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Abstract

Introduction: Given the increasing importance of disaster preparedness in Tehran, the
capital of Iran, interventions encouraging disaster preparedness behavior (DPB) are
needed. This study was conducted to show how an elicitation method can be used to
identify salient consequences, referents, and circumstances about DPB and provide
recommendations for interventions and quantitative research.

Method: A theory-based qualitative study using a semi-structured elicitation ques-
tionnaire was conducted with 132 heads of households from 22 districts in Tehran, Iran.
Following the Theory of Planned Behavior (TPB), six open-ended questions were used to
record the opinion of people about DPB: advantages of engaging in DPB; disadvantages of
doing so; people who approve; people who disapprove; things that make it easy; and things
that make it difficult. Content analysis showed the categories of salient consequences,

reference groups, and circumstances.

Results: The three most frequently mentioned advantages obtained from inhabitants of
Tehran were health outcomes (eg, it helps us to save our lives, it provides basic needs, and it
protects us until relief workers arrive); other salient advantages were mentioned (eg, helps
family reunification). The main disadvantage was preparedness anxiety. Family members
were the most frequently mentioned social referent when people were asked who might
approve or disapprove of their DPB. The two main circumstances perceived to obstruct
DPB included not having enough knowledge or enough time.

Conclusion: The results of this qualitative study suggest that interventions to encourage
DPB among Tehran inhabitants should address: perceived consequences of DPB on health
and other factors beyond health; barriers of not having enough knowledge and time
perceived to hinder DPB; and social approval. More accurate research on salient beliefs
with close-ended items developed from these open-ended data and with larger sample sizes
of Tehran inhabitants is necessary. Research with other stakeholder groups is needed to
understand their perceptions about DPB in creating the people’s social environment.
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Introduction
Iran is a country vulnerable to natural disasters. A major earthquake hits the country
approximately every 10 years killing thousands of people and causing widespread
destruction.! Tehran, the capital of the country, has not experienced any major earthguake
in the past 150 years, while in its history, several massive earthquakes were recorded.” The
return period of earthquakes with the magnitude of 7.0 and higher has been estimated
about 175 years for this city.’ According to the studies, Tehran’s probable earthquake can
lead to serious losses and damages.4 Nevertheless, disaster preparedness in Tehran is low;®
this, of course, is not the case merely in Tehran. Low levels of disaster preparedness also
might be seen in some other disaster-prone cities around the world.®7

Generally, low disaster preparedness is an important public health problem in Iran.Ina
study by the Ministry of Health (Tehran, Iran) in 2014, the rate of household disaster
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preparedness was reported to be 9.3%.% It is logical to link disaster
preparedness rates with factors associated with disaster prepared-
ness behaviors (DPBs). A cross-sectional study conducted in
Tehran showed that 90% of Tehran inhabitants have low DPB
scores. According to this survey, only 3.6% of households living in
Tehran completely engage in DPB. In this study, DPB was
defined as activities that people can engage in to protect their
health against disasters.’

Disaster preparedness behavior consists of numerous actions,
and there have been some studies on this complex phenomenon,
but the processes involved in the formation of DPB are not
understood clearly. According to these studies, factors influencing
DPB include: risk perception;lo‘13 reparedness percep-
tion;14’16coping style;M’N’19 self-efficacy; 17,2021 ollective
efﬁcac;/;22 societal norms;>> social trust;** sense of commu-
nity;2 community participation and empowerment;ze”27
alnxiety;G’B’28 optimistic and normalization biases;***° locus
of control;1%2128 fatalism;1220-28:31,32 responsibility towards
others;* perceived r(—:sponsibili'fy;n’15 available resources;>%3*
critical awareness;">*3% and demographics.’

