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ABSTRACT 

 

Much of the disaster nursing literature reviewed echoes the need for development of a 

disaster content in nursing curriculum (Duarte & Haynes, 2006; Kahalaieh, Bond, & Alasad, 

2012; Littleton-Kearney & Slepski, 2008; Smith, 2007).  There is continued debate over 

emergency preparedness (EP) content that should be included in the curriculum, where it fits, 

who teaches it, and what clinical experiences are needed to prepare nurses for the future (Duarte 

& Haynes, 2006; Kahalaieh et al., 2012; Littleton-Kearney & Slepski, 2008; Slepski, 2007; 

Smith, 2007).  The purpose of this study is to examine the lived experiences of nurses first time 

responding to a civilian disaster response in shelters or temporary community medical clinics in 

an attempt to identify the essential knowledge and skills necessary to provide care to disaster 

victims.  The theoretical framework for this study was the theory of novice to expert, experiential 

learning, clinical reasoning, and using real life situations to develop the student’s sense of 

salience by Benner et al. (1996, 2009; 2010).  This study utilized the narrative inquiry to explore 

the phenomena of nurses’ experiences in a disaster for the first time.  There were several new 

findings revealed in this study:  lack of prior knowledge of how to volunteer during a disaster 

response; none of the nurse responded directly during the acute mass casualty phase of the 

disaster and described their work as “like a clinic”; a majority noted previous experience in mass 

casualty exercise did not help them with their actual response in the community; specific 

assessment skills needed to conduct an assessment on the disaster victim in the community 

setting; and the use of inconsistent and outdated EP terminology in undergraduate textbooks.  In 
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light of these new findings, I attempted to directly address these gaps during the development of 

proposed Model for Level One: Basic Nursing Disaster Curriculum which is included in the 

discussion.     
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CHAPTER I: 

INTRODUCTION 

When all was said and done on April 27, 2011, approximately 900 people were seen at 

DCH Regional Medical Center in Tuscaloosa, Alabama (A. Lee, personal communication, 

August 1, 2012), following a Category IV Enhanced Fujita scale (EF scale) tornado that 

decimated the community and much of the state.  There were 241 fatalities statewide with over 

60 in Jefferson and Tuscaloosa counties (Wallace & Ross, n.d.; The Birmingham News, Press 

Register, & The Huntsville Times, 2011).  During the disaster, this investigator’s nursing role 

was state-level public health, which involved coordinating how medical supplies were distributed 

and utilized.  The statewide extent of the disaster affected 38 of 67 counties, leaving a lack of 

backup support and resources (Wallace & Ross, n.d.; The Birmingham News, Press Register, & 

The Huntsville Times, 2011).  The initial response in the hospital was intense and catastrophic 

due to the high number of patients injured from the tornado, but that surge was only temporary.  

The community disaster response for the displaced people who were housed in shelters went on 

for several weeks.  The recovery of the community is still ongoing today.   

Lessons learned from this event are essential to future responses.  It is not a matter of if a 

disaster will occur; it is a matter of when.  Pinar (2012) described curriculum as a conversation 

of learning that occurs from a mutually-developed plan between the student and the educator.  

During this conversation, curriculum content that motivates and inspires the learner is taken into 

consideration.  Learning is a compilation of how past, present, and future experiences make 

sense to the learner.  Curriculum theory should focus on what to teach and highlight what is 
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important material for each learner and should be based on actual experiences (Aristotle & 

Browne, 1853; Dewey, 1938; Benner, 2004; Benner, Surphen, Leonard, & Day, 2010; Benner, 

Tanner, & Chesla, 1996, 2009).  There is a great need for disaster preparedness in nursing 

curriculum (Duarte & Haynes, 2006; Kahalaieh, Bond, & Alasad, 2012; Littleton-Kearney & 

Slepski, 2008; Smith, 2007).  Littleton-Kearney and Slepski (2008) discussed the possibilities 

and importance of a framework for emergency preparedness (EP) curriculum.  This research 

examined information from nurses who responded to disasters in a civilian environment for the 

first time to determine what exact content related to disaster nursing they believe needs to be 

included in a standard curriculum for students in undergraduate nursing programs.  This 

investigator believes curriculum related to disaster nursing for the undergraduate should be based 

on the actual experiences of nurses with disaster experience so that students can apply this 

knowledge to improve their own practice.  The nurses in this study described their experiences of 

working disaster shelters or temporary community medical clinics for the first time in order to 

investigate the knowledge and skills that were needed to provide care to people in shelters or 

medical clinics after being in a disaster.  This information was used to document what essential 

disaster nursing content needs to be included in the undergraduate nursing curriculum.   

Statement of the Problem and Definition of Terms 

A disaster is defined as a catastrophic event in which a community is forced to deal with 

a situation that is often overwhelming and unexpected (Johns Hopkins Bloomberg School of 

Public Health, 2013).  Disasters can be natural (such as a hurricane, earthquake, pandemic, and 

tornado) or manmade (such as terrorism, warfare, radiological, and chemical).  Emergency 

preparedness (EP) is an all-encompassing term describing how communities prepare and respond 

to a disaster by using an all-hazards approach.  In every disaster involving people, there are 
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overarching public health concerns (Centers for Disease Control and Prevention (CDC), 2013).  

Nurses play an essential role in the response to disasters and must be involved in the process of 

EP planning (Littleton-Kearney & Slepski, 2008).     

Research of the Problem 

 Much of the disaster nursing literature reviewed echoes the need for development of a 

disaster content in nursing curriculum (Duarte & Haynes, 2006; Kahalaieh, Bond, & Alasad, 

2012; Littleton-Kearney & Slepski, 2008; Smith, 2007).  The problem is that there is continued 

debate over EP content that should be included in the curriculum, where it fits in the curriculum, 

who teaches it, and what clinical experiences are needed to prepare nurses for the future (Duarte 

& Haynes, 2006; Kahalaieh et al., 2012; Littleton-Kearney & Slepski, 2008; Slepski, 2007; 

Smith, 2007).  The research literature is limited to the topic of emergency preparedness with 

little reference to the actual experiences of nurses.  Only two studies were found including 

personal accounts of nurses who participated in emergency services in the community during 

disaster responses (Weeks, 2007; May & Bigham, 2012) and one including accounts from nurses 

who responded to a disaster for the first time in their career (Slepski, 2007).  In addition, most of 

the studies available were quantitative (Chiu, Polivka, & Stanley, 2011; Kahalaieh et al., 2012; 

Saliba, Buchanan, & Kingston, 2004; Schmidt et al., 2011) and targeted nurses who have an 

expert skill set for disaster management (Keeney, 2004; Duarte & Haynes, 2006; Rubinson et al., 

2005).  For the purposes of this study, the terms first time or novice were used interchangeably to 

refer to nurses who have worked in a shelter or temporary community medical clinic during a 

disaster event only once in their career.  Expert has been defined by this investigator in the study 

as subject matter experts whose duties are primarily focused on disaster response or nurses who 

have responded numerous times during disasters. 
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Purpose of the Study or Rationale 

 The purpose of this study was to examine the lived experiences of nurses participating in 

a civilian disaster response in shelters or temporary community medical clinics for the first time 

in an attempt to identify the essential knowledge and skills necessary to provide care to disaster 

victims.  This study focused on nurses whose primary role was not disaster nursing management, 

but who volunteered in a community shelter or temporary medical clinic for the first time during 

a disaster event.  The information from this study has provided sound data from which to base 

EP curriculum.  From the themes derived from the study, this investigator developed 

recommended topics for disaster preparedness curriculum for undergraduate nursing students.   

Research Questions 

The following research questions guided the study:   

1. What are the experiences of nurses who have responded for the first time to actual 

disasters in community shelters or temporary medical clinics; and 

2. How can those experiences translate into a working disaster curriculum for 

undergraduate and practicing nurses? 

The topics yielded from the study helped to build current knowledge and support future 

development of undergraduate EP curriculum.   

Significance of the Study 

  The theory of transition from novice to expert (Benner et al., 1996, 2009; Benner, 2004) 

and the call for movement toward curricula that would promote development of the nursing 

student’s sense of salience (Benner et al., 2010) provided the framework for this study.  Findings 

from this study were based on the novice nurse responding to a disaster, providing significant 
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implications for nursing practice, research, and education in the field of EP and disaster 

response.   

Significance for Nursing Practice  

 Experience is the greatest teacher (Aristotle & Browne, 1853; Benner et al., 1996; 

Benner, 2004; Benner et al., 2010).  The literature has supported the need for standardized 

emergency preparedness curriculum for undergraduate nursing students (Duarte & Haynes, 

2006; Khalaieh et al., 2011; Littleton-Kearney & Slepski, 2008; Smith, 2007).  This study 

examined feedback from nurses who responded to disasters in a civilian environment and what 

they identified as essential knowledge or skills for inclusion in a disaster curriculum for nurses in 

undergraduate programs.  What better way to ensure that nurse educators are providing the 

correct and needed essential training than by asking those who have been directly involved in a 

civilian disaster response?  The uniqueness of the data derived from this study was the extraction 

of information from the nurses’ initial experiences during a community disaster.  Utilization of 

these nurses’ first time narrative responses helped to identify gaps in the undergraduate EP 

curriculum.  It focused on the essential knowledge and skills a nurse without prior disaster 

nursing experience required to function competently.  By including the findings from this study 

in the curriculum of an undergraduate nursing program, student nurses may be prepared for 

disaster nursing during their basic preparation.   

Significance for Nursing Research  

 EP nursing research is relatively understudied regarding the efficacy and scope of 

necessary EP training (Lavin, Slepski, & Rettenmeier, 2013; Littleton-Kearney & Slepski, 2008; 

Slepski, 2007).  Much research is needed to determine EP competencies for those responding as 

healthcare workers in disasters (Baack & Alfred, 2013; Chiu et al., 2011; Duarte & Haynes, 
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2006; Gebbie, 2010; Johnson, Gaskins, & Seibert, 2012; Lavin et al., 2013; Slepski, 2007, WHO, 

2008).  Recommendations in the literature that directly supported this study were (a) identifying 

gaps in education and training for health care curricula (Duarte & Haynes, 2006; Kahalaieh et al., 

2012; Littleton-Kearney & Slepski, 2008; Smith, 2007); (b) enhancing the student experience 

and improving teaching techniques (Benner et al., 2010); (c) reporting of care provided during 

disaster response (Johnson et al., 2012; Lavin et al., 2013); and (d) utilizing what skills during 

disaster response (Duarte & Haynes, 2006; Kahalaieh et al., 2012; Lavin et al., 2013; Littleton-

Kearney & Slepski, 2008; Slepski, 2007; Smith, 2007).  This study helped fill these gaps.    

Significance for Nursing Education 

 Everyone is different and these differences must be taken into consideration when 

teaching students to care for a patient or work in a disaster.  Scaffolding or building on a 

student’s prior knowledge when introducing new topics is a method used by educators (Sawyer, 

2006).  The educator must understand and incorporate content a student has had by 

systematically taking them to a new level of knowledge (Benner et al., 2010; Sawyer, 2006).  

The expert nurse educator has the skills to recognize and bring out a student’s existing 

knowledge in order to make the new information meaningful and facilitate the progress and 

assessment of the student (Benner et al., 2010).  Experience with nurse educators in actual 

disaster response is as difficult as creating disaster experiences for the student and practicing 

nurse (Chiu et al., 2012; Kaplan et al., 2012; Littleton-Kearney & Slepski, 2008).  How do we as 

nurse educators provide this disaster experience information and promote scaffolding in disaster 

curriculum?  The lived narrative experiences of the novice nurses in this study can allow the 

nurse educator and student to assess the holistic aspects of a nurse in a disaster situation by 

building on novice and expert accounts and providing the tools for scaffolding of information.     
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Acknowledgment of the need for continued learning is essential for the nursing 

profession; nursing education is where this need must be established (Benner et al., 1996, 2009; 

2010).  Equipping students with the skills of reflexivity or the power to look within creates a 

lifelong learner while allowing the new nurse to trust and rely on others’ expertise as they 

proceed through the stages of learning.  Personal reflection helps to progress the learner to an 

increased level of understanding (Benner et al., 2010; Bransford et al., 2000; Gadamer, 1975; 

Malpas, 2009; Sawyer, 2006).  This investigator also believes it is essential to utilize these 

principles for evaluative reflection for curriculum improvement.  Nurse educators must 

participate in lifelong learning, evaluate the effectiveness of nursing education, and implement 

strategies for change (National League for Nursing (NLN), 2005).  The novice and expert nurse 

have a story to tell through their reflective experiences and both are essential to help the nurse 

educator bridge the gap between textbook disaster theory and actual disaster practice.   

Understanding the relationship between theory and clinical practice throughout is a 

struggle for students and practicing nurses (Agency for Healthcare Research and Quality, 2013; 

Benner et al., 2010; Institute of Medicine (IOM), 2010; Newton et al., 2009; Slaikeu, 2011).  

Reflective experiential pedagogies using the actual experiences from the novice and expert will 

make disaster content come alive for the student in the classroom (Benner et al., 2010). The data 

from this study has added to the literature through the novice nurses’ perspectives of disaster 

response.  This can help nurse educators provide theory content that includes perspectives from 

all levels of experience in disaster response.   

Summary 

Disasters often occur without warning and preparedness is essential.  Any emergency 

response involving people will have healthcare aspects or needs that must be dealt with 
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accordingly (Johns Hopkins Bloomberg School of Public Health, 2013; CDC, 2013).  Nurses 

make up the largest percentage of the healthcare workforce (American Association of Colleges 

of Nursing (AACN), 2013) and are an essential part of any emergency response.  Therefore, it is 

imperative that experiences from actual responding novice nurses are a part of the knowledge 

used to create disaster curriculum. When one examines the number and severity of natural and 

manmade disasters occurring within this country during recent years, it is essential that 

undergraduate nurses have basic content that prepares them to contend with disasters if one 

should occur in their community.   
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CHAPTER II: 

REVIEW OF THE LITERATURE 

The need for development of disaster curriculum in undergraduate nursing education is 

noted throughout the literature (Duarte & Haynes, 2006; Littleton-Kearney & Slepski, 2008). 

The theories of Benner et al. (1996, 2009; 2010) have provided a conceptual framework to 

support this study based on the experiences of the novice nurse responding to a disaster situation.  

This section begins with a discussion of Benner’s theories and then relates these theories with the 

chosen methodology of narrative inquiry that was used in this study.  The final portion of the 

review includes a discussion based on the literature in the field of disaster nursing through 

history, response, and curriculum.   

Benner’s Theories 

The theoretical framework for this study included the ideas of novice to expert, 

experiential learning, clinical reasoning, and using real life situations to develop the student’s 

sense of salience (Benner et al., 1996, 2009, 2010).  Critical reasoning is defined as “the ability 

to reason as a clinical situation changes, taking into account the context and concerns of the 

patient and family” (Benner et al., 2010, p. 85).  According to Benner et al. (2010), critical 

thinking is only a portion of clinical reasoning, recommending movement from the generalized 

term of critical thinking toward the broader term of clinical reasoning.  The student must also 

move from being task oriented to understanding the patient’s condition as a work in progress 

with many variables in order to prioritize what is most important.  Benner et al. (2010) referred 

to this as a sense of salience.  These theories (Benner et al., 1996, 2009, 2010) support reflecting 
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on actual experiences such the aftermath of a tornado.  Nursing students, practicing nurses, and 

nurse educators should be encouraged to self-evaluate and question findings that are also a part 

of clinical reasoning.  Benner (2004) discussed how knowledge from both novices and experts 

should be understood so that others can learn.  Self-improvement and reflection are crucial for a 

nurse to progress from novice to expert; thus, creating an environment for self-improvement 

within nursing education is essential.  This section explains the work of Benner et al. (1996, 

2009, 2010) while interlacing said theories that supported the study.      

Expertise in Nursing 

Novice to expert.  The early theory of novice to expert by Benner et al. was outlined in 

Expertise in Nursing (1996, 2009), which is based on the Dreyfus model of skill acquisition.  

This theory describes the novice nurse as similar to a computer program pulling various facts to 

achieve the task at hand.  Theory is the primary basis for this level; however, the novice still uses 

life experiences to justify actions (Benner et al., 1996, 2009).  The nurse must know and 

understand the complexity of specific medical situations to be able to apply intuitive actions 

exhibited by the expert.  Expertise does not necessarily apply to the whole profession of nursing, 

but individual, performance-specific skills within nursing; therefore, an expert hospital staff 

nurse would be considered a novice in a community shelter if they had never responded before.  

Expert nurses in the clinical setting comprehend the disease process or medical theory, along 

with understanding the caring required, addressing the holistic aspects of humans who are 

experiencing illness much the same as the expert EP nurse anticipates the need in a community 

experiencing disaster situations.  The new graduate is usually in the advanced beginner stage and 

can become stunned with the complexity of patient care, and, in a disaster situation, the 

experienced nurse might have the same stunned experience in the role of the novice.   
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Radical Transformation in Nursing Curriculum 

In a Carnegie Foundation study, the researchers (Benner et al., 2010) recommended four 

shifts in thinking about nursing education and curriculum.  Findings from the study led to 

proposing shifting from “covering decontextualized knowledge to teaching for a sense of 

salience, situated cognition and action in particular situations” (p. 82); “separation of clinical and 

classroom teaching to integration of classroom and clinical teaching” (p. 83); “current emphasis 

on critical thinking to an emphasis on clinical reasoning and multiple ways of thinking that 

include critical thinking” (p. 84); and “emphasis on socialization and role taking to an emphasis 

on formation” (p. 86).   The problem described by Benner et al. (2010) was that nursing students 

are not prepared to meet the real world challenges of nursing through the current 

decontextualized curriculum.  Their study contrasted different pedagogies in nursing education to 

determine how best to educate nursing students, regarding the development of professional 

judgment or a sense of salience.      

Benner et al. (2010) assessed and paralleled nine schools of nursing.  Utilizing an 

ethnographic, evaluative, and interpretive design, the researchers collected data through 

classroom observation, interviews with students and faculty, and a review of the course syllabi.  

The researchers also conducted focus groups along with multiple interviews of various levels of 

individuals in nursing education.  Participants reviewed data to provide clarity, and data were 

validated through three web-based surveys in conjunction with the National League of Nursing 

(NLN), American Association of Colleges of Nursing (AACN), and National Student Nurses 

Association (NSNA).  Recommendations for the radical transformation of nursing practice to 

enhance nursing education fell under several categories:  (a) entry and pathways, (b) student 

population, (c) the student experience, (d) teaching, (e) entry to practice, and (f) national 
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oversight.  This study was in line with the recommendations for improvements in teaching and 

the student experience (Benner et al., 2010). 

Decontextualized versus contextualized.  The classroom portion of nursing curriculum 

is often decontextualized and very similar to the product curriculum model (Benner et al., 2010; 

Sawyer, 2006; Smith, 1996, 2000).  The product model approach to curriculum was outlined in 

the 1940s where Tyler believed students should be taught in a set pattern toward achieving 

specific training or education to prepare them for a vocation or social efficiency (Smith, 1996, 

2000; Tyler 1949).  The product model included observations of experts in a trade that were 

utilized to create a set of steps that provided the most efficient way to teach the task.  These 

principles are present in current nursing curriculum with explicit behavioral objectives for each 

course.  The principles of the product model in curriculum were envisioned to create a model 

citizen or nurse to be used as an “instrument in a stable and smoothly functioning society” 

(Kliebard, 2004, p. 97).  Student behavior is molded into how teachers/curriculum developers or 

“experts” want the student to critically think, and school is where behaviors could be modified or 

shaped to better society.   

The product or decontextualized model does not work well in nursing practice (Benner et 

al., 2010) or disaster response because patients are all different, and there are many variables in 

providing care (Duarte & Haynes, 2006; CDC, 2013; Federal Emergency Management Agency 

(FEMA) 2013b; Johns Hopkins Bloomberg School of Public Health, 2013; Kaplan et al., 2012; 

Rubinson et al., 2005).  Benner et al. (2010) defined contextualization in nursing instruction as 

“taking into account the response of the particular patient in the situation, including the patient’s 

history, interrelationships between physiological systems, social interactions with others, and 

response to the particular environment” (p. 46).  Nursing instruction is often taught in silos or in 
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a decontextualized format, leaving students with the difficult task of connecting theory to 

practice.  The theory to practice gap is well documented in the literature (Agency for Healthcare 

Research and Quality (AHRQ), 2013; Benner et al., 2010; Duarte & Haynes, 2006; Institute of 

Medicine (IOM), 2010; Newton et al., 2009; Slaikeu, 2011).  Benner et al. (2010) elucidated that 

nursing education should bridge the gap between theory and clinical practice by utilizing 

contextualized instruction in the classroom.  This study utilized the experiential learning 

practices described by Benner et al. (2010) to bridge the gap between actual disaster response 

and EP curriculum.   

Experiential learning.  While much of the knowledge presented in the classroom 

remains decontextualized, nursing programs have excelled in experiential learning experiences 

within the clinical setting (Benner et al., 2010). This study builds on the practice of narrative 

pedagogy or class time simulation of experience.  The experiences and recommendations based 

on what was seen through the eyes of novice practicing nurses add to the disaster curriculum and 

enhance the student experience.  The use of narrative pedagogy helps “students imagine their 

actions or approaches to the care of patient populations, communities, patients and families” (p. 

226).  Benner et al. (2010) argued that curriculum should be based on actual experiences so the 

learner can apply knowledge to improve practices that are also basic principles in learning theory 

(Bransford, Brown, & Cocking, 2000; Kafai, 2002; Sawyer, 2006).  Learning theories, including 

constructionism, provide support for utilization of experience to teach students.  Experience is 

essential for students to learn (Aristotle & Browne, 1853; Benner et al., 2010; Dewey, 1938; 

Kafai, 2002; Parry, 2008).  Experiential pedagogies in nursing education interface with many 

traditional curricular and learning philosophies.  This study’s findings are based on real world 

experiences that in turn can help improve nursing EP curriculum.   
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Situated cognition.  Nursing students have the ability to learn through the actual care of 

patients and the stakes are often high for the student, instructor, and patient.  Clinical experiences 

are a form of situated cognition where the student is an active participant and is essential in the 

progression from student to competent nurse (Benner et al., 2010).  Disaster situations are often 

simulated to provide this type of experience (Carter & Gaskins, 2010; Kaplan, Connor, Ferranti, 

Holmes, & Spencer, 2012).  In these acts of experiential learning, the student must pull from 

theory and prior knowledge and learn how to act as a nurse in a disaster situation (Benner et al., 

2010; Dewey, 1938).  While disaster simulation is a tool (Carter & Gaskins, 2010; Kaplan et al., 

2012), knowledge from both expert and novice nurse responding in disasters must also be 

articulated so that learning can occur within the classroom.  The student should progress layer 

upon layer towards transfer of knowledge between the clinical setting and the classroom.  Benner 

et al. (2010) stated that the expert educator has the skills to recognize and bring out a student’s 

existing knowledge in order to make the new information meaningful and also assess the 

student’s progress (Benner, 2004).  The unpredictability of disasters makes it extremely difficult 

for the nurse educator to provide this experience; thus, accounts from nurses who have 

responded to a disaster are essential.     

Sense of salience.  Ensuring the development of a sense of salience is essential for a 

student in the journey to become an expert nurse.  Often times, the novice nurse cannot see the 

forest for the trees.  For example, a novice nurse in a disaster response shelter may try to treat a 

patient whose condition is becoming critical.  A mass care shelter such as one operated by the 

ARC functions only with basic first aid, and critical patients should be transferred to another 

facility (Alabama Department of Public Health (ADPH), 2011a, 2011b; Alabama Emergency 

Management Agency (AEMA), 2012).  
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Critical reasoning and clinical imagination.  Students must develop a clinical 

imagination and clinical reasoning to achieve a sense of salience.  The students in the Benner et 

al. (2010) study noted that classroom activities did not stimulate the development of their clinical 

imagination and often educators rely on the textbook to provide instruction.  They went further to 

recommend, “Nurses need multiple ways of thinking, such as clinical reasoning and clinical 

imagination as well as critical, creative, scientific, and formal clinical reasoning” (p. 85).  The 

nurse educator should be a guide in the journey toward the development of clinical imagination.  

Benner et al. (2010) offered pedagogical strategies that encourage the development of a sense of 

salience through activities that promote the student’s clinical imagination.  Case studies that 

require the student to build on theory knowledge to solve specific patient problems are extremely 

beneficial and help the student play out patient care situations in their mind.  The student should 

then be given time to rehearse in their mind how they would approach care through patient care 

preparation.  This method of experiential learning helps the student link theory to the clinical 

setting through pedagogies such as storytelling, case studies, or problem-based learning.  

Utilizing the actual experiences of novice nurses responding to disaster will help elucidate what 

they would do in a similar disaster situation.  The data from this study enhances the current 

disaster curriculum by building upon the expert recommendations of actions during a disaster 

response, providing the student with the novice perspective of the disaster response.  The nurse 

educator must also guide students toward the connection between theory and practice with 

thought provoking questions pertinent to the clinical or disaster situation.  Reflection on learning 

and practice are essential for the progression from novice to expert and the development of 

clinical reasoning.  Lessons learned from novice nurse’s experience help the student understand 

the importance of reflection on their own practice.  When the educator has the student explore 
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for answers to questions, the quest for knowledge stimulates a thirst for lifelong learning or 

searching for the reason behind everything (Benner et al., 2010; Sawyer, 2006).    

Contrasting Curriculum Theory with Benner’s Theories 

Scaffolding.  For Dewey (1938), curriculum is a form of praxis which approaches 

learning through real life experiences (Benner et al., 2010; Smith, 1996, 2000).  Healthcare and, 

more specifically, nursing contains many concepts the learner can best learn through concrete 

practice.  The teacher’s complex challenge is introducing the abstract through the concrete.  In 

this view, learning is a process of building on previous experiences, raising concrete facts to 

abstract principles (Benner et al., 2010; Kafia, 2002).  Teaching concepts in concrete (triage of 

disaster victims or specific trauma related injuries) and the abstract (potential psychological 

responses of nurses who respond to disasters) are essential to prepare nurses to respond to 

disasters.  This means scaffolding is to build the curriculum so that the students understand 

content is grounded in the experiences of practicing nurses who responded to disasters, not just 

theorist in the field of disasters.   

Phronêsis. Aristotle’s work provides part of the foundation for Benner’s theories (Benner 

et al., 1996, 2009; Benner, 2004; Benner et al., 2010).  Aristotle wrote, “Intelligence…is 

displayed in learning; since for the expression ‘to learn,’ we often use the expression ‘to 

understand’” (Aristotle & Browne, 1853, p. 168).  Aristotle used the Greek words techne, 

epistêmê, and phronêsis to explain the process of learning and intellect.  Techne describes a craft 

using knowledge acquired through the environment to choose the method to complete the task or 

skill at hand or the stage of novice.  An example of techne would be learning the basic steps for 

triage of disaster victims.  Episteme is often referred to as scientific knowledge or understanding 

the science or reason behind; for example, the EP nurse would understand how each agency 
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plays a certain triage role in disaster response and how each agency works together.  Phronêsis is 

when the nurse puts techne, episteme, and experience together with intuition to determine use of 

the best evidence for triage of victims to a hospital or a community shelter during a disaster 

response or the stage of expert.  The nurse must think abstractly; therefore, phronêsis is when the 

expert EP nurse determines what the best choice for triage in a community without thinking 

through the basic steps of triage.  A student cannot move to the expert stage of phronêsis without 

learning to constantly seek the reason behind the action or task (Aristotle & Browne, 1853; 

Benner, 2004; Benner et al. 2010; Parry, 2008).  Aristotle believed that one does not move to the 

level of phronêsis without hands-on experience.  In other words, an expert nurse with true sense 

of salience must have broad experiences in practice much like an expert violinist becomes a 

master spending countless hours playing the violin (Sandel, 2009).  The nurse educator must 

encourage the student to learn the reason behind the knowledge while promoting actual hands-on 

experience to foster movement toward phronêsis or sense or salience (Benner, 2004; Benner et 

al. 2010).  Phronêsis and situated cognition are really quite similar because according to both 

definitions the nurse looks at the holistic attributes of the patient to deduct the best mode of 

patient care, taking all aspects into consideration. The problem is that disasters do not occur daily 

and are difficult to simulate (CDC, 2013; Chiu et al., 2012; FEMA, 2013b; Kaplan et al., 2012).  

The novice nurses’ experiences in disaster in the present study provide the nurse educator real 

world knowledge starting at the initial stage of the learning to respond to disaster.  Utilization of 

both novice and expert experiences in disaster curriculum will help the student progress through 

stages of disaster knowledge toward a level of phronêsis in a clinical situation that is extremely 

difficult for the nurse educator to provide.     
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Critical thinking and clinical judgment.  Benner et al. noted “nursing education has 

fallen into the habit of using ‘critical thinking’ as a catch-all phrase for the many forms of 

thinking nurses use in practice” (p. 84).  Tanner (2006) noted that clinical judgments are 

developed through circumstances occurring within the clinical setting which is very similar with 

regard to what Benner et al. (2010) said about critical reasoning.  A community shelter and 

temporary medical clinic are types of clinical settings during a disaster response.  Tanner noted 

that reflection on practice is essential for the development of clinical judgment.  She also 

proposed that clinical judgment requires more actual experiences and reflection and is what 

makes it unique.  The present study examined the disaster experiences of novice EP nurses, 

helping promote this type of reflection.  Content based on real life occurrences resonates with 

learners and helps them anticipate activities that they could face as well as strategies required 

during a disaster response.  Experiential learning strategies promote increased clinical judgment 

and clinical reasoning (Benner et al., 1996; Benner, 2004; Benner et al., 2010; Gadamer, 1975; 

Tanner, 2006).   

The skilled educator understands the variety of challenges students potentially face and 

builds on the students’ prior knowledge to make new material significant (Benner et al., 2010; 

Bransford et al., 2000).  Building on the knowledge structures irrespective of the circumstances 

of learning encourages learners to become consciously engaged in their own learning.  Nurse 

educators have an obligation to practice and preach that “no one knows everything.”  Experts 

have the ability to adapt, adjust, and learn during their entire life span.   Not only do nurse 

experts utilize the skills they learned, but continue to seek and refine their present skill levels.  

The challenge is encouraging the nursing student to understand that everyone, novice or expert, 

is continually motivated to improve practice.  Therefore, utilization of actual practicing nurses’ 
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experiences during a disaster response will enhance the curriculum for students through the 

addition of novice nurses’ lessons learned along with subject matter experts’ recommendations to 

help build and improve on the current emergency preparedness curriculum.  The novice 

perspective is absent in current curriculum and the present study provides the data to meet the 

entry-level gap in undergraduate curriculum.  

Narrative Inquiry Process 

 Nursing has utilized the narrative for research in mental health (Hall & Powell, 2011), 

vulnerable populations (Holloway & Freshwater, 2007), health experiences of older adults 

(Lindsay, 2011), and nursing education (Kear, 2012; Lindsay & Smith, 2003); and it is the 

foundational tool for acquiring the patient’s history.  Historically, nursing has often used 

narratives to explain the patient experience.  A narrative or story allows a patient to convey 

meaning into the events or experiences that provide the nurse a glimpse into how the described 

event shaped or affected the patient.  Narrative inquiry has emerged in nursing research as a 

method to explore experiences of a phenomenon (Kear, 2012).  Landman (2012) noted that 

“narrative analysis can illuminate the ways in which individuals experience, confront and 

exercise power in ways that are useful if one adopts the phronetic approach” (p. 28), which 

directly supports the utilization of this method based on the work of Benner et al. (1996, 2009; 

2010).  The next sections will demonstrate narrative inquiry uses in nursing practice and 

education. 

Narrative Inquiry in Nursing Practice 

 Narratives work well in mental health nursing where the patient or participant’s 

subjective experience is central to the understanding and management of the plan of care.  

