have also occurred in
Eastern Europe during the Balkan conflict and more re
cently in Afghanistan. The images of large groups of dis
placed people mostly women, children and older people
walking on roads or traveling in heavily laden vehicles
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synonymous with disasters worldwide. Being up
rated from one's community, losing family members
and more often than not experiencing intimidation, per
secution and rape, result in most refugees being physi
cally and mentally traumatized (Englund, 1998).
The priorities for management of health care in re
lation to such groups should center on basic require
ments such as water and sanitation, food and nu
trition, shelter and safety, control of communicable
diseases and psychosocial recovery. Organizations such
asMe'dicins Sans Frontiers have proposed a top 10 pri
orities (see Medicins Sans Frontiers, 1997). Medically
focused, these priorities can be shortened or amended
for use by nurses.
Individuals and groups who are refugees may be
disoriented and traumatized but may retain their cre
ativity in survival methods. Individuals and communi
ties who experience disasters may have already estab
lished coping mechanisms and methods for survival.
Placing the existing cultural sensitivity and meaning
of what it is like to experience displacement at the center
of care, nurses can modify the Medicins Sans Frontiers
priorities. These include initial assessment, measles im
munization, water and sanitation, food and nutrition,
ihelter and site planning, life-saving interventions in the
emergency phase and maintaining normal social struc
tures required for feelings of security and maintaining
psychosocial well-being.

concepts and helps practitioners with identification of
parameters related to accountability. In other words, it
helps nurses delineate their work from that of other pro
fessional groups.
Teamwork is central to all international disaster re
lief efforts. To provide focus for accountability it is nec
essary to be clear about what nurses need to know in
order to function and be effective in disaster relief teams.
Frequently disaster situations will require nurses to ex
pand their practice parameters beyond what they had
traditionally considered nursing practice. Certain situ
ations demand additional responsibilities so that the
nurse becomes the doctor, the engineer, or the nutrition
expert by proxy. There are many health care situations
where nurses do a little piece of everyone else's work
in order to ensure completeness and continuity of care.
The same applies in the disaster situation.
Nurse researchers can use the metaparadigm to
guide investigations and check if their work is con
tributing to the field of nursing knowledge related to
disaster response and preparedness. Through focusing
on the key concepts of person, environment, nursing,
and health as applied to disaster situations, nursing has
a template for knowledge development and for the ad
vancement of nursing science as applied to disasters.

APPLICATION OF THE NURSING
METAPARADIGM AND SELECTED GRAND
THEORIES FROM NURSING SCIENCE

There may be a need to consider the application of se
lected models or grand theories of nursing in order to
provide further philosophical orientation on the appli
cation of the concepts of person, environment, nursing
and health. Models should contain all the variables of
the subject matter (Meleis, 2005) and are valuable in the
identification of what should be included in the nurs
ing situation. Metzger-McQuiston and Webb (1995) in
the foreword to their book on Foundations of Nursing
Theory, point to the value of nursing models as having
the potential to develop a critical self-consciousness. In
this sense, they should be valuable in order to provide
further clarification of nursing in this situation. Models
or grand theories provide an orientation to particular
philosophical perspectives on the key concepts but it
is difficult to accept or even propose that they help to
describe all the concepts in the nursing situation.
Deciding which model is most appropriate has to do
with selection; however, a combination of models that
capture the key elements of nursing in a disaster situa
tion may be adapted and applied. Empirical investiga
tion is then required to determine if the model matches
reality. When selecting appropriate models or grand the
ories it is possible to select any theory and apply it to

There is a need for ongoing evaluation of all disaster reiponse initiatives. Such need requires that nurses have
the necessary research knowledge and skills to formu
late evaluation reports. Nurses need advanced research
knowledge regarding study design, data collection and
analysis, and epidemiological and health services meth
ods. The profession of nursing worldwide requires more
Publicized qualitative and quantitative research related
to nursing in disaster situations. Such science not only
improves the overall knowledge base for nursing but
&Q contributes to the required multiprofessional apPMch to disaster response and preparedness.
The nursing metaparadigm of the person, health,
to environment, and nursing (Newman, 1983) pro
bes a useful starting point for a discussion on the
^Plication of nursing grand theories to any field of
"""fog. The knowledge base for international disaster
NMtagis not well developed and requires a framework
to orient growth. Not meant to be a confining framemetaparadigm provides orientation to the key
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nursing in disasters. The authors suggest Nightingale's,
Leininger's or Neuman's (see Metzger-McQuiston and
Webb [1995] for detail on these theories) as being ap
propriate but really it is a matter of choice.
Nightingale's theory is highlighted in this chapter
because of the context in which it was developed. The
watershed event in Nightingale's thinking about nurs
ing was her experience in the Crimean War (Selanders,
1995). The Crimean War was a human-generated disas
ter of significant proportions. Nightingale's focus on the
environment and the need to modify factors in the envi
ronment in order to facilitate healing and recovery can
be applied to nursing in disasters. The environment in
the disaster situation contains many risks (hazards) that
may cause further harm to victims and nurses. Disaster
nursing focuses on these threats to the environment and
develops approaches that reduce risk.
Leininger's theory may also be applied to nursing in
disasters. The explicit assumption in this theory is that
care and culture are inextricably linked and cannot be
separated in nursing actions and decisions. Provision of
nursing care required to recover and a feeling of compas
sion are also key components. Leininger's Transcultural
Health Model may be applied to nursing in disasters as
it provides a guide for the study and analysis of vari
ables within cultures in order to gain a transcultural
health care perspective. This philosophy will aid nurses
working within disaster areas to gain insight into cul
tural diversity and then build on this knowledge in the
pursuit of nursing practice that is holistic and tailored to
the needs of specific ethnic groups or subgroups within
a population. Identification of existing cultural care pat
terns and facilitating such patterns to achieve full po
tential are key to the application of Leininger's philoso
phy. Recognition of these cultural care patterns requires
that the nurse act as an ethnographer immersed in the
culture to learn about the ways in which the communi
ties deal with stress and implement care patterns (see
Leininger [2002] for further details of the model).
Neuman's Systems Model offers a valuable perspec
tive in the context of nursing in disasters. This model
is considered a systems model with the main focus on
interactions of the parts or subsystems. A series of con
centric circles surround a core such as the community
at risk from a disaster. Each line of defense has certain
properties, but the main function is to protect the struc
ture and help maintain a stable state. If the community
at risk is viewed as the client, the basic structure in
cludes resources for survival. Concentric rings around
the basic structure form the basis of resource protec
tion of the system. This could be viewed as structures
that are already in place, for example community emer
gency plans (see Neuman [1982] for further details of
the model).
The nursing grand theories are particularly relevant
when it comes to deciding on a conceptual framework

Background
JinMcDonidd is Mi experienced unr.ie in disaster I'tliefheiuthcnre. Slit in nlin.,
postgraduate student. Following a rail liy a Nou Govmiinent Organizations working
iii Ease Africa for mortnuises, Jilllins decided to spend sit months iritli * ireHkaowii
agency who ntauage nutrition tnmps in famine situations. Her rolt will be lo U«d ,
team of mines from the United States and Europe who will work with a t«™ of
dietitian* in a feeding camp. VVJUle she is in East Africa' Jill is keen to cany out a
research study UK part of the criteria for her Masters degree in disaster Relief
Henlclicare. Her research question is "How da nurses and dttlidan; differ in rdauj, K ,
coping wbli the demands of-Working Iti tt disaster situation 1!"
'
•/
Iss\tf
Wliile she touJJ use coping t he ones .is a conceptual fintnflwoik, nhe feeU Hint HiU
would be too narrow nud 15 iookulg for yoliietliiiig idoi'e liolislir Mithtn the (oiitext of •
'Itrnldi', ?spf rially psydtoKoci'ilhenUh of atnff. She 15 also keen to <onhibnt* ro
mu.iiuE knowledge nnd plniu to do a PhD in Ifurniug after tli« Mastfrs d^pte, It ^ ,
Importnut thnt she works wthiii m« Nursinjj panxUgm.
^

Solution
Jill can opt for Roy'3 Adaptation Model (RAM) (Hoy anu Anore m; 1P99) as ,t
conceptual framework to guide the research. The Self-Concept-Grouti Identity Mod*
of RAM provides all the key concepts required for this study. Coping inecliauisuis are
one of the many psychosocjal processes included in RAM. The elements of tlie self- ,
concept mode, dint is physical self (body image and body sensation) am) t|le persouid
Self (self consistency, self-ideni and mol al-etliicnl-spiiitu.il self) provide the key ''
concepts related to psychosocial health. The research question will require to be .
modified to include 'adaptation 1 as a process. The difficult)' lies in selection and
development of data collection tools. RAM does not have recognized data collections :
tools associated with the self-couc-ept-group identity mode. S'lie may opt far a
phenomenolopcat approach ro begin with, unrig open-ended conversational style
interviews. She can return to RAM after the themes have been generated froln tlie
qualitative data and RAM can fm'thel' guide development of a quantitative tpoL Tlie
phenoinenological i>ai4 of the study \vfll provide enoirgh data for snlimi
Masters degree.

Figure 30.3 A case example of using a nursing grand theory
to conceptualize a research project in a disaster situation.

for a research study. Not only does this ensure that the
researcher is operating within the key pillars of nurs
ing knowledge as defined by the nursing metaparadigm
but also a grand theory will provide clarification on the
interrelatedness between concepts. In the case example
(see Figure 30.3) the nurse is a postgraduate student
who wishes to carry out a research project when she
is on an aid relief mission. While doing research along
side working in disaster situations is a major challenge
it can often be combined with the particular role that
the individuals has in the disaster situation.

Because of inequities in the distribution of global
wealth, for some the consequences of disasters are of
a magnitude that cannot be dealt with unless there is a
timely and appropriate response from outside agencies.
The scale of disasters slow and acute threatening the
developing world is outstripping the capability for re
sponse. This is despite the exponential growth in NGOs
and international groups providing aid. Disasters are be
coming more complex and in many cases highly volatile
situations. There is a need for an acute awareness on the
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part of all who participate in disaster relief of the eth
ical underpinnings, cultural and political issues, trans
port, communication and personal security issues as
sociated with disasters. Although a significant nursing
presence in disaster response worldwide exists, there is
a paucity of empirical evidence documenting nursing in
fluence on health outcomes. Clearly, there is a need for
robust preparation of nurses that is both theoretical and
practical and this should be underpinned by empirical
evidence about nursing in disasters. Such preparation
must equip nurses to meet the holistic needs of nations,
communities, families and individuals who fall victim
to disaster and require support and education to recover
and build resilience to mitigate future disasters.
In a multinational/multicultural setting, there is a
defined need for cultural awareness to be at the forefront
of any disaster response. A community focus as opposed
to a medical focus is recommended if the key concepts
of the nursing metaparadigm are to be realised in the
disaster situation. Nursing grand theories can be applied
to a disaster response and may facilitate accountability
and evaluation of the unique contribution of nursing to
this situation. Nursing response needs to be evaluated in
a more rigorous fashion with findings distributed widely
in order that nursing science related to disaster care is
expanded and utilized.

1. Identify the 10 most affected countries by natural and
human-initiated disasters in the past year. Examine
the perinatal mortality and GDP of these countries.
What are your conclusions?
2. Select a recent paper on the management of health
care in disaster situations and determine how nurses
contribute to the overall relief effort.
3. Reflect on how you would cope in a disaster situ
ation as a health care professional. List the major
difficulties and advantages associated with working
in multinational teams in disaster situations.
4. Describe the purpose of the Humanitarian Charter
and the Minimum Standards.
5. Explain the importance of cultural awareness and
cultural considerations in planning care during a dis
aster response.
&• Identify an ethical issue that you are likely to en
counter in a disaster situation.
'• Select a recent complex human emergency in a coun
ty or group of countries. Write a short plan on how
you would set about organizing a team of nurses to go
and assist. Go to the World Vision http://www.wvi.
org/wvi/home.htm, CARE http://www.care.org/ or
Islamic Aid http://www.islamicaid.org.uk/ Web
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sites. Find out how you can assist. Concentrate on the
transport and communication difficulties, cultural is
sues, and ethical issues. When you arrive in the host
country you are faced with assisting, the local nurses
establish a health care facility for a large refugee
camp. Outline how you would organize your team in
the first 72 hours. Concentrate on achieving the min
imum standards for humanitarian relief and remain
focused on accountability for nursing and personal
security.
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"The term 'natural disasters' has become an increasingly anachronistic
misnomer. In reality, it is human behaviour that transforms natural hazards
into what should be called unnatural disasters." (Kofi Annan, 1999).

or as long as people have inhabited the earth's surface, they have been
subject to the forces of nature. With time, people have learned how to
adapt to the environment and to reduce risks associated with earthquakes,
temperature extremes, storms, and fires. People have learned how to read die
skies, weadier, and seas and to use precautionary survival skills and to avoid
furdier victimization.
The relationship between people and the earth has been a dynamic process.
In a study of 38 recorded disaster events that occurred in die twentieth century,
researchers found dial 17,985,018 lives were lost in relation to the disasters [1].
Over die latter part of die century, die World Disasters Report, 2002 [2] noted
a change in die trend. "In die 1970s, natural disasters alone claimed nearly
2 million lives; by die 1990s diis had fallen to under 800,000. But this is still
a terrible and premature loss of life. Meanwhile, diose affected—whedier left
injured, homeless or hungry—tripled to 2 billion during die past decade" (p. 1).
Planners are continually looking for means to decrease die morbidity and
mortality of disasters. In retrospect, many events could have been predicted by
measuring rainfall, monitoring environmental changes, or instigating more
sophisticated atmospheric monitoring systems. Yet one dieme of disasters
should receive greater attention. It is not coincidental dial most disaster victims
are from poor, third-world areas [3]. This article highlights die relationship of
human factors diat can be found with diird-world disasters and reviews
interventions diat have been used to reduce illness, injuries and deadis.
Disasters are made worse when the forces of nature exceed a person's ability
to avoid or survive diose forces. It stands to reason diat any additional factors
diat influence a person's ability to handle stressors will contribute to a greater
loss of healdi or life. Additional factors include poor nutrition, contaminated
"Corresponding author. E-mail address: kdavies@glbm.ac.uk (K. Davies).
0029-6465/057$ - see front matter
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water, and a lack of basic health care or community infrastructure to help
funnel aid. Kofi Annan was calling attention to the hidden human factors
that work to further victimize people, such as inhabiting unsafe buildings,
concentrating populations on unstable ground or near flood plains, and
stripping natural protection by overusing land. Still odier behaviors (eg, civil
war or ediic conflicts) strip people of their ability to raise animals, farm the
land, educate the masses, or maintain intact family units.
Third-world disasters also can be influenced by the developed world. The
twenty-first century trend toward globalization of manufacturing does not offer
the same financial security for all countries. This model consists of developed
nations exporting manufacturing to die third world to lower production costs.
Savings and profits are achieved by exploiting workers widi low wages and
poor housing. Large profits make die developed nations depend more on thirdworld imports [4]. Overall, workers experience further poverty, become
resentful, and contribute to the destabilization of their governments. The
environmental changes associated with globalization also are suspected of
contributing to healdi care threats and contributing to climate changes [5].

HOW PEOPLE CONTRIBUTE T© DISASTERS
A review of previous disasters demonstrates diat many natural events could
have been predicted by measuring rainfall and environmental climate changes.
In third-world disasters, additional man-made factors such as wars, inequalities
in wealdi distribution, inadequately structured social welfare programs, and
poverty are not identified immediately, yet could contribute to an increased
human toll. Misdistribution of wealth, die rise of die corporation, the diirdworld debt crisis, militarization, and wars have contributed to increases in
poverty, overcrowding, famine, and weather extremes [6]. Several common
diemes have been found and are summarized in Box 1.
Failure to provide social, economic, and health infrastructure
Fara [7] investigated die claim that natural disasters are seldom totally natural.
Namibia is a country widi high temperatures, harsh environment, and farming
conditions that make it vulnerable to frequent droughts. Clearly, better
planning would not stimulate rainfall. When examining die vulnerability of
Namibians, however, it was discovered diat poverty was important in how
people experience and deal widi die problems of drought. The indigenous
people live in poverty because of discriminatory land and labor policies, an
extractive economy, and restrictive trade practices. If diey are to successfully
coexist widi die challenges of dieir environment, they need sound economic
and social planning [7.8].
Classification of victims

Civil and cross-border conflicts have exacerbated die effects of drought,
including die urgent need to distribute food and humanitarian aid. Every year,
hundreds of diousands of people flee dieir homes because of war and conflict
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Bex 1: Examples of human bshavfors that tiffed1 morbidity
mortality asseeiested with natural disasters
Behaviors that increase human loss

Failure to provide social, economic and health infrastructure
Classification of victims as: refugees versus internally displaced persons,
Exposure to environmental hazards*
International attempts to dfrii/iftfi human /its

Humanitarian aid agencies Work directly with victims of disasters.
• International governmental organizations (IGOs)
0 Nongovernmental o6| ainiizations (NG'Os)
International collabsratian efforts
>' Mecleans Sdris/Frontieres annual fist' of disaster-prone areas
8 RetfiCross arid? Red Crescent working -with other ISIGOs to develop the
Sphere Project; to create a humanitarian charter and minimum standards
for disaster care
MIrnatidnal laws
0 The International Federation of the filed Cross (IFRC) raises debate
and discussion regarding development of international humanitarian law.
-*•' The United Nation's! has created the template, Millennium Development
Goals; to help all nations to raise the quality of life.

[9], and their status as a refugee or internally displaced person is important.
Refugees have formal recognition with the United Nations (UN). The UN is
legally obligated under international law for the welfare of refugees. Internally
displaced persons have no such recognition and often find themselves at the
mercy and whim of various warlords.
Ethiopia experienced a drought, failed crops, and famine during a time when
the country was engaged in a boarder war with Eritrea. The country dedicated
resources to fight the war, which took away from efforts to build an
infrastructure to collect and save sufficient water during good rainy seasons.
The Ethiopian government knows when the light and heavy rains are expected
each year; light rains appear in February, followed by heavier rains in June
[10]. If these rains fail, then crops are depleted, and famine ensues. Knowing
that a poor February rainfall is indicative of low June rainfalls should allow
disaster relief agencies to act and prepare for any consequent drought. Without
die proper infrastructure, however, water cannot be saved, and predictions
cannot be acted upon effectively. The World Health Organization (WHO)
estimated that 15 million Ethiopians would die between 2003 and 2004 from
a malaria epidemic, because the country was unable to care for, treat, or store
in a proper manner what little water it did have [10].
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Exposure to environmental hazards
The compounding effects of an inadequate infrastructure are demonstrated
furdier in the Sudan. After months of endless sun, Sudan famine victims have
to contend with periodic rains and flash floods. Sun-baked soil does not soak up
rainfall; flash floods occur, swamp airstrips, and jeopardize food and aid camps
[11]. No matter how well-prepared aid agencies are, widiout properly con
structed and well-maintained roads and airstrips, they will not be able to reach
certain destinations.
Bangladesh is a poor and disaster-prone country diat experiences regular
cyclones and flooding from monsoon rains diat occur every year in June. In
2003, many houses were flooded, causing deadis among young children and
vulnerable adults [12]. The flooding covered about 25,000 acres of rice
plantations and was aggravated by India releasing tons of water from die
Farakka Dam nordi of Chapai Nawabganj during die monsoon.

International humanitarian aid agencies
Historically, people have responded to disasters by forming an organization
that addresses the postevent needs of die victims (Table 1). Paradoxically, it
seems that wars have had a direct influence on producing disasters and also
stimulating interventions to overcome die consequences. In 1859, Henri
Dunant, a Swiss national, reported witnessing the slaughter in the Batde of
Solforino [13]. Later, Dunant published "A Memory of Solferino," which
paved die way for die eventual formation of die International Committee of die
Red Cross (ICRC) in 1880 [14]. During die twentiedi century, there were two
world wars and several smaller conflicts and civil wars. Concurrendy, diere
Table 1
ninci between
nongovernmental humanitarian agencies

nenlal organize

Nongovernmental
organization

Intergovernmental
organization

Nongovernmental
humanitarian agencies

Organizations that may be
national or international
but are separate and
independent of their
country's government
Examples
MSF
Concern
Worldvision

Organizations that are
constituted by more
than one government

Independent organizations,
specifically those
involved in disaster
response

Examples
UN
WHO
OECD

Examples
ICRC
IFRC and RCS
National Red Cross
and Red Crescent

Societies
Tearfund
Oxfam
Merlin

USAID
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was also a dramatic rise in the number of IGOs and NGOs. In 1909, there 37
IGOs and 167 NGOs; by 1997, there were 260 IGOs and 5472 NGOs [1].
The growth and expansion of IGOs and NGOs is related to several factors.
Among those is a sense of protection that people feel from the protocols and
conventions that guide their interventions. The organizations are allowed
to operate widiin defined limits and tend to be accepted by all sides.
Unfortunately, the increasingly large number of organizations attempting to
address worldwide disasters has led to a lack of coordination, duplication of
effort, and a waste of resources. Indeed, many organizations still eschew any
collaborating effort, claiming that to collaborate will hinder dieir nonpartisan
stance or ethos.
One method to prepare for disasters is to be aware of areas that are at high
risk. Many international humanitarian aid agencies share what they have
learned to help the rest of the world to focus prevention efforts. Medecins Sans
Frontieres (MSF) [15], also referred to as Doctors Without Borders, issues an
annual list of under-reported new humanitarian stories of the year. MSF has
identified Burundi, Chechnya, China, and Colombia as new disaster-prone
areas. MSF's work serves to alert the world about disadvantaged people when
die public press fails to provide sufficient coverage to raise concern. The
catastrophic man-made famine that claimed thousands of lives in oil-rich
Angola and die war in Liberia received litde or no television coverage. In most
instances, die coverage does not include issues of displacement, disease, and
starvation in highly vulnerable groups.
international collaboration

The Sphere Project [16] was launched in 1997 and is die result of die Red
Cross and Red Crescent movement and several NGOs. Their work has
developed in phases. During die first phase (1997 to 1998), a preliminary
edition of a Sphere handbook was developed, including die Humanitarian
Charter and Minimum Standards for die care sectors of water supply and
sanitation, nutrition, food aid, shelter and site management, and healdi
services. The minimum standards are ".. .an attempt to describe die level of
disaster assistance to which all people have a right—regardless of political,
edinic or geographical specificity." During the second phase (1998 to 2000),
planners focused on activities that would translate a commitment to quality and
accountability in humanitarian practice into a reality. During die diird phase
(2000 to 2004), die project revised die handbook, conducted evaluations of
dieir efforts, and conducted pilot projects.
The Sphere project addresses die concern diat not all organizations can meet
die minimum standards. ".. .Some indicators may not be attainable by your
organization in a given context. This does not necessarily mean that die
organization is inefficient or irresponsible..." Other authors have argued that
standards of this kind are based on notions of human rights and are somediing
to aspire to. Crucially stipulating principles of practice and participation may
have implications for those delivering aid [17,18].
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International laws

The IFRC [18] has attempted to engender debate and discussion regarding
development of international humanitarian law. The laws would apply to
disasters that aft not a result of warfare. The IFRG sees the Sphere Project as
a "body of., .international law in die making." It has not been determined how
any type of international law could be enforced [17]. The debate continues with
reports and discussion on humanitarian action for which accounts can be made
[19,20]. Whereas embracing a legal structure may be attractive in the West, it
inevitably will fall foul of many ethnic, religious, tribal, and constitutional
objections.
In September 2000, the United Nations organized a meeting with die leaders
of 189 countries to identify millennium development goals for the year 2015.
The UN's goals are intended to reduce poverty, hunger, maternal and child
deadis, and spread of HTV and AIDS; and advance primary education and
gender equality and promote environmentally sustainable development [21].
The United Nations has helped countries to change dieir internal laws by
integrating the Millennium development goals into their national development
frameworks. Over 70 countries have adopted poverty reduction as dieir main
strategic goal. The UN secretary general issues an annual report on die
progress of die goals, and a comprehensive review is planned for diis year. As
an example of die work diat has been done under die goals, a program in
Nairobi has helped odier African countries to undertake forestation projects
and offer education on environmentally friendly and sustainable land-use.
Clearly, die list of potentially destructive human behaviors must be
considered when planners attempt to identify factors that contribute to die
destructiveness of a disaster. Odier hidden factors include population and re
productive healdi issues, die rights of women and children, and die need for
improved education for diose most vulnerable. In an almost Maslow-type
hierarchy, sustainable development cannot be achieved until odier basic issues
are addressed.
If poverty is to be eased, economic issues will have to be addressed, and
mere are opportunities to reduce Africa's domestic marketing costs [10]. Port
fees can be reduced; transport costs through ports can be reduced, and die
timing of fertilizer clearance from a port can be coordinated with up-country
transport. Inland transport of goods can be expedited widi better rails and
roads and reduced fuel taxes. Traders could reduce costs if government input
distribution programs were more certain.
SUMMARY

Third-world disasters tend to have common features diat involve die victims
(eg, impoverished, uneducated, and exploited), countries (eg, lack commercial
and public healdi infrastructure, civil war, and edinic fighting), and multiple
international interventions (eg, classification of victims; assistance from of
IGOs and NGOs; world leaders setting global standards; and encouraging
efforts to stem root causes of poverty, disease, and famine). International healdi
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care professionals can work with specialists in other fields to identify and
predict potential areas of real need. The Sphere Project addresses standards;
however, the standards are not legally binding on nations. The Unite.d Nations
has encouraged nations to consider socioeconomic issues, such as globalization
of world markets, huge national debt, and the status of refugees and internally
displaced persons.
Disasters are complex, multi-faceted phenomena and are more than simply
a flood or a famine. Although debate continues on'root causes, disaster relief
practitioners can help focus attention on the disproportionate humanitarian
suffering experienced by vulnerable third-world populations. Just as world
markets are globalizing their operations, so should health care providers.
Future disaster care goals should include: preventing victimization, developing
rapid assistance to victims, and greater coordination of international efforts to
plan and implement, appropriately target, and ethically deliver a high standard
of culturally appropriate health care.
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Outcomes of a placement audit of students undertaking
an MSc in disaster healthcare
Kevin Davies, KKC, MA, RN. PGCE
School of Care Sciences, University of Glamorgan,
Pontypridd, South Wales, UK
E-mail: kdavies@glam.ac.uk

fy paper describes the findings of an audit of the
k,S!er placement by students undertaking an MSc
disaster Relief Healthcare. Students reported great
^faction with their learning experiences but also
^ration at not being able to do more. They
iphasised the need for adequate preparation prior
going on placement and were very positive about
e simulations undertaken over three Summer
•hools before eventual deployment. Students reirted a number of skills learnt while on placement
at have been directly transferable to their homend employment, not least assertiveness and an
weness of the importance of effective communicara.

