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Introduction: There is a close relationship between mental health and 
psychosocial problems in disaster settings, as well as overlap in the support 
provided for these problems. Therefore, public health officials need to 
understand the burden of behavioral health conditions among survivors and 
the needs of the affected community. This study aimed to develop a mental 
health minimum data set for an electronic disaster registry system to 
provide timely, essential, and accurate information to personnel on the 
ground and policymakers to design a disaster response and develop an 
action plan rapidly. 

Material and Methods: The present study is a mixed-method (sequential 
exploratory) study. In the qualitative phase, a literature review and 
semi-structured interviews with experts were conducted to generate an 
item pool for the mental health response in disasters. In the quantitative 
phase the quantitative content validity, content validity ratio and content 
validity index were used. 

Results: proposed data elements, 85 data elements were confirmed 
according to the opinion of experts and categorized into two main parts, pre-
disaster part with three sections; including region profile, mental health 
local background, regional mental health committee affairs, and post-
disaster parts with five sections including disaster information, information 
of mental health teams, mental health status, mental health interventions, 
and mental health need assessment. 

Conclusion: Collecting this minimum data set is critical for helping 
policymakers and healthcare providers prevent, control, and manage the 
mental health impacts of disasters during the response phase. Besides 
facilitating and promoting disaster prevention and response programs and 
measures.  
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INTRODUCTION 

Disasters adversely affect physical and mental health. 
Displacement; loss or serious injury to oneself or a 
loved one, or financial hardship are all factors that 
increase the risk of adverse mental and physical 
health outcomes [1]. The effects of disasters are not 
limited to socio-economic distress, as they can also 
negatively impact mental health status, leading to a 
rise in post-traumatic stress disorder (PTSD), major 
depression, generalized anxiety disorder symptoms 

[2, 3], substances or alcohol consumption [4], as well 
as suicide attempts [5].  

Following a disaster, public health officials need to 
understand the prevalence of behavioral health 
conditions among survivors and the needs of those 
affected [6]. An assessment of behavioral health and 
identifying disproportionately affected areas and 
populations following a disaster can assist decision-
makers at local and national health departments in 
determining what interventions and services are 
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needed and appropriate resource allocation and 
service distribution. Properly assessing and 
addressing the affected populations’ behavioral 
health needs in a timely manner is critical, as 
community resilience is contingent upon 
psychological functioning [7]. A rapid assessment can 
also be helpful to determine health needs in cases 
where the regular medical and healthcare system has 
been overburdened or affected by the disaster [8]. 
Furthermore, mental health teams should stay 
informed about information coming from primary 
rescue teams and health providers in health centers 
of affected areas, in order to carry out effective and 
scientific interventions [9].  The information shared 
immediately after a disaster is the most valuable for 
both recovery and future planning. If obtainable, 
high-quality information allows both emergency 
services and local responders to provide a better 
emergency response. Furthermore, without timely 
information, stakeholders who are involved in the 
natural disaster are left in the dark [10]. 

In this way, it is essential to strengthen data 
collection platforms and data processes in order to 
meet data needs for immediate disaster response, 
because modern health care increasingly relies on 
new information technology (IT) systems to store, 
retrieve, and transfer information to support 
decision-making for care and administrative 
processes [11]. Also, specific information systems 
play an essential role in information exchange in the 
initial response, enhance situational awareness, and 
decision-making during disasters [12]. 

Among the health-related IT systems currently in use, 
registry systems can also be useful in summarizing 
key processes of care, monitoring clinical and 
operational outcomes, facilitating psychiatric 
interventions, and making fundamental policies and 
decisions [13]. The evidence shows the positive 
impact of such information registry systems on 
timely and effective responses to disasters [14].  

Determining the minimum data set (MDS) is a 
fundamental step in designing a registry system, and 
collecting and reporting data on a particular disease. 
An MDS is a set of standardized data elements defined 
in a health information system to index the minimum 
amount of essential data for different users in 
healthcare sectors, create a common language among 
all those involved in recording, collecting, analyzing, 
reporting, and interpreting data, and ensures the 
collection of essential data [15-17]. Data collection 
for a registry system begins with developing an MDS 
for guiding and supporting healthcare providers, as 
well as for administrative and research purposes. 
Data sharing and interoperability can improve by 
using a proper MDS, so the development of MDS by 
standardization of data elements is important [18-
21].  Therefore, a MDS as a standard tool is helpful for 
a valid, complete, reliable, and relevant data 

collection [22]. 