Narrative studies have been conducted in all facets of the patient life span, including studies in 
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self, illness, trauma, substance misuse and recovery, and scars and body art (Hall & Powell, 

2011).  A narrative study affords a deeper understanding into the patient’s perception or 

understanding of their experiences.  According to Hall and Powell (2011), narrative inquiry 

research using “mental-health-related cases and events will strengthen the preparation of new 

generations of mental health nurses” (p. 8).  This directly correlates with the assumptions of the 

present study using narrative inquiry to elicit the experiences of novice nurse in disasters to help 

prepare undergraduate student nurses for future disaster responses.    

Nursing narrative inquiry studies with vulnerable populations have provided participants 

the opportunity to share experiences, attribute responsibility or blame, and come to terms with 

their vulnerability (Holloway & Freshwater, 2007).  Participants who have become vulnerable 

from chronic pain or illness have been given voice through nursing research using narrative 

inquiry.  Narrative inquiry gives the participant “power to define their own bodies, identities and 

experience, rather than having their reality shaped by others” (Holloway & Freshwater, 2007, p. 

708), which is essential with vulnerable populations.  Research using narrative inquiry in 

vulnerable populations assists in providing potential understanding of the participant 

perspectives in dealing with their illness much like the present study provides perceptions from 

the novice nurse who has responded to a disaster situation.  

Narrative Inquiry in Nursing Education 

Narrative inquiry provides contributions to the body of research in nursing education 

through the actual reflective experiences of nurses that directly supported the utilization of this 

method in the present study.  Narrative inquiry allows the researcher to see things at a point in 

time.  Lindsay (2006) contended that “narrative inquiry in nursing education research brings 

together ontology and epistemology” (p. 44).  Basically, this means narrative inquiry provides a 



 

21 

 

tool for the researcher to look for the source of knowledge from the perspective that the nurse or 

participant is a relational being in social contexts.  A narrative story allows a nurse or participant 

to reflect on experiences in social situations to see their part in the situation and “discern the 

consequences” of actions which benefits education by providing insight into the practicing nurse 

or patient experience (Lindsay, 2006, p. 44).   

History and Evolution of Disaster Nursing 

 Disaster nursing originated with the work of Florence Nightingale (Fee, 2010).  

Throughout history nurses have been and are essential to disaster response.  The nursing 

profession has served as an integral part in the response and recovery process of disaster events.  

This section includes a discussion of the history and evolution of disaster nursing and public 

health EP.   

Florence Nightingale in the Crimean War 

 The casualties of war create an atrocious manmade disaster situation.  Florence 

Nightingale’s work during the Crimean War was instrumental to public health and nursing (Fee, 

2010).  Nightingale fought the military establishment for sanitary conditions for the soldiers, and 

her work marked the beginning of nursing during disasters.  She cared for the soldiers at night 

after the officers, who opposed her, had left the hospital.  Earning her the title “lady with the 

lamp” (Fee, 2010, p. 1591).  Before her efforts, more soldiers were dying from infectious 

diseases than from their battle wounds.   

History of Disaster Nursing in the United States 

 Clara Barton, founder of the American Red Cross (ARC), dealt with many of the same 

challenges during the U.S. Civil War that Nightingale had previously experienced during the 

Crimean War.  While Barton had no formal nursing training, her work was instrumental to 
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disaster nursing through the formation of the ARC (Schmidt, 2004b).  In both the U.S. and 

England, nurses had to prove their worth in disaster response and the International and American 

Red Cross helped to give credibility to nurses serving during times of need (D’Antonio & 

Whelan, 2004; Fee, 2010).  Nurses responded to the Jacksonville, Florida, Yellow Fever 

Epidemic of 1888 and the Johnstown Flood of 1889, much to the skepticism of other disaster 

responders.  Historically, the role of nursing has evolved and is now viewed indispensable 

through responses to hurricanes, earthquakes, pandemics, race riots, fires, and terrorist attacks 

(D’Antonio & Whelan, 2004).   

Public Health:  Impact of Anthrax 2001, Terrorist Attacks September 11, 2001  

 There was a significant impact on the public health infrastructure following the terrorist 

attacks occurring in 2001.  Prior to 2001, very few nurses were trained formally on disaster 

response or EP (Littleton-Kearney & Slepski, 2008).  Governmental entities realized the neglect 

of the public health system and its inability to respond appropriately to catastrophic events such 

as the 2001 anthrax letters or terrorist attacks of September 11
th 

of that year.  Upon this 

realization, the federal government poured money through bioterrorism and EP grants to help 

states meet the challenges of a changing and vulnerable world.  The programs were initially 

geared toward bioterrorism and the Strategic National Stockpile (SNS).  Planning efforts 

continued progressing from strictly bioterrorism toward expanding to catastrophic pandemic 

influenza (PI) preparations.     

Pandemic Influenza 

The response for a PI event would involve every aspect of the local community.  

Availability of resources would be limited and it is imperative that every community prepare to 

be self-sufficient.  The task of preparing for such a dire circumstance has been enormous.  All 



 

23 

 

agencies have been required to work together to formulate plans and share best practices.  The 

World Health Organization (WHO) (2006), CDC, and the U.S. Department of Health and 

Human Services (HHS) (CDC & HHS, 2007) have required states to prepare a PI response on all 

levels.  The WHO strategic plan provided the beginning basis for the start of PI planning efforts.  

This plan included five major strategic actions including the following:  1) “reducing human 

exposure to H5N1; 2) strengthen the early warning system; 3) intensify rapid containment 

operations; 4) build capacity to cope with a pandemic; and 5) coordinate global scientific 

research and development” (WHO, 2006, p. 2).  The PI planning efforts were essential for 2009 

H1N1 response, but local, state, and federal officials soon realized the importance of movement 

toward an all-hazards planning approach (Khan, 2011).       

Current Public Health and All-Hazards Emergency Preparedness 

As planning progressed and responses to natural disasters such as Hurricane Katrina 

occurred, the need was evident for the public health response to progress into an all-hazards 

approach.  Historically, the Federal Emergency Management Agency (FEMA) has used the four 

stages of a disaster response: preparedness, mitigation, response, and recovery.  FEMA is 

currently using the Preparedness Cycle for development of Emergency Operations Plans (EOP) 

to assure a community response to a disaster will be adequate including plan, organize/equip, 

train, exercise, and evaluate/improve.  The planning process allows a community or agency to 

visualize how they would respond and is essential to disaster response (FEMA, 2010).   

The National Response Framework is the overarching outline on the federal level for the 

EOP.  Emergency responses are coordinated on federal, state, and county levels in what is 

referred to as Emergency Support Functions (ESF) (FEMA, 2014).  Each agency is the lead 

agency for a set portion of the emergency response.  The Alabama Department of Public Health 
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(ADPH) is the lead agency for coordinating the medical response, or ESF 8, in emergencies for 

the state of Alabama (ADPH, 2011b; AEMA, 2012).  Public health nurses are required to 

respond to emergencies that require them to have additional disaster training for a potential 

response (ADPH, 2011b; Baldwin, LaMantia, & Proziack, 2005; Chiu et al., 2011).  Regional 

planning with healthcare facilities and state agencies is essential to prepare for a catastrophic 

mass casualty incident (MCI) that could occur during a disaster (IOM, 2009, 2012; Rubinson et 

al., 2005). The Joint Commission (TJC) requires accredited healthcare facilities to maintain a 

level of emergency preparedness training and exercises for staff.  Outlining volunteer and 

healthcare worker responsibilities is considered a critical part of TJC Emergency Management 

(EM) standards (ADPH, 2009, 2011a, 2011b; McCollum & Berkeley, 2012; TJC, 2014).  While 

there have been tremendous strides in public health emergency preparedness, “communities 

worldwide were still challenged by shortcomings in communication; access to reliable 

information; access to quality care; health-care worker skills, quality, density, and distribution; 

access to essential medicines; and poor organizational infrastructure for emergency response” 

(Khan, 2011, p. 956). The present study addressed the need for improvement in health-care 

worker skills. 

Disaster Curriculum in Nursing 

 While disaster curriculum is deemed important in undergraduate nursing, a gap remains 

between education and exactly what is expected of nurses responding to a disaster (Duarte & 

Haynes, 2006; Littleton-Kearney & Slepski, 2008).  Nurses play a significant role in the response 

and recovery phases of the disaster, but to function adequately they need to be prepared with the 

basic knowledge and skills to respond (Baack & Alfred, 2013; Khalaieh et al., 2011; Smith, 
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2007; Weeks, 2007).  This section will describe and explore the literature in regard to the basis 

and importance of nursing disaster curriculum. 

Basis of Disaster Curriculum 

Three current textbooks were reviewed: two community health textbooks with chapters 

regarding nursing in disasters (Hughes & Maurer, 2013; Summerlin, 2011) and one advanced 

disaster practice for disaster content (Veenema, 2013).  All textbooks included definitions of 

disasters and stressed the importance of response.   However, the basic disaster terminology was 

inconsistent in all three textbooks.  The use of ESF terminology, which is standard in disaster 

response (FEMA, 2010), was only mentioned in the advanced practice textbook (Veenema, 

2013).  Basic undergraduate nursing competencies were not mentioned in the two community 

health books; however, the need for developed competencies was discussed in an entire chapter 

of the advanced practice book with consensus noted for the need of all nurses to be proficient in 

regard to personal preparedness and knowledge of institutional emergency plans (Speraw & 

Persell, 2013).    

 Challenges of functioning in a disaster response.  Disaster response requires many 

agencies to work together in the response, which can be extremely challenging (ADPH, 2011b; 

AEMA, 2012; Weeks, 2007; May & Bigham, 2012; FEMA, 2013b).  A disaster has many 

different facets and requires a nurse to collaborate with other healthcare providers and first 

responders that are outside their scope of normal clinical operations (AACN, 2008; FEMA, 

2013b; Duarte & Haynes, 2006; Kaplan et al., 2012; Quality and Safety Education for Nurses 

(QSEN), n.d.; Rubinson et al., 2005; Weeks, 2007).  Nursing is a caring profession, and in 

disaster situation, most nurses want to help in the response.  The urge to respond in a disaster is 

ideal, but spontaneous volunteers without disaster training can be significant problem in disaster 
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response (Duarte & Haynes, 2006; Points of Light Foundation & Volunteer Center National 

Network, n.d.; Schmidt, 2004a).  Providing a standard level of disaster preparedness to all nurses 

in undergraduate programs will help ease the problem of unprepared volunteers.    

Basic disaster response competencies.  The need for basic EP competencies for 

healthcare providers was a common theme in the literature (AHRQ, 2005; ASPH, 2010; Baack & 

Alfred, 2013; Chiu et al., 2011; Duarte & Haynes, 2006; Gebbie, 2010; Gebbie & Qureshi, 2002; 

Johnson et al., 2012; Littleton-Kearney & Slepski, 2008; Slepski, 2007; Speraw & Persell, 2013).  

The National Organization of Nurse Practitioner Faculties (NONPF) has developed disaster 

competencies for the advanced practice RN (APRN) (NONPF, 2007) and has suggested that 

educators interlace disaster content throughout the curriculum due to the overload of required 

content.  The WHO (2008) developed basic competencies for the undergraduate curriculum 

including the following:  (a) ethical and legal issues and critical thinking; (b) principals of care; 

(c) needs assessment and planning; (d) nursing care; (e) safety and security; (f) communication 

and interpersonal relationships; (g) public health; and (h) health care systems and policies in 

emergency situations.  WHO (2008) also recommended faculty should be trained to teach EP 

content within the undergraduate curriculum.   

Experience is considered the basic cornerstone for preparedness among responders 

(Khalaieh et al., 2011).  One recommendation from experts in the field of EP was a tiered-level, 

disaster curriculum in which the undergraduate nurses are required to have minimal 

competencies for a potential response (Duarte & Haynes, 2006).  There has been some work by 

the Agency for Healthcare Research and Quality (AHRQ) (2005) and WHO (2008) regarding 

competencies, but training materials remain unavailable (Chiu et al., 2011).  The Association of 

the Schools of Public Health (ASPH) has developed basic public health competencies for mid-



 

27 

 

level workers, but these are specific mid-level public health workers who are required to respond 

during public health emergencies (ASPH, 2010).  The AACN and QSEN also called for basic 

competencies in public health, teamwork, and interdisciplinary care (AACN, 2008; AACN, 

2013; QSEN, n.d.) and disaster response (AACN, 2008; Kaplan et al., 2012).  Kaplan et al. 

(2012) developed a simulation to train students based on the CDC Bioterrorism and Emergency 

Preparedness for Public Health Workers (2002).  The American Medical Association (AMA) 

National Basic Disaster Life Support Course (BDLS) (AMA, 2007) has also been available to 

train nurses on disaster response.  While there has been work to develop competencies and the 

importance of disaster curriculum is underscored, a significant gap remains between basic 

standards for EP curriculum and the undergraduate nurse. 

Lessons learned and personal accounts of disaster response.  Lessons learned are 

essential to continue to improve disaster response (FEMA, 2013b; May & Bigham, 2012; 

Slepski, 2007; Weeks, 2007), the nursing profession, and nursing education (Benner et al., 1996, 

2009; 2010).  In a personal account from an actual disaster response, Weeks (2007) stressed the 

importance of pre-planning efforts and pre-disaster training of nursing volunteers.  Weeks 

coordinated the American Red Cross (ARC) shelters in Fort Worth, Texas, during the Hurricane 

Katrina response and also served as faculty at a local university’s school of nursing.  In the 

response, the community housed a total of 28,499 evacuees in 27 shelters.  The account included 

lessons learned in the response including the following: (a) maintaining flexibility; (b) 

importance of preplanning; (c) establishment of chain of command; (d) coordination of efforts; 

(e) communication; (f) processes for selecting volunteers; (g) establishment of a supply chain; 

(h) establishment of routine; (i) importance of caring for responders; (j) importance of special 

needs arrangements; (k) HIPPA; (l) travel considerations; (m) safety precautions; and (n) 
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continuation of care of evacuees after they leave the shelter.  As a result of this disaster, the 

school of nursing where Weeks worked integrated the ARC (1997) Disaster Health Services 

Protocol course into their curriculum.   

May and Bigham (2012) provided their account from the Tuscaloosa, Alabama, response 

to the EF 4 tornado that decimated the community.  The authors stressed the importance of 

preplanning efforts in the hospital and community.  The account included recommendations for 

setting up a post-disaster mobile medical clinic where student nurses were utilized in the 

response.  The student nurses were required to work as civilian volunteers unless a faculty was 

present in the clinic.  Key lessons learned from the experience were the importance of 

communication, following the nurse practice act in regard to scope of practice, utilizing social 

networking, and maintaining flexibility.    

Slepski (2007) conducted an exploratory descriptive survey of healthcare workers of 

varied disciplines who responded to Hurricane Katrina or Rita in an attempt to determine the 

participants’ perceptions of EP competencies.  In the sample, 94% of the participants had 

responded as a team either for the National Disaster Management System (NDMS) or U.S. 

Public Health Service (USPHS).  Both NDMS and USPHS workers are required to take a 

number of courses specific to disaster response before responding as a team member (U.S. 

Department of Health & Human Services (HHS), 2013a, 2013b).  Of the participants in the 

sample, 40% reported this as their first response; however, of the sample of 200, only 11 

participants had not received some sort of team disaster training.  First-time responders reported 

feeling unprepared to deal with the enormity of the disaster and how the responding agencies 

worked together in the response.  The novice responders recommended the following: (a) 

remaining flexible; (b) understanding the importance personal preparedness requirements and 
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self-care; (c) training on the National Incident Management System (NIMS) and the National 

Response Plan (NRP); and (d) understanding how to respond with limited medical resources.   

 American Red Cross. The ARC has been instrumental in providing disaster relief 

services as well as training for nurses and other first responders (ARC, 1997).  Recently, ARC 

has created a training that is targeted to nursing students so they can be prepared for a potential 

disaster response (Disaster Resistant Communities Group LLC, 2013).  The content of this 

program was intentionally not reviewed prior to data collection or analysis so a comparison 

between the training and the study findings could be discussed in Chapter V.   

Importance of Disaster Curriculum 

 In 2008, the Association of Community Health Nursing Educators (ACHNE) published a 

white paper outlining the importance of undergraduate disaster curriculum content, listing 

competencies that should be included by nurse educators (ACHNE, 2008).  AACN also issued a 

report in 2001 that called for basic disaster competencies that led to the development of 

International Nursing Coalition for Disaster Preparedness Education (INCMCE) (Chiu et al., 

2012; AACN, 2001).  INCMCE is currently referred to as Nursing Emergency Preparedness 

Education Coalition (NEPEC) (2003) and was coordinated by Vanderbilt University School of 

Nursing and is geared toward MCI.  Due to lack of funding, the project is at a standstill and 

learning modules are open, but not kept up to date; therefore, the program does not include 

current correct EP terminology.  The NEPEC is a good resource; however, the content in the 

modules is based on “subject matter experts” and makes no mention of civilian nurses’ 

experiences (NEPEC, 2003, para. 5).  Several studies recommended using the INCMCE as a 

potential model or guide for curriculum development (Duarte & Haynes, 2006; Khalaieh et al., 

2011; Littleton-Kearney & Slepski, 2008; Slepski, 2007; Smith, 2007). Smith (2007) discussed 
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the importance of incorporation of disaster content in associate degree nursing curricula and 

argued the most essential aspects for disaster curriculum are problem-solving and critical 

thinking skills.  The online disaster course that was created utilized a critical thinking approach 

through case studies and online peer discussions for disaster-related content based on 

recommendations from the INCMCE.   

Schmidt et al. (2011) conducted an exploratory quantitative study in conjunction with the 

National Student Nurses Association (NSNA) to determine the level of disaster preparedness of 

nursing students of which 95% of the participants thought that EP education should be a part of 

their curriculum.  Findings were troubling and indicated a “general lack of (disaster) 

preparedness” and that students were unaware of disaster plans in their nursing programs or 

clinical sites (Schmidt et al., 2011, p. 382).   

 Duarte and Haynes (2006) conducted a qualitative study of three experts trained in mass 

casualty response and disaster preparedness regarding methods for developing and essential 

information needed for undergraduate nurses’ disaster curriculum.  The study highlighted a gap 

between nursing school curricula and nurses perceptions of disaster response.  Themes yielded 

from the study included the following:   

1) passion for the topic; 2) willingness to share; 3) need for multidisciplinary education; 4) 

need for legislative and governmental collaboration; 5) flexibility; 6) a minimal set of 

mass casualty competencies taught in every school of nursing; and 7) the need to expand 

curricula and programs of disaster preparedness education. (Duarte & Haynes, 2006, p. 

54) 

 

One expert quote in the study struck this investigator:  “There is a lot of content out there and 

some nurses need all of it and some nurses need some of it” (Duarte & Haynes, 2006, p. 55).   

The present study sought to determine the knowledge needed for the nurses that “need some of 

it” through the development of minimal competencies for nursing disaster curriculum. 
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 Khalaieh et al. (2011) conducted a study measuring the Jordanian nurses’ perceptions of 

their level of disaster management knowledge, skills, and preparedness.  Using a randomized 

sample from hospitals, the researchers conducted a cross-sectional survey using a Disaster 

Preparedness Evaluation Tool.  From the 474 hospital nurses responding, a majority of the 

participants reported moderate to low levels of disaster preparedness.  Only one third of the total 

responding received disaster education in their undergraduate program.  The findings revealed 

that registered nurses (RN) were willing to participate in disaster preparation, but had not been 

afforded the opportunity for planning or training within their community.  Two thirds of the 

participants thought integration of disaster management into undergraduate nursing curricula was 

a necessity for preparedness efforts.  Half of the participants were not aware of the local disaster 

contacts in their community.  The researchers recommended increased disaster knowledge, 

preparedness, and skills by using a consistent national undergraduate nursing disaster 

preparedness curriculum that directly supported the need for the present study. 

  Littleton-Kearney and Slepski (2008) have provided an overview of the progress of the 

inclusion of emergency preparedness content for all levels of nurses.  Their article outlined the 

present state of emergency preparedness education and included the following recommendations 

for future research:  (a) studies to test the efficacy and retention of emergency preparedness 

content, (b) roles of responders, (c) capacity levels, and (d) “standardized and consistent with 

mutually agreed upon doctrine and measurable, resulting in integrated emergency preparedness 

education” (Littleton-Kearney & Slepski, 2008, p. 108).  The article contained many resources, 

but absent were actual experiences from nurses who responded in disasters. 

Difficulties in providing disaster experience for students.  Disaster simulation is a 

great tool for helping the student bridge the gap between disaster theory and practice (Carter & 
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Gaskins, 2010; Chiu et al., 2012; Duarte & Haynes, 2006; Kaplan et al., 2012; Khalaieh et al., 

2011).  Disasters do not occur every day and actual real life experiences are limited (CDC, 2013; 

FEMA, 2013b; Kaplan et al., 2012; Johns Hopkins Bloomberg School of Public Health, 2013).  

Only 11% of RNs in a study conducted in Jordan had actual disaster experience (Khalaieh et al., 

2011).  Baack and Alfred’s (2013) study found an increase in confidence in nurses who had 

actually responded in a disaster and recommended consistent training and more drills.  Drills and 

mock disasters can fill the gap giving simulated disaster experiences for students and practicing 

nurses (Carter & Gaskins, 2010; Kaplan et al., 2012; Khalaieh et al., 2011), but are difficult to 

provide and are not offered routinely (Chiu et al., 2012).   

Emergency preparedness nursing research.  Avenues for disaster nursing research 

were outlined in a chapter in the advanced practice textbook (Veenema, 2013; Lavin et al., 

2013).  While the authors of the research chapter noted that there were previous studies that 

focused on personal accounts of responding nurses, they recommended future disaster research 

to (a) determine suitable educational content; (b) explore the role and preparation of civilian 

nurses responding; (c) be conducted by nurse researchers; (d) address readiness competencies; 

(e) discern how differing levels of nursing expertise could be utilized in response; and (f) utilize 

qualitative methodology “wherein actual response activities are observed” greatly enhancing 

“current knowledge and provid(ing) evidence to drive policy” (Lavin et al., 2013, p. 771).  

Outcomes of disaster content must be researched to provide validity to EP curriculum 

(Lavin et al., 2013; Littleton-Kearney & Slepski, 2008).  In an integrated literature review by 

Johnson et al. (2012) focusing on the knowledge and skills of military healthcare providers 

caring for children in disaster, they found the following themes:  (a) identification of education 

and training gaps for health care curricula; (b) identifying who is qualified to teach roles for 
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work in disaster, humanitarian and civic assistance; (c) review of military operations; (d) 

reporting of care provided during disaster response; and (e) what skills are utilized during 

disaster response.  While this study was specific to military operations, analyzing the lived 

experiences from nurses who have responded to a disaster in the present study builds on these 

recommendations through identification of education and training gaps for health care curricula 

for civilian nurses’ disaster responders and nursing skills needed for use in a disaster situation.  

Summary 

There is a need for emergency preparedness content in the undergraduate nursing student 

curriculum (Duarte & Haynes, 2006; Littleton-Kearney & Slepski, 2008; Smith, 2007).  The 

same is true for the preparedness of public health personnel (Baldwin et al., 2005; Chiu et al., 

2011).  Two studies reviewed success in using simulation to provide emergency preparedness 

content (Carter & Gaskins, 2010; Kaplan et al., 2012).  The data were inadequate on emergency 

preparedness content based on the actual experiences of nurses (May & Bigham, 2012; Slepski, 

2007; Weeks, 2007).  The present study builds on the theories (Benner et al., 1996, 2009, 2010) 

of novice to expert, experiential learning, and using real life situations to develop the student’s 

sense of salience.  The consequent narrative inquiry study data created new knowledge based on 

actual experiences of novice nurses that will enhance disaster curriculum while fulfilling the 

recommendations and addressing gaps noted in the literature. 
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CHAPTER III: 

METHODOLOGY 

The need for development of disaster content in nursing undergraduate curriculum and 

the continued debate over what content should be included were noted in the review of the 

literature (Duarte & Haynes, 2006; Kahalaieh et al., 2012; Littleton-Kearney & Slepski, 2008; 

Slepski, 2007; Smith, 2007).  EP content based on the actual experiences of novice nurses 

working in disaster was inadequate.  To address these gaps in the literature, this investigator 

posed the following research questions:  1) what are the experiences of nurses who have 

responded for the first time to actual disasters in community shelters or temporary medical 

clinics; and 2) how can those experiences translate into a working disaster curriculum for 

undergraduate and practicing nurses?  Narrative inquiry is a method used to learn from people’s 

stories (Clandinin, 2007; Hoogland & Wiebe, n.d.).  The purpose of the study was to describe the 

lived experience of nurses who have worked in community disaster shelter or temporary medical 

clinic for the first time.  The goal of the analysis was to find new meanings, suggesting content to 

prepare student nurses for disaster response.  The study included a purposeful sample of nurses 

who responded to a disaster in a community shelter or temporary medical clinic for the first time.   

Conceptual Framework 

Connections between the purpose of the study and significance of the findings to the 

nursing profession are explained through the conceptual framework (Marshall & Rossman, 

2011).  The conceptual framework for this study was based in the work of Benner et al. (1996, 

2009, 2010) with regard to novice to expert theory, experiential learning, critical reasoning, and 
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using real life situations to develop the student’s sense of salience.  Nursing students and nurses 

need time with experts along with experience in the field in order to grasp theory and acquire 

skills necessary to make qualitative inferences.  Benner et al. (1996, 2009, 2010) noted that 

nursing education has been focused on critical thinking, overlooking the importance of the 

emotional aspects of learning, including the courage to learn from one’s mistakes.  Critical 

thinking is a part of clinical reasoning that leads to the overall development of a nurse’s sense of 

salience.  It is extremely important to admit and learn from successes and failures and 

incorporate such lessons in the curriculum.  Failures should be approached as a challenge to 

better oneself.  The nurse educator should be open to learning and seeking the best evidence for 

the phenomena while having the courage to admit they do not know all the answers.  This 

courage implies the expert nurse educator or nurse must be open to continued learning.  A 

conceptual or theoretical framework helps “describe abstract phenomena that occur under similar 

conditions” (Rudestam & Newton, 2007, p. 6).  The phenomenon of this study is what 

knowledge is needed to respond to a disaster for the first time.  An expert educator or nurse can 

learn a lot from a novice by seeing the disaster response through eyes that are not tainted by 

multiple experiences, giving a clearer picture of what exactly a novice nurse needs to respond to 

a disaster.       

Qualitative Research Design 

Qualitative methodology is often utilized in the social sciences to describe phenomenon 

of interest (Marshall & Rossman, 2011).  The qualitative researcher seeks to understand an 

individual’s interpretations of an experience.  Characteristics of qualitative research are use of (a) 

real world experiences; (b) humanistic and interactive methods; (c) context for focus; (d) 

emergent and evolving themes; and (e) interpretive examination (Marshall & Rossman, 2011).  
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Many methods are employed to conduct qualitative research such as case studies, 

phenomenology, narrative inquiry, grounded theory, and ethnography.  In a qualitative study, the 

researchers look through a theoretical lens at the phenomena to decide what method is best for 

examining the chosen topic (Creswell, 2007).  This study utilized the narrative inquiry approach 

to explore the phenomena of nurses’ experiences in a disaster for the first time.  Clandinin (2007) 

noted that “expert-novice research reveals the ways in which a deep understanding of the 

particular form(s) the basis for valuable and insightful action in virtually all settings” (p. 30), 

which directly correlates with the Benner et al. (1996, 2009, 2010) theoretical framework.   

Narrative Inquiry Interview Approach 

 Narrative inquiry was the method used to record stories from novice nurses who 

responded in community disaster shelters.  The processes of phenomenology and narrative 

inquiry are quite similar.  However, there is a difference between the two methods that is the 

reason for this investigator’s choice of narrative inquiry.  In narrative inquiry, the method 

outlines the importance of the relationship between the researcher and participant and the 

researcher and researcher interpretations are viewed as a part of the research.  In 

phenomenology, the researcher takes a more distant role in the research (Clandinin, 2007; 

Lindsay, 2006).  Also from a constructivist/interpretive worldview, there is little separation 

between the investigator and participant; both of their intentions and interpretations are important 

to the study.   

Narrative inquiry involves a dialogue and structured analysis of the meaning. The 

narrative can be used to understand a transitional point in someone’s life or to frame an event 

that was “disruptive” and “unexpected life change” (Hall & Powell, 2011, p. 1). In nursing 

practice, a narrative can elucidate the “transfer of knowledge among nurses via clinical 
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narratives…providing a way for novices to hone their situation-specific skills and clinical 

wisdom” (Hall & Powell, 2011, p. 1).  Narrative inquiry provided a methodological tool to 

explore the beginning stage of functioning in a disaster situation through the eyes of the novice 

nurse working a disaster shelter.  The stories of these novice nurses can provide “clinical 

wisdom” for undergraduate nursing students through actual experiences, enhancing disaster 

curriculum (Hall & Powell, 2011, p. 1).    

Narrative inquiry has been utilized to enhance curriculum through studies of health 

experiences of older persons (Lindsay, 2011), transformative learning in associate degree nursing 

students (Kear, 2012), and understanding the teaching-learning experiences during a nursing 

student’s practicum (Lindsay & Smith, 2003).  The narrative stories provide awareness into the 

studied experiences providing the nurse educator with tools to enhance the student experience 

and understanding of the population studied.  This use of narrative inquiry in nursing education 

directly correlated with this study of exploring the experiences of the novice nurse responding in 

a disaster situation to enhance undergraduate nursing curriculum to prepare them for a potential 

disaster response.    

Clandinin (2007) recommended the following steps for the narrative inquiry interview:  

(a) the narrator will reflect the theoretical framework; (b) techniques will include conversations 

and semi structured interviews; (c) field notes and semi structured observations; and (d) use of a 

narrator feedback with structured and open-ended analysis.  In addition, Clandinin identified 

eight key principles when conducting a narrative inquiry studies: (1) trust and listing 

nonjudgmentally; (2) structure or scaffold conversations; (3) encourage discussion on difficult 

topics; (4) “allow emergent purposes for the conversation to develop;” (5) value different styles 
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of dialogue; (6) articulate the learning that transpires during the conversation; (7) realize 

assumptions; and (8) acknowledge issues of “power-in-relationship” (Clandinin, 2007, p. 166).  

Sample 

The participants in the study were nurses who worked in a shelter or temporary 

community medical clinic during a disaster response for the first time.  Participants from 

different types of disasters (such as tornado, hurricane, flooding) were included.  Participants 

were purposively selected based on their participation in which they served as a nurse in an 

American Red Cross (ARC) or community run shelter or temporary medical clinic after a 

disaster.   

Participants 

 Inclusion criteria was nurses who worked at least one shift during disaster response in a 

shelter open for more than two days.  This response must have been the nurse’s first and only 

experience working during a disaster.  Only registered nurses (RN) were included.  The 

participants in the study were in the age range of 19 years and older.  Gender and ethnic 

background were not an inclusion or exclusion factor in this study.  Public health nurses who 

worked in ADPH Medical Needs Shelters were excluded from the study due to their specific role 

in response to disasters.  Most state departments of public health are the lead agencies for 

coordinating the medical response in emergencies for the state and staff are required to respond 

during departmental responses to emergencies for which they have been specifically trained 

(ADPH, 2011b).  Therefore, public health nurses have a different perspective in disaster response 

compared to civilian volunteer nurses who respond in the ARC or community run shelters or 

temporary medical clinic. 
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Recruitment 

 Participant access and recruitment was in cooperation of the local hospitals where many 

of the nurses regularly work.  Staff from ADPH and ARC were also utilized to help with 

recruitment.  This investigator requested contact information on employees within these lead 

agencies to help identify potential participants.  Identified potential participants were sent an 

email or postal service letter inviting them to participate in the study.  The invitation letter is 

included in this proposal as Appendix A.  A recruitment flyer, listed as Appendix B, was 

displayed in local hospitals.  The DCH Regional Medical Center internal electronic newsletter 

“The Monitor” was originally designated for use for recruitment, but was not used because the 

head of nursing instead sent the recruitment notification and flyer directly by email to all of the 

nurse managers in the facility to recruit participants.  During interviews with participants, this 

investigator used a snowball technique of recruitment by asking participants to recommend other 

potential study participants which led to three of the interviewed participants.  The interviewed 

participants were given the choice of a) providing other participants the investigator’s contact 

information or b) providing the investigator the potential participant’s contact information so the 

investigator could send an invitation to participate by email or letter.  A narrative inquiry study 

requires the researcher to focus on small number of participants to enhance the uniqueness of 

each story (Hoogland & Wiebe, n.d.; Kear, 2012).   The investigator recruited and interviewed 

ten registered nurses (RN) for this study.  Ten participants were chosen as the sample based on 

other narrative inquiry studies noted in the literature. 

