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ABSTRACT

Natural disaster mitigation frequently focuses ba stage of emergency response, while the impdctiseo
disaster are often ignored. Community empowermerthé normalization of post-disaster physical peais
becomes vital to optimally maintain victims’ healffhe research aims to test the effectivenessaifitry
village clusters with the competencies for disastelunteers in normalizing post-natural disasteysital
problems, using the quasi-experimental pre-postvwiéth control group design. Two natural disastene areas
were selected from two different provinces, namélgst Java and Banten. Sample was taken purposively,
resulting in 23 people for each group. The findisg®w an increase in the dimensions of knowledgk an
attitudes of the village clusters in the normal@atof post-natural disaster physical problems gue 0.000).
For the dimension of skills competency, there wagaificant difference between the intervention aontrol
groups at the end of the second month, includiegathility to measure body temperature (p 0.000%utzte
pulse rate (p 0.000), measure breath rate (p 0.0%&sure blood pressure (p 0.000), provide bésisupport

(p 0.000), give wound care (p 0.000), splint atitee (p 0.000), and use walking aids (p 0.000). fids=arch
recommends the importance of the formation anaitrgi of village clusters as a form of village commiiy
empowerment in disaster prone areas in the noratadiz of disaster victims’ physical problems.
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INTRODUCTION

The geographical and demographic conditions of hed@ make this country prone to disasters, bath th
natural and manmade ones. The Center for HealisGvlanagement of the Ministry of Health recordegB9
occurrences of disasters from 2006-2011, which edhdealth crisis, or an average of 278 incidenyzar.
During that period, when averaged each year th¢hded reached more than 2,000 people, with satiou
wounded/treated victims of 8,000 people, and dégulavictims reaching 9,000 unit/year. The impadtshe
disasters were not only felt during the disasteusthere were also long-term impacts, includirgims’ health
problems.

The physical and psychological losses due to pggdrirauma cause the personal quality of childoen t
be degraded to a very poor level (Wijoyo, et &012). Women are one of the disaster victims whth risk of
experiencing post-disaster health problems. Pastiriatic Syndrom Disorder (PTSD) due to the eruptibn
Merapi volcano, for instance, showed that womereweore prone to the disorder than men, with a @ftigi1,
in which 20-30% women experienced PTSD at lease ancheir life, and the majority of the cases happo
women at productive age, with a range of 10.4%38%. Another risky group is children. Almost 70abkes
and toddlers did not get any health mentoring | plost-disaster evacuation of Merapi eruption Siumgb
District, Magelang (Amalia, et al., 2012).

Pregnant and delivering women become the prionitbug, both during the incident and after disaster
because saving pregnant women means saving thesbiilely conceive (Erwing, et al., 2008). Meanwtilie
management of children and adolescents as disastiens should be given more attention becausepthysical
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and psychological trauma will stay and get prolahdk they are not given appropriate and continuous
intervention, and their quality of life will contimusly decrease.

The United Nations has stipulated the 1990-199%gdeas the “International Decade Natural Disaster
Reduction/IDNDR” and conducted various activities dontribute to and promote efforts of reducing the
impacts of natural disasters with the theme of &lrg a Culture of Prevention” (WHO-ISDR, 2002).€Th
stipulation emphasizes the importance of effortsmofimizing post-disaster impacts, both physicad an
psychological ones.

Community empowerment, especially the one in disgstone areas, becomes vital and strategic. People
have to be equipped with the competencies of disasanagement, not only during emergency, but aftes
the disaster. The formation of disaster task fisamne form of community empowerment. The taskdhould
have adequate competencies because they are ekpedie the vanguards when disaster occurs in #rea,
including after the disaster happens.

METHODS

The research aimed to test the effectiveness oahira village clusters with the competencies
(knowledge, attitudes, and skills) necessary feastier volunteers in the normalization of poststeavictims’
physical and psychological problems. The reseaddpted the quasi experimental pre-post-test withtrod
group design. The dimensions of knowledge andudtii#$ were measured before and after two months of
intervention, while the dimension of skills was me@ed one month and two months after intervention.

Two areas prone to natural disasters were seléiadtwo different provinces, namely Pangalengan in
West Java Province, Indonesia which is vulnerablsuch natural disasters as landslides and eakaguand
Panumbang in Banten Province, which is vulnerableatrthquakes. The samples were taken purposioebsf
many as 23 people for each group, consisting ofneonity leaders, village officials, and members ofith
organizations.

The research instruments included (1) questionr&inespondents’ demographic data; (2) knowledge
instrument (r 0.61); (3) attitude instrument (r @ and (4) standard operating procedures/SOPkbsiec
instrument for body temperature measurement, pateecalculation, blood pressure measurement, woarej
basic life support, fracture and splint treatmamte of walking aids, and early detection of psyobial
problems.

