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Abstract This paper summarizes, elaborates upon, and contrasts the findings of two research projects that explored how
general practitioners and nurses coped with the dual challenge of personal andwork demands following the earth-
quakes in Canterbury, New Zealand, in 2010 and 2011. Qualitative data from two separate studies – the first with
general practitioners and the second with nurses – are compared to identify the challenges faced during and fol-
lowing the earthquakes. Semi-structured interviews took place with eight general practitioners two years after
the start of the earthquake sequence and 11 nurses a year later to enable exploration of the longer-term aspects
of the recovery process. The interview transcripts were analyzed and coded using a constructivist grounded theory
approach. The analysis identified that the earthquakes had a significant impact on nurses and general practitioners
both in terms of their professional and personal lives. The nurses and general practitioners commented on the
emotional impact and their support needs, as well as some of the longer-term recovery issues.
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INTRODUCTION

Healthcare professionals are expected to play a significant role
following a disaster, both in the response phase in the initial
aftermath and in the longer-term recovery process. The major-
ity of the research in this field has focused on uniformed or
“blue-light” response services in the immediate aftermath of
disasters. There is a lack of research exploring the impact on lo-
cal workforces restoring public services, such as healthcare
workers, teachers, and social workers. These people are likely
to be disaster survivors working through traumatic events, loss,
and the impacts of other stressors, and are worthy of study in
their own right.
On September 4, 2010, a magnitude 7.1 earthquake struck

the Canterbury region of New Zealand. The National Crisis
Management Centre was activated and a state of emergency
was declared in the city of Christchurch and the surrounding
districts of Selwyn and Waimakariri. Although there was no
loss of life, there were a number of serious injuries and signifi-
cant damage to land, buildings, and infrastructure. Six months
later, on February 22, 2011, a magnitude 6.3 earthquake struck,
which caused much greater damage and resulted in significant
loss of life. It was the second deadliest natural disaster in New

Zealand history, resulting in 185 deaths and several thousand
people injured. A national state of emergency was declared
and remained in effect until April 30, 2011 (Potter et al., 2015).

As well as these two major events, there were more than
13,000 aftershocks of greater than magnitude 2.0 after
September 2010 (as of June 2014, University of Canterbury,
2015). These events exposed individuals and families to both
recurrent acute and chronic stress as a result of the ongoing
human, economic, and social costs associated with the earth-
quakes. The impacts of the earthquake sequence on homes,
neighborhoods, businesses, jobs, livelihoods, and schools
has major implications for the health and wellbeing of those
individuals and communities affected, requiring a collabora-
tive response to support psychosocial recovery (Crowe,
2011; Potter et al., 2015).

Literature Review

Research has identified that those involved in recovery as re-
sponders are at increased risk of developing mental health
problems, such as post-traumatic stress disorder, depression,
and anxiety (Benedek et al., 2007). A number of studies have
examined the impacts on responders, such as firefighters,
search and rescue personnel, police, (Liu et al., 2014; Pietrzak
et al., 2014; Bromet et al., 2015), and cleanup/construction
workers (Bills et al., 2008; Cukor et al., 2011). Research has
identified that those working inmental health services following
disasters are at risk of vicarious trauma, compassion fatigue, and
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burnout (Creamer & Liddle, 2005; Spinhoven & Verschuur,
2006; Usher et al., 2014).

General practitioners (GPs) or primary care physicians are
well placed in the community to manage the acute and chronic
mental health issues that commonly present in the post disaster
phase (Freedy & Simpson, 2007). GPs may find themselves
being positioned by the wider community as stable, responsi-
ble, influential, and helpful leaders while, in reality, they may
be at times feeling as lost as any other survivor of the disaster
(Somers et al., 1997). Previous research suggests that while
80% of primary care clinicians are willing to assist, only 20%
consider themselves well prepared to respond to a disaster
(Hughes & Trantham, 2001).

Nurses have long been active participants in response and re-
covery efforts during disasters (Palmer et al., 2003; Robertson
et al., 2005; Kako et al., 2014). Ranse and Lenson (2012) used
a qualitative approach to explore the role of nurses following
bushfires in Australia. They found that while nurses perceive
their role at times of disaster in terms of emergency clinical
care, their role in actuality consisted of four areas: providing
minimal clinical care, providing psychosocial support, coordi-
nating care and resources, and problem-solving.

