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UNIT 1 PSYCHOLOGICAL RESPONSE
Structure
1.0 Learning Outcome
1.1 Introduction
1.2 The Concept of Human Behaviour
1.3 The Psyche of Provider and Suffer
1.4 Factors that affect Human Behaviour in Disaster
1.5 Management of Human Behaviour and Response in Disaster Situation
1.6 Conclusion
1.7 Key Concepts
1.8 References and Further Reading
1.9 Activities

1.0 Learning Outcome
After going through this unit, you should be able to:




discuss about human behaviour during and after disaster;
highlight the psyche of providers and sufferers; and
provide to manage the stressful situations and physiological problems effectively faced
by providers and sufferers during the disaster.

1.1 Introduction
Every individual has unique way to respond over the situation. Psychologist explain that behind
every response to individual there is some demand of the body, which may either be physical
or psychological. Each individual faces a unique pattern of adjustable demands.
This demand is the drive, that activate the individual, but understanding human behaviour is
very difficult. Nor two people will behave in the same way over a situation on stimulus. One
person might be mild in his response, while the
other might be very aggressive. Psychologists explain it as existence of 'individual differences'
which separates the personality of one individual from another. Each individual faces a unique
pattern of adjustable demands. Any two people would not be faced with exactly the same
pattern of demands. Each individual's age, sex, occupation, economic status help to determine
the demands made on him.
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In this unit we shall discuss about the human behaviour during and after disaster. In this regard
it is very important to know the psyche of providers and suffers. In disaster situation, both
providers as well as sufferers face several psychological problems, which makes their
behaviour to become abnormal in such traumatic situation (at the time and post disaster period).
To bring their life back to normalcy it becomes our duty to manage these stressful situations
effectively.

1.2 The Concept of Human Behavior
In this age of science, the individual is facing different types of hazards. Disaster either natural
or man-made is a natural occurrence in man's life. It leaves an immense effect on individual's
behaviour and psyche. Sufferer loses his mental peace, equilibrium, confidence and the result
is his whole personality get disturbed. They may suffer from different psychological reactions
like – check, anger, disbelief etc. In a disaster having same condition, say during an earthquake,
reactions of different people will be different. These differences in response are quite natural
because the personality of two individuals is not same. According to his own capacities or
potentials individual responds in a specific manner. People interpret the same situation in
different ways. Each individual's age, sex occupation, economic status, personality make-up
and other factors help to determine the demands made on him. It is observed that the more
stable and better integrated a personality is, the more the person will adjust in a stressful
situation. The time of disaster and the post disaster situation both are very stressful and
traumatic. In such situations people loses his equilibrium and their behaviour becomes
abnormal.
At the time and after disaster, the sufferers normally experience a range of psychological and
physiological reactions, the strength and type of which depends upon several factors as given
below:






prior experience with the same or similar event;
intensity of the disruptions;
length of time that has elapsed after the occurrence of the event;
individual feelings that there is no escape, that sets the stage for panic; and
emotional strength of the individual.

Sufferer’s reactions may become more intense as the amount of disruption to their lives
increases, that is, the more the sufferer's life is disrupted, the greater psychological reactions
will take place. Emotional strength of victim also directs the behaviour of individual.
Emotionally stable individuals handle the stressful situations more efficiently and their
adjustment becomes better. Researches studies show that victims go through distinct emotional
phases following a disaster, there being:
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The impact phase — In this phase victims do not panic and may, in fact, show no
emotion. They do what they must to keep themselves and their families alive.
The inventory phase — This phase immediately follows the event; victims assess
damage and try to locate other survivor.
The rescue phase — In rescue phase emergency services providers are responding and
victims are willing to take direction from these agencies without protest.
The recovery phase — In this phase victims may be tense and apprehensive. They
believe that rescue efforts are not proceeding quickly enough, but gradually they regain
psychological equilibrium. In an abnormally stressful event such as a disaster, people
normally experience a range of psychological and physiological reactions and the
intensity, timing and duration of such responses may vary from person to person.
Following are some common responses:
Anger
Self blame, blaming others
Fear of occurrence feeling
sunned, numbed or
overwhelmed Helplessness
Concentration and memory
problems
Depression
Mood swing

Loss of appetite
Hyperactivity
Nausea, stomach pain, increase in
alcohol or drug consumption
Nightmares
Inability to sleep

Children and their Response to Disaster
Children depend on daily routines - they wake-up, eat breakfast, go to school, play with friends.
When emergencies or disasters interrupt this routine, children may become anxious or
frightened. They become confused as how to behave in this situation. In a disaster, children
expect help or support from their parents and other adults. How the adults react to emergencies
gives them clues on how to act. If adults react with alarm, a child may become more scared.
They see our fear as proof that the danger is real. If adults seem overcome with a sense of loss,
a child may feel their losses more strongly.
A study among the adolescent population, 6-8 months after the earthquake in Kutch, reported
that they showed symptoms such as getting easily started, forgetfulness, child like behaviour
and saw recurrent images of the disaster, and they avoided painful feelings and reminders. Also
20% of the respondents suffered from post-trauma stress disaster, according to a study carried
out by Ahmedabad Medical College in 2002.
th

In one of the studies conducted after the devastating earthquake on 26 January 2001 at Bhuj
in Gujarat, G. Ramappa and S. Bhadra found that the most vulnerable group i.e. children, have
reported some psychological problems. They found that many of the children who were sharp
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had started behaving differently after the event. A few of the children totally lost interest in
their studies. The children would be alarmed by sounds such as those due to falling of any
material, or starting of a car just near their classrooms.
In different studies it has also been observed that men and women are affected differently by
natural hazards. Disasters tend to multiply existing vulnerabilities and exacerbate gender
differences. The combination of poor health and low educational and economic status is
affecting more women than men worldwide. It tends to increase women's vulnerability to
natural hazards. This vulnerability to natural hazards increases even more when women are the
heads of households. Women's earnings from agriculture, crop processing, weaving, poultry or
cattle rearing are a significant portion of the family income. In order to protect vital economic
resources, women may decide against evacuating or taking shelter, as was observed during the
1991 cyclone in Bangladesh.
Post disaster period are also very difficult times for men. Loss of employment, physical
inability, loss of property makes them stressful. Life changes drastically sometimes, people
have to live in the relief camps. Usually they have to spend their time sitting idle, without any
productive output. There is no work to keep them occupied so all this given them a feeing of
greater distress.

1.3 Psyche of Provider and Suffer
In disaster, the behaviour of individual depends upon his mental condition. People have to face
different types of psychological, social or emotional problems. The kind of loss suffered affects
the behaviour of the sufferers. Economic loss and death of close persons are the losses which
have a major adverse effect on their behaviour. Along with the sufferers, situation is also very
difficult for the providers. Providers have to spend long hours working with sufferers.
Continuous work with physically ill and disabled people makes them stressful.
Let us first understand the meaning of sufferer and provider. Sufferer are the victims, who are
directly or indirectly being affected in a disaster situation, whereas, providers are the person
who come out to help the people affected in a disaster and may be the members of a voluntary
organisations, government officials or any one else. The psychology of providers and sufferers
play a very important role in disaster management. Besides sufferers and providers, another
important agency who serve during disaster are responders (community). At the time of
disaster, responders are the only persons who come first to save the victims and have a critical
role in disaster management. Responders are the common masses living in the area or nearby
come first to serve the victims when disaster took place. As these people have the first hand
knowledge of the local conditions and topography, they are more competent in handling the
situation. For example, in any disaster like flood, the community may be the best rescue worker
because they are fully aware of the local topography. They know the strategic location of
important installation like – health centre, hospitals etc. Community is fully aware of the safe
and high places for relief camp, so that they can easily guide the sufferer to shift to such places.
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Local residents or community have the skill to develop indigenous rafts with banana stem and
bamboos, which can be used for transporting sufferers to the right places.
Different type of loss suffered also affects the behaviour of the sufferers. During disaster or
post disaster period, the sufferer exhibits different types of abnormal responses. They may
show their apprehension for the provider. Sometimes sufferer becomes more demanding. It has
been observed that the sufferer expect the NGOs and government agencies to compensate for
all the losses incurred by them which is usually not possible. These adverse situations may
generate different symptoms in the sufferer. It is quite common for rescue workers involved in
a disaster situation to develop various psycho-social consequences. Providers may develop
high level of stress as traumatic situations make the providers stressful. Studies have show that
exposure to dead bodies can be particularly stressful for them. Sometimes disaster events may
be so adverse that even the rescuer's mental state is badly affected in such situations. Death of
people, loss and damages because of a particular disaster may develop abnormal symptoms.
Providers should be alert to symptoms of disaster trauma in themselves. By continuously
working with dead bodies, handicapped people and such sad experiences, they may develop
some psychological reaction like – anxiety, depression, fear etc.

1.4 Factors that affect Human Behaviour in Disaster Management
In disasters the victims and rescue workers both suffer from great emotional disturbances.
There are various factors which directly or indirectly affects the behaviour of people in disaster.
The most important factor that affects the victim is the death of close relatives or friends. It
leaves immense effect on the sufferer. In such traumatic condition victims are under so much
of stress and pain that at this stage they are not ready to accept any suggestion.
Economic loss is also a major set back in the sufferer's life during disaster. Earthquake, flood,
fire, landslides and such others are the forms of disaster that disrupts the life of victims and the
economic condition of the sufferer plays a major role during disaster. The impact of disaster
on economically weaker group especially labourers, rickshaw-pullers, shop-keepers, is found
to be great. Their savings may be completely wiped out by disaster and it leads them into further
from poverty to starvation stage.
The time period of disaster is also an important factor that affects human behaviour. Sometimes
the time period of disaster is long as in droughts. This is called continuing disaster. In such
type of disaster people react in slightly more practical and stabilised manner. Earthquake,
cyclone, landslides are the cataclysmic disaster. These disasters are sudden and immediate
destruction becomes immeninently evident. Continual fear and insecurity also affects human
behaviour in disaster. The affected community feel unsafe and uncomfortable in disaster. Their
constant fears and insecurities is a hindrance to normalisation.
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The family has a major role to play in helping the survivor to adjust with the changed situation;
where family is not supportive, the recovery becomes more complex. Sometimes family
members impose restrictions on single woman and may not give her the power to take
independent decisions or financial freedom. Such situation affects the individual's behaviour
too where by the psychological suffering increases.
The role of rescue worker is very important and difficult too. It is a very tough job for the
rescue workers because victims are under stress, so their mental conditions are not very normal.
It is also stressful for rescue workers and sometimes they may develop some psychological
symptoms as they would not have expected to see such amount of deaths or loss and damages
of property. Many times, in such traumatic condition provider may develop depression and
anxiety.

1.5 Management of Human Behaviour and Response in Disaster Situation
Disaster is such an unwanted happening which never informs in advance before coming. In any
abnormally stressful event such as a disaster, people normally experience a range of
psychological and physiological reactions. These feelings may not last long, but it very
common to have disturbing reactions for many months after the event. The important point is
that emotional responses apply to both disaster victims and rescue workers. For the survivors
it is very difficult to cope with the feeling of the death of close person, loss of wealth and
homes, due to a disaster.
The rescue operation might be more effective it the psychological needs of survivors and
providers are recognised. Psychologists suggest that open, honest expression of emotions as a
self-protection mechanism is very useful in coping with the stress or trauma. To avoid
emotional-overload survivor and rescuer should be allowed to express their feelings openly.
In the aftermath of a disaster, the most sensitive population are the children. The adverse
situation affects them very badly that they become anxious confused or frightened. During post
disaster period the children are most afraid with the fear that the event will happen again, a
hidden fear always remain with them that they may be left alone or they may be separated from
the family. As an adult it is the duty of parents or others to cope with the disaster in a way that
will help children avoid developing a permanent sense of loses. It is very important to give
children the guidance that will help them reduce their fears.
Immediately after the disaster, children's fear and anxiety should be reduced by:



All the family members should live together as much as possible.
Let children talk about the disaster and they should be encouraged to ask questions as
much as they want.
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Elders should explain children what they know about the disaster and also adults must
tell them what is expected to happen next. They should handle the situation very calmly
and firmly.
Each member of the family should also know important family information, and where
to meet in case of an emergency.

People living in disaster prone area should be educated about the likelihood of a disaster and,
the ways to cope with such a situation. They should know the significance of cooperating with
rescue-workers and communicate positively with them. For management of this traumatic
situation more carefully, we should adopt different approach towards survivors and rescue
workers. To assist disaster victims in dealing with the effects of disaster-related stress we
should follow the following approaches:




Establish Rapport: Victims should be encouraged to freely express their feelings
as well as their physical needs. Expression of these feelings will lighten their stress.
Listen: If the victims have something to say we should take the time to listen to
them. With our responses we should show our concerns with them.
Provide confidentiality: We should respect the victim's confidence and should try
not to disclose the information to other people.

Using these techniques we should be able to provide the survivor with the initial comfort and
support required for taking the first step toward recovery.
In disaster, rescue workers may experience psychological and physiological symptoms related
to the trauma. These symptoms range from depression to sleep disorders and they may also
suffer from such type of problems. Therefore, they should be alert to symptoms of disaster
trauma in themselves. To assist rescue workers in dealing with the effects of disaster-related
stress, the authority who deal with them should approach as follows:










Brief Personnel: Before the rescue it is necessary to explain rescue workers, operation
begins about what they can expect to see and what they can expect in terms of emotional
responses for themselves and others.
Emphasize Teamwork: It is a must to distribute the job or workload among rescue
workers as this will help the team members to defuse the emotional load and pent-up
emotions.
Rotate Personnel: This is very important for rescuers to give them some rest after a
tiring job. Their schedule should be rotational to avoid personnel becoming overtired
and to break monetary.
Encourage Breaks: Rescues workers should be encouraged for to take breaks away
from the incident area. It will provide some relief to rescuers.
Provide for proper nutrition: Adequate food should be provided for rescue workers.
They should be encouraged to taking food, water etc. in between the work.
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Phase out workers gradually: It will be harmful to remove rescuers form their duties
abruptly as abrupt removal may cause additional stress to rescuers.

Apart from the above, one of the most determinant factors in any disaster management response
is the level of advanced preparedness of any community. Different agencies working in the
field of disaster management have observed that advanced preparedness programme should be
started from the home only. Parents should educate their children about disaster and integrate
in the advanced preparedness programme. A family disaster plan can be created by taking four
simple steps.





First, every member of the family must have the knowledge, about what hazards exist
in their community and how to prepare for each of these. It should be discussed what
they would do, as a group, in each situation.
Children should be taught how to recognize danger signals and what they do first after
recognising it.
Members of the family must know how and when to call for help. For their convenience
pasting emergency phone members on common wall will be a good effort.

Some other measures like mock exercises, drill, practices of the rescue workers and giving the
people adequate information proves helpful in getting a positive response from people.
Exercises specific to likely disasters should be conducted regularly. During disaster, concept
of community kitchen may play on effective role for involving the affected people and diverting
their minds from trauma. It will help them to return early to their normal mental status.
Handling disaster situation is not an easy job, but the combined effort of government agencies,
NGOs and the public can make it easy. Training programmes related to disaster management
should be organised off and on to create awareness among people and specific emphasis on
psychological response be incorporated.

1.6 Conclusion
In this unit we have discussed human behaviour in disaster situations. In disaster situation
survivor and rescuers both play important role so we have discussed about the psyche of the
provider and the survivor. There are some important factors that affect the human behaviour
which must be known to the responders. Management of human behaviour in disaster is very
important so that we can minimize their stress and trauma and assure them for an early return
to normal living.

1.7 Key Concepts
Psyche
Trauma

- The mind, mental condition
- Severe psychological or physiological stresses.
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Topography - The physical features of an area of land, especially the position of its rivers,
mountain etc.

1.8 Responses and Further Reading



Coleman, James C., fourth edition Abnormal Psychology and Modern Life, D.B.
Taraporevala Sons & Co. Pvt. Ltd.
Diaz, J.O. Prewitt, Murthy S.R., Lakshminarayana R, 2004, Indian Red Cross
Society, Voluntary Health Association of India.

1.9 Activities
1) Write some common physical and psychological reactions in disaster.
2) What are the factors that affect survivor's behaviour?
3) Mention some other techniques to handle survivors which are useful in disaster management.
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Unit 2 Trauma and Stress Management
Structure
2.0 Learning Outcome
2.1 Introduction
2.2 The Concept of Trauma
2.3 What is Stress?
2.4 Symptoms of Stress
2.5 Types of Stress
2.6 Sources of Stress
2.7 Management of Stress
2.8 Conclusion
2.9 Key Concepts
2.10 References and further Reading
2.11 Activities
2.0 Learning Outcome
After going through this unit you should be able to:






provide a comprehensive view of the concept of trauma;
explain the meaning and nature of stress;
bring out the symptoms of stress;
highlight the types of stress and its sources; and
examine the management of stress

2.1 Introduction
Disaster varies in terms of their types, severity and duration. The term disaster is
commonly used to denote any odd event; it may either be natural or man-made. Disaster
causes great loss of life, property, injury, hardship and adverse effects on physical as
well as mental health. The victim suffers from great trauma. It affects the victim's life
deeply and result victim suffering from a feeling of insecurity. This traumatic
experience generate stress within the individual.
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Stress is a natural and unavoidable feature of life. An individual faces many obstacles
– environmental or internal for the gratification of need. These obstacles make the
individual stressful. Thus stress is anything that stimulates to act and it increases the
level of alertness, but too much of stress becomes unpleasant and tiring. Sometimes
excess of stress, may damage individual's physical and emotional health. Stress is
something very individual, some people can tolerate all sorts of pressures without the
feeling of distressed, while others find it difficult to cope when life gets stressful.
Therefore to make life healthy and comfortable, it is necessary to understand stress and
to control or reduce it more effectively. In this unit we will be discussing the concept of
trauma, meaning and nature of stress, examine the symptoms of stress, highlight the
types of stress and its sources and know about the management of stress.
2.2 The Concept of Trauma
Trauma is a Greek word, the original meaning of trauma is wound or damage to body
tissue. As mentioned in dictionary – trauma is a powerful shock that may have long
lasting affect. The term psychological trauma describes a condition in which a person
has experienced a difficult event that has wounded his psyche. Accidents, explosion,
fires, plane crashes, earthquakes, tornadoes etc. are such terrifying experiences that not
only affect the people physically but mentally hurt them as well. Other events such as
the sudden loss of loved ones, social disgrace or severe financial losses may also prove
extremely traumatic. Trauma is a condition in which individual's physiological,
psychological and emotional state get disturbed. Adler (1943) reported that over half
the survivors of the disastrous coconut grove fire in Boston, required treatment for
severe psychological shock.
The traumatic event is usually unpredictable and uncontrollable. It shatters ones sense
of security and leaves one vulnerable and agitated. The traumatic conditions are not
only the ones in which a person is directly involved, sometimes the news of the death
of someone close or any other shocking news may be traumatic for a person.
There are two important factors which make an event traumatic, there are:
(a) Threat of death or serious injury to us or to another person.
(b) Strong feeling of fear and helplessness.
These feelings affect the behaviour and responses of an individual. Victim suffering
from shock may develop a wide range of symptoms, depending upon the severity and
nature of the terrifying experience, the degree of surprise and the personality make-up
of the individual. A 'disaster syndrome' has been observed among the victims of
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tornadoes, explosions and similar catastrophes. This syndrome, which appears to
characterise most of the people in disaster, may be described in three stages as follows:
1) Shock Stage: In shock stage victim is stunned, dazed and apathetic.
Frequently he is unaware of the extent of his injury, and tends to wander about
aimlessly. The victim finds himself unable to make more than minimal efforts at
aiding himself or others.
2) Suggestible Stage: In this stage individual become passive, suggestible and
willing to take directions from rescue workers or other less affected than himself.
3) Recovery Stage: Individual gradually regains his psychological equilibrium,
often with the help of mild supportive psychotherapy at a hospital or other aid
centre. He may become critical of rescue and relief workers. The victim may
become tense, jumpy and apprehensive and may sometimes have difficulty in
concentrating and sleeping.
2.3 What is Stress?
Rarely a month go by without our hearing or reading the news of an earthquake,
volcanoes, hurricane or flood occurring somewhere in the world. Apart from these
natural disasters there are many man made disasters which create intense anxiety and
stress among individual. There are many obstacles both environmental and internal,
which interfere with out need gratification and make the goal complicated. Such an
obstacle place adjustive demands or stress on the organisation.
What exactly is stress? The dictionary suggests pressure or strain. But in medical
parlance, it is the body's response to a situation or an environment that is unwelcome,
unwarranted, unconquerable and unplanned. Scientific evidence states that when one is
experiencing stress, the brain produces high levels of two specific hormones – adrenalin
and cortisol – produced by the hypothalamus.
According to psychological viewpoint, stress refers to be in a state of imbalance within
an organism that (a) is elicited by an actual or perceived disparity between
environmental demands and the organism's capacity to cope with these demands and
(b) is manifested through a variety of psychological, emotional and behavioural
responses. This response syndrome occurs as a result of the organism's exposure to
excessive environmental demands or stress. Each individual faces a unique pattern of
adjustive demands. Individual's age, sex, economic status, personality make-up and
other factors help to determine the demands made on him. A child facing the stress
15

pattern differs in many respects from that of an older person. The effect of stress also
depends upon the severity of the stress. Mild stress may improve the performance of
individual, whereas, severe stress tends to impair integration and effectiveness and
excessive stress eventuates in a breakdown of the system.
Stress need not always affects us negatively being present in our day to day life. Stress
is a part of response to any challenge, any demand or any opportunity. It generates the
energy necessary to convert our thoughts into action. Thus stress not only helps us in
our survival but also facilitates our growth. The best example of improved performance
with increasing level of stress is in disaster. We find ourselves working tirelessly
whenever there is a natural calamity like fire or floods. It is possible because stress
triggers a physiological response to energise our body, but if this response is triggered
too frequently or continues for a long time, people start feeling tense and anxious. In
this stage individual becomes distorted and has struggle to cope with it and now the
stress becomes distress. The relationship between stress and performance can be shown
with the help of this graph.