This research has obtained the ethical approvdidatth research from the Health Research Commissio
of Health Polytechnic of Ministry of Health, Bandurirhe researchers ensure the ethical principlessafarch,
including privacy, respect, autonomy, justice, feeace.

An analysis was conducted to test the differencen@an values before and after intervention on each
variable (knowledge, skills, and attitudes). Ttraistical analysis used independent and dependests.

RESULTS

Changes in The Disaster Volunteers’ Knowledge Compency
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Figure 1. Changes in the village cluster voluntelanswledge competency about the normalizationastp
disaster physical problems
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Figure 1 shows the increased knowledge of the gellaluster volunteers about the normalization of
physical problems both in the training group andthe module-only group. In the intervention growp,
significant increase occurred before the trainimgil lafter-training measuremenp (0.000), 1 month post-
training (p 0.002), and also in the second month after trgimamely from 72.61 to 75.36, although statiskycal
the last increase was not really significgn0(065). In the control group, the increase in kiedlge competency
was also statistically significant, where one moafter the implementation of the module, the knalgks
competency rose significantly from 54.93 to 64.49v&lue of 0.000) and continued to rise to 66.6%ha
second month after the implementation of the mqdaileeit the increase from the first to the secamehth
post-module administration was not statisticalpngicant (p 0.135).

Changes in The Attitude Competency of The Disastérolunteers
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Figure 2. Changes in the Village Cluster Volunteattude Competency towards the Normalization of
Post-Disaster Physical Problems

Figure 2 shows a significant increase in the vélagyuster volunteers’ attitudes towards the norragilbn
of physical problems in the intervention group befand after training (p 0.013); meanwhile, for texiod
after training to 1 month after training, there was significant increase (0.881), and finally anrgase was
observed in the measurement done 2 months afteintyg(p 0.004). This condition is different fromet control
group, where the attitudes in fact decreased iritsiemonth since the implementation of the modaléhough
it was not statistically significant (0.142). Anciease actually occurred in the measurement caotigedwo
months post-module implementation, namely from BTd870.52 with significance value or p = 0.007.

Changes in The Disaster Volunteers’ Skills Competeay

Table 1. Differences in the skills competency & tfillage cluster disaster volunteers in the norzasibn of
post-disaster victims’ physical problems in thetfaind second months after intervention

NoO Skills Intervention . Control .
i, Mean A Sig Mean A Sig
ST THOW B 0y o S8 osm
2 Pulse Measurement ;L'\//Ilc;r:]ttt;] ;ggg 851 0.013 5?8830 - 0.617
— 5
e T L TR
T ek T BL 5 o BE o om
5  Basiclite support ;ﬁ'l\\"ﬂcc’)rr‘]tt';] ;2/2‘;’ 112 0.669 —45556 744  0.003
—
TSN 1 0 o 2 ew oo
7 Injury Treatment 23':\"/'2?3;] ;S:ég 342 0174 —52'1?’5 692  0.000
8  Use of Walking Aids anid'l\\"ﬂcc’)rr‘]tt';] gi:ﬁ 869  0.002 —32#25 835  0.014
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Table 1 shows that all skills trained to the vidaguster’'s disaster volunteers in the interventiooup
always had higher scores than those of the cogtamlp. All skill competencies in the second monttera
intervention were stable and there were even sagmif increases in their individual scores. Ondtteer hand,
two skills in the control group experienced a daseein their scores, namely body temperature mesasunt
and blood pressure measurement skills. The scdré®eaontrol group were always lower than thosehef
intervention group in both the first and second therafter intervention.

In the intervention group, although statisticaligrsficant increases were only found in the skilfulse
rate measurement and use of walking aids, all efdkills were scored above 70 in the second moftén a
intervention. Meanwhile, the scores of the congobup in the second month after intervention remain
relatively smaller than those of the interventisaup, both in the first and second months aftegrirgntion.

