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ABSTRACT

Background. The Philippines faces a challenge in addressing the mental health needs of internally displaced persons 
(IDPs) following disasters. The lack of an integrated mental health triage system within evacuation centers and the 
shortage of specialists trained in post-traumatic stress triaging have hindered effective emergency response. Existing 
interventions primarily focus on traditional trauma and psychiatric symptoms, often lacking standardized mental 
health triage classifications and leading to data gaps, complicating resource allocation decisions.

Objective. To develop a culturally relevant mental health triage system, this study proposes the "Unahon Tool" to meet 
the needs of Filipino IDPs. Integrating with existing medical triage protocols equips frontline responders to identify 
stress-related concerns, enables informed decision-making for mental health and psychosocial support (MHPSS) 
allocation, and optimizes resource utilization.

Methods. The study involved key informants, including disaster responders, mental health specialists, and government 
officials, who participated in interviews and focus group discussions. Thematic analysis was used to identify behavioral 
aspects affecting IDP communities. The Unahon Tool development incorporated disaster response frameworks, 
mental health interventions, and other existing triage tools. A red-yellow-green categorization system was employed 
based on the severity and urgency of observed behaviors. Stakeholder consultations and expert reviews guided tool 
refinement.

Results. The final Unahon Tool includes 17 behaviors 
categorized into red (urgent), yellow (moderate), and 
green (low) severity levels. It provides corresponding 
recommended interventions to aid responders. During 
direct observations, yellow-category behaviors like 
shouting and cursing were prevalent. Responders 
focused on reminders for peace and order in response 
to these behaviors. The tool's "Notes" section was 
identified as a potential area for contextual information 
inclusion.

Conclusion. The Unahon Tool fills a crucial gap in the 
Philippine disaster response infrastructure by offering a 
behavior-based mental health triage system. It enables 
responders to prioritize mental health resources effect-
ively, reducing the burden on specialists and enhancing 
overall disaster response effectiveness. Future directions 
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include expanding tool adoption beyond Metro Manila, 
translating it into regional languages, and developing 
a version for children and teenagers. Collaboration 
with other regions and age groups will ensure broader 
applicability and effectiveness in addressing mental 
health needs among diverse IDP populations.

Keywords: mental health, triage tool, disaster, evacuation 
center, Philippines

INTRODUCTION

Internally displaced persons (IDPs) often grapple with 
post-traumatic stress reactions in the wake of disasters. How-
ever, the existing emergency response infrastructure in the 
Philippines lacks an important component to consider during 
disaster recovery—an integrated mental health triage system 
within evacuation centers and camps, along with specialists 
specifically trained for post-traumatic stress triaging.1 Mental 
health triages typically employ a color or letter "tagging" 
system to categorize patients' severity, ranging from red 
for high-risk cases requiring immediate care to green for 
lower-risk cases, necessitating intervention when resources 
permit.2-6 Traditionally, assessment and interventions have 
focused on addressing conventional trauma and psychiatric 
symptoms, chiefly in emergency cases involving suicidality, 
violence, as well as symptoms of psychosis (e.g., hallucinations) 
and other severe mood or perceptual disturbances (e.g., disor-
ganized thinking or speech, flashbacks). Given their emphasis 
on more psychiatric presentations of stress and trauma, such 
triage systems and their prescribed mental health service 
responses rely heavily on the expertise of specialists. They 
also fail to account for more behavioral and interpersonal 
manifestations of post-traumatic stress, such as disruptive 
communication and expression (e.g., shouting, cursing).2-6 

In the Philippines, various organizations use different 
documentation systems, but they lack standardized mental 
health triage classifications, hindering the provision of 
timely and appropriate care.1 This deficiency results in data 
gaps, complicating resource allocation decisions, particularly 
in resource-scarce post-disaster scenarios. For instance, 
the Disaster Assessment Family Card (DAFAC) of the 
Department of Social Work and Development (DSWD) 
focuses on demographic and socioeconomic data but 
does not address mental health needs, while some local 
government units (LGUs) like Marikina City use locally 
developed tools that vary significantly in their focus and 
comprehensiveness.7-9 While some foreign-developed mental 
health triage systems exist2-6, they focus on trauma exposure 
and clinical trauma symptoms and/or focus on psychiatric 
symptoms of the individuals. In addition to this, these triage 
systems are also complex and demand extensive training and 
knowledge, which may be more challenging in the Philippine 
setting, where there are only an estimated 2.02 mental health 
professionals per 100,000 Filipinos.10 Furthermore, given this 

scarcity, disaster mental health response typically includes a 
wider variety of responders, such as teachers, parish workers, 
community leaders, and staff of government agencies, whose 
training on mental health response may not include detection 
and intervention for severe psychiatric cases 

Government agencies and responders have also used 
locally developed mental health assessment tools. However, 
these function as screening tools to detect signs and symptoms 
of mental illness or to make an inventory of those presenting 
psychological risk factors among IDPs.11,12 At the same time 
that stress and trauma reactions may develop into symptoms 
of mental illness, they are not limited to such presentations 
either. Issues of harm or disruption to the evacuation 
community also become a risk as large groups are thrust 
into unfamiliar environments with limited resources.13-15 In 
addition, stressors that aren’t necessarily pathological in a 
clinical sense, such as strained relationships and existential 
concerns, may also cause significant distress to IDPs.13,15 Such 
incidences have yet to be indicated in mental health triage 
systems used in medical settings, as well as the diagnostic or 
inventory forms used by local responders. Furthermore, these 
tools do not include recommended responses or interventions 
to detected symptoms or reactions, which may impede a 
responder’s decision-making process, especially for those who 
are less experienced in mental health response.16 

Recognizing the scarcity of specialists and the varied 
presentation of stress and post-traumatic reactions that go 
beyond psychiatric symptoms, particularly during large-scale 
disasters, there arises a pressing need for a more streamlined 
and locally relevant approach. To address this challenge, this 
study proposes the development of a mental health triage 
system designed to meet the needs of the Filipino population. 
This system, when integrated with existing medical triage 
protocols, equips disaster responders with the tools to identify 
stress-related concerns that could compromise safety. It also 
enables informed decision-making for the timely provision 
of mental health and psychosocial support (MHPSS) while 
optimizing resource allocation. Such an approach prevents 
overburdening specialist responders and enhances the overall 
effectiveness of disaster response efforts.16