Several studies and initiatives were conducted to 
develop MDS for registry systems in mental health 
[23, 24]. However, there are very few studies on MDS 
in mental health in the disaster condition. 

As there is no established detailed MDS for the mental 
health area in disaster, therefore, we aimed to 
develop standard, flexible, and valid mental health 
essential data elements that can be used by local 
public health practitioners to rapidly assess mental 
health needs during disasters. If adopted widely, this 
module could also increase the comparability of 
findings across populations and time. This paper 
describes the development and validation of a mental 
health MDS that can be adapted to diverse disaster 
settings. 

MATERIAL AND METHODS 

The present study is a sequential exploratory 
mixed‑method study conducted in two phases: the 
qualitative phase (item generation) and the 
quantitative phase (item reduction). We aimed to 
develop an MDS for a disaster response registry 
system that includes different parts including mental 
health. 

Qualitative phase 

Search method 

In qualitative phase, two-step sequential 
methodological approach was utilized. First, in order 
to perform this step, a comprehensive review of 
studies was conducted to identify the necessary data 
elements until November  2022, from scientific 
databases including Web of Knowledge, PubMed, 
PsycInfo, and Google Scholar and Google search 
engine were reviewed by combination of three 
groups of keywords including 1-disaster related 
keywords including "disaster", "emergency", "mass 
casualty incidents", "catastrophe", "earthquake", and 
"flood"; 2-mental health related keywords including 
"mental health", "mental disorders", "mental 
problems", "mental illnesses", "psychiatric illness", 
and 3- MDS related keywords including "minimum 
data set", "MDS", "dataset", "data elements", 
"database", "registry", and "information system". 

Inclusion and exclusion criteria 

The inclusion criteria were articles, reports, forms, 
and guidelines in Persian and English languages, 
having access to the full text of the document, 
reference to data elements, and necessary 
parameters related to mental health assessment in 
disaster. Exclusion criteria also included articles on 
other aspects of mental health and disaster, and 
failure to provide 
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Clear information. Moreover, letters to the editor, and 
the conference abstract were excluded from 
research. In this step, all of the literature was 
evaluated based on the inclusion criteria. This 
process continued until data saturation was achieved.  

Interview with experts: 

In second step of qualitative phase, to determine the 
data saturation point, and in order to make a 
consensus about the essential data, an interview was 
conducted with four experts in mental health with a 
long background in disaster response during some 
severe disasters in Iran, including Bam and 
Kermanshah earthquakes, and one expert in 
informatics and responsible for the national 
integrated health system (sib). After necessary 
coordination was made and the objective of the 
interview was thoroughly explained to the 
interviewees. The questions that interviewees were 
asked during the interviews included: What do users 
of this system expect from the related system? What 
is the work process and daily measures of users like? 
Finally, what data elements and information are 
necessary for the system from your point of view? 

Classification and selection of data 

These data elements were combined with the data 
retrieved from the literature review in order to 
construct the final version of the MDS checklist. 
According to the research team and experts, the third 
step involved removing duplicate data elements, 
merging similar ones, and finally selecting the most 
relevant ones was conducted.   

Research samples for the determination of an MDS 
for the mental health registry system in the disaster 
were ten experts including five health in disaster and 
emergencies experts and three psychologists (two 
with disaster base experience) and two psychiatrists.  
The questionnaire was given to the experts and we 
asked them to complete it. 

Face validity 

To determine the face validity of data elements, we 
selected five participants with more expertise in 
medical informatics, health information sciences, and 
disaster health, and conducted semi structured 
interviews with them in order to assess the data 
elements' ease of completion, legibility, grammar, 
and writing style. 

Quantitative phase 

To evaluate the quantitative content validity, content 
validity ratio (CVR) and content validity index (CVI) 
were used.  