Table 2. Differences in the village cluster disastdunteers’ skills dimension in the normalizatioihpost-
disaster victims’ physical problems between the gnaips

No Skills Month 1 Post Interven_tion Month 2 Post Interver_1tion
_ Mean A Sig Mean A Sig
LB Tepeie N 151 15 o0 50 a4 oo
2 Pulse Measurement (I:r:)tre]:trr\geintion 55.;%.36 19.56 0.000 8;88;0 2517 0.000
g oo 510 157 o000 552 jom oo%
T Seormeus vl B 150 oo Uit isas oo
5 Basic life support I(r;tg:]\t/re()Ttion 427.2.205 2753 0.000 741{91;9 21.48 0.000
o SISO 012 755 oo %55 2917 000
7 Injury Treatment Ir(l:tgg\t/reorlltion 54?3.324 21.81 0.000 731625 18.31 0.000
8  Use of Walking Aids Ir(l:tgg\t/reorlltion 3;2.072 26.42 0.000 7274é5 26.76 0.000

Table 2 shows the overall skills competencies @ tillage cluster disaster volunteers. The group
receiving the intervention on average had signifilgadifferent skill levels than the control groulo. the first
post-intervention month, the village cluster vokers trained in the normalization of the physicalbfems of
post-disaster victims had greater scores thanriigpggiven only the modulg 0.000).

During the measurement of the same skills in treosg post-intervention month, the skills of the
disaster volunteers who received training weré stibred higher than those of the control grop®.000 -p
0.036).

DISCUSSION

Indonesia as a country that has a high risk ofrahtlisasters is certainly faced with a high riglpost-
disaster health problems. The responsibility fonagang this problem does not only lie in the goweent, but
it is necessary to empower the wider community. @omity empowerment in the context of health sewise
a process undertaken by the community (with or evithoutside interference) to improve the conditidrthe
environment, sanitation, and other physical aspetsdirectly or indirectly affect public healtAdisasmito,
2007).

The formation of village clusters as a forum fosatiter volunteers is one form of community
empowerment in disaster management. These volsngeuld certainly have the necessary competencies.
Hence, training for volunteers is a form of respbility to prepare competent resources.

The role of nurses who are active in the field ishdter management as educator, care giver, &oiljt
and advocator becomes vital. The role includesrisffof empowering and encouraging independencéef t
communities in disaster prone areas during thestisaand especially in the post-disaster or rditeton
period as an effort to minimize casualties. AgustjaWibawa, and Tika (2012) revealed that disdstaning
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model for the community has been proven to be &blienprove community understanding compared to the
conventional learning method.

The important elements of community engagementparénership, participation, empowerment, and
togetherness of the local community (Rajeev, 20T community is the front line in the event ofafter.
They are not only victims but also actors whosegsatan be optimized in the management of the disast
including in the normalization of physical probleafter the disaster.

Community empowerment in the form of village clustiésaster volunteers is an implementation of the
2002 UNCRD program of “sustainability in communhigsed disaster management”. Village cluster disaste
volunteers in disaster prone areas are expecteddetome the grassroots with competencies in disaster
management during the pre-disaster, disaster, asiddsaster phases.

In most disasters, the management of the emergphage tends to be massive. After this phase is
considered to be completed, attention to the regopkase tends to decrease, while actually dutirgghase
long-term effects of disaster are frequently entexed. Included in the lack of attention given teet
management of health problems is the attentiothi®iphase of physical nhormalization. Kapucu, (2G3®erted
that the recovery phase basically restores theittondo its normal condition as it was before tligaster.

Community empowerment becomes a form of commuratyigipation that is very useful in normalizing
physical problems after a disaster. Hossain (2@f#)med community participation will motivate pdepto
work together, where they feel as a whole andhgebenefits from their involvement.

As the grassroots of the community, disaster velerst formed in the form of village clusters shadoéd
equipped with disaster management competenciegciedly in the normalization of post-disaster plogsi
problems. Selection of training design becomes mamb to enable them to attain and maintain thelired
level of competency in disaster management, ulglgah the normalization of post-disaster physjpalblems.

Disaster volunteer training with practical-baseehaapts, simulations, and demonstrations has arbette
impact than merely equipping the volunteers witmadule of post-disaster management. With the wmgini
volunteers are able to improve and maintain theukitad competencies. The post-training mentorimgnfr
healthcare professionals, in this case disastegesubecomes an important point. The mentoringngd to
provide reinforcement of training outcomes so thatinteers can maintain their competencies in gteation
and normalization of the physical problems of pdisaster victims.

The learning experience gained in the village eludraining as a disaster task force through
demonstrations, simulations, and interesting antt&tive discussions has had an effect of interatdin. This
model offers explicit guides on how to help pedplrn and grow better. This type of learning andettgoment
includes the cognitive, emotional, and social aspec

Rinanda (2013) revealed that simulations of belwlilke a person being exemplified have a deeper
learning effect on how the person feels and doesesiung; thus, disaster simulation is basicallyrategy in
disaster-relief teaching that is adopted from thelity of life that can be seen and practiced diyeby
volunteers as trainees.