Hence, this study responds to the demand for a context-
ually appropriate mental health triage system in post-disaster 
Filipino settings and outlines the development process of 
the "Unahon Tool." The term "Unahon" originates from 
the Bisaya word meaning "to prioritize." Its development 
followed an indigenous approach17, drawing from established 
MHPSS frameworks (e.g., IASC)18, disaster-related stress 
and trauma literature, prevailing medical and mental health 
assessment protocols during disasters, clinical risk assessment 
practices (e.g., target hierarchy framework from Dialectical 
Behavior Therapy)19, and insights from cultural informants, 
including disaster responders and MHPSS specialists with 
experience in evacuation camps and centers. The current study 
highlights how such information shaped the development 
of the Unahon Tool.
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IASC MHPSS Framework in the Philippine Context
According to the Inter-Agency Standing Committee 

(IASC), a humanitarian coordination forum of the United 
Nations system, responders should provide MHPSS using a 
multi-layered system of support to meet the mental health 
needs of groups and individuals (Figure 1).18 The integration 
of basic services, community, and family support, focused non-
specialized supports, and specialized supports helps ensure 
that responders provide diverse, holistic, and appropriate 
care for IDPs who may be experiencing a variety of mental 
health concerns.

While effectively providing basic services and security for 
all IDPs can already positively impact their mental health, 
other IDPs may require a different response. The IASC 
pyramid illustrates that after ensuring basic services for all 
individuals in an evacuation center, a smaller number of people 
will require the MHPSS interventions at the higher levels, 
with the smallest percentage of IDPs requiring specialized 
services. As each level increases, the MHPSS interventions 
become more focused and specialized.

In addition, the IASC guidelines identify action sheets 
covering the following areas: Coordination, Assessment; 
Monitoring and Evaluation, Protection and Human Rights 
Standards, Human Resources; Community Mobilization 
and Support, Health Services; Education, Dissemination of 
Information, Food Security and Nutrition, Shelter and Site 
Planning, and Water and Sanitation. Each action is guided 
by the core principles of the IASC, which are human rights 
and equity, participation, do no harm, building on available 
resources and capacities, integrated support systems, and 
multi-layered supports.

In the Philippine context, the principles and components 
of the IASC guidelines were adopted by the National 
Disaster Risk Reduction and Management Council 
(NDRRMC) Memorandum 62, which is also known as the 
National Guidelines on Mental Health and Psychosocial 

Support.20 Its main purpose is to set guidelines for the 
proper implementation of “essential minimum high-priority 
responses in emergencies and disasters.” It seeks to assist in 
the development of policies, planning, and implementation of 
responses for people’s mental health and psychosocial well-
being, endorse an institutional framework and systems for 
MHPSS management, define roles and responsibilities of 
stakeholders involved in the responses; ensure and facilitate 
effective coordination of MHPSS; and ensure adherence to 
MHPSS related activities. Such principles also guide the 
training and capacity-building of disaster responders in 
carrying out MHPSS response.21

Stress- and Trauma-related Reactions to Disasters
Following initial life-saving emergency care, disaster 

survivors often seek temporary refuge in evacuation centers 
or camps, where their recovery becomes intricately linked to 
their mental well-being. In diverse disaster scenarios, notably 
elevated stress levels and potential trauma reactions are nearly 
ubiquitous, leading to a range of behavioral, cognitive, and 
emotional changes among those affected by these catastrophic 
events. Survivors may grapple with shock, numbness, negative 
emotions like fear or anger, feelings of guilt and hopelessness, 
or may neglect self-care and caregiving responsibilities.18,21,22

While disaster survivors can indeed experience stress- 
and trauma-related reactions, it is essential to recognize 
that many individuals effectively cope with and recover 
from these challenges, especially when they receive basic 
and MHPSS services and when they resume their daily 
functioning.23 Nevertheless, it is crucial to acknowledge that 
stress and trauma reactions can sometimes divert attention 
from adherence to necessary care protocols.24 Moreover, 
unaddressed stress reactions can lead to delays in managing 
more urgent issues, such as severe mental health conditions.

Additionally, the absence of mental health and 
psychosocial services in some evacuation centers exacerbates 
the plight of camp residents, impeding their recovery.25 
Alongside stress-related reactions and other mental health 
risks, disaster survivors contend with disrupted social 
relationships, economic strain, and temporary or permanent 
displacement.15 Indigenous populations with strong ties to 
their ancestral lands may also experience fear and anxiety from 
being displaced, being unable to freely practice their cultural 
traditions, and limited access to food and medicinal plants.26 

Furthermore, it is imperative to consider that disasters are 
multifaceted events influenced by factors such as the nature 
of the disaster itself, the actions of responders, personal safety 
concerns, inter-agency and intra-organizational coordination 
challenges, sociopolitical dynamics, and cultural factors. 
All these elements can significantly impact the response 
following a disaster.1

In emphasizing the comprehensive scope of the Unahon 
Tool, it is important to recognize that it extends beyond 
the traditional psychiatric boundaries of stress and trauma-
related reactions. Apart from the distress directly linked 

Figure 1. IASC pyramid of MHPSS interventions.18
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to the disaster, it encompasses secondary stressors (such as 
food security, job loss, strained relationships, and existential 
concerns) and pre-existing stressors that may surface among 
disaster survivors.13-15 The Unahon Tool’s distinction lies in its 
ability to address all these psychosocial concerns by focusing 
on the behaviors that a disaster responder observes in an 
evacuation center without fixating solely on conventional 
trauma symptoms that can inadvertently overlook or 
misinterpret other vital psychosocial aspects, potentially 
mischaracterizing them as personality traits, diagnoses, or 
even criminal behavior.