Content validity ratio (CVR) 

To begin, a panel of experts was asked to rate each 

data element on a three-point scale: necessary, 
useful, and not necessary, and then the checklist was 
analyzed using the following  formula for (CVR): 

CVR ¼ ð Þ Ne–N=2 =ð Þ N=2              (1) 

‘Ne’ is the number of experts who have chosen the  
‘essential’ option for an element, and ‘N’ is the total  
number of experts. In the first step, CVR was 
calculated for each data element and was compared 
with the  Lawshe table value [25]. Additionally, the 
mean of expert  judgments was also calculated for 
each data element by  replacing the number 1 for 
‘essential’, the number 2 for  ‘useful, but not essential’, 
and the number 3 for ‘not  essential’ in the columns. 
Each data element that  gained a value equal or 
greater than 0.62 for CVR  (considering the number of 
ten experts) was accepted  and used as starred data 
element in the registry system that must be filled.  

Content validity index (CVI) 

To determine the CVI, we used the criterion of 
“relevance” for each data element. For this purpose, 
10 experts were asked to determine the correlation 
between the checklist data elements and their 
subscales on a Likert scale ranging from one (not 
relevant) to four (completely relevant). Finally, K* 
will be calculated as follows, using the agreement 
ratio for the relevance of each data element (I-CVI) 
and the probability of the chance agreement. The 
minimum number of evaluators required to calculate 
kappa using this method is three [26]; the number of 
evaluators will be 10 in the present study and the 
data elements with kappa of at least 0.79 were 
accepted.   

RESULTS 

Qualitative phase 

In first step of our research, we performed qualitative 
content analysis by literature review and semi-
structured in-depth interview with five experts. In 
item generation phase, 566 documents were 
retrieved initially from the search strategies. After 
removing duplicates, we screened 397 
titles/abstracts, and 81 full texts. Finally, 16 
documents used to extract mental health necessary 
data in disasters. 

Final retrieved resources for the MDS collection 
phase included “technical  guideline for mental  
health in disaster” [27], “disaster psychosocial 
assessment and surveillance toolkit” [28],  “toolkit for 
humanitarian settings” [29], “WHO psychological 
first aid” [30], “NCTSN psychological first aid” [31], 
“CDC facilitator guide” [32], “sphere handbook” [33], 
“mental health all-hazards disaster planning 
guidance” [34], “national program for psychological-
social support in disasters” [35], “IASC guidelines on 
mental health and psychosocial support in 
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emergency settings” [36], “the mental health and  
psychosocial aspects of  disaster preparedness” [37], 
“IR Iran national health disaster and emergencies 
response operation plan” [38], and  some related 
articles [39-42]. 

In this step, 84 data elements obtained from 
literature review. 

Moreover, 61 data elements retrieved from 
interviews. In next step, research group identified 
overlapped and duplicate data elements, and finally, 
99 data elements remained for face and content 
validation. Out of 99 data elements retrieved from 
literature review and interview, in qualitative and 
determination of face validity 41 data elements were 
edited and others remained unchanged. 

Quantitative phase 

In quantitative phase, in order to evaluate the 
quantitative content validity, two indicators of CVR 
and CVI were used. In this step, ten specialists in 
related areas for evaluating CVR participated in the 
expert panel. The mean of work experience of 
specialists was 20 years. Table 1 shows the 
demographic characteristics of these experts. 

Table 1: Demographic characteristics of experts who 
participated to validate the preliminary data elements. 

Expertise 

N
u

m
b

er 

A
g

e average 

G
en

d
er 

A
cad

em
ic 

level 

A
verage year 

o
f exp

erien
ce 

health in 
disaster and 
emergencies 
expert 

5 42 
Female= 3 
Male= 2 

PhD 10 

Psychologist  3 43.5 
Female= 2 
Male= 1 

PhD= 2 
MSc= 1 

17 

Psychiatrist  2 48 
Male=1 
Female=1 

Specialist 27.5 

In determining the content validity ratio, 11 data 
elements were removed (4 pre- disaster and 7 post- 
disaster data elements) due to the content validity 
ratio score of less than 0.62 (according to the expert 
numbers in our study that was 10, numerical values 
of the Lawshe table were 0.62.  

The remaining data elements were modified  
according to the recommendations of panel  members 
in the first round of judgment and  for a second time 
to determine CVI and instrument modification,  the 
panel members were requested to judge  by scoring 1 
to 4 on the relevancy of instrument data elements. 

