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Zeynep Emir1, Öznur Güney2 and Kadir Çevik3

Abstract

Introduction: Although post-disaster rehabilitation is increasingly recognized as essential, the role of hand therapy
remains underexplored. Following the two devastating earthquakes in Türkiye in 2023, which resulted in over
50,000 deaths and 120,000 injuries, this study presents experiences and practices in post-disaster hand therapy to address
the existing knowledge gap.
Objective: This study aims to share post-earthquake hand therapy experiences, highlight patient care challenges, and
provide recommendations for future disaster management.
Methods: This retrospective study involves patients who were transported from the disaster area to a tertiary hospital by
ambulance. Each patient referred to hand therapy by the hand surgeon was treated and followed up by two hand therapists.
The patients had various injuries, including compartment syndrome, fasciotomy, amputations, and fractures. All patients
were seen at least once for therapy.
Results: This retrospective study evaluated 24 patients aged 5–63 who were referred to a tertiary centre for hand therapy
following the earthquake. All patients were trapped under rubble, with compartment syndrome, amputations, and
fractures being the most common injuries. Therapy began on average 3–4 weeks post-disaster. Twelve patients completed
treatment, while 10 were lost to follow-up. All patients developed joint limitations and deformities.
Discussion: Our post-disaster hand therapy experiences have shown the necessity of educating the hand therapists and
the other healthcare professionals before the disaster, approaching patients within a multidisciplinary framework and
planning treatment, and placing emphasis on increasing functional recovery in the long term.
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Introduction

Türkiye is a transcontinental country in Western Asia and
South-Eastern Europe, with a population of approxi-
mately 85 million. It is located in the Mediterranean
Earthquake Belt, known as the world’s second most
important earthquake zone.1 Due to its geological loca-
tion, situated on two tectonic plates called Eurasian and
African plates, Türkiye has a long history of earthquakes.
Over the past century, 16 earthquakes with magnitudes of
7.0 or greater have been recorded.2 On 6 February 2023,
two major earthquakes struck along the Eastern Anatolian
Fault just 9 hours apart, causing widespread destruction
across 11 provinces, with over 50,000 fatalities and more
than 120,000 injuries.3

Despite recurrent major earthquakes in Türkiye, there
remains a paucity of knowledge and experience regarding
disaster scenarios and post-disaster physiotherapy
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applications. Although the role of physiotherapists and
occupational therapists during the recovery after disasters is
not fully defined, rehabilitation is increasingly emphasised
in clinical guidelines and described as an essential health
service in emergencies.4–7 Following a disaster, due to the
priority given to life-saving surgeries and systemic inter-
ventions in the initial phase, patients typically receive re-
habilitation in the later stages of recovery.5 The literature
suggests that disaster response programmes are primarily
medically focused, and that physiotherapists can alleviate
the workload of medical staff by managing selected pa-
tients, thereby promoting a more functional and holistic
recovery.8

Increasing survival rates, enhancing quality of life,
lowering complications, and making sure that affected in-
dividuals attain optimal health and functionality are some of
the most important effects of rehabilitation.9–11 Rehabili-
tation also decreases readmission rates, shortens hospital
stays, and minimises expensive and potentially lethal
complications.12 Furthermore, even in environments with
limited resources, rehabilitation interventions can be per-
formed due to their cost-effectiveness.13 Based on these, it
has been reported that rehabilitation makes emergency
health services more efficient and effective.14

Although rehabilitation is generally mentioned in the
guidelines, it was observed that hand therapy is not spe-
cifically included. Furthermore, hand therapy is a post-
graduate specialty that is not yet well-established in many
countries, and as such, there has been no sustained transfer
of experience regarding its use in disaster situations. The
chaotic nature of disasters often impedes systematic doc-
umentation, resulting in scarce archival records of first-hand
experiences. This undermines knowledge transfer for
evidence-based preparedness strategies.7

The World Confederation for Physical Therapy encour-
ages physiotherapists’ active involvement in disaster man-
agement and preparedness plans. Before, during, and after
disasters, physiotherapists should be involved in procedures
like offering rehabilitative services and preventive education.
Additionally, by giving the impacted population access to
physiotherapy and rehabilitation treatments, they should help
ensure the best possible health and functional recovery. In
addition to provide advice to physiotherapists and encour-
aging the inclusion of disaster management education in
physiotherapy curricula, member organisations should work
with national governments and civil society organisations to
create disaster management plans.15 Gohy et al. (2016) stated
that the integration of physiotherapists into trauma teams is
necessary and that medical teams should be made aware of
the importance of physiotherapy in order to improve the
quality of patient care and ensure optimal recovery.16