Mental Health Assessment Tools in Evacuation 
Centers

Existing local mental health assessment tools from 
the Department of Health (DOH) and the Department of 
Social Welfare and Development (DSWD)—both leading 
government agencies in implementing MHPSS at the national 
level—are mainly inventory forms of IDPs presenting risk 
factors and interventions needed and completed in evacuation 
camps or centers.7,12 Such assessments are part of a larger set 
of inventories used to keep track of all available and needed 
resources. At the level of the local government, social welfare 
and city health offices use similar inventory forms, though 
these focus more on family details and emergency medical 
response, respectively.8,9,27

Specialists have also made use of mental health screening 
tools to capture disaster experiences among survivors in 
evacuation centers. For instance, the use of the Self-Report 
Questionnaire (SRQ)28 was documented following the 
eruption of Mt. Pinatubo in 199111. The SRQ was developed 
to screen individuals for the presence of a psychiatric disorder 
by asking patients if they experience certain symptoms or 
signs of disorders (e.g., “Do you often have headaches?” “Do 
you sleep badly?”). The five additional items to the SRQ 
developed during the Pinatubo eruption assess the presence of 
trauma symptoms (e.g., “Have flashbacks of what happened,” 
“Feel bad when in situation that reminds of the disaster,” 
“Make a point to stay away from place that reminds of the 
disaster”).11 While the SRQ provides information regarding 
diagnosis and symptoms that may place IDPs at risk, it differs 
from a triage system in that it does not include categorizing 
and prioritizing IDPs, as well as making decisions on how to 
allocate available resources in an evacuation center. 

Objectives

In light of the diverse spectrum of mental health concerns 
that internally displaced persons (IDPs) may confront in the 
aftermath of a disaster, the researchers aimed to develop a 
comprehensive mental health triage system that complements 
the existing frameworks, protocols, and assessment systems 
employed within the local context. This study serves as a focal 
point in the ongoing development of this system, with specific 
emphasis on the results stemming from the needs assessment 

phase conducted as part of the Unahon Tool project. This 
phase critically examines the behavioral aspects that may 
disrupt the IDP community, ranging from psychiatric 
concerns to crisis management issues, in order to create a 
holistic triage approach.

The researchers highlight the significance of incorpo-
rating the insights and experiences of diverse cultural infor-
mants, including disaster responders seasoned in working 
within evacuation centers, as well as mental health specialists 
(such as psychologists, psychiatrists, and social workers) 
who have delivered mental health and psychosocial support 
(MHPSS) services within these contexts. Government 
officials responsible for overseeing the provision of MHPSS 
following disasters also contribute valuable perspectives. 
This inclusive approach ensures that the Unahon Tool not 
only aligns with established literature and research but also 
resonates with the practical realities and unique nuances 
encountered in the field.

The needs assessment conducted as part of this study 
serves as a critical step in identifying the essential features 
and components that should be integrated into the Unahon 
Tool. By focusing on behavioral aspects that demand worker 
attention, from psychiatric concerns to crisis management 
issues, the objective is to create a robust mental health 
triage system that can effectively address a wide spectrum 
of mental health challenges experienced by disaster-affected 
individuals, ultimately fostering community well-being and 
resilience. However, the Unahon Tool currently focuses on 
observable behaviors of IDPs. Monitoring of stress-related 
behaviors and/or responses of responders is beyond the scope 
of this study. 

Materials and Methods

Participants
Participants were selected through purposive sampling 

and gathered by contacting local government agencies in 
Metro Manila, government offices, international and local 
non-government organizations, and experts in the field of 
disaster response. These organizations volunteered a roster of 
available disaster responders to participate in the initial phase 
of the research. Key informants (n = 21) of this phase are 
disaster responders whose backgrounds include but are not 
limited to medical doctors, nurses, firefighters, psychologists, 
social workers, and volunteers. Some participants have been 
in disaster response for decades, while others have only 
been in the field for a few years; however, all of them have 
experienced responding to various disaster situations. All 
participants have received some form of training in mental 
health (such as Psychosocial Processing and Psychological 
First Aid) from their respective organizations and/or as part 
of their education.

During the stakeholder consultation phase, an additional 
twelve participants (n = 12) from government units, non-
government organizations, and volunteer groups were invited 
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to focus group discussions (FGDs) and interviews to orient 
them about the tool and elicit their feedback on it. Another 
30 participants were administered the Unahon tool during 
the pretest portion of the consultation phase to test the tool 
in scenario-based exercises. These participants are responders 
and office staff recruited from two local government units. 
Similar to the previous phase, all participants have received 
training in mental health response. 

Procedures
The procedures encompassed three key components. 

First, the researchers conducted a literature review by 
collecting and reviewing available disaster assessment forms 
and protocols from various national and local government 
organizations in order to identify gaps in mental health 
assessment in evacuation centers. These materials were found 
through a comprehensive search of online databases (e.g., 
PubMed, Scopus, PsycINFO, ERIC, and Google Scholar) 
and coordinating with local government agencies and 
organizations for available policies or assessment forms. The 
last step of the literature review involved synthesizing key 
findings from the reviewed literature and relevant sources.

Next, the researchers did a needs assessment to gather 
information about disaster responders’ experiences. The 
researchers conducted a total of five focus group discussions 
and eight individual interviews, and gathered information 
about participants’ experiences, challenges, and protocols in 
response to mental health concerns encountered, particularly 
in evacuation centers. Some questions asked during the 
FGD and interviews include the following: “What is your 
background in disaster and camp management?”, “What 
psychological conditions do some of the disaster survivors 
present or exhibit?”, “What were the biggest concerns that 
you had as a service provider?”, “What were the challenges 
you encountered in deciding what service to provide?”, “How 
did you manage challenges?”, and “What would be a useful 
design of a mental health triage tool for you?” Additional 
questions were raised to probe for more information, when 
needed. Participants also gave their inputs about elements of 
a mental health triage tool (e.g., format, design, content) that 
could aid them in their response. 

Following the early development of the tool, the 
researchers conducted a direct observation in one of the 
evacuation camps in Metro Manila in coordination with the 
local government’s social services development department. 
The IDPs were evacuated and brought to the camp due to 
a fire. During the observation, the researchers tested the 
Unahon Tool, using it as the framework for systematically 
recording observable behaviors among the IDPs. Behaviors 
were classified into risk categories—Red (high risk), Yellow 
(moderate risk), and Green (low risk)—based on indicators 
defined in the tool. Field notes were taken to capture 
additional contextual details, such as environmental factors 
and interactions among the IDPs. To ensure adherence to 
ethical protocols, the researchers engaged only with responders 

and avoided direct interaction with the IDPs, minimizing 
disruption and stress while respecting the participants' privacy 
and well-being. 