To obtain content validity index for each data 
element, the number of those judging the data 
element as relevant was divided by the number of 
content experts (n=10). This work was also carried 
out to clarify the data elements of the instrument. The 

agreement among the judges for the entire 
instrument was only calculated for relevancy 
according to average and universal agreement 
approach. 

Based on the mean CVI scores of all data elements, the 
mean CVI of the whole tool was calculated, with 0.9 
being the acceptable standard [43]. In this round, of 
88 remained data elements, three were invalid and 
removed from the instrument; nine data elements 
with a CVI between 0.79 and 0.89 were modified 
according to the recommendation of panel members 
and research group forums.  

Finally, the mental health MDS in disaster registry 
system with 85 data elements was divided in two 
main categories; pre-disaster data elements and 
post-disaster data elements. The pre-disaster part 
has three sections including Region profile (n=10), 
mental health background (n=8), Mental health 
committee activities (n=10), and post- disaster has 
five sections as follows: disaster information (n=11), 
response teams' information (n=7), mental health 
status (n=18), mental health interventions (n=17), 
and need assessments (n=4). Table 2 and Table 3 
shows data elements for MDS of Mental health 
response actions. 

DISCUSSION  

Disasters are a major disruptive force on the lives of 
people and communities and can cause short and 
long-term mental disorders. The timely and accurate 
information about the manner, location, and 
consequences of disasters is a cornerstone of an 
effective response. In Iran, despite many disasters 
happening, there is no specific registry system to 
collect disaster response information including 
mental health data. Most of the data are collected 
manually, which is not comprehensive and classified. 
Due to the lack of a standard database to register the 
disaster response data, there is no adequate response 
and planning for future ones. 

The current study suggested an MDS for developing a 
registry system to record essential data elements for 
mental health in disasters. The MDS was evaluated 
and validated by psychiatrists and psychologists. 
Therefore, the suggested MDS could apply to the 
other population. 

Based on the study findings, we divided our results 
into two categories: pre-disaster and post-disaster 
data elements. Considering the significance of local 
status before the disaster and its capacity during the 
first few days of disaster response, information must 
be available to personnel on the ground to rapidly 
design a disaster response and develop an action 
plan. Prompt planning for health relief activities 
requires access to existing pre-disaster information. 
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Table 2: pre-disaster data elements 

D
ata 

classes 

Data elements CVR Accept/Refuse I-CVI K* Valid/Invalid 

R
egio

n
 p

ro
file 

Name of province 1 Accept 1 1 Valid 

Name of district 1 Accept 1 1 Valid 
GPS points 1 Accept 1 1 Valid 

Total population by age and sex 1 Accept 1 1 Valid 
Distribution of rural an urban population 0.9 Accept 1 1 Valid 

Number of families 1 Accept 1 1 Valid 
Number disabled people  0.7 Accept 1 1 Valid 

Death rate 1 Accept 1 1 Valid 
Under 5 death rates 1 Accept 1 1 Valid 

Fertility rate 0.8 Accept 1 1 Valid 

Livelihood status 0.7 Accept 0.6 0.49 Invalid 
Migration rate 0.6 Accept 0.4 0.24 Invalid 

Potential disasters 0.3 Refuse - - - 

m
en

tal h
ealth

 statu
s 

Number (%) of cases with anxiety disorders 0.8 Accept 1 1 Valid 

Number (%) of cases with deep depression disorders 0.8 Accept 1 1 Valid 
Number (%) of cases with acute stress disorders 0.7 Accept 1 1 Valid 

Number (%) of cases with PTSD  0.6 Refuse - - - 
Suicide rate by age and sex 0.8 Accept 1 1 Valid 

Divorce rate 0.4 Refuse - - - 

Drug abuse rate by age and sex 1 Accept 1 1 Valid 
Number (%) of Other mental disorders by age and sex 0.8 Accept 1 1 Valid 

Number of mental health facilities 0.9 Accept 0.8 0.79 Valid 
Number of mental-health inpatient 0.8 Accept 0.8 0.79 Valid 

R
egio

n
al m

en
tal h

ealth
 co

m
m

ittee 
affairs 

Setup date 0.5 Refuse - - - 

Number of committee members  by expertise 0.7 Accept 0.9 0.89 Valid 
Number of cooperation meetings with other 
organization  