It is known that increasing DPB, like other behavior change
interventions, is a process and individuals are at different levels of
readiness to chamge.36 In addition, experience has revealed that
behavioral interventions based on an understanding of psychoso-
cial factors underlying people’s intentions are more likely to be
effective.>” In other words, a study identifying the factors related
to DPB among representatives of the priority group is an essential
prerequisite for effective interventions. For a better understanding,
a theory is needed to guide researchers. There are some theories
and models which can help to find out the factors that play an
important role in establishing and strengthening DPB; these
theories include: the Theory of Planned Behavior (TPB);84
Protection Motivation Theory;lg”42 Person Relative to Event
Theory;>'”** Protective Action Decision Model;***” and
Social-Cognitive Preparation Model.» Among these theories, the
TPB is a belief-based theory, and since the aim was to find the root
of the DPB, this theory was employed as the theoretical frame-
work of the present study. So far, TPB has been widely used as
a tool to help the understanding of underlying beliefs of a variety
of behaviors,*® and therefore can provide a foundation for
intervention design to increase DPB.

Ajzen, the author of the TPB, provides a brief description:

“According to the theory, human behavior is guided by
three kinds of considerations: beliefs about the likely out-
comes of the behavior and the evaluations of these outcomes
(behavioral beliefs), beliefs about the normative expectations
of others and motivation to comply with these expectations
(normative beliefs), and beliefs about the presence of
factors that may facilitate or impede performance of the
behavior and the perceived power of these factors (control
beliefs). In their respective aggregates, behavioral beliefs
produce a favorable or unfavorable attitude toward the
behavior; normative beliefs result in perceived social
pressure or subjective norm; and control beliefs give rise to
perceived behavioral control. In combination, attitude
toward the behavior, subjective norm, and perception of
behavioral control lead to the formation of a behavioral
intention. As a general rule, the more favorable the attitude
and subjective norm, and the greater the perceived control,
the stronger should be the person’s intention to perform the

behavior in question. Finally, given a sufficient degree of
actual control over the behavior, people are expected to carry
out their intentions when the opportunity arises.”

To put it another way, TPB suggests that the proximal deter-
minants of volitional behavior are a person’s intention to engage in
the behavior and a sufficient degree of actual control over the
behavior. The intention is, in turn, determined by a combination
of attitude towards the behavior, subjective norm, and perceived
behavioral control. Lastly, attitude towards behavior, subjective
norm, and perceived behavioral control are determined by sets of
salient behavioral, normative, and control beliefs.*>%! The TPB
is schematically illustrated in Figure 1.

According to TPB, only salient beliefs act as psychosocial
determinants. As a result, an important step in the use of TPBisa
salient belief elicitation study of the target behavior with members
of the population of interest.”® The purpose of elicitation research
is to determine salient consequences, referents, and circumstances
that shape the belief structure which underlies the intention to
perform the target behavior. To determine the salient beliefs, the
authors of TPB recommend that researchers should: (1) perform
elicitation research with representatives of the priority group
by means of open-ended questions, so as to identify salient
consequences, referents, and circumstances; (2) conduct a content
analysis to rank-order the beliefs; and (3) choose five to 10 most
frequently mentioned items as the salient set.**>!

While the TPB has been supported in many contexts,
including health behaviors, it requires a salient belief elicitation;
further attention to the belief elicitation step is reasonable.
Although there is extensive evidence that the TPB can be used to
understand a range of behaviors, there is less evidence as to the
psychosocial factors underlying DPB among people.

Moreover, while there are some studies conducted in
various Iranian communities to explain psychological under-
lying factors influencing health-related behaviors and actions,”>>®
to the authors’ knowledge, no study has been conducted so far in
Tehran to elicit salient beliefs underlying DPB.

In order to apply TPB to understand the salient beliefs
underlying DPB, qualitative research is a necessary first step. This
study aimed to identify the salient consequences of the behavior,
the salient referents or social groups, and the salient circumstances
of engaging in DPB as perceived by people living in Tehran.
The results of this elicitation method can propose the types of
interventions and also provide input to the design of close-ended
questions for larger scale, theory-based, quantitative studies.

Materials and Methods

A qualitative elicitation study was conducted in 2015 to elicit
salient beliefs that are shared by Tehran inhabitants about DPB.
Data were collected using an open-ended questionnaire and a
follow-up interview.