ey-words: Field placement, Culture, Healthcare, NGO
induction
he Universities of Glamorgan and Ulster in partnership
lithHame Polytechnic (Finland) have been running a joint
(Sc in Disaster Relief Healthcare since 1999'. Students
ndeitaking the programme must undertake a placement
i a disaster area or a developing country as an integral
»mponent of their studies. The stated aim of the experiaceis "...to provide students with direct experience of
writing and living in a disaster zone in order to facilitate
r/ntliesis of knowledge and skills gained in earlier modlies of study"1.
Within the placement module of study that compliments
feexperience there is clear emphasis on cultural and role
diversity and indeed the different modalities of healthcare
provision within the placement zone. Additionally, stu
dents are encouraged to explore the expectations of popuWons in terms of their healthcare prospects. These are
critical areas of study when one considers that many stu
dents find themselves placed in some of the most remote,
challenging and harsh environments on earth often coupled
*nh a degree of personal risk due to a worsening security

situation. Students deploy on placement as a part of a Non
Governmental Organisation (NGO) team and are expected
to work as a team member throughout. This has so far
proved a very successful partnership with students being
very complimentary in their evaluations of organisations
such as Emergency (Italy), Merlin (UK) and Concern (Ire
land) among others.
Four cohorts of students (18 to date) have now under
taken this component of the degree programme and it was
felt that an audit of the experience over and above the nor
mal module evaluations was now essential and timely. The
audit tool was developed and distributed via a student email
network. Assurances of anonymity and confidentiality were
given and response to the audit was taken as an accep
tance of these assurances. Sixteen of those sent the audit
responded.
Course outline
The MSc is normally taken part time over two and a half
years. In year 1, students commence the course with a
12-day Summer School that incorporates survival train
ing. During the remainder of first year they study online
modules (Key Aspects of Disaster Relief, Public Health
and Nutrition in Disasters and Operational Management of
Disasters). Year 2 again commences with a 12-day Sum
mer School that incorporates a Disaster Simulation Exer
cise. Students study online modules (Mental Health Per
spectives in Disasters, useful Research Methods to Im
prove Disaster Care and Strategic Leadership for Disaster
Relief) during the remainder of year 2. The final year of
the course starts again with-a 12-day Summer School in
corporating a Disaster Simulation Exercise. The remain
der of the year is taken up with a Field Placement, mini
mum 12 weeks, and an MSc Research Project. The course
concludes when the students arrive at their fourth Sum
mer School and participate in a 2-day Disaster Relief Sym
posium, which includes graduation.
This programme aims to produce highly educated and tech
nically proficient practitioners who will be able to effect
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leadership and cohesive delivery of the required healthcare
and additionally undertake critical evaluations as to the ef
ficacy of the service delivery. Any institution that aspires
to facilitate such an educational programme must recognise
the crucial need for a blending of the educational experi
ence to incorporate both theoretical and practical elements.
This is a view supported by Slim3 and is fundamental to
any such development. A failure to acknowledge this will
mean that the needs of the students will only be partially
met and as a consequence they will only be partly prepared
for the demands that will be placed upon them. The
programme that was the focus of this audit has such a
blended approach. It utilises face-to-face interaction and
field simulations as an integral component of the student
experience at a yearly Summer School, while using the
Virtual Learning Environment (VLE) WebCT to deliver
content and facilitate communication at other times, thus
ensuring that distance education student cohorts can study
anywhere in the world and, more importantly, interact with
fellow students and academic.staff in synchronous and
asynchronous modes. Additionally, students are supported
in the mandatory field placement component of the
programme, whereby they deploy to a developing world
or disaster area for a period of up to 12 weeks as a team
member with a chosen health delivery organisation.
Choice of placement and NGO
Students are encouraged to engage with an NGO from the
outset. This will enable them to understand the focus,
methods and areas of interest that impact on the work of
their chosen organisation. Additionally, it allows students
to become integrated and participate in activities that have
both currency and relevance to their studies. For many
students their placement was to be their first exposure to
healthcare provision in the most demanding of circum
stances making it all the more relevant that they have expe
rience of operating with their NGO at the home base prior
to deploying. For some more experienced students the
placement was a continuation of their professional career
as an NGO employee although the rigours of academic
pursuit were an additional pressure. One student stated,
"I chose the placement because I have worked in the same
project in the same country for the past three years"
While another stated that,
"/ chose the placement because the NGO was prepared to
take me at short notice with little experience in relief work"
Another student emphasised that while NGO's offer
projects there is no obligation to accept and that there was
Vol. 17 No. 1 May, 2006

an opportunity to inform the NGO of preferences of both
countries and projects. Students deployed to many of the
worlds most troubled and needy areas for example Ethio
pia, Liberia, Angola, Sudan, Mozambique, Tanzania, Bosnia,
Afghanistan, Iraq, Iran and East Timor. Many of the stu
dents are polyglots and as a result verbal communication
was not seen as a significant barrier to placement. For
some however, familiarity with the language spoken in their
placement country was a deciding factor particularly if
they were intending to gather qualitative data. One prevail
ing theme throughout the audit was the need to be flexible
as this will ensure a greater range of options for place
ments. As an example on student deployed as a nurse to a
Congolese refugee camp but also took on the role of phar
macy manager for the duration of her three month stay
and was very positive about the experience as a whole
highlighting this as a development opportunity that she
would not have otherwise had.
Pre-deployment preparation
The students undertaking the MSc Disaster Relief Healthcare
have the benefit of engaging in three 5 day simulation exer
cises over the period of their studies and this was seen as
extremely beneficial in their preparation for eventual place
ment. This of course is in addition to the theoretical com
ponents of the award undertaken within the VLE. Most
students reported very good preparation offered by the
NGO's they deployed with although some stated that as
they deployed at very short notice it was impossible to
undertake the preparatory courses offered. This highlights
the importance of the Summer School simulations for these
students. One student stated that,
"/ was very well prepared as I knew the country as I had
worked there previously, this was a great help as I also
knew the security situation and the personal healthcare
requirements"
Security and healthcare requirements were themes picked
up by others who responded to the audit,
Everybody has to participate in a two week induction course
to get information about the organisation and information
about the country, projects, climate, security, vaccinations
etc"

It was considered essential that this information was given
in a timely fashion in order that appropriate prophylaxis
was in place if required ie yellow fever, malaria.
For those deploying at relatively short notice they would
have had information on these important areas during their
theoretical studies while undertaking the MSc for instance
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*ere is a verV comprehensive module on Public Health
«id Nutrition which addresses these subject areas. Visits
D the headquarters of the employing NGO were consid-ed very important as the students saw this as seeing at
firsthand the "face" or "shop window" of the organisation.
fle pre-deployment medical examination was seen as
mandatory in order to ascertain two things, firstly whether
diere was any current medical problem that would distoimt the candidate from deploying at that time and sec
ondly to have a base line from which to assess post de
ployment health status should a problem arise as a conse
quence of the placement. Other areas that were considned highly important and are emphasised by Mannion et
i)1 are insurance and passport and visa requirements. These
IB crucially important in order that evacuation can be fa
cilitated in case of injury and of course the ability to func
tion professionally and effectively could be hampered if
Ihecorrect passport and visa applications are not in place.
Experiences that had a significant impact on you
All of the respondents spoke of their respect for the local
people involved in their projects and spoke of the sacrifice
and hardship suffered for protracted periods of time in
order to deliver healthcare.
"I was personally very impressed by the motivation of the
people involved, they worked very long hours with limited
laowces"
Another student highlighted the hardship experienced,
"the way the national staff very often handling difficult
situations in war torn countries and how they try to protide care for the sick without material or no payment for a
kn% period of time"
Clearly, this sort of experience had a profound impact.
The nature of care and culture within this context can be
highly challenging for students coming to a field place
ment for the first time. This dilemma is highlighted further
by Noormahomed and Cliff5 when describing the devas
tating impact of war on the health provision in Mozambique
between 1980 and 1992. They describe the deliberate tar
geting of health provision because they were a "...visible
sWofgovernment success in the rural areas" p223.
Others opined that they learnt a lot professionally, in par
ticular management, assertiveness and seeing the "bigger
picture". The importance of developing trust and good
communication systems was seen as critical to a success
ful deployment. Indeed the importance of sound commu
nication is further emphasised by Medicins Sans Frontiers6)
flighting coordination and within this communication

as one of the top ten priorities in emergency situations and
state that, "...without proper coordination, any relief
programme will rapidly become disastrous" p223.
Cooperation within an international team was seen as chal
lenging and the importance being able to assimilate into a
team and support the aspirations of the team were seen as
critical to maintain the focus of the teams' efforts when
deployed on a field placement. Students said that working
with limited resources and having to adjust personal expe
rience to meet the challenges faced were particularly re
warding and gave confidence in ones ability. Another stu
dent described the crucial importance of cooperation with
national, locally employed staff. It-was emphasised that
by empowering these staff to help their own people it gave
ownership of the delivery of care back to the national staff
and importantly gave them the satisfaction of seeing their
plans come to fruition. This strategy although not new
should be actively encouraged and is supported by Werner7
who extols the virtues of empowerment and everyone's
right to healthcare.
Differences between healthcare provision at home and
on placement
All of the students who responded to the audit referred to
the very basic nature of provision and often a lack of re
sources that would be considered unacceptable in a west
ern context. They found difficulty in making comparisons
because the healthcare provision was "so different" and
as such students found it almost impossible to quantify.
One student highlighted the need for expatriate staff to,
"be more flexible when using equipment as the quantity is
often not sufficient enough nor is it always possible to
receive re-supply in time"
The work was deemed very demanding with a higher level
of responsibility when compared to work in Europe, very
often there were no other expatriate healthcare workers
with whom to examine problems and discuss possible so
lutions. One student was very clear about the problems of
comparison of healthcare systems,
"While working in these two different settings for long
periods it is better not to compare, this means that while
working in Europe one has to accept the high tech nature
of healthcare and while working in a disaster area limited
resources must be accepted. If this is not accepted then it is
not possible to work in the two different areas and one
must be given up"
This student is clearly indicating that healthcare workers
on placement in disaster or developing world areas must
WEST AFRICAN JOURNAL OF Ml IRS1NG
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accept that the differences may at this point in time be
insurmountable. This of course does not mean that we"
must not try to move forward but rather that we must
accept that we cannot at this time expect to deliver high
cost, highly technical healthcare where there is no infra
structure to support such interventions. It is therefore
critically important that initiatives such as the Millennium
GoalsS agreed by 189 countries are supported to the full
est in order to give ownership, health and most impor
tantly sustainability to those in most need globally.
Role diversity and skill transfer
Students found that additional tasks fell to the expatriate
healthcare workers and included things such as; monitor
ing budgets, supervision of staff, health education and deal
ing with disciplinary issues such as theft. Although it was
emphasised that in some cultures taking things that were
needed either by the individual or the family unit was not
always considered theft. One student who undertook a
placement in Afghanistan found her health education role
extremely rewarding stating,
"what has been excellent in Afglianistan was the health
education role which is seen as part ofprimary health care
and is given regularly either to individuals, or in groups
with mothers and children or to whole communities in di
saster preparation "
Another student highlighted the potential problems with
short placements of up to six months duration,
"it is not good that every new expatriate tries to implement
experiences from a western healthcare workplace"
This clearly indicates the risks involved with over zealous
expatriates who, while meaning well may bring high ex
pectation without a supporting infrastructure. The same
student also emphasised the importance of training national
staff to make the most of resource both material and hu
man in order to deliver the highest possible healthcare within
context. It should of course be remembered that in many
areas there are simply no healthcare workers at all and
community based strategies such as Essential Communitybased Child Health Care (ECCHC)9 are critical in attempt
ing to sustain health.
Another crucial issue that was raised by a respondent was
that of recognition by national bodies of courses of in
struction undertaken by national health workers that have
been delivered by NGO employed expatriates. This stu
dent quite rightly points out that without such recognition
the training becomes completely invalid when the employ
ing NGO leaves the country and new jobs or upgrading
have to be applied for.
Vol. 17 No. 1 May, 2006

Many of the countries that students undertook placements
were poor and lacked many of the most fundamental re
sources. In many instances it was within the sphere of
primary health care that there was the most need. This
meant that students with emergency or critical care back
grounds had to negotiate steep learning curves in order to
offer appropriate levels of care. Mother and child health
was another significant factor mentioned and is a high pri
ority Millennium Goal (UNFPA 2002)8 focus.
A number of students highlighted the fact that in many
cultures there is a deep belief in traditional medicine "and
very often patients use both". Patients may arrive at the
healthcare facility very late. If they die there then it is
often felt that it is the western medicine that has killed
them and there is the inevitable conflict of confidence. One
student pointed out that,
"provided they do not do harm the traditional medicine
should be accepted otherwise the lo&£ population may not
accept the work of the organisation"
Other areas highlighted included the need for agreement to
treatment by a second or third party such as a husband or
elder. This was particularly relevant in the case of blood
trarisfusion for one student.
Conclusion
Students undertaking the educational programme described
have shown that they faced enormous challenges when
deployed on field placement. The overarching issue of
cultural understanding cannot be emphasised enough. In
sharing this experience they have shown that they met the
challenges of cultural diversity, delivering healthcare in the
most demanding of circumstances and have seen how the t
experience has enlightened their clinical practice at home.
They have acknowledged the critical importance of work
ing with people and not being prescriptive in their attitudes
and views regarding traditional thinking and they have
shown that a partnership approach is far more preferable
to a paternalistic one if the hope for results of empower
ment and sustainability is to be achievable.
References
1.

Davies K, Deeny ;"> Raikkonnen M. "A transcultural ethos
underpinning curriculum development: A Masters programme in
Disaster Relief Nursing" Journal of Transcultural Nursing. VW ''
No 4. pp 2003; 349 - 357.

2.

Universities of Glamorgan and Ulster and Hame Polytechnic
(2003) MSc Disaster Relief Healthcare; Curriculum Document

Outcome of a placement audit of students undertaking an MSc in disaster healthcare - Kevin Davies

(updated). Pontypridd. University of Glamorgan reprographics.
2003.
Slim H. Practical wisdom and the education of today's relief worker.
In: Hamdi Nabeel, ed. Educating for real: The training of profes
sionals for development practice. London. Intermediate Technol
ogy Productions. 1996.
Mansion S, Chaloner E, Walford C. Chapter 8 The Process. In:
James Ryan, Peter F Mahoney, lan Greaves and Gavin Bowyer,
Eds Conflict and Catastrophe Medicine: A practical guide. Lon
don. Springer. 2002.
Noormahomed A R, Cliff J. Health and War in Mozambique. In.
Taipale Ilkka et al Eds (2001) War or Health? A Reader. London.

Zed Books. P223. 2001.
6.

Medicins Sans Frontiers. Refugee Health: An approach to emer
gency situations.London. Macmillan. 1997.

7.

Werner David. Where there is no Doctor. A village healthcare
handbook for Africa. London. Macmillan. 1993.

8.

UNFPA. Achieving the Millennium Goals: Population and Repro
ductive Health as Critical Determinants. Population and Develop
ment Strategies, No 10. New York. United Nations. 2003.

9.

Beltramello Claudio. Where there is no health worker-saving
children's lives in southern Sudan. The Health Exchange. April.
pp!9-22, 2002.

Standing on tiptoe
And looking ahead,
We try to discover
The path we should tread.
Or looking behind us,
Lamenting the past,
We yearn for the things
Not intended to last.
Postponing the present
With all that it holds,
We miss all the richness
As.nature unfolds.
One day at a time
Is as much as we need,
To meet every problem
And try to succeed.
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Amsterdam, 16 February 2007
Reference: Nursing Program
Dear Mr. Davies,
The World Association for Disaster and Emergency Medicine (WADEM) will convene its 15th World Congress
on Disaster and Emergency Medicine in Amsterdam, the Netherlands, 13-16 May 2007.
As Chair of the Local Organising Committee, I formally invite you to be a participant speaker in the Nursing
Program of this Congress to be held on Tuesday, 15 May 2007. You will be notified of the details of your
presentation by the WADEM Nursing Section Program Chair, Elaine Daily.
We look forward to your participation and contribution to a most exciting and successful Congress.
Yours sincerely,

Prof.dr. J.J.L.M. Bierens Md PhD MCDM
Professor in Emergency Medicine
Chair WCDEM-15 Amsterdam

Chair:

Prof. Dr. J.J.L.M. Bierens MCDM
Professor In Emergency Medicine
VU University Medical Center

Congress Office:

PAOG Course and Congress Organisation
VU University Medical Center
P.O. Box 7057
1007 MB Amsterdam

the Netherlands
phone: +31 (0)204448444
fax: +31 (0)20444 8445

www.wcdem2007.org

Abstracts - 14th World Congress on Disaster and Emergency Medicine

Hazardous Materials (HazMat) Medical Life Support
Program in Singapore
M.K.F. Leong;R. Ponampalam;F.C.Y. Lee; S.H. Gob
Singapore General Hospital, Singapore

Funded by the Society for Emergency Medicine in Singapore and Ministry of
Health

Singapore is the leading petrochemical production, storage,
and trading hub in Southeast Asia. A potential exists for a
technological disaster involving a wide variety of industrial
chemicals. The 1995 Tokyo Subway Sarin Gas attack by
the Aum Shinrikyo cult and the recent reports of terrorist
activity in Singapore serve as a reminder that hazardous
chemicals in the surrounding environment can have devas
tating effects on civilian populations, if chosen as a weapon
by terrorists.
The Hazardous Materials (HazMat) Medical Life
Support Program, founded in 1999, is a program funded by
the Ministry of Health, which aims to provide education
and training for medical, nursing, and paramedic staff, who
may be called to respond and deal with a HazMat incident
and its casualties. The program administers four courses,
including those for the: (1) Basic Provider; (2) Hospital
Provider; (3) Hospital Decontamination; and (4) HazMat
Medical Operations. As HazMat incidents resulting in
mass casualties are relatively infrequent events, the course
format and materials are designed to provide a rational,
practical, and easy to recall algorithm for the novice responder. Concepts, rather than a systemic coverage of all avail
able chemicals, provide a mental and practical framework
for the emergency medical worker to respond to an inci
dent, as well as provide life support to HazMat casualties.
An example of a fundamental concept is the chain of
survival of a HazMat casualty—early recognition and acti
vation of the HazMat plan, administration of antidotes,
decontamination, and HazMat medical life support. Issues
pertaining to the triage, evaluation, and treatment of casu
alties in a potentially hazardous environment are covered
with the teaching of a modified primary survey. The pro
gram also emphasizes the standardization of instruction,
assessment of competency, and certification, and is an
important tool for the employers to decide on the appro
priate use of their staff in a HazMat incident.
Keywords: chemical; disaster; education; hazardous materials
(HazMat); training
Prc/mp Disail M,d 2005;20(2):sl7

Field Placement in Disasters: An Evaluation of the
Experience of Students Obtaining Masters Degrees

K. Dailies

University of Glamorgan, United Kingdom

The Universities of Glamorgan and Ulster, in partnership
with Hame Polytechnic (Finland), facilitate an MSc in
Disaster Relief Healthcare. Students enrolled in the pro
gram must be placed in a disaster area or a developing
country as an integral component of their studies. The stat
ed aim of the experience is "... to provide students with
direct experience of working and living in a disaster zone in
order to facilitate synthesis of knowledge and skills gained
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in earlier modules of study." This presentation will report
the findings of an audit of the placement of students in a
disaster area in this MSc in Disaster Relief Healthcare pro
gram. Students reported great satisfaction with their learn
ing experiences, but also, frustration. They emphasized the
need for adequate preparation prior to placement, and were
very positive about the simulations provided over three
summer school sessions before deployment. Students
reported that skills learned while on assignment have been
transferable to their homeland employment, including
assertiveness and an awareness of the importance of effec
tive communication. This presentation will highlight the
clear emphasis on cultural and role diversity, and the differ
ent modalities of healthcare provision within the placement
zone. Additionally, students' reports on the expectations of
populations in terms of their healthcare prospects will be
elucidated. These are critical areas of study when one con
siders that many students find themselves placed in some of
the most remote, challenging, and harsh environments on
earth, often coupled with a degree of personal risk due to a
worsening security situation.
Keywords: assessment; disaster relief health care; education; expec
tations; students; training placement
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Role of Education in Disaster Management of the
Bam Earthquake, Iran
A. Pazouki;1 M. Pazouki? V. Entezari1
1. Iran University of Medical Sciences, Iran
2. Iran Social Security Organization, Iran

Introduction: Iran is vulnerable to natural disasters, with
earthquakes causing the worst destruction and highest
number of fatalities. Approximately every ten years, a major
earthquake hits Iran, killing thousands of people and caus
ing widespread destruction. A recent earthquake occurred
in Bam, in southeastern Iran, on 26 December 2003.
The First Congress on Health, Medication, and Crisis
Management in Disaster Incidents was held in Tehran in
May 2003, about seven months before the Bam earthquake.
The main goal of the Congress was to familiarize the med
ical society with the different aspects of medical disaster
management and review previous experiences in the field.
The Congress was held over three days, and included mul
tiple presentations, plenary sections, and workshops.
Almost all national governmental and non-governmental
organizations related to the disaster sector participated in
the Congress, and approximately 1,500 active medical prac
titioners attended the scientific programs.
Methods: This is a qualitative, case-report study about
healthcare management during the Bam earthquake and
the role of educational interventions such as the Congress
in the performance of the Iran University of Medical
Sciences (IUMS) disaster response team.
Results: The IUMS disaster response team was one of the
first groups that arrived at the Bam airport in the early
hours after the earthquake. The team consisted of five spe
cialists (a general surgeon, orthopedic surgeon, neurosurgeon, anesthesiologist, and emergency medicine specialist;,
three residents, and one general practitioner, all of whom

http://pdm.medicine.wisc.edu
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Field placement in disasters; an audit of masters students
experience
K. Davies
ABSTRACT

Uniquely the Universities of Glamorgan and Ulster in partnership with Hame Polytechnic (Finland)
facilitate an MSc in Disaster Relief Healthcare. Students undertaking the programme must
undertake a placement in a disaster area or a developing country as an integral component of
their studies. The stated aim of the experience is"... to provide students with direct experience of
working and living in a disaster zone in order to facilitate synthesis of knowledge and skills gained
in earlier modules of study." This paper will report the findings of an audit of the disaster
placement undertaken by students on this MSc in Disaster Relief Healthcare. Students reported
great satisfaction with their learning experiences but also frustration. They emphasised the need
for adequate preparation prior to going on placement and were very positive about the
simulations undertaken over three Summer Schools before deployment. Students reported that
skills learnt while on placement that have been directly transferable to their homeland
employment, not least assertiveness and an awareness of the importance of effective
communication. The paper will highlight the clear emphasis on cultural and role diversity and
indeed the different modalities of healthcare provision within the placement zone. Additionally,
student's reports on the expectations of populations in terms of their healthcare prospects will be
elucidated. These are critical areas of study when one considers that many students find
themselves placed in some of the most remote, challenging and harsh environments on earth
often coupled with a degree of personal risk due to a worsening security situation.
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Consortium of Institutes of Higher Education
in Health and Rehabilitation
in Europe

13th December 2006

Kevin Davies
University of Glamorgan
Prifysgol Morgannwg
Pontypridd
CF371DL

Dear Kevin
Re: Key Paper Disaster Healthcare
University of Sarajevo
April 19-20, 2007
COHEHRE

I write, as president of Cohehre www.cohehre.eu, to ask you and invite you to particpate at
this conference. The conference committee would like you to present a paper which focuses
upon curriculum design and teaching and learning methods when providing a course in this
subject.
The date and time for your paper would be Thursday the 19th April at 9:30am. You would
have a thirty minute time period to deliver your paper and answer some questions. Your
paper should be delivered in English and we would require you to put it on the web-site in
due course.
The conference committee will reinburse your hotel and flight costs (I enclose a copy of the
provisional programme).
I do hope you will be able to meet this obligation and I look forward to hearing from you in
due course.
Sesons greetings
Yours sincerely

Professor lain Graham
PhD, M.Ed., MSc, BSc, RN, RMN
President of Cohehre

Administrative Office
Sint Lievenspoortstraat 143 • 9000 Gent • Belgium
Tel: + 32 9 269 91 58 • Fax: +32 9 269 91 92

Provisional
Sarajevo 25 April 2007 - 28 April 2007
Programme Conference
25 April 2007

Day 1

International Coordinators and Council Members meeting/General Assembly - Drinks
reception

26 April 2007

Day 2

Welcome - General Registration and coffee
From Cohehre President address
From host Deans address
Opening address - Ministers of Health and Education (or deputy) Keynote 1
Keynote 2-45 minutes
Coffee
Interest Groups - concurrent papers

Fringe programme

Project
Groups

Lunch
Keynote 3
Fringe group meetings

Uni
Prof
Meetings

Posters - Cocktails - finger supper
27 April 2007

Day 3

Welcome - registration and coffee
Opening address
Interest Groups and concurrent papers
Lunch

Keynote 4
Feedback session
Next conference announcement
Conference Dinner
28 April 2007

Day 4

Cultural visits

International
Coordinators
Meeting to
plan
exchange

"Working in developing countries - a study day for midwives and nurses"
VSO in association with the Royal College ofMidwives and the Royal College
of Nursing
Monday 9th September 2002, Royal College of Nursing,
20 Cavendish Square, London W1G ORN
PROGRAMME

0945-1015

Registration and workshop selection (COUNCIL ROOM)

1015-1030

Welcome and Introduction - President RCN Roswyn Hakesley-Brown
(COWDRAY HALL)

1030-1050

Relief or Development? - Ivan Scott, Director
Exchange (COWDRAY HALL)

1050-1130

What it's really like?
Midwife presentation - Kathleen Young, VSO Returned Volunteer, Kenya

International Health

(1966-1968) & Malawi (1997-1999) (COUNCIL ROOM)

Nursing presentation - Nicola Ritchie, VSO Returned Volunteer, Uganda
(1998-2000) (COWDRA Y HALL)

1130-1145

BREAK (COWDRAY HALL)

1145-1225

What the agencies offer (COWDRAY HALL)
VSO - Claire Smitheram
Medicins Sans Frontieres - Katherine Galliano
IHE - lyan Scott
UNAIS r- Stella Hobbs
Medecins du monde - Karen McColl

1225-1245

Questions to panel (various) (COWDRAY HALL)

1245-1340

LUNCH (COUNCIL ROOM)

1340-1350

Introduction to afternoon sessions (President RCM - Dame Loma Muirhead
DBE) (COWDRAY HALL)

1350-1430

What it's really like?
Midwife presentation - Sheila McFarlane, VSO Returned Volunteer, Nepal
(1992-1994) (ROOM 106)
Nursing presentation - Lesley Jones, VSO Returned Volunteer, Tanzania
(1999-2001) (COWDRAYHALL)

1430-1530

Workshops
A) "Challenges of nursing in conflict" - Kevin Davies (COWDRAY HALL)
B) "Transcultural aspects of healthcare" - Nicola Ritchie (ROOM 107)
C) "Safe Motherhood - what's it all about?" - Gillian Barber (ROOM 106)
D) "Whose country is it anyway? Working with communities and local health
services" - Marion Birch (ROOM 2 11)

1530-1600

Feedback and summary (RCM president) (COWDRAYHALL)

1600-1630

Tea, coffee, informal discussion (COUNCIL ROOM)
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Confederation Interalliee des Officiers Medicaux de Reserve

CICIMK

Summer Congress 2005 - GHENT (Belgium)
Congres d'ete 2005 - GAND (Belgique)

Abstracts of presentations
Resumes des conferences
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GENT
MILCG/V.P tUPEMciSENSOKN KM'iO

DEFENCE
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America to date comprising medical fields like allergies, ophthalmology, endocrinology, CNS, Infectious diseases,
surgery and urology.
Military: Commander, Reserve Field Hospital Group 7319, Germany, %v\v\v.c^iyian?i.'.s2''i03.de ; Chairman, Joint
Medical Corps Reserve Forces Organization, Germany, v,--,"'.rc,-:erri:.VL-.r--Trb.'nd. Je (Arbeitskreis Sanitatsdienst), Head
of Division (R), GE Ministry of Defense, Joint Medical Staff (Joint Medical Service Reserve Forces, CIMIC and
Disaster Medicine).
17 years of professional experience and continuing education such as a scientist at die German Cancer Research Center,
physician and surgeon at die University of Marburg, Medical Director and General Manager in various corporations of
die pharmaceutical industry gave him a broad knowledge and basis for a medical entrepreneur-ship when he setup his
own business by founding a contract research organization in 1995. Starting from scratch, this company has been
experiencing a steady growth and is located in 9 countries in Europe and America, meanwhile employing around 100
clinical research professionals. Several academic as well as industrial, political and economical organizations in Germany
an USA continue to inviting him for lectures about his experiences or statements in order to facilitate and educate
about medical entrepreneurship. Concomitantly he has been bringing forward projects like CONSENSUS 2003 during
bis military career as a medical corps reservist in the German Air Force.