1 
Accept 

0.8 0.79 
Valid 

name of organization 1 Accept 0.8 0.79 Valid 

Date of meeting 0.8 Accept 0.8 0.79 Valid 
Number of training courses in disaster mental health  0.8 Accept 1 1 Valid 

Target group  1 Accept 1 1 Valid 
Number of participants 0.8 Accept 1 1 Valid 

Title  1 Accept 1 1 Valid 

Method  0.8 Accept 1 1 Valid 
Date & time 0.8 Accept 1 1 Valid 

To our results, the data elements of the "pre-disaster" 
category could be the essential data elements in the 
psychiatric emergency record based on the 
participating specialist's perspective.  

Pre-disaster data, which are useful for disaster 
preparedness and immediate disaster response 
planning, may need to be sourced from planning 
offices, councils, statistical offices, mental health 
committees in medical universities, and surveys 
conducted in the region or area. Improving the access 
to these pre-disaster data including data on 
population and epidemiological background as part 
of the health information system disaster planning 
would increase the timeliness and accessibility of this 
data for disaster responsiveness in disasters, even in 
disasters, which start slowly. Baseline information 
such as population-at-risk cannot be obtained in a 
short period, and must be available on an ongoing 
basis before and during the disaster [42, 44]. 

Based on baseline data, mental health responders can 
determine what mental health services have been 
previously provided and what problems need to be 
addressed before providing post-disaster mental 
health services [45].  For instance, Information about 
the pre-disaster status of mental health disorders 

among people affected by disaster is essential for 
rapid and specific intervention, as it may contribute 
to greater post-disaster psychological consequences 
such as PTSD or drug use [40].  This information can 
be stored in the system as information of each person, 
or in the absence of individual information, GIS can 
specify it as scatter maps on the desired area. In the 
aftermath of a disaster, the approach can be used to 
identify the population at greatest risk and to plan for 
targeted interventions to reach them [46]. 

Moreover, having information about pre-disaster 
activities by the mental health responsible section 
could give us an overview of the disaster 
preparedness activities in the affected areas and 
potential abilities and resiliency in emergencies. In 
addition, such information would help organizations 
improve pre- and post-disaster collaborations [45]. 
Mental health preparedness training nurses and 
general practitioners and those related to vulnerable 
populations such as people with disabilities, children, 
women, and elderly people is one of these activities 
should be documented [47]. In the aftermath of a 
disaster, information is also needed on post-disaster 
health problems and priorities, sources of health care 
interventions, and coverage of public health 
programs [44]. 
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Table 3: post-disaster data elements 

D
ata 

classes 

Data elements CVR Accept/Refuse I-CVI K Valid/Invalid 

D
isaster in

fo
rm

atio
n

 

Type of disaster 1 Accept 1 1 Valid 

Date & time 1 Accept 1 1 Valid 
Accessibility way to the area 0.8 Accept 1 1 Valid 

Number of deaths 1 Accept 1 1 Valid 
Number of injured 1 Accept 1 1 Valid 

Number of displaced 1 Accept 1 1 Valid 

Degree of damages to houses 1 Accept 1 1 Valid 
Degree of damages to health centers 1 Accept 1 1 Valid 

Degree of damages to hospitals 1 Accept 1 1 Valid 
Degree of damages to infrastructure 1 Accept 1 1 Valid 

Level of disaster  1 Accept 1 1 Valid 

R
esp

o
n

se team
s 

in
fo

rm
atio

n
 

Setup date of emergency committee 1 Accept 1 1 Valid 

Number of members by expertise 0.5 Refuse - - - 
Date of first team dispatch by expertise 1 Accept 1 1 Valid 

Number of Native mental health forces in affected area 1 Accept 1 1 Valid 

Number of dispatched mental health forces   ( by sex and 
expertise) 

1 Accept 1 1 Valid 

Number of dispatched mental health forces from other cities (by 
sex and expertise) 

1 Accept 1 1 Valid 

Number of International mental health forces 1 Accept 1 1 Valid 
Number of teams in exposed area 1 Accept 1 1 Valid 