Participants
Tehran consists of 22 districts and 134 sub-districts. One hundred
thirty-two households of different socioeconomic backgrounds
were selected from 22 districts of the city. Firstly, three sub-
districts were selected randomly in each district. Secondly, two
households were chosen following a purposive sampling plan
within each selected sub-district.

Finally, heads of households were selected as respondents,
since they were considered to be the main decision makers.
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Beliefs Underlying Disaster Preparedness Behaviors
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Figure 1. Theory of Planned Behavior.*’

No. Question

1 Have you actually prepared a disaster supply kit with
emergency supplies like water, food, and medicine that is
kept in a designated place in your home?

2 Have you actually prepared a small kit with emergency
supplies that you keep at home, in your car, or where you
work to take with you if you had to leave quickly?

3 Have you actually made a specific plan for how you and your
family would communicate in an emergency situation if you
were separated?

4 Have you actually established a specific meeting place to
reunite in the event you and your family cannot return home
or are evacuated?

5 Have you actually practiced or drilled on what to do in an
emergency at home?

6 Have you actually volunteered to help prepare for or respond
to a major emergency?

7 Have you actually taken first aid training such as CPR in the

past five years?

Najafi © 2017 Prehospital and Disaster Medicine
Table 1. DPB Index: Behavioral Elements of PRI
Abbreviations: CPR, cardiopulmonary resuscitation; DPB, disaster
preparedness behavior; PRI, public readiness index.

More specifically, the research team contacted the sub-districts
council to support this study. Members working in the respective
sub-districts council were used as key informants to select house-
holds in each socioeconomic group. The requirement for selecting
the participating households was that they had stayed in Tehran
for at least 10 years.

Instrument

According to Ajzen,39 considering DPB as a category of behaviors,
not a single action, was studied. The behavioral elements of the
public readiness index (PRI) were used for defining and assessing the

Najafi © 2017 Prehospital and Disaster Medicine

DPB (Table 1). The PRI measures how prepared individuals and
families are for an emergency and provides a practical “score” that
measures their preparedness. The PRI is scored on a scale from zero
to 10 based on the answers given to 10 questions designed to evaluate
key emergency preparedness knowledge (three questions) and beha-
vior (seven questions) elements.”” Since the aim was to study the
DPB of participants, the authors used only the behavioral elements of
the PRI (which is called DPB index in this study) as they examined
only emergency preparedness behavior and were scored on a scale
from zero to seven (Table 1).

The validity and reliability of PRI have been shown in previous
studies.®® The semi-structured, self-completion questionnaire
began with a cover sheet that explained DPB and the purpose of
the study. Then came close-ended questions that assessed demo-
graphics and DPB index. At last, several open-ended questions
(Table 2) were used to discover salient consequences, social
referents, and circumstances of engaging in DPB.

Procedure

Trained interviewers administered the self-completed ques-
tionnaire. They briefly explained to the participants the purpose
and value of the study and gave instructions for completing the
questionnaire. They emphasized that data collection was
anonymous, that there were no right or wrong answers, and
that participation was completely voluntary. For illiterates,
a questionnaire-guided interview was used by the interviewers.
The semi-structured questionnaire was completed within
15 minutes. Verbal probing was used with all the participants
to learn how they understood the questions. None of the other
household members were present during data collection.

The study was approved by the Research Ethics Committee of
Tehran University of Medical Sciences (Tehran, Iran). Written
consent was received from the participants and no identifying
data were collected.

Content Analysis

As mentioned above, according to the authors of TPB,*5!
a content analysis was conducted to rank-order the beliefs.
Content analysis involves establishing categories and then
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Constructs

Question

Salient Advantages

What do you see as the advantages or good things that would happen if you do DPB?

Salient Disadvantages

What do you see as the disadvantages or bad things that would happen if you do DPB?

Salient Referents Who Approve

Who do you think would agree or approve if you do DPB?

Salient Referents Who Disapprove

Who do you think would object or disapprove if you do DPB?

