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Abstract: Addressing the psychological mechanisms and structural inequalities that underpin mental
health issues is critical to recovery following disasters and pandemics. The Asia Pacific Disaster
Mental Health Network was established in June 2020 in response to the current disaster climate and to
foster advancements in disaster-oriented mental health research, practice and policy across the region.
Supported by the World Health Organization (WHO) Thematic Platform for Health Emergency and
Disaster Risk Management (Health EDRM), the network brings together leading disaster psychiatry,
psychology and public health experts. Our aim is to advance policy, research and targeted translation
of the evidence so that communities are better informed in preparation and response to disasters,
pandemics and mass trauma. The first meetings of the network resulted in the development of
a regional disaster mental health agenda focused on the current context, with five priority areas:
(1) Strengthening community engagement and the integration of diverse perspectives in planning,
implementing and evaluating mental health and psychosocial response in disasters; (2) Supporting
and assessing the capacity of mental health systems to respond to disasters; (3) Optimising emerging
technologies in mental healthcare; (4) Understanding and responding appropriately to addressing
the mental health impacts of climate change; (5) Prioritising mental health and psychosocial support
for high-risk groups. Consideration of these priority areas in future research, practice and policy will
support nuanced and effective psychosocial initiatives for disaster-affected populations within the
Asia Pacific region.
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1. Introduction
Disasters create an environment of disruption, trauma and grief, with potential for sustained
mental health impacts. Heightened stress during pandemics and disasters can impair individual
wellbeing (with effects on psychological health and sleep), cognitive function (memory, concentration
and executive function), high-risk behaviours (alcohol and substance use, increased rates of domestic
violence) and behavioural outcomes (such as compliance or disregard for public health orders) [1,2].
The mental health effects of disasters result not only from trauma exposure but may also arise from the
implementation of public health response strategies such as quarantine, physical and social distancing
or evacuation [3,4]. Economic insecurity, unemployment or underemployment, school closures and
the shutdown of regional infrastructure can have devastating effects for population mental health.
In addition, concerns regarding safety measures and sufficient supply of personal protective equipment
can contribute to psychological distress [4,5]. Moreover, while many people demonstrate tremendous
resilience during emergencies and in the immediate aftermath [6], the long-term psychological effects
of disasters and pandemics are often debilitating [7,8].
The Asia Pacific region records the highest frequency of hazards and greatest number of people
affected by disasters annually [9,10]. The immense psychological consequences are particularly
concerning in nations with developing mental health systems and services [11]. A significant
proportion of mental health need is unmet, and this has substantial effects on the social ecology and
economic stability of affected communities. As climate change, growing urbanization, population
density and animal–human viral transmission generate increasingly severe impacts of hazards and
health emergencies, attention to mental health will be critical.
In response, the Asia Pacific Disaster Mental Health Network was established in June 2020 to create
a collaborative platform for rigorous research, evidence-based practice and tailored policy designed
to support improvements in mental health among disaster-affected communities. The network is
supported by the World Health Organization (WHO) Thematic Platform for Health Emergency and
Disaster Risk Management (Health EDRM) and its research network [12]. At its formation, the network
represented seven Asian-Pacific nations, and it is growing. The network’s membership represents
practitioners and scholars with broad interdisciplinary expertise in the fields of humanitarian response,
psychiatry, psychology, public health, disaster risk reduction, human rights and security, indigenous
mental health, emergency and mental health services and climate change action. In its first meetings,
the network sought to determine an agenda for the advancement of disaster mental health evidence
and practice within the region that would inform the design of future collaborative research, policy
development and delivery of services.
2. Materials and Methods
The Asia Pacific Disaster Mental Health Network comprises fifteen representatives (57% female),
selected for their expertise in responding to health emergencies and natural disasters, and work with
trauma-affected communities within the region. The network is open to all Asia Pacific nations and
currently includes representatives from Australia, Japan, China, Nepal, Sri Lanka, India and the USA.