Number of expertise in affected area in a month 0.4 Refuse - - - 

M
en

tal h
ealth

 statu
s 

Number (%) of visited tents or house 1 Accept 1 1 Valid 

Number (%) of screening individual 1 Accept 1 1 Valid 

Number (%) of traumatized people 1 Accept 1 1 Valid 
Number (%) of cases with deep depression  1 Accept 1 1 Valid 

Number (%) of cases with acute stress 1 Accept 1 1 Valid 
Number (%) of cases with PTSD 1 Accept 1 1 Valid 

Number (%) of cases deep with anxiety cases 1 Accept 1 1 Valid 
Number (%) of cases with other mental health disorders 0.7 Accept 0.9 0.89 Valid 

Number (%) of performed Suicide cases 1 Accept 1 1 Valid 
Number (%) of attempted Suicide cases 1 Accept 1 1 Valid 

Number (%) of aggressive or harmful cases 0.8 Accept 1 1 Valid 

Number (%) of divorce cases  0 Refuse - - - 
Number (%) of drug abuse cases 1 Accept 1 1 Valid 

Number (%) of cases that need group interventions 1 Accept 1 1 Valid 
Number (%) of cases that need referral/ individual interventions 1 Accept 1 1 Valid 

Number (%) of people who lost one of their family members 1 Accept 1 1 Valid 
Number (%) of children who lost one or both parents (by age & 
sex) 

1 Accept 1 1 Valid 

Number (%) of children that need welfare interventions (by age 
& sex) 

0.8 Accept 1 1 Valid 

Number (%) of materfamilias need welfare interventions  1 Accept 1 1 Valid 
M

en
tal h

ealth
 in

terven
tio

n
s 

Number of a general/ group interventions 1 Accept 1 1 Valid 
Date 1 Accept 1 1 Valid 

Place 0.8 Accept 1 1 Valid 
Subject 1 Accept 1 1 Valid 

Target group 1 Accept 1 1 Valid 

Number of participants 0.8 Accept 1 1 Valid 
Method 1 Accept 1 1 Valid 

Mentor expertise 0.9 Accept 1 1 Valid 
Number of individual interventions  1 Accept 1 1 Valid 

National code 1 Accept 1 1 Valid 
Sex and age of patients 1 Accept 1 1 Valid 

Reasons of referral 1 Accept 1 1 Valid 
Previous mental problem? 1 Accept 1 1 Valid 

Type of intervention 1 Accept 1 1 Valid 
Referrals not accepted by the individual 0.7 Accept 1 1 Valid 

Follow-up result 1 Accept 1 1 Valid 

Number (%) of Toys distributed among children 0.2 Refuse - - - 
Number (%) of people who have family reunification 0.8 Accept 0.9 0.89 Valid 

Number (%) of Messages exchanged between the injured people 
and their families 

0.2 Refuse - - - 

Medicines are available for mental health disorders (by name) 0.5 Refuse - - - 
medicines needed for mental health disorders (by name) 1 Accept 1 1 Valid 

Tools are available for intervention  0.2 Refuse - - - 
Tools needed for intervention  0.7 Accept 0.8 0.79 Valid 

Affected population needs 1 Accept 1 1 Valid 
Number experts in need (by sex & expertise) 1 Accept 1 1 Valid 

Number of days that needed drugs are unavailable 0.7 Accept 0.5 0.3 Invalid 

In order to effectively provide health services to 
those affected by disasters, it is important to consider 
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the type of disaster when assessing morbidity rates 
following disasters. As different disasters affect the 
physical and mental health of the population in 
different ways, planning for the types of health care 
required should be cognizant of these substantial 
differences [48]. This part of our MDS is shared with 
other sections of our registry system and update 
according to the reports received from affected areas 
and it is visible for all sections. 

In disasters, mental health service was delivered in 
various forms such as hospital-based clinical 
services, mobile health camps, psychological first aid; 
community-based psychosocial interventions, 
school-based psychosocial support, and so on. 
Therefore, working in multi-disciplinary teams can 
help ensure the successful progression of mental 
health interventions post-disaster and protect the 
physical and mental health of every team member 
[49]. The routine post-disaster health information 
system should include human resource data so that it 
is kept up-to-date with information from primary 
rescue teams, integrated with emergency medicine 
systems, and governed by unified command [9].  

