
Disaster Preparedness 
in the Americas 

by Dr Claude de Ville de Goyet 

eventeen years ago, a power
ful earthquake killed 66,000 
people in Peru. In 1972, just 

two days before Christmas, 10,000 
Nicaraguans lost their lives under 
similar circumstances. Then in Feb
ruary, 1976, another devastating 
temblor left 23,000 dead in 
Guatemala. 

The Guatemalan quake, no less 
than the others, brought a realiza
tion that natural disasters posed a 
continuous threat to the region. 
This led member governments of 
the Pan American Health Organiza
tion (PAHO)-which serves as WHO's 
regional office for the Americas- to 
ask the Director to establish a spe
cial unit at the Washington, DC, 
headquarters. Called the Emergen
cy Preparedness and Disaster Relief 
Coordination Program, this unit 
was charged with a variety of re
sponsibilities, including preparing 
guidelines, formulating plans of ac
tion, training emergency personnel, 
and establishing effective coordina
tion among non-governmental and 
international agencies. 

Today, more than ten years later, 
the Americas' vulnerability to 
natural disasters is as great as ever. 
The last two years alone attest to 
this. Major earthquakes have occur
red in Chile, Ecuador, Mexico, and 
El Salvador. Colombia's snow-cap
ped Nevado del Ruiz volcano 
erupted violently, killing more than 
23,000 and almost completely 
burying the city of Armero under 
volcanic mudflows and tumultuous 
streams of debris and ash. Although 
less widely publicized, slow-onset 
disasters such as floods .periodically 
hit many parts of South America 
and the Caribbean. 

Emergency Preparedness 
Rapid and effective response to 

post-disaster health problems is a 
major goal of PAHO's disaster pro-
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Rescuers search for survivors among 
the rubble of a Mexico City hospital, 
above, while patients being evacuated, 
below, point up the need for adequate 
hospital emergency preparedness. 
PAHO/WHO Photos by Julio Vizcarra 

gram. This is accomplished by as
suring the existence and vitality of a 
national emergency preparedness 
program in the health sector of each 
member country. To meet differing 
needs and priorities among coun
tries, the PAHO program offers a 
variety of approaches : technical as
sistance in formulating national dis
aster plans, support for multidisci
plinary workshops at national and 
local levels, promotion of close 
cooperation between the ministry 
of health and other organizations, 
and training and fellowships for 
health leaders. Special emphasis is 
placed on sharing examples of suc
cessful programs from around the 
world. 

Within the limits of human and 
material resources, national health 
services must be ready to respond 
appropriately to mass casualties, 
both at the scene of a disaster and in 
hospitals where victims are cared 
for. PAHO helps member govern-

ments develop preparedness sur
veys of key hospitals, increase per.
sonnel training, and factor local 
earthquake and hurricane prob
abilities into the early planning and 
design phases of hospital construc
tion. Wherever possible, educa
tional materials and training pro
grams are formulated to be passed 
along, thus multiplying their im
pact. The availability of publica
tions and audiovisual programs 
covering all types of disaster and 
issue promotes a common philoso
phy and approach to disaster man
agement in the region. 

Relief Coordination 
The second prong of the P AHO 

program is coordination of the re-
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Volcanic mudflows left more than 
23,000 persons dead in Armero, Co
lombia, above, with rescue by air, 
right, the only way out for survivors. 
PAHOIWHO Photos by Julio Vizcarra 

lief that usually pours into an af
fected country in the wake of a 
disaster. Thanks to modern com
munications, word of global 
tragedies often reaches the interna
tional community within minutes 
and, in just a matter of hours, relief 
is on its way. This generous out
pouring can be of immense benefit 
to a disaster-stricken country as 
long as it meets real needs. But 
charity can quickly become a bur
den when it is unsolicited and based 
on false perceptions. 

Although diverse strands contri
bute to international aid problems, 
some common patterns are evident 
the world over. 
- Competition among donor coun

tries eager to be "first" in re
sponding to an emergency may 
mean that inappropriate assist
ance arrives before needs have 
even been identified. 

- Disaster publicity fanned by 
media overemphasis often results 
in the wholesale dispatching of 
mobile hospitals, medical person
nel, and drugs, blood, and vac-
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cines-all generally unneeded or 
actually counterproductive. 

