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Background: Besides catastrophes, infrastructural damages, and psychosocial

distress, terrorism also imposes an unexpected burden on healthcare services.

Considerably, adequately-prepared and responsive healthcare professionals affirms

effective management of terrorism-related incidences. Accordingly, the present study

aimed to evaluate physicians’ preparedness and response toward terrorism-related

disaster events in Quetta city, Pakistan.

Methods: A qualitative design was adopted. Physicians practicing at the Trauma Center

of Sandeman Provincial Hospital (SPH), Quetta, were approached for the study. We

conducted in-depth interviews; all interviews were audio-taped, transcribed verbatim,

and analyzed for thematic contents by a standard content analysis framework.

Results: Fifteen physicians were interviewed. The saturation was achieved at the

13th interview however we conducted another two to validate the saturation. The

thematic content analysis revealed five themes and 11 subthemes. All physicians

have experienced, responded to, and managed terrorism-related disaster events. They

were prepared professionally and psychologically in dealing with a terrorism-related

disaster. Physicians identified lack of disaster-related curricula and training, absence

of a standardized protocol, recurrence of the disaster, and hostile behavior of victim’s

attendants during an emergency as critical barriers to effective terrorism-related disaster

management. Among limitations, all respondents mentioned workspace, and resources

as a foremost constraint while managing a terrorism-related disaster event.

Conclusion: Although physicians understood the abilities and had the required

competencies to mitigate a terrorism-related disaster, lack of workspace and resources

were identified as a potential barrier to effective disaster management. Based on the
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results, we propose reconsideration and integration of themedical curriculum, particularly

for terrorism-related disaster management, collaboration, and communication among

various stakeholders to manage terrorism-related disaster events competently.

Keywords: physicians, response, preparedness, terrorism-related disaster events, qualitative

INTRODUCTION

Defined as “an unexpected and devastating event that exceed the
coping capacity of the affected community,” disasters have existed
throughout the human history (1, 2). Although, the precise
prevalence of disasters is not quantifiable, it is believed that
disasters occur every day somewhere in the world (3, 4). Shifting
our concerns to disasters in the South Asian Region, the past
40 years have reported 1,333 disasters which resulted in 980,000
deaths. The disasters also affected 2.4 billion lives and was worth
US$ 105 billion of overall damages (5).

Parallel to the natural disasters, mankind is also faced with
terrorism-related disasters (TRDs) that are a rampant challenge
across the globe (6). The Global Terrorism Database (GTD)
defines TRDs as “the threatened or actual use of illegal force
and violence by a non-state actor to attain a political, economic,
religious, or social goal through fear, coercion, or intimidation” (7).
Terrorism is believed to be a leading menace to humanity (8),
and since the 1970’s, a rising trend of TRDs has been reported
(9). Around the globe, GTD reported 156,772 TRDs from 1970 to
2015 (10). On an average of 2,000 TRD events per year reported,
most attacks were executed in the Middle East and South Asia
(11), which included Afghanistan and Pakistan (12).

Shifting our concerns toward Pakistan, terrorism in the
country mainly originated in the Soviet-Afghan war in the
1980s (7). The September 11 attacks entirely transformed the
panorama of terrorism throughout the world (13). Because
of the strategic location of the country and its influential
capacity regarding Afghanistan, the country is immensely
affected by TRDs, and it consequently fuelled terrorism to
its extreme (14–16). According to Global Terrorism Index
(GTI), Pakistan was ranked 2nd in terms of 1,650 terrorist
attacks, surpassing Afghanistan with 1,468 terrorist attacks in
2012. However, since then a declining trend was observed as
in 2017 Pakistan counted for 7% of TRDs around the globe
and further decreasing to only four attacks in 2021 (15).
Terrorism is not limited to cause massive catastrophes and
casualties only, but additionally, it imposes adverse effects on
the financial market and economic condition globally (17).
The economic growth decreases with the increase of TRDs
(18) as there is an adverse relationship between Foreign
Direct Investment (FDI) and terrorism (19). Correspondingly
in Pakistan, the cost of counter-terrorism was US$ 2.669
billion that increased to US$ 17.8 billion during 2010–2011.
Thus, resulted in a decrease in the investment to Gross
Domestic Product (GDP) ratio and FDI inflows in the country
(20). Furthermore, to combat terrorism-related activities, the
Government expenditures augmented from 7.84% of GDP in the
year 2005 to 11.84% of GDP in the year 2015 (7). Resultingly, this
shift of resources from the productive sectors to security-related

activities made the already deprived economic condition more
vulnerable (21).