Despite the recognised role of physiotherapy in disaster
recovery, the specific application of hand therapy remains
markedly underexplored. This literature gap is particularly

evident in the post-disaster phase, where early intervention
in hand function may significantly enhance overall reha-
bilitation outcomes. The aim of this study is to share our
hand therapy experiences in the post-disaster period, with
the goal of identifying enhanced hand therapy interventions
for future disaster management. By examining the chal-
lenges encountered in the overall treatment process, this
study seeks to contribute to the development of more ef-
fective strategies for hand therapy in disaster settings.

Methods

This retrospective observational study is based on the au-
thors’ firsthand experiences as two hand therapists who
directly treated patients at a single tertiary referral centre in
Ankara, Türkiye, with a hand surgeon within a dedicated
hand surgery clinic. Data were derived from clinical ob-
servations, patient interactions, and available patient records
of earthquake victims transferred from the disaster area.
Ethical approval for this study was obtained from the Gazi
University Ethics Committee (research code 2024-1654),
and the study was conducted in accordance with the
Declaration of Helsinki.17

Verbal informed consent was obtained from all patients
for the publication of their anonymised information; for
patients under 18 years old, consent was obtained from their
legal guardians. No patients were unable to consent due to
cognitive impairment, and for non-Turkish speakers, con-
sent was obtained with the assistance of a translator or
bilingual healthcare provider.

In the chaotic post-disaster environment, patient docu-
mentation systems were disrupted due to power supply
interruptions, rendering patient databases and surgical
records insufficient. As a result, we had no reliable infor-
mation regarding the emergency interventions administered
in the disaster area. Therefore, we tried to get information
verbally through patients, their relatives, and doctors.
Therapists recorded each patient’s functional status, therapy
interventions, and treatment progress. These records were
later reviewed to identify common challenges and formulate
recommendations for post-disaster hand therapy protocols,
which constituted the data for this study.

Patients with upper extremity injuries, who had received
the necessary surgical interventions and were referred to
hand therapy by a hand surgeon, were treated. However,
clear information regarding the initial emergency treatment
after rescue was unavailable.

In a post-disaster setting, incomplete medical histories
posed significant challenges in identifying contraindications
for rehabilitation interventions. To ensure patient safety, all
therapy interventions were conducted with a cautious and
conservative approach. Before applying any modality,
a detailed clinical evaluation was performed based on
the patient’s self-reported history, observable signs, and
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physician recommendations before therapy sessions. When
contraindications were suspected but could not be con-
firmed due to missing medical records, conservative
treatment approaches were preferred. Electrical stimulation
and thermal modalities were applied only when peripheral
nerve function and vascular integrity could be reasonably
verified through clinical examination. In cases where un-
certainty remained, therapy focused on active movement,
proper hand positioning, and manual techniques to mini-
mise risk while promoting functional recovery. Patients
were followed only during their hospital stay and under the
supervision of the hand surgeon until discharge; those who
remained in Ankara after discharge continued to be seen in
the hand therapy outpatient clinic.

In the description that follows, firstly, the information
will be given about the patients that consulted for hand
therapy, interventions applied, and results even if they are
limited; the struggles that a hand therapist may face in the
post-disaster period; and finally, suggestions for future post-
disaster planning will be explained.

Inpatient physiotherapy management

In the early phase, defined as the period during which
patients remained hospitalised and received inpatient
treatment, physiotherapy sessions were conducted once a
week in the hand surgery clinic by both the surgeon and the
therapist.

Despite being outpatients from the beginning, two pa-
tients received treatment similar to that of hospitalised
patients due to the severity of their injuries and the need for
continuous monitoring. Consequently, these patients un-
derwent interventions comparable to those provided during
inpatient care, ensuring consistency in rehabilitation
approaches.

Patient education was prioritised at the beginning of each
session. Patients were encouraged to use their hands in daily
activities, perform prescribed exercises, apply massage as
instructed if needed, keep their skin moisturized, and
maintain proper hand positioning to prevent deformities.
When providing recommendations, any accompanying
caregivers (if present) were also included in the educational
process to ensure continuity of care. One patient who re-
fused treatment did not participate in the sessions; however,
their companions were provided with the necessary
education.