Finally, during the stakeholder consultation phase, 
participants were oriented to the Unahon Tool (i.e., its 
purpose, parts, and procedure) and interviewed about the 
clarity, relevance, and appropriateness of each behavior item. 
They were also asked to provide any feedback on the format 
and content of the tool. In the pretest portion, participants 
were provided the same orientation during the brief training 
program. This training also included elaborating on the tool’s 
items and demonstrating its use through sample cases. The 
objective of the pretest was to check if participants could 
identify behaviors described in specific scenarios and correctly 
categorize them into Red, Yellow, or Green using the tool. 
The pretest was composed of five scenario-based questions, 
each detailing cases of adult IDPs and behaviors they were 
exhibiting in an evacuation setting. Cases also included 
relevant background details such as the IDPs’ ages, occupation, 
civil status, and medical history. Participants used the Unahon 
Tool to identify the behaviors they noted in the scenarios and 
categorized them accordingly. The suggested interventions on 
the right side of the tool were not tested during this phase. 
In addition, participants used a Likert scale ranging from 1 
(not at all) to 5 (extremely) to rate how clear, relevant, and 
appropriate the items and cases were.

Data Analysis
This study used thematic analysis to identify relevant 

and recurrent themes.29 The researchers’ coding approach 
was inductive and comprised three stages: open coding, 
axial coding, and selective coding. Open coding involved a 
detailed examination of the data, including transcribed FGD 
and interviews, with codes applied line-by-line, paragraph-
by-paragraph, and segment-by-segment. These codes were 
considered tentative and subject to revision as the analysis 
progressed. Through axial coding, the research team established 
connections between codes, organizing them into meaningful 
categories to uncover data patterns. Finally, selective coding 
integrated all categories around a core category, facilitating 
the development of overarching themes or main themes. 

To ensure the reliability and validity of the analysis, 
the research team employed iterative engagement with the 
data, regularly revisiting the raw transcripts to confirm the 
alignment of codes and themes with participants’ narratives. 
Reflexive discussions were conducted throughout the 
coding process to critically examine interpretations and 
ensure consistency across researchers. Additionally, member 
checking was utilized, wherein selected participants reviewed 
preliminary findings to validate their accuracy and relevance. 
Feedback from participants was incorporated into the final 
themes, ensuring that the results authentically represented 
the experiences of disaster responders. The analysis was also 
grounded in the primary concerns expressed by disaster 
responders during the FGD: (1) the identification of 
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individuals needing assistance or at risk of self-harm, and 
(2) addressing IDP behaviors jeopardizing responder’s safety 
and job effectiveness. These concerns served as the guiding 
framework for the main thematic findings.

The same iterative process was used to analyze the 
qualitative data gained from the stakeholder consultation. 
Stakeholder feedback was also analyzed using an inductive 
content analysis to identify codes and group them into content 
categories relevant to the revision of the tool. This type of 
analysis is typically used when there is little known research 
about an area or if the approach is not solely dependent on 
an existing theory or model. This method may be also more 
relevant for areas such as health practice and developing 
guidelines or policy, as interview questions may elicit 
more specific descriptions of situations or experiences that 
could inform how research findings may address particular 
problems.30 This method was used alongside a statistical 
approach, the Kuder-Richardson Formula 20 (KR-20), which 
was used to compute the tool’s reliability during the pretest 
phase. The KR-20 is used to measure reliability of tests and 
instruments with binary variables. In the case of the Unahon 
Tool, reliability was based on whether or not participants 
consistently observed the correct behavior and categorized 
these accurately. 

Ethical Considerat﻿ions
Ensuring the psychological well-being of disaster 

responders was a key priority throughout the study. The 
research team adhered to ethical guidelines approved by the 
University of the Philippines Manila Research Ethics Board 
(UPMREB) and took precautionary measures to minimize 
psychological risks throughout data collection. A crisis 
management protocol was in place to address any emergencies 
that might arise during focus group discussions (FGDs) 
and interviews. This protocol provided clear procedures for 
managing participants experiencing significant distress, 
including immediate psychological first aid, containment 
techniques, and referral to appropriate mental health services, 
such as the Philippine General Hospital (PGH), if necessary. 
A clinical psychologist was also present during data collection 
to monitor participants and provide support when needed. 
Although no major incidents occurred during the data 
collection process, the team offered to facilitate debriefing 
sessions to ensure the well-being of both participants and 
researchers. Additionally, a responder self-care module 
was integrated in the training under the pilot phase where 
it included information on how disaster responders can 
recognize the different pictures of stress and manage the 
emotional demands of their roles. These measures ensured 
a safe and ethical research environment while safeguarding 
participants’ well-being. 

Results

Disaster Responders Experiences 
Thematic analysis of the responses from disaster 

responders to the question: “What psychological conditions 
do some of the disaster survivors present or exhibit?” showed 
the types of conditions they encounter from disaster survivors. 
The following themes emerged: emotional (fearfulness, anger, 
frustration, panic, sadness), cognitive (survivor’s guilt, violent 
thoughts, hopelessness, anxious thoughts), and behavioral 
(crying, hoarding, inability to sleep, clingy, restlessness, 
blaming others, lying, silent, argumentative). A responder 
described how they identify a survivor who may be on the 
verge of becoming violent in the evacuation camp, “Physically, 
verbally and yung physical outlook niya. Yung expressions niya, 
yung gestures niya. So ano naman yan eh, makikita mo naman 
kung...yung galit niya or yung pagtitimpi niya eh totally wala 
na.” Other responders also observed other potentially 
disruptive behaviors as a result of too many survivors in an 
evacuation camp, “Because thinking of it na nasa 3,000 kayo. 
Maingay, may asong kumakahol, may nagsisigawang mga bata, 
may mga parents na minumura yung mga anak dahil hindi 
sumusunod, yung mga ganun. So I think isang factor yun kaya 
sila ganun. Kaya maiinitin ang ulo, irritated, and demanding 
as well.”