In addition to economical destructions and demolitions,
TRDs induce significant impacts on a health care system’s
capacity to act proficiently and respond effectively (22). This is
true as the public healthcare system in Pakistan is scarce in terms
of human resources and substantial infrastructure to accomplish
the requirements of the growing population (23). According to
World Health Organization (WHO), Pakistan’ healthcare system
lacks basic healthcare guidelines, bears the sixth minimum health
expenditure to GDP ratio, and acquires only 0.6 hospital beds
for every 1,000 people (24). Specifically talking about managing
TRDS, research reveals that Pakistan has not adopted the recent
advancements in scientific approaches of disaster management
(DM) policies (25). Currently, Pakistan lacks an effective
response planning system and valuable resource allocation
system during TRDs (26). The higher death ratio in Pakistan
during TRDs are attributed to the amplitude of collapse, lack
of structured emergency medical services, increased infection
rates, inadequate triaging, and deficiency in primary resuscitation
services (27). Summarizing, the healthcare system of Pakistan is
confronted with an overburden of TRDs upon its occurrences.
Under such circumstances, it is important that health institutions
and healthcare professionals are proficient, prepared, and
skilled to administrate a terrorism-related incidence with
restricted resources otherwise the defiantly consequences might
be significantly vulnerable. Additionally, acknowledgment and
consideration of preparedness and administration are imperative
to overcome future disasters effectively. However, to the best
of our knowledge and through extensive literature review,
healthcare professionals’ preparedness and response to TRDs
in Pakistan is not reported in the literature. Considering the
high incidence of terrorism-related events in Pakistan and
scarcity of information on its management, we designed this
study to evaluate the response and preparedness of healthcare
professionals (physicians) toward terrorism-related events in
Quetta city, Pakistan.

METHODS

Study Design and Settings
We adopted a qualitative study design (in-depth, face-to-
face interviews). The flexibility of this method, including the
exhaustive analysis of respondents’ attitudes, experiences, and
intentions, is beneficial (28, 29). Similarly, qualitative studies
produce an extended range of ideas and notions to which
persons carry out issues; also, the different point of view
is revealed among the groups (30, 31). It is imperative to
mention that the qualitative method has the edge to fill
the gaps that remained undiscovered by using research-based
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surveys, specifically in underdetermination areas of the research
(32). Subsequently, considering the objective aspects of the
current study, a qualitative design was a paramount adoption
for preliminary essence anticipated to generate concepts and
hypothesis that bears added potential for research compared to
other models (33).

For the current study, the phenomenological approach was
adopted. The rational of adopting this approach was straight
forward. Phenomenological approach in qualitative methods
emphasizes experiential, lived aspects of a particular construct—
that is, how the phenomenon is experienced at the time that it
occurs, rather than what is thought about this experience, or the
meaning ascribed to it subsequently (29).

The current study was conducted at Trauma Center Quetta
(TC). The TC was established in 2016 within the premises
of Sandeman Provincial Hospital Quetta (SPH-Q). The TC is
a thirty-bedded facility with 24 physicians stationed to offer
healthcare services that are trauma specific. The TC is well-
equipped and bears the capacity to deal with all kinds of
emergency conditions. The TC also provides immediate health
care services round the clock and throughout the year to the
victims of terrorism-related and general traumatic injures (34).

Study Participants, Criteria, and Sampling
Registered physicians stationed permanently and practicing at
the TC were approached for the interviews. Our objectives made
it apparent to adopt the purposive sampling method (35). We
excluded physicians on rotations, stationed at the TC as part-
timers and unwilling to participate. For content analysis, we
opted the saturation based approach. The theoretical saturation
means that no additional data is retrievable, and the researcher
can develop properties of the category. Furthermore, as same
inference occurs over and over again, the researcher becomes
empirically confident that a category is saturated (29).