- Developed countries increasingly 
airlift emergency response teams 
to disaster sites, but usually too 
late to save lives. They end up 
vying with each other and local 
personnel for visibility, meaning 
well but only adding to the 
confusion. 
How can the requirements of a 

disaster-stricken country be better 
matched with international con
tributions? Correct information is 
obviously a key to proper emergen
cy management and precious time 
spent gathering and disseminating 
the facts is not wasted. Unfortu
nately, political expediency and 
public pressure may lead donors to 
jump the gun before a situation can 
be properly assessed. 

Governments and private organi
zations should consult their own 
country's disaster relief experts, the 
ministry of health of the affected 
country, or PAHO/WHO before send
ing off any supplies or personnel. 
Common pitfalls to avoid are ex
cess donations of food and clothing, 
unneeded blood and plasma, vac
cines to combat imaginary ep
idemics, and field hospitals and 
medical teams which often arrive in 
time for good public relations but 
too late for emergency relief. 

Individuals who want to assist 
should consult their national health 
authorities, the Red Cross, or the 
P AHO/WHO office in their own coun
try. They should not travel to the 
location of a disaster until they 
have made sure they will be useful 
and welcome. Finally, they should 
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Unsolicited pharmaceuticals such as 
those in a Mexican warehouse must be 
sorted, classified and labeled, diverting 
health personnel from more pressing 
tasks. PAHO/WHO Photo by Julio Vizcarra 

consider giving cash-the most flex
ible and versatile form of assistan
ce- through a reputable agency. A 
good rule of thumb for the donor is : 
offer the same type of help you 
would like your own community to 
receive in the event of a disaster. 

Dispelling 
Common Myths 

Inappropriate disaster responses 
are based on misconceptions widely 
held by the public, as well as some 
people in the scientific community, 
and perpetuated by the media. 
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What are some of the persistent 
myths behind well-meaning but 
misguided disaster efforts? 

An accumulation of dead bodies 
will lead to catastrophic outbreaks 
of exotic communicable diseases. 
Indeed, it has been common for 
self-appointed experts to predict 
more deaths from these secondary 
epidemics than from the original 
calamity. This is simply not the 
case. Human bodies, especially 
when buried under a landslide or 
earthquake debris, pose no particu
lar threat of disease. The problem is 
one of fear, not of actual danger. 

Mass vaccination is required after 
a disaster. Improvised vaccination 
campaigns are inadvisable for a 
number of reasons. Many vaccines, 
such as that for typhoid, are not 
very effective in last-minute appli
cation because they require more 

than one dose and several weeks to 
become fully operative. Emergency 
mass vaccinations are wasteful of 
money and manpower, benefiting 
the politicians who advocate them 
while lulling the populace into a 
false sense of security. 

The affected population and local 
authorities are too shocked and 
helpless to take responsibility for 
their own survival. Disaster sur
vivors are not necessarily depen
dent or immobilized. Many find 
new strength during an emergency, 
as evidenced by the thousands of 
volunteers who spontaneously un
ited to sift through the rubble in 
search of victims after the 1985 
Mexico City earthquake. And most 
Latin American countries have 
sophisticated and farflung health 
services, plus a good supply of 
physicians. 

Natural disasters create severe 
food shortages. This is not so, yet 
the belief is so common that it has 
led to many post-disaster food 
gluts. Earthquakes, for instance, 
usually have little immediate im
pact on food supply. Food relief 
decisions always should be made 
with care, since food distribution 
relies on transport and personnel 
perhaps better deployed elsewhere. 

Everything is needed and needed 
now! Again, the haste-makes-waste 
mentality spawned by many catas
trophes may produce assistance 
that harms more than it helps, 
thereby aggravating disorder and 
contributing to a secondary disas
ter. Foreign medical personnel ar
riving too late for emergency help 
must still be met, housed, oriented, 
and provided with interpreters. 
Similarly, unsolicited pharmaceuti
cals take up needed space and must 
be sorted, classified, and labeled, 
thus diverting health personnel 
from more pressing tasks . Yet, there 
are many instances of genuine 
assistance whose common de
nominator is response to needs 
clearly identified by national health 
authorities. 

When it comes to disaster 
-whether natural or man-made-all 
nations are at risk. Many national 
health systems have recognized 
that emergency preparedness must 
be an ongoing process of testing, 
critiquing, and updating. Mean
while, PAHO's disaster unit stands 
by, supporting measures to prepare 
for tomorrow's disasters today. • 
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