Splints based on anti-claw and C-bar positions were
required for all patients to prevent or correct deformities.
Thus, all the splints were designed to maintain the hand in
a functional position, with emphasis on the “intrinsic
plus” position and the protection of the thumb web space.
Due to the extraordinary conditions following the di-
saster, modifications to standard hand therapy interven-
tions were frequently necessary. Splint fabrication was

delayed due to the heavy patient load; therefore, the
functional position was maintained with external sup-
ports (such as simply placing a water bottle in the web
space) until the splint was made by hospital’s splint staff
(Figure 1).

All patients had skin complications due to abrasions
during rescue from the debris, post-operative scars, graft
transplants, and inadequate skin care (Figure 2). In-
structions regarding skin care, cleansing, and moisturizing
were provided. In addition, all patients had extensive
incision lines and dense scar tissue. Scar tissue mobi-
lisation techniques were performed and taught to both
patients and their companions as part of their home re-
habilitation programme.

Most patients exhibited significant oedema (Figure 3).
To address this, limb elevation and classical massage
techniques were recommended and integrated into their
treatment programmes.

In patients who could be followed during their hospital
stay, each therapy session commenced with scapular mo-
bilisation and glenohumeral joint mobilisations to enhance
proximal mobility and improve lymphatic drainage, thereby
contributing to oedema management. Passive and active
assistive range of motion exercises for the shoulder, elbow,
wrist, finger, and thumb were given to all patients to prevent
joint stiffness and maintain mobility.

Patients with no contraindications were encouraged to
engage in light daily activities in the early period, like
eating, combing hair, and using the mobile phone. Safe
and accessible household objects, such as plastic combs,
water bottles, forks, and cups, were incorporated into
training sessions to facilitate functional use of the hand
(Figure 4).

Additionally, interventions such as electrical stimulation
for denervated and/or weakened muscles, heat and cold
applications, and targeted exercises (including stretching
and strengthening) were introduced as needed. An indi-
vidual home program was prepared for each patient, in-
cluding massage, strengthening and flexibility exercises,
range of motion exercises, and performing daily life
activities.

Outpatient physiotherapy management

In later stage (following the completion of surgical pro-
cedures or during the outpatient phase), all patients were
encouraged to use the affected extremity as much as pos-
sible. They were provided with examples of functional
exercises and instructed to incorporate them into their daily
activities. Patients who required or were likely to require
secondary reconstruction were advised to continue scar
tissue mobilisation and maintain joint range of motion to
prevent restrictions in skin mobility.
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Results

This retrospective studywas conducted on a total of 24 patients
who attended the hand surgery clinic; two were outpatients
from the onset of hand therapy, while the remaining patients
were consulted by a single hand surgeon during their hospi-
talisation. The patients’ age was between 5 and 63 years.
Sixteen patients were women (67%), six were under 18 years
old, and three were not native Turkish speakers.

Patients included in this study were transferred from the
earthquake-affected region to a tertiary hospital via am-
bulance and were admitted to the hand surgery clinic. They
were referred for physiotherapy by a hand surgeon based on
their rehabilitation needs. No active recruitment was per-
formed; only patients who were clinically indicated for hand

therapy were included. Hand therapy was provided by
2 physiotherapists (ZE and ÖG) experienced in the field.

All the patients were injured under the rubble. On av-
erage, it took approximately three (n = 15) to 4 weeks (n = 9)
for all patients to access physiotherapy after the disaster. By
the time they were first assessed, they had already under-
gone various surgical procedures including fasciotomy and
serial debridement (n = 17), amputation (n = 5), and fracture
fixation surgery (n = 8), free muscle transfer (n = 6). Patients
had multiple surgeries and continued to have surgeries
throughout therapy. Some patients were still on infection
control interventions. Some of them had negative pressure
(vacuum) therapy, and some of them were on the waiting
list, due to uncontrolled infection, for surgical interventions
like fracture fixations.

Figure 1. Support to maintain functional position (intrinsic plus in addition to web space protection) until the receiving the orthosis.
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One of the adult patients refused to receive hand
therapy. Due to excessive agitation, one child at 5 years
of age did not receive treatment. The remaining 22 pa-
tients were followed up as inpatients and outpatients
after their discharge as long as possible. The follow-up
period and therapy frequency varied among the patients
due to factors such as access to the hospital and will-
ingness to participate, which also represent significant
challenges in our study. Due to the excessive number of
patients in the inpatient clinics, some patients were
transferred to other inpatient clinics and were followed
up on weekly visits. Those patients continued to receive
daily hand therapy by staff physiotherapists of the in-
patient service according to the recommendations in our
weekly consultations.