Joint training for Humanitarian Operations: Military/NGO partnerships
Lieutenant Colonel Kevin Davies RRC, TD*tacsc QARANC(V)
The UK position on Peace Support and Humanitarian operations is documented in Joint Warfare
Publications 3-50 and 3-52. Both highlight die importance of collaboration, the benefits of cooperation with
both national and international NGOs are emphasised. This paper will report on a joint UK Military, NGO
and Higher Education initiative to share learning utilising an Operations Other Than War scenario. The
Exercise scenario was developed with professionals facilitating an MSc in Disaster Healthcare and
commenced with a period of training similar to UK OPTAG. Both parties had a clear understanding of
ethos, capability and ethical underpinning that impacted upon each organisation. A three day exercise
followed during which participants had to collaborate in the deployment of a temporary health facility while
working within the constraints of the scenario. Participants were very positive about the experience and
highlighted that collaboration of this nature would enhance understanding and cooperation when deployed.
Senior Nursing Officer, 203 Field Hospital
Responsible for all Nursing matters within a 200 Bed Field Hospital both in peacetime and on operations.
Col Davies trained as a nurse in South Wales in the late 1970's and subsequendy worked in Accident and Emergency.
He joined the TA in 1983 initially with 203 (Welsh) General Hospital. In 1987 he joined the Regular Army and
following Sandhurst was posted to 34 Evacuation Hospital and the Duchess of Kent's Military Hospital in Catterick.
Volunteering for Service widi Airborne Services Col Davies was posted to 23 Para Fd Amb in late 1987 and served
diere until 1990 as Nursing/Training Officer. On completion of his SSC Col Davies returned to Wales as a lecturer
and joined 144 Para Fd Amb (V) where he served as a detachment Commander and Training Officer for eight years
before becoming the Sqn Commander of 144 Para Med Sqn(V). He was appointed a Member of die Royal Red Cross
in the Birthday Honours 1997 in recognition of service with the Implementation Force in Bosnia during 1996. On
completion of his tenure at 144 he returned to 203 (W) Fd Hosp (V) in 2002 and was appointed SNO on promotion in
2003. Col Davies has served in many areas of the world including Bosnia, Kenya, Kosovo and Iraq with 34 Field
Hospital as Deputy Senior Nursing Officer on Op TELIC 1, He is course director for an MSc in Disaster Healthcare
and is currendy registered for a PhD by portfolio which will bring together his work in curriculum development,
education delivery, project work and publication in diis area.
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CONGRESS 2005
ClOR - CIOMR - NRFC

CIOMR

FRIDAY 05 AUGUST 2005

Friday Morning : ICC — Meeting Room Van der Goes
Scientific Programme "Lessons learned from Peacekeeping and Humanitarian Operations"

Chair: Cdr Stef STIENSTRA (NLD)
0830-0850

Multinational CIMIC needs CCC+D = Command, Control, Communication and Diplomacy
Col GunterRuetter (DEU)

0850-0910

Joint training for Humanitarian Operations: Military/NGO partnerships
U Col Kevin Davies (GBR)

0910-0930

Health Reconstruction in Southern Iraq: Reconstruction in Practice
Maj Andrew Mathieson (GBR)

0930-0950

MOET in Iraq: enabling Iraqi doctors to develop a teaching model for obstetric emergencies
and trauma.
Maj Andrew Mathieson (GBR)

0950-1010

Dealing with Psychological Trauma: lessons leamt from operations in the Balkans, Afghanistan
and Iraq
Sr Copt Andrew John Gritt (GBR)

1010-1030

L'aide humanitaire dentaire en milieu operationnel
MajAlain Ouellet (CAN)

1030-1100

Coffee break

1100-1120

The Canadian Forces Deployed Physiotherapy Capability:Lessons Learned from the
Peacekeeping Operations in Bosnia
. Hebert, PhD, FT (CAN)

1120-1140

Terrorist Attack in Peace Keeping Operation in KERBALA, IRAQ
Brig. Gen. Prof. Stoyan Tonev, MD, PhD; Prof. Kamen Kanev, MD, PhD, Prof. DimitarLskov, MD, DSc
(BGR)

1140-1200

Comparative analysis between previous civil and later military humanitarian operations in
Indonesia following the disaster of the Tsunami.
2ndLt. Miguel Sanche% 2ndLt. RaulMuno^ (ESP)

1200-1330

Lunch
ICC Arteveldeforum
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Cecilia Hannigan BEd(Hons) MSc PhD MBCS CITP
Learning Technologist
University of Ulster, Shore Road, Newtownabbey, Co Antrim, BT37 OQB
Northern Ireland
Email: cm.hannigan@ulster.ac.uk
Kevin Davies RRC MA RN PGCE
Principal Lecturer
School of Care Sciences, University of Glamorgan, Pontypridd, CF37 1DL
Wales
Email: kdaviesf5iglam.ac.uk

Abstract: The Universities of Glamorgan and Ulster, in partnership with Hame Polytechnic
(Finland) and a number of Non Government Organisations, deliver an international MSc in Disaster
Relief Healthcare. The course is delivered in blended format, using fece-to-foce Summer School,
simulation and distance learning via the WebCT VLB. The course has been running for five years
and has now undergone an evaluation to elicit student responses across a range of areas. This paper
outlines the rationale for the design of the course, reports on the effectiveness of using a VLB to
support the subject of Disaster Relief Healthcare and reports on the data obtained from the
evaluation process. A particular focus of this study is the importance of online student support
while they undertake challenging placements, often in remote areas of the world. This paper also
reports the changes and enhancements proposed for the course as a consequence of the evaluation.

IntrodiactioB
The pressures on Disaster Relief Healthcare professionals to deliver high quality services, in often the most
challenging of environments, are greater than ever. This is further emphasised by the need for such professionals to
be accountable to a number of different parties for the actions that they take. The interests of not only recipients of
the healthcare' provision but of donors, governments and NGOs also have to be acknowledged. While these needs
are not insurmountable they require clarity of thought and a high degree of personal and professional integrity,
which is reflected in the development of professionals who are educated appropriately to deal effectively with the
complexities of 21st Century disaster healthcare provision. This paper presents the findings of an evaluation of one
educational programme that was specifically designed to meet the needs of the modern disaster relief healthcare

There has been a change in emphasis in the aid and disaster healthcare community, which now has a
workforce that is much more stable, with many opting for a full career in the field. This has led to the requirement
for and the development of programmes of education that meet the specific needs of such career minded individuals.
One such development is an MSc Disaster Relief Healthcare, jointly delivered by the Universities of
Glamorgan and Ulster with Hame Polytechnic in Finland as a third partner. This programme aims to produce highly
educated and technically proficient practitioners who will be able to effect leadership and cohesive delivery of the
required healthcare while additionally undertake critical evaluations as to the efficacy of the service delivery. Any
institution that aspires to facilitate such an educational programme must recognise the crucial need for a blending of
the educational experience to incorporate both theoretical and practical elements. This is a view supported by Slim
(Slim 1996) and is fundamental to any such development. A failure to acknowledge this will mean that the needs of
foe students will only be partially met and as a consequence they will only be partly prepared for the demands that
will be placed upon them. The programme that was the focus of this study has such a blended approach. It utilises
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face-to-face interaction and field simulations as an integral component of the student experience at a yearly Summer
School, while using the Virtual Learning Environment (VLB) WebCT to deliver content and facilitate
communication at other times, thus ensuring that distance education student cohorts can study anywhere in the world
and, more importantly, interact with fellow students and academic staff in synchronous and asynchronous modes.
Additionally, students are supported in the mandatory field placement component of the programme, whereby they
deploy to a developing world or disaster area for a period of up to 12 weeks as a team member with a chosen health
delivery organisation.

Several authors have pointed out the benefits of using questionnaires for querying interviewees and
obtaining general comments (Wilson & McClean 1994), (McBumey 1994), (Moser & Kalton 1979). Although
some questionnaires have been developed by research groups and have been tested for reliability and validity, for
example the Questionnaire of User Interface Satisfaction (Quant QUIS, n.d.) (Maryland Imagination, 1990), given
the unique nature of this Masters course, the authors decided to design a questionnaire specifically tailored to assess
attitudes to the course. In the future, the authors may consider assessing knowledge gained by the students as a
result of having taken the course.
Those who took part in the evaluation were emailed and asked to complete a comprehensive questionnaire
containing 86 questions concerned with both quantitative and qualitative data. It was estimated by the authors that
the questionnaire would take approximately three quarters of an hour to complete. The questionnaire comprised
seven sections: Demographic data; The VLB; Course evaluation; Teaching evaluation; The Summer School;
Placement and Further comments.
Both open and closed questions were posed. Most of the closed questions were rated on an agreement scale
of 1 to 5. This type of response format allows the respondent to indicate the intensity of their attitudes to each
statement (Henerson et a( 1987). A low score (1) is associated with a positive attitude and a high score (5) indicates
a negative attitude.
The questionnaire was placed within the student support area of the VLB. This method of distribution was
considered the most appropriate as it would be possible for students who are currently on placement in some of the
world's remotest areas to respond and, importantly, contribute their individual views.
The Sample
Students from three cohorts were invited to complete the questionnaire. These students began their studies
at the August Summer School in the year of their course commencement. There were 9 in August 2001,3 in August
2002 and 6 in August 2003. The total eligible population was 18 and included all students who were registered on
the MSc Disaster Relief Healthcare and therefore had access to the VLB. It was explained to the students that
participation was voluntary. Following assurances that all information collected would be confidential and
anonymous, the students' written consent was sought and obtained using the VLB.

13 out of the 18 students who had access to the questionnaire completed it, i.e. a 72.2% response rate. In
this paper we outline the findings across some of the areas queried by the questionnaire. Findings from the other
sections will be reported elsewhere. Despite the fact that the VLB is available worldwide via the Internet, some of
the students on placement emphasised their difficulties in accessing both hardware and software due to the
remoteness of the field placement.
Demographic Data
All of those who completed the questionnaire were female. More than 50% of the respondents were in the
31-40 year old age range. Given the nature of the work involved in this programme, a certain level of maturity, life
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experience and clinical expertise is expected. Table 1 shows a summary of the cohort according to age. 4 of the 13
respondents started the course in 2001, 4 in 2002 and 5 in 2003. 6 of the cohort were Finnish, 2 were Irish, 2 British
and there was 1 Greek, 1 Australian and 1 German.
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Table 1: Age Range of Cohort
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A significant number of the respondents were-polyglots. All had clear expertise in respect of their own
language and all were able to communicate in English, both verbally and in written form, while many spoke up to
three additional languages. Clearly, sound communication is the basis of any successful healthcare intervention.
The ability of these students to communicate in several languages is an obvious benefit, in that it improves the
likelihood of there being a common means of communication when in the field.
All of the questionnaire respondents were nurses, and clinical expertise ranged from acute highly technical
environments such as Intensive Care and Accident and Emergency through to Public and Mental Health specialists.
VLE Specific Wormatioa
Students were asked to identify where they accessed the VLE from, and could choose multiple answers
from a choice of home, placement institution, cyber cafe1 and 'other'. 12 chose home, 2 chose placement institution,
3 chose cyber caf6 and 6 chose other.
When asked to choose where on a scale of 1 to 5 their personal IT skills lay (with 1 equating to basic and 5
equating to expert) only 2 of the cohort chose 4 or 5. This apparent lack of IT skills across the cohort did not hamper
the students' ability to collaborate in the online environment. One of Rosenberg's fundamental beliefs about eleaming is that 'technology - any technology - is a tool, not a strategy' (Rosenberg 2000, preface xvii), just as the
overhead projector is a tool and not a strategy.
11 of the cohort had never used a VLE before. Of the 2 who had used a VLE, one had previously done two
online under graduate modules with discussions via web cam and the other had used a university intranet.
We found that 10 of the cohort used Internet Explorer (IE), the rest used either Netscape or AOL. This
preference for IE has also been reported by Hannigan and Clarke (Hannigan & Clarke 2003), where 90.9% (20 of 22
students) of survey respondents used IE and Hannigan and McNally (Hannigan & McNally 2003) where 86.7% (111
of 128 students) of survey respondents used IE. Knowing that such a high percentage of students use IE allows the
development team to prioritise the testing of modules in each browser, with a focus primarily on the most widely
used one, namely IE.
On the subject of the influence that the functionality of WebCT technology had on learning, none of the
cohort responded negatively. One student commented:
"Only twice have I had a problem, that was resolved centrally, to allow me access where I needed
to get the info "
When asked about technical difficulties, only 2 respondents responded negatively. One student expressed
frustration at download times for compiled versions of content.
"In the compile tool, could I please ask you not to put photos and complex drawings?? In the 2nd
module in Health and Nutrition, it took me 5 hours and 6 attempts at weekends to finally get the
module contents downloaded, very expensive and so frustrating."
However, in order to alleviate this problem, a separate 'Content Module' would have to be created within
WebCT that contained a text only version of the content. This would be quite an overhead on the design team. One
alternative would be for the students to print off a hard copy of module contents while at the Summer School, thus
availing of the extra bandwidth available at the various institutions hosting the school.
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One student expressed the desire to either have computer classes before starting the course, or to have
computer expertise listed in the requirements for the course:
"More basic teaching before starting the course or at least requirements to know more than exit
when using the computer"
There is a comprehensive online student induction package within the VLB and this may have been a case
of the student not accessing the available resource. The Teaching Team needs to emphasise the availability of this
resource during the Summer School so that students are not only aware of its existence, but are actively encouraged
to utilise it. The induction area comprises technical and practical information about being a distance learner. In
addition, it has several 'Content Modules' including:
• Specific instructions for using each of the tools available in the VLB.
• Study skills, including, for example, stress management and time management.
6 Plagiarism and correct referencing techniques.
0 Effective online searching techniques.
The Teaching Team has always recognised the need for named technical support staff, who are readily
accessible to students and staff, and this need is emphasised in one of the more positive comments about technical
difficulties:
"Web ct support person has been available and very helpful in case of problems. This has been
very important"
11 of the cohort said that the electronic based resources, for example the incorporated library links, had
either a highly positive or positive influence on their learning. 4 of the students commented very positively on the
electronic based resources. They mentioned how crucial it is to the distance learner to be able to easily access these
resources:
"Extremely useful to have access to these facilities in the comfort of your own home, especially
when you are able to get the actual article printed off,"
"Was very helpful in getting articles! Essential resource for distance learners! I could not have
survived without that service!"
5 of the students flagged their problems with online resources, including student passwords not being
accepted by certain online journals. In addition, they flagged the necessity for access to more online journals and to
journals of a high quality. The authors are quite surprised by these comments, as the students undertake a very
comprehensive induction to online library resources during their first Summer School, and the online journal
availability itself is wide ranging. Perhaps tutors at Summer Schools should place a stronger focus on ensuring that
students are comfortable with accessing journals from within the learning environment by giving the students
practical exercises.
Students' comments about the online communication in the course were varied, though mostly positive.
One of the quotes identifies the difficulties that can exist with communicating online, but mentions how well it can
work if properly scheduled. Importantly, this student also makes the point that online communication is different to
telephonic communication:
"This takes quite a lot of commitment and effort from all participants, but when the dates and
times have been agreed, the online communication has been very handy. It is a different approach
in comparison to telephone communication."
Another student mentions the potential loneliness and lack of confidence of success in an online
environment:
"An idea of what others are doing and thinking is helpful. Otherwise, it would be too lonely. Plus,
at times the teachers give their thoughts, this helps the student feel more confident that he is on
track."
One student, however, reminds us that in small groups it is important for the tutor to ensure that
communication occurs at frequent intervals:
"Small group so usually communication isn't so active."
Students voted overwhelmingly ia favour of the Discussion Tool, with 13 of the respondents indicating that
it had a highly positive or positive influence on their learning.
One of the comments made about the Discussion Tool identifies that it's possible to compile and print
postings in order to peruse the discussion to date and gather one's thoughts in order to compose a response.
"/ tend to access the discussion, download the comments posted so far, take them off read them at
leisure then write a posting myself. It takes too long to access, read, and then comment all at one
time."

Page 311

One student highlighted how important it is for an online tutor to access and respond to their students at
tegular intervals.

"Useful, again problem is that with some instructors it took too long time to get replies.
Sometimes worked perfectly!"

A couple of interesting comments made by another student draws attention to the fact that a discussion can
go off topic. This is sonsthing that a tutor should watch for. As Salmon (Salmon 2000, p. 42) says, "part of the emoderator's role is to try and orchestrate appropriate participation for the purpose".
"At times, one of the two situations is evident: a) I have not understood the subject at hand, not at
all unlikely, b) The discussion is way off topic, with elaborate yet irrelevant postings."
Students were mostly positive in their response to the influence the Mail Tool had on their learning. 3 said
it had a highly positive influence, 9 said it had a positive influence and 1 said it had a neutral influence.
One student had a very comprehensive comment to make about the mail tool:

"It is not easy to communicate with someone, without hearing the tone of the voice, the emotion of
the face, the gestures of the body. Often, opinions are being stated, not facts. A degree ofpersonal
contact makes it easier to understand the way someone expresses themselves. The mail tool is a
more personal contact. It is as if you have gone to the trouble to address someone in particular,
and not just the group, I have the impression this creates a friendlier environment."
Salmon (Salmon 2000, p. 160) advocates the use of emoticons to assist with making a message less
ambiguous.

Synchronous communication tools can prove more problematic for students, as they all need to be online at
the same time. However, the benefits of having a successful online chat session can be great. As one student
commented:

"When as a group we decided to have a Sunday coffee morning on the chat tool at a specific time
it was wonderful as if there were a few of us on line it felt as if there was a bit more support and
less lonely. It is a brilliant piece of technology; it is just a shame that there are differences in time
andpeop les working hours, which prevented us using it more frequently."
Another mentioned the cost benefits involved:
"The chat tool should be used more; teachers should encourage the use of the tool in e.g. personal
tutorials. This is cheaper than telephone."

1's always useful to bear in mind that transcripts of such chat sessions could be made available to the rest
of the cohort, if necessary, for situations where not all of the cohort could get online to participate.

Further Comments Secticw
In the final section of the questionnaire, the students were asked to list three areas for course improvement.
Their responses can be best categorised under the headings of Tutors, Assignments/Feedback, Placement, NGO
Contact and Library.
In general, they felt that there was wide disparity among the teaching staff, hi terms of professionalism,
motivation and contact with the students. They felt that tutors should all be of the same high standard. The authors
will bring this comment to the attention of the teaching team in order that parity of teacher involvement is attained.
There was some dissatisfaction with the timeliness of feedback to assignments, with students of the opinion that
feedback in advance of Summer Schools would greatly improve the experience for them. Key issues on the subject
of Placement were that greater support should be given by tutors to assist students both find placements and to better
prepare for placements, especially if they had never been on a mission before. Some students requested that there be
more of an NGO presence on the course, in order to discuss key placement issues with them. Key issues connected
to the library were that some of the module reading lists were out of date and needed revising.
One of the more humorous comments from a student was a request for a big mattress when they go to the
forest on their simulation exercise!
Two key points were made in response to the final question on the questionnaire. One student is concerned
that the course requirements don't accurately reflect the fact that there is a keen focus on acute care - something that
can be daunting for non-acute care professionals. Unfortunately, what is not evident from this response is in what
context this student is referring to acute care. Another student flagged the fact that the computer skills necessary for
the course should be mentioned in the course requirements. These are essentially that a student can access the
Internet and has some familiarity with email and the Windows environment. Additionally, the course is marketed as
a blended educational programme with key components delivered via the Internet.
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In this paper we have looked at the responses to some of the parameters of our questionnaire. A
multinational, multi ethnic, multilingual group of students have positive views with regard to the blended approach
utilised and offer a number of suggestions in terms of improving existing strategies. A basic level of IT literacy is
required in order to undertake the programme and students should be actively encouraged to undertake the online
induction package within the VLB, once registered. It seems evident that the Teaching Team needs to adhere more
closely to e-moderating strategies, including the incorporation of timely feedback, in order to enhance the student
experience and this will be emphasised when the results are disseminated. In order to assist tutors with interacting
in an online environment, it would be prudent to suggest that the course team commit to completing an in-house 3
week e-moderation course that would have the potential to greatly enhance their online tutoring skills.
There is a clear need within the field of disaster relief healthcare for high quality, focussed training and
education. The results of this questionnaire suggest that the programme in question meets the needs of those
currently working in the field and those who wish to embark on a career focussed on disaster relief healthcare. The
blended approach is clearly highly relevant, with the integration of both simulation and field placement components
to support the academic pursuits undertaken within the VLB.
In order to improve access to NGO experts, the teaching team should consider organising virtual
synchronous chat sessions with invited NGO personnel and recognised experts in the field. Transcripts of these
discussions could then be posted onto the asynchronous discussion board so that they could be revisited as and when
necessary. When this activity was facilitated in the past, evaluations were extremely positive, as were the comments
of the invited experts.
Several of the students flagged the fact that they would appreciate feedback on coursework and details of
content in advance of the Summer Schools. Rosenberg advocates the "clicks and mortar" approach and says, "In
many cases Web-based training is a prerequisite for attendance at a live course" (Rosenberg 2000, p. 8). This
approach could be incorporated into the course to ensure that the best possible use of time is made at Summer
Schools.
There are undoubtedly communication issues that need to be addressed by the teaching team both during
the online activity and, importantly, during the field placement. These issues can be easily addressed if both the
teaching team and students understand the expectations of each other and accept responsibility to ensure that
effective communication takes place through whatever means are available in a given situation.
The results of this project show clear evidence of a programme that meets the needs of those who embark
upon it. With unproved commitment to communication issues, in particular, student satisfaction will undoubtedly
be enhanced. A consequent raising of the standards of clinical care delivery and evaluation can only improve care
delivery where it is most needed, often in the most difficult of circumstances.
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function of the intervention. The MRC framework is a
five step approach to help researchers develop and
focus their research ideas. This presentation will show
how multi-method approaches, following the MRC
framework, have been used to develop a body of
evidence around strategies for improving medication
adherence.

training in Accident and Emergency Nursing he joined
the Regular Army. On completion of his Short Service
Commission he returned to Wales as a Nurse Teacher
in trauma and emergency nursing. Having continued
his Army Service with the Reserve he has deployed to
Bosnia, Africa, Kosovo and Iraq in various roles
including acute clinical, UN liaison, primary healthcare
and command. His experiences led to the
development of an MSc in Disaster Relief Healthcarean international programme delivered in collaboration'
with a Finnish Higher Education provider.

Abstract

Education provision and Disaster Healthcare
Education for Disaster Healthcare must be a
combination of theory and practice. A blended
approach that has some flexibility is also essential
because of the dynamic nature of the field.
Distance learning with inbuilt feedback from students
and employing NGO's suggest that the combination
with Intensive Summer School, Simulation training,
placement in a disaster/developing world setting and
interaction via a virtual learning environment has
proved to be a creditable combination.
To enhance the base of nursing knowledge within the
field it is essential that deployments are assessed in ar
effective manner. Within the Masters programme that i;
the subject of this presentation the focus of projects is,
as would be expected wide and varied, although it mus
be borne in mind that some of the deployments
mentioned are in the most remote, inaccessible and
sometimes dangerous parts of the globe.

and war): What are the important questions for
mental health nursing research?
Rownak Yasein, National Mental Health Council, Iraq,
Kevin Davies, University of Glamorgan, Wales and
Tiina Saarikoski, Pirkalan Kunta, Finland.
Rownak Yasein - Biography
Yasein, B.Sc. /Pharmacy , Member of the National
Mental Health Council (NMHC), Ministry of Health
Baghdad, Iraq.
Abstract
Domestic Violence Against Women in Iraq,
Summary about mental health in Iraq
Aim-To give an overview about domestic violence
against wives and other female family members in
Iraq.And to give a summary about mental health in Iraq.

Intended learning outcomes

1 .Identify domestic violence against women
2.Identify mental health today in Iraq.

Tiina Saarikoski - Biography
Tiina Saarikoski RGN, MSc, Charge Nurse
Pirkkkala Health Care Centre and Visiting Lecturer,
Hame Polytechnic, University of Applied Sciences
Tel: +358-400-886166, Email: saarti@dnainternet.net

Domestic violence refers to the victimization of a
person with whom the abuser has or has had an
intimate, romantic, or spousal relationship.
Domestic violence which can occur alone or in
combination, sporadically, continually, includes physical
violence, psychological abuse, and consensual sexual
behavior.
One in 3 women experience at least one physical
assault by a partner during adulthood in USA .
The domestic violence in Iraq is of a great importance
with many contributing factors (social, religious,
economic, and war factors).
A recent study for domestic violence in Iraq among
educated employed females was done and the
incidence was found round 35%.
Still the problem is under estimated and many factions
in Iraq prefer to keep it under cover and that is why
there is a real need for a national survey to clarify the
size of the problem.
Sustained variable stress of instability and wars since
the full of Monarchy in 1958, and UN Sanctions since
1991, all these have seriously impacted the life of the
Iraqis in many respects e.g. Collapse of health services
especially in mental health care.