Salient Easy Circumstances

What things make it easier for you to do DPB?

Salient Hard Circumstances

What things make it difficult or impossible for you to do DPB?

Table 2. Open-Ended Questions
Abbreviation: DPB, disaster preparedness behavior.

counting the number of instances in which they are used in a text
to determine the frequencies of the occurrence of particular
categories.®” The aim of the content analysis was to identify the
categories of positive and negative outcomes or consequences of
doing DPB, persons or social groups who serve as social referents,
as well as easy and difficult conditions of performing DPB.
Content analysis was conducted independently by two researchers
who were familiar with the TPB and who could extract theoretical
constructs from the responses.

The responses to open-ended questions were entered verbatim
into a word processing file. Similar responses were grouped
together to form the main categories of responses for each ques-
tion. These groups of responses were reviewed independently by
two researchers to create a final set of coding categories and to
phrase the categories in terms of TPB constructs. Finally, the
data were coded into these categories and entered into an SPSS

(IBM Corp.; Armonk, New York USA) file.

Descriptive Analysis

The file of close-ended data was integrated with that of
open-ended data. Participants who showed that they had at least
a DPB score equal to five or more were classified as doers; those
who reported a DPB score of four or fewer were classified as
non-doers. Chi square analyses were used to compare the
percentage of each category of salient consequences, social
referents, and circumstances separately among doers and
non-doers. No significant differences were found between doers
and non-doers. Hence, the results are presented as the percent of
each category of responses over the entire sample of participants.

Results

Description of Participants

Table 3 shows the characteristics of the study participants. In this
study, 83% of the participants were male. The mean age of all the
participants was 44.34 years (SD = 12.41) and most of them
(87.9%) were married. A total of 65.9% of the participants had
a high school education or more. Twenty-five percent were
currently unemployed (including housewives, students, retired,
and jobless). Most of the participants (35.6%) reported that they
were middle income earners. Fifty-one percent were homeowners
with most of them living in apartments (79%). All of them were
the heads of households and 86.4% of their households had more
than two members. Twenty-five percent of the respondents had
experienced at least one disaster in the past 20 years. Only 10.2%
of the participants had a DPB score of five or more.

Najafi © 2017 Prehospital and Disaster Medicine

Salient Beliefs

Based on TPB, the authors wanted to explore the salient
behavioral, normative, and control beliefs influencing DPB. So, as
mentioned above, participants were asked to respond to open-
ended questions designed to elicit and rank-order positive/
negative consequences, approving/disapproving social referents,
and easy/difficult circumstances in doing DPB. The most
frequently mentioned items were selected as the salient set, as
recommended by Ajzen and Fishbein.**

Salient Consequences

Tables 4 and 5 present the salient consequences of DPB perceived
by the participants. Comparing these tables revealed that these
participants saw more positive outcomes than negative ones. The
most frequently mentioned advantage (that is, “it helps us to save
our lives”) was mentioned by over one-half (59.1%) of the parti-
cipants. Many of the perceived consequences involved health
outcomes. In fact, the three most frequent advantages of DPB
(that is, “it helps us to save our lives,” “it provides basic needs,” and
“it protects us until relief workers arrive”) can be viewed as health
outcomes. However, the participants also mentioned outcomes
beyond the health consequences (eg, “it makes my family aware of
what to do in disasters,” “it helps family reunification,” and “it
makes us independent of others”).

The most frequently mentioned disadvantage, “DPB is use-
less,” was mentioned by 37% of the participants. In addition,
22% of the participants specifically mentioned that DPB “is
unnecessary’ while 11% of the participants stated that DPB
“makes us anxious.”

Salient Referents

Table 6 shows the persons and groups mentioned when these
participants were asked who approved and disapproved of their
engaging in DPB. Most of the interviewees (69.1%) did not know
about the ideas of their family and friends regarding DPB. It
seemed that it was not considered so important to them that
they ask about it.