Figure 1 shows that low level of stress is as determinable to performance as excessive
stress. The performance improves with increasing stress level up to an optimum level
of stress. Up to this level, the stress is positive and people feel alert and focussed. But
if the stress level rises above this optimum level, the stress becomes negative and people
feel tense and Low High Performance Level of stress Optimum level Low High woundup. After having such high level of stress for a long time they become exhausted and
have difficulty in enjoying life.
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2.4 Symptoms of Stress
If a person is exposed to stressful situations continuously and his stress- bearing
capability is low, the person will start experiencing the negative symptoms of stress.
During and after a disaster, victims suffer from intense stress. They may show a variety
of symptoms that express their stress. These symptoms are like early warnings that the
stress level is reaching a critical point. These excessive stresses can cause serious harm
to the health and well being. The first step toward managing stress is, therefore,
identifying these symptoms. Different people show different symptoms depending on
their personality, their life style and the nature of work they are engaged in Symptoms
of excessive stress can be categorised into four manners as follows:
1)
Emotional disturbance: When the stress experience is very intense or
prolonged, it leads to the development of various emotional problems, which keep on
disrupting normal life of a person even when the stress is not there. Important stress
related to emotion includes:
 Irritability
 Anger
 Hopelessness
 Fear/panic

Feeling lonely
Sense of futility
Feeling of being
Worthless

2)
Disruption of thought process: Another warning sign of excessive stress in
people is the inability to think clearly or the disruption of thought processes. Under
stress, one's ability to organise thoughts in a logical and coherent way is impaired and
the person is distracted by his/her own thoughts. Because of the mental distraction
things do not register in the memory and the person becomes forgetful and confessed
which causes more stress. Some important mental signs of excessive stress are as
follows:






Trouble making of mind or making decision
Forgetfulness
Mind goes blank
Being easily distracted
Constant working

3)
Physical Discomfort: When a person is continuously under stress, he gradually
loses the capacity to fight with various diseases. The physiological impact of excessive
stress depends on the general stage of physical fitness. Physical symptoms of excessive
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stress are not always visible at the time of acute pressure and sometimes health problems
resulting from stress occur as much as one year after the stressful event. People exposed
to stressful situations in life may manifest the following symptoms:
 General weakness
 Digestive symptoms (indigestion, constipation)
 Respiratory symptoms (breathing difficulty, allergy)
 Skin problems
 Muscular symptoms (backache, neck ache)
 Bladder problems
 Cardiac symptoms (palpitation, chest pain etc.)
4)
Behavioural Changes: In stressful conditions individual exhibits varied
behavioural problems. Typical behavioural problems associated with excessive stress
include:
 Poor sleeping habits
 Excessive eating/loss of appetite
 Excessive drinking
 Increase in smoking
 Criticising, blaming or ridiculing others compulsively
 Taking pain killers frequently
2.5 Types of Stress
The types of stress are anticipatory, current, residual and positive which is described
bellow:
Anticipatory Stress
Anticipatory stresses are those where mind and body prepare in advance for change,
crisis or challenge. Examples of this type of anticipatory stress are numerous. Tension
before a test, fear of an impending hurricane, dread of forced retirement etc. are the
good example. In flood prone area of the country advance preparation by the people and
the government for its management is a good example of anticipatory stress.
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Current Stress
Current stress arises during an experience of stressful situation. Current stress if
harnessed effectively is vital for optimal performance. For example body's extreme
alarm during earthquake or the surge of energy in the final hundred meter race.
Residual Stress During residual stress, the body remains in a state of arousal after the
event has passed. It may be positive or negative. Over stimulation, whether pleasant or
unpleasant, can have the same effect. Markowitz in his study observed that fire-fighters
exposed to a dangerous chemical had psychological symptoms which persisted even
after 22 months.
In another study it was found that forth hurricane victims the symptoms continued even
up to an average of 16 months after the event (Krause, 1987), Residual distress has also
been reported among disaster rescue and cleanup workers.
Positive Stress
This is moderate in nature and it helps the individual to respond quickly and forcefully
in physical emergencies, such as fighting a fire, averting an auto collision etc. Positive
stress is useful in performing well under pressure. It also helps in pushing the limits of
the individual.
2.6 Sources of Stress
Stress is physiological and psychological response which gets trigged when people perceive an
unbalance between the levels of pressure placed upon them and the capability to face that
pressure. If we analyse the causes of stress, the list will be wide ranging. The sources of stress
can be divided into two categories:



Stressful life events and
Chronic stressor

1) Stressful life events
Throughout life people are faced with a whole series of changes, sometimes beyond the control,
which have to be managed. A life change events leads to disequilibrium and it causes a lot of
maladjustment. A large numbers of life changing events within a short period of time, often
generates symptoms of stress. Some of life events, which can cause a lot of turbulence in life
are as follows:
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Death of loved ones: death of spouse, death of a close relative
Change in marital stability divorce, separation, serious arguments
Change in honour: failure, dismissal, disciplinary action
Change is social status : retirement, demotion promotion
Illness/injury : self, close family members dislocation
Transfer to a new place, change in residence, on vacation
Change in financial status : Sudden financial loss/gain, decrease in carry home income,
increase in liabilities.

2) Chronic Stressors
There are some chronic stressors too. Continuous unrelieved state of stress is referred
to as chronic stress. It is the result of those threats, constraints and uncertainly, which
people have to face day in and day on.
Frustration
Every individual has some needs and desires and Frustration occurs when the important needs
and desires remain unsatisfied. Some of the important human needs include sex, material
possessions, security, recognition etc. People need to feel secure against uncertainties of future.
They feel threatened with any misfortune or something a likely disaster. This need is satisfied
by constructing a house, having a bank balance and investing for future needs. Many people
have a high need for power and control over others. They satisfy this need through their position
in office or communality. They may feel stressed if they find themselves being controlled by
others.
Conflict
Conflict is the important source of stress and frequently leads to tension and inner turmoil.
Conflict arises between two need or valued goals, in which choosing either alternatives means
leads to frustration with regard to the other .Sometimes, amongst various goals, choosing one
or the other goal is very difficult so people suffer from great stress. For example, in post disaster
situation a grieved victim gets much stressed out and feels either to leave the place or to remain
in the same disaster prone area where he belongs. In this situation these two aspects of life can
often be in conflict and it is not always easy to find the right option.
Pressure
Problem of adjustment may stem not only from frustration and conflict but also from pressures
that complicate our strivings. These pressure occurs from situations usually beyond our
immediate control. Excessive demands also work as pressure that occur as a result of too much
responsibility, deadliness or mentally tiring job. If the stress bearing capability of an individual
is low, even small amount of pressure will become a burden for that person.
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Pressure also occurs when a relationship fail to fulfil expectations. At work relationship should
provide stimulation, support and friendship. If individual faces personality clashes, lack of trust
and support criticism and cut throat competition in the work relationships, the persons is bound
to feel stressed. At home relationship should provide emotional security, love and a sense of
belongingness. Similarly, a relationship can create pressure if the person is misunderstood or
rejected, the more intimate the relationship, the more pressure will be felt by the person.
Pressure may arises from being fearful about future at work , feeling unable to work at full
capacity, or job satisfaction etc.

2.7 Management of Stress
Stress is a complex issue involving the mind, body and emotions; and leaves its impact on
individual’s physiological and psychological conditions. Lazarus et.al. define coping as….
‘constantly changing cognitive and behavioural efforts to manage specific external or internal
demands that are appraised as taxing or exceeding the resources of the person’ (1984, 141).
Some people manifest the physiological symptoms of stress more than the others. They need
to take some positive steps towards sustaining the physical well-being; this includes taking care
of the food habits exercise, sleep and rest. We will discuss below the ways of managing stress.
Food habit
What we eat and drink has a lot of implications for our stress bearing capability. We take food
to provide us energy, necessary to remain normal throughout the day. This strategy help to
thrive on stress by giving increased energy to meet the demands.
Regular exercise
Regular exercise makes a man strong and healthy. When a person is healthy, all systems within
the body receive a flow of energy. In case of an overloaded from exercise, stress, some system
ceases to receive energy. Physical exercises helps a person to relax the tense and tight muscles,
improve blood circulation and eliminate chemical from the system.
Rest and Sleep
Our bodies require regular rest and sleep to recoups energy and revitalize us. During sleep the
body also repairs itself. Both quantity and quantity of sleep and rest are important

Developing Emotional Maturity
Many people react emotionally to stress. Those people who react to stressful situations
emotionally require developing their emotions stability. To release the emotional pressure, an
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individual has to control the emotional impulsivity. Stress can be reduced by developing
support system to remain calm even in the most adverse circumstances.
Release emotional pressure
People who do not fully express their feelings often become anxious, restless and troubled.
Some people hide their emotions in distress, their pent up emotions do not disappear, but go
underground and hamper the individual. The best way will be to release emotions. An
individual should choose a person before whom he can express himself. He may express his
feeling by weeping, laughing and scolding.
Gather external emotional support
Every one has a need to be recognized and accepted for the person that they really are. True
emotional support comes therefore, from being both known and loved in a crisis like disaster.
Sometimes people suffer from feeling of loneliness, this feeling also develops insecurity among
them. Survivor may take this limitative for rescue workers or relatives to help the survivor to
build up a network and support group.
Relax Consciously
In post disaster phase it is very difficult for the survivor to overcome the stressful events that
he faced in past. There are some relaxation techniques which also play an important role in
reducing stress which are as follows.
Deep relaxation: Meditation, yoga, self-hypnosis and other methods for eliciting the relaxation
response have been used for centuries to cope with the stressors of daily living. Deep relaxation
restores energy, yields creative solutions to problems and physically calm the person for facing
difficult situations. Victims suffering from trauma or stress should utilize it in everyday routine
as part of living.
Exercise: Exercise is a highly effective coping mechanism. Consistent daily or near daily
exercise may serve as prevention of distress. In one of the study fifty five college students who
reported a high number of recent negative life events participated in an experiment comparing
groups having physical exercise, relaxation training, no treatment, while all reported improved
health over the two week period of the study, the exercise group showed a greater drop in
depressive symptoms ( Roth & Holmes, 1987). In another study Sime (1987) found that among
15 moderately depressed men and women ranging in age from 26 to 53 , depression scores
were significantly lower as noticed after 10 weeks, 6 months and 21 months of exercise.
Prayer: For centuries, prayer has been used to cope with tension. Prayer increases hope and
optimism. In draught it is seen that people perform ‘havana and yagya’ to please the God of
rain Indra. It can bring practical solution in such a situation. The belief in divine guidance and
solace helps create a positive self fulfilling prophecy. Managing stress wisely through
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awareness of self direction is entirely consistent with religious belief and practice. After all,
God helps those who help themselves.
Hobbies
Many people find total relaxation by spending time pursuing a favourite activity. Favourite
recreational activities like gardening, golf, hunting, photography, book reading or watching
professional basketball on television can also help prevent or reduce stress in several ways.
Hobby is a good companion of an individual, where by developing his hobby an individual
may get away from the stressors and will never feel himself lonely. People feel happy and
relaxed when they do something that gives pleasure to them, hence, their stressed muscles and
nerves also become relaxed
By developing positive attitude towards life
People affected by disasters suffer from great physical and emotional problems. After loosing
their relatives and properties in a disaster, the survivors loose hope in life. This technique will
help them to identify disappointments. It is necessary to let go of the past because people have
no control over the future. Survivors will only feel disappointed by thinking of previous jobs,
relationships and dreams, which never materialized. In spite of thinking about the past,
survivors may find alternatives for future situations. By concentrating on the present they can
achieve a better balance between activities and feeling.
People should always remember that they have maximum control of themselves and very little
control of other people. They should try more to work independently so that they will get less
frustration when others do not meet their expectation.
People should condition their attitudes to expect periodic set-back. Everyone has to face up and
downs in their life, therefore, in worst situations also, they should not loose pride and self
respect.

2.8 Conclusion

Disaster causes great loss of life, property, injury and adverse by effects the physical as will as
mental health of the affected people. Those suffering from these traumatic experiences become
stressful. In stress, the victim exhibits different physiological, psychological and emotional
symptoms. There are different types of stress- in positive stress the performance of individual
improves, in anticipatory stress the people prepare in advance for any crisis. Stress may also
be physiological and psychological. When the crisis passed away and victim is still in stress,
this type in called residual stress. In our day to day life there are a number of sources which
make us stressful, like death of loved ones, changes in social status, change in financial status,
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etc Whereas some stressors are chronic, frustration, conflict and pressure come under this
group. These stressors create stress in people and their life get disturbed. Sometime the stress
is so intense it disintegrate, the life pattern of an individual. So it is necessary to properly reduce
the stress. There are different techniques to manage the stress in a tactful manner so that the
victim may lead a proper life.

2.9 Key Concepts
Psyche
Trauma
Equilibrium
Distress
Depression

- Mind or soul
- Wound
- Balance between individual and environment
- Mental pain
- Emotional state of mind characterised by feelings of gloom and
inadequacy.

2.10 References and Further Reading
Coleman, James C.,third edition ,Abnormal Psychology and modern life,
D.B..Taraporvalia sons and co pvt. ltd., 210 Dr D.N. Road Bombay -1
Walt Schafer, fourth edition ,stress managemant for wellness, wordsworth
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Agarwal, Rita,2001 Stress management in life and at work, A division of sage
publication, New delhi /Thousand oaks /London
Edited by -Irwin G.Sarason D,Spielberger Hemesphere Publishing Corporation ,A
Halsted Press Book 1997
2.11 Activities
1) Explain the concept of trauma. Discuss the symptoms of Stress.
2) What are the factors upon which physical well being depends on?
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UNIT 3 RUMOUR AND PANIC MANAGEMENT
Structure
3.0 Learning Outcome
3.1 Introduction
3.2 Meaning of Rumour
3.3 What is Panic?
3.4 Management of Panic
3.5 Conclusion
3.6 Key Concepts
3.7 References and Further Reading
3.8 Activities
3.0Learning Outcome
After going through this unit, you should be able to:
 understand the meaning of rumour;
 provide a comprehensive view of the concept of panic; and
 explain the various measures of managing of panic situations.
3.1 Introduction
Rumour is a false story that is passed from mouth to mouth from one person to another.
People used rumour as a tool in their own interest. Rumour may be related with a
persons, incidence or group. Rumour is generally based on half truth floats from one
person to another. As it travels from person to person its forms change completely.
Everybody try to add something more as per his wishes, motives and interest. Emotional
elements are there in rumour; therefore, people do not think logically and accept the
heard story.
Panic is the situation when people feel that there may be a possibility for any disaster
like - earthquake, flood, drought, their behaviour change completely. They become
active for their future days. Behaviours such as shifting to safe places, storage of food
etc. may be seen. People feel restless and panic. In panic external behaviour of the
person changes aswell as functions of internal organs also change. Sympathetic nervous
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system becomes more active. But in panic people cannot stay longer. To maintain the
mental equilibrium situation must be managed properly. So that people may live healthy
and happy life.
3.2 Meaning of Rumour
Generally news based on half truth floats from person to another is called rumour. It
may be related with a person, group or incidence. As the news travels from one person
to another its form changes and in this way it becomes deformed and exaggerated. In
transferring the news the person colours it with his interests, views, inspiration and
attitude.
James A. Drever defined rumour in his dictionary of psychology, "Rumour is an
unverified story, circulating in a community, alleging the occurrence of a certain event."
International Encyclopaedia of the social sciences describes as - rumour are those
descriptions, forecasts or explanations of events that are shaped largely in informal
encounters and that have not been confirmed by authoritative sources, but are,
entertained seriously by a substantial portion of an interested collective body.
Rumour is regarded as a message that is passed from person to person, assuming that
the first speaker in the chain is an eyewitness, whose report is accurate and that
distortions are introduced in the course of transmission. The special characteristic is that
the individual who communicates the rumour makes no effort to enquire into its truth
and validity. The basic unit of analysis is the report and the central problem is to account
for its transformation.
Emotional elements are there in the rumour therefore, it is illogical and fanciful. People
believe the story easily and show restlessness in carrying it to others. The impact of
rumour is so powerful that it takes little time to reach from one person to another. No
one may say from where the rumour has originated once it spreads among the people.
Even it becomes difficult to find an eyewitness to the incident, whereas everyone reports
that he has heard it.
On 26 January 2001, an earthquake measuring 7.7 on the Richter scale rocked the state
of Gujarat. The earthquake and its aftershock affected nearly 15.9 million people. The
earthquake was so severe that shocked the people deeply. Again after few days the news
was spread about the reoccurrence of earthquake. The feared people easily believed the
news and tried to keep themselves on safer place. In fact there were no authentic news
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behind this message. The only reason was rumour based on emotional elements spreads
very quickly.
In state of tension or war rumour also spreads with amazing rapidity because all persons
are fearful and tense, therefore they easily believe almost anything. In wartime, some
egocentric individuals wilfully spread rumours to attain their own degraded interests.
Even otherwise there is no death of such individual in the society who would wilfully
spread any kind of injurious rumour concerning any individual to further their own low
interests.
All that has so far been said of rumour is sufficient to make explicit its psychological
tendency. Thus we find that there are two main characteristics of rumour are –
importance and ambiguity.
A rumour spreads according to the importance of the incident or individual. The more
important a person is for the group or the society the more are chances of rumour
spreading about him.
Ambiguity serves as a rich soil for growth and spreading of rumour. If there is no
ambiguity and the situation is intelligible, there is no possibility of spreading of rumour.
It is difficult to know the correct situation during war, communal riots, floods,
earthquakes and similar situations. So these conditions serve as an ideal medium for
spreading rumours from the psychological viewpoint the structure of rumour is
expressed by the following formula:
Rumour = Importance x Ambiguity
The above formula indicates that rumour is in proportion to the product of importance
and ambiguities are the essential elements of rumour. Rumour cannot exist in the event
of one of the two being utterly absent. If any important incident happens and there is no
element of ambiguity, in such a condition, rumour cannot circulate. All post and
postman, the great psychologists worked a lot in this field, stated that "the relation
between importance and ambiguity is not additive but multiplicative, for if either
importance or ambiguity is zero, there is no rumour."
Excitement about the news is also very important in spreading of rumour. Rumour
spreads rapidly when excitement is intense. This situation emerges mostly in
catastrophe or in the heat of mob action. In such situation critical ability of people are
relaxed. New communication channels emerge spontaneously. Rumour content then
becomes consistent with the prevailing mood as fear, anger or joy. Rumours are shaped
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in a selective process, and the basis of selection varies with intensity of collective
excitement.
A case study of rumour
On 27 December night there was strong rumour in Chennai on the back ground of Sh.
Karunanidhi’s deteriorating health who is the President of DMK Party, which made the
whole atmosphere very tense. “Is Sh. Karunanidhi all right?” This question, which
started as murmur at noon but grew lauder and lauder as the day wore on, was quelled
only after Sh. Karunanidhi appeared on the local T.V. channel at about 8.30 p.m. and
reassured the people that he was all right. He did look normal nothing seemed amiss
about him. And thus the atmosphere, which had been vitiated by free floating rumours
over his deteriorating health, was at least cleared. It was a classic example of ‘incident
within incident ‘since already burdened police force was to attend the situation. Though
the rumour was fast spread in afternoon, and grew louder and louder as the day was
passing, the clarification could have been immediate to curtail subsequent panic.
3.3 What is Panic?
The word panic derives from the name of the Greek God Pan, who strikes fear into the
enemies of his subjects. Panic is a sudden fear which dominates or replaces thinking
and affects group of people or animals. Generally panic occurs in disaster situation and
it may affect the overall health of an individual or the affected group.
McDougall (1920) described panic as the "collective intensification of the instinctive
excitement with its emotion of fear and its impulse no flight". (P.36)
Whereas another psychologist Schultz (1964) defines panic behaviour in terms of (1)
intense inner terror and loss of self control (2) flight, (3) maladaptive of such flight for
the survival of the group. In disaster situation people become panic and restless. The
inner fear makes them hyper active and so fight or flight responses are seen. For
example if a crowd finds itself in a theatre that has caught fire. People in the crowd feel
there is no hope of escaping, if they believe in a civilised, orderly fashion, awaiting their
turn to exit. The only chance of escape is if they rush to exit by pushing everybody,
even at considerable risk.
When people encounter any panic situation the brain experiences a cascade of
responses. It works like this: first, visual and other sensory information rushes to the
thalamus, which then directs the information where it needs to go. According to Dr.
Diane McIntosh, a clinical psychiatrist, in post traumatic stress disorder, only amygdola
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functions, where there are no thought only reactions. Normally, in human being 95 per
cent of the information is meant for other quarters of the mind, like the hippocampus
and the cerebral cortex. This flight or f light response is not only in the mind but
translates into the body. The sympathetic nervous system gets active. As soon as the
sympathetic nervous system activate there is a surge in chemicals called catecholamine,
which increases the heart rate and blood pressure and release sugar to power the
muscles. This chemical reaction makes the people proactive. People can do any
challenging job when sympathetic nervous system is active. But it is not a sustainable
state. Very soon the hypothalamic pituitary axis releases hydrocortisone, which brings
the body back to equilibrium.
Human beings usually panic in situation that have previously been socially defined as
fearful or terrifying. There is often a preliminary build up of anticipation and tension
which involves rumour, decision and the like.
th

Panic Situation Caused by Tsunami 26 December, 2004
th

As a result of an earth quake of 8.9 on Richter scale that struck Sumatra island on 26
December, 2004. Giant Tsunami travelled westwards whereby Andaman Nichobar
islands along with coastal areas of Kerala, Andhra Pradesh, Tamilnadu and Pondicherry
were damaged resulting in a high loss of human lives. The death toll in India has crossed
over ten thousand .Though all the 13 districts on the coastal line of the Taminadu state
were affected by Tsunami ,the worst affected were Cuddalore, Nagapattinam and
Kanyakumari. In Nagapattinam district, out of five coastal talukas namely: Sirkazi;
Tharangambadi; Nagapattinam; Kilvelur and Vedaranyam, Nagapattinam taluka was
the most affected.
Rumour create panic in Nagai

A news as reported in New Indian Express confirms that Nagapattinam district is slowly
limping back to normalcy as the govt machinery intensified it rescue and relief
operations. The relief operations had been hampered as rumour of yet another Tsunami
hitting the coast triggered panic in the area. The fear was so intense that instead of
receiving aid, people ran to move for safer places. To control the panic situation district
administration had to make tremendous effort by setting up 11 committees to over see
the relief works.
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A case of Sri Lanka false tsunami warning
In Sri Lanka on 28th January 2005, in the south the people yelled "Duwanna, duwanna!"
and in the east, "Odu, Odu!" but they all meant the minority Tamil eastern coastal areas
fled their homes in a panic after a false tsunami alarm. Since the tsunami hit the Sri
Lankan coastline in December, earthquake aftershocks have caused panic among
people. Though the government made a desperate effort to calm the public and assure
them that the tsunami warning was only a rumour. In spite of that panic was so intense
coastal residents were not agree to believe that tsunami warning was a false alarm.
Other similar events occurred in India too. Almost a week after the tsunami disaster,
mass panic spread as warning of another tsunami was sounded. The government of India
issued a radio warning after incorrectly interpreting aftershock tremors as powerful
enough to trigger a tsunami.
On the basis of studies on tsunami victims it is found that the fear caused by the
powerful tsunami has created a psychosis which makes it nearly impossible for
survivors to distinguish between fact and rumour.
In one of his studies Dr. Athula Sumathipla, a Sri Lankan researcher and clinical
psychologists at Kings College in London worked with tsunami victims and found that
panic is created easily because people are sensitive to tsunami information. Sumanthipla
explains that "People are already hyper aroused - even with the slightest stimuli, they
react disproportionately. Thoughts flow in fast and they act upon it".