The Interview Guide (Validation, Reliability,
and Pilot Study)
A semi-structured interview guide was used for the interviews.
The guide was constructed through extensive literature review
(36–40), expert panel discussion, and shared experience (41–
43). The guide was established with widely framed, open-ended
questions that gave enough opportunities to the respondents.
Parallel, physicians were provided the opportunity to illustrate
their narratives and encourage sharing additional information
regarding terrorism-related disaster management.

The face and content validity of the interview guide was
established through a panel of experts (senior physicians) having
experience in terrorism-related disaster management. Once the
validity was ensured, the guide was piloted with four physicians.
The pilot data analysis confirmed that the discussion topics
were adequate and appropriately phrased to answer research
questions and minimize validity and reliability threats. As the
validity and reliability of the interview guide was ensured, it
was made available for the main study (Supplementary File).
Data and participants of the pilot study were not included in the
final analysis.

Interview Procedure, Data Collection, and
Analysis
The first author conducted the interviews at the TC; all
participants were briefed about the study objectives before
initiating the interviews. Continuously, a debriefing session was
again conducted at the end of the discussion. The interviews
started with an ice-breaking session. Probing questions were
asked in conversations to clarify the meanings of responses and
gain insight into the topic being discussed.

All interviews were audio-recorded that persisted for
approximately half an hour. Along with eliciting in-depth views,
the physicians were also provided the freedom to express the
additional reviews and comments. During the interviews, ZI
played a role as an observer while AR assisted in monitoring
the field notes, facial expressions, and body language that were
concomitant to audio recordings. The conducted interviews
remained until the achievement of thematic saturation (44,
45). The analysis of recordings (verbatim) was carried out by
the research team, followed by an informal gathering where
physicians were demonstrated with finalized interview script
(46). Triangulation and member check helped in establishing
the credibility and contributed to trustworthiness. Parallel to
triangulation, persistent observations by the research team,
transferability of the data and confirmability approached were
used to enhance the trustworthiness and credibility of the
data analysis

Later, physicians were asked for affirmation of correctness and
clarity of words, ideas, and jargon used during the script analysis
(47, 48). NVivo R© was used for coding and analysis through
iterations (49) and inconsistencies were cleared through mutual
consensus. All emerging themes and subthemes were discussed
for authenticity among the research team and presented for
data inference and interpretation. Although there are various
approaches to conducting thematic analysis, we adopted the
process developed Braun and Clarke that followed a six-step
process: familiarization, coding, generating themes, reviewing
themes, defining, and naming themes, and writing up.

Ethical Approval
Institutional review board at the Faculty of Pharmacy &
Health Sciences, University of Baluchistan approved the study
protocol (UoB/Reg:/GSO/67). Written consent was taken from
the respondents before the interviews. The physicians were
introduced to the nature of the research prior to initiating the
interviews. They were also made secure of the confidentiality of
their responses and their right to withdraw from the study.

RESULTS

Demographic Characteristics of Physicians
The saturation was achieved on the 13th interview, but we
conducted two additional interviews to validate the saturation.
Fifteen physicians were interviewed out of those 9 (60%) were
male. Six (40%) of the respondents had an overall experience of
>10 years and 7 (46.7%) had experience of > 18 months at the
TC. Eleven (73.3%) had specialization in surgery and none of
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TABLE 1 | Demographic characteristics of the respondents.

Characteristics Frequency Percentage

Age (years)

26–35 10 66.7

36–54 5 33.3

Gender

Male 9 60.0

Female 6 40.0

Education

MBBS 11 73.3

FCPS 04 26.7

Overall experience (years)

1–5 7 46.7

6–10 2 13.3

>10 6 40.0

Experience at trauma center (months)

6–12 7 46.7

13–18 1 6.7

>18 7 46.7

Current position

MO 11 73.3

Registrar 1 6.7

PG registrar 2 13.3

Consultant 1 6.7

Specialization in disaster management

None 15 100

the physicians were trained precisely in terms of managing or
responding to disasters as shown in Table 1.