Ethical Considerations  

Throughout the study, this investigator employed tactics to establish trustworthiness of 

the discovered data.  Research must always respect the participant, be conducted by a competent 
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researcher, and allow the participant to withdraw at any time during the study (Clandinin, 2007; 

Creswell, 2007, 2009; Glesne, 2011; Marshall & Rossman, 2011; Rudestam & Newton, 2007; 

Yow, 1994).   

Risks  

Disasters are often viewed as traumatic experiences, and responders reliving the 

experiences can often be disturbed.  Because of this risk, the researcher had a certified counselor 

available for referrals, which none of the participants requested.  Outside of potential emotional 

distress from reliving the experience, the study posed minimal risk to the participants.    

Institutional Review Board Approval  

The purpose of The University of Alabama (UA) Institutional Review Board (IRB) is to 

ensure safe and ethical treatment of human subjects during a research study.  IRB approval is 

required federally and by the university for all studies that are sponsored by UA (UA, 2007).  

This study was deemed non-medical.  UA IRB approval was obtained prior to any participant 

interviews.  The letter of IRB approval is located in Appendix C.   

Informed Consent 

Informed consent was obtained prior to each interview.  The informed consent included 

the following: (a) who is conducting the study; (b) why they were singled out for participation; 

(c) the time commitment; (d) expected benefits; potential risks; (e) explanation of the study and 

offer to answer any questions; (f) explanation that participation is voluntary; (g) a copy of the 

consent form to keep for their records; (h) advisement of incentive; (i) explanation of limits of 

confidentiality; and (j) potential debriefing (Rudestam & Newton, 2007).  The consent form is 

included in this proposal as Appendix D.    
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Confidentiality 

In this study, the participant’s identity and confidentiality were maintained through an 

alias.  To ensure anonymity, the researcher conducted coding and analysis of all interviews.  

After data analysis, the researcher protects the anonymity of the participants and ensures that the 

data will not become misappropriated by another researcher.  The ethical implications also apply 

to dissemination of findings in publication or presentation (Creswell, 2009).  In potential 

publications, participants will be referred to as RNs in the southeastern United States to maintain 

anonymity.  Only this investigator has access to the study data.  The data from this study will be 

maintained for three years in a locked cabinet in this investigator’s secured office and then all 

documents will be shredded or destroyed by the investigator.   

Researcher Positionality 

The researcher utilized reflexive bracketing to identify potential bias and interpret the 

data objectively.  The process of bracketing required the researcher to identify any relevant 

personal feelings and preconceptions that could influence the objectivity and validity of the study 

(Ahern, 1999).  Following the interpretivist perspective, this investigator acknowledges many 

different understandings of reality that color the understanding of phenomena and one’s 

approach to educating students.   

The impact of September 11, 2001, led to a sharp turn in this investigator’s nursing 

journey, starting a role in Emergency Preparedness in 2002 as a Surveillance Nurse Coordinator, 

which evolved into a state level position as a Hazard Vulnerability Nurse Coordinator.  In these 

roles, education has been the focus of this investigator’s career; working in shelters and 

collaborating with various agencies, citizens, nurses, first responders, and healthcare workers.  

Personal experiences with Hurricane Katrina and the Tuscaloosa tornadoes made this 



 

42 

 

investigator realize how important training is for nurses and since becoming a nurse educator, 

appreciating the importance of a good foundation through preparation of the curriculum for the 

undergraduate nurse.    

In August 2011, the door opened for this investigator to become a nurse educator and to 

share a love of nursing, emergency preparedness, and public health at The University of 

Alabama (UA) Capstone College of Nursing (CCN).  There are many ways to teach and some 

are better than others and a particular pedagogy cannot be viewed as absolutely right in 

comparison to another (Creswell, 2009).  Nurse educators have so much to consider because 

nursing as a profession is extremely complex and all students are different. Thus, nurse educators 

should be in constant search of a better way to prepare future generations of nurses, realizing 

there are many ways to approach instruction.  This investigator believes it is important that 

students see personal relevance in the content they are learning.  Challenging students and 

relating the curriculum to real world events are key.   

Validity and Trustworthiness  

This investigator employed the following tactics to establish trustworthiness and validity 

in the study: (a) acknowledgment of researcher biases and subjective judgments; (b) prolonged 

engagement with the data; (c) verification of data with the participants; (d) using verbatim 

illustrations from the participants (Sanders, 2003); and (e) reflexive bracketing (Ahern, 1999).  

All participants were emailed and allowed to review the transcription for content validity.  A 

second email was sent to each participant with their brief description and overall themes derived 

from the interview analysis.  The participants were also given the option of debriefing along with 

an explanation of the study’s findings to which none of the participants chose to partake.  Using 

the narrative inquiry process allowed this investigator to critically examine the novice nurses’ 
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experiences and the investigator’s personal experiences along with other expert nurses noted in 

the literature to find new meanings to help others prepare for disaster response (Clandinin, 2007; 

Marshall & Rossman, 2011).  The collaborative process of narrative inquiry gives “the narrator 

full voice” and “permits both voices to be heard” (Marshall & Rossman, 2011, p. 153).  The 

researcher must be open to a new level of understanding (Clandinin, 2007; Creswell, 2007, 2009; 

Glesne, 2011; Marshall & Rossman, 2011; Rudestam & Newton, 2007).  This investigator 

agreed with Burleson (2012) that in research one should know “how one came to those thoughts 

of traditional rationality and if one ventures into the thought that there is a different way of 

coming to know.”  The researcher is a part of the research and should not be considered a 

spectator, but a participant.  Therefore, to increase validity the researcher must state, understand, 

and analyze data using reflexive bracketing to assure biases do not influence the findings (Ahern, 

1999).  

Data Collection 

The study began with audiotaped interviews that were conducted from a sample of nurses 

who responded in disaster shelters or temporary medical clinics during their initial emergency 

response.  A preliminary telephone screening was conducted before admission into the study to 

determine if the potential participant met the inclusion criteria.  The telephone screening script 

and questions are listed in this proposal as Appendix E.  Interviews that lasted 45 to 80 minutes 

were conducted with the participants with the possibility of a second interview lasting 10 to 15 

minutes for clarification, if needed.  No second interviews were needed, but slight clarifications 

were needed from five participants who were contacted by phone or email.  Each interview was 

digitally recorded.   
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Setting 

 Participants were recruited from the southeastern United States from the states of 

Alabama, Florida, Georgia, Louisiana, Mississippi, and Tennessee.   Interviews were conducted 

in the location of the participant’s choice.  The setting was selected to ensure the environment is 

conducive to protect the participant’s privacy and confidentiality.  Refreshments and comfort 

measures were provided during all interviews.  The participants were given a $20 VISA gift 

card, funded out-of-pocket by the investigator, as compensation for their participation after the 

interview was completed.  

Interview Questions 

The interview questions are listed in the Appendix F.  This investigator used an open-

ended interview style where the participants led the topics.  There were slight deviations from the 

interview questions, but all explored topics were participant driven.    

Decision Trail and Field Notes 

In the beginning and during the entire analysis process, a decision trail was created to 

provide an auditable account of the data collection and analysis process.  The decision trail 

included this investigator’s role as the researcher along with thoughts, feelings, and reflections, 

which directly corresponds with the chosen method of narrative inquiry (Clandinin, 2007) and 

reflexive bracketing (Ahern, 1999; Sanders, 2003).  Field jottings were chronicled during the 

interview and resulted in field notes that were developed immediately following the interview.  

Glesne (2011) discussed how field notes provide the researcher essential information that would 

not be noted in the transcripts.  It is essential that the researcher record what happened during the 

interview.  This helps the researcher later put all of the pieces together.  Gestures and actions can 

add so much to what was actually said.  The field notes help the researcher remember the 
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actions, locations, and setting of their research.  The field notes included the mood of the 

participant, feelings of the researcher, setting, and other pertinent occurrences.  The timeline for 

this study is included in Appendix G.   

Data Analysis 

Transcription  

Each recorded interview was transcribed verbatim and then typed by a transcriptionist.  

The typed transcription was then chronicled by the researcher.  The transcriptionist signed a 

confidentiality agreement prior to access to the data.  The participant’s name was not recorded in 

the transcription and the audiotape was destroyed after the data analysis was completed.  

Transcription was then coded which included putting the data into categories, accounting for 

each piece of data.  The constant comparative method of joint coding and analysis was used to 

analyze the data, which was based on Coliazzi’s seven steps for data analysis (Coliazzi, 1978; 

Sanders, 2003) that is commonly used to analyze data in nursing research (Corley, Hammond, & 

Fraser, 2010; Hollywood, 2011; McGarry et al., 2013; Shaw & Bosworth, 2012).  The codes 

from the analyzed data provided the researcher the ability to account for each piece of data 

(Charmaz, 2006).   Basically, it was looking at the interview data and developing themes to 

further explore.  The basic premise was to make sure that the interviewer was open and followed 

the data wherever it went.  ATLAS.ti (2013) software was originally noted for use in the 

proposal to categorize data, but was abandoned and all data were categorized by hand.   

Coliazzi’s Seven Steps for Data Analysis 

During the analysis process, the phenomenological research tool of Coliazzi’s (1978) 

seven steps was used.  Consistency was maintained with narrative inquiry during the thematic 

analysis of transcripts through comparison of Benner’s conceptual framework during the 
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development of set themes (Kear, 2012).  In this comparison, this investigator compared and 

contrasted Benner’s theory with study findings.  Coliazzi’s (1978) seven steps for data analysis 

are as follows:  (a) acquiring a sense for each transcript; (b) extracting significant statements; (c) 

formation of meanings; (d) organizing formulated meanings into clusters of themes; (e) 

exhaustively describing the investigated phenomenon; (f) describing the fundamental structure of 

the phenomenon; and (g) returning to the participants (Coliazzi, 1978; Sanders, 2003).  In the 

following paragraphs, I will expound on each step.  

Acquiring a sense for each transcript began with continued listening to audiotapes of the 

interview and reading the transcripts.  The researcher must get a feel for what the participant 

meant (Coliazzi, 1978; Sanders, 2003).  Based on Sanders’ (2003) recommendations, this 

investigator listened to each interview four times and read the transcript six times while writing 

down feelings and impressions to assist in the process of reflexive bracketing.  After the audio 

recordings were listened to four times as recommended, the audiotape was destroyed.  This 

investigator allowed for time to pass in between each review, providing for separation from data 

so that clear understanding of meaning can be obtained.   

The next step was the extraction of significant statements from the transcripts (Coliazzi, 

1978; Sanders, 2003).  This investigator looked for and generalized “statements that are the same 

or nearly the same” to eliminate repetition (Coliazzi, 1978, p. 59).  Sanders (2003) recommended 

highlighting each statement within the transcript so the statements can be reviewed in their 

context.  This investigator used manual extraction during this portion of the analysis.  Each 

interview was divided into topics that were determined by the interview questions and participant 

answers.  The topics were then combined from all ten interviews and organized into the 

overarching themes that are discussed in Chapter IV.  During this process, this investigator’s 
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feelings and thoughts were collected to ensure the continuance of reflexive bracketing.  

Appendix H includes the extracted significant statements from the participant interviews.  

Trying to “spell out the meaning” or formation of meanings of each significant statement 

allowed the researcher to interpret what the statements mean (Coliazzi, 1978, p. 59).  The 

researcher took great care during this process to separate and acknowledge personal feelings 

through reflexive bracketing so that accurate interpretations could be made (Sanders, 2003).  

Reflexive bracketing in this stage benefited the study and allowed the investigator to (a) set aside 

and explore personal assumptions and preconceptions so they are not concealed; (b) allow for 

exploration of ideas and themes; and (c) keep the direction of thinking focused (Sanders, 2003).   

The thematic analysis of transcripts included a comparison of Benner’s conceptual 

framework during the development of set themes (Kear, 2012).  Clusters of themes were 

organized from the formulated meanings (Coliazzi, 1978; Sanders, 2003).  This is an essential 

step in the process and the researcher returned to the original transcript to validate the themes.  

All data were accounted for and the researcher “rel[ied] on [a]…tolerance for ambiguity” and 

made a conscious effort to ensure that no data or themes were ignored (Coliazzi, 1978, p. 61).  

Developed theme clusters are located in Appendix I.   

All ideas and themes were exhaustively described and incorporated to explain the 

investigated phenomena (Coliazzi, 1978; Sanders, 2003). This investigator developed an overall 

configuration that contained explanations for all elements of the experience.   

The exhaustive description in the previous step was quite lengthy; therefore, it was then 

condensed it into a shorter explanations that defined the fundamental structure of the 

phenomenon which are outlined in Chapter IV (Coliazzi, 1978; Sanders, 2003).  According to 
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Coliazzi (1978), this statement should be an “unequivocal” description of the phenomenon that 

identifies the “fundamental structure” (p. 61). 

Returning to the participants for validation of the interpretation of their experience was 

the final step (Coliazzi, 1978; Sanders, 2003).  This investigator offered to debrief the 

participants and provided a summation of the data analysis by email, allowing the participants 

validate and clarify if needed which none of the participants chose to do.  Six of the participants 

were asked regarding the amount of experience needed for a nurse to respond, one participant 

was asked their graduation year, and one participant was asked the location of the county so it 

could be classified.  The information derived from returning to the participants was included in 

Chapter IV.      

Summary 

 Literature supports the need for development of undergraduate nursing disaster 

curriculum (Duarte & Haynes, 2007; Littleton-Kearney & Slepski, 2008; Smith, 2007).  Nurse 

educators have the obligation to assure nursing students are provided the best education to 

prepare them for work as a practicing nurse.  Basing EP curriculum on actual disaster 

experiences helps prepare the student for responding as a practicing nurse in a disaster situation.  

Utilization of narrative inquiry and analysis based on Coliazzi’s (1978) Seven Steps in this study 

built on existing recommendations for disaster research while enhancing disaster curriculum 

content through the lived experiences of novice nurses practicing during a disaster. 
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CHAPTER IV: 

FINDINGS 

 The purpose of this qualitative study was to explore the lived experiences of nurses 

responding in community shelters or temporary medical clinics for the first time in an attempt to 

identify the essential knowledge and skills necessary to provide care to disaster victims.  The 

goal was to develop recommended topics for a disaster preparedness curriculum for 

undergraduate nursing students.  The following research questions guided the study:   

1. What are the experiences of nurses who have responded for the first time to 

actual disasters in community shelters or temporary medical clinics; and  

2. How can those experiences translate into a working disaster curriculum for 

undergraduate and practicing nurses? 

This chapter is divided into two sections:  sample description and discussion of themes and 

subthemes.  The first section speaks to Research Question One and includes sample recruitment 

and participant characteristics; accounts of each disaster; a description of the temporary 

community medical clinic or shelter; a brief narrative including participant background; and 

summation of the participant experiences.  The identified themes and subthemes comparison 

with the theories of Benner et al. (1996, 2009, 2010) are discussed in the second section, 

addressing Research Question Two. 

Sample 

 Each participant was assigned an alias and the location of the shelter or community 

medical clinic was classified using the National Center for Health Statistics (NCHS) 2006 
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Urban-Rural Classification Scheme for Counties (CDC, 2014) to preserve anonymity.  The 

sample included ten RNs who responded for the first and only time in a community shelter or 

temporary medical clinic during a disaster response.  The participants in the sample responded 

during four disasters in ten different sites during Hurricane Katrina, Hurricane Gustav, Alabama 

Tornado Outbreak of April 2011, and Super Storm Sandy.  Six responded in a shelter and four in 

a temporary community medical clinic.   

Recruiting Participants  

 The original IRB study proposal sought participants who were nurses who worked in a 

shelter during a disaster response for the first time.  Difficulties in locating qualified participants 

were encountered during the course of the study that led to expansion of the original IRB 

proposal to include temporary community medical clinics.  A modification was submitted and 

approved by the UA IRB for the expansion of the inclusion criteria to include the temporary 

community medical clinics.  The IRB approval letter is located in Appendix J.  Three 

participants were interviewed prior to the expansion and seven after modification approval.  The 

participants were purposively selected based on their serving as a nurse in only one disaster in a 

community run shelter or temporary medical clinic.   

Participant access and recruitment was in cooperation with five hospitals.  The flyers (see 

Appendix B) were displayed or emailed by hospital employees or emailed to the nursing staff 

within each facility.  Two nursing organizations and one graduate nursing program were emailed 

the research invitation (see Appendix A) who then emailed the invitation to their members.  The 

investigator also directly sent an email invitation (see Appendix A) to nursing disaster volunteers 

provided by the ARC and ADPH staff.  Two additional hospital organizations were contacted, 

but neither responded.  A snowball technique of recruitment was utilized by asking participants 



 

51 

 

to recommend other potential study participants that led to three of the interviews.  The 

recruitment efforts led to correspondence with 17 potential participants to which seven were 

excluded because they had worked in more than one disaster response.  The other ten RNs who 

worked in only one disaster response were interviewed for this study.   

Characteristics of the Sample 

 The participants included one African American and nine Caucasians.  The mean age of 

the sample was 47 and the median was 48.  The participants’ years of experience at the time of 

the disaster was a mean of 18.6 years and median of 16.5 years.  At the time of the disaster two 

worked in nursing management (one charge nurse and one nurse manager); three in direct patient 

care (one clinic, one medical surgical, and one intensive care); one in undergraduate 

baccalaureate nursing education program; one in graduate nursing education program; and three 

in community college associate degree nursing education programs.  The highest educational 

degree and advanced certification held for the participants were one Associate Degree Nursing 

(ADN); three Bachelor of Science Nursing (BSN) degrees; three Master of Science Nursing 

(MSN) degrees; two Doctor of Philosophy (PhD) in nursing degrees; one Doctor of Nursing 

Practice (DNP) degree; one Acute Care Nurse Practitioner-Board Certified (ACNP-BC) and 

Family Nurse Practitioner-Board Certified (FNP-BC); one FNP-BC certified in school nursing, 

substance abuse, and orthopedics; and one Critical Care Registered Nurse (CCRN).  

The three temporary community medical clinics were located in areas directly impacted 

by the disaster and the seven shelters were located in safe zones outside of the disaster area.  

Nine of the locations were located indoors: two schools, one community activity center, two 

community colleges, and four churches.  One location was a temporary outdoor tent and two of 

the participants worked in more than one site.  All of the participants except one described 
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specific medical room in the shelter or clinic that they worked.  The participant who did not have 

specific room explained that, to alleviate chaos in the shelter, “we made our rounds [cot to cot] 

like a physician would…in the hospital.”  Three locations had “an [additional] exam 

room…[where the] doctor…[or nurse practitioner could]…examine a patient.”  One of the 

participants in the sample went “door to door” treating disaster victims in the affected areas.        

The amount of nursing experience needed to respond in a disaster situation was addressed 

spontaneously by several of participants during the interviews.  In the course of data analysis, a 

gap was noted where essential specific comparison data in regard to the amount of nursing 

experience needed to respond was absent from five of the participants.  These participants were 

revisited for clarification in accordance to the phenomenological data analysis outline provided 

in Coliazzi’s (1978) seven steps and were emailed the question, how long did they think that a 

nurse needs to work prior to responding?  Nine of the participants recommended range of years 

of nursing experience needed to respond independently as a nurse during a disaster ranged from 

six months to three years with a mode of two years.  One participant did not give a numerical 

response stating, “I think anyone can respond in spite of experience, everyone has something to 

contribute, no matter if [they] are a student or veteran nurse.”  
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Table 1 

Characteristics of the Sample 

Participant Age Ethnicity Years 

Nursing 

Experience 

at time of 

Disaster 

Disaster Site Orientation to role How long did they 

think that a nurse 

needs to work prior 

to responding? 

Did they 

know how 

to 

volunteer? 

Ruth 45 Caucasian 15 Hurricane Gustav ARC/Community College Shelter No 2 years No 

Louise 40 Caucasian 14 Hurricane Gustav ARC/Community College Shelter No 2 years No 

Nikki 46 Caucasian 18 Hurricane Gustav ARC/Community College Shelter No 1 to 2 years No 

Amy 56 Caucasian 33 Super Storm Sandy ARC/Community Shelter No in ARC shelter; 

yes, in Community 

shelter working with 

a nurse experienced 

in disaster 

 

1 year No 

Bobbie 50 Caucasian 10 Hurricane Katrina Temporary Community Medical Clinic Brief orientation 1 year No 

Mary 52 African 

American 

27 April 27, 2011 Alabama 

Tornado Outbreak 

ARC Shelter Yes, but not formal 

worked with 

someone familiar 

with disaster 

response 

 

2 to 3 years No 

Anne 37 Caucasian 5 April 27, 2011 Alabama 

Tornado Outbreak 

ARC Shelter Yes, but not formal 

oriented by an ARC 

nurse 

 

2 years No 

Janice 34 Caucasian 10 months April 27, 2011 Alabama 

Tornado Outbreak 

Temporary Community Medical Clinic No 6 months to 1 year No 

Jane 53 Caucasian 31 April 27, 2011 Alabama 

Tornado Outbreak 

Temporary Community Medical Clinic Brief Orientation 2 years No 

Karen 57 Caucasian 32 April 27, 2011 Alabama 

Tornado Outbreak 

Temporary Community Medical Clinic No Did not give a 

numerical response 

No 
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Participant Narratives 

 Narrative inquiry is a methodology that allows the researcher the ability to compose an 

individual’s particular experience in time or the experiences of a person’s life.  The method 

requires the researcher to share the personal story with the participant to ensure validity of the 

interpreted story (Clandinin, 2007).  Each interview was transcribed verbatim and then the 

transcription was shared with the participant by email.  The following section includes a brief 

description of the disaster; facility description of the temporary community medical clinic or 

shelter where they worked; and the participant’s nursing experience, disaster training, why they 

responded, orientation, and how many days they worked.   

Hurricane Katrina 

In August of 2005, Hurricane Katrina made landfall in Plaquemines Parish, Louisiana, as 

a EF 4 hurricane and was the costliest and third deadliest hurricane to affect the United States.  

The hurricane had an estimated toll of about 1,200 direct fatalities and caused approximately 

$108 billion of property damage (Blake, Gibney, & NWS, 2011; FEMA, 2013a).  Evacuees from 

Alabama, Mississippi, and Louisiana fled the massive storm before and after landfall.  Many in 

New Orleans were trapped when the levees failed sending enormous amounts of flood waters 

into a city already below sea level.  The news portrayed residents trapped on rooftops of their 

flooded homes (A&E Television Networks, 2014).  Many who evacuated lost everything and had 

nothing to return to causing them to be trapped in the shelters where they sought refuge in other 

states across the nation.  Nine states, unaffected by the hurricane directly, declared public health 

emergencies because of the large number of evacuees.  The local, state, and federal government 

was chastised for the disaster response causing substantial change in the emergency preparedness 

response and planning in the United States (FEMA, 2013a; Lister, 2005; NWS, 2013a).  Bobbie 
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worked as an RN for the first and only time in a temporary community medical clinic during 

Hurricane Katrina.          

Bobbie (Temporary Community Medical Clinic).  The temporary community medical 

clinic was located in a medium metro county (CDC, 2014) in Mississippi where an elementary 

school building was utilized for operations including medical services and groceries.  She 

worked directly with a physician in the clinic where medical supplies and medications were 

provided through donations.  The people who came to the clinic were primarily families from the 

area and “the children I saw were just…part of the family.”  

At the time of the disaster, Bobbie was a charge nurse in the emergency department and 

had been a practicing nurse for ten years.  She started nursing in 1995 as a Licensed Practical 

Nurse (LPN), became an ADN, and in the past year received her BSN.  She had been accepted to 

a MSN program at the time of the interview.  Her experiences included medical surgical, 

emergency department, and intensive care as staff nurse, charge nurse, and nurse manager.  She 

noted her work in management and organizing the establishment of a medical intensive care unit 

helped her learn “how to lead people.”  Currently, she is a manager of two specialty teams that 

she founded in a hospital located in a large central metro county (CDC, 2014).  She stated she 

never wants to “stop learning” and continually strives to improve practice through attending 

training and workshops.  She did not have any specific training before the disaster; however, her 

experience in the emergency department helped her during the response.  Bobbie was given an 

opportunity to volunteer through the hospital where she was employed.  The volunteering 

employee had to be off from work at the time when the disaster organization needed help.  The 

organization flew her and a non-clinical coworker to the affected area in Mississippi about two 
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weeks after the disaster occurred.  She received a “very brief” orientation and worked in the 

clinic for “four or five days” starting from 7:30 am until operations completed after 5:00 pm.    

Hurricane Gustav 

Hurricane Gustav made landfall in September of 2008 with predictions of a direct path 

toward New Orleans and costal Louisiana (Beven & Kimberlain, 2009).  Meteorologists had a 

difficult time predicting the exact strength and path of the hurricane that had caused a large 

number of fatalities in the Caribbean (Beven & Kimberlain, 2009; NBC News & Services, 

2008).  Evacuation plans developed in the aftermath of Hurricane Katrina resulted in the 

evacuation of around 1.9 million people (Anderson, 2008; NBC News & Services, 2008).  

Special needs patients, along with approximately 15,000 residents who did not have 

transportation, were evacuated on buses (Anderson, 2008).  The Alabama governor ordered 

shelters to be opened in 27 Alabama community colleges and operations were coordinated by the 

ARC.  The community colleges provided refuge for 6,500 evacuees including those with special 

needs from Louisiana utilizing their 1,000 employees (American Association of Community 

Colleges, 2008).  Ruth, Louise, and Nikki worked as RNs for the first and only time in shelters 

opened in state community colleges during Hurricane Gustav.   

Ruth (American Red Cross/Community College Shelter).  The ARC/community 

college shelter was located in a non-core (CDC, 2014) or rural county in Alabama where an 

entire community college building was utilized for operations.  The ARC and the community 

college managed the shelter by housing evacuees who were bused-in from Louisiana.  Ruth 

explained that over half of the shelter population included group home residents with various 

mental and substance abuse issues.  In addition to the group home residents, the shelter also 
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included evacuees who were mostly “middle age and up” and did not include “a lot of children.”  

She stated she was unaware of how the evacuees were assigned to a particular shelter.   

Ruth began her career as a LPN; two years later, she completed an ADN.  At the time of 

the disaster, she had been a practicing nurse for 15 years.  Her education included a BSN, MSN, 

and she was pursuing a doctorate in nursing education at the time of the interview.  In the 

healthcare arena, she has worked in surgery, recovery room, ambulatory surgical care, primary 

and specialty clinics, pain management, and home health.  She was working as a nurse educator 

in the community college setting providing a vast array of instructions in both traditional and 

online settings as well as clinical.  She did not have disaster training prior to responding in the 

Gustav shelter and did not remember specific disaster training in school; however, her 

experience in an urgent care center helped her adjust to shelter operations where she noted 

similarities with “you didn’t know what was about to come in.”  Since the disaster, she has 

participated with students in hospital mass casualty exercises.  Ruth was required to work in the 

shelter.  She had an urgent family matter occur days before the shelter response, and she notified 

her employer regarding the situation and was told, “it doesn’t matter; you got to come in.  

So…[her] state of mind was yes…[she] wanted to volunteer but…had tried not to volunteer.”  

Ruth did not receive an orientation and worked four twelve-hour shifts in the shelter.   

Louise (American Red Cross/Community College Shelter).  The ARC/community 

college shelter was located in a non-core (CDC, 2014) or rural county in Alabama where the 

community college “gym and…auditorium” were utilized for operations.  The “150 maybe 200” 

evacuees were bused-in from Louisiana to the shelter that was jointly run by the community 

college and ARC.  The majority of the evacuees were African American including “a 
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lot…mental-type patients with…medical issues…mainly…from group homes.”  The ages of the 

evacuee ranged from “40 to 65” including a few families with children.   

At the time of time of the disaster, Louise had been a practicing nurse for 14 years and 

was working as a nurse educator in a community college associate degree program.  Her 

education included a BSN, MSN, and DNP.  She spent a large part of her career in labor and 

delivery, which was her specialty and taught that content to the students in her program.  She 

also worked as a hospital educator prior to teaching nursing students and had experience with 

disaster planning and exercises in her facility, but stated the hospital was “a totally different 

scope than what I experienced” in the shelter.  Louise “did not get a choice to respond,” recalling 

working in the shelter “was a job requirement.”  She was in her third trimester of pregnancy and 

had small children at home, which made it extremely challenging for her to work during the 

response.  Louise “did not receive an…orientation” to prepare her for the “three to four” twelve-

hour shifts she worked during the response.    

 Nikki (American Red Cross/Community College Shelter and Church Shelters). The 

ARC/Community College and church shelters were located in a large fringe metro county in 

Alabama (CDC, 2014).  The community college auditorium was utilized to house “over 100 or 

200” evacuees.  The two church shelters were somewhat smaller with approximately 50 evacuees 

in each shelter.  The evacuee population in the three shelters included “infants, babies, [and] 

toddlers, all the way up to the elderly…[with a large] majority of [the population]…African 

American…[including ages of] twenties…thirties, and forties.”  “Police…or legal issues” were a 

problem in the large community college shelter and some evacuees were “arrested and…put in 

jail.”  Nikki described the evacuees in the large shelter as “very demanding” and “most[ly]…bad 

apples…who were disrespectful to their environment.”  The building incurred significant damage 
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during the response “cost[ing] the school thousands and thousands of dollars…to re-do carpets” 

and repair damages.  In contrast, she noted the evacuees “at the churches, they 

were…kind…very appreciative, and very respectful.”   

 At the time of the disaster, Nikki had been a practicing nurse for 18 years and was 

employed as a nurse educator in a community college ADN program.  Her experience in nursing 

included labor and delivery, neonatal intensive care, emergency department, oncology, bone 

marrow transplant, home health hospice, nursing supervision, and nursing education.  Her 

educational background included a BSN and MSN.  She did not have disaster training prior to 

the response except for what she “learned when…[she] worked in the emergency 

department…[where she] had to go through little things about disasters but…it was [always] 

things that…were not going to happen.”  Currently, she teaches the emergency preparedness 

content in the state-mandated community college curriculum.  Nikki was “actually made” to 

respond in the shelter as “part of…[her] job.”  Nikki worked “five or six” twelve-hour shifts in 

the shelter and she did not receive an orientation.  She stated, “[it] was not a very positive 

experience” and “we didn’t have training to” run a shelter. 

April 27, 2011 Alabama Tornado Outbreak  

 The historic Alabama Tornado Outbreak of April 27, 2011, resulted in 62 confirmed 

tornados in the state, which occurred in two waves morning and afternoon.  There were 241 

fatalities and approximately 2,000 injuries resulting from the mass destruction (Wallace, D. & 

Ross, C., n.d.; NWS, 2013b; The Birmingham News, Press Register, & The Huntsville Times, 

2011).  One of the challenges during this disaster was the sheer magnitude and vast numbers of 

areas across the state affected at the same time; therefore, statewide resources were stretched to 

capacity making resource distribution difficult and somewhat limited.  Hospitals were 
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overwhelmed, temporary community medical clinics were mobilized, and shelters were opened 

to house the victims across the state (Wallace, D. & Ross, C., n.d.).  During the tornado outbreak, 

Mary, Anne, Janice, Jane, and Karen worked in an ARC shelter or temporary community 

medical clinics located in two of the affected counties as an RN for the first and only time.    