A number of research studies have been published that have
examined the response of the healthcare system following the
Canterbury earthquakes (Ardagh et al., 2012) and the experi-
ences of emergency department staff (Richardson et al.,
2013). Theremay be value in comparing experiences across dif-
ferent time periods in the “recovery” phase, and across differ-
ent groups of healthcare professionals. For example, there is
evidence that nurses approach their work with emotion and a
greater informality (Savage, 2003).

As well as the particular pressures of being a health profes-
sional in a disaster, there are consequences that have broad im-
pacts upon many members of affected communities. Secondary
stressors, such as housing problems and social network losses,
can be defined as circumstances, events, or policies that are indi-
rectly related to an earthquake (Department of Health, United
Kingdom, 2009). These post-disaster secondary stressors, such
as insurance issues or infrastructure degradation, lead to day-
to-day difficulties in living that take a toll on mental health resil-
ience (Canterbury Earthquake Recovery Authority, 2013). We
were interested in how these issues were perceived by these rep-
resentatives of the health professional workforce as community
members, as well as how it may have impacted upon how they
discharged their professional duties and obligations.

Study Aim

This paper summarizes, elaborates upon, and contrasts the
findings of two research projects (Johal et al., 2014; Johal et
al., 2016) that explored how GPs and nurses coped with the
dual challenge of personal and work demands following the
Canterbury earthquakes in 2010 and 2011.

METHODS

This qualitative research design used semi-structured, open-
ended interviews to elicit extended answers to questions about
the challenges nurses and GPs faced during and following the

earthquakes. The studies were reviewed and judged to be of
low risk; and thus were were recorded on the Massey Univer-
sity Ethics Committee low risk database after having met the
set criteria. Participants were informed accordingly. This
research was carried out in accordance with the Code of Ethics
of the World Medical Association (Declaration of Helsinki).
The rationale for the semi-structured interview format was to
enable the perspective of each nurse and GP to be heard. As
some theoretical guidance on this topic is available but little is
known of the impact on these professional groups in an ex-
tended earthquake disaster, interviews were judged to be an
effective approach. The interviews were conducted by the cor-
responding author (a clinical psychologist) and explored a
number of issues, although not necessarily in a sequential
fashion, to ensure a free-flowing conversation. Interview topics
included demographics, experience during the earthquakes,
recovery, impact on patients, support, and self-care.
Interviews took place with eight GPs from across the

Christchurch area and included practices from different so-
cioeconomic areas (poorer to more affluent suburbs). GPs
were recruited using a snowball technique in which key infor-
mants with knowledge of GP services in the area nominated
GPs who were then invited to participate. Five female GPs
and three male GPs were interviewed, covering a range of
employment types from locum and salaried GPs to practice
director/owner. The length of interviews ranged from 21 to
53minutes. The data were collected between November
2012 and February 2013.
Interviews with 11 nurses from across the Christchurch area

included nurses from community-based services, hospitals, and
residential homes. The Canterbury District Health Board
(CDHB) supported recruitment by circulating details of the
research and key informants invited nurses to participate. The
length of interviews ranged from 39 to 70minutes. The inter-
views took place in October and November 2013, approxi-
mately three years after the beginning of the earthquake
sequence. The majority of the interviewed nurses were female
(10) which is representative of the profession (92% of the nurs-
ing profession is female; Nursing Council of New Zealand,
2014) and the age range was 49–64years.
The GPs and nurses were interviewed at two different time

periods as a result of the practical implications related to the ca-
pacity to carry out research interviews in the field (only one re-
searcher was available to do the interviews), and the sequential
funding that was made available to carry out the studies. As a
result, it was not possible to carry out interviews with both
groups at the same time.
Each participant was providedwith an outline of the purpose

of the research, the research process, and their rights within
established guidelines for research involving human partici-
pants prior to interviews being scheduled. Each participant
signed a formal permission document as consent, were advised
that their participation was voluntary, and that they had the
right to withdraw at any time. No participants withdrew. Partic-
ipants were providedwith a copy of their interview transcript to
check for accuracy.
The transcribed interviews were analyzed and coded using a