3.4 Management of Panic
In disaster either natural or man-made generally people become restless and panic.
Situation is beyond the control of people and they are so frightened so they behave
abnormally. This psychological state of mind affects people's mental as well as physical
health also. In such situation people do not behave logically and in few cases people are
willing to accept suggestions very easily whether relevant or not. Therefore, the
situation is very harmful for people as well as the society. This panic situation can be
minimised or reduced considerably if it is handled properly. Educationists, sociologists,
psychologists all are working in this area for better management of panic. To minimise
the impact of panic during disaster some suggestions given by experts are as follows:
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a) First-aid
In management of panic, it is very relevant that people must be taught about the use of
first aid during crisis like - fire, accident etc. This provides them greater confidence.
Providing training of first-aid skills among people, the fear during panic can be
minimised. They can be educated for useful actions instead of blind panic. For example,
in case of fire, pouring cold water, use of blankets etc. will be useful, instead of creating
havoc.
b) Practice regularly
Once people are educated about disaster and the method to fight with it, they can learn
to handle the panic situation more efficiently instead of being panic. People should
practice these skills off and on to keep themselves in touch with these exercises. Soldiers
are the best example as - they drill endlessly to create an automatic fallback during
crisis. Appropriate disaster responses like - fire drills, drowning rescues etc. can be done
with family members to keep ourselves in practice.
c) Be ready for worst
Imagination of worst situation like - any kind of disaster reduces the shock as one faces
suddenly in the present. By imagining about the worst people can evaluate every aspects
of loss they may face during disaster. It also gives an insight to people how to handle
the crisis tactfully and not to create blind panic.
d) Make the priorities
During disaster when people suffer from panic, cannot visualise as to what they have to
save first. They attempt to save all their wealth and goods. But in sea, professional use
different scale. Red stands for critically injured people; yellow for moderate injury or
illness; green is good to go. If there appears to
be time, coast guard rescuers take the reds off the blazing ship first so they can be
treated. But if the ship's about to blow, they grab the greens and run. This logic can be
applied in disaster for the greatest good.
Role of Media
During disaster role of media also play very important role in management of panic. In
crisis people are panic so rumour spreads very rapidly. In this age of science, through
proper communication situation can be handled easily. During disaster, the media can
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play the role of relaying the measures that are being taken and monitoring them,
cautioning the affected or to be affected people about the dos and don'ts, of scotching
rumours and preventing panic and confusion. In reducing panic during the onslaught of
disaster, what is utmost important is to keep the morale of the people high, to create self
confidence in them. Another vital role of media is to present a clear picture of the
situation and also encounter the exaggerated and negative reporting and propaganda in
foreign media or the occurrence of the disaster.

3.5 Conclusion

This unit has discussed the meaning of rumour. Rumour is a false story and it passes
from one person to another very rapidly. As it travels its forms change completely.
People add some new facts according to their wishes and interests. Importance and
ambiguity two are the main characteristics of rumour. Rumour spreads rapidly and
effectively when situation is ambiguous and excitement is high about the subject.
Panic has also discussed in this unit. Generally panic occurs in disaster situation or
crisis. During disaster people find themselves helpless. They feel there is no hope of
escaping. In spite of such fear they try utmost to make them safe, hence the situation
become panic. To reduce this panicky some measures have been suggested by the
experts to manage it. By adopting these measures one can handle the situation tactfully
instead of blind panic.

3.6 Key Concepts
Motives

- impels a person to action

Explicit

- unreserved

Maladaptive

- Emotional instability, bad adjustment

Amygdola

- part of the brain

Propaganda

- an organised scheme.
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3.8 Activities
1) Discuss the main characteristics of rumour.
2) What measure can be used to minimise the panic during disaster?
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UNIT 4 MINIMUM STANDARDS OF RELIEF
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4.0 Learning Outcome
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4.0 Learning Outcome
Upon studying this unit, you should be able to




Appreciate the principles governing humanitarian action and rights of people affected
by disasters;
Have an overview of minimum standards for various sectors;
Be able to interpret and apply these standards

4.1 Introduction
Disaster management should ensure that development efforts do not increase the vulnerability
and the humanitarian response must be equitable. Many times the basic human rights of those
affected by disasters are not upheld. To meet the requirement of improving the quality of
assistance provided to people affected by disasters and to enhance the humanitarian system in
disaster response having a standard for the form of assistance. By a remarkable collaborative
initiative aimed at improving the effectiveness and accountability of disaster response, the
Sphere Humanitarian Charter and Minimum Standards in Disaster Response sets out what
people affected by disasters have a right to expect from humanitarian assistance. It is born out
of concern that basic human rights of those affected by disasters are frequently not upheld.
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Sphere is founded on two core beliefs that all possible steps should be taken to alleviate human
suffering arising out of calamity and conflict, and those affected by disaster have a right to life
with dignity and therefore a right to assistance. Its aim being to improve the quality of
assistance provided to people affected by disasters and to enhance the accountability of the
humanitarian system in disaster response. The ability to achieve the Minimum Standards
depends on a various factors and some of these may be outside their control like political and
security factors. It would also depend on the extent to which agencies have access to the
affected population, the consent and cooperation of the authorities in charge, and whether they
can function in conditions of reasonable security. Availability of sufficient financial, human
and material resources is essential.
The Charter is concerned with the most basic requirements for sustaining the lives and dignity
of those affected by calamity or conflict. The Minimum Standards which follow aim to quantify
these requirements with regard to people’s need for water, sanitation, nutrition, food, shelter
and health care. Taken together, the Humanitarian Charter and the Minimum Standards
contribute to an operational framework for accountability in humanitarian assistance efforts.
We will be discussing all the issues relating to the minimum standards in this unit. These details
discussed in this unit have been adopted from the Sphere Project – Humanitarian Chapter
and Minimum Standards in Disaster Response.

4.2 Humanitarian Charter
Meeting essential needs and restoring life with dignity are core principles that should form all
humanitarian action. The Humanitarian Charter is based on the principles and provisions of
international humanitarian law, international human rights law, refugee law, and the Code of
Conduct for the International Red Cross and Red Crescent Movement and (NGOs) in Disaster
Relief, the Charter describes the core principles that govern humanitarian action and asserts the
right of populations to protection and assistance. The Humanitarian Charter expresses
agencies’ commitment to these principles and to achieving the Minimum Standards. This
commitment is based on agencies’ appreciation of their own ethical obligations, and reflects
the rights and duties enshrined in international law in respect of which states and other parties
have established obligations.
It recognise that that through their own efforts the basic needs of people affected by disasters
are met, and the primary role and responsibility of the state is to provide assistance when
people’s capacity to cope has been exceeded. International law recognises that those affected
are entitled to protection and assistance. It defines legal obligations on states or warring parties
to provide such assistance or to allow it to be provided, as well as to prevent and refrain from
behaviour that violates fundamental human rights. The primary roles and responsibilities of
humanitarian agencies in providing assistance reflects the reality that those with primary
responsibility are not always able or willing to perform this role themselves due to lack of
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capacity or a wilful disregard of fundamental legal and ethical obligations, resulting further
human suffering.
The Humanitarian Charter affirms the fundamental importance of the following principles:
1. The right to life with dignity: This is reflected in the legal measures concerning the right
to life, to an adequate standard of living and to freedom from cruel, inhuman or degrading
treatment or punishment. It entails the right to have steps taken to preserve life where it is
threatened and a duty not to withhold life-saving assistance.
2. The distinction between combatants and non-combatants: This fundamental principle
has been increasingly eroded with increasing proportion of civilian casualties. That internal
conflict or 'civil war' must not blind the need to distinguish between those actively engaged in
hostilities, and civilians and others (including the sick, wounded and prisoners) who play no
direct part. Non-combatants are protected under international humanitarian law and are entitled
to immunity from attack.
3. The principle of non-refoulement: This is the principle that no refugee shall be sent (back)
to a country in which his or her life or freedom would be threatened on account of race, religion,
nationality, membership of a particular social group or political opinion; or where there are
substantial grounds for believing that s/he would be in danger of being subjected to torture.
In relation to the principles set out this Charter is based on the following instruments:
1.
2.
3.
4.
5.

Universal Declaration of Human Rights 1948.
International Covenant on Civil and Political Rights 1966.
International Covenant on Economic, Social and Cultural Rights 1966.
The four Geneva Conventions of 1949 and their two Additional Protocols of 1977.
Convention on the Status of Refugees 1951 and the Protocol relating to the Status of
Refugees 1967.
6. Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or
Punishment 1984.
7. Convention on the Prevention and Punishment of the Crime of Genocide 1948.
8. Convention on the Rights of the Child 1989.
9. Convention on the Elimination of All Forms of Discrimination Against Women 1979.
10. Guiding Principles on Internal Displacement 1998.

4.3 Minimum Standards
The Minimum Standards do not attempt to deal with the whole spectrum of humanitarian
concerns or actions. First, they do not cover all the possible forms of appropriate humanitarian
assistance. Second, and more importantly, they do not deal with the larger issues of
humanitarian protection. The minimum standards fall into two broad categories: those that
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relate directly to people’s rights; and those that relate to agency processes which help ensure
people acquire these rights. Some of the minimum standards combine both of these categories.
The Minimum Standards: The Sphere Handbook covers five core areas of disaster response,
these are:
Chapter 1: Minimum Standards in Water Supply and Sanitation
Chapter 2: Minimum Standards in Nutrition
Chapter 3: Minimum Standards in Food Aid
Chapter 4: Minimum Standards in Shelter and Site Planning
Chapter 5: Minimum Standards in Health Services
The minimum standards specify the minimum levels to be attained in each area. Each chapter
is divided into sections covering analysis, various aspects related to the standards and related
human resource capacity and training. The Minimum Standards are an attempt to describe the
level of disaster assistance to which all people have a right regardless of political, ethnic and
geographical specificity. The standards define the requirements for life with dignity in
relatively general terms, while the indicators attach either qualitative or quantitative values to
associated standards, together having aspects from assessment to evaluation.
Analysis of the disaster situation and the impact of the technical condition are critical. The
agreed standards and indicators provides information to identify needs, design programmes,
monitor and evaluate effectiveness, and ensure participation of affected population. Each is
analysed on following three standards with key indicators and guidance notes:
1: initial Assessment: Programme decisions are based on a demonstrated understanding of the
emergency situation and on a clear analysis of the specific risks and needs relating to the
technical area.
2: Monitoring and Evaluation: The performance and effectiveness of the specific technical
programme, its in responding to the related problems.
3: Participation: The disaster-affected population has the opportunity to participate in the
design and implementation of the assistance programme.
After describing the details of these standards, which are discussed in subsequent part of this
unit, the Human Resource Capacity standards lays down the following three aspects:
1: Competence: Specific interventions are implemented by staff who have appropriate
qualifications and experience for the duties involved, and who are adequately managed and
supported.
2: Support: Members of the disaster-affected population receive support to enable them to
adjust to their new environment and to make optimal use of the assistance provided to them.
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3: Local Capacity: Local capacity and skills are used and enhanced by emergency nutrition
programmes.

4.4 Minimum Standards in Water Supply and Sanitation
In disaster situation, the people are affected by diseases related to inadequate sanitation and
water supply. The aim would be to provide a minimum quantity of clean drinking water and to
reduce faeco-oral diseases or exposure to vectors causing disease. Also, the responsibility for
procuring water mostly falls on the women and children and safe and easy access to these
services are essential. These standards are for water supply, excreta disposal, vector control,
solid waste management, drainage and hygiene promotion.

Water Supply Standards
1. Access and Water Quantity: All people have safe access to a sufficient quantity of water
for drinking, cooking and personal and domestic hygiene. Public water points are sufficiently
close to shelters to allow use of the minimum water requirement. Key indicators being:
* At least 15 litres of water per person per day is collected.
* Flow at each water collection point is at least 0.125 litres per second.
* There is at least 1 water point per 250 people.
* The maximum distance from any shelter to the nearest water point is 500 metres.
2. Water Quality: Water at the point of collection is palatable, and of sufficient quality to be
drunk and used for personal and domestic hygiene without causing significant risk to health
due to water-borne diseases, or to chemical or radiological contamination from short term use.
Key indicators being:
* There are no more than 10 faecal coliforms per 100 ml at the point of delivery for
undisinfected supplies.
* Sanitary survey indicates low risk of faecal contamination.
* For piped water supplies to populations over 10,000 people, or for all water supplies at times
of risk or presence of diarrhoea epidemic, water is treated with a residual disinfectant to an
acceptable standard (e.g. residual free chlorine at the tap is 0.2-0.5 mg per litre and turbidity is
below 5 NTU).
* Total dissolved solids are no more than 1,000 mg per litre (approximately 2,000 μs/cm
electrical conductivity for simple field measurement), and water is palatable to users.
* No significant negative health effect due to chemical or radiological contamination from
short term use, or from the planned duration of use of the water source, is detected (including
carry-over of treatment chemicals), and assessment shows no significant probability of such an
effect.

38

3. Water Use Facilities and Goods: People have adequate facilities and supplies to collect,
store and use sufficient quantities of water for drinking, cooking and personal hygiene, and to
ensure that drinking water remains sufficiently safe until it is consumed. Key indicators
being:
* Each household has two water collecting vessels of 10-20 litres, plus water storage vessels
of 20 litres. Water collection and storage vessels have narrow necks and/or covers.
* There is 250g of soap available per person per month.
* Where communal bathing facilities are necessary, there are sufficient bathing cubicles for
bathing at an acceptable frequency and at an acceptable time, with separated cubicles for men
and for women.
* Where communal laundry facilities are necessary, there is 1 washing basin per 100 people;
private laundering areas are available for women to wash and dry undergarments and sanitary
cloths.

Excreta Disposal Standards
1. Access to, and Number of Toilets: People have sufficient numbers of toilets, sufficiently
close to their dwellings to allow them rapid, safe and acceptable access at all times of the day
and night. Key indicators being:
* Maximum of 20 people per toilet.
* Use of toilets is arranged by household(s) and/or segregated by sex.
* Toilets are no more than 50 metres from dwellings, or no more than one minute’s walk.
* Separate toilets for women and men are available in public places (markets, distribution
centres, health centres etc).
2. Design and Construction: People have access to toilets which are designed, constructed
and maintained in such a way as to be comfortable, hygienic and safe to use. Key indicators

being:
* Technically sound design and construction specifications, approved by the intended users,
are used for all forms of household and public toilets.
* Cleaning and maintenance routines for public toilets are in place and function correctly.
* Toilets are designed, built and located to have the following features:
- They are easy to keep clean enough to invite use and not to present a health hazard.
- They are accessible and easy to use by all sections of the population including children, old
people, pregnant women and physically and mentally disabled people.
- They are lit at night if necessary for security or convenience.
- Hand washing facilities are close by.
- They minimise fly and mosquito breeding.
- They allow for the disposal of women’s sanitary protection, or provide women with the
necessary privacy for washing and drying sanitary protection cloths.
- They provide a degree of privacy in line with the norms of the users.
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* Latrines and soakaways in most soils are at least 30 metres from any groundwater source and
the bottom of any latrine is at least 1.5 metres above the water table. Drainage or spillage from
defecation systems does not run towards any surface water source or shallow groundwater
source.
* People are provided with tools and materials for constructing, maintaining and cleaning their
own toilets if appropriate.

Vector Control Standards
1. Individual and Family Protection: People have the means to protect themselves from
disease vectors and nuisance pests when they are estimated to be a significant risk to health or
well-being. Key indicators being:
* All populations associated with a vector-borne disease risk have access to shelters equipped
with insect control.
* Control of human lice is carried out to an agreed standard where louse-borne typhus or
relapsing fever are a threat.
2. Physical, Environmental and Chemical Protection Measures: The number of diseasebearing vectors and nuisance animals that pose a risk to people’s health and well-being are kept
to an acceptable level. Key indicators being: Key indicators being:
* Vulnerable populations are settled outside the malarial zone.
* The population of malaria-bearing mosquitoes is kept low enough to avoid the risk of
excessive malaria infection.
* Vector breeding or resting sites are modified where necessary and practicable.
* Rats, flies and other mechanical and nuisance pests are kept within acceptable levels.
* Intensive fly control is carried out in high-density settlements when there is a risk or presence
of diarrhoea epidemic.
3. Good Practice In The Use Of Chemical Vector Control Methods: Vector control
measures that make use of pesticides are carried out in accordance with agreed international
norms to ensure that staffs, the people affected by the disaster and the local environment are
adequately protected, and to avoid creating resistance to pesticides. Key indicators being: Key
indicators being:

* Personnel are protected by the provision of training, protective clothing, supervision and a
restriction on the number of hours handling pesticides.
* The purchase, transport, storage and disposal of pesticides and application equipment follow
international norms, and can be accounted for at all times.
* People are informed about the potential risks of pesticides and about the schedule for
application. They are protected during and after the application of pesticides according to
internationally agreed procedures.
* The choice of pesticide and application method conforms to national and international
protocols.
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* The quality of pesticide and of treated bed nets conforms to international norms.

Solid Waste Management Standards
1. Solid Waste Collection and Disposal: People have an environment that is acceptably free
of solid waste contamination, including medical wastes. Key indicators being:
* Domestic refuse is removed from the settlement or buried on site before it becomes a nuisance
or a health risk.
* There are no contaminated or dangerous medical wastes (needles, glass, dressings, drugs etc)
at any time in the living area or public spaces.
* There is a correctly designed, constructed and operated incinerator with deep ash pit within
the boundaries of each health facility.
* There are refuse pits, bins or specified areas at markets and slaughtering areas, with a daily
collection system.
* Final disposal of solid waste is carried out in such a place and in such a way as to avoid
creating health and environmental problems.
2. Solid Waste Containers/Pits: People have the means to dispose of their domestic waste
conveniently and effectively. Key indicators being:
* No dwelling is more than 15 metres from a refuse container or household refuse pit, or 100
metres from a communal refuse pit.
* One 100 litre refuse container is available per 10 families, where domestic refuse is not buried
on site.
Guidance notes

Drainage Standards
1. Drainage Works: People have an environment that is acceptably free from risk of water
erosion and from standing water, including storm water, flood water, domestic wastewater and
wastewater from medical facilities. Key indicators being:
* There is no standing wastewater around water points or elsewhere in the settlement.
* Storm water flows away.
* Shelters, paths and water and sanitation facilities are not flooded or eroded by water.
2. Installations and Tools: People have the means (installations, tools etc) to dispose of
domestic wastewater and water point wastewater conveniently and effectively, and to protect
their shelters and other family or communal facilities from flooding and erosion. Key

indicators being:
* Sufficient numbers of appropriately designed tools are provided to people for small
drainage works and maintenance where necessary.
* Water point drainage is well planned, built and maintained. This includes drainage from
washing and bathing areas as well as water collection points.
41

Hygiene Promotion Standards
1. Hygiene Behaviour and Use of Facilities: All sections of the affected population are aware
of priority hygiene practices that create the greatest risk to health and are able to change them.
They have adequate information and resources for the use of water and sanitation facilities to
protect their health and dignity. Key indicators being:
1. Water supply
* People use the highest quality of readily available water.
* Public hygiene facilities (showers, laundry basins etc) are used appropriately and equitably.
* Average water use for drinking, cooking and personal hygiene in any household is at least
15 litres per person per day.
* Covers (where provided) are placed on water containers.
* Mean faecal contamination in potable water containers is indicated by less than 50 faecal
coliforms per 100 ml.
2. Excreta disposal
* People use the toilets available and children’s faeces are disposed of immediately and
hygienically.
* People use toilets in the most hygienic way, both for their own health and for the health of
others.
* Household toilets are cleaned and maintained in such a way that they are used by all
intended users and are hygienic and safe to use.
* Parents and other caregivers demonstrate awareness of the need to dispose of children’s
faeces safely.
* Families and individuals participate in a family latrine programme by registering with the
agency, digging pits or collecting materials.
* People wash their hands after defecation and handling children’s stools and before cooking
and eating.
3. Vector control
* Bedding and clothing is aired and washed regularly.
* In malaria-endemic areas:
- People with treated mosquito nets keep, use and retreat them correctly.
- People avoid exposure to mosquitoes during biting times using the means available to them.
- Containers which may be mosquito breeding sites are removed, emptied of water regularly
or covered.
4. Solid waste management
* Waste is put in containers daily for collection, or buried in a specified refuse pit.
* Parents, other caregivers and children are aware of the danger of touching needles and
dressings from medical facilities, in cases where the minimum standard for the disposal of
medical waste is not met.
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5. Drainage
* Areas around shelters and water points are free of standing wastewater, and local storm
water drains are kept clear.
* There is a demand for tools for drainage works.
* People avoid entering water bodies where there is a schistosomiasis risk.
6. Funerals
* People have the resources and information necessary to carry out funerals in a manner
which respects their culture and does not create a risk to health.
2. Programme Implementation: All facilities and resources provided reflect the
vulnerabilities, needs and preferences of all sections of the affected population. Users are
involved in the management and maintenance of hygiene facilities where appropriate. Key

indicators being:
* Key hygiene risks of public health importance are identified in assessments and in the
objectives for hygiene promotion activities.
* The design and implementation process for water supply and sanitation programmes includes
and operates a mechanism for representative input from all users.
* All groups within the population have access to the resources or facilities needed to achieve
the hygiene practices that are promoted.
* Hygiene promotion activities address key behaviours of importance for public health and
they target priority groups.
* Hygiene and behaviour messages, where used, are understood and accepted by the intended
audience.
* Users take responsibility for the management and maintenance of water supply and sanitation
facilities as appropriate.
Water quantities in addition to the minimum standard for basic domestic consumption are:
1) Public toilets
1-2 litres/user/day for hand washing, 2-8 litres/cubicle/day for
cleaning toilet
2) All flushing toilets
20-40 litres/user/day for conventional flushing toilets, 3-5
litres/user/day for pour-flush toilets
3) Anal washing
1-2 litres/person/day
4) Health centres and hospitals 5 litres/outpatient, 40-60 litres/inpatient/day,
Additional quantities may be needed for some laundry
equipment, flushing toilets etc
5) Cholera centres
60 litres/patient/day, 15 litres/carer/day
6) Therapeutic feeding centres 15 -30 litres/person/day, 15 litres/carer/day
7) Livestock
20-30 litres/large or medium animal/day, 5 litres/small
animal/day
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4.4 Minimum Standards in Nutrition
General Nutritional Support to the Population Standards

1. Nutrient Supply: The nutritional needs of the population are met. Key indicators:
* Levels of moderate malnutrition are stable at, or declining to, acceptable levels.
* There are no cases of scurvy, pellagra or beriberi.
* Rates of xerophthalmia or iodine deficiency disorders are not of public health significance
(see guidance notes below).
* There is access to a range of foods - staple (cereal or tuber), pulses (or animal products), fat
sources etc.
* There is access to vitamin C rich or fortified foods or appropriate supplements.1
* There is access to iodised salt for the majority (>90%) of households where iodine deficiency
disorders are endemic.
* There is access to vitamin A rich or fortified foods or appropriate supplements.

