Perspectives

Primary care in disasters: opportunity to
address a hidden burden of health care
General practitioners provide a flexible response to the changed needs of the disasteraffected population

I

n Australia, “a land … of droughts and flooding
rains,”1 disasters affect our lives annually, the
majority of which are weather-related.2 They are
a part of the landscape, taking the form of cyclones,
floods, bushfires, droughts and other phenomena.
Cyclone Debbie, which hit northern Queensland
in 2017, the Tathra bushfires, which affected the
south coast of New South Wales in 2018, and the
thunderstorm asthma event in Melbourne in 2016 are
just a few recent examples. Such catastrophic events
affect rural and urban communities and coastal
and inland locations. No community in Australia is
exempt, which is reflected in the recent shift in focus
by national and international disaster management
policy to prioritise improving local community
capacity to respond and recover.3,4

For health care, this new focus is putting general
practitioners in the spotlight. Central to the
provision and coordination of patient health care
at the community level, GPs provide an important
contribution to local health care during disasters.
However, evidence to support a clear understanding of
that contribution has been lacking until recently.
Emerging evidence from academic literature and
experience from the field show a consistent pattern of
primary health care needs presenting in disasters.5–12
This major burden of care is yet to be incorporated into
disaster management systems. Strong messages from
peak bodies, such as the World Health Organization
and the World Organization of Family Doctors,
advocate addressing this high burden of primary
health care need.13
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There is an opportunity for Australia to accelerate and
systematise the existing patchwork integration of GPs
in disaster health care systems and policy. Current
Australian and global policy on disaster management
focuses on risk reduction at the community level,
building resilience through improving local capacity
to respond.3 GPs have important contributions to
make within the current national and international
frameworks of disaster management — all hazard; all
agencies; comprehensive prevention, preparedness,
response and recovery; and the prepared community
— and should be included in disaster management
across all these phases (Box).

In the prevention phase, a GP’s role is to optimise
patient wellness. In the preparedness phase, the GPs’
understanding of the health characteristics of the
local community supports very specific activities for
patients relevant to their medical conditions within
their local context. Each patient can be supported to
maintain a medical history summary, either portable
or via the new My Health Record, and advised of the
need for ready-to-go packs with medications, medical
equipment and medical contact numbers. Over the
past decade, there has been some development of
guidelines for roles and business continuity15–17
focusing on the preparedness and early response
phases.

Response and recovery
In recent years, informed by disaster-experienced GPs
and research studies,5–12 we have developed a greater
understanding of the key aspects of GPs’ role in the
response and recovery phases. GPs are likely to be
among the zero responders — those on the ground
addressing problems when a catastrophe strikes.
We know people will seek help from local general
practices, pharmacies and hospitals. Following
bushfires in Australia, GPs have described patients
waiting on their doorsteps for the medical practice to
open the morning after a fire wanting medications
and assistance. They have reported waiting rooms full
of distressed community members, shocked by loss
and abrupt change to their lives, seeking a safe place
and connection with known and trusted health care
professionals.
The majority of GPs contribute most effectively by
opening their general practices and seeing people
who present for assistance; they provide a flexible
response to the changed needs of the disaster-affected
population. This response includes modifying their
practice operating hours, extending consultation
lengths to accommodate widespread distress,
postponing routine health care, and engaging in
active outreach to high risk patients. Less frequently,
it includes working outside the usual medical practice
in evacuation centres or community buildings, in
rural hospital emergency departments or in temporary
clinics, or attending on-site at the incident.
GPs’ strongest contribution capacity, however, is in
the recovery phase. A GP’s role in the recovery phase
is to manage the physical, psychosocial and social
determinants of health effects that will continue long
after other responders have left. They have strong
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A 2018 MJA–Lancet report highlights the significant
impact of climate change on the health of Australians
and their existing vulnerability. The authors call for
a “suite of health and wellbeing-related responses”
to address a gap in health management.14 GPs have
a strong contribution to make in delivering holistic
strategies for good health and wellbeing.