constructivist grounded theory approach (Charmaz, 2014). For
each of the two research studies, data analysis was performed
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in three phases. Initially, discussion of the interviewer notes and
the verbal narratives provided an overview of the broad
themes. The transcripts were then read in detail to identify
more specific codes and highlight phrases that exemplified
those themes. In the third phase, the research team discussed
the codes and examples to further refine the themes. For the
purposes of this paper, the authors analyzed the GP and nurse
datasets to identify similarities and differences between the two
professional groups. The themes identified represent a synthe-
sis of both nurses and GPs who identified with each theme, and
the depth and breadth of experiences shared in relation to
these themes.

RESULTS

Work impact

The interviews revealed that the GPs and nurses faced a num-
ber of professional challenges, both in the immediate aftermath
of the earthquakes and in the following months and years.
Those challenges included dealing with an increased and differ-
ent workload while managing personal concerns. The general
practices experienced differing levels of physical impact imme-
diately following the earthquakes, from significant damage to
no physical or structural damage to their premises. The prac-
tices that did not experience significant structural damage
because of geographical location were affected by the earth-
quakes in other ways; in particular, a high workload resulting
from population migration as people moved out of central
and east Christchurch to the outer suburbs or elsewhere in
New Zealand:

Lots of people moved out to live with family out here…
people told us their stories, but they were so relieved to be
here where it was safe […] we didn’t really have the stress of
the really unwell and stressed out patients, but we hadmore
of the stress of being fully booked all the time and getting
numbers through. (GP)

While the majority of GPs experienced an increased workload
following the earthquakes, two GPs lost their jobs because of
damage or population movement. The nurses’ experiences
demonstrate the significant impact that the earthquakes had
had on their day-to-day professional lives, as they described
working with reduced resources, in damaged and potentially
dangerous buildings, and having to copewith limited infrastruc-
ture, such as water and power in the early stages:

I sometimes feel we weren’t listened to about, like if I didn’t
feel safe in the building, we were told if we didn’t feel safe in
the building that was fine. But the reality was we weren’t
given another place to go and do our work if we’d wanted
to. (Nurse)

Six of the nurses changed their roles or working hours as a
result of the earthquakes. For some, this was in response
to organizational changes, while for others it was a matter
of personal choice. Where changes were a result of organi-
zational reasons, this meant either transferring into differ-
ent roles or changing working practices because of altered

resources. Many of the nurses’ workloads increased fol-
lowing the earthquakes because of staff shortages or new
challenges:

I had to come it at seven in the morning because we had no
registered nurses to do the medications. (Nurse)

All of the nurses commented that the earthquakes had im-
pacted their working lives; some of these impacts were practi-
cal, such as having to work in a different environment (e.g.
home visits), or having to undertake different tasks. For some,
the changes resulted from the changing needs of patients who
now needed to access wider support services:

We’re probably doing a lot more problem solving with
them. We’re tapping into a lot more social agencies for
people. (Nurse)

Emotional impact and support for general practitioners
and nurses

The nurses weremore expressive than theGPs about the broad
range of emotions they had experienced during and since the
earthquakes. These emotions included fear, guilt, pride, apathy,
gratitude, relief, empathy, frustration, sadness, happiness, and
anxiety. Both the nurses and GPs described high workloads
and levels of stress in the weeks following the February earth-
quake as they dealt with the impact at home and work. One
consequence of this experience mentioned by several nurses
and two of the GPs was compassion fatigue or empathy
exhaustion:

I had to sort of shut down those personal emotions of feeling
for people for a bit. (Nurse)

You are unable to sustain that level of empathy with people
all of the time. (GP)

Taking time off or getting away from Christchurch was seen as
beneficial to maintain compassion. Both the nurses and GPs
were aware of the risk of burnout:

I seemed to burn out and I took a week off work, which
helped a lot. That was more just the ongoing stress of the,
the insurance quagmire, and not getting anywhere, etcetera.
And you feel fatigued, you just feel tired and haven’t got
much more to give, sort of thing. (Nurse).