1

* There is access to additional sources of niacin (e.g. pulses, nuts, offal) if the staple is maize
or sorghum.
* There is access to additional sources of thiamine (e.g. pulses, nuts, eggs) if the staple is
polished rice.
* Infants under six months have access to breast milk (or appropriate substitute).
2

* Children aged from about six months have access to nutritious energy-dense foods.
* There is no indication that the extra nutritional needs of pregnant and breastfeeding women
and adolescents are not being met.
2. Food Quality and Safety: Food that is distributed is of sufficient quality and is safely handled so
as to be fit for human consumption. Key indicators

* There are no outbreaks of food-borne diseases caused by distributed food.
* There are no unreasonable complaints about the quality of foods distributed - from recipients
or programme staff.
* Suppliers of food commodities carry out regular quality control and produce commodities
that meet the official government standards or Codex Alimentarius Standards (e.g. with regard
to packaging, labelling, shelf life etc).
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* All foods supplied are systematically checked by independent quality surveyors.
* All food received in the country of distribution, for the disaster-affected population, has a
minimum six-month shelf life (except fresh produce and whole maize meal) and is distributed
to the population before the expiry date.
* Adequate storage structures (in line with current recommendations) are in place and proper
management of stores is conducted (see Food Aid resource management standard, in chapter
3).
* Staff has adequate knowledge about potential health hazards caused by improper handling,
storage and distribution of food.
3. Food Acceptability: Foods that are provided are appropriate and acceptable to the entire
population. Key indicators
* People are consulted on the acceptability and appropriateness of the foods being distributed
and results are fed into programme decisions.
* Foods distributed do not conflict with the religious or cultural traditions of the recipient or
host populations (this includes any food taboos for pregnant or breastfeeding women).
* The staple food distributed is familiar to the population.
* Complementary foods for young children are palatable and digestible.
* There is no distribution of free or subsidised milk powder to the general population.
* People have access to culturally important condiments (such as sugar or chilli).
4. Food Handling and Safety: Food is stored, prepared and consumed in a safe and appropriate
manner, both at household and community level. Key indicators
* There are no outbreaks of food-borne disease linked to a local food distribution site occurring
as a consequence of hazardous food preparation.
* The coordinating body has received no reports from representatives of the affected population
concerning difficulties in storing, preparing, cooking and consuming the food being distributed.
* Every household has access to at least one cooking pot, enough fuel for food preparation,
water containers to store 40 litres; and 250g soap per person per month. (See Shelter and Site
Planning, household items standards, in chapter 4; and Water Supply and Sanitation water
supply standards, in chapter 1.)
* Where the food basket contains unfamiliar commodities, instructions on preparation are
provided to households to maximise acceptance and minimise nutrient loss.
* Individuals who cannot prepare food or cannot feed themselves have access to a carer who
can prepare appropriate food in a timely manner and administer feeding where necessary.
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* Where food is distributed in cooked form, staff demonstrate knowledge about potential health
hazards caused by improper storage, handling and preparation of commodities. (See human
resource capacity standard 1.)
* Adequate milling or other processing facilities are available reasonably close to home if
required, for example if whole grain is distributed.
Nutritional Support to Those Suffering from Malnutrition
1. Moderate Malnutrition: The public health risks associated with moderate malnutrition are
reduced. Key indicators
* There is no increase in levels of severe malnutrition and/or there is no increase in numbers
registered for therapeutic care.
* Surveillance systems are established to monitor malnutrition trends.
* Programme objectives reflect understanding of the causes of malnutrition and clear
identification of the target group(s).
* All staff who have regular contact with mothers of young children are trained in the principles
of infant and young child feeding in the emergency context. (See human resource capacity
standards.)
* From the outset feeding programmes have clearly defined and agreed criteria for closure of
the programme.
2. Severe Malnutrition; Mortality, morbidity and suffering associated with severe

malnutrition are reduced. Key indicators
* Proportion of exits from a therapeutic feeding programme who have died is <10%.
* Proportion of exits from therapeutic feeding programme recovered is >75%.
* Proportion of exits from therapeutic feeding programme defaulted <15%.
* There is a mean weight gain of >8g per kg per person per day.
* Nutritional and medical care is provided to people who are severely malnourished, according
to clinically proven therapeutic care protocols.
* Discharge criteria include non-anthropometric indices such as: good appetite; no diarrhoea,
fever, parasitic infestation or other untreated illness; and no micronutrient deficiencies.
* Nutrition worker to patient ratio is at least 1:10.
* All carers of severely malnourished individuals are able to feed and care for them.
3. Micronutrient Deficiencies: Micronutrient deficiencies are corrected. Key indicators
* There are no cases of scurvy, pellagra or beriberi.
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* Rates of xerophthalmia are not of public health significance (see general nutritional support
standard 1).
* Rates of iodine deficiency disorders are not of public health significance (see general
nutritional support standard 1).
* Appropriate WHO micronutrient supplementation protocols are implemented for individuals
admitted to feeding programmes.
* All clinical cases of deficiency diseases presenting at health centres are treated using WHO
micronutrient supplementation protocols.
* All children under five years old presenting at health centres with diarrhoeal disease receive
Vitamin A supplements. (See Health Services measles control standards, in chapter 5.)
* All children under five years old presenting at health centres with hookworm, and who are
not severely malnourished, receive iron supplements in conjunction with treatment for disease.
* Procedures to respond efficiently to micronutrient deficiency to which the population may be
vulnerable are established. These might include active searching for cases, tracing and
campaigning to raise public awareness.

4.5 Minimum Standards in Food Aid
Food aid requirements may be established for:
A general ration: to provide a complete basket of food commodities in quantities sufficient to
meet requirements.
A complementary ration: to provide one or two food commodities to complement existing
foods available and accessible to the affected population (for example, pulses and oil might be
provided to complement locally accessible cereals).
A supplementary ration: to provide specific foods as a supplement to the general ration, in
order to cover the needs of particular groups. Typically such groups would include
malnourished individuals, young children and/or pregnant or nursing mothers.
Requirements Standard: The food basket and rations are designed to bridge the gap between
the affected population’s requirements and their own food sources. Key indicators:
* Requirements are based on the following WHO initial planning estimates:
- 2,100 kcals per person per day.
- 10-12% of total energy is provided by protein.
-17% of total energy is provided from fat.
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- Adequate micronutrient intake through fresh or fortified foods.
* Estimates of people’s food and income sources include consideration of:
- Market and income opportunities.
- Foraging and wild food potential.
- Agricultural seasons and access to productive assets.
- Sources of income and coping strategies.
* Ration scales include consideration of:
General nutritional requirements.
Specific needs of vulnerable groups.
Access to alternative sources of food and/or income.
* Commodity selection includes consideration of:
Local availability and market impact.
Local acceptability and preparation.
Fitness and nutritional composition.
Fuel requirements for cooking.
Targeting Standard: Recipients of food aid are selected on the basis of food need and/or
vulnerability to food insecurity. Key indicators:
* Targeting objectives are agreed between the coordinating authorities, female and male representatives
of the affected population and implementing agencies.

* Targeting criteria are clearly documented, whether in terms of population group(s) or
geographical location.
* The distribution system is monitored to ensure that the targeting criteria are respected.
Resource Management Standard: Food aid commodities and programme funds are managed,
tracked, and accounted for using a transparent and auditable system. Key indicators
* Safe stewardship practices are maintained to ensure that all commodities are safeguarded
until distribution to recipient households:
- Storage is safe and clean, and protects food commodities from damage and loss.
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- Third party service providers assume total liability for food commodities in their care
and agree to reimburse any losses.
- Food commodities are inspected and unfit commodities are certified and disposed of
in accordance with standard procedures.
- Damaged commodities are inspected and salvaged to the best possible extent.
- Physical inventory counts are periodically reconciled with stock balances.
* Contracting for goods and services is transparent and fair.
* Inventory accounting and reporting systems are established:
- Waybills document commodity transactions.
- Stock ledgers provide summaries of receipts, issues and balances.
- All losses are identified and accounted for.
- Summary inventory reports are compiled and made available.
Logistics Standard: Agencies have the necessary organisational and technical capacity to
manage the procurement, receipt, transport, storage and distribution of food commodities
safely, efficiently and effectively. Key indicators
* The supply chain is established and includes procurement, documentation, transport, storage
and handling from point(s) of origin to final destination(s) or distribution site(s).
* Local purchases of food commodities and contracting for logistics resources and services are
coordinated; impact on the local market is taken into consideration.
* Information on food aid stock levels, expected arrivals, distributions and any other
information relevant to planning, forecasting and managing the flow and availability of food
aid is shared between agencies.
* Special staff are assigned responsibility for logistics management (e.g. planning and control,
importation and clearance, primary and secondary logistics, warehouse and inventory
management, transport planning and management, contract management and supervision).
* Delays in distribution arising from a commodity shortfall are no longer than two weeks.
Distribution Standard: The method of food distribution is equitable, and appropriate to local
conditions. Recipients are informed of their ration entitlement its rationale. Key indicators
* People are aware of the quantity and type of ration to be distributed for each distribution
cycle, and reasons for any differences from established norms are provided.
* People receive the quantities and types of commodities planned.
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* The method of distribution is readily accessible and scheduled at convenient times to
minimise disruption to everyday activity.
* Recipients are involved in deciding the most efficient and equitable method of distribution; women
are consulted and have an equal input into decision-making.
* When deciding the frequency of distributions (monthly or more frequently) there is consideration of:

- The cost of transporting commodities from the distribution centre.
- The time spent travelling to and from the distribution centre.
- The security of recipients and commodities once distributed.

4.6 Minimum Standards in Shelter and Site Planning

Housing (shelter) Standard
1. Living Quarters: People have sufficient covered space to provide protection from adverse
effects of the climate. They have sufficient warmth, fresh air, security and privacy to ensure
their dignity, health and well-being. Key indicators being:
* The covered area available per person averages 3.5-4.5m².
* In warm, humid climates, shelters allow optimal ventilation and provide protection from
direct sunlight.
* In hot, dry climates, shelter material is heavy enough to ensure high thermal capacity. If only
plastic sheeting or tents are available, provision of a double-skinned roof or an insulating layer
is considered.
* In cold climates, shelter material and construction ensures optimal insulation. A temperature
that is comfortable to the occupants is achieved by means of insulated shelter combined with
sufficient clothing, blankets, bedding, space heating and calorific intake.
* If plastic sheeting is provided for shelter, it meets the specifications defined by UNHCR.

Clothing Standard: The people affected by the disaster have sufficient blankets and clothing to
provide protection from the climate and to ensure their dignity, safety and well-being. Key
indicators being:
* People have access to sufficient blankets.
* Children up to 2 years old have at least one full set of clothing and hygiene materials
appropriate to the culture, season and climate.
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* Women, girls, men and boys have at least one full set of clothing in roughly the correct size,
appropriate to the culture, season and climate. In addition, women and girls have a regular
supply of sanitary protection.
* Culturally appropriate burial cloth is available as required.

Household Items Standard
1. Items for Households and Livelihood Support: Families have access to household
utensils, soap for personal hygiene and tools for their dignity and well-being. Key indicators
being:

* People have appropriate household items: 1 cooking pot with well-fitting lid, 1 basin, 1
kitchen knife, 2 wooden spoons; and 2 water collection vessels of 1-20 litres plus water storage
vessels of 20 litres.
* Each person has: 1 eating plate, 1 metal spoon and 1 mug.
* Each person has access to 250g of soap per month.
* There is planning for durable items to be replacedwhen necessary.
* As soon as possible, each household has access to appropriate tools and materials to support
livelihood activity.
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* Tools and materials supplied are appropriate and familiar to the population, and are of a
similar technological level to that which people were used to before the disaster. Items are
appropriate to the conditions in which they are to be used.
* Those affected are aware of their entitlements under assistance programmes.

2. Environmental Concerns: Fuel economic cooking implements and stoves are made
available, and their use is promoted. Key indicators being:
* People have access to, and make use of, fuel-economic and low smoke wood stoves
(produced locally if possible), gas or kerosene stoves and cooking pots with well-fitting lids.
* The use and benefit of fuel-economic devices is promoted through community education
programmes, if needed, and their production is planned as early as possible.
* People are aware of the benefits of using fuel-economic devices.
* Women are consulted about the location and means of collecting fuel for cooking and heating.

Site Selection Standard
1: Site Selection: The site is suitable to host the number of people involved. Key indicators
being:
These indicators combine to describe a process which is expanded upon in the guidance notes.
* The appropriate population size of a temporary settlement is defined following socioeconomic assessments of both displaced and host populations, and assessments of the carrying
capacity of the region and site.
* The appropriate type of temporary settlement required is determined: reception or transit
centre; self-settled camp; planned temporary settlement or extension to a temporary settlement.
* Requirements for the form the settlement is to take are determined with reference to:
- Information generated by the physical assessment.
- Actual or potential threats to the security of the affected population. This is particularly
important for refugee populations and is always critical for single women, widows and
unaccompanied adolescent girls.
- The maximum estimated duration of the settlement.
- The preferred population density of the settlement.
- The level of integration of the displaced population with the host population.
* The requirements for the form of the settlement are tested against the physical constraints of
each potential site. The site meets the following requirements, regardless of seasonal variations:
- It is located at a safe distance from possible external threats to physical security, usually not
less than 50km.
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- It is accessible by heavy trucks from an all-weather road. If it is necessary to construct
a road, the soil type and terrain should support this activity. Communal facilities are
accessible by light vehicles..
- It is near to existing social and economic facilities where appropriate.
- There are adequate quantities of water (for drinking, cooking, hygiene and sanitation).
- It is not less than 3 meters above the anticipated water table in the rainy season.
- Water rights, and the right to use other natural resources such as wood, stone, sand
are arranged before, or at the same time as, the site is selected.
- Land rights are established prior to occupation and permitted use is negotiated as
necessary.
- The soil type is suitable for digging and water infiltration.
- There are sufficient grasses, shrubs and trees for shade and to avoid soil erosion.
- Sufficient sustainable resources of fuel wood and construction materials are available.
- Sufficient and appropriate land is available for the required levels of agriculture and
animal husbandry. The impacts of these are understood, and land use is negotiated as
necessary.
- The site is not prone to endemic diseases that might affect inhabitants or their
livestock, to standing water, or to flooding; it is not situated on land at risk from
landslides and is not close to an active volcano.
2: Site Planning: Site planning ensures sufficient space for household areas and supports
people’s security and well-being. It provides for effective and efficient provision of services
and internal access. Key indicators being:
* The site provides 45m² space for each person. This includes infrastructure (eg roads,
sanitation, schools, offices, water systems, security/fire breaks, markets, storage facilities,
shelter locations), but excludes land for agriculture (crops and livestock).
* Clusters of living areas or village groups are established.
* Empty land for possible future expansion is identified.
* There is provision for social facilities such as markets, places of worship, graveyards, health
facilities, solid waste disposal, water points, community and nutrition centres, workshops,
wood lots and recreational areas.
* There is provision for facilities required by humanitarian agencies such as administrative
offices, warehousing and staff accommodation.
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* There are adequate firebreaks of at least: 2 metres between dwellings, 6 metres between
clusters of dwellings, and 15 metres between blocks of clusters.
* There is a graveyard for each population group and graveyards are appropriately located.
* Quarantine camps are established, or sites are identified and prepared, in isolation from
general residential areas, in order to minimise the spread of an epidemic.
* . The site gradient is not more than 7% unless extensive drainage and erosion control
measures are taken.
3: Security: Site selection and planning ensures sufficient personal liberty and security for the
entire affected population. Key indicators being:
* The site is located at a safe distance from possible external threats to physical security.
* Site planning ensures that safe integrated living areas are provided for groups at risk.
* Social, health, sanitation and other essential facilities are safely accessible for everyone, and
are lit at night if necessary.
* Cluster planning is used in order to support self-policing by the displaced population.
* The overall size of the settlement population does not exceed a level that makes internal and
external security and protection measures ineffective.
* Internal and external security and protection activities are carried out by the host authorities
and/or the relevant UN agency.
* The agency assigned responsibility for overall coordination assists with internal security for
groups at risk.
* Systems to prevent and manage the consequences of sexual and gender-based violence are in
place.
* Women and adolescents know about the availability of health services for victims of sexual
violence.
* Reasonable steps are taken to ensure that staff are not at risk. In insecure areas an evacuation
plan is agreed between agencies.
4: Environmental Concerns: The site is planned and managed in such as way as to minimise
damage to the environment. Key indicators being:
* Planning of temporary settlements takes into consideration density and dispersal of the
displaced population:
- In fragile environments, the displaced population is concentrated in order to contain nonsustainable demand on the environment.
54

- In more robust environments, the displaced population is dispersed into a number of small
settlements since these are less likely to cause environmental damage than large
settlements.
* During site planning, trees and other vegetation are spared as far as possible. Roads and
drainage patterns are planned in such a way as to make use of natural contours in order to avoid
erosion and flooding.

4.7 Minimum Standards in Health Services
Measles Control Standard
1: Vaccination: In disaster-affected populations, all children 6 months to 12 years old receive
a dose of measles vaccine and an appropriate dose of vitamin A as soon as possible.
2: Vaccination of Newcomers: Newcomers to displaced settlements are vaccinated
systematically. All children 6 months to 12 years old receive a dose of measles vaccine and an
appropriate dose of vitamin A. Key indicators being:
* Coordination with local health authorities (Expanded Programme on Immunisations - EPI) and
involved agencies is established and ongoing.
* More than 95% of all children in the target group (including newcomers) are vaccinated. (See
Appendix 5 for sample measles vaccination form.)
* On-site supply of measles vaccine equals 140% of the target group including 15% for wastage and a
25% reserve stock; projections of vaccine needs for subsequent newcomers are made and vaccine is
procured if not already available.
* Only vaccines and autodestruct syringes meeting WHO specifications are used.
* The cold chain is continuously maintained and monitored from vaccine manufacture to vaccination
site.
* On-site supply of autodestruct syringes equals 125% of expected target groups including a 25%
reserve stock. Sufficient 5ml syringes for diluting multiple dose vials are available. One syringe is
required for each vial diluted.
* Sufficient WHO-recommended ‘safety boxes' are used to store autodestruct and dilution syringes
before their disposal. Boxes are disposed of according to WHO recommendations.
* On-site supply of vitamin A equals 125% of the target group including a 25% reserve stock if vitamin
A is to be provided as part of a mass vaccination campaign.
* The date of measles vaccination is entered in each child's health record. Health records for recording
vaccinations are provided if possible.
* Infants vaccinated prior to 9 months require re-vaccination upon reaching that age.
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* Health facilities have the capacity to ensure routine ongoing measles vaccination of new arrivals if
this is a displaced situation, and to identify infants needing to be re-vaccinated at 9 months.
* Relevant messages in the local language are provided to groups of waiting mothers or caregivers on
the benefits of measles vaccination, possible side effects, when to return if re-vaccination is indicated
and the importance of retaining the health record.
* A public information campaign is conducted by community workers before conducting a mass
vaccination campaign.

3: Outbreak Control: A systematic response is mounted for each outbreak of measles within
the disaster-affected population and the host community population. Key indicators being:
* A single case (suspected or confirmed) warrants immediate on-site investigation which includes
looking at the age and vaccination status of the suspect or confirmed case.
* Control measures include the vaccination of all children 6 months to 12 years of age (or higher if
older ages are affected) and the provision of an appropriate dose of vitamin A.

4: Case Management: All children who contract measles receive adequate care in order to
avoid serious sequellae or death. Key indicators being:
* A community-wide system for active case detection using the standard case definition and referral of
suspected or confirmed measles cases is operational.
* Each measles case receives vitamin A and appropriate treatment for complications such as pneumonia,
diarrhoea, severe malnutrition and meningoencephalitis, which cause the most mortality.
* The nutritional status of children with measles is monitored, and if necessary children are enrolled in
a supplementary feeding programme.

Control of Communicable Diseases Standard
1: Monitoring: The occurrence of communicable diseases is monitored. Key indicators

being:
* The responsible surveillance and disease control unit or agency is clearly identified and all participants
in the emergency know where to send reports of suspect or confirmed communicable diseases.
* Staff experienced in epidemiology and disease control is part of the surveillance and disease control
unit or agency.
* Surveillance is maintained at all times to rapidly detect communicable diseases and to trigger outbreak
response.

2: Investigation and Control: Diseases of epidemic potential are investigated and controlled
according to internationally accepted norms and standards. Key indicators being:
* Diseases of epidemic potential are identified by the initial assessment; standard protocols for
prevention, diagnosis and treatment are in place and appropriately shared with health facilities and
community health workers/home visitors.
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* Case reports and rumours of disease occurrence are investigated by qualified staff.
* There is confirmation of the diagnosis.
* Outbreak control measures are instituted and include:
- Attacking the source, by reducing the sources of infection to prevent the disease spreading to
other members of the community. Depending on the disease, this may involve the prompt
diagnosis and treatment of cases (eg cholera), isolation of cases (eg viral haemorrhagic fevers,
ebola) and controlling animal reservoirs (eg plague).
- Protecting susceptible groups in order to reduce the risk of infection: immunisation (eg
meningitis and measles); better nutrition and, in some situations, chemoprophylaxis for high
risk groups (eg malaria prophylaxis may be suggested for pregnant women in outbreaks); safe
blood supply and condoms for prevention of sexually transmitted infections and HIV.
- Interrupting transmission in order to minimise the spread of the disease by improvements in
environmental and personal hygiene (for all faeco-orally transmitted diseases), health
education, vector control (eg yellow fever and dengue), and disinfection and sterilisation (eg
hepatitis B, ebola).
* Qualified outreach personnel (community health workers, home visitors) participate in the control
measures at community level by providing both prevention messages and proper case management
(provision of ORT and drugs, compliance with prescribed treatment, follow-up at home etc) following
agreed guidelines.
* Public information and health promotion messages on disease prevention are part of control activities.
* Community leaders and community health workers/home visitors facilitate access to population
groups and disseminate key prevention messages.
* Only drugs from WHO's Essential Drugs List are used.