Mary (American Red Cross Shelter).  The ARC shelter was located in a small metro 

county in Alabama (CDC, 2014) in a community activity center, housing over “two or three 

hundred” evacuees.  The evacuees were “low income or no income…mostly middle aged and 

older” with some children and a few “homeless that …didn’t have anywhere to go.”       

Mary had been a practicing nurse at the time of the disaster for 27 years.  Her education 

included a BSN, MSN, and PhD in nursing.  Her “varied career” included experience in 

obstetrics, medical surgical, endoscopy, emergency room, nursing education, and pediatrics.  She 

described her “true love…[was] labor and delivery.”  At the time of the interview, she was 

teaching medical surgical and obstetric nursing full time and working part-time in postpartum 

practice.  Participation as nursing instructor during a mass casualty exercise was the extent of her 

disaster training.  She stated her experience in the emergency department, “nursing training, and 

common sense” helped her in the shelter.  Mary responded because she “just felt like I needed to 

do something [be]cause…thank the good Lord me and my family were not…affected…we didn’t 

lose our house or anything.”  During the disaster, she worked two shifts of three to five hours as 

a nurse in the shelter for “two to three days after” the disaster, along with volunteering with her 

church sorting and distributing donations.  She did not receive a formal orientation, but stated 

“there was someone…[working with her in the shelter] that knew what to do.” 

 Anne (American Red Cross Shelter).  The ARC shelter was located in a small metro 

county in Alabama (CDC, 2014).  The shelter was located in a community activity center 
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housing mostly low income “people who had lost everything and they didn’t really have a whole 

lot to begin with” who she said were “displaced from parts of the poorest parts of our town.”  

Over half of the evacuee population were “50 years or older” with the other part of the populace 

“varied” including children.   

Anne had been working in intensive care for five years at the time of the disaster.  Her 

experience in nursing practice after receiving her BSN included an internship which provided her 

vast opportunities in intensive care including heart lung transplant unit, bone marrow transplant 

unit, medical and surgical intensive, coronary intensive care, surgical, and emergency 

department.  The main portion of her career had been working as a nurse in a coronary or 

medical intensive care unit.  At the time of the interview, she was working on a combined 

master’s and doctorate degree in nursing education.  She had not received any training for 

disasters except for a limited amount in nursing school, which she said was “centered around 

terrorism” and felt it “trained [her] more [for] if there was chemical warfare.”  Anne responded 

after she “realize[ed]…how bad [the community devastation] was.”  She “got off that day” and 

said to herself, “okay I have to help, I have to find somewhere I can help.”  Over the course of a 

couple of weeks, Anne worked eight to ten shifts ranging from four to eight hours per shift.  She 

did not receive a formal orientation, but was extremely grateful for the mentoring she received 

from a nurse experienced in disaster response who “was basically…[told them] what to do, 

so…[they] did not have to figure it out on…[their] own.” 

 Janice (Temporary Community Medical Clinic).  The community medical clinic was 

located in a small metro county in Alabama (CDC, 2014) in an area directly affected by one of 

the tornados.  The outdoor medical clinic, financed by a private donor, consisted of several large 

tents that were located beside a damaged school.  One was a large “catering tent…[that] had 
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walls [and]…cable setup within the tent…[where]…all type[s] of [donated] medical supplies” 

were located.  The smaller tents contained “water, snacks, [and] food.”  The 

“lower…and…middle class” community victims aged between “late forties to seventies” came 

to the medical clinic for services.  Some of the clinic workers, accompanied by the National 

Guard, went door-to-door within the community by foot or donated “Gator...[utility vehicles and] 

four-wheelers.”   

When the tornado outbreak occurred, Janice had been working on a medical surgical 

floor for ten months after receiving her ADN.  At the time of the interview, working on the same 

unit, she was continuing to care for patients who have experienced cerebral vascular accidents 

(CVA) stating nursing is “all I ever wanted to do.”  She believed nursing is “not a job it is a 

calling” and “if you are in…[nursing] for the money you are in it for the wrong reason.”   She 

participated in a hospital mass casualty exercise in nursing school, but said it did not help her 

with the response.  Janice was at the hospital working the “day when the tornado actually came 

through,” saying the “magnitude of the destruction [and how]…everybody…was affected…was 

just heart wrenching and I could not think not to respond.”  She worked three days in the clinic 

that was open from “five in the morning…to…between…six [and seven] at night.”  Janice did 

not receive an orientation stating, “we could have done a better job [with orientation] because 

when you got there you really were just thrown in.” 

 Jane (Temporary Community Medical Clinic).  The community medical clinic was 

located in a small metro county in Alabama (CDC, 2014) and was supplied by donations from a 

private company and the local hospital.  A nurse from the hospital and “outreach person” from 

the business with an EMS background organized the effort in a low-income community in the 

direct path of the tornado.  The company provided “two huge tents…[and their employees] 
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manned…set up” and provided security.  The nurses who worked in the clinic were from the 

hospital unit she managed.  The victims who utilized the clinic encompassed a variety of 

residents with “anything from infants to ninety year olds.”  The “National Guard [brought] 

people…[to the clinic]…on either four-wheelers or however they could get them there.”   

Jane had been a practicing nurse for 31 years and was working as a nurse manager at the 

time of the disaster.  Her nursing educational background started in a diploma program.  She 

spent 20 years working in critical care and received her BSN and CCRN during this time period.  

Since then, she has worked in nursing management as a supervisor, house supervisor, and nurse 

manager in both intensive care and medical surgical units.  She had extensive disaster training 

for hospital response to hazmat, biohazard, community emergency preparedness, and mass 

casualty, but stated her previous training did not help her during the response “because it wasn’t 

that type of…traumatic event.”  Jane was working in the hospital when the tornado happened. 

She recalled, “I think [responding was]…how I dealt with the disaster.”  Jane’s previous work as 

a travel nurse helped her with the brief orientation stating she was told that “this is here, here, 

here…it was five minutes, but I’m used to that.”  She worked three eight-hour shifts in the 

medical clinic, but also volunteered in the community to move supplies and set up a temporary 

facility for a school destroyed by the tornado.   

 Karen (Temporary Community Medical Clinic).  The temporary community medical 

clinic was located in a small rural community located in a large central metro county in Alabama 

(CDC, 2014).  The hospital “set up…minor centers [in the affected communities and the one she 

worked]…was housed in a church.”  The clinic was located in a sealed off zone protected by the 

National Guard and only accessible to the residents and first responders.  Karen noted that the 

people utilized the clinic were mostly men who were “the home owners…just rustling through 
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broken glass and desperately trying to find things and they were sort of distraught…[She] spent 

most of …[her] time picking glass up out of their fingers.” 

Karen had been a practicing nurse at the time of the disaster for 32 years.  Her career as a 

nurse started in critical care when she received her ADN.  She later received a BSN, MSN, and 

PhD along with three post doctorates, obtaining certifications as an ACNP-BC and FNP-BC.  

She started teaching part-time after receiving her BSN, but has maintained a direct patient care 

practice during her entire career as a nurse educator.  Her experiences include surgical open 

heart, critical cardiovascular care and health disparities, clinical research, and molecular 

genetics.  She had not received training for disasters prior to responding outside of hospital mass 

casualty exercises which she said “was not…helpful for me” during this response.   Karen was 

working in an emergency department as a part-time nurse practitioner for a local hospital when 

the hospital “asked for volunteers to go.” In the clinic, she worked as a nurse practitioner with 

several RNs addressing minor wounds and writing prescriptions for the residents of the 

community.  She was allowed to take off work for the three days that she volunteered in the 

clinic.  While there was not a formal orientation, the hospital was quite accommodating giving 

her “a trash bag…[to collect whatever medical materials from]…the supply closet” that she 

needed.    

Super Storm Sandy 

Super Storm Sandy was a late season hurricane combined with other weather systems to 

create a massive storm, making landfall in southern New Jersey on October 29, 2012.   Tropical 

storm winds were approximately 1,000 miles in diameter and over 9,500 ARC volunteer disaster 

workers answered in this response that left Connecticut, New York, and New Jersey federally-

declared disaster areas.  The barrier islands across this area were extremely hard hit because of 
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the punishing storm surge that generated major flooding.  Evacuations led to over 23,000 people 

housed in temporary shelters (Drye, 2012; FEMA, 2013c; CNN Library, 2013).  The storm 

caused 72 direct deaths in eight states and cost over $50 billion dollars in the 24 states that it 

affected (NOAA & NWS, 2013).  More than 60,000 people remained without power until the 

first week in November and the government was criticized for the response (CNN Library, 

2013). Amy worked as an RN in two shelters during Super Storm Sandy. 

Amy (American Red Cross Shelter and Community Shelter).  The ARC and 

community shelters were located in a large fringe metro county in New Jersey (CDC, 2014).  

The first shelter Amy worked in was located in a large school with approximately a “1,000 

people in…[the] shelter.”  The second was in a Catholic school with around 70 to 85 evacuees 

that was opened around ten days into the disaster recovery as housing for “long term people that 

were going to be there because they had no home.”  She described the evacuees in both shelters 

were from “all ages…young to the very old.”   

At the time of the disaster, Amy had been a practicing nurse for 33 years starting nursing 

in 1979.  She had worked in intensive care, home infusion pediatrics, vascular access, and 

hospital education with certifications in substance abuse, school nursing, and orthopedics.  Her 

education included a BSN, MSN, FNP-BC, and at the time of the interview she was enrolled in a 

doctoral program for nursing education.  Super Storm Sandy flooded the building where she was 

working, which resulted in her loss of employment as a nurse practitioner.  Since her job loss, 

she had been working as a nurse educator, but hoped to go “back to [work as a] nurse 

practitioner unless something else happens.”  She had not had formal training for disasters; 

however, she was recruited but noted, “the training was so labor intensive, time intensive I 

couldn’t do it.”  Since the disaster, she has taught disaster content and her students have 
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participated in hospital mass casualty exercises.  Amy “got…[her] call” to respond in the shelters 

from a friend who volunteered with the ARC.  During the disaster she worked three days, two in 

the first shelter and one in the second smaller shelter for about 4 to 5 hours each shift.  In the first 

shelter, she did not receive an orientation, but in the second, she worked with an experienced 

disaster nurse stating, “I think the expectations of the role of the nurse would have helped me, 

had I known what [to do through]…an orientation process.” 

Growth: Experience 

The foundations of the Benner et al. (1996, 2009, 2010) theory is based on novice 

transition to expert, experiential learning, and transition to a contextualized curriculum to 

promote nursing students’ sense of salience.  Each participant was asked to explain how the 

disaster impacted them along with how disaster preparedness could be incorporated in 

undergraduate curriculum and nursing practice.  Only topics brought up by the participants were 

explored.  Experience or growth was also common participant topic that was developed into the 

overarching theme that sums up the answer to Research Question One.  Bobbie’s account 

enlightens this experience: 

You can take a brand new nurse into [a disaster]…situation and [they]…would learn a 

ton of things.  But…take…somebody who is a little bit experienced and they do what I 

call grow which is where you really learn.  When you grow you learn. 

 

Anne, who had five years of nursing experience at the time of the disaster, believed “the 

first year out of nursing school…you are not capable of seeing the big picture and drawing 

conclusions [and]…it takes a good a year…to feel like you have your head on your shoulders in 

any aspect of nursing, anywhere.”  Amy stated,   

What saved me is 33 years of nursing and common sense of what to do…I could still 

assess [victims] whether you direct me or not…[The younger nurses] did not seem like 

they had any kind of understanding of what they should be doing…They were just 

milling…walking around, [and]...just aimlessly kind of bumping into each other. 
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Mary said, “I asked questions [in the shelter, using]...common sense and my basic nursing 

training, but I’m a seasoned nurse…A newbie probably would have just stood there waiting for 

somebody to tell them what to do.”  Two of the participants believed it “would be an experience” 

for a new graduate, but made the point it would “be overwhelming” and “harder for them 

because they don’t have any experience to pull from.”  Janice, who had only 10 months 

experience at the time of the disaster response, said, 

Experience is everything…when you’re a brand new RN you go to work scared every 

single day because you don’t know exactly what’s going to happen…I think that six 

months [or] closer to the year…you learn ‘okay I can deal with whatever comes up’  

They can teach you how to start an IV [in school,] but until you have done them…until 

you’re not shaking…You’re not going to get good at something until you do it over and 

over again. 

 

 Life experiences were pointed out specifically by two of the participants in regard to 

nursing students and new graduates responding in disaster noting that “what kind of life 

experiences they have…[for example the]…mental state [or] how strong they are…[would be 

different with]…a new graduate that was like 20 or 21 [versus a]…40 years old…[who] had two 

or three kids.”   

Research Question One 

The first research question was what are the experiences of nurses who have responded 

for the first time to actual disasters in community shelters or temporary medical clinics?  Each 

one of the participants was given voice to describe their experiences of responding in a 

community shelter or temporary medical clinic for the first time.   

Like a Clinic: Basic Triage 

All of the interviewed participants described their medical response as a “like a clinic,” 

“basic triage,” or “first aid.”  The six participants who worked in the shelter also described 



 

68 

 

operations as a medical clinic.  Ruth labeled nursing operations as “more like a clinic…than a 

shelter of support.”  Four of the participants were in medical clinics in areas affected directly by 

the disaster described what they did as “basic first aid” or “clinic” operations and stating that all 

of the mass casualty triage was completed with the severe cases already “evacuated out” before 

they got there.  Prior experience in an urgent care or emergency room setting was described as 

beneficial by four of the participants.  Bobbie stated, 

My triage abilities came in handy when I could say I’ve asked this patient enough 

questions and this is how we can help you today without going [into] too much.  Because 

I couldn’t know everything about them and I couldn’t know every problem they had in 

the clinic.  My job was to help them immediately with the most important needs that they 

had for that day.  Because they can come back the next day if they so choose.   

 

None of the participants participated in mass casualty triage during their disaster 

response.  All believed mass casualty should be included in disaster curriculum, but the degree of 

focus differed with the participants.  Three participants believed a “good triage nurse” could be 

“invaluable” in the initial “mass casualty” part of the disaster while the other seven held the view 

that “just…the concept of” mass casualty was sufficient for the generalized nurse.  While all the 

participants mentioned and deemed the “concept of triage” or “basic triage” as essential, several 

pointed out that the nurse’s role is “not pulling [victims] out of the rubble” on the front line with 

the first responders (i.e. fire, police, EMS).  Amy said, “I’m not the first responder... I am the 

second responder…the cleanup crew [or]...the person that takes care of everything and settles 

everything down.”  Janice stated that one of the “biggest thing[s] [a nurse in the community 

response should know] is…more than likely they are not going into mass casualty” triage 

situation.   
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The Nurse Responder 

The participants themselves were personally affected both negatively and positively as a 

result of their disaster experience.  Karen recommended that nurses who respond in a disaster 

should receive “some type of psychological preparation.”  Bobbie said, “you need to be ready 

for…[the] emotional piece of” the disaster response.  Anne thought that “knowing how to handle 

[yourself in a disaster]…might…have helped, [saying,] we had some [responders who]… had 

nightmares for a while.”  She went further to say the responding nurse should understand that 

it is okay…[to] cry with the people or if you feel overwhelmed…[and] say ‘I’m sorry this 

is… overwhelming me right now, let me just think for just a minute.’  Anything [the 

nurse can do is helpful during a disaster response]…whether it was just loving on 

somebody,…helping clean their wound…talk[ing] to them…listen[ing]…[and mainly] 

caring about people. 

 

Some of the negative terms used by the participants encompassed  

 a bit of PTSD [Post Traumatic Stress Disorder], 

 empathy and sadness, 

 shed[ing] lots of tears, 

 I’ve never been homeless, 

 devastating to see that type of destruction, 

 vacuum with a cloud around us, 

 it wasn’t the real world, 

 draining, 

 emotionally overwhelming, 

 disturbing, and 

 my heart was broken for those people and [the community]… as a whole.  

Janice described seeing the disaster affected homes as “if somebody had a death 

inside…they [would] spray painted the outside [door] of the house” which was “traumatic” to 

her.  Karen said, “you…[felt] really sorry for these people going through their belongings… and 

I didn’t really see anybody pulling anything out much…of consequence.” 
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Two of the participants experienced a loss from a disaster which they said “was a very 

scary thing to go through” and “terrible,” but believed their personal experience “helped 

[them]…have empathy” and relate to what the disaster victims were going through.  Some of the 

employees who Jane managed experienced direct loss as a result from the tornado with about “20 

percent of [them having an]…either total loss [of their home] or a…loss [of their]…car.”  She 

experienced guilt because she was not affected elaborating that many of the “people [who were 

impacted by the tornado]…did not have insurance to help them…Why didn’t it happen to people 

who could handle it?”  Looking back she said her guilt was “silly,” saying it was still 

“frustrating, [feeling there was]…nothing you could” to help some of the disaster victims.  She 

said, “you go and…do what you can for those you [can help and] that’s [all] you [can] do.” 

  This was the first and only time for all of the participants to work in a disaster response; 

therefore, it is understandable they would experience a certain level of apprehension from the 

unknown.  Some of the words and statements used by the participants to describe this uneasiness 

were “confusion,” “didn’t have training…[or] know what we were doing,” “didn’t know what 

our role was,” “were not prepared,” no “defined role,” and “it was scary.”  Ruth stated, “not 

knowing what was coming…[or]…what to expect was one of the biggest stressors” for her.  She 

explained, “it wasn’t until a couple of days after” working in the shelter she became aware of the 

background of the evacuees.  Ruth noted, “I didn’t feel like I was prepared as far as what to 

expect…[and] how to handle whatever situations were coming up…I had no idea what types…of 

conditions…[would] be coming” into the shelter.   

Ruth recalled that she “rotated around” and “pretty much showed up…[saying]…tell me 

what to do and…where to go” because she was unsure about the setup of the shelter and what her 

role required.   In the medical clinic Janice worked, the nurse responders “walked in…[and] just 
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did whatever...basically…jump[ing] in and [doing]…whatever needed to be done.”  Jane noted 

that the “people at our shelter…knew nothing about what we were doing, but we knew we 

wanted to help and…our hearts were in the right place.” 

Three of the participants who worked in the medical clinics addressed how they would 

prepare differently if they were to respond in the future.  Karen said, “I would try to find out 

more about the site I was going…and what supplies were available.”  Jane stated that the 

responding nurse should “go prepared…[with] a couple of changes of clothes in case you do not 

get to leave.”  Bobbie noted after going into a “blind situation” that she would make it a point to 

ask questions such as  

Do we have housing? Where is the housing? What do we do when we get off? When do 

we get off?  What [is] my role?  What’s the situation in the place I’m going? How bad is 

it? Are we going to be able to stay in someone’s home or are we going to have to 

travel…to get to the clinic?  I would have never asked that before. 

 

Seven of the participants noted that “safety was never an issue” and “I felt safe” during 

their disaster response.  Two of these seven did note having to “watch where you were going 

because there was so much debris” and “concern…because…power cords were down.” Janice 

went “door to door” in the community with the “military…[who would not let them]…go [alone 

or]…into someone’s house, [having the victim]…come outside” for treatment. 

Conversely, safety was a paramount concern for the three participants in the Hurricane 

Gustav shelters and law enforcement played a large role in shelter operations.  Ruth recalled, 

Law enforcement was there [and]…kept an eye on things there…I can remember being 

anxious or fearful…when we would [go]…around the restrooms because there had been 

more than one report…folks were doing drugs in the restrooms.  They told us they 

weren’t going to necessarily arrest them, [because] they didn’t want their levels to get off 

with their drugs…[so] they could…go back to their state and [their] law enforcement 

[could]… get them in their jails…it was unnerving. 
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Other participant comments during Gustav included “it was scary” and “you didn’t feel safe” 

even with a “law enforcement officer…[staying] the medical area.” 

 Scope of practice and legal issues were mentioned by six of the participants.  Louise 

described a situation during a stomach virus outbreak where someone suggested having “IVs 

running” in the shelter that was very concerning to her in regard of scope of practice.  She said 

without a physician, the nurses’ role in the shelter was to “be able to identify the folks that 

needed to be moved…possibly receive care, or maybe [help the evacuees in] 

get[ing]…medications, and…assist them with taking those medications.” She went further to 

say, “we know patients need…medications, but our practice doesn’t allow us to prescribe 

[which]...was frustrating [because]…people didn’t really fully understand our [nursing] role 

in…[the] situation.  We weren’t there to run a hospital, [but]...that is…[what] a lot of people 

perceived” as their role.  In one of the medical clinics, Janice said they had a “doctor’s license 

that we were working under” allowing them to administer insulin and “IV fluids…if 

some[one]…was severely dehydrated;” however, she “did not see…[the] doctor.”   

 The Good Samaritan Law was mentioned by three of the participants in regard to what 

nurses could do in disaster situations and would they respond to a scene directly.  Amy pointed 

out that “if you crash on the road I’m going to stop and help you…but I’m not going to 

run…down…[to an emergency scene] because xyz building is on fire” saying “I’m not a first 

responder,…paramedic, [or]…an Emergency Medical Technician (EMT).  I don’t do that.”  

Mary saw this differently: “if all of a sudden I’m driving down the road by Amtrak and see [a 

mass casualty accident], then my job is going to be help out.”   

The participants from Hurricane Gustav received overtime payment for working in the 

shelter that caused concern for Nikki stating “if something happened [working a volunteer in the 
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shelter we would be covered]…under the Good Samaritan law [when in actually]…no [you 

would not]…you got paid.”  She went further to say “we were so afraid [because] we were 

working under our license; [none of the other college staff]…had a license.” 

The participants faced psychosocial issues in regard to their personal lives, affecting the 

way they responded.  Mary and several of her family members sought shelter in a safe room in 

the college and after realizing the devastation she “had to go home [be]cause [she]…wanted to 

go see if…[her] trailer was still…there.”  Amy said, “my work area [was]…completely 

devastated; [my friends] lost their homes; I lost my job.”  Louise was in the third trimester of 

pregnancy, had “small children” at home along with a family “business” during the response, and 

noted when they found out one of the evacuees potentially had “TB [tuberculosis she 

was]…really stressed…[to] find out [she had]…probably been exposed.”  Jane mentioned family 

stress from “the cell phone tower [being]…down [and she]…couldn’t…communicate with [her 

husband or children]…for…24 hours to [check]…if…[they were] okay.” 

Three of the participants were required by their job to respond which caused them to have 

some negative feelings toward the response; however, all three said they would be willing to 

respond to another disaster.  Louise stated, “I think if people weren’t forced to” volunteer that 

“they would have…been more willing” and would have “helped anyway.”  Ruth had a family 

issue as well which she let her employer know about to no avail, recalling “I wanted to 

volunteer…help, and…make things better but I felt like I was distracted because of the other 

things going on with those two kids at the house.”  She noted, “I wanted to volunteer for [the 

disaster]…[but] what really happened…[was] there was an emergent type situation going on in 

[our town]…and we had two children come stay with us.”  Ruth knew the children from her 

church and the local Department of Human Resources (DHR) had asked them to take care of the 
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children.  “I wanted to volunteer but when [the children came to stay with us]…a few days 

before the shelter came to be, I didn’t think I could because [the children] require[d] 24 hour 

care.” 

 Even though there were many negative themes, the overall participant consensus from 

their disaster response was mostly positive.  Every one of the participants said they would 

respond again with several saying they would be more “aggressive” next time with volunteering.  

Some of the positive accounts from the participants comprised  

 I think it made me a better person all around, 

 I was touched by these people, 

 it was a very eye opening experience, 

 fulfilling, 

 building relationships and helping people, not just treating a disease or injury, 

 makes you appreciate things more, 

 help[ing] my community not just help the immediate, 

 feel… like you have no right to complain about anything, and  

 I think for me it was more uplifting then being down. 

Janice believed “if [a nurse]…can volunteer…[they]…need to,” elucidating how it 

affected her:   

I was thankful that I still had a home [and]…felt…blessed that my children [and 

husband] were safe…[One should] not to take for granted what you have, your health, 

your abilities…I know that God is there providing for me no matter what, so…if 

something like that was to happen [to me] as long as my family was safe…You can 

rebuild a house, but you cannot replace [a lost] loved one. 

 

Bobbie said, “I really think that at least one time in every nurse’s life [they]…should try to [work 

in a disaster response]…because you just learn from it…grow from [the 

experience]…and…learn how to appreciate…the [response in the field or the] other side of the 

fence.” 
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 This section provided a glimpse into the experiences of nurses who have responded for 

the first time to actual disasters in community shelters or temporary medical clinics, answering 

Research Question One.  The participants described feelings of being overwhelmed and not 

knowing what to expect.  There were also psychosocial concerns both personally and with their 

families, which led to positive and negative experiences.  Overall the participants experienced 

personal growth from their disaster response on both personal and professional levels, which left 

them with the desire to help others again in the future. 

Research Question Two 

The second research question was how can these experiences translate into a working 

disaster curriculum for undergraduate and practicing nurses?  The qualitative method of narrative 

inquiry highlights the importance of the participant along with the relationship to the researcher, 

whereas researcher interpretations are regarded as a part of the research (Clandinin, 2007).  This 

method allowed for successful bracketing and identification of biases, resulting from my 

extensive experiences in disaster response.  Benner et al. (2010) noted that “excellent teaching 

requires critical reflection, continuous learning, the capacity to change and to question change” 

(p. 213).  Several of my perceptions of the nurses’ role in the disaster response were altered 

while taking a step back and looking through the eyes of the novice disaster responder.  There 

were many common topics deemed important by the participants as a result of their response in 

the temporary community medical clinics or shelters. These topics were clustered into the 

overarching themes to answer Research Question Two:  Role of the Nurse, The Recipe, Knowing 

the Plan.  An outline of the theme clusters, including all subthemes, is located in Appendix H.  

During the course of the interviews, relevant topics related to the disaster response emerged from 

the participants and those topics were further explored during follow-up questions in the semi-
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structured interviews.  Only topics mentioned by the participants from their experiences relevant 

to the phenomenon were explored as approved by IRB.  Quotes from the participants were used 

to coin most of the common themes to provide validity and voice to their recommendations.      

Role of the Nurse 

The role of the nurse in disaster response is complex with many layers parallel to that of 

the practicing nurse.   Benner et al. (2010) noted, “Nurses confront multiple levels of context 

from physiology to the family and social world of the patient” (p. 46).  These complexities of 

patient care are apparent in the hospital, but are often exaggerated in the disaster response.  The 

topics derived from the participants concurred and demonstrated this complexity of the nurse’s 

role in disaster which led to the development of multiple subthemes which can be summed up in 

two words “whole patient.”  Janice described, “[the nurse] can’t look at a piece of the 

patient...[they have] to look at the whole picture.”  Jane explained the nurse’s assessment should 

be “all encompassing…look[ing] at the whole body [or a] holistic approach” and believing the 

nurse in disaster is the same as in everyday practice. 

I think the nurse is the advocate…the person that puts everything together...looks at what 

the needs of either the patient or the person [are]…and…look[ing] at…[the patient] 

holistically…pull[ing] it all together…see[ing] do[es the person] need water…something 

to eat…a place to live, [and] do we need to call the Red Cross or whoever…to get them 

that.  That is what the nurse is…that is what they’re supposed to do in life.  The 

[nurse]…keeps everything together. 

 

This section provides a discussion of the four subthemes derived from novice nurse 

responders’ viewpoint to describe the phenomenon of a nurse’s role during a disaster response.  

These are 1) organization; 2) physical assessment; 3) psychosocial needs; and 4) resourcefulness.    

Organization  

All of the participants viewed organization as extremely important for the nurse working 

in a disaster with three ranking it the “number one” priority.  Janice noted the nurse “need[s] to 
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be able to organize or compartmentalize different things at one time...[and must] stay organized 

to do that.”  All of the participants mentioned some sort of disaster organization, hospital, 

business, or ARC who organized the efforts in the shelter or clinics, using terms such as 

“organized chaos,” “not chaotic,” or “organized as you could have been with [a]… mass 

disaster” to describe the response.  Mary said, an “organization system” is “definitely need[ed]” 

for “setting up a disaster [and] somebody has to take the lead [be]cause if nobody…knew 

anything…it could have been a mess.”   

Hurricane Gustav was the first time the community college system had been utilized for 

mass sheltering and the participants who worked in the shelters did not feel operations were 

organized.  In Nikki’s opinion the community college shelter operations were a “mess…there 

was no plan, there was no organization, [and] no one really knew what anybody else was 

doing…it was just makeshift this, makeshift that…I just don’t think we were equipped to” run a 

shelter.  In contrast, she went further to say “both of the churches were calm…[because the] 

churches…[had] done this before.” 

The participant’s view of the importance of organization and their level of comfort during 

the response differed depending on whether or not they received an orientation or were working 

with a nurse who was experienced in disaster response.  Two of the participants were provided a 

brief orientation consisting of who they would work with and where the supplies were located 

which they felt was sufficient.  Three worked with someone experienced in disaster, while not 

formally, who oriented them to the role of the nurse.  Mary stated working with “somebody 

[who] knew what was going on [be]cause I did not” made her feel more comfortable.  Five 

participants did not receive an orientation.  Amy said, “Maybe having…knowledge [regarding 

the role of the nurse] would have helped me organize and be able to set my time up better.” 
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Amy said, “the hospital nurses came in [to the ARC shelter] and…overtook the place 

[which]…was a little difficult because you didn’t, as a new volunteer…know which person to 

listen to.  I didn’t know who my boss was…[and think that could have been [handled] a little bit 

better.”  She recommended there should be an 

organizing contact person to help… show [the nurse]…where things are and [explain] 

when somebody comes in this is what we do…I don’t need a big explanation but I need 

something…you should have one or two people [in charge], in my opinion, to [organize 

operations]…and then have the rest of…[the nurses] disperse amongst [the evacuees]…to 

…do…assessment[s]…Because I really think [if we had]…more [nurses]…to 

go…mingle through [the shelter] to evaluate how people were doing, I think…would 

have…a better cross section of how things were.   

 

Anne’s shelter had an “organizing contact person” who structured medical operations and made 

assignments based on the nurse volunteer’s skill level, stating she “did a phenomenal job on just 

ciphering… [and demonstrating] very good judgment.”   

Prioritizing and critical thinking were noted as essential to organization by all of the 

participants.  Benner et al. (2010) noted that prioritizing and critical thinking are essential factors 

in the development of a nurses’ clinical reasoning or sense of salience.  Janice stated you have to 

“prioritize…know what you’ve got to do first.  You’ve got to know what the problem of your 

patients [is and]…you’ve got to critically think what do I need to do first?”  Bobbie said at the  

point that…[she] was down there…[was when] the critical thinking piece…[came] into 

play…think[ing] the mass casualty preparedness helps…[the nurse] in the beginning, 

[but] critical thinking [is what I was doing during the community response]…You have 

to be able to kind of think on your feet. 

 

Physical Assessment  

Novice to expert theories provide an explanation of how the nurse’s assessment skills 

improve through experiences allowing the expert to see what cannot be seen by the novice 

(Benner et al., 1996, 2009).  All of the participants described what Benner et al. would refer to 

advanced or expert physical assessment skills in their accounts even though they were 
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considered a novice in regard to disaster response.  Terms used to describe what they did 

included “history,” “gathering of information,” “vital signs,” and “general assessment.” Two of 

the participants specifically mentioned the term “ABCs…airway, breathing, circulation” and 

how they were “the first” priority.  The participants noted the tools they used in the field were 

limited to blood pressure cuff, stethoscope, glucometer, and “every sense that you 

have…sight…hearing, and…touch.”  Nikki elaborated, 

You…really don’t know or have…[anything in the field]…to really rely on, 

[except]…your assessment skills…In the hospital…[you have] electronic or…more 

technological [equipment to use for]…identif[ication of problems]… For instance 

someone had a full bladder...all you can…rely on in the field is…palpation and their 

complaints…[where]…in the hospital you have a bladder scanner or whatever.  So…you 

really do have to rely on your assessment skills. 