Of the 24 patients who participated in the study, one
refused therapy, one did not continue therapy, 10 were lost
to follow-up due to relocation to another city, and
12 completed the treatment program. Therefore, the treat-
ment period was mostly limited to one session and follow-
up was impossible.

Our most significant observation was that all the patients
developed joint limitations and deformities due to improper
upper extremity positioning, particularly of the hand during
the early period. Since most patients had been trapped under
debris for prolonged periods, nearly all had sustained
compartment syndrome and/or crush injuries, leading to
varying degrees of peripheral nerve involvement in the
upper extremity. However, due to the priority given to life-
threatening conditions such as crush syndrome and

Figure 2. Skin problems after fasciotomy and graft surgery, with visible signs of recovery from rubble.
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amputation, hand and wrist problems were largely ne-
glected. As a result, all patients had stiffness in the meta-
carpophalangeal joints and thumb web space contracture
due to the improper positioning of the upper extremity
(Figure 5). The injury of peripheral nerves of the upper
extremity or prolonged immobilization of the hand resulted
in inevitable deformities. Therefore, all patients required
splinting for deformity correction splints in the functional
position of the hand.

Moreover, the limited number of hand therapists posed a
significant challenge. Furthermore, there were no special-
ized hand therapy services available for patients who re-
located to another city following discharge, limiting their
access to continued rehabilitation.

Discussion

From the day of the earthquakes, hand therapists were eager
to provide treatment to victims in the disaster area. How-
ever, Türkiye’s National Disaster Response Plan primarily
includes hospitals within the scope of emergency medical
interventions, focusing on triage, acute medical care, and

patient evacuation.18 Rehabilitation is not explicitly men-
tioned as part of post-disaster healthcare planning. While
global frameworks such as the World Health Organization
(WHO)’s emergency response plans acknowledge the ne-
cessity of rehabilitation, they do not provide detailed
guidance on specialised rehabilitation services, such as hand
therapy, within disaster settings.4 Moreover, many health-
care facilities were destroyed, and those that remained
operational were prioritised for life-saving interventions in
the disaster area. As a result, hand therapy could only be
initiated for patients whose initial emergency treatments had
been completed and who had been transferred to Ankara for
further care.

The fact that patients started hand therapy 3–4 weeks
after the earthquake was a major negative in terms of
preventing complications. However, the magnitude of this
disaster must be taken into account, with patients being
trapped under rubble for hours or even days. Given the
inadequacies in the patient transfer system, the thousands of
individuals affected, and the overwhelming congestion in
healthcare facilities, it is unsurprising hand therapy was not
prioritized.

Figure 3. A patient with oedema in the hand (a, b)

Figure 4. An example of simulating daily activity exercises (drinking from a bottle or a glass).
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The nature of injuries sustained during the earthquake
varied widely, ranging fromminor soft tissue injuries to life-
threatening conditions, including head, chest, and abdom-
inal trauma, as well as crush injuries and amputations.19 All
patients had problems similar to those in the previous report
of the Nepal earthquake in 2015.20

The importance of early splinting in the post-traumatic
period has been well documented in the literature.21,22 Sim
et al. also emphasised the significance of orthotic use fol-
lowing trauma.23 The splinting needs identified in this study
align with existing literature, further underscoring its im-
portance. Previous studies have demonstrated that early
intervention in post-trauma rehabilitation significantly im-
proves functional outcomes and prevents long-term dis-
ability.24 The findings of this study further support these
conclusions, emphasising the need for immediate rehabil-
itation strategies also in disaster settings.

The complexity of injuries often extended beyond the
upper extremities, as many patients had concurrent lower
limb injuries or head trauma, further complicating rehabili-
tation. As an example, one patient had a leg amputation and
crush injury of the upper extremity nerves. It was challenging
for patient to use crutches which were essential to mobilizing.
Consequently, this patient faced significant challenges in
using crutches, which were essential for mobility. This
highlights the distinct challenges of post-earthquake reha-
bilitation, where patients frequently present with multiple
injuries. Unlike routine rehabilitation following a single
trauma, post-disaster rehabilitation requires a multidisci-
plinary approach, as supported by previous studies.25

An additional challenge was the absence of patient
companions, as many had lost their families in the

earthquake. Some patients had volunteer companions with
them, but they stayed with the patient according to their shift
periods within a structured timetable. This lack of consistent
companion support significantly restricted the effectiveness
of hand therapy, as patients largely relied on self-exercises
and independent application of rehabilitation techniques.