Health Care Services Standard
1: Appropriate Medical Care: Emergency health care for disaster-affected populations is
based on an initial assessment and data from an ongoing health information system, and serves
to reduce excess mortality and morbidity through appropriate medical care. Key indicators
being:
* Interventions are designed to be responsive to the identified major causes of excess death, disease and
injuries.
* If possible, the local health authorities lead the health care effort and local health facilities are used
and strengthened by participating humanitarian agencies. If this is not possible, an external agency leads
the effort, works with existing facilities which may require substantial support and coordinates efforts
of participating agencies.
* All participating humanitarian agencies agree to coordinate with the lead health care authority which
is designated at the time of the initial assessment.
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* The health care system is able to cope with a high level of demand.
* The health care system is flexible enough to adapt to changes identified by the health information
system.

2: Reduction of Morbidity and Mortality: Health care in emergencies follows primary health
care (PHC) principles and targets health problems that cause excess morbidity and mortality.

Key indicators being:

* Emergency health care interventions are implemented through the existing PHC system if available.
The PHC system includes the following levels of care:
- Household level.
- Community level including community health workers and home visitors.
- Peripheral health facilities (dispensary, health post or health clinic).
- Central health facilities (health centre).
- Referral hospital.
* Health care interventions are implemented at the appropriate level of the PHC system. Not every
emergency will need all levels of care and the initial assessment can make this determination. If a local
health care system does not exist, only those levels needed to prevent excess mortality and morbidity
are introduced.
* Emergency health care, including treatment of disease and injuries, is provided to the population
largely at community level. Some treatment occurs at health facilities and a smaller number of serious
cases is sent to referral centres.
* Staffing at each level of the PHC system is appropriate to meet the needs of the population and only
those levels required to reduce excess mortality and morbidity are used or introduced.
* Health professionals from the disaster-affected population are integrated into the health services as
much as possible. Outreach workers are selected from the community and reflect the gender and cultural
profile of the population as determined during the initial assessment.
* All health care providers agree on the common use of standardised procedures for diagnostic
techniques and the treatment of the major priority diseases causing excess mortality and morbidity.
* The New Emergency Health Kits (1/10,000 population) are used to start the intervention but
subsequent drug needs are ordered and follow the WHO recommended Essential Drug List.
* The Minimum Initial Service Packages is used from the start of the intervention to respond to the
reproductive health needs of the population.
* Unsolicited donations of drugs that do not follow guidelines for drug donations are not used and are
disposed of safely.
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* Universal precautions to prevent and limit the spread of infections are taught and practised.
* Suitable transportation is organised for patients to reach the referral facilities.

4.8 Conclusion
Minimum standards of relief laid out by the SPHERE project are a valuable effort and need to be
reviewed and adapted for applicability to the Indian context. Minimum standard of relief not only
addresses the food requirements of the victimised but also provides for the health and immediate first
aid facilities, looks at the water and sanitation needs, shelter requirements, and providing food that
confines with the nutritional standards as laid down by the WHO and other such agencies. When
addressing the relief requirements of the disaster victims, focus should be placed on the special needs
of the vulnerable population that is, children, women, aged and the disabled. At the same time equity
of relief distribution amongst beneficiary groups must be maintained.

The Sphere Humanitarian Charter and Minimum Standards in Disaster Response can be used
in disaster response for the following:
1. In Project Cycle for assessment where indicators can be used as questions and their
reference ensures that key issues are not over looked, formulation of objectives in
programme planning and for monitoring and evaluation.
2. In disaster preparedness planning by identifying objectives for training and raising
awareness, producing inventories of material resources required, and clarifying
processes and roles.
3. Advocacy tool to generate resources or access to disaster affected population.
4. For coordination among agencies.
The Humanitarian Charter and Minimum Standards will not solve all the problems of humanitarian
response, nor can they prevent all human suffering. What they offer is a tool for humanitarian agencies
to enhance the effectiveness and quality of their assistance and thus to make a significant difference to
the lives of people affected by disaster.

4.9 Key Concepts
Accountability: The responsibility to demonstrate to stakeholders, foremost of whom are disasteraffected people, that humanitarian assistance complies with agreed standards.

Humanitarian agency: A local or international non-governmental organisation, UN body or donor
institution whose activities support the provision of humanitarian assistance.

Impartial assistance: Assistance is that given on the basis of need alone and makes no distinction as
to race, creed, nationality, sex, age, physical or mental disability.

Indicator: ‘Signals’ that show whether a standard has been attained. They provide a way of measuring
and communicating both the impact, or result, of programmes as well as the process, or methods, used.
The indicators may be qualitative or quantitative.
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The humanitarian principle: Prevention and alleviation of suffering, protection of life and health
and respect for human dignity.

Transparency: Openness and accessibility of humanitarian agencies, their systems and information
Groups at risk: The needs of groups that are at risk of additional harm such as women,
adolescents, unaccompanied minors, children, elderly people and people with disabilities must
be considered. Gender roles within the social system need to be identified.
Equity: The participation of disaster-affected people in decision-making, programme design
and implementation helps to ensure that programmes are equitable and effective. Special effort
should be made to ensure the participation of women and balanced male and female
representation within the assistance programme.

4.10 References and Further Reading
McConnan, Isobel (ed.) The Sphere Project – Humanitarian Charter and Minimum Standards
in Disaster Response. New Delhi: Maya Publishers, 2000.
Government of India, High Powered Committee on Disaster Management Report, New Delhi:
Department of Agriculture and Cooperation, Ministry of Agriculture, 2002.
http://www.sphereproject.org

4.11. Activities
1) What do you understand by the fundamental importance of the humanitarian charter?
2) What are the minimum standards in water supply and sanitation?
3) Sometimes these standards may be difficult to achieve in disaster situation. In such
cases how can this be of relevance?
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UNIT 5 FUNDING RELIEF
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5.0 Learning Outcomes
After going through this unit you should be able to:
• provide the compressive view of funding relief;
• understand the short-term and long-term funding;
• discuss the sources of funding; and
• explain significance of vulnerability reduction.

5.1 Introduction
In the event of disaster striking, there are two types of needs of the victims. One is related to
the immediate relief and the other is in the form of reconstruction and rehabilitation of the
victims. Funding for the immediate relief is short term, while reconstruction and rehabilitation
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require long term funding. There are sources for both. For example, National Calamity
Contingency Fund provides assistance for immediate relief only and Calamity Relief Funds of
various states are a source for long term funding. Similarly, voluntary donations are usually
short term, while international organizations like UN agencies provide support over a period
of time, sometimes extending up to 15 years. Apparently, there are governmental sources as
well as non-governmental sources for both types of funding. In this unit we will be discussing
the various sources of funding.

5.2 Genesis of Funding Relief
A disaster causes sudden disruption to the normal life of a society and requires relief from all
the available sources to tide over the situation during the crisis phase. The relief enables the
affected people to recover from the immediate impact. India has old tradition in this regard.
We all know that kings used to waive ‘Lagaan’ of farmers whenever there was crop failure
either due to droughts or floods. The treasury were opened during other calamities. Food and
other relief were provided to the affected people. Other measures included remission of
revenue, remission of other taxes, payment of advances, construction of public works, canals
and embankments, encouragement to migration, etc.
After the coming of the concept of nation-state, the chief responsibility of providing relief is
that of the state. In fact, as early as in 1897, the Government of India fully accepted general
responsibility for saving the lives of the people during calamities. India being quasi-federal,
the responsibility is shared by the Central Government and State Governments, though the
primary responsibility for providing relief measures to affected people is that of the concerned
state government. Central government supports such measures through supplementing physical
and financial resources. However, in view of resource constraints of state governments, central
government funding is crucial especially to the not-so-developed states. Earlier, the
Department of Agriculture and Cooperation was the nodal Department in Government of India
for natural disaster management. Now, this responsibility, except for drought and epidemics,
has been transferred to Ministry of Home Affairs since February, 2002.
Success of participatory approaches has further provided some sources of relief. Now,
governments try to involve communities as well in the process. In fact, they are integral part of
the Disaster Management Plans. Civil society organizations are also not behind and provide
support to the relief measures being undertaken. Help also comes in the form of private
initiatives. Gujarat, in the wake of earthquake in January 2001, received a measure of aid from
private sources that can be called the biggest voluntary aid effort in independent India. Towns
such as Bhuj, Bhachau, Anjar and Rapar became large camps where Indian and foreign NGOs
and aid agencies pitched their tents.

62

5.3 Short Term and Long Term Funding
In the event of disaster striking, there are two types of needs of the victims. One is related to
the immediate relief and the other is in the form of reconstruction and rehabilitation of the
victims. Funding for the immediate relief is short term, while reconstruction and rehabilitation
require long term funding. There are sources for both. For example, National Calamity
Contingency Fund provides assistance for immediate relief only and Calamity Relief Funds of
various states are a source for long term funding. Similarly, voluntary donations are usually
short term, while international organizations like UN agencies provide support over a period
of time, sometimes extending up to 15 years. Apparently, there are governmental sources as
well as non-governmental sources for both types of funding. Various sources of funding are
discussed below.

5.4 Sources of Funding
Relief measures in the event of natural disaster receive funding from the following sources –
• Central Government
• Concerned State Government
• International Agencies
• Civil Society Organizations
• Corporate Houses
• Individual Contributions
5.4.1 Central Government
By and large the financial resources for meeting relief expenditure are provided on the basis of
recommendations of the successive Finance Commissions. Since the Second Finance
Commission, allocation to each state was in the form of margin money for meeting the
immediate needs of expenditure on relief measures. The quantum of margin money was
calculated by averaging the non-plan expenditure (excluding advance plan assistance and
expenditure of a plan nature) on relief measures. Whenever a state government needed more
than this money, it was required to present a memorandum for central assistance. An interministerial central team used to assess this requirement, the recommendations of which were
subsequently taken into consideration by a High Level Committee on Relief (HLCR) having
representatives of all the concerned ministries and ceilings of expenditure on various items
were fixed, which decided the extent of central assistance.
Sixth Finance Commission noted the increase in calamities relief expenditure and
recommended that all additional central assistance over and above the margin money should
be within the overall assistance for the plan as a whole. This recommendation was accepted.
The Seventh Finance Commission suggested a modification that extra central assistance should
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be limited, over and above the margin money, to 5% of the Annual Plan outlay in that year,
with the added provision that it was to be adjusted in subsequent years. The Eighth Finance
Commission continued this arrangement but recommended changes in respect of quantum of
margin money and the manner of its funding. It suggested to take half of the margin money
into ‘account in the forecasts’ of states’ budgets as determined by the Finance Commissions
and the remaining half to be provided by the Centre after the states exhausted the funds
available with them. Further, the provision was made for additional central assistance in case
of ‘rare severity’ after the visit of the central team and consideration of its report by HLCR.
The Ninth Finance Commission considered the need of speedy response and inflated
demands put by various state governments feeling that these would by cut down by the center.
Moreover, to avoid profligacy and wastefulness, and arrange adequacy of funds it
recommended:






Creation of a separate Relief Fund for each state;
Formation of a state level committee under the chief secretary of the concerned state to
operate this fund;
Co-ordination and monitoring by the Union Ministry of Agriculture (the then nodal
ministry);
Handling of calamities of rare severity by the center involving additional central
assistance over and above the Calamity Relief Fund (CRF); and
Centre’s contribution to CRF to the tune of 75%, while remaining amount to be
contributed by the respective state governments.

Along with the continuation of CRF scheme, the Tenth Finance Commission
recommended the creation of a National Fund for Calamity Relief (NFCR). Ministry of
Agriculture was given the powers to issue guidelines and norms for expenditure from this fund.
The Centre’s contribution was proposed to be 75%. The contributions by both the Centre and
the States were to be made annually in the beginning of the financial year. The Fund was
proposed to be managed by a National Calamity Relief Fund Committee (NCRC), which is a
sub-committee of the National Development Council. While this fund was meant for calamities
of the rare severity, the states incurred expenditures from it for all types of calamities and in
the period 1995-2000 exhausted the money in the first two years. This was partly due to lack
of having a proper definition of the term ‘rare severity’.
While recommending the continuation of the CRF, the Eleventh Finance Commission
suggested the discontinuation of the NFCR citing the difficulty in evolving an unambiguous
definition of calamity of rare nature and the difficulty in providing adequate financial assistance
to the states from the limited funds available. Instead, it suggested creating National Calamity
Contingency Fund (NCCF) with an initial contribution of Rs.500 crores by the Central
Government and further augmenting it by way of surcharge on central taxes. Dealing with CRF,
it recommended expenditure only on natural calamities of cyclone, drought, earthquake, fire,
flood and hailstorm and not for providing relief for man-made and other disasters.
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A brief account of funds available from Central Government sources is given belowNational Calamity Contingency Fund
Set up on the recommendation of the Eleventh Finance Commission, the manner and extent of
assistance required to be provided to the states from NCCF for
immediate relief and rehabilitation is decided by a High Level Committee constituted by the
Ministry of Home Affairs. This Committee is serviced by the Disaster Management Division
of the Ministry and consists of Deputy Prime Minister, Agriculture Minister, Finance Minister
and Deputy Chairman, Planning Commission. The procedure is that the states submit the
memorandum for central assistance. The committee takes into account the recommendation of
the central teams to assess the requirements and thereafter as per the decision, the releases to
the state governments are made by the Ministry of Finance.
Currently, the period of operation of this Fund is from the financial year 2000-01 till the end
of the financial year 2004-05. National calamities of cyclone, drought, earthquake, fire, flood
and hailstorm, considered to be of severe nature requiring expenditure by the state governments
in excess of the balances available in their respective CRFs qualify for relief assistance. The
corpus of the Fund is Rs.500 crore. The assistance is only for immediate relief and
rehabilitation. Expenditure on reconstruction of assets or restoration of damage is not covered
under the scheme, which is to be financed through reallocation of plan funds. Any assistance
provided by the Centre from this Fund is to be accompanied by imposition of the special
surcharge so that it is immediately recouped.
At the state level, the committee constituted by the state government to administer the CRF is
responsible for incurring the expenditure as decided by High Level Committee. The
responsibility of monitoring the scheme is now vested in the Ministry of Home Affairs,
Government of India.
Calamity Relief Fund
This fund was created as per the recommendation of the Ninth Finance Commission.
Constituted by each state, it is to be used for meeting the expenditure for providing immediate
relief to the victims of cyclone, drought, earthquake, fire, November in each financial year.
flood and hailstorm. Of the total contribution, 75% is contributed by Central Government and
the remaining amount comes from state governments’ own resources. This amount is
contributed on annual basis. Share of Central Government is in the form of Grants-in-aid and
is remitted to state governments in two installments on 1st May and 1st November in each
financial year.
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There are certain conditions attached for the funds release –
i) Fund has been duly constituted by the state government as prescribed and creation is
certified by the Accountant General of the State.
ii) Furnishing certificate to the Ministry of Finance indicating that the amount received
earlier has been credited to the Fund along with the state’s share and a statement giving
the up-to-date expenditure.
iii) Annual Report on Natural Calamities is submitted to the Ministry of Home Affairs,
which communicates the same to the Ministry of Finance.
iv) The release of both the installments is made by the Ministry of Finance subject to the
above mentioned conditions being satisfied unless advised by Ministry of Home Affairs
for withholding of release to any state.
The States have been given relaxation to draw 25% of the funds due to the concerned
state in the following year from the Centre to be adjusted against the dues of the subsequent
year. A state level committee constituted by the state government administers the Fund, by
issue of a suitable notification in this behalf. The Chief Secretary of the State is the ex-officio
Chairman of the Committee. The committee consists of officials who are normally connected
with relief work and experts in various fields in the state affected by natural calamities. The
committee is nominated by the State Government. There is also provision of constitution of
sub-committees if considered necessary. The committee decides on all matters connected with
the financing of the relief expenditure. It arranges to obtain the contributions from the
concerned government, administers the Fund and invests the accretions to the Fund as per the
norms approved by the Government of India from time to time. It is also responsible to ensure
that the money drawn from the CRF is used for the purposes for which the Fund has been set
up and only on items of expenditure and as per norms contained in the guidelines issued by
Ministry of Home Affairs. The administrative and miscellaneous expenses of the Committee
are borne by the State Government under its normal budgetary provisions and not from the
CRF. The Ministry of Home Affairs of the Government of India is the nodal Ministry for
overseeing the operation of CRF. State-wise allocation for the Fund and contributions to be
made by state governments and the central government in each year from 2000 to 2005 are
given below.
Calamity Relief Fund during 2000-2005
(Rs. in lakhs)
Sl.
No.

STATE

2000-01

2001-02

2002-03

2003-04

2004-05

TOTAL
2000-05

1

Andhra Pradesh

2

Arunachal
Pradesh

19806

20796

21836

22928

24074

109440

1202

1262

1325

1392

1461

6643
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3

Assam

10149

10657

11189

11749

12336

56081

4

Bihar

12366

12984

13633

14315

15030

68328

5

Goa

124

130

137

144

151

685

6

Gujarat

16140

16947

17794

18684

19618

89184

7

Haryana

8130

8537

8964

9412

9883

44926

8

Himachal
Pradesh

4349

4566

4794

5034

5286

24029

9

Jammu &
Kashmir

3490

3665

3848

4040

4242

19285

10

Karnataka

7457

7830

8221

8632

9064

41204

11

Kerala

6724

7061

7414

7784

8173

37156

12

Madhya
Pradesh

9010

9461

9934

10430

10952

49786

13

Maharahstra

15720

16506

17332

18198

19108

86864

14

Manipur

287

301

316

332

349

1586

15

Meghalaya

394

414

434

456

479

2177

16

Mizoram

297

312

328

344

361

1642

17

Nagaland

196

206

216

227

238

1083

18

Orissa

10947

11494

12069

12672

13306

60488

19

Punjab

12272

12885

13530

14206

14917

67810

20

Rajasthan

20700

21735

22822

23963

25161

114381

21

Sikkim

691

725

762

800

840

3817

22

Tamil Nadu

10264

10777

11316

11882

12476

56714

23

Tripura

520

546

573

602

632

2873

24

Uttar Pradesh

17864

18757

19695

20680

21714

98711

25

West Bengal

10110

10616

11147

11704

12289

55866

199210

209170

219629

230610

242141

1100759

Total
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(Centre's Share)
Sl.
No

STATE

2000-01

2001-02

2002-03

2003-04

2004-05

TOTAL
2000-05

1.

Andhra Pradesh

14854

15597

16377

17196

18056

82080

2.

Arunachal Pradesh

902

947

994

1044

1096

4983

3.

Assam

7612

7992

8392

8812

9252

42060

4.

Bihar

9274

9738

10225

10736

11273

51246

5.

Goa

93

98

103

108

113

515

6.

Gujarat

12105

12710

13346

14013

14714

66888

7.

Haryana

6098

6403

6723

7059

7412

33695

8.

Himachal Pradesh

3261

3424

3596

3775

3964

18020

9.

Jammu & Kashmir

2618

2748

2886

3030

3182

14464

10.

Karnataka

5593

5872

6166

6474

6798

30903

11.

Kerala

5043

5295

5560

5838

6130

27866

12.

Madhya Pradesh

6758

7095

7450

7823

8214

37340

13.

Maharahstra

11790

12380

12999

13649

14331

65149

14.

Manipur

215

226

237

249

262

1189

15.

Meghalaya

295

310

326

342

359

1632

16.

Mizoram

223

234

246

258

271

1232

17.

Nagaland

147

154

162

170

179

812

18.

Orissa

8210

8621

9052

9504

9979

45366

19.

Punjab

9204

9664

10147

10655

11187

50857

20.

Rajasthan

15525

16301

17116

17972

18871

85785

21.

Sikkim

518

544

571

600

630

2863

22.

Tamil Nadu

7698

8083

8487

8911

9357

42536

23.

Tripura

390

410

430

451

474

2155

68

24.

Uttar Pradesh

13398

14068

14771

15510

16286

74033

25.

West Bengal

7583

7962

8360

8778

9217

41900

149407

156876

164722

172957

181607

825569

Total
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(States' Share)
Sl. No.

STATE

2000-01

2001-02

2002-03

2003-04

2004-05

TOTAL
2000-05

1.

Andhra Pradesh

4951

5199

5459

5732

6019

27360

2.

Arunachal Pradesh

301

316

331

348

365

1661

3.

Assam

2537

2664

2797

2937

3084

14020

4.

Bihar

3091

3246

3408

3579

3758

17082

5.

Goa

31

33

34

36

38

171

6.

Gujarat

4035

4237

4449

4671

4905

22296

7.

Haryana

2033

2134

2241

2353

2471

11231

8.

Himachal Pradesh

1087

1141

1199

1258

1321

6007

9.

Jammu & Kashmir

873

916

962

1010

1061

4821

10.

Karnataka

1864

1957

2055

2158

2266

10301

11.

Kerala

1681

1765

1853

1946

2043

9289

12.

Madhya Pradesh

2253

2365

2483

2608

2738

12447

13.

Maharahstra

3930

4127

4333

4550

4777

21716

14.

Manipur

72

75

79

83

87

396

15.

Meghalaya

98

103

109

114

120

544

16.

Mizoram

74

78

82

86

90

411

17.

Nagaland

49

51

54

57

60

271

18.

Orissa

2737

2874

3017

3168

3326

15122

19.

Punjab

3068

3221

3382

3552

3729

16952

20.

Rajasthan

5175

5434

5705

5991

6290

28595

21.

Sikkim

173

181

190

200

210

954

22.

Tamil Nadu

2566

2694

2829

2970

3119

14179

23.

Tripura

130

137

143

150

158

718

70

24.

Uttar Pradesh

4466

4689

4924

5170

5429

24678

25.

West Bengal

2528

2654

2787

2926

3072

13967

49802

52293

54907

57653

60535

275190

Total

Prime Minister’s National Relief Fund
This is another source of funds available for relief to persons affected by disasters. Created
shortly after independence, it provides immediate relief to people in distress. The Fund depends
entirely on voluntary donations received from the public. Besides providing relief to the
families of those killed, it grants assistance to families affected.
An incentive to contributors to this fund is that the contributions made to this fund are fully
exempt from Income Tax under Section 80 G of the Income Tax Act, 1961 subject to the
prescribed limits. Donations to the Fund are also excluded from the computation of taxable
gifts under Section 5 (1) (v) of the Gift Tax Act, 1958. The Fund does not accept contributions
in kind.
Efficacy of the Fund can be gauged from the fact that after the devastating earthquake that hit
th

Gujarat on 26 January 2001, it received nearly Rs.4220 million and from which following
relief and rescue measures were started immediately.