You need to get away from it and you probably don’t realise
until you get away from it how stressful it is being here. (GP)

The variety of coping behaviors identified by the GPs and
nurses included peer support, exercise, socializing, and taking
time out. GPs commented that peer support was beneficial
both informally within the practice and through organized
events and activities. Nurses found support in their relation-
ships with colleagues, family, and friends, both in terms of emo-
tional and practical help:

We did morning tea, lunch, afternoon tea […] it was almost
like a therapy session. (Nurse)
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We all kind of just did it as a supportive thing for each other
and what was everybody hearing from patients and how
were you dealing with this and that, so it was that being able
to share and learn from each other. It helped that you
weren’t alone here. (GP)

While the nurses felt supported by their colleagues, more for-
mal sources of support, such as clinical supervision, fell away:

There was no clinical supervision. I had a service manager
who asked me to do this role, who would call me but that
wasn’t enough. (Nurse)

Socializing and keeping up existing networks was seen as im-
portant, especially where, because of housing damage, people
were living in temporary accommodation:

Go out for dinner, made sure I saw friends. (GP)

The nurses were more likely to talk about less healthy coping
behaviors, such as drinking alcohol and eating chocolate, while
the GPs talked about exercising. For some of the GPs and
nurses, work was seen as an escape from personal concerns:

Home was more stressful than work for me. (Nurse)

None of the GPs indicated that they had sought any profes-
sional help to deal with the additional stress, although one sug-
gested that it might have been helpful:

I didn’t actually, probably again, certainly on reflection, a
case could have been made for that. (GP)

Several nurses had used more formal support services either
accessed through their employment or through their GP:

I’ve learnt how valuable counselling is and how important it
is for people to be able tomake sense of the whole situation.
(Nurse)

However, participants commented on how hard it was to seek
this kind of help as it felt like admitting weakness. There was
a difference between the overall tone of the nurse and GP in-
terviews, as the GPs’ were more measured in their responses
and appeared to have reflected more on their experiences than
the nurses:

A lot of things that you’re asking me I don’t have an answer
for, there’s just a blank because I actually haven’t dissected
things or thought about them. (Nurse)

The recovery process

As the interviews took place a few years after the start of the
earthquake sequence, both the nurses and GPs talked about
their experiences of the recovery process:

It’s never very far away from our mind because we’re still
living with the aftermath of it. (Nurse)

There was recognition that some of the stress and anxiety that
patients were experiencing at the time of the interviews was a
result of the recovery process and focus on housing and/or in-
surance issues. TheGPs commented that two years on, patients
were still experiencing high levels of stress and anxiety but that

the cause of the stress had changed. The nurses made similar
comments:

It’s a different stress… it is actually now coping with the
process of thinking in the longer-term. (GP)

Now it is just the hassle of not being able to get on with their
own lives until something that is out of their control, the
insurance and EQC [Earthquake Commission] have sorted
out their side of things. (Nurse)

Some of those in rental accommodation had been required to
move, possibly to new areas at a time when rental accommoda-
tion was in short supply. Others were living in damaged proper-
ties or with relatives waiting for insurance company decisions
about repairs:

A big problem for some of them is that they have had to
move out of their rentals and finding new rentals is… very
difficult. (GP)

DISCUSSION

The research findings indicate the key role that nurses and
GPs played during the initial impact of the 2010 and 2011
Canterbury earthquakes and in the longer-term recovery pro-
cess. The interviews reveal the nurses’ and GPs’ dedication
and duty of care to their patients, withmany giving their profes-
sional responsibilities priority despite significant impact to their
personal circumstances. Their experiences demonstrate the im-
pact that the earthquakes had had on their day-to-day working
lives. The participants talked of working with reduced re-
sources, in damaged and potentially dangerous buildings, and
having to cope with limited infrastructure, such as water and
power. This work impact continued into the recovery process
with most participants talking about higher workloads either
through higher patient need, population movement, reduced
staffing, or the need to establish new services.
In a New Zealand context, GPs operate private businesses

and set their own fees for consultations and other services. Fees
charged for services can be highly variable between practices,
and although certain subsidies for service are available, most
people pay for a visit to a primary care doctor. It was noticeable
in the themes extracted in the analyses that the GPs concerns
were more oriented toward business continuity concerns. This
is understandable when one considers their position as major
stakeholders, often owner-operators, of private businesses.
The nurses we interviewed occupied roles in larger public orga-
nizations, or clinical management roles in smaller enterprises.
The participants talked about the valuable support they had