Further, the question: “How did you manage it?” generated 
themes related to the challenges they faced as responders 
and their decision-making process. Some of the challenges 
include socio-political issues, lack of services for responders 
and survivors, lack of training or knowledge, additional 
tasks for responders, and problems with implementation or 
coordination. In one of the FGDs, a responder shared that 
they faced accusations of blame from the survivors while 
they were providing services, “Sa response minsan nasisisi ka 
nila. Katulad sa sunog, “Bakit nasunog bahay namin dahil sa 
inyo?” Which is responder ka lang naman. Di naman ikaw yung 
nagsunog ng bahay.” This sentiment was shared by another 
responder who said, “May ganung feeling sila na parang 
whatever you do, it’s not enough for them or they blame you.” In 
addition to these, another responder acknowledged that while 
there is no perfect camp management, it was frustrating to 
hear what other people say about the service they provided. 

Likewise, respondents shared their decision-making 
processes when faced with difficult situations, which were 
through adapting, making referrals, prioritizing, utilizing 
available information, following guidelines, and taking 
responsibility. A responder answered that they lack protocols 
when it comes to combative individuals, often de-escalating 
the situation by restraining the individual and then turning 
them over to other agencies for proper handling, “Sa protocol 
wala naman kaming protocol tungkol dun kasi kung tutuusin 
hindi naman talaga namin balwarte yun. Balwarte ng DSWD 
yun or pulis so napapasa lang sa amin kung talagang walang 
wala na talagang resources. So ang ginagawa lang talaga 
namin dun kung talagang combative na siya... ay i-bondage... 
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talagang tinatali na namin sa stretcher para lang... provided 
na may clearance doon sa relative.”

Tool Objectives and Frameworks
Frameworks from existing triage tools such as the 

Emergency Medical Services START3 and the Inter-Agency 
Standing Committee on Mental Health and Psychosocial 
Support in Emergency Settings framework18 were considered 
when developing the triage tool. Participants also cited the 
guidelines and frameworks from the National Disaster Risk 
Reduction Management Council Memorandum 62, otherwise 
known as the National Guidelines on Mental Health and 
Psychosocial Support21 as a key resource informing their 
MHPSS response. Specifically, this memorandum indicated 
MHPSS Core Competencies for disaster responders to 
perform mental health interventions at specific levels of the 
IASC Pyramid of Intervention18, and these were taken into 
account in the Interventions section of the triage tool. 

Since the participants from the needs assessment phase 
highlighted behaviors that posed a risk to safety and those 
that contributed to disrupted operations or services, the 
research team used an existing framework that took these 
two factors into account, specifically the target behavior 
hierarchy from Dialectical Behavioral Therapy (DBT)19, a 
treatment modality that specializes in high-risk behaviors 
such as suicidality, self-harm, and harm to others, which 
aims to address behaviors prioritized in the following order: 
life-threatening behaviors, therapy-interfering behaviors, 
and quality-of-life-interfering behaviors. DBT is the only 
framework that considers both the individual’s risks to their 
safety and risks to operations and services being provided to 
the individual. In DBT, life-threatening behaviors refer to 
suicide-related behaviors that must be addressed, as the clients 
need to be safe in order to engage in therapy. Next, therapy-
interfering behaviors that may interfere with the quality of 
therapy are addressed to ensure that the interventions are 
effective. To adapt this to the evacuation center context, the 
research team modified this to service-interfering behavior. 
Finally, quality-of-life-interfering behaviors include behaviors 
that interfere with clients working towards long-term goals 
and living a meaningful life. This framework of categorizing 
and prioritizing behaviors served as the basis for the tool’s 
development and format. 

Further, data from disaster responders presenting the 
challenges they faced involving their clients’ behaviors were 
used to guide the creation of the tool’s objectives. Thus, the 
goal of the tool is to help responders prioritize mental health 
personnel and resources in cases wherein there is a great 
demand that exceeds current resources at evacuation camps 
or centers. Further, the tool aims to aid responders’ decision-
making, particularly in making appropriate referrals for 
individuals experiencing considerable distress and showing 
challenging behaviors following a disaster, and to reduce any 
possible risk to IDPs’ safety and any disruption of community 
and operations.

Behavior Ranking and Categorization
Following these objectives, the researchers focused on 

including IDPs' observable behaviors as these can be seen and 
measured as compared to mental or emotional processes. From 
the identified observable behaviors, two themes emerged: 
those that a) may harm self and or others and b) have the 
likelihood to disrupt others, community, and operations. 

The first theme encompasses IDP behaviors such as 
suicidal crisis behaviors, suicidal ideation and communication, 
physical and/or verbal aggression, and threats to harm. 
Respondents shared several experiences wherein IDPs 
attempted or even completed suicide, “Survivor siya for a day, 
tapos dahil nga hindi nabantayan, nag-suicide.” Harm or threats 
to harm were also directed towards other IDPs or even the 
responders themselves, “May instance kasi na may threat na, 
‘Pag nakita kita sa labas…’ may ganoon.” In other instances, 
family members of IDPs or patients may also be a threat, 
“Pag stabilize namin ng pasyente, sinugod kami ng mga kapatid 
kasi kung ano daw yung ginagawa namin sa kanya. Nandoon na 
‘yung susuntukin kami.” Finally, they also included conditions, 
such as severe disorientation or hallucinations that interfere 
with an individual’s ability to secure their own safety, “Yung 
mga kilos niya, hindi akma doon sa paligid niya, nakakakita na 
ng kung ano-ano…” 

The second theme encompasses IDP behaviors that 
interfere with the provision of services following a disaster. 
Respondents shared how they are often on the receiving 
end of anger or blame from IDPs who insist on receiving 
relief immediately, “Kasi ang mga tao pag tumawag, andoon 
na kaagad ‘yung talagang nagdedemand...yung pressure andoon 
dahil gusto nila agad-agad.” At times, some IDPs may insist 
on special treatment, and responders feel forced to bypass 
others who may have more urgent needs to address. Threats 
to responder safety were also identified as complications 
that interfere with services, “Parang sasaktan [niya] ‘yung 
tao ko dahil hindi [siya] nabigyan ng relief.” Finally issues of 
conduct such as theft and quarrels also arose, as IDPs would 
sometimes argue over the goods they received, “Pag chaos na, 
nawawala na yung humanitarian mentality mo na tulungan ko 
yung isang tao. ‘Anim na kilo akin yun kasi kailangan ng pamilya 
ko, at least may reserve kami.’ Hindi ‘yung ‘apat na kilo samin 
sakto… bigay ko sayo yung dalawang kilo.’ Wala na yung ganun.” 