The main salient referents for DPB were family members,
including spouses, children, mothers, and fathers. Colleagues and
friends also were mentioned by these participants. Neighbors were
not mentioned very frequently. Family members were the most
frequently mentioned approving group and disapproving group,
and they were mentioned more frequently as approving (34.8%)
than as disapproving (19.7%).
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Descriptive Information Percent Descriptive Information Percent
Gender No 75
Male 83 DPB Scores
Female 17 >5 (Doer) 10.2
Age <5 (Non-doer) 80.8

Najafi © 2017 Prehospital and Disaster Medicine
2534 29.5 Table 3 (continued). Description of the Study Sample from
35-44 318 Close-Ended Questions
Abbreviation: DPB, disaster preparedness behavior.
45-54 28.4
>55 10.3
Marital Salient Circumstances
arital Status Tables 7 and 8 present the circumstances which participants
Married 87.9 believed made DPB easier and more difficult, respectively. In
comparing the two tables, it becomes apparent that many of the
Single 12.1 circumstances (eg, knowledge, time, and financial issue) were
. perceived both as circumstances that make DPB easy and
Educational Level . o1
as circumstances that make it difficult.
Iliterate 7.6 The most frequently reported facilitator of DPB, “educating
_ people about disaster preparedness,” was mentioned by 85.2% of
Less than High School 26.5 the participants. The most frequently mentioned barrier, “lack of
High School 348 k.nowledg‘e‘,j’ was mentioned by 75% of the participants. Addi—
tionally, “time” was the second most frequently mentioned
More than High School 31.1 circumstance; 58.3% of the participants mentioned “having more
o i time” as a facilitator and 48.8% of the participants mentioned “not
ccupation having enough time” as a barrier. These data also suggest that
Currently Unemployed (Housewife, Retired, o5 the “availability of financial resources,” “approval from others,”
Student, or Jobless) and “having concern” operate as facilitating and hindering
circumstances.
Currently Employed 75
Monthly Household Income Discussion
While a number of the salient beliefs underlying DPB identified
Low (Less than 20 Million Iranian Rials) 341 among Tehran inhabitants seem to be similar to those found with
le i h ies,> th lear differ-
Middle (2040 Million Iranian Rials) 356 people in some other countries,”" there are some clear differ
ences. The DPB advantages of feeling safe, providing basic needs,
High (More than 40 Million Iranian Rials) 30.3 and being helpful in disasters were perceived by the people in other
] countries and Tehran. Similarly, the disadvantages of being useless
Home Ownership and being unnecessary were identified in common.®*
Owner 51 In this study, like the studies l?y the Federal Erér}zergency
Management Agency (FEMA; Washington, DC USA),” people
Tenure 49 mentioned lack of concern about disaster preparedness, lack of
time, and lack of information as barriers. However, several beliefs
Home Type about the relationship between DPB and “preparedness anxiety”
Apartment 79 seemed to be unique to this sample of Tehran inhabitants. More
specifically, “losing fear of people of preparing” was mentioned
House 21 as advantages; “it makes us anxious” was mentioned as a dis-
Household Members ‘z‘idva.ntage; :md norm.ahzatlon of dlsasFer preparedness and
having fear” were mentioned as easy and difficult circumstances of
<2 13.6 DPB. In the previous studies, the source of anxiety was the hazard
itself, not the hazard preparedness.13’65 It is unclear why there is
>2 864 such a unique belief among Tehran inhabitants. Further studies
Previous Disaster Experience are 1jeq1'1ired to 'unde%‘stand the “whys” behind it; how'ever, th'ese
qualitative findings imply that some of the underlying beliefs
Yes 25 found in other communities might not be applicable for designing

Najafi © 2017 Prehospital and Disaster Medicine

Table 3. Description of the Study Sample from Close-Ended

Questions (continued)

interventions to encourage Tehran inhabitants to engage in DPB.
“[Disaster preparedness behavior] is useless” is similar to the
belief that “preparedness will not make a difference to an outcome”
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Percent
Mentioning
Salient Advantage (%)