Tiina Saarikoski was trained as nurse specialising in
psychiatric nursing in 1994 in Finland. She has
practised nursing in Finland and also in UK. Herfurthe
education includes MSc in Disaster relief nursing.
During her MSc studies she worked in Serbia with the
refugees and IDPs living in a collective centre. There
she conducted her ethnographic research looking at
mental well-being of refugees. After completion of hei
MSc she has been working in Sierra Leone in a
surgical centre for war victims, in Iran after the
earthquake in Bam and lastly in Thailand after the
Tsunami. She is a Finnish Red Cross delegate and a
member of it's Emergency Response Unit - team. Sh<
is also a member of Pirkkala Community Crisis
Intervention Team and a lecturer in MSc Disaster Reli
Health Care programme.
Abstract
Mental Well-being and Refugees: Everyday issues
affecting the mental health of refugees and
exploration of nursing elements in daily encounte
with refugees - an ethnographic study
Mental health is a major challenge in refugee
situations. The aim of this study was to look at issues
affecting the mental well-being of refugees and
internally displaced persons living in one collective
centre and to explore the elements of nursing which

Kevin Davies - Biography
Kevin Davies RRC, MA, RN, PGCE, Principal Lecturer,
University of Glamorgan, Tel: 01443 483133, Email:
kdavies@glam.ac.uk. Kevin Davies is a nurse who
trained in South Wales in the late 1970's. Following
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Hazardous Materials (HazMat) Medical Life Support
Program in Singapore

M.K.F.Leong; R. Ponampalam; F.C.Y. Lee; S.H. Goh

Singapore General Hospital, Singapore
Funded by the Society for Emergency Medicine in Singapore and Ministry of
Health

Singapore is the leading petrochemical production, storage,
and trading hub in Southeast Asia. A potential exists for a
technological disaster involving a wide variety of industrial
chemicals. The 1995 Tokyo Subway Sarin Gas attack by
the Aum Shinrikyo cult and the recent reports of terrorist
activity in Singapore serve as a reminder that hazardous
chemicals in the surrounding environment can have devas
tating effects on civilian populations, if chosen as a weapon
by terrorists.
The Hazardous Materials (HazMat) Medical Life
Support Program, founded in 1999, is a program funded by
the Ministry of Health, which aims to provide education
and training for medical, nursing, and paramedic staff, who
may be called to respond and deal with a HazMat incident
and its casualties. The program administers four courses,
including those for the: (1) Basic Provider; (2) Hospital
Provider; (3) Hospital Decontamination; and (4) HazMat
Medical Operations. As HazMat incidents resulting in
mass casualties are relatively infrequent events, the course
format and materials are designed to provide a rational,
practical, and easy to recall algorithm for the novice responder. Concepts, rather than a systemic coverage of all avail
able chemicals, provide a mental and practical framework
for the emergency medical worker to respond to an inci
dent, as well as provide life support to HazMat casualties.
An example of a fundamental concept is the chain of
survival of a HazMat casualty—early recognition and acti
vation of the HazMat plan, administration of antidotes,
decontamination, and HazMat medical life support. Issues
pertaining to the triage, evaluation, and treatment of casu
alties in a potentially hazardous environment are covered
with the teaching of a modified primary survey. The pro
gram also emphasizes the standardization of instruction,
assessment of competency, and certification, and is an
important tool for the employers to decide on the appro
priate use of their staff in a HazMat incident.
Keywords: chemical; disaster; education; hazardous materials
(HazMat); training
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Field Placement in Disasters: An Evaluation of the
Experience of Students Obtaining Masters Degrees
K. Davies

University of Glamorgan, United Kingdom

The Universities of Glamorgan and Ulster, in partnership
with Hame Polytechnic (Finland), facilitate an MSc in
Disaster Relief Healthcare. Students enrolled in the pro
gram must be placed in a disaster area or a developing
country as an integral component of their studies. The stat
ed aim of the experience is "... to provide students with
direct experience of working and living in a disaster zone in
order to facilitate synthesis of knowledge and skills gained
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in earlier modules of study." This presentation will report
the findings of an audit of the placement of students in a
disaster area in this MSc in Disaster Relief Healthcare pro
gram. Students reported great satisfaction with their learn
ing experiences, but also, frustration. They emphasized the
need for adequate preparation prior to placement, and were
very positive about the simulations provided over three
summer school sessions before deployment. Students
reported that skills learned while on assignment have been
transferable to their homeland employment, including
assertiveness and an awareness of the importance of effec
tive communication. This presentation will highlight the
clear emphasis on cultural and role diversity, and the differ
ent modalities of healthcare provision within the placement
zone. Additionally, students' reports on the expectations of
populations in terms of their healthcare prospects will be
elucidated. These are critical areas of study when one con
siders that many students find themselves placed in some of
the most remote, challenging, and harsh environments on
earth, often coupled with a degree of personal risk due to a
worsening security situation.
Keywords: assessment; disaster relief health care; education; expec
tations; students; training placement
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Role of Education in Disaster Management of the
Bam Earthquake, Iran
A. Pazouki;1 M. Pazouki;2 V. Entezari1
1. Iran University of Medical Sciences, Iran
2. Iran Social Security Organization, Iran

Introduction: Iran is vulnerable to natural disasters, with
earthquakes causing the worst destruction and highest
number of fatalities. Approximately every ten years, a major
earthquake hits Iran, killing thousands of people and caus
ing widespread destruction. A recent earthquake occurred
in Bam, in southeastern Iran, on 26 December 2003.
The First Congress on Health, Medication, and Crisis
ment in Disaster Incidents was held in Tehran in
Manage
o
May 2003, about seven months before the Bam earthquake.
The main goal of the Congress was to familiarize the med
ical society with the different aspects of medical disaster
management and review previous experiences in the field.
The Congress was held over three days, and included mul
tiple presentations, plenary sections, and workshops.
Almost all national governmental and non-governmental
organizations related to the disaster sector participated in
the Congress, and approximately 1,500 active medical prac
titioners attended the scientific programs.
Methods: This is a qualitative, case-report study about
healthcare management during the Bam earthquake and
the role of educational interventions such as the Congress
in the performance of the Iran University of Medical
Sciences (IUMS) disaster response team.
Results: The IUMS disaster response team was one of the
first groups that arrived at the Bam airport in the early
hours after the earthquake. The team consisted of five spe
cialists (a general surgeon, orthopedic surgeon, neurosurgeon, anesthesiologist, and emergency medicine specialist),
three residents, and one general practitioner, all of whom
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Room/Salle/Sala:201B
C.0335.A - Perinatal outcomes of a randomized controlled trial of illicit drug
using mothers and their infants
10:00
Bartu. A
C.0335.B - The effects of postpartum home visitation and telephone
consultation on maternal child health in Taiwan
10:20
Chen. CM: Chou, YH; Kuo, SF; Chen, HC
C.0335.C - Randomized controlled trial of gua-sha therapy on breast
engorgement among postpartum women
10:40
Chiu. CY: Gau, ML
C.0335.D - The effect of acupuncture upon women suffering from
hyperemesis gravidarum
11:00
Lundseaard Meelsen, A ; Dinesen, J

C.0335 Professional Practice / Practica profesiona! / Pratique
Professionnelle

11.00
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Grinspun, D ; LesmonCL, J ; najnoK, i , v iruru,

Bent, KN

Nordberz. A ; Eklund, A K; Richardson, A ; Malm-Janson, K:
Lopare-Johanssson. L

Day (dd/mm/yyyy) / Jour / Dia : 24/05/2005, 10:00 - 11:20
Room / Salle / Sala : 103
S.0265 - Evidence-based knowledge and priorities

S.0265 Social and Economic Welfare

Day (dd/mm/yyyy) / Jour / Dia : 24/05/2005, 10:00 - 11:20
Room / Salle / Sala : 10IB
§.0215 - Measurement and instrument development issues across cultures
Shortridee-Baeeett, L ; van der Bijl, J; Courtmy, M; Walsh, A ;
Edwards, H; Finlayson, K; Lindsay, E ; Lewis, C; McDowell, J

S.0215 Professional Practice / Practica profesional / Pratique
Professionnelle

C.0415.B - Effects of an instructional program on palliative knowledge,
attitude, and behavior intention in cancer patients
10:20
Chen,SY; Hu, W Y; Dai, YT; Chen, C Y
C.041S.C - Nurses should strive for best interests in end-of-life care, but
whose?
10:40
Hsieh. HF: Shannon, SE; Curtis, JR
C.0415.D - Cultural issues and theory application in Chinese Americans' endof-life (EOL) treatment decision-making
11:00
Hsiuns. Y: Ferrans, C

10:00

C.0415 Professional Practice / Practica profesional / Pratique
Professionnelle
Day (dd/mm/yyyy) / Jour / Dia : 24/05/2005, 10:00 - 11:20
Room/Salle/Sala: 401
C.0415.A - When a partner dies: lesbian widows

11:00
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John Badham, Associate Director of the Board, National OinacaS Governance
Support team
. Biography
P- : ;> A:^uallfied Nurse who trained in the 1970's and worked with a variety of clinical
settings. Entered Nurse management early 1980's and became Assistant Director of
Nursing at a Liverpool Teaching Hospital.
In 1989 entered General management and was responsible for the Resource
management initiative within a first wave Trust setting up the Clinical Director structure
within the organisation and the implementation of a first generation Hospital
Information System (HISS). Moved in the fund holding days to manage GP contracting
and strategic planning in primary Care in Liverpool.
In 1994 project managed the implementation of a second generation Hospital
Information System under a Private Finance Initiative at Warrington Hospital Cheshire
up to implementation in 1997
In 1997 returned to General management as Assistant Chief Executive of Warrington
Hospital
In 1999 became the Head of Clinical Governance for the Northwest implementing
Clinical Governance across the region and working closely with CHI
In May 2002 became the National Programme Director for the Essence of Care
programme working with the Modernisation Agency/Leadership Centre and CHI-working
to the Chief Nursing Officer as Nurse Advisor at the Department of Health
In July 2004 was appointed as Head of Nursing for the NPfIT programme seconded to
the Department of Health working with the Deputy Chief Medical Officer
In January 2005 was appointed as Associate Director for the Board Development
programme with the National Clinical Governance Support Team as well as Professional
Nurse Advisor.
Abstract not available

10.40-11.10
Health on operations -the patient/public perspective__________________

Colonel Phil Hobbard, CMgr-FCMI L/RAMCf Commanding Officer, 203 (Welsh)

FieUd Hospital, Cardiff
Lt CoS Kevin Davies, RRC, HA, RN, PGCE, Principal Lecturer, University of
Glamorgan, Pontypridd & Senior Nursing Officer, 203 (Welsh) Field Hospital,
Cardiff
Biographies
Colonel Hubbard enlisted into the Royal Army Medical Corps in December 1970. He
underwent Basic Military and Trade training at the then Royal Army Medical Training
Centre, Keogh Barracks. Colonel Hubbard had a wide and varied career as a soldier
reaching the rank of Warrant Officer Class 1 (Regimental Sergeant Major) in 1985
whilst serving in Osnabruck Germany.
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He was commissioned in April 1987 as a Lieutenant in the Royal Army Medical Corps.
On completion of Officer Training, he was posted to the Princess Marina College,
Arborfield. Between 1987 and 2005, Colonel Hubbard has held a number of
appointments ranging from Adjutant 3 Armoured Field Ambulance, Staff Officer at
grades 3, 2 and one, the latter where he was responsible for medical sustainment for
the three Services working at the Ministry of Defence, In February 2000, he was posted
to South Africa as the Military Advisor to the South African Military Health Services. He
remained in South Africa until being promoted to Colonel and posted to the Army
Medical Directorate (Ministry of Defence) to assume the appointment of Deputy Chief of
Staff in April 2002, where he was responsible for Personnel, Manning and Graining for
the Army Medical Services. Prior to his current appointment, Commanding Officer 203
Field Hospital (V), which he assumed in July 2004 Colonel Hubbard was appointed as
the Commander Medical to the Multinational Division (South East) in Iraq.
Colonel Hubbard has gained operational experience from the Falkland Islands, the
Balkans and Iraq.
Colonel Hubbard is married to Rosemary and has three children, 2 sons and a daughter.
His interests are family and keeping fit.
Kevin trained as a nurse in South Wales in the late 1970s and subsequently worked in
Accident and Emergency. He joined the TA in 1983. He undertook ENB 199 A&E Nursing
at Whipps Cross Hospital in 1985. In 1987 he joined the Regular Army and following
Sandhurst served in 34 Evacuation Hospital, the Duchess of Kent's Military Hospital in
Catterick and 23 Parachute Field Ambulance. On completion of his time in the Regular
Army Kevin returned to Wales as a lecturer and rejoined the TA. He was appointment a
Member of the Royal Red Cross in the Birthday Honours 1997 in recognition of Services
to Nursing with the Implementation Force in Bosnia during 1996. Kevin has deployed to
many areas of the world including Bosnia, Kenya, Kosovo and Iraq. He completed an
MA in Sports Science at University of Wales Institute Cardiff in 1994 and is course
director for an MSc in Disaster Healthcare.
Aim of session
To acquaint conference with patient public influence on health delivery, during
operations
Abstract
Operational Planning
The provision of Health support on military operations is of paramount importance, and
is crucial to the planning of any operation. Accurate medical planning is the key to the
provision of an appropriate health infrastructure for a particular operation and therefore
estimates will be made for the number of Battle Casualties (those caused by hostile
action) expected and the number of Disease and Non Battle Injuries.

The Patient

Our primary concern on operations is our Servicemen and women and those enemy
casualties that fall into our hands. They are generally fit, young and healthy and we are
experienced in addressing their needs. However, history has taught us that we also
have a moral and ethical obligation to care for those unfortunate civilians, refugees and
displaced persons who inevitably are caught up in hostilities. Caring for these people
presents us with immense difficulty as they do not fit our'normal' casualty in terms of
age, gender and simply the vast number of such individuals encountered. Civilian
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casualties expect similar treatment and receive it. However, we must be mindful that at
times we may be providing standards of care superior to those they could expect from
their own health infrastructure if it were functioning correctly, and the legacy that our
eventual departure from the area may leave.

The Public
The importance of the public, our Armed Forces, and their families is never
underestimated. The amount and quality of medical support is always at the forefront of
the public's minds, and they should be confident that wherever our forces are deployed
they will be in receipt of NHS standards of care. This is achieved by careful patient
handling between medical facilities in the theatre of operations, host nation facilities
where appropriate, and those based in the UK.
Learning outcomes
1. Recognise that the armed forces have a different PAR
2. Recognise that military health capability is task and PAR dependent
3. Recognise the major contribution the civilian nurse in uniform makes to output
and outcomes of the Defence Medical Services
References
None
11.10-11.40
Refreshments/ exhibition and poster viewing

11.40-12.10
Carers are Partners in Care__________________________________
Maggie TItterton, Development Officer for Wales, Carers UK
Biography
Maggie Titterton is Carers Wales' Development Officer. Carers Wales is part of Carers
UK which is the leading voice of carers throughout the UK.
Maggie works with local authorities, health trusts and primary care teams to encourage
them to improve their services and support to carers. She develops and delivers
training and awareness raising on carers issues, including the implication of carers
legislation, to a variety of organisations. Maggie facilitates the Carers Wales Branches
Network, the Wales Carers Workers Network, and a new network for Carer Members of
the Local Health Boards in Wales.
She works with employers to raise awareness of carers issues in the workplace,
encouraging them to adopt carer-friendly policies to enable carers to continue to work
and care. Maggie has personal experience of caring and of trying to balance working
and caring.
She was a member of the Welsh Office Advisory Group (prior to the Welsh Assembly)
set up to make recommendations for a National Carers Strategy, and a member of the
Commfssioning Advisory Group for NHS Direct Wales. Before joining Carers Wales,
Maggie worked for Hampshire and Berkshire Social Services. She is a former
Editor/Senior Sports Producer for BBC Sport in Wales.

University of Glamorgan
Faculty of Health, Sport and Science

iiSueation Provision and Disaster Healthcare:

An MSc in Disaster Healthcare Utilising a Blended Approach
Kevin Davies

Principal Lecturer « Faculty of Health, Sport and Science • University of Glamorgan
http://wwyj.cjlani.ac.uk
Education for Disaster Healthcare must be a combination of
theory and practice (Slim 1996). A blended approach that
has some flexibility is also essential because of the dynamic
nature of the disaster healthcare field (Davies & Hlgglnson
2004, Davies, Deeny & Raikkonen (2003). The aim of the
course Is to "prepare healthcare professionals for roles
In multinational turns that provide high quality
haaKhcare In disaster situations worldwide".

The Bleirsd of Educational Strategies
When distance learning Is Inbuilt feedback from students and
' employing NGO's suggest that the combination of Intensive
Summer School, Simulation training In the form of a week
long scenario based field exercise, placement In a
disaster/developing world setting and Interaction via a virtual
learning environment has proved to be a creditable
combination.

The Placement Bam Earthquake Js-an

The placement phase
.:/fp enhance the base of nursing knowledge within the field It
;Ts essential that deployments are assessed In an effective
manner. Within the Masters programme that Is the subject
of this poster the focus of protects Is, as would be expected
wide and varied but do reflect the emergence of Disaster
Nursing as a distinct speciality In Its own right. It must also
,, be borne In mind that some of the deployments mentioned
risf.e In the most remote, Inaccessible and sometimes
^dangerous parts of the globe.

Professionals involved in Plannln
th« MSc

Military Medical I
Organisations I

Hie Placement violence in KOSQI/O

Graduates
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The structure of the course
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Appendix Ten: Word version of: A mode! for education and preparedness in
Disaster Healthcare mapped against curriculum.
As stated above any model that addresses disasters by its very nature has to be broad
in its application. It can only be a guide for A disaster not THE disaster. The pages
that follow offer just that; a guide that the practitioner can follow. This model also
acknowledges the fact that the novice practitioner may follow the model in a linear
and systematic fashion in line with their expertise at the point of engaging with a
given disaster while the practitioner with expertise may well follow the same route but
while engaging with each component be cognisant of the nuances of the situation and
be simultaneously addressing other components of the model.

Contemporary data is essential to inform the practitioner in the light of the evolving
data with regard to THE disaster. I give some exemplars and acknowledge that they
are just that in the sense that this model by its very nature can only give broad
examples of issues to consider while the professional practitioner will need to address
and explore the specific issues in relation to THE disaster.
The mapping exercise presented here in tabular form after each individual component
of the model is offered as an exemplar of module content and its application to the
integrated curriculum. The research project by definition can inform any component
of the model and indeed can evolve from any part of the curriculum.
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Self preparation is essential for any professional deploying to a disaster. The
individual must be fit, healthy and skilled for role. The pragmatics of preparation
cannot be overlooked in terms of the preparation of wills and appropriate insurances.
Appropriate visas and passport preparation will not only save time and anxiety at
points of embarkation it will also serve to ease the process and not draw unnecessary
attention to the individual in possibly tense circumstances. Equally appropriate
personal health promotion measures will serve to ensure that the individual remains fit
for role and is able to function throughout. Appropriate personal equipment and
clothing is essential and again ensures personal endurance and enables the individual
to focus on task instead of self. The use of emblems is contentious in the
humanitarian and indeed the military sectors. The tangible paradigm shift that this
has brought about means that the use of such emblems as the red cross/crescent and
other means of identification have to be seriously weighed against the security
situation of the particular event and may indeed be dynamic as events unfold. The
essentials of self preparation are covered fully in:
Mannion, S. Challoner, E and Walford, C. (2002) In Ryan, J. Mahoney, P. Greaves, I.
and Bowyer, G. Eds. Conflict and Catastrophe Medicine: A Practical Guide. Chapter
8. London. Springer.
Further the issue of emblems and their use is discussed in:

Ryan, JM. and Lumley, JSP. (2000) "And finally...failed states and failing states".
Trauma. Vol 2. pp231-235.
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Relevant Curriculum
Module
Operational
Management

Strategic Leadership

Key Aspects of
Disaster Healthcare

Mental Health

Field Placement

Rationale for Inclusion
Survival and self awareness are essential. Personal health
and fitness for role are explored. Module specific content
applies here during simulation exercises and follow up
VLB interaction. Reflective account forms the assessment
strategy___________________________
The critical importance of reconnaissance (recce) is
addressed in this module in detail involving planning for
up to 5,000 Refugees and IDPs. Communication through
the medium of interpreters is explored and evaluated.
Follow up in VLB interaction ensues. Reflective account
forms the assessment strategy._________________
VLB supported module. Main aim to introduce key issues
in the domain. Ethics, communication and respect for
indigenous populations highlighted. Assessment in three
component parts which are sequential. Actions sets X 2
looking at the complexity of disasters and their human
impact and a paper accentuating the development of a
personal framework for work within the domain.
Ultimately informs the placement with emphasis on
respect and understanding of self, group and community
dynamics within a disaster. This includes the concept of
"outsiders"
Is informed by the activities above where the student will
face the realities of the field in context..
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Standards are set by the sector and both the Sphere Project and MSF have been
instrumental in informing practice. In addition targets have been set by the UN in the
form of the Millennium Development Goals. For any targets to be met the population
at risk (PAR) must be profiled in detail and achievable goals set. The deploying
healthcare practitioner must work with the affected population (concordance) and not
insist on self driven goals (compliance). There may well be very contentious ethical
considerations to address such as reverse triage. The healthcare practitioner must be
cognisant of these issues and issues such as utilitarian principles where with limited
resources the greatest good must for the many must be a priority Vulnerable groups
must be considered also in the light of appropriate conventions of the affected
population and again contemporary literature pre-deployment may help here. For
example the Humanitarian Practice Network publications series provides useful,
succinct and up to date commentary an example of which is offered here in relation to
the elderly. The legal relationship with host governments and refugee/IDP
populations must be considered in detail including consideration of the indigenous
population.
Wells. Jo. (2005) "Protecting and assisting older people in emergencies". London.
Humanitarian Practice Network.

The Sphere Project (2004) 2nd Edition. "Humanitarian Charter and Minimum
Standards in Disaster Response". Oxford. Oxfam Publishing.
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MSF (1997) "Refugee Health". Macmillan. London.
Relevant Curriculum
Rationale for Inclusion
Module
Critical analysis of the physical, social, psychological,
Public Health
environmental, political, economic, cultural and transcultural factors influencing public health in communities
before, during and after a disaster. Critically evaluate and
apply appropriate methods of assessing and prioritising
initial public health needs in disasters and examine the
research and practice approaches in disaster contexts and
mechanisms for ensuring minimum standards of public
health intervention, e.g. the Sphere project. Determine an
interdisciplinary approach to meet the needs of
individuals, family/group and communities taking into
account the mental health, psychosocial wellbeing,
envkonmental sanitation, communicable disease control,
water and nutrition of the communities affected by
disasters
Mental Health
Exploring group dynamics and effective group leadership.
Analysing theories of stress, coping conflict and its
resolution. Personal Safety and Security in austere
environments. Interpersonal skills of effective group
working, negotiation and communication and Mental
Health strategies targeted at self awareness, stress and
coping
Key Aspects of
Disaster Healthcare

Strategic Leadership
Simulation phase
Field Placement

Critical appraisal of the various perspectives on disasters
and analyse the nature and diversity of the political and
socio-cultural response to disasters. Analyse the meaning
of terminology in use within disaster relief operations.
Critically evaluate the use of ethical theory in the
justification of health-care intervention in disaster relief
situations. Critically appraise the impact of International
Law in Disaster Relief Operations._____ _______
Critically evaluate the role of the NGO in the effective
delivery of disaster healthcare._____________
Is informed by the above and the implications in practice
evaluated.
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Political drivers and regional politics are essential considerations in any disaster.
Much more the case when there is superimposed conflict complicating and
The pre-deployment assessment must take into
compounding the issues.
consideration the agendas and stances of the actors in the field whether they be NGO
or military. Concepts such a neutrality, impartiality and non-partisanship must be
considered in addition to the needs of the affected population in relation to these
concepts. Knowledge of regional politics is essential for any deploying organisation
there can be no doubt that such knowledge can have a significant impact on what is
and is not achievable in difficult circumstances. For example the delivery of food aid
is often contentious especially when those who have possibly been instigators of the
current problems are in hiding within refugee camps, Goma in the 1994 Rwanda
genocide is a good example here. Equally the issue of investing cash rather than
tangible aid is contentious. Again contemporary guidelines may help the deploying
practitioner for example:
Maxwell, D. Sadler, K. Sim, A. Mtonyi, M. Egan, R and Webster, M. (2008)
"Emergency food security interventions". London. Humanitarian Practice
Network.
Ali, D. Toure, F and Kiewied, T. (2005) "Cash relief in a contested area: Lessons
from Somalia". London. Humanitarian Practice Network.

HPG Policy Brief 29 (2007) "Humanitarian advocacy in Darfur: The challenge of
neutrality". London. Humanitarian Practice Network.
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Relevant Curriculum
Module
Strategic Leadership

Placement
Strategic Leadership
Simulation phase

Rationale for Inclusion
Critically evaluating the role of major government and
non-government organisations in disaster healthcare
situations. Critically evaluate management skills needed
for the assessment of priorities, allocation of resources
(including manpower) and co-ordination of activities in
disasters. Define and distinguish between different types
of leadership theories. Critically appraise risk management
issues that affect the management of disaster response.
Identify and evaluating the effectiveness of Political
drivers in the disaster setting.
Critically evaluate the role of the political drivers in the
effective delivery of disaster healthcare within a scenario
presented at the Summer School simulation.
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It is absolutely essential that the agenda of any deployed military actors in the field
are understood. Deployed military forces in humanitarian aid have been heavily
criticised for their apparent lack of focus. What is perhaps not understood is that
military forces, even with UN mandates are severely handicapped by the very real
limitations of their mission statement. Often this does not allow for very much
flexibility and more often that not there is a timeframe placed on the deployment
which means that withdrawal may be implemented prior to full mission
accomplishment. This it could be argued was the case in Rwanda in 1994 where the
UN force was deployed for 90 days only. It is essential that other humanitarian actors
understand these restrictions and focus their own interventions on that understanding.
Clearly the Geneva Conventions and their subsequent protocols will inform this
understanding as will contemporary literature informing the organisations concerned.
In addition it must be recognised that in many of the worlds most challenging
environments there are non-state armed actors in the field who have their own agenda
and must be recognised as having influence. There may well be a need to negotiate
with these unpredictable organisations also.
Glaser, MP. "Humanitarian engagement with non-state armed actors: The
parameters of negotiated access". London. Humanitarian Practice Network.
Wheeler, V. and Harmer, A. (2006) "Resetting the rules of engagement: Trends
and issues in military-humanitarian relations". London. Humanitarian Practice
Network.
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Geneva Conventions revised and expanded in 1948.
•
•
•
•

First Geneva Convention "for the Amelioration of the Condition of the
Wounded and Sick in Armed Forces in the Field" (first adopted in 1864, last
revision in 1949).
Second Geneva Convention "for the Amelioration of the Condition of
Wounded, Sick and Shipwrecked Members ofArmed Forces at Sea" (first
adopted in 1906).
Third Geneva Convention "relative to the Treatment of Prisoners of War"
(first adopted in 1929, last revision in 1949).
Fourth Geneva Convention "relative to the Protection of Civilian Persons in
Time of War" (first adopted in 1949, based on parts of the 1907 Hague
Convention IV).

Protocols
In addition, there are three additional amendment protocols to the Geneva
Conventions:
•
•
•

Protocol I (1977): Protocol Additional to the Geneva Conventions of 12
August 1949, relating to the Protection of Victims of International Armed
Conflicts. As of 12 January 2007, it had been ratified by 167 countries.
Protocol II (1977): Protocol Additional to the Geneva Conventions of 12
August 1949, relating to the Protection of Victims of Non-International Armed
Conflicts. As of 12 January 2007, it had been ratified by 163 countries.
Protocol III (2005): Protocol Additional to the Geneva Conventions of 12
August 1949, relating to the Adoption of an Additional Distinctive Emblem.
As of June 2007, it had been ratified by 17 countries and signed but not yet
ratified by an additional 68 countries (see Red Crystal).

Relevant Curriculum
Rationale for Inclusion
Module
Operational
Identifying all of the actors in the field. Identifying all
Management
those with whom work can be done and those with whom
work cannot be done. Meeting ethical and agreed ethical
and operational principles. Identifying capability and
capability gaps.
Key Aspects of
Exploring ethical principles and their implications.
Disaster Healthcare
Exploring the Geneva Conventions and their implications.
Understanding donor agendas and their potential impact on
capability.
Field Placement
Practical application of conventions and protocols
evaluated within a deployed context. Realities of the field
explored.
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Thorough intelligence gathering and analysis prior to deployment is essential. As
stated above deployed military organisations may well, in fact will in all probability
be mission bound. That is they will have a very limited and focussed remit. They
may well be bound also to very focussed and possibly limited interventions. It is
essential to have an understanding of this. In addition it is essential to have an
understanding of the nature of the environment into which a proposed deployment is
to take place. Clearly in a healthcare focussed intervention it is essential to have a
detailed intelligence brief of the environment into which the deployment is to take
place. Clearly, an understanding of the infrastructure and means of livelihood are
essential here. Again security is an essential component of any response and
protection of the affected population is crucial.

Watson, C. and Catley, A. (2008) "Livelihoods, livestock and humanitarian
response: The livestock emergency guideline and standards". London.
Humanitarian Practice Network.
O'Callaghan, S and Pantiliano, S. "Protective action: Incorporating civilian
protection into humanitarian response". London. Humanitarian Practice Network.
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Relevant Curriculum
Rationale for Inclusion
Module
Strategic Leadership
Identifying PAR. Medical intelligence gathering and
refugee/IDP camp planning exercise in detail from given
scenario. Understanding role and function within a
working deployed field medical provision facility.
Key Aspects
Ethical stances and intelligence gathering, storing and
evaluating strategies.
Field Placement
Application in a field setting with real time problems and
real time solutions to be considered applied and evaluated.
General intelligence includes terrain, ethnic groups,
prevailing weather conditions, political influences. The
influence of military and PMC organisations is considered.
Exploration of self and role and function of and within a
group in potentially difficult circumstances.
Research Methods
Undertaking research in difficult circumstances.
Application of research to the field. Translational research
application, that is transferring the findings to education
processes.
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It is essential that a thorough assessment of risk is undertaken. Here I highlight some
examples but this is clearly nowhere near comprehensive in terms of THE disaster.
Each event must be assessed on its own merits with its own specific nuances. Equally
important for deploying personnel is the need for a clear and detailed repatriation
processes to ensure timely evacuation if required. Inherent healthcare risks are also
important to understand in order that they can be mitigation strategies can be
implemented. In complex disasters with conflict there may be the further risks of
uncharted mine fields and the indiscriminate use of weapons creating further risk.
Holt, V. (2006) "The military and civilian protection: Developing roles and
capacities". London. Humanitarian Practice Network.
Wheeler, V. and Harmer, A. (2006) "Resetting the rules of engagement: Trends
and issues in military humanitarian relations". London. Humanitarian Practice
Network.
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Relevant Curriculum
Module
Public Health
Operational
Management
Strategic Leadership
Mental Health
Field Placement

Rationale for Inclusion
Clear public assessment and intervention processes. Risk
analysis. Epidemiology in disasters. Assessment of the
needs of multiple populations at risk.
Self awareness and safety in field conditions that carry
risk. Ability to function individually and within a deployed
team.
Awareness of risks in the field. Education and training in
the extraction from minefields and other risks.
Negotiation skills with belligerent groups and individuals.
Self help and team cohesion strategies. Assessment of
needs of affected populations.
Application of the above in the field setting involving real
time problems requiring real time solutions that must be
ethical, effective and in concordance with the population
affected.
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Country awareness is essential. The complexities of culture, ethnicity, language and
potentially tribe must be acknowledged. Rivalries within countries must be explored,
assessed and evaluated. Transport and logistical issues equally must be assessed and
suitable plans made. The use of indigenous personnel in the delivery of aid and
healthcare must be given a priority in line with an approach that acknowledges
ownership of provision to lie with the affected population. This is in line with the
notion of concordance mentioned above. This is especially important in the
acknowledgement of indigenous hierarchies. When communicating through
interpreters it is again essential that this communication is not merely translation but
meaningful interpretation of the issues that are impacting on the population affected.
HPG Policy Brief 28. (2007) "Humanitarian advocacy in Darfur: The challenge of
neutrality". London. Humanitarian Practice Network.
McBride, L. and D'Onofrio, A. (2008) "Community driven reconstruction: A new
strategy for recovery". London. Humanitarian Practice Network.
Wheeler, V. (2005) "Politics and practice: The limits of humanitarian protection
in Darfur". London. Humanitarian Practice Network.
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Relevant Curriculum
Rationale for Inclusion
Module
Operational
Self and group working and cohesion strategies in line
Management
with survival skills. Communication via a third party
(interpreters).
Key Aspects
Exploring complex issues and impact of ethics, ethnicity,
tradition, colonialism, religion, politics and other specific
issues that may impact upon a given scenario as offered
within the VLB.
Strategic Leadership
The application of the issues raised in Key Aspects with
the addition of real time field simulation for one week
during the Summer School. Includes a comprehensive
assessment exercise identifying and informing issues for
an intelligence assessment of the deployed area within the
scenario.
Public Health
Assessment of traditional medicine and potential impact of
western medical practices.
Field Placement
Application of the above to real time field setting
exploring the complexities involved.
Mental Health
Assessment of belief systems and their impact upon a post
disaster community.
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Communications systems are essential in any disaster setting. They allow for timely
interactions with the deployed organisations and affected populations. A working
knowledge of appropriate voice procedure when using high and very high frequency
radio equipment is essential. At the same time it is essential have a grasp of the
importance of communicating the disaster healthcare provision message ie. what is
planned and equally important what is not planned. In this way misunderstandings
that can damage relationships can be avoided.
Deeny, PG, Davies, K and Gillespie, M. (2002) International Disaster Nursing
(Chapter 23). In. TG Veenema. ed
"Disaster Nursing and Emergency
Preparedness for Chemical, Biological and Radiological Terrorism and Other
Hazards" New York. Springer.