The purpose of the network’s early meetings was to establish a collaborative platform for future
research and policy development and set overarching priorities in line with the goals of the WHO
Thematic Platform for Health EDRM and its research network. Monthly meetings are conducted
via videoconference. The selection of research priorities was conducted through open consultation
within the network. An iterative-generative reflective method was adopted, whereby experiential
knowledge of network members gleaned through their immersion with affected communities allowed
for iterative debate [13]. As reflective-generative practitioners, each network member provided
community-relevant insights as to potential priority areas. An iterative and deliberative discussion
occurred across two meetings, held in June and July 2020. A list of key priorities identified by the group
as central to mental health practice, research and policy within the region was generated. Thirteen
representatives attended the first meeting and ten representatives attended the second. Impromptu
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responses on the priority list were systematically collated; the list was adapted following a second
round of discussion and then circulated among the representatives for feedback. An additional round
of input from representatives on the priorities and supporting evidence was incorporated into the
write-up. All network members contributed to and provided feedback on the final priority list.
3. Results
3.1. Key Priorities for Disaster Mental Health
Large-scale climate disasters, severe wildfires and the COVID-19 pandemic have drawn renewed
global attention to disaster response this year. The COVID-19 pandemic has amplified the structural
injustices of race, faith, gender, age, migration and economic inequality within and across societies,
with significant implications for mental health (e.g., [14–18]). Addressing structural disadvantage and
inequality is vital, and without attention to these issues, many mental health difficulties during and after
disasters may not be amenable to psychological treatment. Mental health practitioners and researchers
play a vital role in highlighting injustice, community needs and the role of economic empowerment in
supporting mental health. It is critical that psychological first aid and evidence-based interventions
suitable for response to mass trauma events are implemented to support individual, family and
community level improvements in mental health, recognizing that psychological distress occurs on a
continuum and multi-level strategies are required [19,20]. First, broad public health strategies such
as psychological first aid, mental health education, family reunification and child-friendly spaces,
should be implemented at the community level to address general distress following an event; second,
delivery of low-intensity programs to assist those dealing with sustained distress and psychological
difficulties; third, clinical treatment provided for those with diagnosable conditions [19,21,22]. However,
the effectiveness of treatments will vary due to the sociocultural context in which they are delivered [23].
A nuanced, solution-based approach will support significant advancements in this field. In line with
this point, we identified the following priorities for a regional disaster mental health agenda.
3.2. Strengthening Community Engagement and the Integration of Diverse Perspectives in Planning,
Implementing and Evaluating Mental Health Response
Reinforcing local social networks, social solidarity and engagement with community groups in
responding to disasters and other mass trauma events will enhance psychosocial outcomes [24–26].
Community-driven responses are led by the community and may invite external agency partnership,
whereas community-supported responses are facilitated by an external agency with the endorsement
of the community [27]. Central to both approaches is that the community be recognised as valued
authorities on their own lived experience. Listening to and incorporating diverse knowledges and
multiple perspectives are essential to ensure that mental health services and psychosocial initiatives
designed for any community are accessible, acceptable, culturally secure and developmentally
appropriate [28] and that intervention models, disaster risk reduction strategies and mental health
policy are designed and delivered in ways that are meaningful and relevant [29]. Furthermore,
emerging evidence suggests that mutual reinforcement of public health messages and actions among
community members has positive implications for health-related behaviors and compliance with
public health directives during pandemics [30]. Restoring connections to the natural environment will
have additional mental health benefits [31]. Working within existing community social structures and
across a broad cross section of the community—with Elders, youth, local faith leaders and community
groups—helps to establish respectful and collaborative relationships. Measures to access broad input
and community guidance will result in treatment models, services and strategies that meet the diversity
of mental health needs [32–34].
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3.3. Supporting the Capacity of Mental Health Systems to Respond to Disasters
Disasters create multiple waves of healthcare need. Early response requires a focus on physical
injuries, bereavement and re-establishing critical infrastructure for survival [35]. Establishing conditions
for safe recovery will lessen distress for a vast majority of the population [19,36]. Mental illness tends
to emerge in a second surge of health need, often months and years following the initial emergency [37].