It Helps Us Save Our Lives 59.1

It reduces casualties and losses of my family

It helps to get rid of death

It increases the probability of being alive

It provides access to first aid

It provides access to medical items

Our lives would be in less danger

It Provides Access to Basic Needs 28.4

It provides access to drinking water

It provides access to food

It provides access to emergency supplies

It Protects Us until Relief Workers Arrive 26.1

It helps when relief workers are delayed

It Makes my Family Aware of What to do in 18.2

Disasters

We will not be confused in disasters

Everyone knows his/her roles

It Helps Family Reunification 125

It helps my family to find each other after disasters

It can help us not to lose each other

It Makes Us Independent of Others 9

By doing it, we do not need others

We can help ourselves without the help of others

It helps us stand on our own feet

It Makes Us Feel Safe 6.8

It gives us self-confidence

It gives us a feeling of readiness

It Alerts Us to Potential Hazards 57

It reminds us that disaster can occur

It Improves Community Preparedness 4

It Causes to Lose Fear of People of Preparing 3
Najafi © 2017 Prehospital and Disaster Medicine

Table 4. Salient Advantages of DPB

Abbreviation: DPB, disaster preparedness behavior.

in the study by Becker and his colleagues.®* This was a discouraged
preparedness belief and the underlying reasons for it should be
investigated further in light of exploratory research. The second

belief that discouraged DPB was “preparing is unnecessary.”
Although this needs further study, the uncertainty around the
nature of disasters and their probable impacts might underpin
this belief.

In terms of salient social referents, most participants said that
they did not know if others approved or disapproved DPB. Lack of
information about the views of others shows the absence of any
talk about preparedness in the home and outdoors. “Not talking”
about DPB could be considered as “indifference,” which means
that the person does not care about DPB. This can be related to
the technical term “critical awareness,”®® which is identified as an
important precursor of community members responding to
adverse circumstances.®” This variable refers to the extent to which
people think and talk about a specific hazard within their environ-
ment. People may not be motivated to prepare if they do not
perceive DPB as a critical or salient issue within their community.
Nevertheless, the approval of family members was important
for Tehran inhabitants. It emphasizes the main role of family
members in DPB.

Although more accurate quantitative research with larger
samples is necessary to explore these beliefs, these qualitative
findings, as stated above, suggest that some of the salient beliefs
(eg, “DPB makes us anxious”) underlying DPB found in Tehran
inhabitants might be different from the beliefs of other popula-
tions. This confirms the recommendation to conduct elicitation
studies to identify the salient consequences, referents, and
circumstances of DPB with the specific priority group of interest
as a first step in designing interventions. The findings of elicitation
studies are essential to designing close-ended items for theory-
based instruments to be used in larger scale, quantitative research
to discover these salient beliefs.

Following the suggestions of the TPB,**! the salient con-
sequences, referents, and circumstances presented in Tables 4
through 8 can be used to make measures of behavioral, normative,
and control beliefs. For instance, two close-ended items can be
created for the salient consequences presented in Table 5: one item
would assess the strength of the participant’s belief (that is, the
likelihood that DPB would lead to the consequence); the other
would assess the consequence (that is, the value each outcome was
perceived to have for the individual). For the consequence, “DPB
makes us anxious,” the two items in a self-completion format
would be:

1. DPB Makes Us Anxious: with Unlikely being 1 and 7 being
Likely (this item assesses the strength of behavioral
belief); and

2. Making Us Anxious is: with Extremely Undesirable being -3
and Extremely Desirable being +3 (this item assesses
outcome evaluation).

Moreover, the results of the qualitative study can propose
implications for interventions to increase DPB among Tehran
inhabitants and to offer program planners terms and words in the
language of the population of interest to apply in these interven-
tions. Once more, while there is a need to confirm them by a
quantitative study with a larger sample, three related implications
might be explored.