 

Janice described, “we…did a focus[ed] assessment[s] on each patient, 

[addressing]…their biggest need at that time...You have to be able to assess…[the] patient 

safely.”  Amy described assessment as “observing their color…mannerisms…swelling…they 

don’t even realize they are having.”  She went further stating, the nurse “need[s] to intervene 

before [the person’s]…head goes clonk onto the table, [using the] inner sense of training…[when 

they] walk into a room and look over the room and [notice]…that person doesn’t look right.” 

Assessment of the basic physical needs, food, shelter, clothing, and water were addressed 

by all of the participants.  Amy described how she walked “around and made sure people were 

okay…had what they needed [as] for clothing, [and] food.”  All of the shelters provided the 

evacuees access to the basic necessities; however, clothing, water, and food were significant 

issues in the medical clinics located in the affected areas because “people [often] didn’t have 

power for a long time after” the disaster. 

Karen was the only participant who worked in an expanded nursing role as a practitioner 

which gave her the ability to “write prescriptions” and “suture” wounds.  She “wrote a lot of 



 

80 

 

PRN [Pro Re Nata] hypertensive [and]…insulin [prescriptions]…because…all that stuff got lost” 

in the tornado.  Karen said the RNs who worked with her did “just…anything that needed to be 

done…if…somebody wanted something to eat or [needed donated clothing,]… food items, or 

whatever…they were really good.  I think…I think the nurses…make the most difference.”  She 

went further to say the nurses who worked with her interacted with “everybody that came in [the 

clinic while she]… only interacted with the people that had more extreme problems.”  The nurses 

wash[ed] people’s hands, …[tried] to clean them up…[gave] them…[a] tetanus shot, 

and…[took] their vital signs.”   

Medications were a significant part of the role of the nurse in a disaster response.  

Chronic illness such as mental illness, diabetes, hypertension, respiratory, and pain management 

issues along with the medications needed to treat such illness were widespread and mentioned in 

all of the interviews.  Acute illness such as wounds, gastrointestinal, and problems treated with 

over the counter (OTC) medications were also prevalently noted by all the participants.  The 

acute illness was often described as, “headaches,” “stomach aches, asthma attacks…things that 

you would see with…acute stress [or]…panic.”     

The general nursing role in regard to medication was describing as “categoriz[ing] the 

medication,” assuring “everything was current, [and] nothing had expired.”  The ARC shelters 

had a system where the nurse would document what and why the medication was given.  

Whether the victims did or did not have their medication were often dependent on if their home 

was destroyed, the amount of disaster forewarning, or the time during the month.  Those that 

evacuated early from the disaster zones usually had an adequate supply, but some evacuees ran 

out of their supply “because it was toward the end of the month when they were sent here.” 
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Four of the shelters had a physician or nurse practitioner who prescribed medications.  

Mary “was…amazed…we were able to give out medicines” and “there was…a doctor 

there…volunteering.”  The donated prescriptions led to Ann staying overnight in the shelter 

“because…[the medical room] needed to be locked [because]…somebody [had to be] there in 

case [an evacuee]…needed” their medication.  In the Hurricane Katrina clinic, medications were 

donated by different companies and were brought to the clinic on a daily basis.  Bobbie worked 

with a physician and stocker who alphabetized…[the] medicines and…[put them on a] shelf like 

we were in a pharmacy.”  When the people came in the without a prescription or knowing what 

medicine they took, she would “use the best communication…[possible]…to get in touch with a 

pharmacist or a physician” to verify.  

Eight of the participants described some sort of mechanism where the nurses would call 

pharmacies to help the disaster victims with replacing their medications.  Amy stated, “we did 

call pharmacies…[to] get a temporary refill and [had]…had…some shipments and…from the 

pharmacies.” Jane said the nurses would “call in medicines…and [the clinic had]…people that 

would go pick it up and bring it to them.”  Medications were a major part of the nursing role in 

the Hurricane Gustav shelter, but the nurses there “didn’t distribute medicines” or call physicians 

for the medications instead the physicians came to the shelter or they shuttled the evacuees “back 

and forth…to the emergency room” or pharmacies to have their prescriptions needs met.    

 Mental, psychosocial, and substance abuse issues were prominently mentioned by the 

participants, but were a significant issue in one of the Hurricane Gustav shelters that had a large 

population of evacuated group home residents.  Ruth noted, “some [evacuees] showed 

schizophrenia symptoms and…we were trying to find people that could be one on one with these 

patients or the evacuees…showing those kinds of symptoms.”  She noted to prevent one 
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particular evacuee from becoming “agitated” people were assigned to stay with them “around the 

clock.” Some of the these evacuees also had problems with “incontinen[ce] and didn’t have 

additional …cloth[ing].”  Ruth recalled, 

There…[were] problems with some of the medications for…schizophrenia…[the 

evacuees] didn’t have any medicines with them…The physicians didn’t know…what 

their medical history was…Some of the physicians would come out to the shelter 

and…[some evacuees] would be transferred, or transported…clinics where…[the 

physicians] were…It was…a volunteer…thing with the physicians as well… Just a small 

number …had no medicines and they were medicines they needed, you could see…they 

were mentally deteriorating because they didn’t have [their medication]…versus others 

who didn’t have medicine… for blood pressure or cholesterol or things like that…weren’t 

going to have such an impact on them. 

 

A majority of the disaster victims served were defined as elderly who often experienced 

an exacerbation the symptoms associated with their chronic illness which were often exaggerated 

by the stressful circumstances.  Ruth recollected, “My first image is when I came in was this 

huge auditorium that was full of cots and there were a lot of elderly people there.  There were 

people in wheelchairs, people on walkers.” 

Issues with diabetic victims were prevalent in all participant accounts.  Bobbie recalled 

the “people…had nothing…no supplies, no way to stick their finger, no way to monitor their 

blood sugar, [and] no way to get their pills for the next day.” “Hypo and hyperglycemic 

problems” were prevalent as well for the victims with diabetes.  Janice mentioned they treated 

high blood sugars with insulin and had donated “glucometers [that we]…could decide who 

needed them the most.”   

Evacuees needed additional hypertensive medications because their “blood 

pressure…kept going up…[from] the anxiety of” the disaster.  Attacks resulting from COPD and 

asthma were also common with evacuees needing “breathing treatments.”  Amy noted “two or 
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three [evacuees]…were on oxygen [which]...was a concern because of when it would run 

out…[and] how…we get more?”  

Pain medications were addressed by the six shelter participants.  “The…[evacuees] on 

pain medications were advised [to]…keep…[the medication] hidden” in one of the Hurricane 

Gustav shelters.  Others shelters kept the pain medications locked up in the medical room for the 

evacuees.  Nikki described how the evacuees in the shelter where she worked were “demanding” 

and “wanted…Lortab, [Ativan, Xanax, and]…OxyContin, [asking]…‘where’s my pain 

medicine, I take…pain medicine and I didn’t bring it and you need to call…[a] doctor and…get 

my medicine.’” In all the shelters except one, the physicians would not prescribe pain 

medications for the evacuees and Nikki noted, “If you take OxyContin you are not going to leave 

it at home.” 

Minor injuries and chronic wounds from previous disease were mentioned in all of the 

interviews.  Supplies mentioned by the participants included Neosporin, peroxide, 4x4s, Band-

Aids, bandages, and ace wraps.  Karen prescribed a lot of antibiotics due to her “concern…about 

infection from cuts the victims had” from sifting through their damaged homes, noting “a lot of 

[residents]…would twist their legs in the rubble…[and she] would [apply an]…ace wrap 

or…recommended they go for an x-ray.”  Many participants noted that “diabetic…[wounds, foot 

and skin problems, rashes, along with]…minor wounds that…had to [be]…dressed.”  Anne 

described one particular evacuee she referred to a surgeon for eventual amputation who had a 

“really bad wound…[she] dressed and cleaned every day” in the shelter.  

OTC medications were available for the evacuees in all of the shelters, eight participants 

noting giving either “Tylenol, ibuprofen, Nyquil…Vicks Vapor Rub,” “Pepto-Bismol, Tums, 

Mylanta…Robitussin…saline nasal spray, [or] eye drops.”  The nurses in the Gustav shelter “did 
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not give out OTC” with the evacuees acquiring them from Walmart or the donation room located 

in the college.  The participants mentioned people with headaches and nausea and vomiting 

frequently.  Three of the participants noted an outbreak of stomach virus in two of the shelters 

which dissipated without significant issues.   

Psychosocial Needs 

Psychosocial needs of the evacuees were pivotal part of the role of the nurse and were 

noted by all of the participants.  The effects on the community and evacuee were substantial, 

leading to positive and negative evacuee accounts from the participants.  The nurse played an 

essential role in meeting the psychosocial needs of the disaster victims who were often described 

as their story.  There were also significant psychosocial issues and stressors noted by the 

participants as well in regard to their role during the disaster response.   

The seven participants were eyewitnesses to the immediate destruction similarly 

describing “the impact on the community [as]…people without clothes, without food, without 

shelter.”  Words used by the participants to describe the devastation in the community were 

“sickening,” “very shocking,” “very surreal,” “it didn’t seem real,” “optical illusion,” “eerie,” 

“the buildings were pretty much gone,” “incredible doom,” and “desolation.”  Karen recalled the 

church where the medical clinic was located. 

[It] was like an oasis in a desert…all [of the]…telephone poles looked like splintered 

toothpicks…[power] lines were down, and people’s animals…horses, cows, and 

dogs…were running around [because] it was [located in] a rural [community]…Trees 

[were] flattened like some giant had walked on toothpicks...It was…really…eerie and … 

quiet.   

 

Bobbie recalled “getting off the plane” during the Hurricane Katrina response and 

realizing how “horrible [it really was,]…see[ing] houses destroyed [and]…all those things in the 

trees…[the] mass destruction…TV was not comparable.”  Amy made another point regarding 
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the media, “The condos…arcades…amusement park, and see[ing]…the roller coaster…[going] 

into the ocean...makes the news, but [the real impact in the communities]…where the 

people…were living.  That’s where [the disaster victims] lost…their homes [and where]…homes 

still…are not” restored. 

Allowing the disaster victim to talk about their experience was deemed essential by all of 

the participants with six specifically mentioning the words, “their story.”  Terms used by the 

participants to describe the disaster victim were “needy and sad,” “overwhelmed,” “stunned,” “in 

shock,” and “some depression.”  Socioeconomic disparities were noted by eight participants by 

using terms such as “low income,” “low class,” or “poor” to describe the victims.  Two of the 

participants said the victims reminded them of a “homeless person” and noted the evacuees 

“sectioned themselves off” in the shelter and were “very possessive” of “all they had” left which 

made “sense.”  Janice described how some of the victims at the medical clinic located in a 

socioeconomically deprived area “did not want to… move to a shelter,” fearing if “they left” 

they would be “looted.”  In contrast, the two participants who worked in medical clinics located 

in rural affected communities used the terms “average people [who]…weren’t totally wealthy,” 

“blue collar workers with their families,” and “common everyday” people.   

All participants noted the significance of the nurse listening to and communicating with 

the disaster victims.  Participants described the disaster victims as having “a lot of stress” and the 

nurse needed to let them “tell their story,” “sit there and…cry,” “because everybody had a 

story...and even if you had heard this same type of story from every [disaster victim]…that 

person needed to tell that story.”  Amy believed the nurse needed to 

Be calm,…identifiable as a nurse, [and] have a presence…because people will hold on to 

that…[the nurse is]…there to protect them…The presence of…[the nurse] being there 

gave a lot of support…and the nurse needs to know…how to listen.  [The 

nurse]…need[s] to…[assess] when people are having stress, when they’re having 
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respiratory issues and not telling you about them because they don’t want to go one more 

place [especially]…an emergency room.  [Believing] it …[was] bad enough [to be in a 

shelter,]…but [not]…want[ing] to leave their possessions [and]…go one more place. 

 

Bobbie said, “this person may need some pills, but right now they just need me to listen.”  

Anne described, 

This one older man who…had a lot of medications…was in [the medical room]…twice a 

day and sometimes…at lunch time,…but I think he…just wanted to talk…He would sit in 

his little wheelchair and I would just talk to him…and then I wheel him back out to the 

gym…As the days rolled on and you had people that were staying there because…their 

[home]…was completely gone, you…got to know,…build a relationship,…and help them 

get sources outside of the little [medical] room. 

 

Fear and anger were also factors for some of the evacuees and Ruth related stating, “I can 

see how they might…be [fearful]…because they’re coming to some place they’ve never been 

before…wanting to know where’s this, where’s my bed.”  Some of the evacuees expressed their 

anger during Super Storm Sandy by getting “animated,…banging their fist…on the 

table…[saying]…‘I don’t know why this…happen[ed] to me’ and ‘I thought we would be 

covered’ [because they] didn’t know what they were going to do.”  Amy noted, “You couldn’t 

tell them it’s going to be alright [because] you didn’t know [if] it was going to be all right.” 

Not all of the descriptions in regard to the evacuees were positive.  While the three 

participants who worked in the Hurricane Gustav shelters did have some positive experiences 

during the response, they also described how at times the evacuees were disrespectful to them 

and the environment.  Ruth recalled, 

In the auditoriums…[the evacuees] would go and just urinate in the corners…on the 

carpets and were tearing things up.  And I guess I just wasn’t expecting that really 

because...I wouldn’t do that if somebody was helping me out I would…be respectful.  

But [the behavior]…could have been part of their mental conditions… I don’t know. 

 

The evacuees threw “babies diapers and stuff” on the floor, Nikki stated, “it was not a good 

experience…[and] was…a very unpleasant environment because…[the evacuees]…were very 
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demanding, saying ‘give me this, give me that,’ [and] not appreciative.”  She provided an 

example of the “bad apples” where a “mother said ‘I’m tired of dealing with my child; give me 

some Benadryl so I can knock them out.’”  Louise noted, “sometimes the moms were not always 

readily available and they would…leave their children on the cots and so [the nurses] would get 

called…to go check…and tend to them.” 

All of the participants mentioned some positive encounters with the disaster victims.  

Descriptions included “very appreciative for everything you were doing” and “very thankful.”  

Anne said, “the conversations [with the evacuees] always were…‘I’m just so thankful to God 

that I survived…I mean if you could see my house you just you would know it’s because God 

wanted me here and I just got to find out what He wants me to do now.’”  Ruth felt a comradery 

with the evacuees noting “we’ll go through [this disaster]…together and were all here for the 

same reason…to help [the evacuee]…get through this crisis, this tragedy,…back to life as [they 

knew]… it or something real close as soon as” possible. 

Karen was really surprised the disaster victims who came to her rural medical clinic did 

not take many of the donations in the church.  She described one particular interaction that 

provided insight. 

A simple country man [with]…his hands all cut up, I said to him ‘well what do you need, 

…we have all [these donations]…,take some.’  He [said]…‘honey there…[are] people 

that needs things more than me’...[she then] said ‘what were you doing here’ and [the 

man said] ‘I was helping my neighbor trying to recover some of his things’ [she asked 

him] ‘…what about your stuff, what happened?’ he [said]…‘it’s all gone but my neighbor 

has some things left so I’m gonna help him…try to restore or…gather things up that 

could be of value to the family.’  [Karen]…tried to get this man to go and get something 

[from the donations]…and the [only]…thing [she]…could…get him to use 

[was]…sunscreen.  [The church had a lot of donations,]…but he wouldn’t take anything, 

[saying]…‘I’ve already been to Wal-Mart [and]…got everything I need.’  [She 

said]…that was the attitude of the people... nobody wanted to take anything.” 
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Resourcefulness  

Even in the best circumstances, disaster situations are often chaotic; therefore, 

resourcefulness and flexibility with regard to role of the nurse may be the most important trait for 

the nurse.  Louise elicited the nurse in the disaster response must realize the situation is “beyond 

your control [and]…you have to just learn…to kind of roll with the punches.”  Terms used to 

describe this piece of the role of the nurse puzzle were “not a picture perfect world in that 

situation,” “dealing with limited resources,” “would rig it up [and]...make it work,” “sometimes 

you have to makeshift,” “everything is not script black and white [or] step by step,” “function in 

spite of being out of your norm,” and “being out of your box.”   

Karen described a situation where she “didn’t have a scalpel, so [she]…had to take…a 

sharp [16-gauge] needle and dig the glass out” of the victims hands.  Bobbie said the nurse 

“really do[es not] have time to tell [a nursing]…buddy…to bring…something, [because often 

during a disaster response]…there is nobody [to help you] and there [are] no supplies.”  Nikki 

elaborated, 

You know how [nurses]…are.  We can make anything come out of [just about] 

anything...I think nurses are resourceful…[Someone might] say…we need…sterile water 

[where the nurse would say]...we got the running water [and]...a faucet…Sometimes in an 

emergency situation you just have to get what you can get. 

 

Janice said, “there are some things that you can train for; [however,] a lot of things…you just 

have to deal with as…[issues] come…up.”   

 This section has explored the role of the nurse in a disaster shelter or temporary medical 

clinic.  The subthemes were organization, physical assessment, psychosocial needs, and 

resourcefulness.  Many other topics emerged from these subthemes in regard to the complexity 

of the role of the nurse in the community disaster response.  All of the participants described the 

importance of listening to the disaster victim’s story.  The nurse responding to a disaster must be 
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aware of the prevalence of psychosocial issues during the response as much as they needed 

understand the multifariousness of victim health issues.   

Knowing the Plan 

“Knowing the plan” was the second overarching theme derived from the participant 

accounts and recommendations.  Nikki stated nursing students “need to understand you have to 

have a plan [and planning]… can’t wait until a disaster happens.”  Jane described the meaning of 

the recipe:   

We have like a red box...[which is the hospital’s] emergency box and in it…for example 

let’s say the power goes off.  There’s something in there to tell them everything they need 

to do…It is…a disaster thing…you go in and it’s kind of like the recipe of what to do. 

 

Emergency Operations Plans (EOP) are often quite complicated with many partner agencies who 

are responsible for different aspects of the disaster response.  The basic civilian nurse responding 

in the community to a disaster would not need the same knowledge related to emergency 

planning efforts that a public health emergency nurse planner would need.  This study sought to 

find what the generalized nursing student or basic civilian nurse responder needed to know about 

emergency planning efforts and this section discusses disaster planning from the point of view of 

the nurse responding for the first and only time.  There are three parts in this section:  the 

emergency operations plan; partner agencies; and donations, staffing, and volunteering. 

The Emergency Operations Plan (EOP) 

All of the participants agreed the nursing student should be aware of the emergency plan 

in their healthcare facility and community.  Only one participant specifically mentioned the 

Emergency Management Agency (EMA) in their account who is the agency responsible for 

maintaining county and state EOPs (FEMA, 2010; 2014).  Another one of the participants in 



 

90 

 

particular, who was a nursing instructor, did not realize her affected county had a disaster plan, 

stating, “I do not think we had…[a plan when the tornados hit] in April.”   

Bobbie said students must learn and understand the significance of knowing the disaster 

plan, getting in contact with the “disaster management person” in the facility where they are 

working.  Louise stated, “if they work for a particular organization they [will]…already have a 

role defined in…their disaster plan” and they should know their role in the plan.  Jane thought 

we should only stress the importance of knowing their role in the emergency plan, explaining 

further “[Nurse], you need to do blah, blah...[Nurse] doesn’t need to know the whole picture 

really, but [Nurse]…needs to know that in an emergency [they] need…to do what [their 

supervisor in the disaster]… tells” them, during the response.  Three participants recommended 

development of disaster “guidelines” or a “protocol to follow” that would include  “call list,” 

contact “phone numbers,” “supplies,” “building layout,” “what to expect.” 

Communication and Partner Agencies 

Communication and collaboration are essential during a disaster response.  The 

emergency response to a disaster includes many partner agencies, functioning together in 

collaborating to address issues and needs of the community and victims.  For the purposes of this 

study, partner agencies are defined as individuals or agencies that worked with the participant 

during their disaster response.  Participants were asked whom they worked with in their facility 

during the response that led to the subsequent themes established from their responses: 

communication and partner agencies that will be discussed in this section.   

Communication.  Communication has many different meanings in nursing practice and 

disaster response.  This was apparent during the interviews where the term communication was 

utilized or mentioned by the participants in several different contexts.  Two participants 
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discussed communication difficulties in regard to the physical deficiencies (i.e., cell phone 

service).  The three participants who worked during Gustav emphasized the need for “better 

communication…know[ing]…what is expected of [the nurse]…and…the [specifications for the] 

role.”  Jane believed, “communication is probably 90% of the job in nursing, listening, hearing 

what you’re supposed” to hear.  Bobbie worked with a physician who “did not speak the best 

English,” recommending nurses consider the potential for “communication barriers” during a 

disaster response.  Janice stated, “communication is key [and] if you don’t know how to 

communicate with each other, …[the] other people working [with you]…you are not going to do 

well in a [disaster] situation.”   

Partner agencies.  All of the participants mentioned at least one partner agency during 

their disaster account.  Three participants stressed the need of knowing “who ultimately is in 

charge,” during the disaster response.  Several participants pointed out the importance of 

knowing who and what “resources” or “community links” are available during an emergency 

situation were “essential” for the nurse, but gave varying degrees in regard to the significance of 

the topic.  Jane said, “if you have…the time curriculum [to explain the different agency roles]…I 

…think it is important.”  Bobbie noted students should have an “awareness…there are 

organizations who…are very heavily involved with [disaster response]…like the Red Cross.”  

Janice explained, “there wasn’t a lot of togetherness [which]…could have been a little bit better 

as far [working with]…the other entities and the ARC…Instead [we were]…set up in separate 

areas, [but]…you need to know what to do if there is something you can’t handle…[and] who to 

go to…We didn’t know.”       

Nine of the participants mentioned the ARC in their disaster accounts, but only four had 

direct communication with ARC.  Bobbie said that “looking back people like the ARC and those 
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kinds of organizations…would have to be a wonderful resource…[to] know.”  In Ruth’s 

perception in one of the Gustav shelters was that operations were arranged by two parallel 

entities (ARC and the community college) and did not “remember talking with anybody with 

Red Cross, but…that may not be anybody’s fault but my own…[remembering,] the Red 

Cross…set up the portable shower stations and…[coordinated] meals…with the churches and the 

community.”  Anne said before the disaster “when you [would] say ARC, I immediately 

picture[d] this nurse…in the military…I guess it is the nostalgic pictures…I have seen with 

nursing history with little hat…[thinking when] there is a war…let’s get our ARC,” explaining 

before the disaster she did not realize that ARC led shelter operations and were a local volunteer 

organization.     

Eight participants mentioned law enforcement, security, military, National Guard, or 

Army Reserve, but only five recalled interactions with them.  Two participants had a law 

enforcement officer directly present in the medical station.  Janice said when they went door to 

door “the National Guard or Army Reserve made sure somebody went with…[them] at all times 

[which]…was good.”  

Three participants mentioned working with the health department.  One worked with 

health department staff in the medical area and the other two had interactions in the shelter 

resulting from an issue with donated food and investigation of a potential case of TB.  Other 

healthcare professionals were cited by all of the participants including doctors, volunteer nurses, 

and other medical staff.  Bobbie said, “There were physicians…[and] nurses from all over the 

place” in the medical clinic during Hurricane Katrina.  Amy was the only participant with a 

negative interaction with other medical staff stating that “the local hospital 

nurses…came…elbowed their way in, and took over.”  One participant mentioned that social 
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workers and DHR [Department of Human Resources] who helped with medications for the 

evacuees.  One of the Hurricane Gustav shelters had a large amount of children and “local 

doctors… help[ed]…[with the] pediatric” evacuees.  

The community itself was a major partner agency. A sense of community was apparent 

and mentioned by all of the participants that included churches and various other agencies.  

Involvement from local churches was noted by eight of the participants.  The evacuees were 

brought in on buses during Hurricane Gustav; therefore, transportation was a significant issue.  

The community churches helped with shuttling evacuees to physicians’ offices and local stores. 

The church’s youth and senior groups also brought a “little happy of some kind…with…others 

…sitting down, spending one on one time with one person or two people…listening to their 

stories.”   

The three temporary community medical clinics were operated and supplied by a private 

company, local hospital, and disaster organization.  Other partner agencies mentioned by the 

participants included community college staff and faculty members; community outreach; 

teachers; professional organizations; companies; electric company; and restaurants. 

Teamwork and community resilience were a noteworthy theme and mentioned by six of 

the participants.  Anne recalled, 

Seeing the community pour into helping people who didn’t have anything…It was really 

beautiful…the way…it didn’t matter the denomination…[skin] color…how much money 

you had…Everybody [was] pitching in together that had survived this horrible, horrible 

thing…[and] helping people cope…I was really…proud of my town, proud of my people 

[because]…we pulled together.  

 

Some of the noted participant statement were “people from the church were wonderful;” “people 

were so generous;” “people…willing to get out there and do whatever it takes for the 

community;” “brought the community closer together;” “everybody pulled together;” “I…think 
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the teamwork was the thing that worked the best;” “everybody working together;” and 

“everybody…pulled together…worked together, and did whatever we needed.”  Ruth summed it 

up well saying, “I think everybody just working together…I mean we were all nuts or we felt 

like we were [nuts], but everybody worked together in spite of…everything that was going on.”  

Donations, Staffing, and Volunteering 

 Donations were an enormous undertaking in the shelters and were often described as “a 

process in itself.”  There are also many issues associated with staffing disaster operations 

especially during a prolonged disaster response.  The theme of volunteering revealed the 

significant finding that none of the participants knew how to volunteer before their disaster 

response.  This section describes the participant perceptions, regarding donations, staffing, and 

volunteering.    

Donations. The community members, businesses, and churches donated clothing, 

toiletries, over the counter medications, and other items for the evacuees and “it was…a big 

community outreach.”  Of the six participants who worked in shelters, five described donations 

as “overwhelming” with “too much clothing” and they “actually [had]…to turn away donations.” 

Of the four participants who worked in community medical clinics, two believed “the 

donations were appropriate” amount.  Janice said there were “too much IV fluids…[and] 

diabetes stuff” in the medical clinic she worked and all they had were medical supplies, 

recommending “next time” to have a “broad rescue” including personal essentials (i.e., toiletries 

and clothing) because she saw many “people…that didn’t have anything.”  In the medical clinic 

Karen worked, the victims “didn’t really want to take [the donations]…did not want charity 

and…it was amazing.  We had a lot of things and people weren’t taking them, [adding]…I think 
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we had a lot of wasted stuff [because]…I don’t think that the people that needed the supplies had 

access to them” due to the clinic being located in an affected area with limited entree. 

Staffing.  Five of the participants noted staffing as an area of concern.  Staffing was a 

“big issue [for the three participants in the Hurricane Gustav shelters,]…trying to get people 

round the clock to come” and work.  The nurses could “not leave unless somebody [was]…there 

to relieve” them which was a significant “stressor.”  Ruth said they “pull[ed]…telephone 

numbers and…call[ed students and] everybody [they]…could.”  Nikki’s shelters did not utilize 

students, saying they had only a few nursing faculty the community college nurses to cover “24 

hour” operations and no other volunteer nurses from the community came to help which 

compounded the problem of having sufficient staffing.   

Two other participants noted the same staffing issues in the ARC shelters they worked, 

stating, “they did not have enough reserve nurses” to adequately run the response.  They noted, 

“in defense of the Red Cross…they were stretched to the max” and shelter operations “would 

have went smoother…[if] there already [had] been enough people…on…[the volunteer] list.” 

Anne said, “I think it was very overwhelming [for the nurse who organized the ARC response in 

the shelter]…that she…did not seem to have enough volunteers [on a list prior to the 

disaster]…that she could call on.”  Amy said, “maybe training [more] local people which is what 

they…wanted to do with me” could help with the problem of adequate staffing.  

Volunteering.  None of the participants knew how to volunteer before they responded 

which was a substantial finding.  Some of the comments in regard to knowing how to volunteer 

included the following: “I would have never known;” “I don’t really know;” “I think a lot of us 

live pretty isolated lives and are in a little rut;” “I just showed up at the shelter [by]…word of 

mouth;” “I still really don’t know;” and “I didn’t feel…I knew the right connections to get to 
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where I could help out.”  Jane said, “I’m a manager [and]…I [still] have no clue…how to 

volunteer.”   

The day after the tornado, Anne “got off work…[and] started…driving around town 

trying to find a place…[she] could help.  Mary stated, “they wanted me to fill out this paperwork 

and after I fill[ed] out the paperwork [they said]…someone…[will] call me, [but]…nobody ever 

called me…It [should not]…be this much worry to…volunteer to” help.  She went further to say, 

“all the nurses [and]…students wanted to help out, they just didn’t know what to do.” 

The participants suggested that “giv[ing the students] the basics of…where [they] could 

try” to volunteer, having the student “go to [their]…local ARC.”  They also suggested letting the 

students “know what is available out there for them to volunteer” by having a volunteer recruiter 

“com[e]…to the school” or directing the student to volunteer “organizations” “websites.” 

This section outlined the importance knowing the plan in professional practice and the 

disaster response.  The nurse should understand their role within the organization they are 

working along with the disaster plans of their community.  Communication is essential during 

disaster and many agencies work together, during a disaster response; therefore, it is essential for 

the nurse to understand interprofessional collaboration along with what partner agencies can 

offer to help.  Also, the importance of knowing how to volunteer was noted as a significant 

finding with none of the participants having prior knowledge or training, regarding where or how 

to volunteer.       

Recommendations for Disaster Curriculum 

Five of the participants mentioned “some students” volunteering in the clinic or shelter 

they worked.  The students “could not work in there unless there was an RN…work[ing] with 

them” and they were tasked “depending on where they were in their curriculum.”  In one of the 
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Hurricane Gustav shelter which housed a large number of group home and mentally ill evacuees, 

“50 to 80” students were utilized to “help [the evacuees]…with…[evacuee] baths…check vital 

signs, [and] blood sugars…using [the time in the shelter]…as clinical hours.””  Louise 

“observed… the students…[taking the children] outside and…[playing] kickball and…[giving] 

them dolls [which she thought]…was good.”  Ruth believed students are an untapped resource 

because “there’s a big pool of…nursing students.”   

Several of the participants noted using caution with the use of students.  In the other three 

Gustav shelters students were not utilized, Nikki stated, “none of…[the] instructors were 

comfortable with [students working in the shelter]…because of the legalities.”  Karen said, “I’m 

not so sure it’s a good experience for nursing students you know…because I think you have to be 

sort of mature to be able to handle…A lot of our nursing students are so young and they come 

from [their]…mothers arms to ours…it would be very traumatic.”  Louise said, “the students 

were kind of duped by the evacuees [with sad stories]…trying to get stuff out of them [and they 

need]... to be taught…to separate yourself…from the situation.”   

During the interviews the participants were asked for ideas on how prepare nursing 

students for a disaster response.  The participants noted significant challenges in preparing 

students and many felt the training they previously did not prepare them for their response.  

Anne stated she did not “think [they]…were…necessarily taught…realistically about” disaster 

response in nursing school.  The following three sections are participant recommendations, based 

on their first and only disaster experience, on how the disaster “basics” can be incorporated into 

undergraduate disaster curriculum for nursing students:  1) disaster content in curriculum; 2) 

personal responder experiences; and 3) simulation. 
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Disaster Content in Curriculum 

This study sought to find what needed to be included in the basics through the novice 

point of view.  The participant responses from the interview questions led to many topics which 

were organized into a framework of “basics” for disaster response which are included in 

overarching themes described in previous sections:  1) role of the nurse and 2) knowing the plan.  