Since the patients were transferred to Ankara, a city far
from the earthquake zone, accommodation after hospital
discharge was another significant issue. While most of them
returned to their hometowns in the disaster area, some
moved to different cities. Due to the temporary nature of
post-earthquake housing, official addresses and phone
numbers were often unavailable, making patient follow-up
nearly impossible. Although some patients continued to
attend outpatient therapy sessions, their visits were irreg-
ular. As a result, long-term outcomes could not be sys-
tematically assessed for this study.

One of the most challenging aspects of hand therapy in
this context was the psychological state of patients. Moti-
vation to participate in therapy and communication diffi-
culties were particularly notable.

Earthquakes are reported to result in posttraumatic stress
disorder, anxiety, and depression in victims.26 Since each
age group experiences the post-disaster process differently,
an individual-tailored approach was required for each pa-
tient. For this reason, we think that communication skills
and psychosocial rehabilitation are among the most im-
portant requirements in the post-earthquake period. Because
the physical and emotional trauma of the patients was so
severe, we had to be very careful about what we said during
the treatment sessions. Patients, especially those in the
adolescent age group, were not very motivated to comply

Figure 5. Web space contracture due to improper positioning of a 13-year-old female (a) and 14 year-old male patients (b).
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Table 1. Recommendations for hand therapy according to disaster operations management stages.

Disaster operations
management stage Aim Recommendations

Mitigation This phase aims to prepare for disasters by identifying
risks in advance and raising awareness to reduce the
potential impacts of disasters and make the
community more resilient

• Public education: In disaster-prone countries, raising
public awareness is essential. Therefore, organizing
multidisciplinary public education programs may be
useful. These educations should include teaching early
intervention skills for disasters and information on the
post-disaster rehabilitation process

Preparedness This phase aims to establish the necessary
infrastructure, training, and resources for a rapid
and effective response to disasters, ensuring the
enhancement of healthcare professionals’
knowledge and skills in preparation for post-
disaster treatment

• National network: Since earthquake injuries in the upper
extremities are complex, more than basic hand
therapy knowledge is needed to achieve optimal
treatment for these patients. Therefore, a national
information-sharing system could be established to
support therapists treating earthquake victims.
Training programmes in hand therapy should be
organised, and a database of trained clinicians’ contact
information would serve as a valuable resource for
finding qualified professionals

• Training for health professionals: Organizing training
programs on wound care, disaster response, and
emergency procedures for therapists is important.
Such training should enhance their skills in managing
complex injuries during emergency conditions like
disasters

• Splinting: All patients in this study required splinting.
Mobile splint production centres with trained
personnel should be established. Additionally, 3D
printing technology can be utilised to produce custom-
made splints, enabling a faster response after disasters

Response This phase aims to mobilize all available resources to
effectively deliver healthcare and other critical
services in the affected areas during a disaster,
ensuring rapid assistance to the community

• On-site or teleconsultation: A platform can be developed
where clinicians in the disaster area can collaborate
with experienced specialists remotely to ensure
optimal patient treatment using interdisciplinary
approaches. Healthcare workers can be trained on
trauma-informed care

• Telerehabilitation: The earthquake zone could have no
access to professional healthcare. Through
telerehabilitation services, patients can come together
with physiotherapists, psychologists and social
workers

• Integration with cardiopulmonary rehabilitation:
Cardiopulmonary complications, particularly
pulmonary issues from repeated general anaesthesia,
are common among earthquake victims. Additionally,
prolonged bed rest due to a lack of mobility guidance
increases the risk of cardiovascular problems.
Therefore, establishing mobile therapy teams and
integrating hand therapy with cardiopulmonary
rehabilitation can help mitigate the negative effects of
immobility and improve recovery outcomes

(continued)
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with the treatment. Additionally, this earthquake occurred in
one of Türkiye’s regions with the highest refugee population.
As a result, language barriers posed a significant challenge in
delivering effective rehabilitation. In some instances, therapy
sessions were hindered due to the lack of a common lan-
guage, necessitating the use of translators. Thus, it can be also
concluded that communication difficulties likely diminished
the overall effectiveness of treatment.

Since hand therapists are not typically trained for
emergency response, they may suddenly find themselves
unprepared when confronted with a disaster scenario.
Therefore, we have formulated a set of recommendations in
Table 1 that are considered to contribute to after-disaster
healthcare planning with a particular emphasis on hand
therapy. Recommendations were formulated based on
common challenges encountered during therapy sessions,
therapist reflections, and patient feedback.