Graves, S. Wheeler, V and Martin, E. (2007) "HPG Policy Brief 27; Lost in
translation: Managing coordination and leadership reform in the humanitarian
system". London. Humanitarian Practice Network.
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Rationale for Inclusion
Relevant Curriculum
Module
Linked to Summer School simulation in year one.
Operational
Interpersonal communication strategies within groups
Management
including third person.
Linked to Summer School simulation in year two. The use
Strategic Leadership
of technology in communication strategies including the
difficulties of over-reliance on technology.
The realities and frustrations of utilising communication
Field Placement
technologies in the field.
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Appendix Eleven: An example of an asynchronous discussion forum
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Group Discussion Board

£J Terminology in Disasters

Page 2 of 3

tv Modify ")

(^ Remove)

Number of
Messages: 8
All read

Hi everyone,
It seems that there are many terms in use in terms of disasters that are
particularly prominent in the media. Lets try to make some sense of them.
Regards Kevin

j Neutrality and impartiality
Number of
Messages: 9
All read

These are terms that organisation often use to state their stance.
Are they different?
If so what are the fundamental differences?
Regards Kevin

The term terrorist is used to describe many different groups who are
engaged in conflict.

Number of
Messages: 10
All read

Activities: Utilising examples from your own experience or reading.
1. Define the term terrorist.
2. What constitutes a terrorist act?

7 - Action Set Two
Hi everyone,
Please attach your submission for the above here by Friday 27th October.

Number of
Messages: 8
[4Ne* I

Regards Kevin

iJ Globalisation

Define this term.

Number of
Messages: 6
All read

What are its percieved benefits?
What are the arguments against this?

http:/^ackboard.glam.ac.uk/bin/common/forum_list.pl?coursejd=_6127_l&nav=di...
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Regards Kevin

J9 j»J Human rights and irrtemationai
Hei,
Here's a thought. The Universal Declaration of Human Rights(1948), states
"All humans are born freeand equal in dignity and rights. They are endowed
with reason and conscience and should act towards one another in the spirit
of brotherhood." Although this could be seen as a right of all, many countries
do not follow the declaration. How realistic is it to enforce this?

Number of
Messages: 10
All read

The same thoughts can be said about other UN documents such as the,
The International covenant on economic, social and cultural rights (UN,
1966) and the International covenant of civil and political rights (UN, 1966).
A person's civil rights, which are rights that a nations inhabitants follow by
law, may not be in keeping with rights declared by the UN. Can this cause
a dilemma for aid organisations going into a disaster situation?
Comments welcome

Regards

OK
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KEY ASPECTS OF DISASTER RELIEF (2006/07) > COMMUNICATIONS > DISCUSSION BOARD

Add Forum

FTj] Dimensions @f Disaster
Welcome to the discussion on 'dimensions 'of disasters. The conceptual
frameworks presented a valuable starting point can we now discuss them
further?

Number of
Messages: 24
All read

Please note that this discussion will culminate (end) when we are happy that
we have developed a personal framework for analysis of case studies of
disasters. For this reason we will keep this open until we complete the theme
related to .personal frameworks,
Thank you
Regards Kevin

[T3 Academio Writing/Written assignments in Key Aspects
Hei,

Number of
Messages: 1
[ All New l

I am creating a 'place1 for us to discuss Academic Writing.

z] Action Set One
Dear all,
Please put your Action Set One in this discussion page. You can place it
as an attachment. If you wish to send it to us in advance by email and wish
us to comment, prior to placing it in the discussion page this is still
acceptable.

Number of
Messages: 15
All read

Either way we must have a copy with us by the deadline on Friday 6th
October 2006 .
If you decide to email first for comment, you must at some stage place the
Action Set One in this page so that everyone can read it otherwise the marks
cannot be awarded.

Thank you
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7 Dimensions of Disaster
Welcome to the discussion on 'dimensions 'of disasters.
The conceptual frameworks presented a valuable starting
point can we now discuss them further?

Please note that this discussion will culminate (end) when we
are happy that we have developed a personal framework for
analysis of case studies of disasters. For this reason we will
keep this open until we complete the theme related to
.personal frameworks,
Thank you
Regards Kevin

Forum View

Page 1 of 14

£QUB£ES > KEY ASPECTS OF DISASTER RELIEF (2006/07) > COMMUNICATIONS > DISCUSSION BOARD > DIMENSIONS OF DISASTER

Forum: Dimensions of Disaster
Date: 08-24-2006 16:20

Times Read: 70

Author:'
Attachment key_aspects01.ppt (130560 bytes)
Subject Key Aspect FrameworkOI

Dear all, find attached KEY ASPECT FRAMEWORK as presented. Cheers.
(

Forum: Dimensions of Disaster
Date: 09-12-2006 14:31
Author: <
Subject Dimensions of Disaster

Reply

Times Read: 25

Hei,

just a wee note to welcome you back. I am not expecting anyone to contribute until Monday 18th Sept
but if you have an issue or question please feel free.
On Monday we need to revisit the work you did on dimensions of disaster. Can the group leaders who
have copies of the 'models' 'conceptual frameworks' created in the groups (circa 23 August in
HAMK) please post these in this discussion forum?
This will form the basis of our next discussion points. Thank you

Forum: Dimensions of Disaster
Date: 09-1 5-2006 15:17
Author:

Times Read: 38

Subject Key aspects framework 2 (The disaster spider)

Sorry for delay.
Technology getting the better of me.
Anyway framework 2

^tp://blackboard.glam.ac.uk/bin/common/msg_list.pl
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Foram: Dimensions of Disaster
Date: 09-18-2006 15:08
Author:*
Subject Discussion on Dimensions of Disaster

Page 2 of 14

Times Read: 31

Thank you to both groups for posting their work.
We now have two very different 'conceptual frameworks' that is a diagrams that depict the 'main ideas'
that have to be considered when analysing disasters. Both diagrams capture the main ideas but you
have to ask yourself "are we not describing everything that exists in human life and society and then
showing how disaster disturbs this?" Remember that society/cultures/environments are always evolving.
There are 'key dimensions' determine when a disaster may happen.
We have to be more focused otherwise the study of disasters and in particular disaster relief healthcare
will be unmanageable!
and group can you remind us about the 'movement' in your diagram. There was a spider. The
Spidar was the disaster and the web is the society before it is severely disturbed.
and group I have a question about the 'time dimension'. Will the effect of the disaster
be greater (circle in the middle get bigger) if the time is longer? In the environment dimension the
'rate/pace of regeneration' impacts on the effect/size also. Can you explain this?
Let's address these questions and raise more issues. Do you think it is possible to merge the
frameworks/ too soon perhaps.

Forum: Dimensions of Disaster
Date: 09-19-2006 08:58
Author:
Subject Re: Discussion on Dimensions of Disaster

Times Read: 28

Hei,
there was an error in the previous posting "There are 'key dimensions' determine when a disaster may
happen" should read "Are there key dimensions that determine when a disaster might happen?"

http://blackboard.gl am. ac.uk/bin/common/msg_list.pl
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( Reply "i

Forum: Dimensions of Disaster
Date: 09-19-2006 09:57
Author:
Subject Spider

Times Read: 24

ital.

got spider on second page. Remind me how this works.
Thanks

Forum: Dimensions of Disaster
Date: 09-19-2006 11:09
Author:'
Subject Re: Discussion on Dimensions of Disaster

Times Read: 42

Dear all, in response to HUs questions on our framework, our aim was to show the
'ripple-effect' out from the event / disaster. We depicted the disaster as the epicentre
and we did not give any thought to this 'core' changingjn size depending upon the
magnitude of the event as I recall, ((•fe,^^*. 1VP< <MP please chip in). Our time
line was two-fold however, the time (duration of an actual event) and the time (line)
into the furutre.
Although if we wanted, we could add ripples - ever increasing circles, moving further
from the centre to illustrate magnitude. The farther our form the centre, the more the
devastation on that specific aspect (i.e. a longer timeline, the more the effects of the
disaster into the future is felt and same for regeneration, longer to return to pre-event
evels [if that's where we want to aim for!]). I wonder if a similar framework could show
when an event is a major incident, a crisis, a disaster, a complex humanitarian
smergency - like a continuum.
have been thinking about disasters in terms of an event + affects + effects =
disaster'. For example, comparing the affects (of an event such as an earthquake)
destroying many homes, bringing down power lines, destroying road and airport
access, health facilities, communications etc, will result in greater effects (time-line for
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regeneration, higher mortality rates from the actual event and longer-term effects on
health, water, sanitation etc. Comparing this to an earthquake hitting an
uninhabitable / low-density populated area will have less initial affects and less effects
into the future. Not sure if that makes sense out of my brain!
asks if there are key dimensions that determine when a disaster might happen.
Could the affects of an event be used to determine when an event turns into a
disaster? Pat are you thinking more about early warning systems?
Both our frameworks are heavily inclusive of elements and I take Pat's point in that we
do seem to be describing everything that exists in human life and society and then
showing how disaster disturbs these. So how do we prioritise?
Cheers,

Forum: Dimensions of Disaster
Date: 09-19-2006 21:53
Author:'
Subject Re: Spider

Times Read: 27

Hi.

The idea behind the concept of the spider and the web was really two fold.
Firstly, the web. It has hundred of different strands reflecting the different element/dimensions of
disasters. It was realised in our group that it was almost an impossibility to list all the dimensions of a
disaster. Human nature and society being as complex is it is means that there is a massive numbers of
'what its' and 'different senarios'.
The disaster spider runs around on this web really having free rein over the different dimensions. The
dimensions affected by each disaster would be illustrated by the path of the spider across the web.
Secondly, the diagram tries to illustrate the ripple effect (or in tis case the effect of the spider pulling on
the web). This is important as (I feel) different dimensions in each disaster can become more or less
important over the timeline of any incident.

Hope this helps.

Forum: Dimensions of Disaster
Date: 09-19-2006 22:16
Author: <

Times Read: 40

Subject Re: Discussion on Dimensions of Disaster
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thanks for this analysis. Three points come to mind.
1. It is necessary to 'get a picture1 of the normal society or culture that exists prior to the disaster, hence
the need to consider the epidemiology of the population. This acts as very necessary 'base-line1 to
establish the 'norm' (keeping in mind that the norm is dynamic).
2. The need to consider 'key dimensions' is as you say to help with priorities and possibly predictability. I
suppose if we can identify the key indicators we can intervene sooner. General indicators such as
poverty have to be first on the list, followed by ethnic conflict, unstable climatic conditions etc etc.
3.1 think there are two domains/levels/webs/waves/ whatever we call them!. These include the key
dimensions that exist in all disasters for example, human rights, ethical interventions, cultural sensitivity,
or low level ethnic conflict, political tensions etc etc AND then there are the indicators for disasters such
as increasing poverty, economic crises, ethnic conflict, climate change, bad housing, etc. As I see it we
are getting close to descrobing the reality: An existing society with all its elements (ethics, culture,
environment social and physical) and then there is the disaster disturbing existing systems and
structures and throwing up new dimensions, number of fatalities, psychosocal impact, cultural change
etc all of the things identified in both models. I suppose we need to continue to discuss the best way of
depicting this I!
Keep it going, thank you.

Forum: Dimensions of Disaster

Times Read: 33

Date: 09-23-2006 14:51
Author:)
Attachment disaster_dimensions.ppt (15360 bytes)
Subject Cycle of disaster!!

Hi everyone,
I have been following the discussion about the diagrams and dimensions of disaster
and agree with whatgjfcsaid about the need to clarify exactly what we mean
otherwise the whole topic is too massive. I have found this to be relevant when
searching for literature and have found the need to be very specific and focused in
order to obtain useful stuff, (still having difficulty... any advice)??!!
. thought a lot about the diagrams and about what 10 said (point 3) and wondered if I
could propose a diagram which tries to encompass a lot of what we have discussed so
far. Please let me know what you think - 1 am new to the whole conceptual diagram
thing and would appreciate any feedback, good or not!!!!
think that disaster can be represented as a cycle. A cycle of three main domains
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which feed back into each other and can demonstrate how disasters may not be a one
off occurrence but instead an ever changing and evolving concept.. I suppose it could
also represent the fact that recovery following disaster may never be 'complete' or
back to the 'pre-morbid' state and in fact societies may have to learn to adapt and
accept different standards/conditions and ways of life which they had never
considered.
I have called the first domain the 'Society.' This may be seen to encompass everything
which exists within society such as economy, healthcare, transport, agriculture,
religion, morals, ethics, communication, education etc.
The next domain is the 'Disaster' itself. I have also included here (QP9suggestion re:
Affect (Pete is this what you meant)? This domain includes things such as man-made,
natural and disasters from other causes and the diagram represents how the disaster
impacts upon society leading into the third domain of 'Consequences.'
This domain looks at the 'Effects' of the disaster. This includes things such as
mortality, morbidity, loss of economy, infrastructure, transport, increased prevalence of
refugees, IDP's etc. The diagram then shows how the consequences of the disaster
then link back into the society which becomes the 'norm' from which the cycle can
continue, thus recognising the fact that societies may not always fully recover from a
disaster before being hit by the next one.
I did consider if a fourth domain could be added called 'regeneration' in order to
represent the recovery of an area hit by disaster through self-recovery and external aid
provision (NGOs etc). However, I decided to leave it off the diagram because of the
previous point about the opportunity for regeneration not always being present.
I hope that this makes sense, as I said this is very new to me so any feedback gratefully appreciated!!
Hope everyone is well, l

Forum: Dimensions of Disaster
Date: 09-23-2006 14:58

Times Read: 22
___

Subject Re: Discussion on Dimensions of Disaster

I have looked at vulnerability as a key dimension in disaster
A disaster can be seen as "...the convergence, at a given moment and in a given place, of two factors:
risk and vulnerability " (Wilches-Chaux in War and Public Health, ICRC 1996, p.342)
IRCR looks at the impact of a disaster has, as a factor of risk x phenomena x vulnerability = impact of
the phenomena (disaster) (Similar to Peter's event + affects + effects = 'disaster idea')
The impact a disaster has is variable. An earthquake may for instance only cause some structural
damage to buildings or it may claim thousands of life. Predicting the impact a phenomenon is a key
dimension in disaster relief and especially planning. The number of victims claimed by disaster have
increased during the past 30 years even though the neither number or magnitude of disasters (volcanic
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eruptions, earthquakes, floods...) have increased The number of vulnerability has on the other hand
increased which might be useful to look at more closely.
IRCR looks at the impact of a disaster has,_as a factor of risk x phenomena x vulnerability = impact of
the phenomena (disaster) (Similar to^jBl event + affects + effects = 'disaster idea')
Vulnerability has given many definitions in the disaster context. As example vulnerability can be seen
as; "The community's incapacity to absorb the effect of given change in its environment" (ICRC 1996 p
343).
When looking at vulnerability in disaster situation there has been a tendency to focus on vulnerable
individuals/groups, typically women, children, disabled, elderly, ethnic-, religious- and minority groups
and urban refugees in a rural environment s well as people living with HIV/AIDS. (Medecins Sans
Frontiers 1997 p.26, The Sphere Project 2004 p. 9-10).
The fact that vulnerable groups are most at risk in a disaster situation is not disputed. However
vulnerability in the disaster context does need to be expanded to include other things as there are
several types of vulnerability, including not only human but also ecological, economic, social, political
and legal vulnerability of a society (ICRC 1996, p 344).
PS Added page numbers to references if case someone wants to read. The references are from book
classics well known to all ©(ICRC, War and Public Health, 1996, The Sphere Project 2004 and
Medecins Sans Frontiers, Refugee Heath 1997)

Forum: Dimensions of Disaster
Date: 09-23-2006 19:07
Author:'
Subject Cycle of disaster!!

Times Read: 28

Thanks to all who made a posting. When I first thought of this 'dimensions' exercise the goal was to
facilitate you in the following ways;
1. Identifying the main ideas that must be considered in disasters.
2. Begin to explore the relationships that might exist between certain
ideas, 'what causes what' etc.
3. Begin to formulate a 'personal framework' that you can use in analysis
of any disaster.

I am very happy with everything that has been presented to date. Everyone is very clear about the main
'deas that must be considered in a disaster. You are well on our way to getting a personal framework.
As regards No2 it is more difficult but we will not give up. Discovering the relationships between certain
factors in disasters is the science of disaster relief!
Already you are presenting certain relationships whether this is affect-effect, the size of the disaster
mpacting on recovery etc (thank you H»), or the disaster as uncontrollable wrecking everything in its
path (spider crossing the web) (Thank you ^P), or the disaster being strongly influenced by existing
vulnerability (thank you «jpespecially for the literature) or the cyclical nature of disasters (thank you
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all are relevant. I would urge you to consider 'resiliance' as part of the Vulnerability- resilience'
relationship. This is a key diminension that must always be considered in relation to disasters.
We are at the stage where we could 'park' this discussion and return to it again later in the module.
However can I emphasise that this 'conceptualisation' is a very important part of the learning process? I
am guessing that when you go to the literature you will be able to challenge with more confidence.
Disaster studies is a very young science and many of the concepts are poorly defined. Also due to the
nature of disasters and the difficulties associated with getting hard evidence and measurement the
ideas are still at the 'abstract' level. When you read the reserach and think back to your 'conceptual
exercise' I think you will be amazed how you will spot gaps in the thinking of others! This is all part of the
fun associated with Masters studies.
I will await your advice regarding how we proceed with this discussion. We could move on to the next
discussion
Thank you again for a very stimulating first discussion

Regards

Forum: Dimensions of Disaster
Date: 09-23-2006 19:26
Author^
Subject Re: Discussion on Dimensions of Disaster

Just a quick response as am working to'
comments -

Times Read: 20

(questions, as am still writing longer response to the other

I think that the longer the time would be one aspect of how great the effect would be, for example, a
famine would have a greater effect the longer it goes on, whereas in other disasters, other aspects
would increase the 'area' even if the time was short?
The rate of regeneration would act in the opposite direction, the faster the rate of regeneration the
shorter the arrow, as the overall effect would be lessened.

Forum: Dimensions of Disaster
Date: 09-23-2006 20:39_
Author:4lMIV^Iv
Subject Re: Cycle of disaster!!

Times Read: 32

Guys - I'm still thinking about the necessity to 'get a picture' as mentioned by^J. This
lends itself to surveillance of markers of predictability of potential disasters. This
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therefore has to become an essential starting point for our framework. Within 'our'
framework, an idea of the norms and values of society / culture / gender /
population / ethnicity / deprivation indices etc then needs to be incorporated. As
illustrates in her framework 'society' is an integral component of the disaster cycle
(and starting point for predicting and assessing?].
However, I was thinking about this and there needs to be robust / transparent data
collection mechanisms. What is collected in developing and developed worlds will
vary depending upon willingness, ability, technology and 'the want' to collect - there
are many variables. An understanding of the local picture needs to be considered at
that time / space in question - up to date in other words. Using old indices could be
dangerous as it could 'falsely' predict a disaster or alternatively under-estimate and
'miss' a disaster.
Large GOs / NGOs who send workers into the field need access to 'locals' for a true
'local' picture, and inclusive participation from the community is needed (especially
vulnerable groups and Linda has touched on this issue as a starting point). This brings
issues itself, getting to the vulnerable groups past gatekeepers of communities /
societies may be difficult.
Any collections need to be multi-level (more than one source? Validated from other
sources) and independent as opposed to the picture that some governments may
want to paint! There also needs to be action when changes occur. What is the point
of monitoring and identifying then not taking action? I was reading with interest the
idea of 'silent disasters' and this brings in a whole host of issues of media coverage
(and cover up), globalisation, technological communication, but it was very sobering
for me to read of such hidden disasters. For example "...media coverage of human
suffering in countries with authoritarian regimes is subject to government censorship
and control of both domestic and outside news media. The outstanding example is
the largest famine in modern history in which somewhere around 30,000,000 Chinese
died in 1958-61 as a result of Maoist mismanagement. ... famine kept secret within the
country and from the outside world and indeed the highest levels of government
refused to accept information on it and continued to demand extraction of food from
starving areas..." (Alien H Barton in What is a Disaster (edited by Perry and Quarantelli
2005. page 139).
~ I liked your representation of the three domains and was wondering about your
idea of a fourth domain of regeneration. Currently the cycle is two-dimensional and
flat but if is we looked at the three domains in a three-dimensional form, like a spiral or
corkscrew, regeneration could be seen as a 'spatial' fourth 'time' domain and moving
up (positive regeneration) or slide down the spiral (negative regeneration) or
maintaining the status quo. This is a theory so I suppose it is OK to keep pushing till we
get the framework that fits (if it exists!).
Cheers All.

Forum: Dimensions of Disaster

Times Read 22

Date: 09-23-2006 20:46
Author: i ___________
Subject Re: Cycle"of disaster!!
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I have found this starting discussion really stimulating if not a little overwhelming at the
scope of this topic... and just how much work is ahead, but I am keen to 'park' and
move on if others in agreement.
Cheers,

Forum: Dimensions of Disaster
Date: 09-25-2006 14:55
Author: i
Subject Re: Cycle of disaster!!

Times Read: 16

Just a quick question what is the purpose of our model?
is it a model to predict disasters, to look at the effects of disasters, or to see what should be considered
when responding to a disaster?
without knowing the purpose of it, it's really hard to limit the dimensions/aspects???
what does everyone think?

Forum: Dimensions of Disaster
Date: 09-25-2006 15:55
Author: I
Subject Re: Cycle of disaster!!

Times Read: 22

Hi
I think the purpose is to look at the effects and then to plan response from this assessment?
What does everyone else think?

Forum: Dimensions of Disaster
Date: 09-27-2006 16:05
Author: |
____________
Attachment dimensionsjnodell .ppt (51200 bytes)
Subject Effects of disasters model
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Hey,
I know this discussion has kind of ended, but just wanted people's ideas about this model. Was still
thinking about a simple but useable model to aid in thinking about the effects of disasters, which would
help when responding to a disaster.
The 'onset, impact and duration 1 idea comes from a book called 'Disaster Nursing', and looks at the
onset being sudden, pre-warned, delayed
the impact being the nature of the event, time of day/year, health, age and characteristics of the affected
population, availability of resources, location etc
the duration being short or long term (e.g earthquake v famine)
Each of these has implications on the effects of the event. The effects are then grouped, with the idea
that short and long term effects should be considered for each. Each aspect could then be looked at in
relation to the aim/focus of the team responding, and could be looked at in terms of the individual,
community, nation etc.
Let me know what you think...

Forum: Dimensions of Disaster
Date: 09-27-2006 23:25
Author: I
Subject Re: Cycle of disaster!!

Times Read: so

Dear all,I am a very slow starter but now I try to pull myself together to start writing .
I have som thougts about£0| note about getting an idea of the normal society(before the disaster).
I have found ,from working in completely different areas of Scandinavia, that people in different regions
don't have the same expectations of life.I'm thinking about copingmecanisms
and calculation of risk in your daily life and how tis effects your ability to cope with a disastersituation.l
think this is a culural aspect and I think it is important.If you live a remote area with four hours drive to
the nearest hospital maybe you don't calculate that you will survive your heart attack.In a suburb in
Stockholm where all the medical services available in short time people tend to think in a different way.
My theory is : if you don't calculate risks in your life you have less capability to cope with difficult
situations.This is question of vulnerability - from another aspect.l would say that the most vunerable
people could be the urban middle class of western Europe.
Does this make any sense? Maybe not a key aspect but perhaps a dimension of disaster.
I'm happy for all comments.
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Forum: Dimensions of Disaster
Date: 09-28-2006 20:24
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Times Read: 16

Author: (
Subject Re: Effects of disasters model

Hi Rose,! like your model I think it is very useful in planning how to respond to a disaster.
The two models we made from the beginning are useful in explainging what happens i the society when
struck by disaster.But when you plan a relief operation for NGO's I believe its more useful with a less
comlicated model.to try to get som order in all that chaos.

Forum: Dimensions of Disaster
Date: 10-09-200619:47
Author: (
Subject Re: Cycle of disaster!!

Times Read: 16

Guys, hi,
In support off^k having just been on a short visit to Afghanistan prior to going in Nov, what I found to
be very enlightening was people's resilience to what we in the West would consider to be totally
unacceptable.
The hardship the majority of the community are subjected to, the degradation of society in general as
well as the instability within the local community and government is difficult to appreciate without first
hand experience. What was evident was that the whole of the Afghans life is full of risk, both physical
and emotional. What was inspiring was their ability to cope and accept the situation.
This then leads on to my point, culture, social class, environment, acceptability of risk, vunerability and
resilience are all (but not every), vital elements when coming to terms with a disaster, whatever the
cause, magnitude and duration. Therefore other countries and cultures seem to cope better than our
own to disaster.
Is this because frequency of disaster, creates resilience ?
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Reply

Forum: Dimensions of Disaster
Date: 10-10-200614:30

Times Read: 17

Author:f
Subject Re: Cycle of disaster!!

Really helpful insight^§!
I think that people are much more resourceful and resilient (in attitude/nature) than they give
themselves credit for. Previous experience gives people the knowledge needed to survive, making it
possible for their resilient nature to be practically implemented. This leads to the thought that if how
resilient people are is at least in part due to the amount of knowledge they have about basic survival etc,
then this could be taught, raising the overall resilience of a people, helping to reduce the impact of a
disaster anywhere? I guess the difference is that some people have a good knowledge of basic survival
from their life experience, and those who don't may not feel motivated to learn unless they see the risk
or likelihood of using the learnt information as reasonably high.

Forum: Dimensions of Disaster
Date: 10-10-2006 19:17
Author: 1
Subject Re: Cycle of disaster!!

Times Read: 16

Dear All!
I am sorry that I am the most slowest person to participate this conversation. Brilliant texts and ideas- all
of them.
I do agree withal about her theory. I have often wondered how much the enviroment is affecting the
people who lives there. In Finnish Lappland the temperature at it's fiercest is reaching -50 celsius in the
winter. Still forexample the old people live there in the wilderness in their own houses, uses wood for
heating and they survive. The same with the hot countrys - they have to cope with dryness, heat,
insects, beasts etc. And all over the world parents are forwarding the survival skills to their children.
Even as a very small child I did know how to cope with the freezing conditions (do not lick the frozen
metallic carousell outside!!!).
I was thinking that in a disaster situation the aid relief groups should remember that the locals are
always the experts of their own places - how terrible the conditions are or not...Every country is carrying
their history with them, they can not change it, but still they can get strength from that.
Like l^p mentioned, it is important to assess the knowledge and skills to survive of the people.