Seven of the participants recommended including only the basics of disaster management in 

undergraduate curriculum.  Anne summed up the basics of disaster response well with the 

statement “when a large group of people [or community] are either displaced or injured…how 

[is] the city [or community]…prepared…and where [can the student or nurse]…can get plugged 

in to help.”  Jane said “just give [nursing students]…the basics of [if a disaster should]…occur 

this is what healthcare should do” in the response.   

Many of the participants discussed the difficulties of adding something else to a “stuffed” 

nursing curriculum and how it would be “impossible to cover everything in the entry level 

nursing school.”  Anne suggested providing “umbrellas” during undergraduate instruction.  She 

talked about the difficulties in including all aspects of nursing into the curriculum for the 

generalized nurse, suggesting that the curriculum provide “umbrellas” or additional areas of 

interest, such as disaster nursing, in addition to the curriculum.  Mary suggested having the 

students obtain a “certification [in]…disaster [response], just like we make them do CPR.” 

Ruth recommended incorporating disaster content throughout the curriculum, suggesting 

development of case studies combining trauma topics with disaster conditions.  Compound 

fractures, “open wounds…burns…fire, electrocute[ion]…[and] drown[ing]” occur every day in 

basic trauma nursing practice, but also happen during disasters.  She said student continuous 
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exposure could make “a disaster not so foreign or not…one of those modules you have one time 

and then you don’t hear about it anymore.”  

Professional development was the approach Bobbie suggested for incorporation of 

disaster content, stating it is “priceless” when nurse educators enable students regarding the 

“important[ance of]…be[ing] a part of an [specialized nursing] organization…[and continuing to 

learn in practice and]…professional life.”  Attending workshops and conferences along with 

“networking with other people who do what they do” is important for all nurses, but was another 

way she suggested integrating disaster knowledge into nursing practice.   

Personal Responder Experience 

Several of the participants recommended the ARC, health department, or other guest 

speaker specialized in EP coming into class and teaching the students to provide them “an idea of 

what a disaster is like before they ever have to” respond.  Janice said having the “Red 

Cross…come in and teach or someone that has done it over and over again [who]…knows about 

setting up a shelter…what the roles are supposed to be, [giving]…the student…a better idea of 

what they are to do when they are…in [a disaster]…situation as a nurse.”  Bobbie added, “If you 

could listen to somebody…[because] it is not a lot of easy way to say get experience…because 

you kind of have to go...but…actually hear[ing] from somebody [could]…get them intrigued…I 

think if you talk with somebody who has done this, even like myself just one time, if there’s any 

doubt in your mind, you probably won’t have a doubt anymore” about responding in a disaster.   

Other recommendations were to provide students with personal responder experience 

through:  “video of a disaster and the nurse’s role in the disaster,” “actual live video footage,” 

“personal experiences of…nurses [who]…have [responded],” “the voice of some of these people 

that lived through [a disaster],” and “have [the students]…read…an [qualitative] article or…[the] 
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voice of someone.”  Karen added, “historical [disaster] events…can be recounted to students, 

[providing]…examples of what people did or didn’t do and how they would do them better.” 

Simulation 

The participant’s confidence increased from their disaster experience, but actual disaster 

experience is almost impossible to incorporate in the curriculum because, thank goodness, 

disasters do not occur in every day practice.  Ruth believed from her disaster experience she 

would “feel better equipped to function without somebody having to literally hold my hand 

everywhere” if a similar situation ever happened again.  Amy said the experience left her with a 

“sense…of organization in my brain [and]…I would be able to check out my group, figure out 

my priorities, and [get my] start[ing] point…because that’s the hardest part,” adding further, 

“nurses learn by doing, nurses learn by hands on.”  Bobbie recommended, “if you could ever 

have an opportunity to take students [to a disaster medical site]…and let them do something 

simple things I think that would be…one of the best learning experiences you could” give them.  

Karen noted, “I think that any type of preparation …is going to be helpful.  [Nevertheless,]... no 

matter what [is taught] it is going to be inadequate” compared to an actual disaster response, “but 

that’s okay at least it was an introduction.”  She added, “I think the…psychological 

perspective…[is most important aspect for the nurse to] be prepared for” with the disaster 

response.    

All of the participants agreed simulation or drills were needed and were a potential tool 

for the nurse educator to provide an experiential learning experience in a disaster situation for the 

nursing student.  Anne recommended disaster simulation “towards the end [of nursing school] 

when they are trying to draw it all together anyway.” Mary recommended a simulation of a 
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“mock emergency room.”  Amy suggested the concept of simulating a “mock shelter” 

explaining, 

I sent my students this semester to a mock [hospital] disaster drill…[The students] were 

the victims...[and some] sat there…were dead, toe tagged…on a stretcher…[or] in a 

wheelchair [for] 8 hrs.  That was their participation in a disaster drill and I…[thought] to 

myself what good…[was] that, what did they learn from that?  [The students said], ‘it 

was okay, we got to watch and see what [the hospital staff] did…[and] see what 

happened if [a patient]…went to the morgue’  [From that I asked]…What did [the 

student]…get out of that [to help them in the role of the disaster]…nurse? I don’t 

see…benefit…[You] could have [the students do]…a mock shelter [with]…victims 

laying out, [telling]…students, okay you’re at the shelter now [and you]…have to decide 

what we have to do…I see the benefit of…[a] shelter [simulation because]... that is where 

the nurse comes in.   

 

Two of the participants did not have disaster training or simulation experience prior to 

responding.  Eight participants participated in a hospital drill, MCI exercise at work or nursing 

school.  Of those eight, six said that the exercise did not help them with the disaster response in 

the community.  Jane who had extensive disaster training before responding and worked in a 

community medical clinic stated “no it didn’t help me with this [disaster response], because it’s 

totally different” with mass casualty versus the community response.  Mary said her mass 

casualty exercise experience “might have helped me if I had went to the emergency room, but no 

it didn’t” in the shelter.  

The participants offered suggestions regarding what they thought should be included in 

disaster curriculum.  Training for the “generalized” nurse was noted by the participants and they 

recommended the training be simplified.  Eight of the participants had partaken in a MCI 

exercise and only two said that it helped them with the community response.  This brings to 

question the relevance of having the “generalized” nurse participate in an exercise that they 

would only be exposed to in the emergency room setting.  More research is needed to explore 
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this finding along with the importance of seeking outcomes evidence to support the training that 

we are providing to undergraduate nurses.     

Summary 

This qualitative study explored the lived experiences of nurses responding to civilian 

disaster response shelters or temporary medical clinic for the first time.  Research Question One 

was answered through the narrative stories of the participant and summarized in the section 

Growth:  Experience.  The sections, Role of the Nurse and Knowing the Plan, provide a 

framework of the essential knowledge and skills necessary to deliver care to disaster victims.  

These sections meet the goal of the study to develop recommended topics for disaster 

preparedness curriculum and answer Research Question Two, how can those experiences 

translate into a working disaster curriculum for undergraduate and practicing nurses?  The 

identified themes and subthemes were supported by the chosen conceptual framework based on 

the theory of Benner et al. (1996, 2009; 2010).  The final section, Recommendations for Disaster 

Curriculum provided participant recommendations for preparing the generalized nursing student.   
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CHAPTER V: 

DISCUSSION 

All nursing students, nurses, emergency department nurses, and public health personnel 

are in need of training for disasters (Baldwin et al., 2005; Chiu et al., 2011; Duarte & Haynes, 

2006; Littleton-Kearney & Slepski, 2008; Smith, 2007), but EP is an extremely complicated 

system that can take years for one to feel proficient.  At the beginning of this study, I sincerely 

thought most of the aspects of EP should be included in undergraduate nursing curriculum.  

Conversely, based on these novice nurses’ actual accounts during a disaster response, I would 

recommend significantly scaling back the amount of material required for the undergraduate 

nursing student and generalized nurse; realizing through this process, less can often become 

more in regard to EP in curriculum.  That being said, these recommendations are not designed to 

be all inclusive and only meant to help the generalized nurse and undergraduate nursing student 

navigate through the EP maze.  This chapter presents a discussion of the study findings while 

contrasting evidence from the scholarly literature for potential incorporation of these two 

suggestions, providing a foundation of support for the use of this recommended undergraduate 

disaster content.  The first section also includes a proposed model for undergraduate nursing 

students which was developed as a result of the study findings, literature, and personal EP 

experiences while contrasting with both supporting and inconsistent literature along with 

highlighting new findings.  Implications to nursing practice, education, and research and 

limitations to the study are included in the final section.  
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Overview of the Study 

This study sought to build upon current EP research by seeking to find potential solutions 

for the need to develop disaster curriculum for undergraduate nursing programs and define what 

disaster content should be included (Duarte & Haynes, 2006; Kahalaieh et al., 2012; Littleton-

Kearney & Slepski, 2008; Slepski, 2007; Smith, 2007).  Actual experiences from novice nurses 

working in disaster were scarce in the literature.  The following research questions that guided 

the study were defined to address these gaps:  1) what are the experiences of nurses who have 

responded for the first time to actual disasters in community shelters or temporary medical 

clinics; and 2) how can those experiences translate into a working disaster curriculum for 

undergraduate and practicing nurses?  Theories of novice to expert, experiential learning, clinical 

reasoning, phronêsis, and using real life situations to develop the student’s sense of salience 

provided the conceptual framework for the study (Aristotle & Browne, 1853; Benner, 2004; 

Benner et al., 2010; Dewey, 1938; Parry, 2008).  Narrative inquiry was used to learn from 

experiences and has increased generalizability when it is used with phonetic approach 

(Clandinin, 2007; Hoogland & Wiebe, n.d.; Landman, 2012).   

This researcher used narrative inquiry to explore the personal experiences of nurses who 

worked in a disaster shelter or temporary medical clinic for the first time in their careers.  The 

participant experiences were interpreted and led to three overarching themes:  1) growth:  

experience; 2) role of the nurse; and 3) knowing the plan.  The developed topics and themes from 

the study described the lived experience of nurses who have worked in community disaster 

shelter or temporary medical clinic for the first time.   

Looking through the eyes of the first time nurse responder helped me find new meanings 

and suggest content to prepare student nurses for disaster response.  EP is a very complex topic 
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within nursing and is ever changing with terms and acronyms that can be challenging to the full-

time EP planner, but impossible for the nurse educator if they have not had previous experience 

in the field of EP.  The WHO (2008) recommended that nurse educators in teaching EP should 

be supported and trained by EP experts.  Veenema’s (2013) advanced disaster practice textbook 

provides a good resource for the nurse educator and tool for advanced EP training, providing 

detailed explanations in regard to the EP, all-hazards, EOP, ESF, and role of public health within 

the disaster response, but it is not recommended for use directly with undergraduate nursing 

students.  The gap between nursing real-world practice and what is taught in the classroom is 

well documented (AHRQ, 2013; Benner et al., 2010; Duarte & Haynes, 2006; IOM, 2010; 

Newton et al., 2009; Slaikeu, 2011).  The recommendations made are in no way meant to be 

critical of the community health nurse educator; however, it is vital for the investigator to follow 

the data wherever it leads and point out gaps revealed through their research.  With that being 

said, this study provides evidence to help bridge the gap between actual disaster response and EP 

undergraduate nursing curriculum.   

Recommendations were noted in the literature for development of minimal competencies 

to be taught in all undergraduate nursing programs (Duarte & Haynes, 2006) along with 

identification of gaps in disaster education curricula (Johnson et al., 2012).  A tiered-level 

disaster curriculum with minimal competencies for the undergraduate nurse was noted in the 

literature (Duarte & Haynes, 2006).  The need for development of basic EP competencies was 

noted frequently in the literature (AHRQ, 2005; ASPH, 2010; Baack & Alfred, 2013; Chiu et al., 

2011; Duarte & Haynes, 2006; Johnson et al., 2012; Littleton-Kearney & Slepski, 2008; Slepski, 

2007; Speraw & Persell, 2013).  WHO (2008) developed basic competencies for the 

undergraduate curriculum that included principals of nursing care. 
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The study findings, scholarly literature, and personal experiences as a nurse educator and 

public health disaster planner were utilized to identify said gaps in current disaster curriculum, 

which led to two suggestions.  Suggestion one is the incorporation of Appendix K, proposed 

Model for Level One:  Basic Nursing Disaster Curriculum, which is discussed in detail in this 

chapter.  This proposed model directly responds to Research Question Two and literature 

recommendations for minimal disaster competencies.  Suggestion two is scaffolding disaster 

content throughout the upper division undergraduate curriculum that will help make “a disaster 

not so foreign” for the nursing student.  This suggestion was made by one of the participants, 

noted in the literature (NONPF, 2007; WHO, 2008), and directly supports the latest 

recommendations from AACN (2013) for incorporation of public health in the baccalaureate 

curriculum.    

Discussion and Contributions to the Scholarly Literature 

 Exploring actual accounts of nurses responding in a community shelter or temporary 

medical clinic for the first time to determine what content was needed to prepare undergraduate 

nursing students for a potential disaster response was the purpose of this study.  Two questions 

were used to guide the study and this section provides direct responses to each of these research 

questions.  Discussions of supporting and inconsistent literature along with new findings are also 

included in this section.  

 The ARC recently developed a training program geared to provide training for 

undergraduate nursing students titled Disaster Health and Sheltering Course to work as a 

volunteer during a disaster response (Disaster Resistant Communities Group LLC, 2013).  At the 

recommendation of the dissertation committee who provided oversight for this study, this new 

ARC training was not evaluated until the data analysis and Chapter IV of this dissertation was 
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completed so that the training would not influence findings or jeopardize the validity of this 

study.  The recommendations regarding the use of the ARC training are discussed throughout 

this section.     

All-Hazards and Emergency Preparedness (EP):  Semester One 

All-hazards and EP are terms used to describe planning for natural and manmade 

disasters (CDC, 2013; FEMA, 2010; Johns Hopkins Bloomberg School of Public Health, 2013; 

Veenema, 2013).  The importance of training nurses in regard to all-hazards and recognizing 

illness or injury associated with hazards was noted in the literature and the advanced EP textbook 

(Gebbie & Qureshi, 2002; ACHNE, 2008; Veenema, 2013); however, only a few of the 

participants mentioned the need for knowledge of all-hazards in their accounts.  All-hazards and 

EP are included in the proposed training because they provide the foundation for the nursing 

student to understand what constitutes a disaster response.     

EP is extremely complex; therefore, FEMA recommends the use of common terminology 

in the training for and response to disasters (FEMA, 2010; FEMA, 2013d).  Students must also 

understand the significance of using reliable research resources to learn about all-hazards and EP 

(NONPF, 2007; Disaster Resistant Communities Group LLC, 2013) and be taught using 

common terminology so they can adequately communicate with partner agencies during a 

disaster response.  Disaster Health and Sheltering Course provides a good resource explaining 

all-hazards, but the training explains the disasters within context with the role of the ARC; 

therefore, it is recommended that this training would be better served for use when discussing 

interprofessional collaborative practice or the ESF section of the proposed module.   

Both of the reviewed undergraduate textbooks defined natural and manmade disasters 

along with discussing the implications on the disaster victim and the community, but neither 
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used current EP planning recommendations or terminology to frame the disaster discussions 

(Hughes & Maurer, 2013; Summerlin, 2011).   

Category A, B, and C Bioterrorism Agents/Diseases require special planning and 

preparation for public health agencies and are essential to understand the role of public health in 

response for bioagents and reportable diseases (CDC, n.d.).  NONPF (2007) recommended 

training for the APRN on how to recognize and respond to all-hazards and Class A bioterrorism 

agents, but on the generalized level awareness of said agents and their importance in public 

health planning is suggested.  In response to these findings and recommendations, the knowledge 

for this portion of the training would be introduced during the first semester of upper division 

nursing curriculum, including defining natural and manmade disasters; awareness of the 

Category A, B, and C bioterrorism agents; defining EP, and recognizing the importance of 

utilizing reputable resources.     

Emergency Operations Plans (EOP) for All-Hazards:  Semester Two 

The EOP is defined in the NRF and both are the cornerstones for EP planning.  EOPs are 

required on all levels:  federal, state, county, municipalities (FEMA, 2010; 2014).  TJC requires 

accredited healthcare agencies to maintain EOP for their facility along with conducting exercises 

each year (ADPH, 2009, 2011a, 2011b; McCollum & Berkeley, 2012; TJC, 2014; Veenema, 

2013).  Every participant in this study noted the importance of the nurse knowing the plan in 

their healthcare agency and community; nevertheless, the statement made by one of participants 

who was a nurse educator the county in Alabama where she responded did not have an EOP was 

extremely troubling.  I was responsible for reviewing ESF 8 or the medical response for county 

EOPs in Alabama and know that every county in Alabama has an EOP.  I was also under the 

impression nurse educators were familiar with healthcare emergency planning efforts, which 
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caused one to wonder what went wrong with our emergency planning efforts and why is there 

such a disconnect between theory and practice.  This account underscores the recommendations 

from the WHO (2008) for the need of EP experts to collaborate and train nurse educators who 

are providing disaster content within the curriculum. 

The novice responder in the Slepski (2007) study and competencies developed by 

NONPF (2007) also recommended increased training on the National Response Plan (NRP), 

which is currently referred to as the NRF.  The importance of local assessments, preplanning, 

and teamwork were noted in the literature (Disaster Resistant Communities Group LLC, 2013; 

NEPEC, 2003; Weeks, 2007; WHO, 2008; Veenema, 2013).  Disaster Health and Sheltering 

Course provides a good resource explaining disaster planning efforts, but the training explains 

planning efforts within context with the role of the ARC; therefore, it is recommended that this 

training would be better served for use when discussing interprofessional collaborative practice 

or the ESF section of the proposed module.     

Nursing students must understand the importance of knowing their role within the 

healthcare agency EOP, nursing program, and clinical sites (Schmidt et al., 2011).  The 

importance of knowledge of preplanning efforts and nursing role in the healthcare agency plan 

were a common theme in the literature (ACHNE, 2008; ADPH, 2009, 2011a, 2011b; Baack & 

Alfred, 2013; Gebbie & Qureshi, 2002; May & Bigham, 2012; McCollum & Berkeley, 2012; 

NEPEC, 2003; Speraw & Persell, 2013; WHO, 2008; Veenema, 2013).  In the study conducted 

by Khalaieh et al. (2011), half of the participants were not aware of the local disaster contacts in 

their community.      

The chapter in the undergraduate textbook by Summerlin (2011) mentioned the NRF, but 

focused mainly on community planning not the healthcare agency.  The second textbook 
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discussed the importance of healthcare agency plans (Hughes & Maurer, 2013); however, neither 

of the reviewed undergraduate textbooks described the EOP as defined in the NRF (FEMA, 

2014) and by TJC (2014).  AACN (2013) has recommended that the baccalaureate nurse should 

be educated about health care policy, finance, and regulatory environments stating:  “Students 

should also be introduced to the need for skills in disaster planning and population support 

during disasters and other mass casualty situations” (p. 27).  In response to these findings and 

recommendations, the knowledge for this portion of the training would be introduced during the 

second semester of upper division nursing curriculum, including defining EOP for all-hazards 

response; NRF; State EOP; County EOP; understanding the importance of community plans; 

healthcare agency EOP; and understanding the importance of knowing your role within the 

healthcare agency EOP.     

Emergency Support Functions (ESF): Semester Two  

The ESF provides a standardized way for EOPs to be developed so plans flow seamlessly 

on all levels:  federal, state, county, and municipality (FEMA, 2014).  The NONPF (2007) has 

recommended ESF training for the APRN.  Neither of the reviewed undergraduate textbooks 

used ESF terminology to describe the agencies involved in disaster response (Hughes & Maurer, 

2013; Summerlin, 2011).  The first-time disaster responders in the Slepski (2007) study felt 

unprepared to deal with the complexity of the disaster and how agencies worked together in the 

response, which is similar to participant accounts in the present study.  A disaster response is 

very complex and requires many agencies to work together which can be extremely confusing 

(ADPH, 2011b; AEMA, 2012; Weeks, 2007; May & Bigham, 2012; FEMA, 2013b), leading the 

nurse to work with many providers outside the normal scope of clinical operations (AACN, 

2008; FEMA, 2013b; Duarte & Haynes, 2006; Kaplan et al., 2012; QSEN, n.d.; Rubinson et al., 
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2005; Weeks, 2007; Veenema, 2013).  The importance of interprofessional practice, 

collaboration, multidisciplinary education, and coordination of efforts are well noted in the 

literature (AACN, 2008; AACN 2013; Duarte & Haynes, 2006; Interprofessional Education 

Collaborative Expert Panel, 2011; NONPF, 2007; QSEN, n.d.; Weeks, 2007; WHO, 2008).  The 

ESF simplified a multifaceted system of many partner agencies working together to accomplish 

one job, responding to an emergency or disaster situation (FEMA, 2014).   

None of the participants in this study mentioned the ESF, but all mentioned working with 

at least one partner agency in their accounts.  Only one participant mentioned EMA, which is the 

lead agency for many of the ESFs (FEMA, 2014).  Several of the participants discussed the 

importance of knowing partner agencies, but ranked the importance of the topic to varying 

degrees.  Awareness of the partner agency roles was negligible with most not understanding the 

partner agency roles in the disaster and only small numbers of the participants even mentioning 

major players in the emergency response:  nine participants in the ARC (ESF 6); eight 

participants in law enforcement (ESF 13); and three participants in public health (ESF 8).    

On most occasions, nurses respond within ESF 6 Mass Sheltering and ESF 8 Public 

Health and Medical Services; therefore, it is recommended nursing students need only specific 

knowledge in regard their role within these two ESFs.  The other ESFs are recommended to 

provide awareness in helping illustrate how the EOP is orchestrated and how interprofessional 

practices are utilized during emergency and disaster responses.   

With regard to ESF 6 Mass Sheltering, the nursing student must understand the role of 

the ARC and how nurses work within this system.  It is also important to point out other agencies 

provide sheltering and volunteer services outside of the ARC, but the ARC is a major player in 

the disaster response and one of the primary support agencies for ESF 6 (FEMA, 2014).  Both of 
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the reviewed undergraduate textbooks define the role of the ARC, but not in regard to the NRF 

(Hughes & Maurer, 2013; Summerlin, 2011).   

Public Health is the lead agency for coordination of ESF 8 Public Health and Medical 

Services during a disaster response (FEMA, 2014).  The Strategic National Stockpile (SNS) and 

CHEMPACK are public health programs to deal with bioagents and chemical responses and are 

an important function for public health within the ESF 8 (CDC, 2012; HHS, 2011).  AACN 

(2013) has highlighted the importance of public health with the statements that nursing students 

should be able to “describe the structure of the public health system; identify public health 

policies, laws and regulations relevant to PHN practice; [and] identify the impact of the system 

on individuals, families, and groups” (p. 17).  One of the undergraduate textbooks did define 

public health as the lead agency for medical issues during disaster response, but did not refer to 

ESF 8 (Summerlin, 2011).  The other textbook mentioned public health in the response, but did 

not use the definition of lead agency (Hughes & Maurer, 2013).  Other recommendations in the 

literature for the nurse included:  knowing how to report within the public health system 

(ACHNE, 2008); APRN proficiency with infection control, decontamination practices, 

reportable PH disease surveillance (NONPF, 2007); and general knowledge about role of public 

health within disaster response (WHO, 2008).   

In response to these findings and recommendations, the knowledge for this portion of the 

training would be introduced during the second semester of upper division nursing curriculum, 

including defining ESF; describing the importance of Interprofessional Colloborative Practice 

within the ESFs during disaster response; describing ESF 6 Mass Sheltering; defining the role of 

ARC and other volunteer agencies in disaster response; describing ESF 8 Public Health and 

Medical Services; defining the role of Public Health in disaster response; SNS; CHEMPACK; 
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and defining the role of healthcare agencies in disaster response along with how they work with 

Public Health EP. 

The Disaster Health and Sheltering Course training provides an excellent resource 

explaining the ARC role during a disaster along with describing agency coordination with 

partner agencies within the public health system and the community and communication in 

relation to the role of the nurse, which are topics included in the ESF and Communications 

second semester of upper division sections of the proposed model.  This portion of the proposed 

curriculum module will include the following from the ARC Disaster Health and Sheltering 

Course: Component # 1 - Introduction to the American Red Cross – Video, which explains the 

role of the ARC during disasters.   

Communication:  Semester Two 

AACN (2013) recommended nurse educators “introduce students to strategies for clear 

team communication in challenging high-stress situations such as accidents, mass casualty, or 

disease outbreaks,” suggesting TeamSTEPPS as potential tool to help encourage the importance 

of communication for the baccalaureate nursing student (AACN, 2013, p. 20).  TeamSTEPPS is 

“an evidence-based teamwork system to improve communication and teamwork skills among 

health care professionals” (AHRQ, n.d., line 6). 

The National Incident Management System (NIMS) “provides a consistent, nationwide 

approach and vocabulary for multiple agencies or jurisdictions to work together to build, sustain 

and deliver the core capabilities needed to achieve a secure and resilient nation” (FEMA, 2013d).  

Both of the reviewed undergraduate textbooks discussed NIMS (Hughes & Maurer, 2013; 

Summerlin, 2011).  Also, noted in literature was the need for establishment of chain of command 

(Gebbie & Qureshi, 2002; Weeks 2007) and the importance of communication (ACHNE, 2008; 
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May & Bigham, 2012; NEPEC, 2003; WHO, 2008) during disaster response.  The novice 

responders in the Slepski (2007) study and NONPF (2007) specifically mentioned the need for 

NIMS training. 

Three participants in this study emphasized the need for improved communication during 

their disaster response.  Three other participants mentioned communication in the context of  

“communication is probably 90% of the job in nursing;” consideration for the potential for 

“communication barriers” during a disaster response; and “communication is key…in a [disaster] 

situation.”  In response to these findings and recommendations, the knowledge for this portion of 

the training would be introduced during the second semester of upper division nursing 

curriculum, including defining NIMS; completing the FEMA Introduction to Incident Command 

(ICS 100) for Healthcare/Hospitals; and describing the importance of common terminology; and 

utilizing TeamSTEPPS. 

Mass Casualty Incidents (MCI) and Resource Allocation: Semester Three 

The planning and response to a MCI is a critical function within ESF 8 and healthcare 

agencies must develop specific plans to address MCI (ADPH, 2009, 2011a, 2011b; IOM, 2009, 

2012; McCollum & Berkeley, 2012; Rubinson et al., 2005; TJC, 2014; Veenema, 2013).  Both of 

the undergraduate textbooks discussed the MCI and referred to triage tagging system; however, 

one referred to SMART (Summerlin, 2011) and the other START, which is the most commonly 

used triage system (Hughes & Maurer, 2013).  NEPEC (2003) training discussed importance of 

planning for MCI and directly referenced START Triage and this training program was 

mentioned frequently in the literature as a guide for undergraduate curriculum (Duarte & 

Haynes, 2006; Khalaieh et al., 2011; Littleton-Kearney & Slepski, 2008; Slepski, 2007; Smith, 

2007).  This program is geared toward MCI and does not use current EP terminology.  I would 
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recommend using caution with direct use with undergraduate nursing students; however, the 

modules do provide an excellent resource for the nurse educator to develop MCI training if they 

are modified to reflect current best practices before use.    

The fact that none of the participants conducted mass casualty triage and the six who had 

participated in a mass casualty exercise said it did not help them with their response caused me 

to take a step back from my many experiences with planning, training, and responding to 

disasters where much of the focus has been on mass casualty triage and incidents.  Most of the 

mass casualty is completed within the first 24 to 48 hours by the first responders (i.e. fire, police, 

and EMS) in the field and emergency department, but response and recovery do not end at that 

time.  The community affected by a disaster has to heal which can take weeks, months, or even 

years.  Learning about mass casualty is an essential aspect of emergency preparedness 

curriculum; however, while extensive mass casualty training is essential for the nurse working in 

the emergency department mass casualty should not be the primary focus for the undergraduate 

“entry level [or] generalized nurse” working in other areas of nursing.  

Resource allocation also requires for specialized planning within ESF8 due to the fact 

resources and supplies available could be limited during a disaster (i.e., ventilators during a 

pandemic) (ADPH, 2009, 2011a, 2011b; FEMA, 2014; McCollum & Berkeley, 2012; TJC, 2014; 

Veenema, 2013).  The novice disaster responders in Slepski’s (2007) study recommended the 

nurse should understand how to respond with limited medical resources.  Weeks (2007) 

recommended the establishment of a supply chain.  Several of the participants in the study 

mentioned resource allocation using the terms:  “resourcefulness;” “dealing with limited 

resources;” “sometimes you have to makeshift;” “ there is nobody [to help you] and there [are] 
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no supplies;” and “sometimes in an emergency situation you just have to get what [supplies] you 

can get.” 

Finally, each state must maintain rules to govern safe practices in nursing (National 

Council of State Boards of Nursing, 2014).  Nurses must be aware of their scope of practice 

limits (ACHNE, 2008; May & Bigham, 2012; NONPF, 2007) along with awareness of the legal 

and ethical issues that occur during a disaster response (Baack & Alfred, 2013; WHO, 2008).   

The need to address issues regarding responder safety and security were noted in the 

literature (NONPF, 2007; Weeks, 2007; WHO, 2008).  Seven participants in the study did not 

note safety as a concern outside of the dangers of debris within the disaster area; however, the 

other three participants dealt with significant safety concerns due to reports of illegal drug use in 

the shelter stating, “it was scary” and “you didn’t feel safe.”  Legal, scope of practice, and ethical 

issues were mentioned by six of the participants with statement including:  “we know patients 

need…medications, but our practice doesn’t allow us to prescribe;” “we were so afraid [because] 

we were working under our license;” “we weren’t there to run a hospital, [but]...that is…[what] a 

lot of people perceived” as their role; “none of…[the] instructors were comfortable with 

[students working in the shelter]…because of the legalities;” and they had a “doctor’s license 

that we were working under…[but], did not see…[the] doctor.”  Three participants specifically 

referred to the Good Samaritan Laws in regard to volunteer protections during their interviews.   

In response to these findings and recommendations, the knowledge for this portion of the 

training would be introduced during the third semester of upper division nursing curriculum, 

including defining MCI and responsible ESFs; understanding the importance of healthcare 

agency planning for MCI; define START Triage System; describing nursing role in the MCI 

within the healthcare facility and community; defining nursing scope of practice, Nurse Practice 
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Act, and Good Samaritan Laws; discussing planning efforts to address limited resources; 

defining role of the nurse using resourcefulness with resources and supplies; and discussing legal 

and ethical issues in a disaster response. 

The Disaster Health and Sheltering Course training discusses minor triage, mentions 

MCI, and provides links for further study about triage. The ARC training only mentions in 

passing illegal drugs are prohibited within the shelter.  The training also discusses resource 

management in light of the fact that ARC is a volunteer agency and relies on donations to 

provide services (Disaster Resistant Communities Group LLC, 2013).  The program provides a 

good resource to supplement the material in this section for the proposed module; however, the 

information in the training is specific to ARC policies and further explanations are needed 

regarding the MCI, legal and ethical issues, scope of practice, and resource allocation which are 

significant public health issues for the nurse outside of the scope of ARC.     

Basic Role of the Nurse in Disaster:  Semester Four 

The literature highlighted many variables in providing for victims in disaster (Duarte & 

Haynes, 2006; CDC, 2013; FEMA, 2013b; Johns Hopkins Bloomberg School of Public Health, 

2013; Kaplan et al., 2012; Rubinson et al., 2005) that was also demonstrated in all of the 

participant accounts in this study.  Littleton-Kearney and Slepski (2008) recommended the need 

for research in roles of responders and capacity levels.  Nurses have a substantial role in disaster 

response, but must be prepared with the basic knowledge and skills to respond (Baack & Alfred, 

2013; Johnson et al., 2012; Khalaieh et al., 2011; Smith, 2007; Weeks, 2007).  