First, according to this study, these Tehran inhabitants per-
ceived “not having enough time” and “lack of knowledge” as
barriers to doing DPB. In other words, Tehran inhabitants, like
the people from some other countries,®® considered “lack of time”
as a barrier to DPB. Lack of time for a particular thing usually
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Percent Mentioning Percent
Salient Disadvantage (%) Mentioning
Salient Circumstances that Facilitate (%)
It is Useless 37
Educating People About Disaster 85.2
It is Unnecessary 22 Preparedness
It Makes Us Anxious 11 Informing people (especially via TV)
My children fear Alerting people
It makes my wife worried Telling people what to do and not to do
| become anguished by seeing it Having More Time 58.3
It Causes People to Feel Undue 3 More time for these activities
Confidence
Being not busy
People think that it is enough for
preparedness Availability of Resources 39.7
Najafi © 2017 Prehospital and Disaster Medicine . . .
Table 5. Salient Disadvantages of DPB Being inexpensive
Abbreviation: DPB, disaster preparedness behavior. Easily obtaining a first aid bag
Having Approval from Others 22.7
Salient Referents Percent Mentioning as Approving (%) Approval from my family
Family Members 34.8 Support from other people
Colleagues 215 Encouragement from my friends
Friends 17.0 Agreement of my neighbors
Neighbors 3.4 Having a Community Disaster Preparedness 17.0
Plan
Percent Mentioning as Disapproving (%)
Governmental planning for disaster
Family Members 19.7 preparedness
Friends 15.9 Having local preparedness plan
Neighbors 12.5 Having a disaster plan in building blocks
Colleagues 9.0 Others Preparation 15.1
Najafi © 2017 Prehospital and Disaster Medicine Oth di to b d
Table 6. Salient Social Referents for DPB SIS reaginess encourages us 1o be prepare
Abbreviation: DPB, disaster preparedness behavior. Environment can motivate us to become
prepared
means that thing is not of priority concern. This might be Governmental Support 12.1
explained by the poor risk perception and lack of knowledge
regarding the DPB benefits. Previous studies, including a study Support of official organizations
conducted in Tehran,’ showed that those with a greater perception i i
. " L Governmental assistance for preparation
of risk were more prepared. “Indolence and nonchalance” might be
associated with the poor perception of risk. On the other hand, Creating Concern about Disaster 9.8
this belief may show the role of personality characteristics in DPB. Preparedness
More research has to be conducted on this topic. . ) i
. .. . . . Increasing anxiety to disaster threats
In previous studies in Tehran, public education, especially the
role of television in informing, was highlighted.69 This emphasis Talking more about disaster risks in the media
indicates that the people believed that their lack of DPB is a result — _ _
of their lack of knowledge. This belief also has been considered by Increasing risk perception of disasters
.70 . .
some pe(')ple fro'm other countries. 'Altbough this belief may Normalization of Disaster Preparedness 8.3
be true, it can interpret how people justify themselves for not
engaging in DPB.B Preparedness as a lifestyle

Some people perceived other benefits of engaging in DPB to
include being independent in disasters, feeling safe, and alerting
to potential hazards. To be effective for Tehran inhabitants,