Thematic content analysis resulted in five major themes
and 11 subthemes (Table 2). The themes and sub-themes are
discussed as under:

Theme I: Terrorism-Related Disaster Event

(Experience, Information Source, and Call-Up

Mechanism)

Subtheme 1(a): Experience of Terrorism-Related

Disaster Event(s)
All physicians reported experience of improvised explosive
devices (IEDs), suicide attacks, mass shooting attempts
on security forces, law enforcement agencies, and civilian
populations. The suicide incidence of August 2016 was
specifically mentioned, which occurred within SPH-Q
consequent to 50 deaths.

“I was at TC when a pronounced lawyer (injured) victim of

the targeted shooting was shifted to the emergency department

(ED). A crowd of lawyers gathered at ED. After a little while,

oh God! (appearing deep grief on his face) a tragic bomb blast

occurred at the entrance of ED. Indescribable abhorrent scene

converted the hospital not less than into a battlefield. After that,

it was declared a suicide attack after recovering the dead body of

suicide bomber.” (Physician 2, Male)

TABLE 2 | Themes and subthemes identified during data analysis.

Themes Subthemes

Theme 1: Terrorism-related disaster

event (experience, information source

Subtheme 1(a): Experience of

terrorism-related disaster event(s)

and call-up mechanism) Subtheme 1 (b): Disaster-related

information sources and call-up

mechanism

Theme 2: Response toward

terrorism-based disaster event

Subtheme 2(a): Professional

response

Subtheme 2(b): Personal response

Subtheme 2(c): Inclusive response

Theme 3: Preparedness of

terrorism-related disaster

Subtheme 3(a): Current level of

knowledge and familiarity of

terrorism-related disaster

management

Subtheme 3(b): Workforce,

infrastructure, and supplies

Subtheme 3(c): Triage,

communication, and coordination

Theme 4: Barriers toward

terrorism-related disaster

Subtheme 4(a): Safety concerns and

issues

management Subtheme 4(b): Lack of disaster

management content

Subtheme 4(c): Lack of drills and

hands-on training

Theme 5: Suggestions and

recommendations

Another male physician (Physician 6) commented that:

“I cannot forget the horrible incident of bomb blast followed by

the mass shooting at Bethel Memorial Methodist Church in the

city. It was a challenging condition for all of us.”

Subtheme 1(b): Disaster-Related Information Sources and

Call-Up Mechanism
For an efficient and effective response to a disaster significantly,
healthcare practitioners should promptly be informed
immediately after the occurrence of a disaster. Therefore,
an updated, sound, and efficient information system to respond
is an essential requirement for communication across the
hospital and other affiliated institutes and allied agencies. For
that reason, physicians were inquired about the source of
information and call-up mechanism in their institute during a
terrorism related disaster event.

“We have an appropriate institutional/departmental WhatsApp

group where exclusive and updated news and events are shared

frequently. Moreover, national/International news networks are

also a source of information regarding terrorism-related events.

Likewise, Quetta is a small city soon after the occurrence of a

grievous incidence; the information spreads within no time.”

(Physician 3, Female)

We asked the respondents regarding the call-up mechanism
contingent upon terrorism-related disaster emergencies. The
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hospital administration informs all physicians of the TC about
the terrorism-related incidence. Additionally, physicians are
liable to report at TC within no time once they receive
information about untoward news through any source. The study
respondents appreciated the information and call-up system
adopted by the institute in contacting the physicians during an
emergent condition.

“The duty schedule is designed based on eight hourly rotational

shifts; therefore, one shift always remains present on duty at

TC. Off duty physicians are informed through a phone call.

The mechanism of reporting is simply reasonable and useful.”

(Physician 9, Male)

Theme 2: Response Toward the Terrorism-Based

Disaster Event

Subtheme 2(a): Professional Response
The response comprises practices and actions engaged in
mitigation of concise and extended effects of a disaster. A
quick and efficient response ensures instant assistance in saving
precious lives, adequate medical therapy, and minimizing the
collective impact of the disaster. Therefore, the comprehension
response of healthcare professionals is a matter of great
concern through the disaster. Relating to the responses we
received, physicians were confident to respond to such terrorism-
related disasters professionally and proficiently. Based on
their disaster management experiences and the frequency of
events they came across, according to our respondents, they
feel prepared to respond to an emergent event appropriately
within time.