An amount of Rs.600 million was remitted to the state government for disbursement at
the rate of Rs.50000/- each to the next of kin of the deceased as immediate financial
assistance.
Rs.50 million was released to the Ministry of Defence for ‘Operation Sahayta’
conducted by the Armed Forces Personnel in the earthquake hit areas.
Rs.18 million was spent for distribution of medicines, blankets and other essential items
to the earthquake victims.
Two water purification plants were installed at Bhuj to supply drinking water in relief
camps at a total cost of Rs.7.4 million.

Besides these, reconstruction and rehabilitation measures were also financed from this
fund. Before that, nearly Rs.1000 million were provided for the benefit of victims of Super
Cyclone that affected coastal areas of Orissa in October , 1999.
5.4.2 State Government
The primary responsibility of relief and rescue in the event of a disaster is that of the
concerned state government. In view of the resource constraints of the state governments they
have been provided with the additional support of funds set up at national level. However, they
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also make provision for funding relief. As mentioned above, they contribute to CRF. Besides
that, at the state level we find two more resources –
Chief Minister’s Relief Fund
Set up on the pattern of Prime Minister Relief Fund, this Fund becomes handy to
provide immediate relief to the victims of disasters. For example, Gujarat government provided
death relief to the next of kin of elders, minors, government employees and school children
falling victim to the earthquake. Contributions to this Fund are and can be made directly by the
people.
State Government Fund
The concerned state government sanctions expenditure to meet relief expenditure from
its resources, which include its share of various developmental and employment generation
programmes. To take example again from Gujarat earthquake, cash doles for people who lost
their houses, expenditure on providing household kits etc., were met from this Fund. Though
this Fund is not exclusively for the benefit of disaster victims, it is an important and immediate
source of finance for providing relief.
5.4.3 International Agencies
Government of India follows the policy of not issuing a formal appeal on its behalf,
either directly or through any other agency, to attract relief. However, relief donated on a
voluntary basis is accepted and acknowledged as a sign of international solidarity. Some
important international agencies are mentioned below.
The UN System
The United Nations, through the organizations under its aegis, coordinates international
cooperation in the field of disaster management and mitigation. A Disaster Management Team
(UN-DMT) is convened and chaired by the UN resident coordinator in each disaster prone
country. Composition of the Team depends on the types of disasters to which a country is prone
and the organization which are present in that country, working towards disaster relief.
The primary purpose of UN-DMT is to ensure a prompt, effective and concerted response by
the UN system at country level in the event of a disaster. It also provides support in postdisaster rehabilitation and reconstruction process in addition to long-term disaster mitigation
measures.
UNDRO (Office of the United Nations Disaster Relief Coordinator)
Established in 1971, UNDRO is the local agency in mobilizing and coordinating international
emergency relief to areas stuck by disasters under the aegis of UN. The UNDRO is authorized
to provide financial assistance, subject to a request by the concerned government and approval
by the Coordinator.
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United Nations Development Programme (UNDP)
Besides providing assistance in the planning and implementation of post-disaster
rehabilitation and reconstruction and incorporation of risk reduction techniques in the affected
areas. UNDP also provides financial assistance for immediate relief.
Food and Agriculture Organization (FAO)
It provides technical advice in reducing vulnerability and helps in the rehabilitation of
agriculture, livestock, fisheries and local food production. It is authorized to utilize a predecided sum of money for a project.
Similarly, World Food Programme, World Health Organization, UNESCO, UNICEF, Asian
Disaster Reduction Centre contribute in accordance with their organizational objectives. For
example UN launched a massive relief and rehabilitation programme in Orissa in the wake of
Cyclone in 1999. Through this coordinated effort to provide relief materials and aid to victims,
it committed approximately $50 million for the next 15 years. The UNICEF office in Orissa
was converted into UN house for better coordination of relief works. While UNFPA, ILO and
WHO formed a sub-group to focus attention on medium and long-term rehabilitation and
reconstruction needs.
5.4.4 Civil Society Organizations
Government intervention alone can not suffice. Fortunately, we now have a solid foundation
world over of vibrant civil society organizations and India is no exception. Some of them have
their own money to provide relief, while the others mobilize and coordinate resources. They
help state governments and in turn receive support from them. For example, in Orissa, a local
consortium of NGOs- the Orissa Disaster Mitigation Mission was formed which essentially
identified different role players for intervention and helped maintain a regular contact with the
government and in turn NGOs were given logistic support to move in the remote areas. CARE
provided assistance to farmers for drainage congestion clearance, saline control by putting
dykes along creeks etc. Similarly, the Society for Education Conscientisation Awareness and
Training (ECAT) based in Nagaur district of Rajasthan, worked in the disaster relief operations
in Orissa, Latur and Bhuj. They ensured that the relief got to those villages and people that
were in the greatest need for it.
NGOs can issue appeals for donations provided the appeals are not at the instance of
the Government of India. In the case of UN organizations and agencies like OCHA, such
appeals imply endorsement by member countries and they are advised against appeals for
international assistance.
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5.4.5 Corporate Houses
Earlier basic difference between public sector enterprises and the private sector was that while
the latter focused only on commercial profitability alone, one of the objectives of the former
was social profitability as well. But now the realization has dawned on decision makers in the
private sector that they should contribute to the society which has helped them in reaching the
position they are in. Industrial houses, big or small, are now providing relief in great measures.
For example, Reliance India took the responsibility of reconstruction in certain areas in Gujarat
after the earthquake. Public sector units are also not behind. MTNL donated Rs. 12 crores and
VSNL contributed Rs. 10 crores for the reconstruction and rehabilitation in Gujarat.
Corporate houses also mobilize resources for the victims. For example, national dailies institute
funds for disaster relief and invite donations/contributions from the public and institutions,
sometimes specifying what is required, which helps in avoiding duplicacy of efforts and
wastefulness.
5.4.6 Voluntary Contributions
Voluntary or individual contributions are very significant, especially when there is lack
of infrastructure and consequently the government is slow in reaching the victims in time. In
Gujarat, it was the voluntary help that reached the victims first. Information age has many
advantages. One of them is the speed with which any news reaches from one end to another
and that the people can respond immediately in the event of any mishap. For example, a group
of friends in the small town of Kesrisingpur in Ganganagar district of Rajasthan decided to do
something for victims. They quickly collected Rs. 2 lakhs from their town, bought what they
thought would be immediately required (10 quintals of wheat, 300 lanterns, 700 blankets,
gaslights, kerosene) and set off on two trucks to reach Kutch.

5.5 Vulnerability Reduction
There is a paradigm shift in disaster management sector from seeing disasters as extreme events
created by natural forces, to viewing them as manifestations of unresolved development
problems. Over the past few decades, there has been an exponential increase in human and
material losses from disaster events, though there are no clear evidences that the frequency of
extreme hazard events has increased. This indicates that the rise in consequences of disasters
is related to a rise in people’s vulnerability, induced by human-determined paths of
development. An evolution in approaches from relief and response to vulnerability analysis to
risk management has started influencing how disaster management programmes are now being
planned and financed.
A Transition Recovery Team Approach, a new concept of UNDP, has been piloted in India, to
assist in the transition between emergency response and longer-term development in
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earthquake-affected areas. It aims at incorporating vulnerability reduction and sustainable
recovery through community-driven programmes. It is essentially a developmental activity
aimed at creating a bridge between relief assistance and long term development programmes.
It is promised on the basis that whatever the nature of the disaster in question, the period of
transition from relief to recovery is the most critical and if carefully managed interventions
during this period can rebuild sustainability and reverse the downward cycle of risk and
vulnerability.
Diagram 1: UNDP’s Transition Recovery

Assumptions made
 Time period (T) is plotted on the x axis
 Quality of life (QL) is plotted on the y axis
 Uneven/delayed recovery is denoted by line D
 Line Q is the assumed pre-disaster quality of life
 Sustainable recovery is denoted by line S
 Unsustainable recovery is denoted by line U
Source: http://www.undpquakerehab.org/

Internationally, we find similar approaches abound. One such example is Japan Social
Development Fund Grant. Finances were provided to Nicaragua, one of the poorest countries
in Latin America with a GDP per capita of $ 30 per year, and one of the most prone countries
to environmental risks, to assist the poorest and most vulnerable groups. The specific objectives
of the proposed Grant were –
i)

to build and strengthen community capacity for environmental risk assessment and
management in 25 of 273 settlements identified as highly vulnerable improving the
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ii)

iii)

lives of an estimated 50,000 people in the three poorest districts of the Municipality
of Managua;
to formalize and expand the partnership between the local NGOs (community
service organizations) and the Municipality of Managua for dealing with social
issues and community building in the context of identifying and addressing
environmental risks and proposing solutions for such risks;
to develop new techniques for risk assessment, management planning, financial and
technical decision-making at the community level in a participatory way; and
iv) to develop new technical solutions based on community design, construction
and management, to reduce environmental risks – in particular those emanating
from landslides and floods.

5.6 Flow of Funds
Problems of resource utilization is greater than resource mobilization. J.L. Iboko
remarks that “the inability to manage efficiently or utilize effectively the available and potential
resources is the common ill of the all less developed countries”. Y.P. Pant, an Asian
Administrator points out that “it is only after a country is prepared for the possible process of
change that international relations or foreign aid would do much to help its onward march”.
All the above mentioned sources need to be channelised to the point of delivery. While
government sources have a formal channel, voluntary support is sometimes informal and
spontaneous. Civil Society Organizations plan the projects and implement it sometimes in
coordination with governmental agencies and sometimes in coordination with similar other
organizations or community members. A schematic presentation of flow of funds, for which
the District Collector is the point of delivery, is given below:
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5.7 Conclusion
Prompt-financial assistance is possible only if the whole mechanism works as
envisaged in the planning. It has been observed that while the Central Government remits its
share of CRF in time. The states sit over it and take action only when the disaster has struck,
causing delays in rendering assistance to the victims.
A proper disaster management plan would require keeping in readiness an inventory of
materials needed for providing relief, locate the places/centers where these could be kept
readily available. Emergency relief is not a simple donor-recipient relationship. Speed is of
great essence in any relief operation. Many countries in the West have internalized such
practices. However, India is yet to put things into place.
Financial arrangements are in a way a reflection of the government’s perception of the
magnitude of the relief to be provided to the affected people. What may be adequate at one
time may be grossly inadequate at the other point of time. This changing perception requires a
continuous change in financial arrangements. Rising level of expectations puts further pressure
on this need.
With various funding sources efforts should be directed at building productive and durable
assets to enable the affected people to withstand disaster better in the future. A line ‘let the
cyclone strike, not the disaster repeat’, succinctly sums up the spirit that should guide the relief
expenditures.

5.8 Key Concepts
High Level Committee on Relief (HLCR): It is a committee consisting of representatives of
all the concerned ministries at the union level, who will considered the recommendations of
the centre teams which have been deputed to assess the quantum of central assistance to be
provided to the state for undertaking relief measures.
National Fund for Calamity Relief (NFCR): For dealing with the calamities of ‘rare severity’
requiring the central intervention, the Tenth Finance Commission suggested creation of NFCR.
According to the commission’s recommendations the size of the fund was to be rupees seven
hundred crore, to be built up over the period 1995-2000, with an initial corpus of rupees two
thousand crore to which the centre would contribute rupees one hundred and fifty crore and the
states rupees fifty crore in the proportion of 75:25.
National Calamity Relief Fund Committee (NCRC): The National Fund for Calamity Relief
will be managed by NCRC which is a sub-committee of the National Development Council
headed by the Union Agriculture Minister and consisting of deputed Chairman, Planning

78

Commission, two Union Ministers and five Chief Ministers nominated by the Prime Minister
annually by rotation.
National Centre for Calamity Management (NCCM): The Eleventh Finance Commission
recommended for discontinuation of NFCR and recommended in its place NCCM under the
Ministry of Agriculture to monitor all types of natural calamities, including calamities of rare
severity, without any specific reference from the central and the state governments and also
recommended that the fund should be known as National Calamity Contingency Fund (NCCF).
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5.10Activities
1) Why we need short-term and long-term funding in the event of disaster.
2) Discuss the various sources of funding.
3) What do you understand by transition recovery team approach?
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UNIT 6 MANAGING RELIEF
Structure
6.0 Learning Outcome
6.1 Introduction
6.2 Major Considerations for Relief Management
6.2.1 Essential Components of Relief Management
6.2.2 Relief Management in India
6.2.3 Relief Management – The International Perspectives
6.3 Some Lessons Learned
6.3.1 Mozambiq Flood-February 2000
6.3.2 Orissa Super Cyclone-October 1999
6.4 Coordination of Relief Activities
6.5 Conclusion
6.6 Key Concepts
6.7 References and Further Reading
6.8 Activities

6.0 Learning Outcome
After studying this Unit, you should be able to:






Understand the process and practice of Managing Relief Commodities and Services
Discuss the way relief is managed in India along with various tools available for the
purpose
Outline the structure for relief management by international agencies
Explain the essential components of any relief operations
Emphasize the value of coordination in relief management

6.1 Introduction
In the response phase, “relief” refers to the first stage response to any calamity including:
setting up of control rooms, putting the contingency plan in action, issuance of warning,
evacuation and moving people to safer areas, rendering medical aid to the needy and
simultaneously rendering relief to the homeless, providing for food, drinking water, clothing,
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temporary shelter, sanitary facilities to the needy, and restoration of communication, as well as
disbursement of assistance in cash and kind.
Immediate availability of relief commodities and supplies thus becomes an important factor in
making the response effective. Following any disaster there is usually an urgent need to provide
food, first aid and basic medical assistance and supplies, drinking water, clothing, shelter
materials. The “relief operations” therefore comprise two main actions:
(a) procuring various commodities from the government stores, emergency stockpiles,
commercial suppliers and international assistance sources (whenever deemed appropriate) and
(b) organizing the distribution of these commodities according to the best possible orders of
priority. As is evident, the management of relief commodities, supplies and services always
poses a challenge for disaster managers.

6.2 Major Considerations for Relief Management

6.2.1 Essential Components of Relief Management
In order to ensure that relief commodities and services are made available to the real needy
ones at the place and time required, it is essential to follow certain operational guidelines as
follows:













Designate a person (or a group of persons) within the supply section as the focal point(s)
for the given disaster.
Establish a mini emergency supply team for targeted action-oriented implementation,
as a means of minimizing disruption of on-going supply functions while meeting
emergency needs.
Coordinate through concerned departments/ministries with other partners and
counterparts to streamline supply procurement and avoid duplication.
Provide suggestions on potential supply sources, as may be helpful to partners.
Work with the Emergency Task Force (this could be operating under a different
nomenclature) to finalize and establish correct products, specifications, quantities,
qualities, destinations, distribution and storage systems.
Assess sources, prices and availability to determine local or offshore options.
Initiate the procurement process, keeping a provision for flexibility in decision-making
and operation processes to meet emergency requirements.
Establish an active communication mechanism that provides up-to-date about all supply
activities, ensuring that all key players have access to the latest information.
For items not available locally, coordinate emergency offshore procurement, including
charter flight, port clearance, delivery and redistribution.
Monitor the procurement, supply and distribution processes.
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As a number of stakeholders participate in the process of providing relief it becomes obvious
that specific roles and responsibilities need to be assigned to such actors for:




Assisting the government other national and international agencies in the distribution of
relief items;
Ensuring that interventions are not duplicated and the most vulnerable are reached with
relief and rehabilitation measures;
Ensuring that the people in need receive their entitlements and compensation as
appropriate.

6.2.2 Relief Management in India
Disaster management being a State subject in India, at the State level, the State Relief
Commissioner or Secretary, directs and controls the relief operations through District
Collectors or Deputy Commissioners, who are the king-pins of all relief operations,
coordination, direction and control at the District level.

A. Relief Codes and Manuals:
The State Governments have formulated their Relief Manuals (or Codes) and the Districts have
their Contingency Plans which are updated from time to time based on the experience.
Routinely, NGOs and community are invited before the monsoon to share the contingency
plan. In case of a disaster, the State Government invites NGOs and other relief organizations
to join in the efforts in reaching out to the victims.
Majority of the existing State Relief Manuals carry a “scarcity” focus while addressing Relief.
However, given the changing nature of disaster response coupled with the experience gained
from recent disasters in the country, now an effort is under way by the Central Government to
re-orient the existing State Relief Manuals and Codes with a “mitigation, prevention and
preparedness” focus. Let us look at the existing Gujarat Relief Manual-1982. With variations
in details, a typical State Relief Manual in the country usually contains following (or similar)
provisions for management of relief:










The system of Intelligence defining Authorities and Officials
Programs and Estimates for Various Relief Works
Reserves of Establishment and Tools
Preliminary Preparation and Test
Declaration of Scarcity and Commencement of Relief
Powers and Duties of Supervising Officers including Police Officers, Medical and
Public Health Officers
The Organization of Village Inspection and Relief
Organization of Relief Works
Wages and Allowance on Relief Works
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Gratuitous Relief
Rains Policy and Closure of Relief, Closure of Scarcity
Provisions for Cattle and Fodder, Drinking Water
Procedures for Maintenance of Accounts
Involvement of Voluntary Agencies
Tagavi Loans and Subsidies
Relief for Other Calamities

B. Calamity Relief Fund (CRF):
As outlined above the basic responsibility for undertaking rescue, relief and rehabilitation
measures in the event of natural disasters is that of the concerned State Government. The role
of the Central Government is supportive, in terms of supplementing physical and financial
resources and complementary measures in sectors like warning, transport and inter-State
movement of food grains etc. The policy and arrangements for meeting relief expenditure are,
by and large, based on the recommendations of the successive Finance Commissions. Earlier,
margin money was allocated to each State for meeting the immediate needs of expenditure on
relief measures. The quantum of margin money was calculated by averaging the non-plan
expenditure (excluding advance plan assistance and expenditure of a plan nature) on relief
measures.
The margin money so provided for each of the States was duly taken into account while
working out the forecast of expenditure for each of the States, on the basis of which the Finance
Commission finalized its recommendations for the devolution of resources for the period
covered by them.
As against an annual CRF of Rs. 804 Crore provided by the Ninth Finance Commission, the
Tenth Finance Commission provided Rs. 6304.2 Crore for the period 1995-2000 of which 75
per cent i.e., Rs. 4728.19 Crore is the State’s share whereas the Central share came to Rs.
1578.08 Crore. The share of the Calamity Relief Fund (CRF) is released in four equal
installments at the beginning of each quarter.

C. National Fund for Calamity Relief (NFCR):
For dealing with calamities of “rare severity” requiring Central intervention, the Tenth Finance
Commission suggested creation of National Fund for Calamity Relief. The fund was to be
managed by a National Calamity Relief Fund Committee (NCRFC). In the absence of a clear
definition of the term “rare severity”, the functioning of the NCRC has been haunted by a
number of problems due to States asking for Central assistance for all types of calamities.
The arrangements for funding relief in India are further described in detail in Unit 13.
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D. Provisions under the National Disaster Response Plan:
The National Disaster Response Plan prepared by the High Powered Committee in September
2001 has cast the overall responsibility for the provision of relief supplies on the Ministry of
Planning and Programme Implementation as the primary agency. This Emergency Support
Function (No. 9) lists the following responsibilities for the Primary Agency:









Coordinate activities involved with the emergency provisions;
Temporary shelter;
Emergency mass feeding;
Bulk distribution;
To provide logistical and resource support to local entities;
Operate a Disaster Welfare Information (DWI) System to collect, receive, and report
the status of victims, assist family reunification and coordinate bulk distribution of
emergency relief supplies; and
In some instances, services also may be provided to disaster workers.

6.2.3 Relief Management – The International Perspective
For coordinating the humanitarian assistance provided and the relief efforts of the international
agencies and the United Nations agencies, the UN General Assembly has created the Office of
the Emergency Relief Coordinator (ERC). The ERC reports to the UN Secretary-General and
is assisted and represented by the in-country heads of the UN agencies called the UN Resident
Coordinators (UNRCs). The ERC is the focal point in the UN System for disaster relief
coordination, who is empowered by the UN General Assembly Resolution 2816 of 14
December 1971:








To mobilize, direct and coordinate the relief activities of various organizations of the
UN system in response to a request for disaster assistance from the stricken State;
To coordinate the UN assistance with assistance given by inter-governmental and nongovernmental organizations, in particular by the International Red Cross;
To receive, on behalf of the UN Secretary-General contributions offered to him for
disaster relief assistance to be carried out by the UN, its agencies and programs for
particular emergency situations;
To assist the Government of the stricken country to assess its relief and other needs and
to evaluate the priority of those needs, to disseminate that information to prospective
donors and others concerned, and to serve as a clearing-house for assistance extended
or planned by all sources of external aid; and
To phase out relief operations under his aegis as the stricken country moves into the
stage of rehabilitation and reconstruction, but to continue to interest himself, within the
framework of his responsibilities for relief, in the activities of the UN agencies
concerned with rehabilitation and reconstruction.
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6.3 Some Lessons Learned
The disaster managers regard each disaster as both a threat as well as an opportunity. While
responding to emergencies many lessons are learned by those involved in dealing with a
particular disaster. The learning from such lessons is used for corrective action so that similar
mistakes are not repeated in future. During an emergency, the urgency of addressing immediate
needs coupled with the challenges of procuring essential supplies and distributing the same to
the needy often pose great difficulty. While on the one hand, the absence of planned and
organized actions leaves chaos prevalent over the situation, on the other hand, experience has
proven that organized actions, partnerships with stakeholders and information sharing do yield
good results. To understand this dynamics in little detail, let us look at two cases: Mozambiq
Floods-2000 and Orissa Super Cyclone-1999.