However, the COVID-19 pandemic highlighted mental health needs that required immediate support
during this crisis [2,5]. Health systems need to be prepared to address the short- and long-term mental
health needs that arise within disaster-affected settings. Disaster response must begin with a diverse
and well-supported workforce and include ensuring that workers are trained and supported with
ongoing supervision and further training in psychological care for traumatized people—including
how to cope with the added overlay of mass trauma impacts. Where disasters are more likely to
affect remote areas, infrastructure to support regional health workers and digital health platforms will
be important [38]. Lessons learned from the COVID-19 pandemic have already sparked significant
expansion of mental health systems in many nations, including in China, where an increased workforce
was engaged in order to address the psychological distress and grief arising from the pandemic in
Wuhan [39,40]. Similar initiatives have been developed in other parts of the Asia Pacific region,
including increased mental health budget funding in Australia [41], improved and expanded mental
health helpline services in Nepal [42] and increased in-person and remote counselling services in
Japan [43]. The challenge will be an ongoing commitment to the long-term sustainability of services to
address the growing incidence of disaster-related trauma and grief within our region and ensuring
that first responders, medical, nursing and allied health staff are well supported [44,45]. Mental health
services research is both urgent and critical to evaluate the efficacy of models for rapid upskilling
and ongoing support of the healthcare workforce, and to design and implement the appropriate
expansion of access; acceptability and cultural security of services; effectiveness of trauma-informed
treatments in low resource settings and community-based strategies to prevent the escalation of
psychological distress.
3.4. Optimising the Integration of Digital Platforms in Mental Healthcare to Support Access and Acceptability
of Care
The COVID-19 pandemic has fast-tracked the development and widespread adoption of technology
in mental healthcare in many settings. Digital mental health services include treatment sessions
conducted via video call, telephone helplines, clinical text messaging services, digital health applications
and platforms, online streaming and therapy services and mass dissemination of mental health resources
on social media [39,46]. Enabling the safe continuation of mental health services during lockdown
or physical distancing, tele-mental health services have been widely implemented in many nations
including China, Japan, Australia and New Zealand and have received additional funding for
development and dissemination globally [39,47,48]. New and adapted technologies have the potential
to transform the delivery of mental healthcare, as care can be tailored on a personal level, provided
anywhere, be perceived as less stigmatizing and can empower people to take a more active role
in their own healthcare decisions [49–51]. Although many settings within the Asia Pacific region
still lack reliable access to electricity, internet and phone coverage, all limiting the use of digital
mental healthcare [52]; the growing ubiquity of smartphone use has enabled rapid communication of
disaster and mental health messaging, reaching populations less likely to be engaged with mainstream
health services, such as international migrant workers [53]. Technology may also enable people to
maintain the social connections that are critical to mental health and wellbeing outcomes. However,
the digitalization of mental healthcare has possible negative implications. Reliance on technology can
lead to social disengagement, and there are increasing concerns about the potential for misinformation
with unregulated online information, as well as technical issues, unreliable internet access, low digital
competences of health providers and clients, safety of data handling and perceived loss of therapeutic
relationships [49,54]. It is thus essential to now identify which services and strategies have proven to

Int. J. Environ. Res. Public Health 2020, 17, 6144

5 of 9

be protective and efficient in improving mental health outcomes in the context of COVID-19 so as to
design approaches that will have relevance beyond this pandemic.