Recommendations also include a need for consistent training for disaster response (Baack & 

Alfred, 2013); however, reference specific assessment skills in the community setting were 

limited.  This section pulls recommendations from the literature and accounts from the 
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participants in this study trying to explain the phenomenon of what skills are needed to perform 

an assessment on a disaster victim in the community.    

The participants in this study used many terms to describe how they conducted an 

assessment for the physical needs of the victims:  “history,” “gathering of information,” 

“ABCs…airway, breathing, circulation,” “vital signs,” and “general assessment.” The 

importance of the nurse using their senses “sight,” “hearing,” and “touch” was also stressed by 

the participants because the nurse in a disaster often does not have the “technological” equipment 

that one would have in the hospital.  Basic physical needs of the disaster victim, such as food, 

shelter, clothing, and water, were also addressed by all of the participants.   

Basic triage and first aid included the treatment of minor injuries and chronic wounds 

from previous disease.  All of the participants in this study discussed the prevalence of chronic 

illness such as mental illness, ambulatory, diabetes, hypertension, respiratory, and pain 

management issues in relation to the disaster victim.  The participants described a majority of the 

disaster victims as “elderly” who often experienced an exacerbation of symptoms due to the 

stressful circumstances.   Acute illnesses associated with stress (i.e., gastrointestinal issues, 

wounds, asthma attacks, and headaches) were frequently noted by all the participants.   

The nursing role with medications was addressed by all of the participants in this study.  

The disaster victims’ issues with medications included running out of required medication, 

which required using an OTC for acute illness and requesting pain medications.  The most 

common participant descriptions regarding the nursing role medication were “categoriz[ing] the 

medication,” assuring “everything was current,” and checking for expired medications.  The 

ARC shelters in this study had a system where the nurse would document what and why the 

medication was given.  Four of the shelters had a physician or nurse practitioner who prescribed 
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medications; eight of the participants described some sort of mechanism where the nurses would 

call pharmacies to help the disaster victims with replacing their medications; and two 

participants “didn’t distribute medicines” or call physicians for the medications.   

Pain medications were addressed by the six shelter participants in this study with disaster 

victims demonstrating medication-seeking behaviors and need for security of prescribed victim’s 

pain medications.  My first experience with disaster victims demonstrating medication-seeking 

behaviors and need for methadone clinics occurred during the Hurricane Katrina response and 

the experience caught me off guard.  Nursing students must be made aware that this is a potential 

problem during disaster response and be equipped to deal with potential legal and ethical issues 

directly associated with pain medications. 

Both of the reviewed undergraduate textbooks described the psychosocial needs of the 

victim along with a discussion of PTSD (Hughes & Maurer, 2013; Summerlin, 2011).  The 

nursing role in regard to psychosocial issues was a common theme in the literature (ACHNE, 

2008; Baack & Alfred, 2013; NEPEC, 2003; NONPF, 2007).  Psychosocial needs of the 

evacuees were central part of the role of the nurse and were noted by all of the participants in this 

study.  Seven of the participants in this study were eyewitnesses to the immediate destruction of 

the disaster and similarly described the effects on the community as “shocking,” “horrible,” 

“surreal,” “incredible doom,” and “desolation.”   

All of the participants in the study discussed the need for the disaster victim to talk about 

their experience and six specifically mentioning the words “their story” to describe these 

interactions.  Disaster victims were described as “overwhelmed,” “stunned,” “in shock,” and 

often depressed.  All participants noted the importance of the nurse “listening” to and 

“communicating” with the disaster victims.  The majority of the participant interactions with 
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disaster victims in this study were positive, using descriptive terms such as “appreciative” and 

“thankful.”  

All of the participants in this study mentioned some positive encounters with the disaster 

victims; however, there were some negative interactions as well. Some examples of the negative 

encounters with disaster victims were disrespect of the shelter environment; victims being 

“demanding” and “not appreciative;” and leaving children unattended.  Spending over 18 years 

working as a nurse in public health has made me keenly aware of the socioeconomic and health 

disparities in our nation.  One can only imagine this underprivileged segment of our population 

would have limited abilities and needed resources to recover from a disaster; therefore, it not 

surprising eight of the participants in this study described the disaster victims as “low income,” 

“low class,” and “poor.”  I worked the night of April 27, 2011, in an ARC shelter just hours after 

the tornados and witnessed many displaced individuals from all walks of life in the immediate 

aftermath of the disaster; however, the shelter population dramatically changed in the light of the 

following day.  The evacuees with resources, family, money, and insurance left the shelter and 

what was left were people who had nothing to begin with and no place to go.  With that being 

said, I believe nursing students must be made aware of the potential socioeconomic disparities 

and possible negative experiences they could encounter during a disaster response.   

The nurse must be able to critically think and problem solve during a disaster response 

(Smith, 2007; WHO, 2008).  Critical reasoning includes critical thinking where the nurse looks 

at the entire context of the patient or disaster victim to determine what action needs to be taken 

(Benner et al., 2010).  All of the participants in this study noted “prioritize[ing]” and “critical 

thinking” as essential skills, during the assessment of the disaster victim.  The participants said 

the nurse must be able to identify the “problem,” “prioritize,” and “critically think” to decide 
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what action needs to be done first. Nursing students must understand that critical reasoning is an 

indispensable part of the nursing assessment during a disaster response.   

Flexibility was another common theme in the literature (Duarte & Haynes, 2006; May & 

Bigham, 2012; Slepski, 2007; Weeks, 2007) and was also common theme with the participants in 

this study, dealing with issues “beyond your control” in an often “chaotic” environment where 

“everything is not script black and white,” learning to “function in spite of being out of your 

norm” or “roll with the punches.”  One participant summed up the importance of “flexibility” 

during disaster as “there are some things that you can train for; [however,] a lot of things…you 

just have to deal with as…[issues] come…up.” Nursing students must be made aware that the 

disaster situation will not be structured like their previous hospital experiences and “flexibility” 

is essential during a disaster response.    

None of the interviewed participants knew how to volunteer before they responded.  

After the response to Hurricane Katrina, Weeks’ (2007) school of nursing integrated the ARC 

(1997) Disaster Health Services Protocol course into their curriculum.  Weeks stressed the need 

for development of preplanning efforts, processes for selecting volunteers, and pre-disaster 

training of nursing volunteers.   

Nurses are a significant part of the ARC volunteer response (Disaster Resistant 

Communities Group LLC, 2013).  All states are required to participate in the Emergency System 

for Advance Registration of Volunteer Health Professionals (ESAR-VHP) which is a federal 

program created to organize public health and medical volunteers during disasters (ESAR-VHP, 

n.d.).  Both of the undergraduate textbooks reviewed discussed how nurses could volunteer with 

ARC and the Hughes and Maurer (2013) textbook specifically mentioned ESAR-VHP as a 

volunteer resource (Summerlin, 2011).   
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Eight of the participants in this study had some disaster training or simulation experience 

prior to responding with two having no training before they responded, but only two said the 

training helped them slightly with this response.  Three of the participants in this study were 

required by their employer to respond, two volunteered through the hospital where they worked, 

three were asked to volunteer through a co-worker or a friend, and two were spontaneous 

volunteers.  Both of the spontaneous volunteers had some disaster training.  Volunteers showing 

up spontaneously and lack of adequate disaster training can be a significant challenge during a 

disaster response (Duarte & Haynes, 2006; Points of Light Foundation & Volunteer Center 

National Network, n.d.; Schmidt, 2004a).   

Based on the participant responses in this study and my experiences working in shelters, 

the Disaster Health and Sheltering Course provides exceptional training tool for use in the 

undergraduate nursing curriculum, providing measures for the nurse educator to prepare students 

for the nurse role during the community disaster response.  The training discusses the importance 

of personal preparedness; provides a step by step guide for conducting a victim assessment; 

explains how to assess in a shelter; offers job action sheets to assist with organization; talks 

about importance of mental health for victims and healthcare workers; and discusses in detail 

how to assess the victim and population; and provides the student a way to volunteer with the 

ARC.  Victim health issues such as chronic and acute illness, wound care and minor triage, 

medical equipment, oxygen, wheelchairs, and walkers were explained and supplemented with 

disaster victim case studies to promote critical thinking.  The ARC is a volunteer agency that is 

open to everyone and is based on non- discriminative policies; therefore, potential population 

disparities are not mentioned in the training (Disaster Resistant Communities Group LLC, 2013).  

The nurse educator would need to expand on this training in the curriculum through discussion 
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of potential socioeconomic disparities within the disaster population; medication issues including 

pain; student development of personal responder preparedness plan; utilization of case studies 

based on the experiences of novice nurses’ responding during disaster; and simulation 

experiences.  This portion of the proposed curriculum module will include the following from 

the ARC Disaster Health and Sheltering Course: Component # 2 - Disaster Health and 

Sheltering for Nursing Students - Narrated PowerPoint Presentation, Component # 3 - Post-Test, 

and Part 2 Operation Shelter Care - A General Population Shelter Tabletop Exercise.   

In response to these findings and recommendations the knowledge for this portion of the 

training would be introduced during the fourth semester of upper division nursing curriculum, 

including:  describe the nursing assessment of the community and victim – physical needs of the 

disaster victim, basic triage and first aid, impact of chronic and acute illness, psychosocial needs 

and communication, PTSD, socioeconomic disparities, organization, critical reasoning, and 

flexibility; volunteering – ARC, ESAR-VHP, and other volunteer agencies.   

Personal Responder Experiences in Theory – Case Studies and Personal Preparedness:  

Semester Four 

This investigator will develop expanded case studies from these actual experiences, so 

nursing students and practicing nurses can learn what it is like to respond for the first time in 

disaster situation.  Appendix I provides an example of one of the case studies.  Benner et al. 

(2010) recommended that nurse educators use case studies as an experiential pedagogy to help 

link theory to nursing practice.  The narrative stories from the participants in this study will 

allow nursing students and nurses to reflect on actual experiences during a disaster response to 

help them “discern the consequences” of actions, preparing them for a future response (Lindsay, 

2006, p. 44).  This in turn will “strengthen the preparation” of new generations of EP nurses 
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much like case studies derived from the method of narrative inquiry have helped mental health 

nurses (Hall & Powell, 2011, p. 8).  The participants in the present study suggested the use of 

personal experiences for disaster education which correlates directly with the recommendations 

in the literature to examine the role of the civilian nurse responding in a disaster to provide 

qualitative data from their experiences (Veenema, 2013; Lavin et al., 2013).   

Benner’s et al. (1996, 2009, 2004, 2010) theories support reflecting on actual 

experiences.  Self-evaluation and questioning findings are essential to develop clinical reasoning. 

The literature recommended utilization of lessons learned to improve disaster response (ACHNE, 

2008; NONPF, 2007).  ACHNE (2008) recommended the use of case studies, but preferred drills 

and exercises to prepare nurses for disaster response.  There was limited research based on the 

actual experiences of nurses (May & Bigham, 2012; Slepski, 2007; Weeks, 2007).   

Personal nurse responder preparedness was a common theme in the literature (Baack & 

Alfred, 2013; Slepski, 2007; NEPEC, 2003; Speraw & Persell, 2013).  The participants in this 

study were selected based on the criteria their response was the first and only time to work 

during a disaster response; therefore, it is understandable “not knowing what to expect” was 

found to be a significant stressor and common theme.  Some of the statements included 

“confusion;” “didn’t have training…[or] know what we were doing;” “didn’t know what our role 

was;” “were not prepared;” no “defined role;” and “it was scary.”  

The amount of past years’ nursing experience at the time of the disaster experience 

played a role in regard to the level of comfort for the participants in this study.  The least nursing 

experience was 10 months and most 33 years with mean of 18.6 years and median of 16.5 years.  

Recommendations were made by the participants regarding the amount of nursing experience 

that was needed to adequately respond during a disaster.  Nine of the participants recommended 
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range of years of nursing experience needed to respond independently as a nurse during a 

disaster from six months to three years with a mode of two years.   

Weeks (2007) recommended the establishment of a routine in a disaster shelter.  Three of 

the participants in this study ranked organization as the “number one” priority and all mentioned 

it as an important attribute for the nurse to have during a disaster response.  The participants had 

differing views in regard to organization and comfort level in the community disaster setting 

depending on:  whether they received a brief orientation (two participants); worked with an nurse 

experienced in disaster (three participants); and past nursing experience as a travel nurse, urgent 

care, or emergency department (six participants).  Five of the participants in this study did not 

receive an orientation to their nursing role.  One of the participants recommended that there 

should be an “organizing contact person” to organize, train, and guide the nurses in the 

community response.  Two of the participants worked with an ARC Disaster Health Services 

nurse who served as an “organizing contact person,” with one stating, “did a phenomenal job on 

just ciphering…[and demonstrating] very good judgment.”  

Also, students must be prepared for both positive and negative personal effects that could 

result from a disaster response.  The participants in this study faced psychosocial issues in regard 

to their personal lives which affected the way they responded.  Some of the issues included:  

inability to communicate with family members in the immediate disaster; job loss; health issues; 

family issues; “small children;” family “business;” Three participants were required to respond 

by their employer which caused some negativity, but all three said they would be willing to 

respond as a volunteer again.   

The participants in this study recommended training for the undergraduate should include 

“some type of psychological preparation” to help the students prepare for the “emotional piece 
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of” the disaster response.  One participant stated:  “it is okay…[to] cry with the people or if you 

feel overwhelmed…[and] say ‘I’m sorry this is…overwhelming me right now, let me just think 

for just a minute.’”  The participants experienced feelings of “guilt,” “empathy, and sadness” and 

often described their experience as “emotionally overwhelming.”  

The overall consensus from the participants in this study was positive with every one 

saying they would respond to a disaster again several stating they would be more “aggressive” 

next time with volunteering.  The participants were “thankful” for their often “eye opening 

experience,” describing the experience as “building relationships and helping people, not just 

treating a disease or injury.”      

With regard to tips and questions the responder should ask, three of the participants in 

this study provided tips and questions they would ask to prepare for a disaster if they were to 

respond in the future:  Bring a “couple of changes of clothes in case you do not get to leave;” 

“What supplies are available?; “Do we have housing?; Where is the housing?; What do we do 

when we get off?;  When do we get off?; What [is] my role?”; What’s the situation…in the place 

I’m going?;  How bad is it?;”  and “Are we going to be able to stay in someone’s home or are we 

going to have to travel…to get to the clinic?”   

Several of the participants recommended bringing someone experienced in disaster 

response into the classroom to share their story.  Some of the comments from the participants 

that support the use of personal experiences were:  provide the students “an idea of what a 

disaster is like before they ever have to” respond; give “the student…a better idea of what they 

are to do when they are…in [a disaster]…situation as a nurse;” have the student learn from “the 

voice of some of these people that lived through [a disaster],”  “have [the students]…read…an 

[qualitative] article or…[the] voice of someone;” and “historical [disaster] events…can be 
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recounted to students, [providing]…examples of what people did or didn’t do and how they 

would do them better.”  In response to these findings and recommendations the knowledge for 

this portion of the training would be introduced during the fourth semester of upper division 

nursing curriculum, including having the student complete case studies based novice nurse 

responders experiences; and developing a personal preparedness plan. 

Simulation Experience:  Semester Four 

The importance of participation in real life exercises and drills was a common theme in 

the literature (ACHNE, 2008; Gebbie & Qureshi, 2002; NEPEC, 2003).  Disaster simulation can 

be a good tool to provide experience and help the student bridge the gap between disaster theory 

and practice (Carter & Gaskins, 2010; Chiu et al., 2012; Duarte & Haynes, 2006; Kaplan et al., 

2012; Khalaieh et al., 2011), but actual disaster experience believed to be superior.  Only eleven 

percent of RNs in a study conducted in Jordan had actual disaster experience (Khalaieh et al., 

2011).  One survey in the literature found that actual experience during a disaster response 

promoted the nurse’s confidence was also found to be true with the all of the participants in this 

study (Baack & Alfred, 2013).  Disasters are not an everyday occurrence and are often difficult 

to simulate (CDC, 2013; Chiu et al., 2012; FEMA, 2013b; Kaplan et al., 2012).   

One participant noted, “I think that any type of preparation…is going to be helpful.  

[Nevertheless,]....no matter what [is taught] it is going to be inadequate” compared to an actual 

disaster response.  All of the participants agreed simulation and drills were a potential tool for 

the nurse educator to use with one participant recommended using simulation “towards the end 

[of nursing school] when they are trying to draw it all together anyway.”   

Conversely, of the eight participants participated in a hospital drill, MCI exercise at work 

or nursing school, only two said the simulated experience helped them during their disaster 
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response which is very concerning.  One participant in particular said the mass casualty exercise 

experience “might have helped me if I had …[worked in] the emergency room, but no it didn’t” 

in the shelter.  This finding in particular warrants further research into the efficacy of the use of 

MCI exercises for preparation for a community disaster response.  One participant recommended 

the concept of a “mock shelter,” focusing on the critical thinking aspects of basic triage within a 

shelter.  In response to these findings and recommendations the knowledge for this portion of the 

training would be introduced during the fourth semester of upper division nursing curriculum, 

including having the student participant in a simulation exercise based on the generalized role of 

the nurse in the community response to a disaster.   

New Findings 

There were several new findings revealed in this study: lack of prior knowledge of how 

to volunteer during a disaster response; none of the nurses responded directly in a MCI during 

their disaster response and all described the response “like a clinic”; a majority noted previous 

experience in MCI exercise did not help them with their actual response in the community; 

specific assessment skills needed to conduct an assessment on the disaster victim in the 

community setting; and the use of inconsistent and outdated EP terminology in undergraduate 

textbooks.  In light of these new findings, I attempted to directly address these gaps during the 

development of the proposed Model for Level One: Basic Nursing Disaster Curriculum.   

Implications and Recommendations  

Nursing is an ever changing and extremely complex profession.  The assessment of a 

human being is exceedingly difficult for the novice nurse because of the vast amount of variables 

that need to be considered when one utilizes a holistic approach to provide patient care.  The 

nurse educator has the challenging occupation of preparing the nursing student for their role as a 
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nurse.  The goal of undergraduate nursing curriculum is to create a nurse who utilizes critical 

reasoning to see the whole person when addressing a vast array patient care issues.  The purpose 

of nursing research is to reveal evidence discovered though the ethical exploration of issues 

related to nursing and provide based practices that will improve the profession.  This section will 

address the potential implications resulting from this study related to nursing education, nursing 

practice, and nursing research.   

Nursing Education  

 Benner et al. (2010) recommended that nurse educators should continue to strive to 

implement improvements in teaching and the student experience.  The AACN (2008) Essentials 

of Baccalaureate Education for Professional Nursing Practice addresses the importance of 

disaster content stating the nursing generalist should “Understand one’s role and participation in 

emergency preparedness and disaster response with an awareness of environmental factors and 

the risks they pose to self and patients” (p.32).  There are recommendations in the literature that 

every school of nursing should include consistent mutually agreed upon disaster curriculum 

(ACHNE, 2008; Duarte & Haynes, 2006; Khalaieh et al., 2011; Littleton-Kearney & Slepski, 

2008) address the need for basic competencies for disaster response (AACN, 2008; Kaplan et al., 

2012), and interlace disaster content throughout the curriculum (AACN, 2013; NONPF, 2007).  

Also, there is a significant gap between nursing education and the specific skills needed to 

respond to a disaster (Duarte & Haynes, 2006; Littleton-Kearney & Slepski, 2008).  The findings 

in this study help address this gap by speaking to the amount of knowledge needed for the 

generalized nursing student who only “need[s] some of” the massive amounts of disaster content 

(Duarte & Haynes, 2006, p.e55).  This study provides a basic curriculum model, proposed Model 
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for Level One:  Basic Nursing Disaster Curriculum, to assist nurse educators in scaffolding 

disaster content in the undergraduate curriculum for the preparation of the nurse generalist.   

Nursing Practice 

All of the participants in this study described what Benner et al. (1996, 2009, 2010) 

would refer to as advanced or expert skills in physical assessment even though they were a 

novice to the disaster response.  In my opinion, the reflective nature narrative inquiry helped to 

facilitate this transition; thus, helping the participants progress to a new level of expertise.  

Reflection is a powerful tool and helps progress the learner to a higher level of understanding 

(Benner et al., 2010; Bransford et al., 2000; Gadamer, 1975; Malpas, 2009; Sawyer, 2006).  

Lessons learned are necessary to improve nursing practice and disaster response (FEMA, 2013b; 

Gebbie & Qureshi, 2002; May & Bigham, 2012; Slepski, 2007; Weeks, 2007).  One participant 

summed up the importance of the experience stating, “I really think that at least one time in 

every nurse’s life [they]…should try to [work in a disaster response]…because you just learn 

from it…grow from [the experience,]… and…learn how to appreciate…the [response in the field 

or the] other side of the fence.”  The QSEN (n.d.) website articulates the “value [in] seeing health 

care situations ‘through patients’ eyes’” (line 1) which I recommend expanding to include the 

value of looking through the eyes of the practicing nurse as well.  These narrative accounts will 

benefit nursing education, but also have significance for nurses working in practice.  It is not a 

matter of if a disaster will hit, it is a matter of when.  Every nurse will not have the opportunity 

to respond during a disaster, but all nurses should be prepared for the possibility of a disaster 

affecting their community.   
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Nursing Research  

The field of EP and disaster nursing research is fairly new; therefore, there are many 

research needs that should be addressed.  This study focused directly on recommendations for 

disaster research:  (a) determine suitable educational content; (b) explore the role and preparation 

of civilian nurses responding; (c) be conducted by nurse researchers; (d) address readiness 

competencies; (e) discern how differing levels of nursing expertise could be utilized in response; 

(f) utilize a qualitative method (Veenema, 2013; Lavin et al., 2013).  There were also 

recommendations in the literature for future studies to test the efficacy and retention of 

emergency preparedness content by looking at direct measurable outcomes that this researcher 

would concur (Lavin et al., 2013; Littleton-Kearney & Slepski, 2008).   

Based on the findings in this study, there are several areas that need to be addressed 

through future research:  (a) how volunteering information is provided to nursing students; (b) 

nursing assessment skills needed in response to a MCI versus the skills needed during a 

community disaster response; (c) efficacy of utilization of the MCI exercise for undergraduate 

nurses; (d) larger studies to look at these findings regarding specific assessment skills needed to 

conduct an assessment on the disaster victim in the community setting; (e) ways to support nurse 

educators who provide EP content in the undergraduate curriculum; and (f) further exploration of 

disaster content in both undergraduate and associate degree programs.              

Limitations of the Study 

 The qualitative method of narrative inquiry specifies a limited number of participants are 

interviewed.  Because of the small number of participants in this study, the generalizability of the 

findings are noted as a limitation.  This was addressed by this researcher by pairing up this 

method with a phronetic approach to increase the level of generalizability (Clandinin, 2007; 
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Hoogland & Wiebe, n.d.; Landman, 2012), but more research is needed utilizing a larger sample 

of nurses who have responded during a disaster.  Another limitation is the majority of the 

participants were in the southeastern region of the United States.  It is recommended that this 

study be replicated in other areas of the United States and internationally to further explore the 

role of the novice nurse during disaster response.  The final limitation, which could also be 

viewed as strength of this study, was the difficulty in locating participants who had only 

responded in one disaster which led to the expansion of inclusion criteria to include temporary 

community medical clinics.  More research is needed using larger samples of nurses who have 

responded during disaster to see if the nurse who has only responded in one disaster in the 

community is indeed a rare occurrence.      

Conclusion  

The purpose of this study was to examine the lived experiences of nurses responding to a 

civilian disaster response in shelters or temporary community medical clinics for the first time in 

an attempt to identify the essential knowledge and skills necessary to provide care to disaster 

victims which was denoted as a need in the literature (Duarte & Haynes, 2006; Khalaieh et al., 

2011; Littleton-Kearney & Slepski, 2008; Smith, 2007).  Based on the findings, I believe that the 

purpose of the study was met and agree with the statement one of the participants in this study 

made:  “I think anyone can respond in spite of experience, everyone has something to contribute, 

no matter if [they] are a student or veteran nurse;” however, I also think standardized disaster 

training should be required within the undergraduate curriculum which could minimize the “not 

knowing what to expect” that was faced by the participants in this study.   

The proposed Model for Level One:  Basic Nursing Disaster Curriculum was developed 

to address the need for disaster curriculum for the undergraduate nursing student.  This proposed 
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model is not meant to be the end of the discussion of what should be included to prepare the 

nurses for disaster response.  This researcher made suggestions based on the study findings, 

previous EP experiences, and current recommendations in the literature for the purpose of 

opening up the discussion regarding the generalized level of training for the undergraduate nurse.  

It is my sincere hope that discussions initiated by these findings will lead to a world where all 

nurses are prepared to respond to a disaster within their community.   
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APPENDIX A:  INVITATION LETTER 

Email or Postal Service Invitation Letter 

EMERGENCY PREPAREDNESS CURRICULUM:  ESSENTIAL SKILLS FOR NURSES 

RESPONDING IN DISASTERS: 

 

Greetings, 

 

I am currently involved in a research project addressing experiences of nurses who have 

responded for the first time in a community or American Red Cross shelter.  This research will 

examine information from nurses who have responded to disasters in a civilian environment for 

the first time to determine what exact content related to disaster nursing they believe needs to be 

included in a standard curriculum for students in undergraduate nursing programs.  The study is 

performed as a partial fulfillment of the requirements for my Ed.D degree in Instructional 

Leadership for Nurse Educators at The University of Alabama, under the supervision of Dr. 

Marietta Stanton. 

 

Your participation in this project will provide useful information on this topic.  You qualify for 

participation if you are a RN registered and worked in a community or American Red Cross 

shelter during a disaster response.  You must have only worked in one disaster, but you could 

have worked several shifts or days during the same disaster.  If you are interested and willing to 

participate, please call me, Sallie Shipman, at 205-826-5706 for a brief telephone screening to 

see if you qualify for the study.  If you are selected for the study, you will be asked to participate 

in an interview that will take about 60 minutes.   

 

Participation in this study is strictly voluntary.  You may withdraw from the study at any point 

without penalty.  All data from this project are confidential and will be used for research 

purposes only.  Identifying data (city and hospital names) will be altered and participants will be 

given an alias to ensure confidentiality.   

 

Although there are no foreseeable risks to the participant, the reliving of disaster situations can 

sometime be disturbing for responders.  If you feel questions of this type would upset you, please 

feel free to decline from participation at any point in this project.   

 

Thank you for your assistance. 

 

Kind regards, 

 

Sallie Shipman, MSN, RN, CNL 

Doctoral Candidate  

The University of Alabama 

College of Education  
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APPENDIX B:  INVITATION FLYER 
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APPENDIX C:  IRB APPROVAL LETTER 
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APPENDIX D:  INFORMED CONSENT 

AAHRPP DOCUMENT #192 

 

UNIVERSITY OF ALABAMA 

HUMAN RESEARCH PROTECTION PROGRAM 

 

Informed Consent for a Non-Medical Study  

 

 

Study title:  EMERGENCY PREPAREDNESS CURRICULUM:  ESSENTIAL SKILLS 

FOR NURSES RESPONDING IN DISASTERS 

Sallie Shipman, Capstone College of Nursing Faculty and  

Doctoral Candidate, College of Education 

The University of Alabama 

You are being asked to take part in a research study.  This study is called Emergency 

Preparedness Curriculum:  Essential Skills for Nurses Responding in Disasters.  The study is 

being done by Sallie Shipman, who is a graduate student at the University of Alabama. Mrs. 

Shipman is being supervised by Dr. Marietta Stanton who is a professor of the Capstone College 

of Nursing at the University of Alabama. 

What is this study about?  What is the investigator trying to learn?  

This study is being done to explore the experiences of nurses who have responded for the first 

time in a community or American Red Cross shelter.  This research will examine information 

from nurses who have responded to disasters in a civilian environment for the first time to 

determine what exact content related to disaster nursing they believe needs to be included in a 

standard curriculum for students in undergraduate nursing programs.   

 

Why is this study important or useful?  

The results of this study will help nurse educators understand and develop better ways to help 

undergraduate nursing students prepare for a potential disaster response.   

 

Why have I been asked to be in this study? 

You have been asked to be in this study because you responded to an advertisement and 

expressed interest in this study.  You have stated in a telephone screening that you are a licensed 

registered nurse and have responded in a community shelter only once.   

 

How many people will be in this study?  

The investigator hopes to interview eight to ten people in this study.  
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What will I be asked to do in this study? 

If you agree to be in this study, Mrs. Shipman will interview you in your home or a place of your 

own choosing about your experiences working in a community shelter during a disaster. The 

interviewer would like to tape record the interview to be sure that all your words are captured 

accurately. 

 

How much time will I spend being this study? 

The interview should last about 45-60 minutes, depending on how much information about your 

experiences you choose to share.  If clarification is needed after the first interview, there will 

possibility of a second interview that should last 10-15 minutes.   

 

Will being in this study cost me anything?  

The only cost to you from this study is your time.   

 

Will I be compensated for being in this study? 

In appreciation of your time, you will receive a 20 dollar VISA card when you complete the 

interview.  

 

What are the risks (dangers or harms) to me if I am in this study?  

The chief risk to you is that you may find the discussion of your experiences to be sad or 

stressful.  You can control this possibility by not being in the study, by refusing to answer a 

particular question, or by not telling us things you find to be sad or stressful.   We can also 

recommend a counselor to you if you seem to be upset or depressed. Seeing the counselor would 

be at your own expense.  

 

What are the benefits (good things) that may happen if I am in this study?  

There are no direct benefits to you unless you find it pleasant or helpful to describe your 

experiences of working in a disaster shelter.  You may also feel good about knowing that you 

have helped nurse educators figure out how to better prepare undergraduate nurses for response 

to disasters.  

 

How will my privacy be protected? 

You are free to decide where I will visit you so we can talk without being overheard.  

I will visit you in the privacy of your home or in another place that is convenient for you.   

 

How will my confidentiality be protected? 

The only place where your name appears in connection with this study is on this informed 

consent.  The consent forms will be kept in a locked file drawer in Mrs. Shipman’s office, which 

is locked when she is not there.  I am not using a name- number list so there is no way to link a 

consent form to an interview.  When I record the interview, I will not use your name, so no one 

will know who you are on the tape.  Once back in my office, a research assistant will listen to the 

tape and type out the interview.  When the interviews have been typed, the tapes will be 

destroyed.  This should occur within one month of the interview.    

 

We will write research articles on this study but participants will be identified only as “registered 

nurses in the south eastern United States”.  No one will be able to recognize you. 
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What are the alternatives to being in this study?  Do I have other choices? 

The only alternative is not to participate. 

 

What are my rights as a participant in this study? 

Being in this study is totally voluntary. It is your free choice. You may choose not to be in it at 

all.  If you start the study, you can stop at any time.  However, if you stop the interview, you will 

not receive the gift card. Not participating or stopping participation will have no effect on your 

relationships with the University of Alabama.  

 

The University of Alabama Institutional Review Board is a committee that looks out for the 

ethical treatment of people in research studies.  They may review the study records if they wish.  

This is to be sure that people in research studies are being treated fairly and that the study is 

being carried out as planned. 

 

Who do I call if I have questions or problems?  

If you have questions, concerns, or complaints about the study right now, please ask them. If you 

have questions, concerns, or complaints about the study later on, please call the investigator 

Sallie Shipman at 205-826-5706.  

 

If you have questions about your rights as a person in a research study, call Ms. Tanta Myles, the 

Research Compliance Officer of the University, at 205-348-8461 or toll-free at 1-877-820-3066. 

 

You may also ask questions, make suggestions, or file complaints and concerns through the IRB 

Outreach website at http://osp.ua.edu/site/PRCO_Welcome.html  or email the Research 

Compliance office at participantoutreach@bama.ua.edu.  