6.3.1 Mozambique Floods-February 2000
Mozambique is classified by the UN Human Development Report as one of the ten poorest
countries in the world. Characteristics of its human vulnerability profile include widespread
poverty and low per capita income, high infant, child and maternal mortality, low literacy,
increasing rates of HIV infection and limited access to health, education, safe water and
sanitation. A series of environmental risks and hazards also make up its physical vulnerability
profile, these include a history of seasonal floods, cyclones and droughts. Colonioal records
th

and oral testimonies refer to a series of disasters affecting the region dating back to the 15
century. Environmental degradation, poor river system management and protection as well as
the complexities of a volatile global weather system continue to pose a threat to Mozambique
and the region.
Heavy rains from “Cyclone Connie” hit southern Mozambique during 4-7 February 2000
causing flooding, isolating Maputo City and damaging thousands of houses in

Maputo and Gaza provinces. The rains filled dams and rivers in southern Africa causing largescale flooding of the Limpopo, Incomati and Umbeluzi rivers. “Cyclone Eline” hit the central
Mozambique on 22 February, flooding the Save river and ultimately causing massive flooding
along the Limpopo river valley. The rains continued throughout much of March 2000.
The crisis resulted in the displacement of 250,000 people, with 950,000 in need of humanitarian
assistance of which 190,000 were children under the age of five. Hundreds of children were
separated from their families. In one of the most dramatic and well-covered air rescue missions
in media history, 14,800 people were rescued by helicopter.
A number of UN agencies along with other international humanitarian agencies provided
assistance to Mozambique in response to the February-2000 floods. The relief operations
provided a number of lessons for the overall relief management. Various donors had
contributed 218 small boats for rescue and relief distributions. These were used effectively and
Mozambican Naval personnel assisted in their operations. However, there was no coordination
of boat assets by the local authority (called INGC – Instituto Nacional de Gestao de
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Calamidades). The whereabouts and deployment of all boats was not known. Also, some
donors did not inform the INGC of materials and equipment being sent into the country. The
INGC was unable to establish an orderly system for receiving, storing and distributing these
assets.

6.3.2 Orissa Super Cyclone-October 1999:
th

The devastating super cyclone of 29 October 1999 that struck Orissa left the State in a virtual
paralytic condition with its communications system and infrastructure totally wrecked. It
severely affected more than 13 million people in 97 Blocks, 28 Urban Local Bodies and in 12
Districts including the State Capital Bhubaneswar and the old city of Cuttack. Overnight, the
State seemed to have slipped into a stone-age apocalypse. The agriculturally rich and
prosperous districts of Khurda, Puri, Cuttack, Jagatsinghpur, Kendrapara were devastated due
to the storm while districts like Jajpur, Bhadrak, Keonjhar, Balasore and Mayurbhanj were
severely affected by unprecedented flood.
The knock-down effect of the breakdown of lifeline infrastructure had been most severe,
completely halting rescue and relief operations (for the first few days and to the most affected
areas), in spite of a significant presence of the armed forces, air dropping of supplies and
support of rapid response teams, provided by Government of Andhra Pradesh. The Army and
th

Air Force were called in on 29 October, but they were not able to undertake operations till the
st

st

31 October, 1999 due to bad weather conditions. Flash floods from 31 October onwards
hampered the rescue operation by the Army. The Indian Navy reopened the navigation channel
st

in Paradip Port on 1 November 1999. This facilitated the movement of ships with relief
material into the Port. The Government of Andhra Pradesh dispatched 100 engineers and a
number of Rapid Response Teams to clear road blocks and assist the Government of Orissa in
emergency rescue and relief operations.
Once the State moved out from rescue and relief phase to reconstruction and rehabilitation and
further sustainable development phase, gradually the Community Based Disaster Preparedness
concept evolved from the need for bringing people
together to face natural disasters like the Super Cyclone of 1999. The devastation caused by
the Super Cyclone re-initiated thinking at different levels and questioned people’s ability to
face disasters boldly and in an organized manner. It also forced a critical analysis of the
decision-making processes on appropriate actions during a crisis and the need for incorporating
these into development activities so as to achieve the twin objective of restoration and
reconstruction as well as building up the capacity to face future calamities.
To find answers to this and many other questions regarding people’s strengths and weaknesses,
the Orissa State Disaster Management Authority (OSDMA) and the United Nations system in
India brought all NGOs, donors and government agencies to a common platform and a training
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“manual” specific to Orissa context, known as the Community Contingency Plan (CCP) for
Floods and Cyclones” was prepared.
The CCP casts various responsibilities (before, during and post disaster) on community groups
created by community members themselves. Amongst these is the Relief Group. Members of
the Relief Group collect, distribute relief materials such as food supply, utensils, clothes,
kerosene, diesel etc. and coordinate all the relief requirements of the other action groups. Both
men and women members have to be capable of interacting with the local authorities to ensure
that adequate supplies reach the village in times. They also keep track of all government
provisions related to gratuitous relief, relief works to prevent starvation, deterioration,
migration, health and sanitation measures for both people and livestock so that people do not
lose out on their entitlements.

6.4 Coordination of Relief Activities
Coordination of various relief activities (planning and procurement of supplies, following
inventories, organizing and ensuring the distribution according to priorities and needs and
continually sharing information) during and after any disaster/emergency is an important
though difficult and one of the challenging tasks. An emergency situation is characterized by
overwhelming needs, competing priorities, destroyed or damaged communication and
transportation infrastructure, a rapid influx of providers of humanitarian assistance coupled
with an outburst of mutual aid from local citizens, and highly stressed local governmental and
non-governmental institutions. Given this view of the emergency conditions an image of chaos
quickly springs to mind.
While coordination may not be easily defined, its absence is characterized by gaps in service
to affected population; duplication of efforts; inappropriate assistance; inefficient use of
resources; bottlenecks, impediments and slow reaction to changing conditions; and frustration
of relief providers, officials and survivors – in general, an unsatisfactory response to the
emergency.
Coordination is a result of intentional actions to harmonize individual responses to maximize
impact and achieve synergy – a situation where the overall effect is greater than the sum of the
parts. Coordination begins with the initiation of working relationships and regular sharing of
information. As coordination increases there is a resulting change in the way relief providers
(whether governmental or non-governmental) implement their programs of assistance. Since
relief provider cooperate, individuals and organizations adapt and adjust their efforts based on
changing needs and each other’s strengths and weaknesses.
The recent experience from Gujarat Earthquake-January 2001 serves as the best illustration
emphasizing the value and need for coordination. It could be recalled that along with the relief
supplies sent by various State Governments, many voluntary agencies, business houses,
inspired groups of individuals rushed loads of relief supplies (drinking water bottles, clothing,
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temporary shelter materials, food grains etc.) to Bhuj. As the consignee remained to be defined
clearly, and as the stressed local administration was struggling for receiving, storing and
distributing tasks, many of the relief providers soon began camping outside Bhuj town and
started distributing the supplies to anyone who takes it -–including the passersby. Also, many
items were sent (like medicines) without even checking the local need for it.
Further, two and half years after the earthquake (June 2003), it is observed that the Indira
Gandhi International Airports Authority is concerned over disposing off the consignments
containing relief materials (old clothes, blankets etc.) sent by donors for the earthquake affected
people in Gujarat. Neither the inland agencies who called for these materials from overseas
never turned up to claim these nor did the senders clearly define the recipients. Whatever could
be the reason, it is clear that the wastage of resources could have been avoided with some
efforts.

6.5 Conclusion
This Unit describes what relief management in general is about and how relief is managed in
India and outside. The key components of a typical relief operation are outlined. An in-depth
understanding of the in-country procedures is facilitated by describing existing mandatory
provisions and the changes under way. Also explained is the international framework in which
the United Nations agencies and other bi-lateral and multi-lateral agencies operate. The two
case studies (Mozambiq Floods and Orissa Super Cyclone) highlight important lessons learned
while addressing “relief” in two major disasters. The Unit concludes by outlining the value and
significance of “coordination” for the management of relief commodities and services.

6.6 Key Concepts
Coordination: The challenging task of working together with all involved while providing a
degree of direction and control. Buying in the support of all stakeholders and maintaining
respect for all partners’ individual port-folios are the two challenging tasks involved. Regular
information sharing increases the opportunities for effective coordination.
Humanitarian Assistance: Assistance provided free of cost in order to reduce sufferings
caused by emergency/disaster
Rapid Response Team: Teams deployed to perform specific tasks in response to a given
disaster/emergency. Could comprise members from the government or non-government
agencies.
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Relief Commodities: Items meant for the use of and by the affected population. These include:
food grains, temporary shelter material, medical supplies, first-aid kits, household effects,
clothing, drinking water, boats and life-jackets etc.
Relief Operations: The term referring to the process of procuring and distributing supplies.

6.7 References and Further Reading
National Centre for Disaster Management, 2001. Manual on Natural Disaster Management in
India, Indian Institute of Public Administration, New Delhi.
National Centre for Disaster Management, 2000. India: IDNDR and Beyond, Indian Institute
of Public Administration, New Delhi.
Orissa State Disaster Mitigation Authority, 2000. Community Contingency Plan for Floods and
Cyclones (Community Based Disaster Preparedness), Bhubaneswar.
Gupta, M.C. and Sharma, Vinod K., 2000. Orissa Super Cyclone ’99, National Centre for
Disaster Management, Indian Institute of Public Administration, New Delhi.

6.8 Activities
1) What do you understand by the term Relief Management?
2) Briefly explain the international framework available for relief management.
3) Why is coordination of relief activities considered to be a challenging task?
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UNIT 7 RECOVERY

Structure
7.0 Learning Outcome
7.1 Introduction
7.2 Definition and scope
7.3 Distinction between Response and Recovery
7.4 Challenges Associated with Recovery
7.5 Inter-play of Human Factors
7.6 Conclusion
7.7 Key Concepts
7.8 References and Further Reading
7.9 Activities

7.0 Learning Outcome
Upon studying this Unit, you should be able to:





Explain the nature of recovery process
Understand recovery as distinct from response and relief
Outline some of the challenges associated with the recovery process
Examine the implications of human factors involved

7.1 INTRODUCTION
Events that cause disruption and damage to communities may occur at any time and without
warning. It is not difficult to recall instances where people have been seriously injured or killed
in accidents or where communities have been destabilized by tragic events.
In all these circumstances, individuals and communities are affected in ways which interfere
with their normal functioning and their physical environment. It is important that emergency
services personnel, recovery workers and administrators are adequately prepared to deal with
such events as they arise, so that all appropriate actions are taken to enable individuals and
their communities to return to normal as soon as possible. It is also important to ensure that all
people affected are able to access recovery and restoration services. In this unit we will be
discussing nature of recovery process, understand recovery as a distinct from response and
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relief, outline the some of the challenges associated with the recovery process and also examine
the implications of human factors involved.

7.2 Definition and Scope
The term recovery refers to a process by which communities and the nation are assisted in
returning to their proper level of functioning following a disaster. The process of recovery can
be very protracted, at times, continuing for 5-10 years or even more. The length of the recovery
phase is determined by the extent of the disaster impact, community’s pace of adapting to the
change and the resources deployed for the purpose.
Recovery is usually taken as including other aspects such as restoration and reconstruction.
In the recovery phase emphasis is laid on the restoration of the damaged physical infrastructure
comprising the buildings and permanent installations that provide the facilities required for
community living. These include:
a) energy supply, b) water supply, c) food supply, d) waste disposal, e) accommodation,
f) transport, g) communications, h) manufacturing and commerce, I) primary production,
j) health, k) law and order, l) local government, m) recreation and culture; and
n) education.
The purpose of providing disaster recovery services is to assist the disaster-affected community
towards management of its own recovery. It is now widely recognized that whenever a
community experiences a significant disaster there is a need to supplement the personal, family
and community structures which have been disrupted by the disaster.
A typical Recovery Manager usually needs to address following key questions:
 What is the purpose of the recovery process?
 What services are required?
 How should those services be provided?
 Who is best equipped to provide the necessary services?
 How and when should recovery services be withdrawn?
 What do the affected people think of restoration, reconstruction and recovery?
 What local resources could be utilized?
In order to gain a detailed overview of various tasks that need to be taken up by the Recovery
Managers let us look at an illustrative checklist provided by the Australian Emergency
Management Authority. The list is by no means exhaustive and depending upon the nature and
location of the disaster and the affected community a range of other tasks may also emerge:
 Liaise with relevant response agencies regarding location, size, type and potential
impact of event.
 Contact and alert key staff and other relevant response and recovery agencies
 Determine likely human effects.
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Activate and brief relevant agency staff.
Activate appropriate inter-agency liaison mechanisms.
Locate liaison officer at emergency operations center (if appropriate).
Determine immediate short-term needs (ie. accommodation, financial assistance and
personal support).
Manage offers of assistance, including volunteers, material aid and donated money.
Assess impact of the disaster through information/data from local government,
geographic data and relevant response agencies.
Meet with other recovery agencies to determine strategies.
Report to organizational hierarchy on likely costs/impact of involvement in recovery
activities.
Organize briefing and debriefing process for staff.
Activate outreach program to meet immediate needs and determine ongoing needs.
Issues to be considered should include the need for specialist counseling, material aid,
accommodation, financial assistance and social, recreational and domestic facilities.
Establish 'One Stop Shop' recovery center to provide affected community with access
to all recovery services.
Manage restoration of essential infrastructure/utilities.
Brief media on recovery program.
Assess reports gathered through outreach program to assess community needs.
Identify special needs groups or individuals.
Meet with other recovery agencies to consider full assessment of impact of the
disaster, determining the best means of involving the affected community and
determine action required from specific agencies.
Activate community recovery committees, ensuring active participation of members
of the affected community.
Develop community information process, including consideration of public meetings
and newsletters.
Monitor staffing arrangements.
Review resources and services on an ongoing basis.
Determine longer-term recovery measures.
Provide newsletters to the affected community and information to the media as
required.
Provide interpreters, multilingual information and bilingual staff, as necessary.
Continue to monitor agency activities and reduce/withdraw services when
appropriate.
Debrief recovery agencies.
Recognize agency/staff input.
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7.3 Distinction between Response and Recovery
The “response process” depends on urgency and short-term expediency, whereas, the “recovery
process” needs to be of a more general, considered and long-term nature.
Unless the stakeholders have a clear understanding about the actual transfer of authority
between these two phases, a blurred period (eventually giving rise to confusion and chaos)
between Response and Recovery usually looms over indefinitely. Once responsibility is
transferred from response to recovery agencies, the latter are not only working within a blurred
environment, they may also face carry-over problems from response and further, be forced to
cope with such problems with restricted capability. Experience thus has shown that it is
imperative to build and strengthen capacities enabling a rapid transition from emergency
situations to recovery and reconstruction, reducing and closing the gap between response and
recovery leading to development. Following table would help us understand the distinction
between these two processes:
Response Phase
Action concerned largely with problems
of urgent nature which cannot wait.
Unless urgent solutions applied, problems
aggravate.
Action defined by extraordinary powers
(e.g., new legislation announcing State or
National Calamity, setting up of State
Authority). Actions could go beyond
normal functioning of authority.
At times, response actions required to be
taken without consideration of longerterm repercussions, for example, effects
on recovery programs
Some response actions may have a direct
bearing on recovery programs, for
example, large-evacuation movement, the
need to accept external assistance
upsetting the balance of local economy.
Response actions may have lowered the
capability of selected government
departments (by using up financial
allotments, fuel allocations etc.)

Recovery Phase
No such urgent problems are dealt with.

Limited freedom of action compared to
authority exercised under extraordinary powers.

No such urgency

All recovery actions have a direct bearing on
sustainable development.

When such units are called upon to participate
in recovery programs, this eventually
downgrades overall recovery capability.
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Emergency response action is usually
accepted and supported by stricken
communities since it is relieving their
immediate problems.

Recovery action may also have to operate
within a changed community attitude. When the
urgency of problems has waned, communities
tend to be more questioning, and perhaps
demanding, concerning action taken on their
behalf.

7.4 Challenges Associated with Recovery
Being a lengthy process, recovery usually involves a carry-over of problems from the response
phase. The objective of recovery program extends well beyond mere restoration of services.
Disaster recovery is probably the most important facet of managing an emergency event. It has
important implications for the community’s long term viability. Disaster recovery programs
can provide great benefits to the community when managed well. Managed badly or
inefficiently, they adversely affect the community’s ability to function in a post-disaster
environment. With these aspects in view, let us look at some of the challenges confronted
during recovery period:
Delays: Inadequate consideration of overall counter-disaster planning and organization
hampers the formulation of recovery programs as the definition and management of recovery
programs is left undetermined.
At times, where the damage and destruction inflicted by the disaster is severe, it takes
considerable time to assess and formulate recovery programs.
More Informational Requirements: Where the available information is inadequate, fresh
information collection is necessitated for gauging post-disaster impact precisely.
Overburdened Bureaucracy: The recovery process may become unsatisfactory due to the
slow functioning and results delivery of the government departments that are loaded with
additional responsibilities.
Further Aggravation of Recovery Programs: This may be caused due to occurrence of
another major disaster (which could be of different kind in different area) which inter alia
diverts funds and resources.
Role Overlap: As recovery requirements overlap from one to another department, interdepartmental/inter-ministerial relations may hamper the formulation of recovery programs and
strategies.
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Availability of Funds: Limitations on the availability of finance or uncertainties surrounding
its access may hinder the recovery programs.
Political Issues: Usually, in a multi-ethnic, multi-party political system, political problems
may arise when some areas or communities seem to be receiving more attention during
recovery programs.
Image Projection: False impressions and perceptions about recovery programs may emerge
where the government fails to give adequate attention to public information campaigns and
public relations generally.
Supply-side Constraints: At times, materials, equipment, specialist and skilled personnel
could be in short supply. This may affect the implementation of the recovery program.

7. 5 Inter-Play of Human Factors
As recovery efforts in the long run lead to development, a number of human factors become
important. Such factors include the community attitude, expectations and perception; the ability
to adapt to change; and willingness to volunteer. The recovery managers need to understand
these factors in order to address them carefully and make the recovery effective and successful.
The rest of this section therefore, is devoted to outlining such factors and the concerns thereof.
Psychological Impact:
The disaster may leave the victims in a state of shock and certain numbness wherein they fail
to comprehend the complete implications of the situation. At times, victims may appear hard
of hearing or mentally incapable of comprehending what one is saying.
The realization period appears to develop with particular emphasis when the person returns to
the site of their now destroyed dwelling. They search amidst the rubble for specific items.
Gradually, an overwhelming depression comes with a realization of whatever is lost.
The Pace of Getting Out of Shock:
With passage of time, the victim begins to assess his/her past, present and future. Questions
like “why did this happen to me?” begin haunting the individual. Many people develop the idea
that probably “god is punishing them”. The rationalization of the present takes most people in
a constructive way and they start immediately cleaning up the area and rebuilding and restoring.
Following the January 2001 earthquake, Village Sukhpar-Bhujwala in Kachch district of
Gujarat demonstrated overwhelmingly that communities are capable of being self-sufficient in
such trying times. The villagers of Sukhpar-Bhujwala bear a testimony to the promptness
required for getting out of the shock and pooling together individual resources for meeting their
needs.
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Role Played by Media:
After the victims have composed themselves, they then seek through mass media or other ways
to accuse those whom they think to be responsible for their sufferings. Often, officials of the
local administration and local leaders become the subjects of their wrath. Media plays an
important role in projecting the victims expectations and creating public opinion waves which
could aid or affect the recovery efforts.
Relocation of Communities:
People in general are attached to their soil and the land they occupy. Following a major disaster
devastating key infrastructure and residential buildings, it becomes very difficult to convince
them to leave where once they lived and ask them to relocate to another site. Many issues crop
up regarding preferences for site, distance to work place, availability of alternative means of
livelihood, the quality and type of land allocated and so on.
Delayed Return of Evacuees:
This poses problems when evacuees are placed in a situation where their return to home is not
certain or quick. Their longer stay in the evacuation zone makes them restless about their own
land and property back home and the thought as to what will happen when they get back.

7.6 Conclusion
This unit explains the process of recovery with its characteristics. To provide an idea of various
tasks involved in the recovery phase, the Australian Checklist is cited.
It is important to note the distinction between Response and Recovery since a number of issues
are carried over from one to another phase.
The difficulties encountered by recovery managers world over are presented as challenges.
Also outlined are some human factors at play in the recovery process.

7.7 Key Concepts
Recovery: A process during which the affected community/country is assisted to restore
normalcy on all fronts and move towards development overcoming the gaps created by the
disaster.
Recovery Manager: This could be any person(s) in the team engaged in any of the activities
of reconstruction, restoration, rehabilitation and overall recovery.
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7.9 Activities
1) Explain briefly what do you understand by the term recovery.
2) Why is it important to differentiate between response and recovery?
3) Explain what specific aspects you will address while designing a strategy for relocating a
disaster affected community.
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UNIT 8 MEDICAL AND HEALTH RESPONSE TO DIFFERENT
DISASTERS
Structure
8.0 Learning Outcome
8.1 Introduction
8.2 Medical and Health Response to Earthquakes
8.3 Medical and Health Response to Cyclones
8.4 Medical and Health Response to Floods
8.5 Medical and Health Response to Fires
8.6 Conclusion
8.7 Key Concepts
8.8 References and Further Reading
8.9 Activity

8.0 LEARNING OUTCOME
After studying the Unit, you should be able to:






examine the public health implications of various disasters;
explain the preventive measures and strategies to reduce the adverse health
consequences of disasters;
discuss the essentials of medical and health response to various disasters;
analyse the gaps and limitations in medical and health response; and
suggest measures to render medical and health response to different disasters
effective.

8.1 INTRODUCTION
India has recently faced the tsunami earthquake on 26 December 2004, which left thousands
dead, injured, and homeless. We have still not come out of its gory effects, and rehabilitation
work is still continuing. The recent floods in the entire city of Mumbai caused by the 94 cms
of sustained rainfall on 26-27 July 2005, led to massive loss of 435 lives in the city. It caused
a total loss of Rs. 9000 crore to the State exchequer. It has exposed the vulnerability of our
cities, and serious lapse on part of government in disaster management planning.
Aftermath of such disasters is the loss of human lives, and the spread of communicable
diseases, and epidemics. This is mainly due to the disruption in hygiene and sanitation
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conditions, contamination of food and drinking water, want of immediate medical and health
response, inadequate medical and health services, damaged medical and health infrastructure,
and lack of preventive and preparedness measures. To mitigate these losses, we need to have a
proper system of contingency planning, which should operate on the principles of trigger
mechanism. Again, planning should be multi-institutional. All institutions, like the
government, civil society, private, corporate, international, media, academia, professionals,
armed forces, and civil defence should participate in preparing it. All agencies need to have
their standard operating procedures well rehearsed and ready, to meet any disaster situation.
The role of medical and health department, hospitals, health centres, nursing homes, NGOs,
volunteers, community, international agencies, individuals, and armed forces is very crucial in
rendering immediate medical relief, and resuscitation to the affected. Pubic health management
of disasters is, therefore, very significant, when it comes to saving lives. It is based on four
important aspects, prevention, preparedness, response, and recovery. Prevention aspects deal
with the study of risk factors associated with different disasters on public health, and analysis
of vulnerability of population of a particular place to different disasters. It is based on
epidemiological studies and surveillance data, which helps in developing case definitions of
various diseases and injuries pertaining to different disasters. Preparedness measures provide
for arrangement at casualty areas and disaster sites, and hospitals/ health centres. It provides
planning of medical and health management of disasters in remote areas, logistics management,
and education and training of the medics, and paramedics in responding to disasters. Response
and recovery measures aim at carrying out immediate rescue, relief, resuscitation, first aid,
transportation, needs assessment, damage assessment, community health management, and
psychological rehabilitation of the affected.
In this Unit, we will discuss the response aspect of disaster medicine to different disasters.
Medical and health response will be effective when based on welldrawn prevention and
preparedness plans. Hence, we will be discussing the prevention and preparedness measures
pertaining to different disasters briefly to understand the response aspect to them.