With my warmest regards
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Forum: Dimensions of Disaster
Date: 11-19-200622:24^

Page 14 of 14

Times Read: 8

Author: fltfMHHK
Subject Re: Cycle of disaster!!

Guys sorry to enter the is discussion late, I believe having been to numerous operational areas
where there are post war disaster conditions. Kevin has a good point when he states "This then
leads on to my point, culture, social class, environment, acceptability of risk, vunerability and resilience
are all (but not every), vital elements when coming to terms with a disaster, whatever the cause,
magnitude and duration. Therefore other countries and cultures seem to cope better than our own to
disaster. " However I'm not convinced that the locals see it like that, I believe that we in the
West have provided these labels. I think that they cope because they have to and perhaps know
no difference. Don't forget that in the main Disaster( I know not always the case) happen in 3rd
and 4th world countries where the standard of living would be classed as a disaster by any other
1st world state. Life is cheap with the child mortality rate being very high. I'm not sure it's a
case of being able to cope better, I think it is there is a choice between life and death, which
one would you take?
( Reply '

OKJ
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Forum: Terminology in Disasters
Date: 10-10-200614:37
Author: Davies, Kevin <kdavies@glam.ac.uk>
Subject Refugee/Internally Displaced Person (IDP)

Times Read: 20

__

The terms refugee and IDP are often used interchangably. Are they the same? If not what are the
fundamental differences?
Regards Kevin

Forum: Terminology in Disasters
Date: 10-10-200618:01

Times Read: 1?

Subject Re: Refugee/Internally Displaced Person (IDP)

Hi all.
I understand Internally Displaced Person or People so, that they are refugees in their own country.
There are different laws conserning them, than refugees wich have fled abroad.
(I would like to know and study more about the laws conserning these people.)
I read an article about the IDP:s in Congo. I understood that the ways of helping IDP:s can be difficult,
because of the suffered infrastructure in their country etc.
With my best regards
flflt/ Helsinki

Forum: Terminology in Disasters
Date: 10-12-200615:02
Author: Davies, Kevin <kdavies@glam.ac.uk>
Subject Re: Refugee/Internally Displaced Person (IDP)

Times Read: 16

The status of IDPs and refugees is very different. The UN have a mandatory (Internationally Legal)
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responsibility for refugees but not so the IDP population. This of course creates a great deal of discord
particularly when both groups may be in close proximity to one another.
The responsibility for the IDP population lies with the government of counrty in which they are
domiciled. This again can cause difficulties particularly where ethnic or tribal tensions may be at the
core of the IDP displacement in the first place.
I would be interested to hear from others in the group with regards to this conundrum.
Regards Kevin

Forum: Terminology in Disasters
Date: 10-13-200611:57
Author:^
Subject Re: Refugee/Internally Displaced Person (IDP)

Times Read: 13

I have been reading two texts, the MSF book and Conflcit and catastrophe medicine. The catastrophe
book provides two clear definitions (p49) of the terms refugee and internally displaced persons.
It seems that refugee refers to an individual whom, due to a serious fear of persecution, has been forced
to cross international boundaries and seek 'refuge' in another country. An IDP appears to refer to a
person who has been forced to uproot from their home and seek temporary asylum in another area, but
not actually leave the country they are in. One main difference between the two is that IDPs are
normally forced to displace in large groups wheras refugees may move individually or in groups.
The safety and care of refugees is goverened by international law under the United Nations High
Commissioner for Refugees (Convention relating to the status of refugees 1951). The same UNHCR
undertakes responsibilty for the protection of IDPs (demonstrated in the Balkan conflicts) but this
responsibility conversely is not legally binding.
Humanitarian workers try to reach all popuations, whether refugees or IDP. The literature touches upon
the difficulties which are unique to both refugees and IDPs and also demonsatrates how IDPs may in
fact be the population more at risk. This is because they may often be displaced into hostile,
unreachable territory (ie: between warring factions) and therefore the international relief effort to get aid
to these people is hindered whereas the refugees have activly fled the country of persecution and may
find themselves in safe (r) territory, within easier reach of aid.
The difficulties highlighted about the isolation of IDPs from international aid provides a good starting
point for thinking about neutrality and impartiality as aid agencies may have to prove complete
impartiality before the warlords or militia will allow them to enter territory where IDPs are.
Ryan, J, Mahoney, P, Greaves, I & Bowyer, G (2002). CoijfJiclajTd_Catastm^
Guide, Springer: London. (p49-50).
Medecins Sans Frontiers (1997). Refugee Health^Aga.p^macJiMgmeig^
Oxford.

Forum: Terminology in Disasters
Date: 10-13-2006 13:37
Author: I
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Subject Re: Refugee/Internally Displaced Person (IDP)

"_

Ramove

Hi.
Alex, I really think that you are right about IDP's being more at risk than refugees. The legal situation is
clearly not as rigid as with refugees but also I think they face more problems. An article I read about
media coverage suggest that IDP's get less coverage than refugees and as a consequence they recieve
less assistance from external sources. (I have lost the article but I will look for it!)
Possibly because of the fact refugees become another countriy's problem (for want of a better phrase)
means that ngo's and other governments are aksed (or offer) to help earlier. A developing country with a
massive influx of refugees will probably request help, whereas a nation caught up in internal conflict
may feel it has greater priorities and may even be unwilling to request help.

Forum: Terminology in Disasters
Date: 10-18-2006 17:13

Times Read: 17

Subject Re: Refugee/Internally Displaced Person (IDP)

I think that that point is key - the country the the IDP are in is already most likely in crisis, which makes
the IDP hugely vulnerable as they may simply be lost in problems of the country, and in the systems that
are already stretched to cope. If a people group seek refuge in another country, that country is less
likely to already be in crisis so their needs are more evident, and with aid the structures that are already
in place can be helped to cope with the added population. The problem arises when help is not provided
or too little help is provided meaning that another country is put into crisis putting more people at risk,
and tensions or attitudes towards the refugees becoming negative and potentially volatile creating a new
problem in its own right.

Forum: Terminology in Disasters
Date: 10-25-200608:27
Author: Davies, Kevin <kdavies@glam.ac.uk>
Subject Re: Refugee/Internally Displaced Person (IDP)

Times Read: 9

Clearly the status of the IDP means that they may well be very vulnerable. The fact that there is no
international law to protect their status only adds to that. Of course they may also be persecuted within
their own country on ethnic or religious grounds as well. This then may lead to what are intended to be
temporary camps/shelters becoming permanent ghettos which of course compounds the public health
problems exponentially.
Should the status of IDP's be protected by international law? If so how would it be enforced?
Regards Kevin
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Forum: Terminology in Disasters
Date: 10-25-2006 12:03
Author: {
Subject Re: Refugee/Internally Displaced Person (IDP)

Page 4 of 4

Times Read: 9

I wish there could be international law to protect IDP - this should be an issue for the international
community like UN.ICRC etc.I can imagine that it can be difficult to implement such laws because
governements deny the existence of IDP and say they can handle any internal conflict. Maybe they
would even deny there is a problem in the first place.
No doubt.there is a huge need of protection of IDP all over the world.

OKJ
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Forum: Nuetrality and impartiality
Date: 10-13-200614:01

Times Read: 21

Author^
Subject Overlapping principles

These two themes are really closely linked and I think that people/NGO's often use then
interchangeably.
I found a good definition (from the UN). It states that neutrality is a principle of abstention and
impartiality is a principle of action.
Basically I think that means that neutrality means that NGO's should not undertake any activity that
benefits the war effort of either side. Impartiality however, means that the standard of the action/mission
should be equal to both sides. This means that the different warring parties shouldn't get the same
amount of aid but that is should be supplied according to need.

So you shouldn't help the warring parties (neutrality) and you should be 'fair and equal'
to both parties when providing help (impartiality.)

Or have I got the wrong end of the stick?

'For future UN mandated action, clarification of these concepts and their proposed concrete
application in relation to the target groups of the humanitarian operation in advance is
required, if the disastrous dissonance between mandates and their implementation that
appeared in instances such as Somalia and Bosnia is to be avoided.'

I read this in a UN publication and would be really interested to find out what happened
as a consequence of the conflict between these concepts in Bosnia and Somalia. Any
ideas?

Forum: Nuetrality and impartiality
Date: 10-14-200616:45

Times Read: 19

,_,^^^^^^^^^^^^^^_
Author
Subject Re: Overlapping principles and my thoughts

Hello,
I do agree with your posting and wondered if it could be extended to describe neutrality as a passive
state, one that just 'is' and whether impartiality is an active state, in actively seeking to provide help yet
with the underlying principle of making no discrimination to nationality, religion etc.
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I found the WHO website had a good link to a page that provides concise defintions:
www.who.int/hac/techguidance/training/ino'uction/definitions%20list.pdf
Basically my understanding of the two terms is similar to James's ... Neutrality referring to the principle
of not taking sides in any hostilities and impartiality being the principle of making no discrimination as to
race etc (as echoed above) but instead giving priority to the most urgent cases (triage?)
I would say that most NGO workers would be neutral in a disaster situation if they were coming from
another country. However, aid workers who live within the disaster zone/country may find this underlying
principle challenging if they have been personally affected by events that have cause/exacerbated the
disaster (ie: militia, warlords, aid restrictions etc).
As a health care professional I would say that the principle of impartiality is a familiar one. We aim to
treat all patients the same and do not discriminate over race, sex etc. I can see this principle also
creating challenge when working in a disaster zone because resources are limited. I would think that
having to prioritise care/treatment for large groups of people will undoubtedly result in some people
being so far down the priority list that they receive nothing, and therefore would this be in conflict with
the principle of impartiality and the human wish to help everyone.
I am currently sitting in the triage room at work and questioning myself about whether all the judgements
I have made today are impartial and only made with consideration of actual prioritisation needs. The
honest answer is probably most of them but it can be hard to not sympathise with people attending with
a condition you have had yourself and know to be particularly painful, or with someone telling you a sob
story about why they should be seen first. So does this mean my clinical judgements are not impartial or
is it just human nature to be influenced a bit by 'real life' as opposed to principles.
Does this make sense? Feedback please. Sorry its a bit long, ^ffl how do you be so concise!!??

Forum: Nuetrality and impartiality
Date: 10-15-200619:57_____

Times Read: 15

Hi.

Not sure about whether being an NGO workers from another country makes you neutral. It should do
but I would have though we all (personal and as an NGO) make descisions that comprimise our
principles of neutrality. I suspect a great deal of countries have connections with others (ie. religion) and
this may affect quite how neutral we can be. I suspect that one of the human faillings is that we can't be
totally neutral.
As for impartiality, as healthcare prof's we do aim to be equal and fair. But Sometimes doing the right
thing for the patients means that we are not providing exactly the same care as we would for another
patient. - Does this mean we're not being impartial??
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Date: 10-17-200610:57
Author: Davies, Kevin <{<:jd^yie_s@a[arri.ac Luj<>
Subject Re: Overlapping principles and my thoughts

Page 3 of 5

Times Read: 18

These are indeed difficult concepts for us to grapple with. Could it be that it is impossible to be nuetral?
Could it be that an outside organisation be it NGO/IGO or even military by deciding to act or not as the
case may be have in fact disavowed their supposed nuetrality?
Regards Kevin

Forum: Nuetrality and impartiality
Date: 10-18-2006 17:34
Author:i
Subject Re: Overlapping principles and my thoughts

Times Read: 11

Just to be different could neutrality be actively not taking sides and impartiality be actively acheiving your goals/aims
regardless of whether that makes you appear neutral or not? I like your linked website Alex - the def of
disaster made me smile, but looking at these definitions made me think that as health care workers we
are impartial in as much as we aim to meet health needs with the resources we have regardless of
gender, religion, class - all things that it is socially unacceptable to judge people by. However, again like
you sitting in my little triage room - if I have a child who I want seeing because they are not all that well it
is socially acceptable to prioritise them significantly over an adult - which is not being impartial at all.
I agree that I don't think that as an NGO worker who comes form overseas that we would be more
impartial than people from the country itself, as all of us have views of what is just, so acting against
these in order to be impartial would be a challenge for all of us (the example of treating a soldier before
a young mother comes to mind)
I don't think that by acting organisations have disavowed their neutrality because being neutral doesn't
mean being passive, and acting doesn't mean you are taking sides - other than the side against poor
quality of life which is what we act for anyway? However I don't know that we are ever entirely neutral in
anything we do, only neutral in relation to specifics, as we act for a reason because we judge something
as the right thing to do which isn't all that neutral is it???
Reply

Forum: Nuetrality and impartiality

Times Read: 17

Date: 10-24-200610:48

Author:<
Subject medicine and international law

Was just reading through something for action set 2 and found this paragraph which i though summed
up our (as voluntary workers) idealogical qualities. I think this ties in nicely with the principles we are
discussing.
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'....a physician must be impartial (treat everyone according to medical need); neutral (take no political
sides in the conflict); independent (be separate from the conflict, unarmed and directed by professional
dictates); and humanitarian (committed to promoting the welfare of sick and injured people).'

Clearly this is a health/aid worker rather than a physician thing (but it was written for the BMJ and they
obviously wanted to get it published!)
Learning J.

Medicine and international humanitarian law. BMJ 319;393-4

Forum: Nuetrality and impartiality
Date: 10-24-200622:50

Times Read: 12

Author:'

Subject Re: Overlapping principles and my thoughts

Being neutral can be exremely difficult.imagine that you work for an ngo in a country suffering under
occupation -it is not easy to be neutral in a situation like that .I believe that you become more and more
attached to the people you work with. It is very human,and I believe quite natural feelings.
I agree that external ngo's should be neutral concerning internal conflicts in the hostcountry.As a foreign
professional healthworker you should always keep a low profile to internal conflicts.But when it comes to
your own feelings -I think it is not always easy.
Impartiallity I can see as a "code of conduct" for nursing everywhere,like you have mentioned.

P.S. Thankyou

that very useful link on the WHO-webside! I would never find it!

Forum: Nuetrality and impartiality
Date: 10-24-200622:57
Author: i

Times Read: 13

Subject Re: medicine ana international law

Brilliant summary JMjfc! not much more tio add, is there?!
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Date: 11-04-200617:32

Page 5 of 5

Times Read: 8

Subject Re: Overlapping principles and my thoughts

Hei,
This is a difficult one. In complex emergencies where there is ethnic/racial/political conflict it is well nigh
impossible to be neutral. Like Kevin I am of the view that it is impossible to be neutral (takes no political
sides in the conflict). If you are in an NGO and go to another country to provide aid surely you must
have a mandate from somewhere. This mandate means that you are 'contracted' by one side or the
other.
If you think of Iraq. Aside from the safety issue is this not the main reason why the NGO missions to Iraq
never really happened? Non-Muslim organisations couldn't find a neutral position and the Muslim
organisations obviously did not want to be seen as non-neutral. Even the Irish couldn't go!! , because
we have links with the US (44 million Irish Americans) and we had US bombers refuelling in Shannon.
So I think forget about neutrality. The concept is over. The idea of 'Independent' might be a starter.
Being impartial is even more intriguing. All the key points have been said already. However when it
comes to ' treating everyone according to medical need' this is not so easy when you are dealing with
big numbers. I suppose you have heard of 'reverse triage' or CAS Sort as the military call it. This is
where the normal principles of attending to those in greatest need is turned on its head. You focus on
those who will survive first. This means that the idea of 'treating according to medical need' may not
exist in disaster situations.
Regards
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The term terrorist is used to describe many different groups who are
engaged in conflict.
Activities: Utilising examples from your own experience or reading.
1. Define the term terrorist.
2. What constitutes a terrorist act?
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Forum: More terminology: Terrorist

Times Rea± 19

Date: 10-17-200619:20

Author
Subject terrorism

I've been reading 'TERRORISM - A Very Short Introduction!!!' - which I got a very odd look in
Borders while buying let me tell you... especially as I paid cash!
Many terrorist attacks come to mind (9/11, Madrid, Bali, London, anthrax in the post) and the
'terror' it causes was beamed all over the world - so no one (except a few) have not been
exposed to terrorists in at least media form (globalisation - aint it wonderful). However, I think
defining terrorist is very difficult- '...one person's terrorist is another's freedom fighter'. I don't
think terrorist is a self-adopted title - 'they' are more likely to call themselves a crusader or
freedom fighter as they always have a 'cause' to fight for and the label terrorist appears to be
one that is given to those perpetrating the acts (usually governments).
The Oxford English Dictionary defines terrorist as 'a person who uses violence and intimidation in
the pursuit of political aims' - this misses religious aims and attacks from animal rights activists,
and the anti-abortion league also came to my mind when thinking 'terror-attack'.
'TERRORISM - A Very Short Introduction' sates (from the USA) '...calculated use or threat of
violence to inculcate fear, intended to coerce or intimidate governments or societies...' which
is not too far removed from a 'war'. And in the UK as 'the use or threat, for the purpose of
advancing a political, religious or ideological course of action, of serious violence against any
person or property.' The latter incorporates the animal rights / pro-choice lobby better I think.
Somehow the definition has to cover the sheer fear that is unleashed on innocent individuals
(risks both real and perceived). International Humanitarian Law covers non-combatants in
conflicts in that warring factions should not harm civilians / medical / humanitarian workers
(and I accept there are examples where this is ignored), but terrorism is specifically targeted at
the civilian populations de-rigueur! Those not armed to fight back at that given time unlike
combat situations.
Also, considering the acts mentioned above - terrorism appears calculated and planned to
the last detail to ensure greatest impact. Not a spur-of-the-moment act, to ensure greatest
impact, not necessarily by causing actual mass-deaths (which they have) but to cause a sense
of fear and terror amongst society resulting in a change in the way society acts / performs /
funcitons.
ill Charles Townshend. TERRORISM A Very Short Introduction. Oxford University Press. 2002
Reply

Forum: More terminology: Terrorist
Date: 10-18-2006 11:46
Author: Davies, Kevin <kdavies@glam.aauk>
Subject Re: terrorism

Tlmes Read 17

Hi Peter,
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Many thanks for kick starting this theme. As you say a very complex set of circumstances that do
indeed rely very much on the threat of violence as well as the instigation of actual violent events.
However, is there the possibility that terrorism can be somehow justified by the perpertators? Is there a
context within what may be called a terrorist organisation that actually makes the organisation
legitimised in the eyes of soem groups or populations?
What do the group think?
Regards Kevin

Forum: More terminology: Terrorist
Date: 10-18-200618:04

Times Read: 19

Author^

Subject Re: terrorism

I find it very difficult to think of exactly what a terrorist is because it is not simply someone who
consciously chooses to invoke terror, otherwise this would incorporate rapists, and its not someone who
acts for a cause which they see as right using violence and terror to make their point otherwise this
would include most parties involved in war. Something that to me makes it unique is that is is ultimately
the action of one or a few individuals to act to cause terror and/or violence towards a body of people
(not just one) who are innocent in the views of most people other than the terrorist group itself, and who
have not acted to provoke this action.
I think in answer to Kevin's comments, that the fact that their actions are right in their, and their
organisations eyes is one of the things that make it more frightening and sad. Many people do 'bad'
things when acting irrationally, selfishly or under extreme circumstances, but the society in which they
live does not see their actions as right and this provides some containment to these actions.
( Reply )

Forum: More terminology: Terrorist
Date: 10-20-200615:51
Author: I
Subject Re: terrorism

Times Read: 16

Noun 1. terrorist - a radical who employs terror as a political weapon; usually
organizes with other terrorists in small cells; often uses religion as a
cover for terrorist activities

http://www.thefreedictionary.com/terrorist
I think it is hard to come to one accepted definition of terrorism, there are so many definitions out there
and they all seem to say pretty much the same thing in slightly different ways. I have been thinking and I

http://blackboard.gl am. ac.uk/bin/common/msg_list.pl

01/12/2006

Forum View

Page 3 of 7

reckon terrorism refers to a group of people who have got a point to get across and they use 'terror' as a
means to do this.
When I think of terrorists, I would think of groups like Al-quaeda, the IRA, and others such as the
Basque separatists come to mind but as already touched on, this is purely a subjective label and
members of these groups will not see themselves as terrorists, instead freedom fighters.
If we look at the blurring between terrorists and freedom fighters, does this mean that the crusades all
those hundreds of years ago were in fact acts of terrorism? - just asking (not wishing to insult anyone).
Also, I would say that groups such as extreme animals rights protestors who bomb lab technicians cars
and anti-abortion campaigners who do similar things are also terrorists -they creat terror, outside the
constraints of the law in order to get their point beliefs across.
An important point I would like to make is that I do think 'terrorism' is a subjective thing. One mans
terrorist is another (wo)mans freedom fighter and it seems interesting to me that certain governmental
acts are not considered to be terrorist activity because they are done with governmental support /
approval. Following the recent war with Iraq, I recall a number of people referring to the Blair and Bush
administrations as terrorists (only legal ones)! Does anyone agree with this point?

Forum: More terminology: Terrorist
Date: 10-22-200617:15
Author: I
Subject Re: terrorism

Times Read: 23

I agree that it is entirely subjective. One mans (or womans!) terrorist is another mans freedom fighter.
I think that this is a lot to do with the society in which you live and grow up in. For example in the UK for
many people religon is just one part of society, however in other countries society is part of the religon
they follow. Iran for example is a culture run on religous grounds. Therefore defending that religon would
be seen as a great thing.

I think we use the word terrorst when an event happens that goes against our cultural norms. Therefore
as cultural norms change between nations so too the word terrorits would change.

Forum: More terminology: Terrorist
Date: 10-23-200620:41
Author:
Subject Terrorist

Times Read: 14

Hi Guys,
I would like to go back if I may and consider what Kevin has said with regards to, can terrorism be
justified.
Almost every country at some stage has had experience of terrorism, either foreign (AI-Quaedia), or
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domestic (IRA), thanks^fc However it is Western percepion and interpretation that identifies these
individuals as terrorists. The definition of terrorism by the US Department of Defence is: "The calculated
use of unlawful violence, or threat of unlawful violence, to inculcate fear intended to coerce or to
intimidate governments or societies in the pursuit of goals that are generally political, religious or
ideological".
However in Article 29 of the Nice Treaty, the EU defines it as, "Offences internationally committed by an
individual or a group against one or more countries, their institutions or people , with the aim of
intimidating them, and seriously altering or destroying the political, economic or social structures of a
country".
The Middle Eastern (Islamic) interpretation may consider the involvement of US/UK Forces in Iraq as
intimidating ( or replacing an unacceptable ) a government in the persuit of goals that are political or
economic. Or the EU stance of seriously altering or destroying the political or social structure of a
country ( segregation by ethnicity/religion), CNN 1900 23 Oct 06.
Therefore is the Islamic view of Western intervention in Iraq an act of terrorism ?
Are we as a Western Nation being convinced of the rights and wrongs of terrorist acts according to the
few acts of terrorism on Western soil, depicted by publicity in the Western Media ?
So can terrorism be justified, I would say "NO", however there does seem to be some disparity in
understanding everyone's viewpoint.
I hope this gives you some food for thought.
Good to be back,

Forum: More terminology: Terrorist

Times Read: 14

Date: 10-24-200623:47

Author:

Subject Re: Terrorist

No, terrorism can never be justified but I think we should remember that our "western nation" in many
ways is built on a policy of terror.start with the crusaders.wars of terror to the people of the middle east.
What happened to the native americans?
Who is putting the label on the terrorist?
Why are Hizbollah terrorists- but the israeli F16 carrying phosforous bombs and clusterbombs are
performing " selfdefence" in southern Lebanon?
Well I don't believe in the concept of "axes of evil",it's much more complicated than that.
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Author: Davies, Kevin <kdavies@glam.ac.uk>
Subject Re: Terrorist

Page 5 of 7

Times Read: 17

Clearly the term is value laden while there can be no justification for out and out terrorist acts it may well
be that some who are conveniently labeled as such are in fact not terrorists but acting in the interests of
their country (be it occupied or not) or group.
The label of terrorist may be given by certain elements of the media who we must rememebr are very
often owned by media giants who have a sole purpose of selling media in whatever form so
sensationalisim amy be a tool in their repertoire of business methods to sell their particular brand of
media.
Any thoughts very welcome.
Regards Kevin (D)

Forum: More terminology: Terrorist
Date: 10-25-2006 16:09
Author: (
Subject Re: terrorism

rimes Read: 13

Dear all I
About the terrorists.
The terrorism seems, that it is always
aimed to the innocent people.like the children. By this indirect targets the terrorists believe, that they
might get more attention to their message.
" Terrorist target innocent people in order to influence the morale of those, they cannot hit directly... At
the same time terrorism is communication. According to one of the September 11th perpetrators, the
strike was a "bloodied message" to the world." ( Quoting Michael Jenkins and A. Haznavi;
terrorism and violence against civilians, Helsinki 2005)
Terrorism.counter
Timo Kivimaki:
'
(
You remember Beslan school in Tsetshenia 2-3(?) years ago? Terrorists hijacked a school and they
killed more than 300 people - most of them children, after they kept and tortured the children more than
2 days inside the school without water. All the other terrorists were killed except one. He said, they
wanted to strike back to the most vulnerable thing they could imagine - children, because the terrorist
wanted the normal people to feel - so they claim - how the people he claimed to represent are feeling.
The circle of revenge and destruction was ready.
That circle is the most frightening one, I think. Mothers are teaching their children to hate and how to
revenge. Generations have been thought like that. I am always thinking about this, when I listen the
news forex. from Palestina and Israel.
I got a little bit philosophical now...
Most of the terrorists are young people, wich are easy to influence by religion or supposed easy life
and/or honor or whatever.
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So, how to prevent terrorism ?
And where to start ?
Literature:
Development in an Insecure World - New threats to Human Security and Their Implications fo
Development Policy:
Edited by Olli Ruohomaki:
Timo Kivimaki; Terrorism, counter terrorism and violence against civilians pp.39-57,
Ministry of foreign affairs of Finland, 2005
With my kindest regards

Forum: More terminology: Terrorist
Date: 10-25-200617:55
Author: |
Subject Re: Terrorist

Times Read: 12

Thought this was quite interesting:'In the mid-1980s I did a series of articles on
international terrorism in various parts of
the world. One point that came out of this
work was the need to recognize that terrorism
is a message system. This means that not
only does our new technology provide new
opportunities for more horrifying forms of
terrorism but the new technology of our
global media to some extent at least provides
encouragement to this message transmission
process. Terrorism flourishes because of
what Lady Thatcher once called the oxygen of
publicity. If a bomb goes off in London it is not
a terrorist act unless and until it has been
reported as such in our living room, through
the radio, TV, and newspapers. If it does not
reach your living room, it has not happened
in any way that matters to the terrorist.
Although we need to do every thing we can to
oppose terrorism in all its forms, if we want
to combat it effectively we do need to recognize
that it is usually done by people who
have been cut off from other ways of getting
their message across. Returning violence
with violence often just ends up by escalating
the violence, and is rarely an effective solution

to the problem.'
Bruce Lloyd in discussion with
Rushworth M. Kidder
Ethics for the new millennium
Leadership & Organization
Development Journal
18/3 [1997] 145-148
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Define this term.
What are its percieved benefits?
What are the arguments against this?
Regards Kevin
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Forum: Globalisation

Times Read: is

Date: 10-26-2006 19:56
Author
Subject Globalization

Not quite in response to Kevin's questions, but I really liked this definition of Globalization and
"real-life example":
"Globalization refers to a multidimensional set of social processes that create, multiply, stretch,
and intensify worldwide social interdependencies and exchanges while at the same time
fostering in people a growing awareness of deepening connections between the local and
the distant [JJ."
There is an interesting example of globalization in this book that I wanted to share, entitled
'Deconstructing Osama bin Laden' and outlining the "complex chain of global
interdependencies".
Talking about the 9/11 videotape, it unpicks the complexities of recording, transporting and
airing the tape and then more...
"... the famous video tape bears no date, but experts estimate that the recording was made
less than two weeks before it was broadcast.
"... Osama bin Laden ...[despite] hiding out in a remote region of the country, they obviously
possessed the hi-tech equipment needed to record the statement.
"...after making its way from the secluded mountains ... to Kabel, the videotape was dropped
off by an unknown courier outside the local office of Al-Jezeera... [that] transmitted around the
clock by powerful satellites put into orbit by European rockets and American space shuttles.
"...dramatic reduction in the price and size of satellite dishes... such technologies became
affordable, even for low-income consumers.
"...[also] could be viewed by anyone with access to a computer and a modem.
"... tape shows that he was wearing contemporary military fatigues [of Russian origin] over
traditional Arab garments. ... hybridization - the mixing of different cultural forms and styles
facilitated by global economic and cultural exchanges... ever present AK-47 Kalashniko
[probably Russian ...but could have come from anywhere in the world] ... a close look at [his]
right wrist reveals...a stylish sports watch... a Timex watchf?] ... [which] are as American as
apple pie..."
These "...images of an antimodern terrorist in front of an Afgan cave do, in fact, capture some
essential dynamics of globalization."
Cheers.!
Ill Steger, M.B. GLOBLIZATION: A Very Short Introduction. (New York: Oxford University Press,
2003).
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Times Read: 15

Author:
Subject Globalisation

There are many benefits to globalization such as a cosmopolitan culture, multinational corporations and
a cultural awareness on a scale never anticipated some thirty years ago.
However at what expense, with the free flow world market of goods, capital, ideas and people are we
loosing our national identity and culture. We in the UK are willing to import such commodities,
trade and cultures, there are other less democratic societies who are not, are we therefore allowing,
almost encouraging other religions and ethnic groups into co-existence when many of their societies or
radical elements of it are trying "to stop the corrupting effect of Western civilization on an Islamic world".
I appreciate this may sound somewhat bias, that was not the intent, unfortunately a lot of the literature I
have read seems to support this argument.
Regards

Forum: Globalisation
Date: 10-30-200622:36
Author: \
Subject globalisation

Times Read: 13

Globalisation is hard to discuss without being more specific -it is kind of overwhelming .
What comes to my mind first of all is the global environmental situation.lt seems to be extremely difficult
to improve the situation - when you consider that leaders of the world
cannot form an agreement to stop nuclear weapons from being produced. So what about all the issues
about pollution?
In my city the politicians can't even make an agreemen on the trafficsituation.
Thinking about globalisation reminds me of the injustice of the world.I can go to the far east as a tourist
and ruin the local culture.women from the east come to my country as illegal immigrants to work for very
bad wages.
International trading make some people rich but is seldom connected to democratic and prosperous
development.

r

Globalisation makes me think of Greenpeace and Attac.it's important to try and make a difference.
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Author; ^BBHP"
Subject Re: Globalisation
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Times Read: 10

Globalisation is 'a process in which geographic distance becomes a factor of diminishing importance in
the establishment and maintenance of cross border economic, political and socio-cultural
relations' (Lubbers, R.).
http://www.globalisationguide.org/01.html

When I was working in Thailand I met a woman who had strong opinions that we shouldn't interfere in
other people's cultures and traditions, to the extent that we shouldn't intervene at all. Using the extreme
emotional example, it is difficult to justify not intervening when a child is dying as a result of the
culture/tradition - until recently twins were left to die in the hill tribes in the north of Thailand as it was
believed that one of the twins was an evil spirit so both were left to die.
Without a doubt globalisation is having a huge impact on the world. There are many benefits to the
increased knowledge that people being brought together can bring, for example in healthcare we are
seeing the benefits of a varied approach to healthcare, using knowledge from all around the world. We
are making greater and quicker technological advances by combining the knowledge of many
countries. The negative points are that weaker traditions and cultures are being overwhelmed, and in
many cases lost, giving the impression that globalisation is in fact 'americanisation' or
'westernisation'. Different cultures and people groups live by different rules, and where these rules
conflict, especially fundamental beliefs, hostility arises. Unless we have guidance on things that we
globally agree are right or wrong, it does raise questions about how we make decisions about global
issues, as well as the 'rules' of intervening. These issues need addressing, as Kev said we can't have
the benefits without thinking about the consequences!!!