The main themes were used as dimensions to identify 
and arrange the severity of the respondents’ identified IDP 
behaviors. Through consultation and discussions with the 
research team, the initial framework was created (Figure 2).

Consultations with public health and emergency 
medicine professionals from the research program narrowed 
down the list of behaviors. The behaviors were also organized 
into a hierarchy to present behaviors that require immediate 
action at the top, followed by the least severe and urgent 
behaviors. Table 1 shows the initial list of behaviors.

Conventional triage colors used by emergency medical 
service agencies for tagging guided the categories presented 
above.3,4 The color tags 1) Red (Immediate), 2) Yellow, and 3) 
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Green were adapted to present the severity and urgency of 
each behavior. Specifically, red pertains to items that present 
an acute risk of harm to self/others, disrupt community 
and operations, and need specialized services. Yellow are 
behaviors that present a likelihood of harm to self/others, 
disrupting community and operations, and no need for 
specialized services. Lastly, the green indicates a behavior that 
has no likelihood of harming self/others and of disrupting 
community and operations and can be given Psychological 
First Aid (PFA). 

Further deliberation led to the addition of items that 
pertain to suicidal ideations, psychotic symptoms, physical 
injuries, signs of agitation, and signs of distress. This was 
supported by a literature review of existing mental health 
triage scales.31 The researchers also decided to remove the 
item on hoarding and looting, and compress all items under 
the green category into one general item: “not showing any 
behavior stated above.” This item was added to simplify the 
tool and still account for other possible observable behaviors 
that may not pose a high risk to safety and camp operations. 
Provision of PFA to respond to these behaviors will ensure 
that survivor needs are met.

Tool Design
Consultation with the technical experts of the 

Department of Science and Technology–Philippine Council 
for Health Research and Development (DOST–PCHRD) 

Figure 2.	 Quadrants of IDP behaviors based on the likelihood to harm self and others, and the likelihood to disrupt community and 
operations.

Table 1.	The Initial List of IDP Behaviors Ranked according to 
their Urgency

Hierarchy of IDP Behaviors

Red:
1. Homicide 
2. Suicide
3. Self-harm ideation, threats, attempts
4. Death threats
5. Physical aggression resulting in physical injury
 
Yellow:
6. Physical aggression without significant physical injury
7. Throwing, hitting, or breaking objects
8. Cursing and shouting directed at another
9. Hoarding and looting

Green:
10. Looking for a loved one
11. Catastrophizing pain
12. Increased substance abuse
13. Restlessness
14. Incoherence
15. Unresponsive
16. Crying spells/excessive crying
17. Gossip
18. Expressing the desire to go home
19. Blaming the government

VOL. 59 NO. 14 202530

Unahon: The Development of a Mental Health Triage Tool



revealed the need to include interventions corresponding 
to each behavior listed in the tool. As such, the researchers 
included specific interventions based on the needs assessment 
data and interventions recommended in the Harmonized 
MHPSS Training Manual.21 

Respondents decided that the tool was intended for 
IDPs in evacuation sites. Specifically, the tool is designed for 
adult IDPs (18 years old and above) based on the themes that 
emerged from the respondent’s disaster survivor behaviors 
examples. Further, discussions identified that the tool should 
be used by any responder who serves as the frontline of 
disaster operations, with appropriate training on how to use 
it. Local Government Units also determined how the tool 
could be integrated into their current system. Three situations 

were pointed out: during registration or intake, during 
observation rounds, and during critical incidents. 

Stakeholder Consultation and Application of the 
Tool 

The preliminary tool (Figure 3) contained 15 items and 
was then presented for a technical review by an expert panel 
chosen by the Department of Science and Technology – 
Philippine Council for Health Research and Development 
(DOST – PCHRD). Stakeholder consultation from a 
psychiatrist, Department of Health, Department of Social 
Works and Development, local government units, and 
other private and non-government organizations concurred 
with the utility and necessity of the tool. Codes generated 

Figure 3.	 Initial version of the Unahon Tool presented to DOST for review.
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from these consultations were grouped into the following 
categories: behavior (anything content-related but specific 
to behavior), instructions (how instructions are stated), tool 
design and format, language (how items are stated and use of 
other language), interventions (suggestions on interventions 
included), manual (content that could be included in the 
tool’s manual), training (to be conducted prior to using the 
tool), and references (documents, materials, and files that 
could be referenced).

Several participants agreed that certain terms were 
needed to be further defined, “review the signs of agitation, 
any signs of distress, and crying. Flesh (being hysterical) out,” 
or needed simplifying for users of different backgrounds to 
understand, “the terms are too medical.” They also agreed that 
items relating to suicidality and aggression were needed to 
be included in the tool, “ganoon na naman ang nangyayari. We 
need to talk about suicide, people need to be aware.” Participants 
from government agencies also stressed the importance of 
referencing the different levels of MHPSS competencies18 
for the interventions recommended, “(Check) what kinds of 
behavior correspond to each level and what interventions are 
there for each level.” They also highlighted the need to train 
responders before using the tool, as well as some skills that 
may need to be taught, “include components of confidentiality, 
active listening, and so on…” 

After going through a technical review and several 
stakeholder consultations, the researchers refined the Unahon 
Tool, resulting in its final version (Figure 4). This ultimate 
iteration of the tool encompasses 17 behaviors, categorized 
into 11 under the red category, five under the yellow 
category, and one under the green category, along with their 
corresponding recommended interventions. Additionally, 
the final Unahon Tool incorporates a summary outlining the 
re-assessment guidelines for behaviors falling under the red 
category. This summary serves as a reference for responders, 
specifying when re-assessment should be conducted in 
response to any red-category behaviors.