8.2 MEDICAL AND HEALTH RESPONSE TO EARTHQUAKES
Earthquakes take people unawares, thereby causing great loss to lives, and property. They
cause population displacement, financial losses, and also subject the population to
psychological trauma. Large number of deaths and injuries take place, as people get trapped
under debris or rubbles of falling buildings. The sick, old, physically challenged, and children
(infants) become more susceptible at such times. Even medical and health services get affected,
and sometimes the health centres or referral hospitals, also come under the magnitude of
earthquake. The primary concern then, is to save lives, and provide medical help
instantaneously. Immediate response and relief, thus, becomes crucial, and spontaneous action
by medical and health officials, and departments is required to bring succour and solace to the
affected.
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Preparedness





Education, training, and simulation exercises for medical and health personnel.
Community awareness of the do's and don'ts during and after an earthquake.
Education and training of the community in first aid, transportation, etc.
Identification of medical and health services, such as, medical camps, health centres
and referral hospitals, for the trapped, injured, and the vulnerable.

Response
According to Noji, medical and health response to earthquakes should include the following:
 First aid, triage, and tagging of disaster victims. Transportation of the badly injured to
hospitals.
 Provision of nutritious food, potable water, and safe shelters with hygiene and
sanitation facilities.
 Needs assesment of the affected.
 Dissemination of public health information.
 Effective environmental measures and investigation and control of high incidence
diseases, such as cholera, gastro-enteritis, and measles. Prevention and control of
epidemics that may result because of dead bodies.
 Psychological help to traumatic victims.
 Special emergency based support systems such as ‘life-supporting first aid, advanced
trauma life support, resuscitative surgery, field analgesia and anaesthesia, resuscitative
engineering, and intensive care’, to be provided in the hospitals.
 Safe evacuation of injured to medical camps. Also, evacuating patients, and
equipments, from hospitals/health centres/nursing homes, which have been damaged
by earthquake.
 Damage assessment in terms of medical and health infrastructure.
 Collection of data and records for research to help in future health response.
 Involvement of local community and volunteers in relief and response.
 Coordination and communication with other agencies.
Suggestions
Medical and health response can be effective when it is based on epidemiological and
surveillance data of the impact and post impact phase of earthquakes. But usually, there is lack
of such studies and data. According to Noji, epidemiological data pertaining to vital issues,
such as, the related deaths and injuries due to existing building codes, design, and construction
techniques; related deaths and injuries due to exposure to certain areas in the house/building;
and needs of the entrapped people; are not collected and analysed.
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Response plan based on epidemiological studies and surveillance data will help in immediate
response. It will be possible to know the distribution of affected area, distribution of affected
people, needs of the affected/ trapped people, and the state of the medical and health facilities.
This will help the medical and health department to respond immediately, and make adequate
arrangements of medicines, life saving drugs, equipments, resources, logistics, and personnel
to
meet the situation.
According to Noji, epidemiological data can be very useful to the engineers. With the help of
such data, they can analyse the risk and vulnerability factors to develop new building codes.
They can improve and modify the design and construction techniques for buildings. Scientific
land use planning can be done and regulations can be laid down. This will help in lessening
morbidity and mortality due to building collapse in earthquakes.
The response plan once prepared, should be consistently reviewed and modified, especially,
after any earthquake. We require a community preparedness action plan to complement the
medical response plan. In all, the medical and health response plan should ensure safety of the
population by providing quick medical and health services to them in emergencies.

8.3 MEDICAL AND HEALTH RESPONSE TO CYCLONES
Cyclones are destructive winds with great speed and rain that cause large number of mortality
and morbidity in an inhabited area. They cause damages to the infrastructure and the
communication system and render the whole system ineffective. The velocity of the wind is so
great that people are blown away and killed. Deaths occur as people get trapped under the
debris of collapsed houses and buildings that cannot withstand the pressure of strong winds.
Deaths are also caused by drowning because of storm surges generated by cyclones. With water
level rising, there is a deluge in the mainland, which aggravates deaths, diseases, and injuries.
Cyclones result in infectious diseases, such as, gastro-enteritis, measles, and skin infections,
along with injuries. They also affect the mental health and psychology of the people. They
damage the medical and health infrastructure and disrupt the health services.
To mitigate these effects, public health officials and health centres should respond
immediately in evacuation and provision of rescue, relief, and rehabilitation to those affected.
Effective medical and health response to cyclones depend on the preparedness measures taken.
As cyclones can be predicted much in advance, early warning can be given to help evacuation
of people from the coastal areas. Community participation can be promoted, and community
can be made aware of the do’s and don’ts in cyclones. Training, exercises, and drills can be
carried out for the medicos, paramedics, administrative staff, and also for the community. Safe
shelters and locations with adequate provisions can also be identified. This will render effective
response to cyclones.
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Response















Early and reliable warning has to be given, and it has to be properly disseminated and
coordinated.
Vulnerable communities, especially, the fisher folk and other coastal communities
have to be evacuated in advance to safer places. Adequate number of safe shelters
have to be provided for this purpose. Hygiene and sanitation conditions have to be
ensured in the shelters.
Medical camps have to be organised in affected areas. First aid has to be kept ready,
and should be immediately administered to the injured. The badly injured persons
have to be immediately sent to the hospital. A fleet of ambulances should be kept
ready and equipped for this purpose.
A better system of communication can be managed with the use of Ham Radio.
Provision of nutritious food, safe drinking water, immunisation, and hygiene and
sanitation has to be ensured.
Vector control, garbage disposal, disposal of dead, and disposal of carcasses, has to be
taken up immediately.
Needs assessment has to be carried on in the affected areas to determine and fulfil the
needs and requirements of the affected population.
Damage assessment has to be undertaken to know the impact of cyclones on public
health infrastructure on the basis of which restorative actions can be taken up.
Psychological counselling has to be provided to the people with mental health
problem.
Epidemiological study has to be conducted to know the data pertaining to cyclonerelated deaths, and injuries. According to Noji, this will help in developing prevention
strategies and safety guidelines. Surveillance data can be gathered from various
reporting sources such as, hospital emergency departments, health centres, cyclone
shelters, and NGOs. Post cyclone survey has to be conducted to check the spread of
vector population.
Community to assist in first aid, and evacuation.

For medical and health response to be effective, it is necessary that the design and construction
techniques for buildings, residences, and infrastructure should be made cyclone resistant.
Scientific and engineering codes suitable to the local conditions can be developed for this
purpose. Proper land-use planning has to be done so that the medical institutions and other
institutions can be located in safer areas.
In our country, we do not have a proper system of hazard analysis. Risk and vulnerability data
is necessary to make cyclone preparedness measures effective. But we still need to undertake
epidemiological investigation of the risk factors associated with cyclones. The affected and
vulnerable groups, and conditions in the affected area have to be studied for this purpose.
According to Noji, epidemiological study has to be conducted in the post disaster phase to
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know the needs of the affected, and requirements at the shelters. Besides, the relation between
the wind strength and injury or mortality caused; relation between the structural integrity and
relative wind resistance of buildings, and injury or mortality caused; long-term health effects,
and the effectiveness of the preventive measures on the health outcomes has also to be studied
to develop effective preventive measures against cyclones.
There is also a need to undertake comparative study of the pre and post cyclonic conditions to
assess the damages and the factors responsible. There is again a need to systematically study
the effectiveness of the warning system in the areas where mortality has been more. Factors
such as structural collapse has also to be systematically analysed, so as to minimise deaths and
injuries in future. Equally, research pertaining to vulnerability and the risk factors associated
with coastal communities, and the psychological problems of the affected have to be
undertaken to make the medical and health response system effectual.

8.4 MEDICAL AND HEALTH RESPONSE TO FLOODS
Floods are a recurring phenomenon in India. They are caused due to incessant rains that
generally makes the water level in rivers to rise, causing inundation of the coastal areas, nearby
towns, and villages. Floods may also occur because of improper drainage system, or clogging
of rivers causing excessive rain water to come inland, or sudden release of excessive water
from dams. However, the impact of floods on human lives is damaging. It not only disrupts the
normal life, but also results in widespread deaths and diseases, especially, among coastal
communities. Deaths, diseases, and injuries occur due:













Severity and duration of flood
Drowning
Animal and snake bites
Inadequate health care during evacuation and in shelters
Damage to hospitals and health centres
Shortage of food, and drinking water
Deterioration of hygiene and sanitation
Lack of vector control
Lack of preparedness measures against floods
Inadequate measures of epidemic control
Delay in medical response
Poor health conditions of the affected people

Besides, waterborne diseases such as, ‘cholera, e-coli, shigella, hepatitis A and E, leptospirosis,
and giardiasis’ can be fatal. Viral diarrhoea due to water contamination and non-practice of
hygiene during floods can lead to deaths. Vector borne diseases such as ‘endemic malaria,
typhoid, dengue and helminthes’ due to vector breeding and transmission can become
disastrous. Aerosolised diseases such as ‘pneumonia, TB, conjunctivitis, meningococcal
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meningitis, influenza, and other viral infections’, especially, in the displaced population owing
to conditions in the shelters or relocated spaces can prove to be destructive.
To mitigate the adverse effects of floods there is need to:





Prepare a medical and health contingency plan
Train the key medical, health, and administrative personnel
Prepare the community through education, training, and simulation exercises.
Conduct epidemiological studies of disasters

This will help in examining, well in advance, the capability of medical and health systems to
cope with floods. Also, it will help in collecting and analysing data pertaining to diarrhoeal
diseases, cholera, respiratory diseases, measles, and acute neurological diseases; and
vulnerable areas, and affected number of people. This will ensure quick medical response and
treatment.
Response
Based on the preventive measures, following medical and health interventions
can be made.
 An evacuation protocol has to be prepared immediately. Medical teams have to be
assigned to different areas to provide immediate relief.
 Emergency medical centre at the disaster site along with the stocks and stores cell has
to be set up at the earliest in safer areas. This would ensure proper delivery and
distribution of medical supply. A proper checklist has to be prepared about the
medicines and logistics that will be required in the field.
 Safety of the medical and health workers has to be ensured.
 Coordination with local and national authorities, health agencies, NGO’s, and private
institutions, should be established.
 An onsite reporting room should be set up for collecting reports and monitoring the
situation. This will help in gauging the outbreak of epidemics, and regularly
monitoring the health trends in the flood-affected area.
 Controlling the spread of diseases and implementing safe environmental health
measures, such as, immunisation, vector control, garbage disposal, hygiene and
sanitation, and disposal of dead.
 Delivering safe and clean water from government tankers, or packed bottle water, and
providing balanced diet.
 Distributing medicines and managing medical supplies.
 Transporting the badly injured to the hospital.
 Providing mortuary services in the hospital.
 Disseminating information to the people about health and safety measures such as,
disinfecting water by boiling, or using chlorine, or chemical treatment; cleaning and
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disinfecting water storage tanks, and wells; cleaning and disinfecting boreholes;
emergency sanitation; solid waste management; and disposal of dead bodies.
Conducting disease surveillance in the impact and post impact phase of floods.

Media can also play an important role in response. The local media can disseminate healthrelated information such as, health facilities, health camps, and contact numbers to the affected
in the local language. It can come out with handouts and press releases about safety measures.
It can project the condition of the affected areas, and highlight the areas to be visited by the
health
authorities. It can report about the air borne, water borne, and vector borne diseases, and
thereby prompt immediate action. Besides, it can also generate vital statistics by way of
surveillance of the impact phase and post impact phase of floods.
Noji highlights certain effective measures to be undertaken for medical and health response to
floods.






Systematic studies and research pertaining to the relation between the preventive
measures and mortality; health effects due to the presence of toxic, and chemical
residues in flood water; and topographical features causing deaths have to be
undertaken.
Surveillance studies should be carried out in the impact phase and also in the post
impact phase- covering the recovery and rehabilitation period. This will help the
disaster managers to develop interventions to counter the health problems arising in the
long run.
Proper classification of deaths and injuries relating to different disasters should be done.
Deaths and diseases may be caused by multiple disasters taking place simultaneously.
For example, mortality and morbidity may be caused by disasters that generate or
accompany floods, such as cyclones, or landslides. Hence, care has to be taken to
classify mortality, morbidity, and diseases to the proper disaster category.

8.5 MEDICAL AND HEALTH RESPONSE TO FIRES
Fires are caused by two factors, namely, natural factors, and other than natural factors. Natural
factors causing fire are usually associated with natural disasters such as, earthquakes,
volcanoes, and lightning. Fire usually accompany such disasters, or gets ignited because of
them. Fire is also caused by other than natural factors. Such factors are associated with human
recklessness, cooking, heating, faulty electrical gadgets, short circuits, etc. Bomb explosions
or terrorist act can also cause fire.
When there is fire, it has to be immediately controlled, and people if trapped inside the building,
have to be quickly and safely evacuated. If fire is a massive one, it may cause great loss to lives
and property. Those who get affected suffer from various health complications. Fire may also
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destroy and inflict damages to the medical and health infrastructure, which can render medical
services ineffective. Hence, we need to study the public health implications of fire disasters on
the lives of people and medical services and suggest preventive and responsive measures.
Impact
Noji lays down the public health implications of fire disasters as follows:












Burn injuries caused due to flying burning objects, or being trapped in a
room/building.
Deaths caused due to inhalation of smoke containing poisonous gases, or due to
asphyxia caused by the presence of carbon-monoxide gases. Carbon dioxide
poisoning or oxygen deficiency can also prove to be fatal.
Asthma, sinusitis, upper respiratory diseases, laryngitis, nasal irritation, pharyngeal
edema, bronchospasm, bronchiolitis, bronchorrhea, and hoarseness can occur due to
inhalation of smoke containing nitrogen dioxide and sulphur dioxide.
Diseases occurring in long run due to burns, such as, cardio-vascular diseases,
pulmonary diseases, ophthalmic diseases, renal diseases, and neurological diseases.
Disfigurement, deformity, amputation, and fractures.
Fire fighters can die of heart attacks while responding to fire disaster.
Psychological trauma
Affect on vulnerable groups, such as, children, elderly, sick, and physically
challenged.
Financial strain due to hospitalisation.

Response
Today, there is undoubtedly an improvement in the preparedness and response system to fire.
According to Noji, this is due to increased fire related information, awareness, education and
training; sophisticated fire-fighting devices and gadgets; enforcement and adherence to
building codes; installation of safety devices in offices and buildings; and safe storage of
combustible items/materials. Medical and health response has to take cognisance of these
aspects to minimise the impact of fire disasters on human lives.






A contingency plan has to be prepared entailing immediate medical treatment and
rehabilitation of the burn victims. The medical and administrative staff should be well
versed in operating and implementing it.
Training in contingency plan should be imparted to the key medical, paramedical, and
administrative staff. Medical practitioners should be trained in rendering effective
triage, which will enable proper diagnosis and treatment of the burn patients.
Medical team should be fully equipped in terms of resources, ambulances, logistics,
and personnel, to immediately respond on the very receipt of information/warning.
Response should be based on the principles of trigger mechanism. Equipments for
106







resuscitation, fluid therapy, oxygen, etc. should be kept ready. Trauma units/isolation
wards should be kept ready with adequate number of beds, and facility of plastic
surgery.
A fleet of fire brigades should be maintained across the city. They should be fully
equipped, and kept ready to respond at any time.
Effective coordination, communication, and transportation is necessary between
disaster site and hospital/medical centres.
Occupational safety and health of the medical team has to be ensured.
Psychologists and mental health experts should be provided to render advice and
counselling to the psychologically affected.
Medical team should coordinate and fully utilise the help from other agencies, such as
the NGOs, volunteers, engineers, scientists, and community.

For the response plan to be effective, we need to have epidemiological studies of the impact
and post impact phase of fire disasters. Epidemiological studies are necessary to identify the
different causes of deaths and injuries owing to fire. According to Noji, data pertaining to the
circumstances of fire, factors causing deaths, and the relation between the types of fire and
resulting number of casualties, is required to be collected. He further stresses the need to
address to safety requirements and actions for the vulnerable group. To develop effective
preventive measures, it is necessary to know people’s behaviour associated with fire response.
It is essential that we put in effort towards a proper system of medical response based on
surveillance, security, and safety operations.
We also need to integrate the efforts of the local bodies, NGOs, volunteers, and community
with the medical efforts. Focus should be on community awareness and training. The
community should be made aware of the do’s and don’ts of fire disasters. Equally, they should
be trained through simulation exercises, and drills in safety actions, and evacuation plans.
Training in first aid to treat burn injuries can also be given. They can be made aware of the
safety devices, such as, smoke detectors, fire sprinklers, and fire doors, to be installed in their
houses. This will not only reduce the public health impact of fire, but will also lessen the
adverse social and economic implications.
Noji finds that engineering and legal controls can help in mitigating the adverse health effects.
There are engineering codes that should be adhered to in the design and construction of
buildings. These codes will include specifications about roofing and construction materials and
characteristics of the thickness and resistance of the common wall that can resist or contain
fire. He suggests follow up action to be taken up by the engineering department to enforce the
same. He, further, emphasises on the need to keep combustible items, such as gas cylinders,
and electrical equipments in safety. Further, care has to taken to keep separations between two
free-standing structures, so as to check the fire from spreading. Equally, stairways and passages
within buildings should be made in a way to facilitate safe, easy, and quick evacuation. For
ensuring safety, people should install fire doors, fire sprinklers, smoke detectors, and other
safety devices in their residences.
107

8.6 CONCLUSION
Disasters have a negative impact on public health. They also have serious social, economic,
cultural, and financial implications. To reduce these effects, we need to have an effective
disaster response system. We need to have a consistent and concerted multi-institutional
approach towards disaster response. Coordinated effort of various stakeholders, such as,
government, civil society, private institutions, media, academia, professionals, and
international agencies, is required.
Medical and health services have a very important role to play in this regard. It is their first and
foremost duty to render emergency care and save the lives of people. Medical and health
response assumes the top most priority in the entire task of disaster management. It has to be
based on:







Epidemiological studies and surveillance data.
Risk and vulnerability analyses.
Prevention and preparedness measures.
Training of medical, health, and administrative personnel.
Community awareness, education, training, and simulation exercises.
Liaison with other agencies.

Based on the above, medical and health response to different disasters will include:

















Immediate activation of emergency control room
Implementation of contingency plan
Evacuation and transportation of the affected to medical camps/shelters/ safe places
Provision of medical treatment on the principles of triage
Transportation of the seriously injured to hospitals
Control, coordination, and communication( between disaster site and hospital and
outside agencies) Logistics management
Assessment of needs/requirements in the shelters, and other places
Maintenance of proper sanitation and hygienic conditions in shelters and other places
Monitoring provision of good food, potable water, and medicines to the affected
Immunisation, vector control, garbage disposal, and disposal of dead
Psychological counselling and debriefing
Occupational health and safety of disaster health workers
Information dissemination through health information bulletin
Collecting reports about the situation at hand
Surveillance
Documentation
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8.7 KEY CONCEPTS
Resuscitation-revive, bring back to life.
Shigella-dysentery caused by bacteria shigella.
Epidemiology-is the quantitative study of the distribution and determinants of health related
events in human population.
Cholera-an acute infectious disease, endemic and epidemic, caused by vibrio cholera, marked
by severe diarrhoea with extreme fluid and electrolyte depletion and vomiting, muscle cramps,
and prostration.
E-coli-inflammation of colon due to antamoeba e-coli, characterised by pain, swelling, redness,
excessive secretion of mucous with colic constipation, or diarrhoea.
Hepatitis A – (jaundice) inflammation of liver characterised by fever, malaise, pale stool, and
dark urine.
Hepatitis E – inflammation of liver enterically (intestine) transmitted, water borne infection
particularly in young to middle aged adults.
Leptospirosis – infectious disease due to certain serotypes of leptospira, characterised by
meningitis, hepatitis, nephritis, separately or in combination
Giardiasis- infection with giardia, which is parasite of intestinal tract of man, characterised by
intermittent diarrhoea.
Endemic malaria-present in a community at all times with low morbidity.
Typhoid- infectious disease of intestine characterised by high fever, watery discharge, loose
stool, headache, body pain caused by Salmonella Typhe.
Dengue-an infectious, eruptive, feverish, viral disease of the tropical areas transmitted by
Aedes mosquito, marked by severe body pain, sore throat, eye symptoms, sometimes skin
eruption with painful swelling of parts.
Helminthes- caused by parasite worm characterised by abdomen pain and vomiting.
Pneumonia-consolidation of lungs with inflammation, and exudation (cough), characterised
by high fever, and pain chest.
Tuberculosis-infectious disease of man caused by mycobacterium tuberculosis caused by
tubercles and necrosis in the tissue.
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Conjunctivitis-inflammation of the conjunctiva characterised by redness and discharge from
eyes.
Meningococcal meningitis-inflammation of meninges of the brain characterized by high
fever.
Influenza-acute viral infection of the respiratory tract, characterised by headache, muscular
pain, and inflammation of the nasal mucosa, and pharynx.
Asthma-allergic disease of the upper respiratory tract, generally chronic, characterised by
recurrent attack of paroxysmal dyspnoea (recurrent breathlessness) with wheezing due to
spasmodic contracting of bronchi.
Sinusitis-inflammation of sinus of the face characterised by pain, headache, and nasal
blockage.
Laryngitis-inflammation of the vocal chord.
Pharyngeal edema-upper respiratory disorder characterised by swelling of pharynx. (gullet)
Bronchospasm-spasm of bronchial tube due to accumulation of mucous.
Bronchiolitis-inflammation of bronchioles which may be due to bronchipneumonia.
Bronchorrhea-chronic bronchitis characterised by discharge from lungs.
Cardio-vascular diseases-diseases related to heart.
Pulmonary diseases-diseases related to lungs.
Ophthalmic diseases-diseases related to eyes.
Renal diseases-diseases affecting the kidney’s functioning.
Neurological diseases-diseases affecting the nervous system.
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8.9 ACTIVITY
1) Organise a community health response programme in your locality. Mobilise everyone
to take part in it. You can prepare health related pamphlets on awareness, first aid, safe
drinking water, hygiene and sanitation, and food safety measures.
2) How did you find the response of medical and health services in the wake of recent
disaster of Tsunami. Share your information and comments with us.
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