In disasters, mental health teams must follow three 
core procedures: assessment, screening, and referral. 
They first conduct a thorough assessment of the 
population’s psychological state (assessment), divide 
them into groups based on symptoms (screening), 
and develop different intervention strategies 
(referral) [50]. When a disaster occurs, rapid 
behavioral health assessments can assist state and 
local health departments in determining what 
interventions and services are needed, and identify 
areas and populations that are disproportionately 
affected to aid in resource allocation and service 
distribution. The psychological well-being of the 
affected populations must be assessed and addressed 
promptly, as community resilience depends on 
psychological health [7]. 

We include four mental health disorders that have 
eligibility to remain in our dataset. According to the 
evidence these types of disorders including, Acute 
depression and stress, anxiety, and PTSD are the most 
common consequence of mental health [51], As well 
as increasing suicide rate [52], drug abuse [53], and 
domestic violence behavior [54] associated with 
major depressive disorder and PTSD. In contrast, 
schizophrenia and bipolar disorder do not have 
onsets related to disasters, but PTSD and major 
depression do. Nevertheless, evidence indicates that 
these types of disorders need intervention to prevent 
them from becoming worse since they are part of 
vulnerable populations. Here the pre-disaster 
information about these patients could help mental 
health teams to give faster intervention to them [55]. 

It is important to remember that almost any mental 
illness or psychosocial problem can lead to a variety 
of reactions between individuals and communities, 

ranging from mild to moderate to severe. A variety of 
intervention methods could be employed, from rapid 
training to individual and group discussions by first 
aid workers to specialized clinical care by mental 
health professionals [56].  Using this information, 
practitioners can assess behavioral health needs, 
refer patients to mental health services when needed, 
allocate resources effectively, and target 
interventions appropriately in order to promote 
community recovery and well-being [39]. 

Damage assessment and needs analysis, as well as a 
survey of the available resources, is another activity 
that should be conducted immediately after any 
traumatic event in order to plan and implement 
psychosocial and mental health interventions [27]. In 
the early stages following an event, most individuals 
simply need support and resources rather than 
clinical treatment. For re-establishing psychological 
comfort and safety, it is recommended that practical 
support and resources (food, shelter, money, and 
communication) be prioritized [40]. Moreover, the 
information about the resources is need for better 
services to populations such as essential drugs or 
mental health providers, allows decision-makers to 
respond immediately and appropriately to the needs.  

Data for disaster management needs to be presented 
in fast and accurate ways from mainstream 
information system outputs. Technologies can assist 
in this form of data presentation.  Data generated 
using technologies such as GIS and registries will not 
only assist in rapid assessments but also facilitate 
decision-making for resource allocation, planning, 
and coordination of support as well as assessing the 
effectiveness of mental health interventions. 

Well-defined minimum data set to inform the disaster 
response are needed to design an effective registry 
system. The Sphere handbook and other 
international references on disaster response 
describe this well. These data form part of the 
minimum data set that a routine health information 
system must collect and analyze. 

Among the limitations of this study is that according 
to the rudimentary surveying of the author, no prior 
minimum data set with a focus on mental health 
status in disaster has been proposed thus far, so 
another minimal data set only related to routine 
mental health was utilized to gain primary insight 
into MDSs. In addition, the experts participating in 
both qualitative and quantitative steps in this study 
were from Iran. Therefore, it is recommended to 
conduct similar studies in accordance with the 
culture, needs, and clinical facilities of each country 
to introduce effective indicators for the better 
management, control, and monitoring of mental 
health consequences in disasters. Moreover, results 
that are more comprehensive are likely to be 
obtained if more participants were included in the 
study. 
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CONCLUSION  

Mental health is an essential part of the healthcare 
response to humanitarian emergencies.  In this study, 
a minimum data set was designed and presented with 
the purpose of providing a foundation for designing 
an electronic registry system or other data collection 
system. This system allows policymakers and 
practitioners to quickly evaluate behavioral health 
needs, effectively allocate resources, and 
appropriately target interventions to help promote 
recovery of disaster-affected communities.  Besides 
facilitating and promoting disaster response 
programs and measures, these relevant and quality 
statistics and information provides a good basis for 
preparing the reports that are the basis for improving 
existing programs to better respond to the next 
disasters. 
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