“As soon as we receive an emergency call (or get information

from any means), we ensure and supervise the arrangements

along with organizing necessary equipment and allied resources

at TC. We also ensure a quick check of the operation theaters,

intensive care unit, wards beds, and accessibility of medicine

trolleys. We provide necessary expert opinions to fulfill the gaps

before the arrival of the victims.” (Physician 10, Female)

Subtheme 2(b): Personal Response
In responding to a disaster, facing chaos and panic situations is a
natural phenomenon. Healthcare professionals remain at risk of
being exposed to trauma, which results in post-traumatic anxiety,
stress, and depression. Such circumstances may lead to affect
their psychosocial well-being adversely. Therefore, it is essential
to understand the psychological response of physicians in
such intimidating situations. Following what is being described,
physicians of the current study showed a positive response,
willpower, and willingness to lead to driving the team during
responding and managing victims brought to the TC.

“When the victims arrive at the TC, the situation and

atmosphere is indescribable. Therefore, we must lead the other

healthcare professionals, allied staff, victims, and attendees of

the victims professionally and ethically. We must manage the

stressed and chaotic situation, and for that, we are always ready

. . . physically and emotionally.” (Physician 4, Male)

Subtheme 2(c): Inclusive Response
Even though our study respondents were prepared, certain
deficiencies were also noted during the interviews. Like
other developing countries, the healthcare system of Pakistan
is deprived and faced with the nonexistence of a disaster
management system and response mechanism. For that reason,
the physicians’ response to emergencies is based on their self-
experiences of countering numerous terror attacks.

“The emergency response checklists and smart response systems

are theoretically familiar words. In my opinion, adopting and

establishing a profound system at TC regarding response to

disasters can be a great support for us. Currently, we are

managing the situations on self-experiences basis without having

specific operating guidelines.” (Physician 5, Male)

Theme 3: Preparedness of Terrorism-Related

Disaster Management

Subtheme 3(a): The Current Level of Knowledge and

Familiarity of Terrorism-Related Disaster Management
Preparedness is the process of considering the potential
occurrence of disaster and taking necessary action regarding
filling the gaps before a disastrous event. The period of peace
is an excellent opportunity to be utilized for preparation,
integrated planning, organizing resources, and designing of
procedures for the imminent threats and risks of disaster
consequent to minimize its impacts. Evaluating the knowledge
of DM among healthcare professionals is an imperative to
reference to disaster-related uncertainties. During the interviews,
physicians of the current study articulated sound reservations
relevant to their knowledge and awareness of terrorism-
related disaster management. Additionally, all the respondents
confirmed that there are no training opportunities available, nor
any seminars/workshops arranged that can help in improving
their perceptive and knowledge of terrorism-related disaster
management. In furtherance, they also stated disaster-related
drills and mock exercises are beyond their imaginations.

“It is my fourth year working at TC. Since then, I have not

received any formal training about terrorism-related disaster

management. There is no documented informational module or

written material that can help in improving relevant knowledge.

We are managing terrorism-related disaster emergencies purely

based on self-experiences gained from multiple encounters of

terrorism-related disasters.” (Physician 14, male)

Subtheme 3(b): Workforce, Infrastructure, and Supplies
The existence of a disaster management framework is
another critical aspect while discussing disaster preparedness.
Nevertheless, Pakistan is confronted with a poor disaster
management framework, scarce health budgets, shortage of
specialized healthcare professionals, and an overburdened
healthcare system. Our study respondents expressed similar
views when they were enquired about the availability of
workforce, organizational framework, and infrastructure at TC.
Though, the respondents of our study were satisfied with the
medicine and supplies to some extent that are available at the TC.
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“Comparative to the frequency of TRDS, we are deficient in

terms of the workforce at TC. Similarly, the space is also limited.

During terrorist attacks of mass casualties, we must utilize other

sections of the hospital, even must shift the victims to other

institutes. We do not hesitate to perform additional duties and

overload ourselves because we are dedicated in our motive to

saving lives on a priority basis even with limited resources.”