Forum: Globalisation
Date: 11-07-200611:19
Author:
Subject globalisation, my views

Times Read: 11

Globalisation appears to be the process whereby previously small, poorer countries in often remote
regions of the world become 'globalised' with economic, social and transport links being formed between
them and the 'developed' world.
These 'links' lead to an ever increasing dependence of the developing country upon the globalising one
due to creation of jobs and perceived higher living standards in the country. The developing country can
also glean other benefits such as improved transport and communication links (necessary for the
globalising company) and other positive things such as increased worldwide recognition through media
and toursim.
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Globalisation attracts much negative press. The reasons that globalisastion may not be positive include,
loss of small local communities,cultures and traditions, ultimate loss of original ways of living (self
sufficiency) through increased demand for different, non-traditional ways of farming etc and destruction
and dessimation of local natural resources (water pollution, rainforest destruction).
It is important to consider the underlying agenda of the globalising companies and question whethere
these may conflict with the best interests of the population that is to be 'globalised. 1 An example would
include Bhopal in Inida - Union Carbide was so concerned with the success of its company and the
population of Bhopal so grateful for the creation of jobs etc that one massive area was ignored-the fact
that the MIC produced by the company actually turned to cyanide when it hit air and ultimately resulted
in between 16,000 and 30,000 deaths!!!!
Ref: Five past midnight in Bhopal (see reading list)

Forum: Globalisation
Date: 11-13-2006 12:26
Author: ___
______
Subject good book on globalisation...

rimes Read: 8

^—"^^^^^^^^^^B

Just read an interesting book looking at globalisation, perhaps not the most academic book but presents
arguments that counter the assumptions that are often made about globalisation. For example, the
author argues that cultures are inevitably going to be affected by the changes in the global economy,
but that this is not a negative thing, as cultures are continually changing and are not solely reliant on
what the people are exposed to. Many other interesting points are made such as there being no
evidence that globalisation has increased unemployment in developed countries. One point that made
me think was that globalisation requires a greater willingness to accept change, which is possibly why
people are hesitant to see it as a good thing?
Anyways, for anyone who is interested...
Sir Leon Brittan QC (1998) Globalisation vs. Sovereignty? Ther European Response. Cambridge
University Press: Cambridge

OK
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Human rights and international Saw
Hei,
Here's a thought. The Universal Declaration of Human Rights(1948),
states "All humans are born freeand equal in dignity and rights. They are
endowed with reason and conscience and should act towards one another
in the spirit of brotherhood." Although this could be seen as a right of all,
many countries do not follow the declaration. How realistic is it to enforce
this?
The same thoughts can be said about other UN documents such as the,
The International covenant on economic, social and cultural rights (UN,
1966) and the International covenant of civil and political rights (UN,
1966). A person's civil rights, which are rights that a nations
inhabitants follow by law, may not be in keeping with rights declared by
the UN. Can this cause a dilemma for aid organisations going into a
disaster situation?
Comments welcome

Regards

Forum View
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Forum: Human rights and International law
Date: 11-05-200622:01

Times Read: 22

Author:
Subject human rights and international law

I don't quite understand what you mean MfAre you thinking of a situation where national laws on civil
rights are in conflict with the UN declarations ?

Forum: Human rights and International law
Date: 11-08-200610:23

Times Read: 13

Author:
Subject Enforcing human rights

I think the enforcement of human rights in countries where these may be flaunted is contentious. Surely,
as the human rights act does exist and the UN is a recognised (powerful) body, then the UN is obliged
to attempt to enforce these principles wherever they may be abused. However, difficulties are
encountered in deciding how to enforce these principles - it is unlikely that the countries in question will
be open to verbal negociations and therefore I think only two other options are open - going to war
directly over these principles or the imposition of UN sanctions. Both of these are ethically disturbing
and in themsleves contranvene almost every human right going, an example could be the medical aid
sanctions imposed on Iraq, with consequential deaths of many children who were unable to access
medical care
(see http://www.guardian.co.uk/weekend/story/0,3605.232986,00.html). Therefore I don't know how
exactly the UN can impose the human rights act without contravention of the principle themselves. I
don't think it is the role of an NGO to 'enforce' adherence of the declaration as that is not what they are
there to do, although I do think they have an important role in promoting and encouraging these
principles in their daily work and behaviour. The idea of 'leading by example' springs to mind.
Reply

Forum: Human rights and International law
Date: 11-08-2006 11:14

Times Read: 19

Author:
Subject human rights abuses and civil law

I think it is important to discuss the differences between civil law and international human rights. The
civil law applies to the laws set out by the country itself, these laws may be based on religious (Shanah)
law http://en.wikipedia.org/wiki/Shariah Law or political law. These laws are binding to all people within
that country. International human rights are also legally binding but somewhat more difficult to enforce
(as earlier discussed). Human rights and UN law spans such a wide breadth of human life and
behaviour that enforcement is difficult.
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Civil laws are local to the region and may promote behaviours that contravene standards set by UN law,
examples to include FGM in parts of Africa, Asia and the Middle East
htjg^/\A/ww.whQ_,Jat/mediacentre/factsheets/fs241/en/, enforced arranged marriages worldwide
and enforcement of capital punishment (see diagram below) in other parts of the world.
Clearly it is diffcult for aid agencies to work in areas where human rights are being flaunted but the
question is do they refuse to work in these areas, thus leaving the victims of the disasters without
outside help, or do they attempt to compromise their principles and underlying UN guidance and make
the best of a bad situation? I think a cetain level of acceptance (?any suggestions for a better word as
this isn't quite what I mean)! of human rights abuse might be necessary for NGOS when working in
disaster situations as it may facilitate their ability to actually get in there and help, but morally and
ethically this is quite upsetting. In Zimbabwe at the moment, aid agencies are leaving due to moral
difficulties in acceptance of the gross human rights abuses occuring there but this ultimately means the
people there will be further affected.
The question of how disaster agencies respond to human rights abuses is a difficult one. In order to be
allowed to enter and work in some disaster zones, negociation with the abusers may be necessary and
a certain level of ethical compromise needed. However, at some point the NGO may no longer be able
to accept the abuses which are occuring and then at that point has to make a decision about whether to
carry on or not. I don;t know if there is any valid way of making this decision, I suppose each situation
has to be judged individually although I do think whatever decision is made, it is likely the NGO will be
criticised as in such a situation I don't know if there are any right and wrong answers.
Diagram 1

From http://en.wikipedia.org/wiki/Death_penalty

Forum: Human rights and International law

Times Read: 13

Date: 11-14-2006 13:04

Author:!
Subject abuse of human rights...

There's an interesting point "endowed with reason and conscience and should act
towards one another in the spirit of brotherhood." I think all of these declarations and
international laws are great in principle but the reality is they are all very idealistic and
rather Utopian. As Alex says, "UN being a recognised (powerful) body" we still do not
have world peace or equity in healthcare and continued atrocities occurring around
the world...
your point about aid workers compromising believes is interesting. You question
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how agencies respond to human rights abuses. Ignore them?
Thinking of your comments on negotiation with abusers and 'compromising' -1 was
reading about global reproductive health rights (no surprise there!). Is denying
reproductive rights an abuse of human rights? I say yes (obviously). I read "The
increasing influence of conservative political, religious, and cultural forces around the
world threatens to undermine progress made since 1994 [Cairo convention on
population - where agreed reproductive rights were a human right and all should
have access]..., and arguably provides the best example of the detrimental intrusion
of politics into public health.[1]"
I am thinking of Bush Administrations position on abortion, reproductive rights and
condoms and the mockery they make of 'international rights' that many countries /
Governments / NGOs believe just and worthy. You offer abortion or do not promote
abstinence education only (no evidence works alone) and you get no money for your
agency. Agencies are really suffering on this aspect but where is the international
'leaders' in addressing this with Bush?
Rant over. Oops!
|1|- Glasier A, Gulmezoglu AM, Schmid G, Garcia Moreno C, Van Look PFA. Sexual and
reproductive health: a matter of life and death. Lancet 2006; published online Nov 1.
DOI: 10.1016/SO140-6736(06) 69478-6.
Reply

Forum: Human rights and International law
Date: 11-16-200609:58
Author: Davies, Kevin <kdavies@glam.ac.uk>
Subject Re: abuse of human rights...

rimes Read: 11

Interesting discussion here folks. I suppose that some of it comes back to our impartiality/nuetrality
discussion earlier.
I am also interested in the notion that the UN is a "powerful" organisation. Is it? Did it exert any power in
Rwanda in 1994, or indeed was it listened to in 2002/03 by the Bush/Blair alliance?
Did the NGO groupings all act in the same manner in Rwanda and Burundi in 1994 OR did some make
decisions that could be seen as partial? For example the SCF and MSF stances were very different in
the refugee camps.
In addition SCF would claim to be non-partisan but would also claim the right to advocate for children
but claim non-partisanship in all other areas!! So can groupd legitimately claim partial non-partisanship?

Hope I have made myself clear.
Regards Kevin

Forum: Human rights and International law

http://blackboard.glam.ac.uk/bin/common/msgjist.pl

Times Read 11

01/12/2006

Forum View

Page 4 of 6

Date: 11-16-200623:18

Author^
Subject Re: abuse of human rights.

I don't see the logic of advocating for children rights without advocating for the rights of their parents.As
I see it; human rights for adults are important for the wellbeing of their children.
UN is a very slow and bureaucratic organisation that never takes a stand against the powerful regimes
of the Security Council -1 do hope it will be reformed.
For reliefworkers to be in a situation with severe abuse of human rights must be very difficult - but I
guess that is what happens all the time.For my personal behalf I think it is important to register all abuse
of human rights and pass the information on to my NGO.if possible negotiations can take place on a
higher level.But how do you negotiate with warlords?In many situations there is a delicate balance
between fighting for human rights and concidering the security situation.

Forum: Human rights and International law
Date: 11-17-2006 19:44 _____

Times Read: 16

Attachment linda_camp_keith_human_rights_1999.pdf (111797 bytes)
Subject Re: abuse of human rights...

Hei,
A difficult one to solve; how far should the international community (in the form of International Law)
supersede National law? There is little doubt that the UN is a 'toothless tiger' in many situations. As
Kevin says there is a history of doing little or nothing. However can we think of a situation where there is
no UN? How would things be? In my opinion things would be worse because there would be absolutely
no checks or balances on the behaviour of nation states towards their neighbours and/or ethnic
minorities within the country. At least we have a thing called 'world community'. It might not be worth
that much without threat of force but it is there. I think the situation in Southern Lebanon is a good
example of the UN being proactive and the 'world community' taking responsibility. Iraq is a bad
example.
Returning to the question of rights <pBand H^have provided really good examples of how difficult it
is to make decisions in relation to human rights and healthcare as a human right. As Healthcare
Practitioners in Western Society you will be involved in 'advocacy' for the right to healthcare. Your
position is not likely to change in disasters, which mostly occur in developing countries. I doubt if your
stance as a healthcare professional will change. However a big difficulty might arise when you have to
'bite your lip' that is keep your mouth shut in order to protect the overall goals of your agency and/or
your own safety and the safety of your team! Of course when you are safe you can say as much as you
like.
So as Mil advises we have to treat every situation as unique. Of course we have our principles and we
have international codes but all these may need to be modified depending on the context. As long as we
have good awareness, that is the best we can expect. Of course we have to keep pushing our
governments to work together for human rights and healthcare in all parts of the world even though it
may seem futile at times.
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Looking at the research suggests that we should not be optimistic and maybe we have to accept that
most states use human rights treaties only as 'window dressing'. Have a read at these two papers by
Camp Keith (1999) who found that it might be overly optimistic to expect countries to change their
stance in human rights and Hafner-Burton and Tsutsui in 2005 who propose that human rights treaties
can be a facade. Sorry to finish on a 'down note' but better to be realistic I think. Thank you
Regards

PS Both files will be emailed to you if I fail to upload

Forum: Human rights and International law
Date: 11-18-200615:42_________

Times Read: 11

____

Attachment hafnerburton_huma_rights.pdf (5760261 bytes)
Subject Re: abuse of human rights...

Hi,

sorry having diffs uploading this second paper.

Forum: Human rights and International law

Times Read: 7

Date: 11-24-200610:55

Author:,
Subject^te: abuse of human rights...

I must confess I have become increasingly disillusioned with the UN the more reading I do. I do think
however, that it is still important in theory and should continue to be supported by countries. Kevin's
point about the Bush/Blair pact, could equally be made to the G8 and the Eu where in certain situations
economic or political pressures may overtake those of human rights.
The most frustrating thing about the UN (from the outside) is it relative ineffectiveness and I think
potentially this has got to do with the lack of strength shown by its security council. A breakaway
country isn't going to listen to the UN when it knows that political will (as well as economic factors and
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indeed historical referrences) mean the security council will not either impose strict sanctions or follow
ths up with military force.
On a side note, I have been reading a book called ' Shaking hands with the devil: The failure of
humanity in Rwanda' by the UN General Romeo Dalliare. It is a great book and a real insight into the
workings of the UN and the 'stand back approach adopted in Rwanda.

Forum: Human rights and International law
Date: 11-24-200611:34
Author:^
Subject Re: abuse of human rights...

Times Read: 9

Hi, Yes I am reading that book too and agree with James, it is very helpful! Also reading another one
about Rwanda called 'we wish to inform you that tomorrow we will be killed with our families' - quite
depressing but gives an interesting insight into the Rwandan genocide through the approch of short
stories. Hope everyone is well, roll on summertime and sunshine!!! Love

OK

http://blackboard.glam.ac.uk/bin/common/msg_list.pl

J

01/12/2006

Appendix Twelve: Questionnaire related to Project Two

249

ion: 01 Sex

Please indicate whether you are male or female:
O

a. Male

O

b. Female

itesponse Summary
Distribution..
0% 0

o%W

Please choose which age group you fit into:
O

a. [16-20]

O

b. [21-25]

O

c. [26-30]

O

d. [31-40]

C

e. Over 40

Response

a
b
c
d
e

0%
0%
0%
0%
0%

0
1
4
7
0

What is your Nationality?

Responses

^ User ID
!1
j2
i3
I
J4
5

Response"
Greek
Irish
Irish
Finnish
Finnish

7
;J&;;D^;v

British
Australian V :" ; " ; ^:\V- -:.-••••••"; ^ .^ - : v: ;":• :; : '.- V

9
;1&; "
11
jj$': ~ : ; "';

Finnish
british- not very anonympus really is it!!
Finnish
.Gertnan;. ;•-A ' v '- :; ' - : :,'' ;-; V'. . : : ' ' ^ •'

What is your first language?

iReispttiises?

1

Greek

English
3
H.i : ';B•'. : .':' :/; - fvi-V'',?S;;';'?; :^ : V' :Finnish;
Finnish
5
HL,-- ;i- Vv; -".^-V:(:^-i .••?vi;;-::;::;'' :. ;iv:-: ^fihnish:
7

English

9

Finnish

11
12

Finnish
German

{JtiestionrNETOOS ;;^^^^^^
What other languages are you reasonably fluent in?

Responses

1
1
3
4
5

1%

nil

1
3;i
9

English, French
Portuguese, Spanish
French Spanish Romanian
: '
English, Swedish
English, Turkish

v;

afrikaans & zulu
Spanish, French, Swedish

11

English

12T

English

|<Juestibh:'NET004 ;;/;•;; •:'"" ?• * "—
What year did you start this course?
O

a. 2003

O

b. 2002

O

c. 2001

O

d. 2000

e. 1999

O

Response Summary

a
b
c

i
I
i

V ahie: Freqiienfey JDistriiiutidiB
0% 5
0% 3
0% 0

What is your profession?

i
1

Nurse-midwife
?;

3

-r^'^^^^^^^&k

Nurse
RGN/RM

Nurse:

:''"-'''''-'''':^M$:i?y^:'^';g:%-$

Psychiatric nurse

nurse
7

i"a
|9
10

Nurse
Nurse ;

• >,• . -. . ^^zj^j^jf^^iz
" '""" ••'•"'"•"'• ''^:%^Wr

Medical-Surgical Nurse

RON -.
Nurse
Nurse

.

^^r-K

tion: NETOp6
What is your clinical expertise?

lEtiesponses

D; Response ' : :'y:•' '••"•• • :' : ': , :-: " •'.'. ;'•
11
t2i ,
13
l^t v
i5

i

\& '

Intensive Care Unit, since 1991.
Paediatrics *
:•/ ^ : .•"""•:. r:
Public Health in disaster and development settings.
Surgical ward and ICU
*
;
>
Two years at psychiatric hospital (adults and children) One |
year at mental health services for refugees. Present; project |
co-ordinator (area: young refugees psychosocial support (
and education)
'acutecare . "
'''-- *'..'^- ..••-.: •;••> .-.•••.•' . ;-"
"

17
Accident and Emergency
1H«-:V Emergency /trauma / minor injury / illness
j9
Medical-Surgical, Infectious diseases/Tropical Medicine
111
i 12

Critical Care
Anesthesia and intensive care

j.Oiiestioii::;04:;AccessiiigPGs: • / -,OA.v.\.:.. ,;;••. ".•.;;:;;''v::-::; i'v:''v-^'-'A;
Please choose as many of the following options as necessary to
indicate to us where you access WebCT from.
G

a. Home

G

b. Placement Institution

[j

c. Cybercafe

O

d. Other

iSuirhmarjs
:.A:ns\ver;:^aIsier Frequency
<
1
0%4
| 1,2,3,4 "
! 1,2,4
0% 1
i 1,3
0% 1

•

,

ICumuiative Response §iimmairy ^ .^••'•'f'-^ : ;;"-: "r/ \-^^:^^^:i^
lvalue Cumulative^ Frequency
0% 11 ^^IHHHHHi

1
3
4

0% 3 •
0% 6

On a scale of 1-5, where 1 equates to basic and 5 equates to expert,
please indicate where you think you sit in relation to your personal
Information Technology skills.
O

a. 1

O

b. 2

O

c. 3

C

d. 4

O

e. 5

iResponse Summary
tAnsjver,
i

!

!

a

b

0iStnlbiii!0ri
0%
0%
0%

1
2
7

i

d
e

0%
0%

Question: 06 UseVLEs
Do you currently or have you in the past used Virtual Learning
Environments (VLEs) other than WebCT and if so, which ones?
Rease type your answ er here.

I

12
3
4
fa

Please type your answer here. Never
Please type your answer here. No.
No I haven't. This is my first time when I use WebCT
Please type your answer here. No I have not.

16
no
\J; •,;./•'. Never used it before now
v
!8
Please type your answer here. Previously 2 x under
graduate modules completed on-line with discussions via
webcam.
19
Please type your answer here. This is the first one so far.
110
111
112

None - webCT was the first
Please type your answer here. No
Please type your answer here. Yes, via university Intranet

Question: 07 BrowserType
Which of the following browsers are you most inclined to use to
access your WebCT course material?
O

a. Internet Explorer

O

b. Netscape

O

c. AOL

C

d. Other

;QiJ(estibn|:lp.-GourseGonterit^ ;: '. : '^••Vv ;^.v;: ^,;.: ^-;':. ;-::;:;: ••'•'•:..;,-..' :--^''''? ;
Please choose one of the following options to indicate the influence
that the Course Content had on your learning:
O

a. Highly Positive

O

b. Positive

C

c. Neutral

O

d. Negative

O

e. Highly Negative

JKespohse Siimniary

a
b
c
d
e

$ Freflfuency pistributipn
0% 3
P%
0% 1
0% 00% 0

^Question: 11 CourseContehtComment
Would you like to comment on the Course Content?

If so, please type a short comment here.

JLJ

§
lifc

11
|
;

;

It may improve by updating the directed, required
readings.
I find the contect ver interesting, yet some what sheltered
fromthe reality of some situations that actually occur in the

No.
••*'
n
1? Veryinteresting;course
If so, please type a short comment here. Sometimes not
enough or not up to date information or a content ment for
previous year students, that wasnot useful for our group at
all but it was actually misleading (management module).
Generally very good but more support needed from the
If7
$.'J,,v;.^; -' : tutors-•^^•- ...;:V .,. .:.•-.,• ••••- /./-..., - : •••"-.. •-. . *;«• .
If so, please type a short comment here. Key Aspects great
18
introduction to issues in the field. Epidemiology / Public
Health / Nutrition all big subjects - too big to be in one
module. Operational management - feels like an "after
thought" and discussion topics disjointed from that
covered in Hame.
If so, please type a short comment here. Challenging and
relevant.
|
Well rounded course with all the key concepts involved in
110
holisitic nursing utilised, eg, psycho-social, cultural issues,
it covered what I expected in view of working abroad and
with different ethnic/cultural groups. Perhaps focus also
not only on the cultural differences of caring for patients
of different nationalities but also the problems with
working with people of different nationalities.
i
If so, please type a short comment here. The course
,11
contents have not always been accurately updated as
j
3
x|
5

I
j
|
|

112

If so, please type a short comment here. Should include a j

:Question;, 13 E!e<:ti^iiii(:I?asedResoiii:c:es.
Please choose one of the following options to indicate the influence
that the Electronic Based Resources, e.g. library links had on your
learning:
O

a. Highly Positive

O

b. Positive

C

c. Neutral

O

d. Negative

O

e. Highly Negative

^Response Summary
! Answer Value? Frequency Distribution
|
a
0% 3
0%2
0% 0"
0% 0
l4 lLIecj:r()nicResources(^omnient

Would you like to comment on the Electronic Resources?
If so, please type a short comment here.

"Responses

User't
1

Often, the password is not accepted by ex. LEXUS-

2

3
4
5
7
I9
|: 10
I
>,
II
j
]
pl2

NEXUS. If not more in quantity, then more in the quality
of the journels that are full text available.
1 have to access form a remote location. There are times
when it is months before I can access the site due to my
locvation. However at other times the site is so complex to
access it takes so long, (acknowledging a very slow phone
system) that the net goes down or electricity goes before I
can access anything.
No.
EBSCO is missing from the electronic resources
If so, please type a short comment here Was very Helpful
in getting articles! Essential resource for distance learners!
I could not have survived wothout that service!
Generally very good
? '
./
?
If so, please type a short comment here. Excellent value.
extremely useful to have access to these facilities in the
comfort of your own home, especially when you are able
to get the actual article printed off
If so, please type a short comment here. The difficulty for
distance learners is the required signature, this is
extremely time consuming.
If so, please type a short comment here. No
:
{36m^^

Please choose one of the following options to indicate the influence
that online communication had on supporting your placement:
O

a. Highly Positive

O

b. Positive

O

c. Neutral

C

d. Negative

O

e. Highly Negative

tt*v£x&g£^fiffiffig^ ?•::;.• •;:. \^ • • .•:-•.-;: ;-: :- ;-^'

a
b

^^a lue Freq uiehpy':t)iisi(i'ibutip:n:
0% 1
0%-f
0% 4

c
d
e

0% 5 I
0% 0
0% 0

Question: 16 GommunicationCoinment

Would you like to comment on the online communication in the
course?
If so, please type a short comment here.

!l

9
i

to
: 12

An idea of what others are doing and thinking is helpful.
Otherwise, it would be too lonley. Plus, at times the
teachers give there thoughts, this helps the student feel
more confident that he is on track.
WHen available I find this one of the most Useful tools,
especially getting in touch with the others on the course to
No.
Small group so usually communication isn't so active
If so, please type a short comment here. Better than
nothing but needs to be improved. Perhaps not being
familiar to online communication was sometimes problem
(for students and instructors).
Good level of comniunicatiohaiid shared
If so, please type a short comment here. Keeps you active
and challenges to proceed with the studies.
If so, please type a short comment here. This takes quite a
lot of commitment and effort from all participants, but
when the dates and times have been agreed, the online
communication has been very handy. It is a different
approach in comparison to telephone communication.
If so, please type a short comment here. No

Question: 17 GommunreationDisciission

Please choose one of the following options to indicate the influence
that the Discussion tool of WebCT had on your learning:
O

a. Highly Positive

O

b. Positive

O

c. Neutral

O

d. Negative

C

e. Highly Negative

Response^Summary
Value jFreqiiency Distributipn
0% 4
0% 8
0% 0
0% 0
0% 0
Question: 18DiiscussionCpmmerit

Would you like to comment on WebCT's Discussion tool?
If so, please type a short comment here.