Prevention and preparedness
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Roles of general practitioners across the prevention, preparedness, response and recovery phases of disaster
management

Phases

Prevention

Recovery

Response

Preparedness

Community reaction
and cohesion
Level of
equilibrium

Existing

Enhanced

Previous

Hazard impact
Disillusionment

Existing health

Positive health and wellbeing

Health
conditions

Pre-existing physical and mental
health conditions

Acute health
Acute hazard- damage and
related impacts vulnerabilities

GP roles

Management of patient
mental and physical health

Continuing care and coordination of
patient mental and physical health
within the practice or community or
on-site, as practicable

Time frame

Years

Months

Reduced

Health recovery

Weeks

Days

Emergence of
new health
impairments

Ongoing health
damage

Surveillance and management of patient
mental and physical health

Weeks

Months

Years

Adapted and updated from: Burns PL, Aitken PJ, Raphael B. Where are general practitioners when disaster strikes? 2015 Med J Aust 2015; 202: 356-3 58. https://
www.mja.com.au/journal/2015/202/7/where-are-general-practitioners-when-disaster-strikes ♦

public health roles in surveillance as the eyes and ears
of the community.
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There is now a growing body of epidemiological
research on the health consequences of disasters
relevant to primary health care which will be
encountered in the response and recovery phases,5–12
with management of chronic disease being the major
burden.11 Many similar health effects are described,
regardless of whether the hazard is flood, earthquake,
storm or bushfire. Despite the evidence, guidelines
for GPs over the response and recovery periods are
very limited both in Australia and internationally.
This evidence suggests increases in the prevalence
and incidence of disease,6,7 the deterioration of pre-
existing conditions,8,9 and new emergent diagnoses10 in
association with disasters.
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Alongside acute injury, early effects reported
include respiratory effects from dust or smoke and
dermatological effects from sunburn and animal
or insect bites. Significant increases in acute
exacerbations of chronic diseases can overwhelm
medical facilities, as patients present with
diabetes, hypertension, chronic bronchitis, mental
health conditions, prescription refills, and drug
dependence.7
In the weeks after disasters, increased incidence of
high blood pressure and acute myocardial infarction6
may be compounded by cerebrovascular accidents,12
with carbon monoxide poisoning,5 falls and dermatitis
also seen. Infective conditions may start to present,
such as acute respiratory infections, sinusitis and
pneumonia.

Months and years after disasters, deterioration in pre-
existing conditions such as diabetes, hypertension and
hyperlipidaemia as well as emerging mental health
conditions, such as acute and post-traumatic stress
symptoms or traumatic grief, become particularly
relevant.8 This broad range of health problems
affecting people after a disaster creates a critical role
for GPs, who are already responsible for such activities
and who remain in the area in the months and years
after a disaster.

Next steps
About 36 000 GPs work in communities across Australia.
They see 2–3 million presentations every week and
manage the health of over 21.7 million Australians every
year.18 They predominantly manage mental health and
chronic conditions.19 When a disaster strikes, GPs are
involved personally or professionally — or both. GPs’
contributions should be a continuation and enhancement
of their existing roles and responsibilities in mental
and physical health and chronic disease management,
alongside preventive care and support of general
wellbeing within the local community context and its
unique characteristics.
The recovery period after disasters is an important
time for GPs to connect with and assess their patients.
Conducting a brief post-disaster health check
provides an opportunity to assess the effect of the
disaster and the level of distress created by the event.
It offers an opportunity to personalise health and
wellness recommendations as well as determine when
additional medical support is required. Practitioners
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can assess acute conditions and review chronic
conditions (eg, a need for medication adjustment in
evacuations in relation to altered physical activity or
diet that may affect control of diabetes).
In accordance with the Sendai Framework for Disaster
Risk Reduction,20 GPs have an opportunity to contribute
their expertise from their ongoing health care activities
to help reduce the health effects of catastrophes across
all phases of prevention, preparedness, response and
recovery of disaster management.
In order to support and inform GPs in this process, it is
important to:

• develop clinical guidelines targeted at the epidemi-

ological pattern of health consequences from disaster, with timelines for presentation and follow-up in
the days, months and years after the event, and

• increase connectivity between GPs and other health
professionals involved in the recovery space. At
a minimum, this requires awareness and respect
for the contribution of all health professionals, but

ultimately, it should be standardised through formal policies and integrated pathways.

Conclusion
The involvement of GPs will help unify disaster health
management of people in the community context across
all levels of health service provision and biopsychosocial
domains. This involvement will help change the
paradigm of disaster management so that it is centred on
the experience of the people at the heart of communities
during a disaster and in the years that follow.
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