Najafi © 2017 Prehospital and Disaster Medicine
Table 7. Salient Circumstances Facilitating DPB
Abbreviation: DPB, disaster preparedness behavior.
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Percent Percent
Mentioning Mentioning
Salient Circumstances that Hinder (%) Salient Circumstances that Hinder (%)
Lack of Knowledge 75.0 Indifference
| don’t know what | can do Carelessness
I have no information about it Having Fear 7
| don’t have enough education Fear of preparing because of fear of death
Not Having Enough Time 48.8 Fear of mishaps prevents preparedness
The daily involvements are Undue Reliance on Emergency Responders 3.8
obstacles
This belief that relief workers help us
Time is tight
The sense of being ready of emergency personnel
No time
Fatalism 3.0
| am so busy
The belief in destiny
Have something else to do
The belief that disasters consequences are out of
Financial Constraints 45.4 our control
We have not enough money to buy The belief that individuals can’t do anything about
preparedness kit disasters
. . Najafi © 2017 Prehospital and Disaster Medicine
My income is low Table 8 (continued). Salient Circumstances Hindering DPB
Preparedness incurs some expenses Abbreviation: DPB, disaster preparedness behavior.
Preparedness packages should be provided
for free an intervention encouraging DPB might need to address the
Disapproval from Others 37.8 relationship between DPB and these benefits.
Second, the composition of social referents for Tehran
My family doesn’t agree inhabitants is relatively simple. Family members are the main
f i f ing in DPB.
My friends don't approve sources o approvall and disapproval or engaging in
To be successful, disaster health promotion programs that help
Colleagues don’t agree Tehran inhabitants increase their DPB will likely need to deal
_ with the perceived social pressure from family members. Colleagues
My neighbors don't agree and friends also are important as sources of approval and
Lack of Concern About It 348 disapproval. Workplace glnd h.ome are the major social environ-
ments for the Tehran inhabitants. Hence, these data suggest
Not thinking about it that interventions to encourage DPB should engage the family as
) , well as the workplace.
Don't care about it Third, these findings suggest that interventions address the
It is not important to people peoples’ environment. Clearly, the factors of “not having enough
time” and “financial constraints” are factors that are not under the
Living in an Apartment 19.3 control of most Tehran inhabitants. Although education and
) . communication with peoples will be essential components of
There is no safe place in an apartment . . . ..
interventions encouraging DPB, to be effective, it is probable that
We have no yard for keeping the preparedness these interventions will need to deal with the issue of DPB not just
facilities as individual factors, but also as social and environmental
factors. Further, given the role of family members and colleagues
Lack of Community Preparedness 15.9 y grven the. . Yy agu
as sources of approval, it will be important to find out the views of
The whole building preparedness is a necessity these groups when it comes to DPB. Finally, the findings on
for my family preparedness “others preparedness” perceived by these Tehran inhabitants
] showed that community preparedness and concerns about safety in
The community unpreparedness leads to my the neighborhood were associated with DPB. Whatever approach
family’s unpreparedness . . .
is taken to increase DPB, policy makers need to be explored to
Indolence and Nonchalance 11.3 build supportive community environment. Therefore, a model of

Najafi © 2017 Prehospital and Disaster Medicine

Table 8. Salient Circumstances Hindering DPB (continued)

community disaster health promoting could be a good approach
to promote DPB.
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Beliefs Underlying Disaster Preparedness Behaviors

One important result emerging from the analysis was that no
significant differences were found between the behavioral, norma-
tive, and control beliefs in DPB doers and non-doers. This may
suggest that TPB alone does not completely explain the variation of
DPB. This should be examined in detail in larger studies.

Limitations

The study had limitations. It was qualitative research that was
intended to provide information useful for a more accurate and
larger scale quantitative study. Thus, the data were responses to
open-ended questions and the sample size was small and based on
a purposive sample of 22 districts in Tehran. It examined the
perceptions of DPB held by only the heads of households.
Different results might be obtained if other members of the
family are involved in the study. Therefore, the findings from
this study were more suggestive than affirmative.

Conclusion
The findings of this study suggest that interventions to encourage
Tehran inhabitants to engage in DPB should attend to the

perceived consequences of DPB on health and other factors
beyond health; barriers of not having enough knowledge and
time perceived to impede DPB; and social approval. The
results also suggest that the perceptions of Tehran inhabitants
concerning the relationship between their DPB and social
environment are that there might be more important factors
underlying their decisions to engage in DPB than their beliefs
about the other benefits. Programs to increase DPB should
concentrate on the social and environmental factors underlying
these perceptions with the goal of strengthening the engagement
of people in the DPB and improving educational potentials.
Quantitative studies with a larger and representative sample,
and with close-ended items based on the qualitative study, are
needed to more completely understand the decision of
Tehran’s inhabitants to engage in DPB. In addition, given the
role of the family as a main social referent and the head of
household’s perception of the association between DPB and
the environment, research is needed to know the views
of family members, managers of buildings, and community
administrators.
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