(Physician 1, Male)

During the discussion, Physician 12 (Female) added that:

“To some extent availability of medicine is satisfactory. The

medicine trolleys are well prepared by pharmacists before any

unwanted terrorism-related incidence. In my opinion, it may be

enough to handle 80-90 victims of such event.”

Subtheme 3(c): Triage, Communication, and Coordination
Triage is the process of prioritization (order of treatment) during
mass disaster events. An effective triage depends on a functional
and integrated command and communication system which
enables in the identification of treatment priorities during the
management of mass emergencies. Surprisingly, our respondents
had limited knowledge of treatment orders because of poor
knowledge of disaster management (as discussed above) and lack
of planning and coordination within hospital departments and
among different institutes.

“Triage! (Confused), soon after receiving the victims, we provide

first aid and manage them according to their needs and severity.

We have no protocols determinate to the treatment order.

Frankly speaking, tirage is known tome, but I have no idea about

its appropriate utilization.” (Physician 8, Male)

Our study respondents also reported issues regarding lack of
structured coordination and updated communication system.
Within the TC, a traditionally acceptable coordination and
communication system is existing, while; physicians had some
reservations about other departments of the institute

“Patients are brought to casualty department or simultaneously

to the TC in routine days. This results in a delay while managing

the victims along with confusion in terms of actualization the

number of casualties and prioritization (order of treatment). We

can overcome such conditions through effective coordination and

communication.” (Physician 11, Female)

Theme 4: Barriers Toward Terrorism-Related Disaster

Management

Subtheme 4(a): Safety Concerns and Issues
The chaotic and panic environment, crowd, recurrence of the
terror attack at hospital setting and hostile behavior of the victim’s
attendees during an emergency was mentioned as a key barrier
toward terrorism-related disaster management. Our respondents
had serious apprehensions and presented leading reservations as
they had experienced such situations earlier.

“Once a terrorism-related event occurs, the chance of secondary

attack increases because of mass gathering of the crowd at TC.

Besides that, the aggressive crowd (attendees) start agitation and

clamoring. It is very difficult to concentrate proper management

of the victims when you have the fear of another suicide attack

on your mind with the presence of an angry and hostile crowd all

around.” (Physician 13, Male)

Subtheme 4(b): Lack of Disaster Management Content
Lack of materials related to disaster management in the
curriculum of medical education as well as during the residency
training period was also stated as a barrier. The respondents
stated that they had no idea or adequate understandings
of disaster management when they started their medical
practice. Therefore, they had only one option to follow the
established practices and to perform what is being practiced at
their workplace.

“The curriculum of medical education has nothing about

disaster management. We are also unaware about disaster

management during our residency training period. Disaster

management is an important subject, and we must be informed

and trained about it.” (Physician 15, Male)

Subtheme 4(c): Lack of Drills and Hands-On Training
Our study respondents additionally mentioned that the lack of
disaster-related training; seminars and workshops are potential
barriers toward effective disaster management. Drills, mock
exercises, and hands-on training sessions are essential to capacity
building because as it increases the efficiency and effective
management of emergencies and crisis situations.

“The institute never has arranged any disaster management

seminar or workshop, considering about disaster management

training remains one step ahead. In such circumstances

expecting disaster drills and mock exercises are beyond the

imaginations.” (Physician 6, Female)

Theme 5: Suggestions and Recommendations
All physicians agreed and suggested that expansion of TC,
enhancement of human resource, and increase logistics and
supplies according to the requirements are needed. Furthermore,
streamlining the line of instructions, provision of SOPs manual,
plans, protocols, a checklist of TC, along with arranging training
programs, exercises and systemically review and assessment
of measures taken toward preparedness of the TC were key
recommendations of the study respondents.

“We need additional space for expansion, specialized healthcare

professionals along with allied staff and adequate supplies.