3.5. Addressing the Mental Health Impacts of Climate Change
Climate change has increased the frequency and severity of natural disasters in the Asia Pacific
region, with resulting risks for mental health problems [55–57]. The relationship between climate
change and mental health impacts can be direct, by experiencing trauma caused by climate hazards,
or indirect, through resulting physical health consequences, increased economic vulnerability and
detrimental effects on community cohesion [55,56]. Further indirect effects from climate change
may arise through a reduced sense of hope and self- and community-efficacy, identified as essential
elements in recovery from mass trauma events such as natural disasters [58]. Within the Asia Pacific
region, Indigenous communities and those dependent on agricultural production or coastal fishing
experience disproportionate adverse impacts of climate change [55,56,59]. However, the effects
are broadening—the Australian 2020 wildfires demonstrated widespread ecological and economic
damage—with substantial psychological effects [38,60]. Similarly, climate change has had significant
effects on mental health in the Pacific Island of Tuvalu [59], where the changing climate threatens
irreversible changes to the way of life [61]. Climate-related hazards (i.e., tropical cyclones and
increasing ocean temperatures) combined with urbanization, land shortages, overcrowding, limitations
in infrastructure, services and poor governance have resulted in high levels of stress, anxiety and
depressive symptoms among the Tuvaluan population [59]. Similar issues accompanied the impact of
2013 super typhoon Haiyan in the Philippines [62]. Direct and indirect mental health consequences
from climate change are current and understudied [57]. This gap in our knowledge requires our
immediate and collective attention in order to bring about an efficient, effective and holistic approach
to mitigating the inequity of climate change impacts on mental health, led by local experts. This effort
must become a central focus of disaster risk reduction in the coming decades.
3.6. Prioritising Mental Health and Psychosocial Support for High-Risk Groups
High-risk groups, including those disadvantaged or discriminated against due to the characteristics
and intersection of age, gender, sexuality, ethnicity, faith, ability, migration and economic status, may be
at greater risk of mental health difficulties during and after disasters [63,64]. In addition, those affected
by domestic violence, chronic mental illness, forced displacement, job loss or homelessness will require
tailored solutions [65]. The damage to the natural environment from climatic hazards may also generate
an additional level of pain and loss for First Nations people with historical and cultural connections to
the land [66], as well as for many others who find solace and peace in the persistence of nature. Failure
to recognize historical circumstances and cultural values can result in interventions reinforcing existing
patterns of disadvantage and prejudice [67]. Risk factors are dynamic, and an individual’s level of
vulnerability during disasters is dependent on a range of contextual factors, resulting in resilience at
times and vulnerability at others [63]. For example, there is a complex relationship between disaster
exposure and suicide risk, with increased risk associated with large-scale disaster impacts and length of
time following exposure [68]. Specific groups, such as working-age men and older women, and factors
including limited social connections, economic insecurity, living in temporary housing and pre-existing
or new mental health conditions may increase suicide risk following disasters [68,69]. COVID-19 has
demonstrated the potential for mental health risks to emerge as a result of both disaster-related trauma
and the public health safety measures implemented to reduce transmission. This has been highlighted
in Nepal, where widespread job loss and economic insecurity arising from government lockdown
measures during the pandemic has resulted in a tragic spike in suicides, with 1200 deaths reported due
to suicide during the 74 day lockdown [70,71]. Established mental health services in Nepal are working
to provide helpline services through telephone and social media and further improve the capacity of
community psychosocial workers to respond to individuals experiencing psychological distress [42].
Thus, effective services working within high-risk communities must be supported to continue and,
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where needed, expand their services during and after disasters. As we see an increasingly sophisticated
global response to disaster risk reduction, inclusion and support for high-risk groups will be vital for
effective mental healthcare.
4. Conclusions
The Asia Pacific Disaster Mental Health Network was established to foster advancements and
coordination of psychosocial supports and mental health service delivery, policy development and
collaborative research in the region. In line with the priorities of the WHO Thematic Platform for Health
EDRM and its research network [12,72], the Asia Pacific Network aims to contribute to improvements
in mental healthcare and psychosocial support through rigorous research and policy. Within the context
of the COVID-19 pandemic and recent climatic hazards, the network set an agenda that prioritises
strengthened community engagement, improved capacity for mental health and community services
to respond to the needs of disaster-affected populations, integrating emerging technologies, addressing
the impacts of climate change and supporting high-risk groups. Through multidisciplinary regional
partnerships, the network will contribute to effective and culturally secure intervention design and
delivery, translation of evidence to support community preparedness and response, and the collection
of high-quality data to inform knowledge, policy and practice specific to the Asia Pacific region and
relevant across the globe.
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