The researchers’ exploration of the needs of conitiegrin normalizing post-disaster physical probéem
has identified some of the skills they needed:Tli¢ ability of early detection of physical problemkich is
translated into the ability to measure vital sigissearly indicators of health problems; (2) base& support,
although these skills are not dominant in postsieavictim management, the community still conssdbese
skills as competencies necessary to be masteredgiout the entire cycle of disaster managemehtin{Gry
treatment; (4) Management of fracture and splintiagd (5) The use of walking aids for victims with
disturbance in their lower extremities.

The ability to measure vital signs (body tempemtpulse rate, respiratory rate, and blood preysuae
trained in this study to the volunteers as a coemast to detect simple physical problems experietnegost-
disaster victims. This ability allows volunteersfiod referrals for health workers or health-caagilities to
follow up on physical changes seen from the vitghs they measure. Measurements of vital signedgchand
successfully mastered by volunteers in this studgluded blood pressure measurement, pulse rate
measurements, measurement of respiratory frequearay,body temperature measurement. The aspects of
knowledge, attitudes, and skills during the measer of vital signs were demonstrated by voluntesrsa
basic ability in providing assistance to victimsnaftural disasters that experienced physical trauma

The ability to provide basic life support is a lzaability that was also trained to disaster volenge The
material presented in this study was adjusted edithited authority of the volunteers as “commorople”. A
simple understanding of the early efforts to ressuevivors who suffer from breath holding, detegtsp rate,
and observe circulatory disorders was shown bytimemunity volunteers as the trainees. At a simplel| the
community’s practice was directed to the abilityquickly ask for help and assistance when findirgase of
breath holding or cardiac arrest quickly and prdgis
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The ability of wound care was trained to the comityudisaster volunteers in order to for them to be
able to provide assistance to victims with physicgliries quickly and appropriately, so that thetivns’
condition will not get severe as a result of chcosorrow. At the end of the training, the particifsacould
perform wound care well, as evidenced by the ifieation of one of the victims who had an infectiafter a
landslide disaster. The victim's wound was succéigdfiealed by the volunteers after 5-7 days ddtireent.

The ability in fracture and splinting managemenswrained to the trainees and could be well undedst
by the participants. Physical trauma in the forna éfacture often refers to bodily injury or shaoeksulting from
a sudden physical injury, such as from violencexarident. It can also be described as a physigatyiror
wound, such as a broken bone or a blow. The infguently occurs on the musculoskeletal tissuesdhes
and bones. The results of the training that dematest the participants’ ability to perform simplenblages and
splinting on specific body parts (especially on éxtremities) indicated that this capability wakevant to the
needs of disaster-affected communities.

The ability to use walking aids trained to the vakers was focused on using crutches correctly and
appropriately. The ability was trained, considerithg improper use of aids often leads to furthealthe
problems that interfere with the quality of life thfe post-disaster victims, such as contracturesdacreased
functions of specific muscles. The training resshi®w that this skill could be mastered and wasrésting to
be learned by the volunteers.

Basic life support, injury treatment, and managemnoéfractures and splinting are indeed skills thmaist
be mastered by disaster volunteers. These skiflsaatually more necessary during the emergencyonssp
phase of the disaster. Nevertheless, physical wadoning a disaster may have an extended impatt asic
traumatic injury or trauma to the bone, causingftheture. Simple wound care could be done by velers in
this study. The volunteers were also equipped thighability to assess wound conditions that requéferral to
the nearest health care facilities, such as commbegalth center (Indonesian, Puskesmas) or hdspita

Physical trauma due to disasters can also causisheof parts of the body that support the body's
mobilization, in this case the lower extremitieheTuse of walking aids is one of the skills thatsmhbe
mastered by volunteers. The skill can be used lynteers to assist post-disaster victims who hawesipal
trauma to their lower extremities. The volunteershis study were taught to use sticks and crutelsesalking
aids for victims who have limited physical mobiliye to lower extremity disturbances.

Research Limitation

This research was not able to assess the compebéntisaster volunteers in normalizing the physical
problems of post disaster victims directly in tHmical setting. Instead, it only assessed the caence of
disaster volunteers from their simulations of usilgantom or demonstrations among fellow volunteers.
However, the assessment during the first and secoonth after training is expected to demonstrag th
consistency of volunteers in performing the skiiat have been trained to them.

CONCLUSION

The people affected by disasters, in addition todeictims of the disasters, have the potentiabéo
involved in disaster management. They have expegdisasters in all cycles, so their identificataf what is
needed during disasters can be made into condmfeiatan effort to empower the community. The fation
of village clusters as a forum for disaster volenéeto gather is expected to strengthen the maregeaof
disaster, which is an integration of disaster manant between the government and society. Disaster
volunteers should be provided with adequate skdl$ielp themselves and the community, includinghie
normalization of the physical problems of post-gisa victims.
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