Moreover, the administration must focus on our skills

development and capacity building through regular training

and exercises.” (Physician 15, Female)

DISCUSSION

Terrorism-related disasters not only results in to mass casualties
but also produce massive economic loss (50). The terrorism-
related attacks are aimed to instigate jeopardy, in turn, certain
use of unlawful turmoil and rampage to produce apprehension,
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menacing, or intimidation (7). Terrorism-related attacks are
not only aimed at targeting the victims but also sending a
message of fear among communities (51). Hence, the population
is confronted with developing a substantial number of long-
term problems imposed by terrorism-related disasters (52).
Data reveals that 18 - 50% of post-traumatic stress disorder
(PTSD) were found prevalent among the victims of large-
scale terrorism-related events (53). Besides this, terrorism is
bilaterally associated with economic activity (54) and has the
potential to adversely affect the economic growth (55), by
marginalizing its modes of production and consumption globally
(56). Additionally, the health care system is also under the
siege of paramount multidimensional consequences of terrorism,
even more susceptible to being a major stakeholder during
its occurrence.

As discussed, the current study was aimed to assess the
response and preparedness of physicians toward terrorism-
related disaster management. We believe that the interviews
extracted enough information that was able to answer the
questions that were established earlier. The province of
Balochistan has remained a leading victim of terrorism-related
events for decades and the uncertainty turned the province into
an undeclared warzone (57). Although significant reductions in
terrorism-related deaths were reported across Pakistan in 2018,
the number of terrorism-related deaths increased in Balochistan.
Due to the strategic location of the province, the area specifically
remained the worst victim of terrorism after 9/11, which fuelled
the terrorism-related events (58). During this confrontation, the
health care system of the province always remained at the front
line in the provision of critical medical support and healthcare
services to the victims of terrorism-related incidences. However,
despite all the dedication, enthusiasm, and professional efforts of
the healthcare system, the system of preparedness and response
toward terrorism-related disasters was undefined ad that was to
be explored in this current study.

Respondents of the current study highlighted that financial
constraints, dearth of human resources, and poor healthcare
system are the major barriers to ineffective management
of terrorism-related disasters. We must remember that
Pakistan’s economy has paid both direct and indirect costs
of approximately US $126.79 billion (7, 59) during the war
against terror. Furthermore, terrorism negatively affected the
flow of foreign investment, international trade, exports along
with the local business in the country, which impacted lowered
GDP (59). Pakistan is bearing a huge cost as government
expenditures are diverted to counter-terrorism activities
instead of valuable measures (54). Eventually, this diversion
of expenditure overburdens the already deprived healthcare
system as the policymakers are confronted with economic and
financial constraints that impose restrictions on the provision of
adequate healthcare services (60). However, even with all these
limitations, the establishment of well-equipped TC, employment
of proficient healthcare professionals, availability of logistic and
medical support is evident of dedication while responding and
preparing for a terrorism-related incidence.

Physicians are on the front lines while dealing with casualties
or disasters (61). However, the foundation of medicine seems to

be the opposite in the case of terrorism because where physicians
blindly heal, terrorists blindly kill (62). Therefore terrorism-
related events require additional and sophisticated medical
assistance provided by healthcare professionals specifically the
physicians (63). To effectively respond to mega disasters,
physicians must be prepared to handle multi-casualty incidents
within their own hospitals (64). However, while managing
terrorism-related disasters, physician’s training may be deficient;
therefore, simulated training may be required in effective and
adequate preparation and enhancement of confidence to respond
to terrorism-related disasters (65). This requirement is also
evident from our study where the respondents agreed about
the lack of training and security measures which means that
they are putting their own life and the safety of the patients at
risk. Focusing the training and development while dealing with
terrorism related disasters, physician education and experience
is of considerable significance. Understanding disaster medicine
and the healthcare system response in responding to terrorism-
related events should be an indispensable part of the medical
curriculum. Scott and colleagues reported that medical students
highlighted that they have not received adequate training to
respond to disasters (66) and the same is reflected in the notion
of the current study respondents.