This version of the tool was tested during the pretest 
phase. The overall KR-20 results show acceptable internal 
consistency (KR-20 = 0.77; Table 2). Table 3 contains the 
KR-20 results for each item and each case. Unahon items with 
item-total correlations that fall below 0.05 indicate that some 
participants had difficulty in answering these items. Blank 
columns and rows did not yield any result due to lack of 
variance (i.e., all participants answered the same way). 

Participants (n = 30) also rated the Unahon items as very 
clear (M = 4.3, SD = 0.7), very relevant (M = 4.3, SD = 0.8), 
and very appropriate (M = 4.3, SD = 0.8). Similarly, the cases 
provided were rated as very clear (M = 4.3, SD = 0.8), very 
relevant (M = 4.3, SD = 0.8), and very appropriate (M = 4.3, 
SD = 0.8).

Unahon items with item-total correlations below 0.05 
include Item#3 and Item#4, which involve “attempting to 
inflict fatal harm on one’s self ” and “threatening to harm self,” 
respectively. After various consultations with stakeholders 

and statistical analysts, these items remained in the Unahon 
Tool as these behaviors were identified and raised as a concern 
by the participants during the needs assessment phase of the 
project. As the low item-total correlations might be related 
to the item being more difficult to identify compared to the 
other items, it was advised that for the future training sessions 
to spend more time explaining these items and to give more 
illustrative examples during training.

The use of the tool was also tested during the direct 
observation phase. The researchers primarily observed 
behaviors categorized under the yellow category, such as 
shouting (Item #12), cursing (Item #13), and staring blankly 
(Item #14). While the researchers did not execute any 
interventions as specified in the final Unahon tool, they noted 
that the responders responsible for the evacuation camp 
addressed individuals exhibiting behaviors like shouting 
or cursing by reminding them to maintain peace and order 
in the area. Additionally, the researchers recognized the 
potential benefit of including contextual information related 
to observed behaviors in the "Notes'' section of the Unahon 
Tool. For instance, it was observed that individuals shouting 
and cursing were engaged in recreational activities at the 
time of observation, thereby lowering the risk and urgency 
of the behavior.

Table 2.	Overall KR-20
KR-20 0.77

SD of Total 2.17

SEM 1.04

Table 3.	KR-20 and Item-Total Correlations
Case 1 Case 2 Case 3 Case 4 Case 5

KR-20 0.79 0.90 0.86 0.68

SD of Total 2.07 0.00 2.94 2.49 1.27

SEM 0.94 0.94 0.92 0.72

i1 0.66 0.11
i2 0.66 0.08
i3 0.03 0.66 0.31
i4 0.03 0.66 0.54
i5 0.47 0.66 0.77
i6 0.38 0.66 0.77
i7 0.63 0.66 0.77
i8 0.69 0.67 0.77
i9 0.69 0.67 0.77
i10 0.69 0.67 0.77
i11 0.69 0.67 0.77
i12 0.46 0.77 0.40
i13 0.65 0.40
i14 0.22 0.38
i15 0.25 0.54
i16 0.25 0.38
i17 0.25 0.38
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The final version of the Unahon Tool was developed, guided 
by the experience and feedback from various stakeholders, 
as well as existing, well-established frameworks. The IASC 
MHPSS guidelines18 and the Harmonized MHPSS Training 
Manual by the DOH, DSWD, and DepEd18, which were 
chief resources cited by participants, were used as a chief basis 
to ensure that the tool was aligned with existing guidelines 
and policies. In addition, the final behaviors included in 
the tool were defined based on DBT principles19 and align 
with commonly accepted definitions in current practices of 
disaster MHPSS21. For instance, behaviors like suicidal idea-
tion, self-harm, aggression, and distress signals were classified 
and described according to established clinical standards​.

Discussion
	
The experiences recounted by various disaster responders 

across Metro Manila highlight the challenges they 
continuously face in supporting the IDPs within evacuation 
camps. With the primary goal of establishing whether there is 
a need for a mental health triage system designed for Filipinos 
in post-disaster settings, the development and creation of the 

Unahon Tool has shown that it is essential in aiding disaster 
responders when providing assistance to IDPs. The use of 
observable behaviors rather than symptoms addresses the 
scarcity of specialized services and the varied presentations 
of stress and post-traumatic reactions during disasters.10,17,21,22 
Specifically, using easily identifiable behaviors enables non-
specialist responders to use the tool effectively as it does 
not require knowledge of psychiatric conditions. Thus, 
even with few specialists in evacuation centers, the tool is 
able to increase responders’ capacity to perform MHPSS. 
By focusing on behaviors that may pose a risk to harm self 
and others, and behaviors that may disrupt community and 
operations, as well as arranging them according to severity, 
the Unahon Tool can assist disaster responders in identifying 
which behaviors should be prioritized or addressed first in 
the camp. This prioritization system allows non-specialist 
responders to triage for mental health and behavioral issues, 
as well as intervene before these progress into more severe 
mental health conditions.	

Beyond the identification of these behaviors, the Unahon 
Tool likewise offers assistance to disaster responders in 
streamlining the decision-making process when providing 

Figure 4.	 Final version of the Unahon Tool.
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interventions. To remain consistent with existing guidelines 
on the provision of MHPSS18, different interventions may 
be performed based on the disaster responders’ MHPSS 
competencies19, as indicated in the tool. Having options for 
interventions ensures that the tool may be used and applied 
based on an evacuation center’s existing organizational 
structure and resources. Aside from difficulties with decision-
making, disaster responders also experienced struggles with 
coordination and a lack of information on available resources 
for skills and referral. Including interventions in the Unahon 
Tool encourages a discussion on clarifying channels for 
referral and lays out relevant skills training (e.g., empathic 
listening, de-escalation strategies) to adequately equip 
responders needed to address IDPs’ needs. Thus, the Unahon 
Tool can be used as a responsive tool (e.g., in evacuation 
camps) and a proactive tool as well (e.g., strategic planning 
and/ or evaluation of a unit’s disaster response report). 