received from colleagues, family, and friends, mostly on an in-
formal basis. Peer support was perceived as extremely valuable
for many of the participants. The nurses felt that more struc-
tured sources of support, such as professional supervision fell
away when they were needed most. It is possible that these dif-
ferences may have reflected professional cultural differences,
as well as professional practice opportunities and processes
available to nurses and the GPs. For example, nurses may ap-
proach their work with more emphasis on emotion and a
greater informality (Savage, 2003). Alternatively, nurses may
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have reflected differently on their experiences. Indeed, some
commented that the research interview was the first opportu-
nity they had had to reflect upon their own experiences in any-
thing more than a cursory way. Although their interviews took
place at a later stage than the GPs, it is unlikely that their recall
would have been reduced in any systematic way. Participants
from both groups gave lengthy and detailed responses to inter-
view questions.
Both groups shared the common view that empathy exhaus-

tion and compassion fatigue were real risks to be managed to
avoid burnout. Some of the GPs described that they had oppor-
tunities available to them to get together with other GPs to talk
about issues of concern and for professional development. The
nursing staff may have had fewer opportunities to get together
and process their experiences in such a structured way. Further-
more, while formal support services, such as counseling, were
available, both groups found it difficult to ask for support as they
perceive themselves as “copers,” the ones that others turn to for
help. The concept and implementation of Schwartz “Rounds”
could make a significant contribution to healthcare professional
wellbeing and patient care in disaster situations (Goodrich,
2012). Schwartz Rounds are a multidisciplinary forum designed
for staff to come together once amonth to discuss and reflect on
the non-clinical aspect of caring for patients, that is, the emo-
tional and social challenges associated with their jobs. Further
discussion on the utility and potential of such fora in disaster re-
covery can be found in Johal (2015).
The nurses and GPs talked about the impact of the earth-

quakes on their patients and how the recovery process seemed
to bewearing people down. These secondary stressors included
housing difficulties, problems with insurance, and loss of social
networks. These can manifest their effects shortly after a disas-
ter and persist for extended periods of time (Lock et al., 2012).
Several participants talked about exhaustion and the difficulties
of day-to-day life in Christchurch now, both for themselves and
their patients.

Limitations

This research reports on the challenges faced by a self-
selected sample of nurses and GPs following a specific disas-
ter: the Canterbury earthquake sequence in 2010–2011 and
the subsequent recovery process. Other disasters may result
in different experiences and challenges for nurses and GPs.
Although our sample size was small, we are confident that sat-
uration was reached. We recognize that there were a high
number of female nurses in the sample, which may account
for the difference in response between GPs and nurses. It is
possible that some of the differences described between the
nurses and GPs could reflect professional cultural differences.
This could also be a result of the difference between the two
time periods during which the research interviews took place:
at around two years into the recovery for the GPs compared
with the three-year mark for nurses. Not enough is known
about the impacts of long-term recovery beyond the two-year
anniversary period to make firm conclusions on these differ-
ences (North, 2014).

CONCLUSIONS

Nurses and GPs experienced extensive impacts of the 2010–
2011 Canterbury earthquake sequence that affected their pro-
fessional and personal lives. Nevertheless, most of those who
participated in this research managed their key roles in provid-
ing healthcare services to their affected communities in the
immediate impact phase of the disaster, and throughout the on-
going recovery period. Although the nurses and GPs recog-
nized the threat of empathy exhaustion and burnout, and
managed to take steps to largely mitigate these risks, there
remains a risk that support needs are not met. In particular,
nurses reported the lack of professional supervision at a time
when it was needed most. Both nurses and GPs reported feel-
ing unable to ask for or take up support, such as counseling,
as it may compromise their professional role and how they
were seen by others, and they perceived their role as being
there to provide assistance to their communities. In future di-
saster response and recovery planning and incidents it would
pay to think creatively about how to offer a range of support
to these critical healthcare professionals inways that theymight
benefit personally, and, therefore, be able to continue to pro-
vide their valuable services in a sustainable way.
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