 

After you participate, you are encouraged to complete the survey for research participants that is 

online at the outreach website  or you may ask the investigator for a copy of it and mail it to the 

University Office for Research Compliance, Box 870127,  358 Rose Administration Building, 

Tuscaloosa, AL 35487-0127.   

 

I have read this consent form. I have had a chance to ask questions. I agree to take part in it.  

 

I will receive a copy of this consent form to keep. 

 

 

_________________________________________________________________    

Signature of Research Participant      Date 

I give permission for the interview to be audio recorded:  Yes ☐  No ☐ 
 

 

_________________________________________________________________   

Signature of Investigator       Date 

http://osp.ua.edu/site/PRCO_Welcome.html
mailto:participantoutreach@bama.ua.edu
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APPENDIX E:  TELEPHONE SCREENING QUESTIONS 

 

 

Greetings, 

 

I am currently involved in a research project addressing experiences of nurses who have 

responded for the first time in a community or American Red Cross shelter.  This research will 

examine information from nurses who have responded to disasters in a civilian environment for 

the first time to determine what exact content related to disaster nursing they believe needs to be 

included in a standard curriculum for students in undergraduate nursing programs.  The study is 

performed as a partial fulfillment of the requirements for my Ed.D degree in Instructional 

Leadership for Nurse Educators at The University of Alabama, under the supervision of Dr. 

Marietta Stanton. 

 

Your participation in this project will provide useful information on this topic.  You qualify for 

participation if you are a RN registered and worked in a community or American Red Cross 

shelter during a disaster response.   

 

1. Are you a licensed registered nurse? 

2. Have you worked in a community or American Red Cross run disaster shelter? 

3. If so, how many times have you worked in a community or American Red Cross run 

disaster shelter? 

4. Was this your only experience working in a disaster situation? 
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APPENDIX F:  INTERVIEW QUESTIONS 

1. Participant race, age, and sex. 

2. Describe your experience in nursing. 

3. How long have you been a nurse? 

4. What disaster did you work in? 

5. Why did you choose to respond to the disaster? 

6. Tell me everything that you think I need to know in order to understand the nurse’s role in 

responding to disaster situations for the first time?  

7. Describe your experience working as a nurse in a shelter after a disaster. 

a. Did I capture all of what you were saying? 

b. Are there any other details or pieces of information that you’d like to add?  

8. What do you believe went wrong during the disaster in regard to the response? 

9. What would you change to address what went wrong? 

10. What do you believe went right during the response to the disaster? 

11. What are the most important things other nurses could learn from what went right during the 

disaster response? 

12. Can you tell me about any training you received in how to respond to disasters?  

a. If yes, how did it help you during the response? 

b. If not, what type of training do you think would have helped you in the response? 

13. How do you think disaster preparedness could be incorporated into basic nursing practice? 

14. How would you prioritize your recommended disaster training topics for use with 

undergraduate nursing students? 

15. How do you think disaster preparedness could be incorporated in undergraduate curriculums? 
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APPENDIX G:  TIMELINE OF THE STUDY 

 Month Activity 

2012 
November 

First Draft of Prospectus Conscripted for BER 632 
December 

2013 

January 

Second Draft of Prospectus Conscripted for NUR 696;  

Completed Comprehensive Exams 

February 

March 

April 

May 
Submitted Prospectus to Chair, Made Revisions, and Submitted Final 

Prospectus to Committee 

June Present Dissertation Prospectus to Committee 

July Completed Committee Revisions, Drafted and Submitted Proposal 

Chapters 1-3 to Committee August 

September Defend Dissertation Proposal 

October 
Submitted, Made Recommended Revisions, Resubmitted and Received 

Approval from UA IRB 

November Recruited Participants, Conducted Interviews (1-3); Transcribed (1-3); 

Conducted Data Analysis (1-2) December 

2014 

January 
Requested Modification to Study to IRB; Conducted Interviews (4-5); 

Conducted Data Analysis (3) 

February Conducted Interviews (6-9); Conducted Data Analysis (4-7) 

March 

Conducted Interview (10); Conducted Data Analysis (8-10); Developed 

Compiled Themes Document Containing  

Extractions From All Interviews 

April Submit Application for Degree 

May 

Drafted and Submitted Chapter Four to Chair;  

Completed Revisions of Chapters 1-3 and Sent to Editor; Chapters 4-5 

completed and sent to Chair for approval;  

Chapters 4-5 sent to Committee 

June Dissertation Defense 
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APPENDIX H:  EXTRACTED SIGNIFICANT STATEMENTS  

Topic/Theme Interview Reference 
Participant Narratives 1-103; 1-55; 2-12; 2-194; 2-30; 2-38; 2-158; 2-110; 3-14; 3-16; 3-68; 3-102; 3-110; 3-182; 4-

4; 4-10; 4-104; 5-32; 5-264; 6-138; 6-18; 6-38; 6-42; 6-88; 6-60; 7-20; 7-34; 7-52; 7-54; 7-

191; 8-4; 8-20; 8-24; 8-40; 8-42; 8-78; 8-92; 8-154; 8-30; 9-96; 9-98; 9-46; 9-48; 1-177; 10-

28; 10-34; 10-36; 10-74; 10-335 

Role of the Nurse 1-128; 1-230; 1-42; 1-43; 2-58; 2-64; 2-74; 2-76; 2-196; 2-198; 2-200; 2-316; 3-100; 3-162; 3-

170; 4-68; 5-278; 5-280; 5-290; 5-316; 5-186; 5-98; 5-110; 6-106; 6-112; 6-102; 7-70; 7-78; 

7-120; 7-219; 7-221; 7-36; 7-62; 8-392; 8-26; 8-28; 8-100; 9-102; 9-78; 9-82; 10-136; 10-197; 

10-349; 10-50; 10-52 

Organization and Basic 

Triage 

1-51; 1-251; 2-72; 2-156; 3-172; 3-68; 3-212; 3-212; 3-260; 4-118; 4-82; 4-126; 5-202; 8-186; 

8-312; 9-225; 9-146; 10-229 

Assessment 1-45; 1-255; 2-92; 2-94; 2-98; 2-102; 2-140; 2-226; 2-274; 2-286; 4-116; 4-90; 4-120; 6-250; 

8-136; 8-294; 8-300; 8-400; 10-193 

Psychosocial:  Community 

and Evacuee/Victim 

8-396; 2-20; 5-160; 5-242; 5-130; 5-134; 5-138; 5-48; 5-60; 9-172; 9-174; 1-260; 1-112; 1-51; 

1-164; 1-112; 1-228; 2-128; 2-90; 2-58; 2-62; 2-98; 3-114; 4-66; 4-120; 5-78; 5-184; 5-64; 5-

70; 6-68; 6-72; 7-343; 8-12; 8-14; 8-148; 8-140; 8-256; 2-262; 8-80; 8-84; 8-86; 9-58; 9-92; 

9-94; 10-102; 10-106; 10-117; 10-425; 10-429 

Medications 1-140; 1-142; 1-144; 1-235;  1-245; 2-116; 2-66; 2-234; 2-244; 3-58; 3-60; 4-70; 5-86; 5-164; 

6-74; 6-278; 6-288; 6-292; 7-36; 7-38; 7-48; 8-104; 8-106; 9-78; 9-80; 9-84; 10-60 

Why They Responded and 

Not Knowing What to 

Expect 

2-144; 3-32; 3-38; 4-32; 4-200; 1-61; 1-42; 1-43; 1-84; 1-156; 2-144; 2-148; 3-230; 3-82; 4-

186; 4-170; 4-182; 5-302; 6-152; 6-176; 6-80; 6-84; 6-192; 7-70; 8-160; 8-164; 9-56; 9-164 

Scope of Practice and 

Safety 

1-49; 5-172; 6-78; 7-108; 7-112; 8-60; 8-62; 8-52; 8-264; 8-270; 10-40; 2-268; 2-270; 2-272; 

6-268; 6-312; 6-328; 7-122; 8-377 

Family & Personal 1-12; 1-92; 2-16; 3-38; 4-76; 5-44; 5-46; 5-180; 5-210; 5-330; 5-332; 7-173; 7-309; 7-313; 7-

327; 10-26 

Thankfulness & Empathy 2-314; 3-184; 4-226; 4-230; 4-82; 5-334; 5-338; 6-164; 8-150; 8-274; 8-406; 9-208; 10-88; 4-

244; 4-246; 5-216; 5-174; 9-318; 9-88; 9-90; 9-170; 10-98; 10-100 

Resourcefulness & 

Flexibility 

1-101; 1-112; 1-120; 2-230; 2-316; 4-82; 5-62; 5-260; 5-308; 6-232; 7-169; 7-215; 7-353; 8-

272; 9-274; 10-390 

Nursing Students, Staffing, 

& Volunteers 

1-204; 1-45; 1-200; 2-172; 3-46; 3-274; 3-276; 3-70; 3-212; 3-256; 3-278; 3-280; 4-200; 5-

270; 5-272; 6-256; 7-141; 7-195; 7-201; 7-263; 8-316; 9-42; 9-44; 9-66; 9-70; 9-132; 9-128; 

10-373; 10-383 

Knowing the Plan 1-132; 1-154; 3-264; 3-254; 4-204; 6-196; 7-243; 8-292; 9-240; 10-267; 10-353; 10-359; 10-

185; 10-281 

Partner Agencies 1-178; 1-61; 1-210; 1-232; 1-158; 1-162; 2-144; 3-176; 3-178; 3-264; 4-86; 4-84; 4-232; 4-

208; 5-234; 5-246; 6-110; 6-126; 6-270; 7-102; 7-106; 7-33; 7-225; 7-228; 7-279; 7-106; 7-

331; 7-225; 7-228; 7-279; 8-46; 8-48; 8-370; 8-344; 8-346; 8-396; 8-44; 9-278; 9-280; 9-112; 

9-114; 9-116; 9-120; 9-122; 10-363 

Communication & 

Teamwork 

1-104; 2-308; 2-152; 3-128; 3-224; 3-144; 3-146; 4-190; 4-136; 4-184; 5-250; 7-133; 7-135; 

8-366; 8-368; 9-316; 10-413; 10-419; 1-95; 1-92; 7-139; 7-141; 8-372; 8-210; 10-161 

Donations 1-212; 1-214; 1-220; 2-214; 2-128; 2-130; 3-150; 3-156; 4-216; 4-224; 5-66; 5-120; 5-340; 6-

272; 6-276; 7-90; 7-98; 8-114; 8-124; 8-128; 8-156; 8-158; 9-134; 9-144; 9-106; 10-309; 10-

315; 10-317; 10-321 

Experience 1-95; 2-206; 2-210; 2-250; 3-174; 3-206; 3-224; 4-82; 4-232; 5-82; 5-84; 6-234; 7-197; 8-282; 

8-200; 8-202; 8-306; 8-308; 9-262; 9-264; 9-266; 9-308; 10-347; 4-6; 4-140; 4-148; 4-146; 4-

198; 5-192; 5-328; 5-354; 5-360; 7-147; 7-257; 9-202 

Disaster Curriculum & 

Simulation 

1-146; 3-258; 3-260; 4-128; 4-138; 5-350; 7-259; 9-68; 9-204; 9-324; 2-274; 2-204; 2-208; 2-

274; 3-202; 3-204; 3-236; 3-242; 3-240; 4-134; 5-158; 7-128; 7-130; 7-247; 8-224; 9-310; 10-

401 
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APPENDIX I:  

FORMULATED MEANINGS AND THEME CLUSTERS 

  

Emergency Preparedness Curriculum 
Nursing Role 

•“Like a Clinic”:  Basic Triage 

•“Organization,” “Prioritize,” and 
“Critical Thinking”  

•“Organizing contact person.” 

•Physical Assessment, Chronic and 
Acute Illness, and Medications 

•Nursing role with medications 

•Mental illness  

•Ambulatory, diabetes, 
hypertension, and respiratory 
issues 

•Pain management 

•Chronic Wounds and Minor 
Injuries 

•Over the counter (OTC) 
medications and gastrointestinal 
issues 

•Psychosocial Needs:  Community, 
Evacuee, and Nurse Responder 

•Nursing Role with the 
psychosocial assessment:  
“Listening” 

•Negative victim/evacuee 
accounts 

•Positive victim/evacuee accounts 

•Not Knowing What to Expect 

•Safety 

•“Scope of Practice:  Legal Issues 

•Nursing students 

•Family, Personal, and Health 
Issues 

•“Thankful”:  Empathy and Change 
in the Responder 

•“Roll With the Punches”:  
“Resourcefulness” and “Flexible” 

 

Knowing the Plan 

•The Emergency Operations Plan 
(EOP) 

•Communication and Partner 
Agencies  

•American Red Cross 

•Law Enforcement and the 
National Guard 

•The Health Department and 
Medical Volunteers 

•The Community, Churches and 
Other Agencies 

•Teamwork and Community 
Resilience 

•Donations, Staffing, and 
Volunteering 

"Growth":  Experience 

•Disaster Content in Curriculum 

•Personal Responder Experience 

•Simulation 
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APPENDIX J:   

IRB REVISION APPROVAL 
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APPENDIX K: 

MODEL FOR LEVEL ONE:  BASIC NURSING DISASTER CURRICULUM 

Model for Level One:  Basic Nursing Disaster Curriculum 

All-Hazards and Emergency Preparedness 

(EP) 

Semester One  

Activity – Practice 

 Have students visit 

http://www.cdc.gov/ and find 

resources on All-hazards and EP 

 Discuss importance of utilizing reputable resources 

 Define All-Hazards 

o Natural (such as a hurricane, earthquake, 

pandemic, and tornado)  

o Manmade (such as terrorism, bioterrorism, 

warfare, radiological, and chemical)   

 Category A, B, and C Agents 

 Define EP 

Emergency Operations Plans (EOP) for All-

Hazards 

Semester Two  

Activity – Practice 

 Have students visit 

http://www.fema.gov/national-

response-framework 

 Have students find their home state’s 

emergency management agency and 

EOP 

 Define EOP for All-Hazards Response 

o National Response Framework 

o State EOP 

o County EOP 

 Understand the importance of 

community plans  

o Healthcare Agency EOP 

 Understand the importance of knowing 

role within the healthcare agency EOP 

Emergency Support Functions (ESF)  

Semester Two 
Activity –Practice 

 Have students complete Part 1 

“Introduction to the American Red 

Cross” video in the Independent 

Study - ARC Disaster Health and 

Sheltering  

 

 Define ESF 

 Describe the importance of  Interprofessional 

Collaborative Practice within the ESFs during disaster 

response 

 Describe ESF 6 Mass Sheltering 

o Define role of ARC and other volunteer 

agencies in disaster response 

 Describe ESF 8 Public Health and Medical Services 

o Define role of Public Health in disaster response 

o Strategic National Stockpile (SNS) 

o CHEMPACK 

o Define role of healthcare agencies in disaster 

response along with how they work with Public 

Health EP 

Communication 

Semester Two 

Activity –Practice 

 Have student complete FEMA 

Introduction to the Incident 

Command System (ICS 100) for 

Healthcare/Hospitals 

 Show students video scenarios from 

TeamSTEPPS  

 Define NIMS  

 Describe of importance of common terminology 

 Utilize TeamSTEPPS  

http://www.cdc.gov/
http://www.fema.gov/national-response-framework
http://www.fema.gov/national-response-framework
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Mass Casualty Incidents (MCI) and 

Resource Allocation 

Semester Three 

Activity – Practice 

 Have students complete a case study 

on MCI 

 Have students complete a case study 

on resource allocation 

 Have student find the college and 

their home state’s Nurse Practice Act  

 Define MCI and responsible ESFs 

 Understand the importance of healthcare agency planning 

for MCI 

 Define START Triage System 

 Describe nursing role in MCI within the healthcare 

facility and community 

 Define the nursing scope of practice, Nurse Practice Act, 

and Good Samaritan Laws 

 Discuss planning efforts to address limited resources 

 Define role of nurse using resourcefulness with resources 

and supplies 

 Discuss legal and ethical considerations in disaster 

response  

Basic Role of the Nurse in Disaster 

Semester Four  

Activity –Practice 

 Have students complete Part 2 

“Disaster Health and Sheltering for 

Nursing Students - Narrated 

PowerPoint Presentation” in the 

Independent Study - ARC Disaster 

Health and Sheltering Course  

 Have students participate in the 

classroom with ARC DHS 

representative - Tabletop Exercise - 

ARC Disaster Health and Sheltering 

Course 

 Have students find their home state  

ARC and ESAR-VHP representatives  

 Describe the Nursing Assessment of the Community and 

Victim 

o Physical needs of the disaster victim 

 Basic triage and First Aid 

 Impact of chronic and acute illness 

 Nursing role with medications 

o Psychosocial needs and communication 

 PTSD 

o Socioeconomic disparities 

o Critical reasoning:  Putting the pieces together 

o Flexibility 

 Volunteering 

o Explore and describe resources on how to 

volunteer with ARC and the community 

o Provide resources for volunteering with the state 

ESAR-VHP 

 

Personal Responder Experiences in Theory 

Semester Four 

Activity - Practice 

 Have students complete a case study 

based on novice nurse responders 

 Have students develop a 

personal/family preparedness plan 

utilizing Get 10:  Get Ready for 

Emergencies 

 Development of a personal/family preparedness plan 

o Organization and orientation 

o Psychosocial effects on the nurse responder 

o Tips and questions the responder should ask 

Simulation Experience 

Semester Four 

Activity – Practice 

 Participation in a hospital, college, 

or community disaster exercise 

 Have the student participate in a simulation exercise 

based on the generalized role of the nurse in the 

community response to a disaster   

Nurse Educator Resources 

Agency for Healthcare Research and Quality (AHRQ). (2005). Altered Standards of Care in Mass Casualty Events. Prepared by 

Health Systems Research Inc. under Contract No. 290-04-0010. AHRQ Publication No. 05-0043. Rockville, MD: AHRQ.  

Retrieved from http://archive.ahrq.gov/research/altstand/altstand.pdf 

Agency for Healthcare Research and Quality (AHRQ). (n.d.). TeamSTEPPS: National implementation. Retrieved from 

http://teamstepps.ahrq.gov/abouttoolsmaterials.htm 

Alabama Department of Public Health (ADPH). (2011b). County ESF 8 all-hazard assessment. Retrieved from 

http://www.adph.org/CEP/assets/CountyESF8All-HazardsAssessment.pdf 

http://archive.ahrq.gov/research/altstand/altstand.pdf
http://teamstepps.ahrq.gov/abouttoolsmaterials.htm
http://www.adph.org/CEP/assets/CountyESF8All-HazardsAssessment.pdf
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Alabama Department of Public Health (ADPH). (2011a). All-hazards in healthcare:  How is Alabama working on surge capacity 

and other issues?  Retrieved from http://www.adph.org/CEP/assets/AllHazardHealthcare.pps 

Alabama Department of Public Health (ADPH). (n.d.). Get 10:  Get ready for emergencies. Retrieved from 

http://www.adph.org/get10/ 

American Association of Colleges of Nursing (AACN). (2008). The essentials of baccalaureate education for professional 

nursing practice. Retrieved from http://www.aacn.nche.edu/education-resources/baccessentials08.pdf 

American Association of Colleges of Nursing (AACN). (2013). Public health:  Recommended baccalaureate competencies and 

curricular guidelines for public health nursing. Retrieved from http://www.aacn.nche.edu/education-resources/BSN-Curriculum-

Guide.pdf 

Association of Community Health Nursing Educators (ACHNE). (2008). Disaster preparedness white paper for 

community/public health nursing educators. Retrieved from 

http://www.achne.org/files/public/DisasterPreparednessWhitePaper.pdf 

Centers for Disease Control and Prevention (CDC). (n.d.). Bioterrorism agents/diseases. Retrieved from 

http://www.bt.cdc.gov/agent/agentlist-category.asp 

Centers for Disease Control and Prevention (CDC). (2002). Bioterrorism & emergency readiness:  Competencies for all public 

health workers. Retrieved from 

http://training.fema.gov/emiweb/downloads/BioTerrorism%20and%20Emergency%20Readiness.pdf 

Centers for Disease Control and Prevention (CDC). (2013). Emergency preparedness and response. Retrieved from 

http://www.bt.cdc.gov/ 

Centers for Disease Control and Prevention (CDC). (2012). Strategic national stockpile (SNS). Retrieved from 

http://www.cdc.gov/phpr/stockpile/stockpile.htm  

Disaster Resistant Communities Group LLC. (2013). Disaster health and sheltering course. Retrieved from http://www.drc-

group.com/project/dhsc.html 

Federal Emergency Management Agency (FEMA). (2010). Developing and maintaining emergency operations plans:  

Comprehensive preparedness guide (CPG) 101, version 2.0. Retrieved from 

http://www.fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf  

Federal Emergency Management Agency (FEMA). (2013d). National incident management system. Retrieved from 

http://www.fema.gov/national-incident-management-system 

Federal Emergency Management Agency (FEMA). (2014). National response framework. Retrieved from 

http://www.fema.gov/national-response-framework 

Johns Hopkins Bloomberg School of Public Health. (2013). Public health guide for emergencies. Retrieved from 

http://www.jhsph.edu/research/centers-and-institutes/center-for-refugee-and-disaster-response/ 

National Council of State Boards of Nursing. (2014). Nurse practice act, rules & regulations. Retrieved from 

https://www.ncsbn.org/1455.htm  

National Organization of Nurse Practitioner Faculties (NONPF). (2007). APRN education for emergency preparedness and all 

hazards response:  Resources and suggested content. Retrieved from 

http://c.ymcdn.com/sites/www.nonpf.org/resource/resmgr/imported/APRNGuidelinesCo mplete0707.pdf 

Nursing Emergency Preparedness Education Coalition (NEPEC). (2003). Overview/history. Retrieved from 

http://www.nursing.vanderbilt.edu/incmce/overview.html 

Quality and Safety Education for Nurses (QSEN). (n.d.). Pre-licensure KSAS. Retrieved from http://qsen.org/competencies/pre-

licensure-ksas/ 

The Joint Commission (TJC). (2014). Emergency Management Resources. Retrieved from 

http://www.jointcommission.org/emergency_management.aspx  

U.S. Department of Health & Human Services (HHS). (2011). Chempack. Retrieved from 

http://chemm.nlm.nih.gov/chempack.htm  

Veenema, T. (2013). Disaster nursing and emergency preparedness:  For chemical, biological, and radiological terrorism and 

other hazards. (3rd ed.). New York, N.Y.: Springer Publishing Co., LLC. 

World Health Organization (WHO). (2008). Integrating emergency preparedness and response into undergraduate nursing 

curricula. Retrieved from http://www.who.int/hac/publications/Nursing_curricula_followup_Feb08.pdf   
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APPENDIX I: 

EXAMPLE DRAFT OF EXPANDED CASE STUDY 

Hurricane Gustav 

Hurricane Gustav made landfall in September 2008 with predictions of a direct path 

toward New Orleans and costal Louisiana (Beven & Kimberlain, 2009).  Meteorologists had a 

difficult time predicting the exact strength and path of the hurricane that had caused a large 

number of fatalities in the Caribbean (Beven & Kimberlain, 2009; NBC News and services, 

2008).  Evacuation plans developed in the aftermath of Hurricane Katrina resulted in the 

evacuation of around 1.9 million people (Anderson, 2008; NBC News and news services, 2008).  

Special needs patients along with approximately 15,000 residents that did not have 

transportation, were evacuated on buses (Anderson, 2008).  The Alabama governor ordered 

shelters to be opened in 27 Alabama community colleges and operations were coordinated by the 

ARC.  The community colleges provided refuge for 6,500 evacuees, including those with special 

needs, from Louisiana utilizing their 1000 employees (American Association of Community 

Colleges, 2008).  The following narratives are direct accounts from “Ruth,”  “Tina,” and 

“Louise” who worked as an RN for the first and only time in one of the shelters opened in a state 

community college during Hurricane Gustav.   

“Ruth” (American Red Cross/Community College Shelter).  Nursing experience.  At 

the time of the disaster, Ruth had been a practicing nurse 15 years, starting her career in 1993.  

She began her career as a licensed practical nurse (LPN) then two years later she completed an 

associate degree RN.  Her education included a bachelors, masters, and she was pursuing a 

doctorate in nursing education during the time of the interview.  In the healthcare arena she has 

worked in surgery, recovery room, ambulatory surgical care, primary and specialty clinics, pain 
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management, and home health.  She was currently working as a nurse educator in the community 

college setting where she takes students into the clinical site along with providing a vast array of 

instruction in both in traditional and online settings.   

She did not have disaster training prior to responding in the Gustav shelter and did not 

remember specific disaster training in school.  However, her experience in an urgent care center 

helped her adjust to shelter operations where she noted similarities in that “you didn’t know what 

was about to come in.”  Since the disaster she participated with students in hospital mass 

casualty exercises.   

Ruth was required to respond to the shelter.  She noted, “I wanted to volunteer for [the 

disaster] …[but] what really happened … [was] there was an emergent type situation going on in 

[our town]….and we had two children come stay with us.”  Ruth knew the children from her 

church and the local Department of Human Resources (DHR) had asked them to take care of the 

children.   “I wanted to volunteer but when [the children came to stay with us]… a few days 

before the shelter came to be, I didn’t think I could because [the children] require[d] 24 hour 

care.”  When she made her employer aware of the situation with the children she was told “it 

doesn’t matter you got to come in.  So my state of mind was yes I wanted to volunteer but I had 

tried not to volunteer.”   

Facility description.  The ARC/community college shelter was located in a non-core 

(CDC, 2014) or rural county in Alabama where an entire community college building was 

utilized for operations.  The ARC and the community college co-ran the shelter which housed 

evacuees bused-in from Louisiana.  Ruth recollected: 

My first image is when I came in was this huge auditorium that was full of cots and there 

were a lot of elderly people there.  There were people in wheelchairs, people on walkers 

… I was [told to go to] another room … [where the] people there …had obvious mental 

issues. 
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She went further to explain that over half of the shelter population included group home 

residents with various mental and substance abuse issues.  Ruth recalled: 

In the auditoriums …[the evacuees] would go and just urinate in the corners … on the 

carpets and were tearing things up.  And I guess I just wasn’t expecting that really 

because ...I wouldn’t do that if somebody was helping me out I would… be respectful.  

But [the behavior]… could have been part of their mental conditions…  I don’t know. 

 

She explained that “it wasn’t until a couple of days after” working in the shelter that she 

became aware of the background of the evacuees.  In addition to the group home residents, the 

shelter also included evacuees mostly “middle age and up” and did not include “a lot of 

children.”  She stated she was unaware of how the evacuees were assigned to a particular shelter.  

Fear was a factor for some of the evacuees and she related stating “I can see how they might … 

be that way because they’re coming to some place they’ve never been before… wanting to know 

where’s this, where’s my bed.”  Ruth reported that operations eventually “smoothed out and it 

was okay,” resulting in the evacuees sending thank you notes expressing that they felt cared for 

during their shelter stay along with buying commemorative t-shirts from the town.   

ARC and the community college were the main partner agencies, coordinating operations 

of the shelter.  Ruth’s perception was the shelter was run by two parallel entities and did not 

“remember talking with anybody with Red Cross, but …that may not be anybody’s fault but my 

own.”  She remembered “the Red Cross …set up the portable shower stations and …. 

[coordinated] meals… with the churches and the community.”  Other agencies included the 

health department who investigated a potential tuberculosis case, along with DHR and the local 

hospital helping with medications.   

The evacuees were brought in on buses; therefore, transportation was a significant issue.  

The community churches were an important partner agency and helped with shuttling the 
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evacuees to physicians’ offices and local stores. The churches youth and senior groups also 

brought a “little happy of some kind… with… others … sitting down, spending one on one time 

with one person or two people … listening to their stories.”  

Safety was a paramount concern in the shelter and law enforcement played a large role in 

shelter operations.  Ruth recalled: 

Law enforcement was there [and]… kept an eye on things there …I can remember being 

anxious or fearful …when we would [go]… around the restrooms because there had been 

more than one report that folks were doing drugs in the restrooms.  They told us they 

weren’t going to necessarily arrest them, [because] they didn’t want their levels to get off 

with their drugs and that way they could …go back to their state and [their] law 

enforcement [could]… get them in their jails…it was unnerving. 

 

Donations were an enormous undertaking in the shelter and were described as “a process 

in itself.”  The community businesses and churches donated clothing, toiletries, over the counter 

medications, and other items for the evacuees.  One of the classrooms was converted into a 

donation room where student services coordinated sorting and distributing of the donations.  

Ruth recalled “we would first check to see if we had [something]…in… [the donation] room and 

if not then we tried to make arrangements… it was …a big community outreach.”  

Nursing role in the shelter.  Ruth did not receive an orientation to her role in the shelter, 

stating “not knowing what was coming… [or]…what to expect was one of the biggest stressors” 

for her.  She labeled nursing operations as “more like a clinic … than a shelter of support.”  She 

worked four twelve-hour shifts in the shelter.  The medical room was located in one of the 

classrooms where “key [nursing and college] personnel …like the Dean and …our division 

chair” directed evacuee care.  She described her nursing role in the shelter as: 

Pretty much wherever… they wanted us...  We would help with documentation when… 

the people… [came]… in.  We would get their vital signs, … do a quick head to toe 

assessment …which was hard to do on some of…[the evacuees] because they were not 

mentally capable…They weren’t able to ask for our general health questions so we really 

didn’t know what their history was…. We did their vital signs and registered them in 
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trying to keep a record …[in the medical room] and… helped in directing folks where to 

go once we learned where [the medical room]… was supposed to be. 

 

Mental, psychosocial, and substance abuse issues were prominent in this shelter, but there 

were other chronic health concerns often associated with an elderly population (i.e., respiratory, 

ambulatory, COPD, diabetes, and high blood pressure).  Ruth noted “some [evacuees] showed 

schizophrenia symptoms and … we were trying to find people that could be one on one with 

these patients or the evacuees … showing those kinds of symptoms.”  She noted to prevent one 

particular evacuee from becoming “agitated” people were assigned to stay with them “around the 

clock.”   

Medications were a major part of the nursing role in the shelter, but the nurses “didn’t 

distribute medicines.”  Over the counter medications were available for the evacuees in the 

donation room and included “Tylenol, ibuprofen, Nyquil, and Vicks Vapor Rub.”  Ruth recalled: 

There …[were] problems with some of the medications for …schizophrenia, …[the 

evacuees] didn’t have any medicines with them…The physicians didn’t know…what 

their medical history was…Some of the physicians would come out to the shelter and 

…[some evacuees] would be transferred, or transported… clinics where …[the 

physicians] were…It was … a volunteer … thing with the physicians as well… Just a 

small number …had no medicines and they were medicines they needed, you could see… 

they were mentally deteriorating because they didn’t have [their medication]… versus 

others who didn’t have medicine… for blood pressure or cholesterol or things like that… 

weren’t going to have such an impact on them…The …[evacuees] who did, especially 

the ones who were on pain medications were advised [to].. keep…[medication] hidden.  

 

When asked what went wrong and right in the operation, Ruth noted “I didn’t feel like I 

was prepared as far as what to expect… [and] how to handle whatever situations were coming 

up…I had no idea what types… of conditions …[would] be coming” into the shelter.  She also 

noted that she was unsure about the setup of the shelter and what her role required.  She went 

further to say: 

Things that went right was everybody working together and okay we aren’t really sure 

what’s going on , no we don’t know what their history is, we really don’t know what’s 
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coming next but we’ll get through it together.  So there wasn’t a lot of… bickering …and 

I’m really thankful for that. 

 

Ruth noted if a similar situation ever happened in her community that she would “feel better 

equipped to function without somebody having to literally hold my hand everywhere.” 

Questions 

1. What concerns you about this account? 

 

2. How could you address your concerns? 

 

3. What do you think went right during the response? 

 

4. What would you suggest for improvement? 

 

 