Disaster Operations Management (DOM) refers to the
activities conducted before, during, and after a disaster to
mitigate its impact. DOM is categorized into four subfields:
mitigation, preparedness, response, and recovery.27 Mitiga-
tion encompasses activities aimed at reducing the long-term
risk of disasters and alleviating their consequences. Pre-
paredness involves actions taken before a disaster occurs to
enable effective response during the event. Response refers to
activities conducted after a disaster to serve the affected
population and deploy vital resources. Recovery denotes the
short- and long-term goals planned to restore the normal
functioning of society.28 Drawing from this information, a
rehabilitation plan that includes hand therapy for disaster
scenarios can be developed by the relevant authorities. The
value of early, high-quality, long-term rehabilitation pro-
cesses for supporting functional recovery, decreased hospital
stays, and reduced complications or disability is well
recognized.24,29,30 Therefore, any kind of rehabilitation ser-
vices, including hand therapy, are required after major

earthquakes to enhance the recovery from the disaster. Acute,
mid-term, and long-term hand therapy strategies should be
established to prepare for a future disaster.

Given the complex nature of injuries, a multidisciplinary
team—including physiotherapists, occupational therapists,
psychologists, social workers and medical doctors—is
crucial for optimising functional recovery. Future disaster
response plans should integrate structured multidisciplinary
rehabilitation teams within early-phase healthcare
interventions.

Limitations: This study is limited by its retrospective
design, the lack of standardized functional outcome mea-
sures and insufficient follow-up of the patients. The chaotic
nature of the post-disaster environment and incomplete
medical records made it difficult to collect data on patients’
conditions before rehabilitation began. Although this study
reflects experiences from a single centre and may not reflect
the complexities of rehabilitation in the disaster zone, it
provides valuable insights into post-disaster healthcare
services and contributes to the growing body of knowledge
in this field. Another limitation of this study is the limited
dataset collected from a specific geographic region and a
specific group of earthquake-affected patients. Therefore,
the findings may not be directly generalizable to individuals
from different age groups, cultural backgrounds, or so-
cioeconomic contexts. Furthermore, while our results
provide valuable insights into the rehabilitation of earth-
quake survivors, they may not be applicable to individuals
affected by other types of disasters or undergoing different
rehabilitation protocols.

Conclusion

Although various articles and guidelines exist on post-
disaster rehabilitation, resources specifically focusing on
hand therapy remain limited. We believe that this study

Table 1. (continued)

Disaster operations
management stage Aim Recommendations

Recovery This phase aims to restore society post-disaster and
initiate a sustainable recovery by addressing the
physical, psychological, and social needs of
individuals. Additionally, it includes the provision of
long-term rehabilitation services

• Psychosocial Support and Rehabilitation: Physical and
psychological recovery are equally important in the
post-disaster period. Collaboration with social
workers and psychologists can support survivors’
reintegration into society. Telerehabilitation services
should be extended for continued physiotherapy
during long-term recovery

• Advanced Healing Tools: Newer technologies (such as
virtual reality and robotic rehabilitation) can be used
for healing in disaster areas. Mobile physiotherapy
centres can be made permanent. Group exercises can
be organized to contribute to the physical and
emotional well-being of patients

Emir et al. 9



provides a valuable contribution by centring on experiences
and recommendations for post-disaster hand rehabilitation,
offering practical insights for future disaster response
planning.

It is concluded that hand therapy after earthquakes or
similar disasters with widespread impacts should include
immediate splinting or protective positioning of the hand at
the first line. Given that earthquake survivors often present
with multiple injuries, rehabilitation must be individualised
and delivered through a multidisciplinary team approach.

Based on our experiences, Table 1 outlines recommen-
dations for integrating hand therapy into disaster management
strategies, structured according to the Disaster Operations
Management framework. These recommendations address
key phases of disaster response, including mitigation, pre-
paredness, response, and recovery, with a particular focus on
the role of hand therapy within each stage. Hand therapists are
encouraged to advocate for the inclusion of rehabilitation
services in disaster response plans.

This study focuses on hand therapy in the context of
earthquakes. Future studies can focus on hand therapy in
larger populations and different disasters, thus contributing
to the literature on post-disaster rehabilitation.
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2. Afet ve Acil Durum Yönetimi Başkanlığı. Aletsel Dönem
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