At times, one of the two situations is evident: a)I have not
understood the subject at hand, not at all unlikely. b)The
discussion is way of topic, with elaborate yet irrelevent
postings.
I tend to access the discussio download the comments
posted so far, take them off read them at leisure then write

i
3

;
'
'4
5

17
;9
J4G|
I ...
ill
i .
\-:l2.:
I

a posting myself. It takes too long to access, read, and then
comment all at one time.
It was sometimes difficult to get the discussion started and
maybe we tended to wait until almost the closure deadline
before contributing.
Good chanel to communicator! between btliei* stulenls^
If so, please type a short comment here. Useful, again
problem is that with some instructors it took too long time
to get replies. Sometimes worked perfectly!
Generally good but no access for two months at orie point
If so, please type a short comment here.Functions well.
when there was active group discussion it was very useful
If so, please type a short comment here. No.
...
If so, please type a short comment here: Participation
should be mandatory for all students

Please choose one of the following options to indicate the influence
that the Mail tool of WebCT had on your learning:
O

a. Highly Positive

C

b. Positive

O

c. Neutral

O

d. Negative

O

e. Highly Negative

jResponse Summary
;Answer yallue
0%
a
b ..,. % 0%
0%
c
0%
d
0%
e

Frequency Distriljutipii
3
1
0
0

Question: 2QMailGomment,

; X: ' •

;

; J; ; v

Would you like to comment on WebCT's Mail tool?

|
I
i
!
\
j
]
j
)
j
I
\

tf so, please type a short comment here.

Jll

2 '
3

It is not easy to communicate with someone, without
hearing the tone of the voice, the emotion of the face, the
gestures of the body. Often, opinions are being stated, not
facts. A degree of personal contact makes it easier to
understand the way someone expresses themselves. The
mail tool is a more personal contact. It is as if you have
gone to the trouble to address someone in particular, and
not just the group, I have the impression this creates a
friendlier environment.
As stated aovi, very
No.

14. •-.

ofc:;-?..w' ; : :K •.,-' V ; V •{ : ';.'.; ••.>•'

S5

If so, please type a short comment here. Good tool to have
personal emails trough WebCT. Useful! !
Not really utilised
If so, please type a short comment here. Works fluently in
most of the cases.
the new format with different mail boxes for each spefic
module makes it far easier to use than it was before,
If so, please type a short comment here. No.
If so, please type a short comment here I's easie to get in
contact with other students or with the teachers by using
the mail tool.

7
9
IG
11
12

Please choose one of the following options to indicate the influence
that the Chat tool of WebCT had on your learning:
C

a. Highly Positive

C

b. Positive

C

c. Neutral

O

d. Negative

C

e. Highly Negative

Response Summary
Answer Value
0%
;a
0%
b
0%

^reijuency Distributioii
1
1
3

0% 0
Qjii^ji^

.;.-;;,•.-!,.., ;^. -,^V1 V,-..:...,.;;".

Would you like to comment on WebCT's Chat tool?
If so, please type a short comment here.

Responses

D; Response
......
2
I have tried to use this but it is difficult to get anyone else
there, so now |I don't bother.
; 3r:; ..
fe'we1 group,' we didn't tis£ijfc;3^:5'\^'^
4
Not so used
:5
If so, please type a short comment here: When we used it
at one period of time with other students it helped to get
motivated to studies, feeling that people were not so far as
usual with this course. However, needs arringments so that
!
people sit on chat at the same time.
!7
Not used

If so, please type a short comment here. Never used it.
If so, please type a short comment here. Have not used it a
lot. Maybe difficult to set the timing when people are
scattered worldwide.
when as a group we decided to have a Sunday coffee
morning on the chat tool at a specific time it was
wonderful as if there were a few of us on line it felt as if
there was a bit more support and less lonely, it is a brilliant
piece of technology, it is just a shame that there are
differences in time and peoples working hours which
prevented us using it more frequently.
If so, please type a short comment here. The chat tool
should be used more, teachers should encourage the use of
|
the tool in i.e. personal tutorials. This is cheaper than
I
telephone.

8
9

10

11

If so, please typeia short continent here. Only rarely used

|F2?

: 25 T"ecliri6logyFuu^OnaIity
Please choose one of the following options to indicate the influence
that the functionality of the WebCT technology had on your
learning:
O

a. Highly Positive

C

b. Positive

O

c. Neutral

O

d. Negative

O

e. Highly Negative

fi&espons<e Sumifhary
• A n'Sweif ;Value'i JFreqjueii 'icy : D jst^ibution
0% 1 IH
a
:' b ';: ^ 0% 10

i
j
i

c
d
e

0% 1
0%
0% 0

omment;

Would you like to comment on the functionality of the WebCT
technology?
If so, please type a short comment here.

Very straight foward and easy to apply.
.
.
........
Only twice have I had a problem, that was resolved
centrally, to allow me access where I needed to get the
13
1 ...
14 x;
i5
i9)
10
Tl
1 12

No.
.
... ..-, . ...... ., ... ...... ..
you get help if needed ;
If so, please type a short comment here, no commnent
If so, please type a short comment here. No. •
Again, the new format since the start of the course has
made it much easier to use.
If so, please type a short comment here, Noi
••-.'.';
If so, please type a short comment here. No

Are there any technical issues you would like to draw to our
attention?
If so, please type a short comment here.

Jk
ill
'£'£:

" ' "' :
'
•'
;: '
OB Response ' • '
The technical problems I have encountered are resolved
before I even get around to mailing Cecilia about them.
Although I have at times read that others are having a
delay in accessing, I haven't.
IN the compile tool, could I please ask you not to put
photos and complex drawings?? In the 2nd module in
Helath and Nutrition, it took me 5 hours and 6 attempts at
weekends to finally get the module contents downloaded,
very expensive and so frustrating.
No.

j1
|
i
|
12
j

13

5
ffev
8
P
10
||
j
112

:

If so, please type a short comment here. no.
.:., .;,
:
••
Nit •.*.-. f;-: -., ,••••-. : ?v
If so, please type a short comment here, no
s
If so, please type a short comment here.No:
no
If so, please type a short comment here. Web ct support
person has been available and very helpful in case of
problems. This has been very important.
I
If so, please type a short comment here. No

^estiph: 28 toParticiparits

'-•^'•'.f'S • ' ••'' ••• ' - ;- 'v':- '^

Please choose one of the following options to indicate the influence
that your Co-Participants had on your learning:
C

a. Highly Positive

O

b. Positive

O

c. Neutral

O

d. Negative

C

e. Highly Negative

Response .Summary
kAnswer Malue Frequency Distribution
0% 4
I a
0% 5
! b

c
d
e

0% 3
0%sf
0% 0

Question: 12 CoParticipantsCommertt

Would you like to comment on working with your Co Participants?
If so, please type a short comment here.

is
le

Ill

112

I don't even know what or who they are
:^6upMe1^^
outcomes. Different peoples opinions, viewpoints,
interpretations, presentation styles all added to the
learning experience. Go Participants always respected
and responded positively to others contributions,
changing the feelings is good
If so, please type a short cpimrnejftthereL ^lattt^ jSslpV .-';
They are very supportive
(Etood participation
' . " '" " ; -'' : ^-'^ :v -^:%; :^|!^
If so, please type a short comment here. Regular
connection withmy coursemate has kept my motivation
high through out the education.
it has been Wonderful working and getting to know my
fellow students, if they hadn't been so supportive and
fantastic I think that it would have been very hard to keep
the motivation going on this course.
If so, please type a short comment here. As this course is
self directive learning and the participation, although
recommended (required?), is not always active from all
the participants. Students have to be very active in
bringing their own part in the learning of others.
If so, please type a short comment here. Depending on
the subject there was not always a lot of contact

jf^^

Please choose one of the following options to indicate the influence
that working as an individual had on your learning:
O

a. Highly Positive

O

b. Positive

O

c. Neutral

O

d. Negative

O

e. Highly Negative

d
e

0% 9
0%2
0%0
0%(T "

:Qutisti6n: 30 End^vidiiialWorkConiinent
Would you like to comment on working as an individual on the
course?
If so, please type a short comment here.

JLJ

I procrastinate, thus working alone has given me a lot of j
headaches trying to decide how to get to a specific point, j

';
i
i3
14
15
j
!
}:••,,'
17
|^J '
|i
110
j

il,l;
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|
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thus alone or isolated I should say has meant, I hae to
|
make a decision and stick to it!
j
It kept my focus narrowed. I still only had my own
!
thoughts and interpretations of a subject.
j
should be motivated
If so, please type a short comment here. Very difficult in
the beginnig. However, I have learned to find information j
and work independently. Hard way to learn to work as
>
idividual, especially in foreingn language but for my
future career beneficial!
I prefer to work alome
If so, please type a short comment here. It has supported
my personal and professional growth.
it is hard to be motivated working on your own. certainly
after the summer school i am very keen and enthusiastic
but this has much to do with having been with other
people in the same situation. I think I personally work
better with other people around me and especially being
stimulated by others opinions and face to face
discussions, so i have found it rather difficult to not be
able to actively discuss things with colleagues during the
course
If so, please'type a short comment here. Working
individually has been the only option for me because I
work fiill time in three shifts and time is always short.
Individually-I can work at any time of the day.
If so, please type a short comment here. I have chosen a
distance study as I prefer to learn by myself

Appendix Thirteen: An example of a simulation scenario
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List of abbreviations
AS
EU
FST
GW
IDP
NGO
PAR
SW
SF
TA
UK
UN
UNHCR
UNSG
UNSCR
USAR
WHO

Anglo-Saxburgh
European Union
Field Surgical Team
Gwalia
Internally Displaced Persons
Non Governmental Organisation
Population at risk
Silver Wind
Special Forces
Territorial Army
United Kingdom
United Nations
United Nations High Commissioner for Refugees
United Nations Secretary General
United Nations Security Council Resolution
Urban Search and Rescue
World Health Organisation

List of assets for deployment
UN Contingent
203 Field Hospital (V) at 25 bed capability including 2 X FST
144 Para Med Sqn (V) with 2 X FST
South Wales Fire Bde USAR
Multi-National NGO contingent

Country information and Medical
Intelligence Assessment: Gwalia
Description of Gwalia
Gwalia (GW) is a partially independent country bordered to the Sea by the Severn
Estuary to the South, the Dee Estuary to the North and the Irish Sea to the West. Its
Eastern Boundary is primarily Offas Dyke and the country of Anglo-Saxburgh (AS).
AS has been exploiting GW wealth in coal and heavy industry for centuries and as
such GW has become resentful of this and wish to peruse full independence.
This aspiration has been further fuelled with the discovery of significant amounts of
oil of the West GW coast which AS wishes to further exploit. There has been
significant and escalating conflict over the past 20-30 years with AS coming under
UN pressure to facilitate GW Independence. Conflict and bloodshed have been
further escalating since the oil discovery and the UNHCR is becoming increasingly
concerned about possible ethnic cleansing especially in the southern flatlands where
AS presence is at its highest. See the media intelligence at Appendix A.
Topography

From the South and the Severn Estuary GW has a fertile coastal plain that extends for
some fifty to sixty miles to the North. The hill and mountains region up to 1100
metres in height extends fully to the North of the country and are considerable
obstacles to the AS military operations in the region. There are numerous reservoirs,
rivers and lakes offering a plentiful supply of eater for consumption and irrigation.

Climate
Gwalia has a temperate climate with moderate summers and cold wet winters. Snow
is usually restricted to the high ground although the lower regions can have some
snow. Rainfall is plentiful all year round. In July/August temperatures can reach 35°
and in January/February as low as -10° or more on the higher ground. Climatic
variation throughout the country is minimal. The lower areas tend to be slightly
warmer. Morning and evening fog is not uncommon in the valleys and estuaries.
Population
The 2.5 million population of GW is seen to be concentrated along the south coast
flatlands with sparsely populated areas in the central hills and mountains. The
northern areas have a population of approximately .75 million. Ethnically GW is
primarily made up of Chapel going reformist Christians. The southern areas are very
cosmopolitan with small communities from Afro-Caribbean, Somalian, Polish, Italian
and Balkans ethnicity. This mix has been seen as very positive in GW political circles
and is used as evidence of a society that can handle its multi cultural society
effectively and to support GW independence aspirations within the EU.
GW politicians at the Hague are constantly pointing out that AS operates an almost
overt Xenophobic tendency when it comes to accepting workers from outside its own
ethnic populations.
This is seen as GW point scoring at the expense of AS with the AS population
demanding action to stop this perception of national insult.

Literacy in GW is variable with the larger populations in the south and to some extent
the north having higher literacy levels. Life expectancy is 68 years. There is
significant chest disease among the male population due to the many years of coal
mining. Heart disease is increasing year on year and the area around Newport in the
south is a cluster of significance on par with the most serious in Europe. The
incidence of HIV/AIDS is currently relatively low but is increasing along the same
lines as other reasonably developed countries, current figures stand at 1200 known
cases. GW politicians blame AS for introducing this disease into the GW population
further exacerbating relationships.

Economy and Jiving standards
The economy of GW has been in steady decline for some years and is still the focus
of exploitation by AS. AS in particular are overtly seeking to influence the newly
found oil revenues to its own ends. GW sees this as further exploitation and aspires to
utilise this new found wealth to enable a truly autonomous and independent GW.
There is still an industrial legacy from heavy industry and there are numerous disused
factories and plants that may have significant amounts of toxic substances within
them that are not being disposed of effectively. Farming is the mainstay of the hill
and mountain regions and is primarily related to sheep and cattle.
UNSCR 31694
This was passed unanimously. It condemned the continued AS exploitation of
GW and the aggressive nature of the AS Forces deployed in GW. Additional
condemnation was given in respect of AS support of insurgent activity within
GW and the ethnic cleansing of towns in the south of GW in particular.
Profile of diseases that may impact upon mission
Measles:
Incubation period up to 21 days. Severe risk in overcrowding especially in the under
5 years age group due to its veracious contagious nature. Displaced and refugee
populations are recognised by the WHO as the highest risk groups for outbreaks.
Mass immunisation is required with the under 5 years group targeted specifically.
Cholera:
Transmission is via the oral faecal route and can be devastating to displaced and
refugee populations. Outbreak to be suspected when a patient older than Syears
develops severe dehydration and dies from acute watery diarrhoea or when there is a
sudden increase in the daily number of patients with acute watery diarrhoea. Rice
water stools are typical of Cholera.
Acute Respiratory Infections:
Transmitted by droplet from affected people with a short incubation period. A very
real risk in conditions of overcrowding.

Meningococcal Meningitis:
Incubation 2-10 days (usually 3-4).
Transmitted by direct contact, droplets and discharges from nose and throat of
affected people. This carries a year round risk which is elevated during cooler months.
There is increased risk in situations of overcrowding.
Pulmonary Tuberculosis:
Incubation 4-12 weeks. Transmitted but airborne droplets from sputum of affected
people. Year round risk which is country wide and more prevalent in overcrowding.
Gastrointestinal Illnesses:
Incubation period 6 hours-10 days. Transmission by ingestion of contaminated food
and/or water. Year round risk that is country wide and may impact upon mission
deployed personnel. Morbidity can reach 20% especially in new arrivals to the area.
Causative organisms include; E Coli, Shigella, Campylobacter, Giardia, Salmonella.
Contact diseases:
Sexually transmitted diseases may be evident in the PAR. Incubation periods depend
on the disease and can range from 2 days to 3 weeks. Year round risk with increase in
urban areas and in transitory populations.
Hepatitis:
Types B, C and D have been identified in Gwalia. Incubation from 15-180 days with
transmission from infected blood transfusions, contaminated needles and sexual
contact.
Environmental risks within Gwalia
Water:
GW suffers from extensive soil and water contamination following centuries of
exploitation of its resources by AS. This is particularly so in the more industrialised
south where much of the heavy industry is based. There are a number of areas where
disused plants pose significant risk in terms of pollution of the water table and
potentially within the air.
Although there is a plentiful supply of water care must be taken to ensure that it is
potable. This is due to the evident risks from pollutants throughout the country.
Treatment facilities for potable water are currently inadequate to serve the population
although there is steady improvement.
Sewage:
Only 65% of sewage is treated before release into the estuaries of the Severn and Dee
respectively. Some of the larger conurbations fare slightly better due to investment
from UN and World Bank resources.
Air pollution:
Significant due to years of unregulated industrialisation in the South. Problems more
pronounced as downwind hazards from disused plant and abandoned mining centres.
There is potential for a major pollutant to be realised into the air from the many run
down and abandoned industrial areas.

Medical situation in Gwalia

The GW medical system is in almost total disarray with most of its assets looted or
contaminated by AS sponsored insurgents and regular AS troops. There is a shortage
of food, medicine and trained staff. Primary health care has been traditionally been
provided by the local health centres staffed either by GP trained doctors or Primary
Healthcare Nursing personnel. These are almost non existent now in the south.
There is no capability for screening blood products within GW so all such products
must be treated with suspicion.
The town of Silver Wind and its environs
Silver Wind is situated in the southern flatlands of GW a short distance from the
conurbation and Port City of Newport which is on the Severn Estuary. Newport has a
General Hospital which is still functioning with a very limited capability. SW total
area runs some 4 km from East to West and 2 km from north to south. SW had a
population of some 15,000 prior to the most recent conflict which saw considerable
ethnic cleansing of the area by AS troops and AS sponsored insurgents. At present
there is a population of some 200 in the forested area to the north of the largely
demolished town, there are a significant number of children with this group. Prior to
the latest attack SW had been spared damage because the town provided the bulk of
the workforce for a nearby power plant. This plant was allowed to fall into complete
disrepair by its AS owners and as such has been left derelict with the SW workforce
becoming unemployed. There may be a biohazard from this derelict power plant.
SW was a very close knit community with many families intermarrying.
At present there is only one emergency water point available for use by the population
and is situated in Grid Square 476913. This will need to be assessed as the current
intelligence suggests that it may be contaminated.
The road infrastructure within SW is usable but may need repair in places. There is
also a rail capability that will need assessing as to its utility.
Threats in the SW area:
AS forces and insurgents have extensively mined the area. UN sponsored mine
clearing experts have been deployed but their work is at an early stage and is being
hampered by booby traps encountered in many of the buildings. This risk is ongoing
and will need to be kept in mind once deployed. There will be expertise available for
advice regarding this threat.
Hard shelter is scarce and some of the buildings have asbestos within their structure
although some clearance work has been commenced. Therefore it is essential that
adequate shelter is deployed to ensure that a medical facility can be provided and that
staff have adequate cover.
There are snakes within the SW area mainly of the viper variety, bites will
incapacitate by rarely kill. There are also spiders, centipedes, scorpions and ticks.

UNSCR 31695
This was passed unanimously and supported a joint deployment on
Humanitarian grounds to the town of SW initially. The military deployment
falls under UK Defence Mission E and specifically Military Task 20.
Additionally, UN Chapter Six applies. The NGO component will deploy under
their own corporate rules in line with their specific humanitarian ethos. The
UNSG has made public his support for this intervention in enabling the people of
GW and in particular the hard hit town of SW to regain ownership of their own
destiny without exploitation from AS.
Current situation
An assembly and training facility has been acquired within a T A Centre in the Capital
City of GW, Cardiff, GR151789. The exact situation is still unfolding and the media
coverage is very graphic. UK Government is keen to be seen as an urgent respondee
to the plight of the people of GW and see SW as the focus of their immediate actions.
To this end the deploying group will assemble at the TA Centre, train and prepare for
deployment.
Escorted reconnaissance in detail of SW will be undertaken in order to undertake a
needs assessment. This will be done by senior NGO and military representatives from
the deploying group at large. This group will need to report in detail and plan the
deployment of the group into the SW area in order to provide initial medical care
support the rehabilitation of the SW population.
Additionally, there is a known group of IDP's GW Nationals) moving into the area
from the North they may need to be supported also and this must be taken into
account when planning. It is understood that the NGO component of the deploying
group may have additional information on this.
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POST PLACEMENT OUESTIONAIRRE

Welcome back everyone, I trust that your placement went well and you are now busy
writing, up you reports. From our interviews last August and September a number of
themes emerged. While I do not want to be too prescriptive I would be grateful for your
comments in relation to the themes below and of course please feel free to add any
additional information/thoughts/feelings that you may think are appropriate and relevant.
Please try not too give one word yes/no answers,, rather try to explain the experience in
one or more short sentences.
Thanks Kevin
What were your experiences of the physical environment you were working in?

The cc was situated in a remote place and people lived in former workers barrack. The cc
was in bad condition and not a" happy" place. But we had running water, almost all the
time heating and we did not stay the night there. There was security available. I felt quite
safe.
If you deployed with an agency did they fulfil a duty of care towards you as an
employee?

I did not go with an agency

What was your expectation of your placement? Did it meet this expectation in
reality?

I didn't have so much expectations. My expectations were more on the psychosocial issues
(of which I went to do my research about)although I tried to be blank minded.
However I did expect that those issues that were promised to us by the local organising
parties f.ex that we can work as part of a health care team working at the collective would
work out. It was suprising to realise that such a team was non-existent and this health
clinic had not been active for almost 3 years. It was just their wish(I think) that our
commitment woud help them to start it all over again. So what it turned out to be was
much more complex project that we had thought of back home- we finally organised it
from the finincingto the running of that clinic. Anyway at the end I feel that I got so much
valuable practice in issues that I would have not got if I had been working with an
agency. In a way it was like small project planningfrom the beginning to the end.

Did you utilise skills that you use regularly in your workplace while on your
placement? How well did they transfer to a different environment?

Yes I did. Not so much of "hands on" skills except BP measurements.:) but the core of
nursing; interacting with people. It made me to think of the valuable potentials of holistic
nursing practises in refugee situations.
Did you experience any gender/ethnicity or religious conflict?

Not so much. If I had to mention something^! had some difficulties towards the lifestyle of
gypsies, not so much of their adult population but of their children. How they deny the
children from health care, education etc.
If you had to utilise the use of interpreters did you receive adequate training in this?
Did you feel confident when using the service?

This was a big issue for us. I think I learned from mistakes. We had to use interpreter all
the time and it sure was not easy. Out interpreter was not professional interpreter and it
was learning for both parties. Sometimes it all went wrong and sometimes we succeded
well. What it required was hours of explaining, and talking, Anyway I did get some
valuable practice.
Were there any skills that you brought to the placement that were not otherwise
available and if so were they utilised fully?

Not so much of concrete skills, but I think more the idea of nursing as an own profession,
separate from medicine.
Were there any frustrations in your role?

Yes, many times. The Serbian culture is different from ours and it brought frustrations.
Workingwith the interpreter was sometimes frustrating.

Lastly, please raise any comments that you think were relevant. Include here any
views regarding,the appropriateness of the simulations undertaken during the MSc
and the important elements included within them.

I know that in our case there were many difficulties to organise the placements and it all
happened quite late. It is very important that student knows very well in advance where

he/she is going, and this way she can start to obtain informationa about the place and plan
for the research. This is crucial.
Thanks very much and I look forward to hearing_from you.
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Welcome back everyone, I trust that your placement went well and you are now busy writing up you reports.
From our interviews last August and September a number of themes emerged While I do not want to be too
prescriptive I would be grateful for your comments in relation to the themes below and of course please feel
free to add any additional information/thoughts/feelings that you may think are appropriate and relevant.
Please try not too give one word yes/no answers, rather try to explain the experience in one or more short
sentences.
Thanks Kevin
What were your experiences of the physical environment you were working in?
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, please raise anyxomments that you think were relevant. Include here any views regarding the
Mropriateness of the simulations undertaken during the MSc and the important elements included
tithin them.
Hanks very much and I look forward to hearing from you.
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POST PT.ArEMF.NT QUESTIONNAIRE

Welcome back everyone, I trust that your placement went well and you are now busy
writing, up you reports. From our interviews last August and September a number of
themes emerged. While I do not want to be too prescriptive I would be grateful for
your comments in relation to the themes below and of course please feel free to add
any additional information/thoughts/feelings that you may think are appropriate and
relevant. Please try not too give, one word yes/no answers, rather try to. explain the
experience in one or more short sentences.
Thanks Kevin
What were your experiences of the physical environment you were working in?
The clinic had been closed for three years and not opened as promised for us. There
were a lot of dead cochoroages and mice. The building was in a very bad condition.
We managed to raise some money for the rebuilding of the house and the work was
promised to last 3-5 days. It lasted for 2 moths and was finished a month after we left
Belgrade. We still managed to wash the whole building and start working in one of
the rooms.
If you deployed with an agency did they fulfil a duty of care towards you as an
employee?
I was not deployed with an agency. We went to Belgrade as students and got a lot of
help from the Finnish Embassy.
What was your expectation of your placement? Did it meet this expectation in
reality?
We were promised that we would be working, in a health care team. There were no
team, actually there was nobody in the beginning. We had to find an interpreter by our
selves and pay him from.our own pocket. We thought that we are going, to. work as
nurses in a health care team but actually we did carry out a whole small-scale project
from fund, raising to reporting. This, was very good, from the learning, point of view.
Did you utilise skills that you use regularly in your workplace while on your
placement? How well did they transfer to a different environment?
We had surgery hours for the refugees on a daily basis. This is very much like my
ordinary work. Listening, to their problems* measuring, blood pressure, giving advise
and trying to find solutions together with them and a local nurse was quite alike my
work at home. The main difference was that we had to use an interpreter^ who was not
a professional interpreter. We had to teach him how to work.

Did you experience any gender/ethnicity or religious conflict?
In the collective centre there were a lot of people with different kind of background.
As all families had one member with some, kind of handicap. We were told that every
now and then there were fights and problems due to their gender/ethnicity/religion.
If you had to utilise the use of interpreters did you receive adequate training in
this? Did you feel confident when using the service?
We did use a local 20-year old local man, who was not a professional interpreter. We
trained him ourselves, nobody thought us how to do this. We knew that he is only a
student with no training for this ipb into which he had voluntarily offered himself. His
skills in English were moderate and he had strong opinions, which he also expressed,
as a professional interpreter would not do. We were also aware that he did not always
translate as he was supposed to do. We did discuss with him about this several times
and hoped that this would make things better.
Were there any skills that you brought to the placement that were not otherwise
available and if so were they_ utilised fully?
We showed the local nurse our way of working with patients, listening and showing
respect to them. A nurse raising money_and taking care of a small-scale project by pur
own was also something new for her. She said that she had learned a lot from us and
was grateful for the photo album she got from us. This could be a useful tool for her,
as she would try to tell her colleagues about our way of working.
Were there any frustrations in your role?
I think that the main frustration raised from the fact that it took quite a long time to
get started with the work at the clinic. The first month we tried to raise money for the
repair work and met a lot of health care professionals and officers. So many of them
promised help but actually very, few did help us. One big disappointment was also the
fact that nobody did continue the work at the clinic when we left even though we were
promised something else. A lot of talk but little action was hard to accept. This is very
much a cultural issue, which we were aware of but still caused frustration.
Lastly, please raise any comments that you think were relevant. Include here
a»y views regarding the appropriateness of the simulations undertaken during
the MSe and the important elements included within them.
The simulation in Wales was superb. Our placement was not an acute disaster zone,
even though it was only 2,5 years ago since last bombing. Still we were able to use
several of Qur skills there. (Jnfbrtunately we had there no supervisor or other
professional guidance for us. Onchhing. that became very valuable and important was

the access to e-mail from the Embassy. It was good to send mails and receive
messages and advise as the mail sometimes just disappeared during its trip to
Belgrade.
Best regards

POST PLACEMENT QUESTIONAIRRE

Welcome back everyone, I trust that your placement went well and you are now busy
writing up you reports. From our interviews last August and September a number of
themes emerged. While I do not want to be too prescriptive I would be grateful for
your comments in relation to the themes below and of course please feel free to add
any additional information/thoughts/feelings that you may think are appropriate and
relevant. Please try not too give one word yes/no answers, rather try to explain the
experience in one or more short sentences.
Thanks Kevin
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Lastly, please raise any comments that you think were relevant. Include here
any views regarding the appropriateness of the simulations undertaken during
the MSc and the important elements included within them.

Thanks very much and I look forward to hearing from you
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