Management of disasters and other mass casualties such
as suicide bombing, IEDs, road-side bombing, and mass
shooting need concrete plans. The National Association of
EMS Physicians (NAEMSP) recommends a substantial role
of emergency medical services (EMS) in all phases of the
disaster management cycle, including preparedness, response,
and recovery (61). Additionally, American Medical Association
(AMA) compiled an educational framework comprising 37
target capabilities after being reviewed by stakeholders and
further reviewed by National Disaster Life Support Education
Consortium (NDLSEC), with interest in disaster preparedness,
professional education, and curriculum development (67). The
World Association of Disaster Medicine has also emphasized
the need for a more scientific approach to all aspects of
disaster medicine for the effective preparedness and response to
terrorism-related disasters (68). The dilemmas of the response
activity and chances of deficiency in preparation cannot be
overlooked (69). In line to these guidelines, physicians of the
current study were willing to participate in practical training
rather than classroom teaching which is in accordance with
the proposed literature (70). Unfortunately, respondents of the
current study were unaware of such guidelines and protocols.
Physicians of our study revealed that they had been provided
traditional education in the classrooms; they also elaborated
that they are unaware of updated and standardized strategies.
Moreover, performing routine medical practices requisite to
the provision of treatment to the patients, realizing updated
information is least focused. Referring to the discussion,
a comprehensive reconsideration of the medical education
curriculum is required for integrated standardization for future
physicians, as well as condensed training and continuous medical
education for practicing physicians is the only way to fill the
gaps and improvement in disaster management competencies.
If patients are the first victims of medical error, then physicians
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are termed as the “second victims” as they often experience
feelings of distress, guilt, shame, and depression in response (71).
The internationally accepted competency-oriented framework
of physicians’ education provides a thorough understanding of
emergency preparedness and response, which it appeared to be
missing in the current healthcare system of Pakistan.

However, our study respondents agreed that for effective
management of unexpected catastrophic situations, disaster
preparedness is worth of paramount significance; they also
reported that, unfortunately, there is a dearth of training in
the implementation of proficient disaster management. Our
findings are supported by Barbosa through a survey from
224 hospital emergency departments in four North-western
states, and the author identified deficiencies in preparedness
involving physician training while managing terrorism-related
disasters (69). It is a matter of prime concern that physicians
are aware of adequate and efficient triaging, emergency
management, mitigation, and rehabilitation of the victims back
to their normal life. Additionally, physicians should also be
trained in the provision of care, psychosocial support, and
most importantly, carrying out limb, organ, and life-saving
treatment to the victims. In consideration of its importance,
the Office of the Assistant Secretary for Preparedness and
Response (ASPR) and the Department of Defence (DoD)
recommended that working together with partners to prioritize
and develop examples of competency-based knowledge and
skills must be included in job descriptions for public health,
healthcare, behavioral health, and other national health security
personnel and inter-professional health and supporting teams
(72). But unfortunately, physicians, the respondents of our
current study, were unaware of basic elements of disaster
management such as triage principles, inter-coordination,
reintegration, recuperation that are evidently ratiocinated
the immediate requirement of training and development of
physicians, particularly in the predicament of terrorism-related
disaster management.

Physicians as the main pillar and leading arm of the
health care system are required to acquire more formal
education and training in both preparedness and response to
be credentialed to assist (63). Revealed research recommended
that disaster medicine be augmented either in the curriculum of
undergraduate medical schools or in postgraduate university-
based programs additionally in the continuing medical
educations programs (73). This enables the physicians to
overcome the anarchic circumstances. Our qualitative analysis
reflected the need for the incorporation of emergency/disaster
medicine in the regular curriculum of medical schools in
Pakistan, along with extensive disaster management training
supported by the World Health Organization.

CONCLUSION

Physicians are the leading arm of the healthcare system and, as
team player, has a supervisory role in managing terrorism-related
disasters. The competencies, skills-set, and expertise required
to deal with a terrorism-related disaster are well recognized
but are deficient due to several considerations. Interpreting the

physicians’ perspectives through the extracted themes revealed
reconsideration and integration of standardized curriculum
of medical education particularly relevant to terrorism-related
disaster management. Additionally, regular training and table-
top exercises for practicing physicians were also emphasized
that will encourage effective and confident responses in disaster
management. Finally, conferences, seminars CME programs
are required to share the current experiences and to meet
harmonization in the latest practices adopted globally to counter
terrorism-related disasters.

LIMITATIONS

The limited information from the study settings made it hard to
cross compare the data extracted from this study. Furthermore,
being qualitative in nature the generalizability is always an issue.
We recommend conducting a quantitative study based on the
identified theme with a larger group of physicians to get a better
insight of preparedness and response toward terrorism-related
disaster events.
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