The Unahon Tool also represents a localized instrument 
that captures the unique experiences and needs of local 
DRRM units. As items were derived from the bottom up 
using the experience of Filipino responders, this adaptation 
ensures that the tool aligns closely with the operational 
realities inherent in disaster response efforts across the country. 
Experiences such as responders encountering challenging 
behaviors from IDPs in evacuation camps, and having limited 
training, knowledge, and even the manpower to address them 
are specific experiences that foreign triage tools may not 
account for. The Unahon Tool then complements the existing 
resources, processes, and organizational structures that enable 
the responders to make empowered and informed choices. It 
may also serve as a supplement to existing local government 
forms used in evacuation camps7-9,12,28 and provide additional 
documentation for referral and continuing care, which is an 
important part of the operations during disaster response. 
For instance, succeeding responders and service providers 
may reference the tool to ensure what interventions have 
already been provided and focus instead on more specialized 
treatment, maintenance of functioning, and others. The tool 
also includes instructions on re-assessment to account for 
any development following initial interventions and allows 
for ongoing monitoring and adjustment of interventions as 
needed. Lastly, the proper documentation of cases inside 
evacuation camps can be used as learning materials for 
training and case conferences to ensure the quality of services. 

The Unahon Tool is an important development that 
significantly contributes to the disaster risk reduction 
management landscape in the Philippines by bridging gaps 
in the availability of a locally developed mental health triage 
for use in evacuation camps and offering a nuanced approach 
to behavioral assessment. This tool holds significant assistance 
and offers a practical framework to the disaster responders 
in providing the appropriate support and intervention to the 
IDPs during and after crises. Additionally, the development 
of this tool shows a proactive initiative, aligning with the 
evolving disaster response needs in the Philippines. Its 

implementation may aid in enhancing the effectiveness of 
mental health support within evacuation camps and serve as 
a helpful model for future disaster risk reduction management 
development in other local government units.

conclusion

The Unahon Tool is a localized mental health triage tool 
that can help disaster responders in (1) identifying behaviors 
of IDPs that might need attention and (2) what or whose 
attention is needed in particular situations. In a highly 
stressful and resource-deprived situation, using the Unahon 
Tool can help unburden responders by providing a structure 
and direction on doing mental health work in evacuation 
camps. 

Recommendations
Since the Unahon Tool can be considered the first mental 

health triage tool or behavior resource prioritization checklist 
developed in the Philippines to be used in evacuation camps 
and centers, the study has various limitations. This section 
outlines the challenges of the tool’s utility in real-life settings 
and the limitations of the study itself. Recommendations are 
also outlined in this section to give direction for the tool’s 
further development and growth. 

One limitation of this tool is that the participants are all 
from Metro Manila who are predominantly Tagalog speakers, 
given that the mandate of the funding was to develop a 
mental health triage tool for the region. Therefore, regional 
differences are possible in terms of stress and trauma-related 
reactions and other behaviors observed inside the evacuation 
centers and camps. As the Philippines has a multitude of 
regional languages, there might also be regional differences 
in terms of expressions of stress or idioms of stress. One of 
the recommendations for the future direction of this tool is to 
expand its reach beyond Metro Manila and have other local 
government units and DRRM offices from other regions 
adopt this in their current protocol inside their respective 
evacuation centers and camps. In addition to this, the Unahon 
Tool can also be translated into the local languages of the 
various regions across the country instead of using Tagalog in 
order to take into account regional specific idioms of stress. 
This serves as a means to adapt the Unahon Tool locally to be 
easily used by disaster responders in identifying behaviors in 
evacuation centers and camps using their own language. 

In adapting the tool in local languages using regional 
specific idioms of stress, the adaptation should remain 
behavior-based and include items that are easily observable. 
For example, participants of this study mentioned nag-aamok 
and mali-mali sumagot as expressions of stress-related reaction, 
which the researchers had to describe in more detail in the 
current version of the tool to make it easily understandable 
and can be observed by any evacuation center staff even with 
minimal training. Amok is item 1 which describes a person 
causing harm to others and/or damage to property. Mali-
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mali is item 10 which describes a disoriented person whose 
answers to questions do not make sense. If the idiom of stress 
is a cluster of different behaviors, the researchers recommend 
breaking it down to its component behaviors and mapping it 
out to the current item prioritization of the tool. However, 
this should be mentioned in the adapted tool and discussed 
in their respective local training for the usage of the tool. This 
way, the tool is able to capture and is sensitive to cultural 
variations, but it still remains faithful to one of the objectives 
of this research which is to have a triage tool that can be used 
even by individuals with minimal training. 

In addition to considering regional specific idioms of stress, 
the local adaptation of the tool should also consider including 
culture-sensitive and culturally appropriate responses to stress. 
Culture-sensitive and culturally appropriate trauma care 
might vary from region to region given cultural differences 
within the country. However, for some examples of locally 
adapted culture-sensitive disaster trauma response, they can 
refer to Hechanova and colleagues’ Katatagan Intervention 
Framework32 and Terol’s community-based trauma care 
intervention for indigenous Filipino survivors of disaster26. 
Both utilized foreign frameworks, but adapted them to take 
into account the culture of their initial study participants. 
Local adaptations of the Unahon Tool can take inspiration 
from these studies as they build on intervention strategies 
initially identified by proponents of the tool. 

The Unahon Tool has been designed and developed to be 
used on adult IDPs, so another future direction in developing 
this tool further is to create a version that is designed for 
children and teenagers (18 years old and below). Some of 
the participants in the FGDs and interviews have expressed 
that they are interested in having a behavior checklist that 
is specifically for children and teenagers since they are 
aware that stress and trauma-related reactions are different 
in this particular group compared to adults. Developing a 
tool designed for this age group may be useful in identifying 
children and teenagers who may be at risk of hurting 
themselves or others and those whose behaviors may risk 
disrupting the services inside the evacuation centers and 
camps.

The Unahon Tool was created with IDPs in mind. 
However, in a highly stressful situation, even responders will 
exhibit behaviors that can impede services and put others 
and themselves at risk. While this study acknowledges that 
responder stress-related behaviors and/or reactions occur 
in evacuation camps, the Unahon Tool, in its current form, 
does not take these into account. As a possible extension of 
this study, the tool can be tested with responders to check 
its reliability in identifying behaviors of concern from them. 
From there, the tool can be revised to remove and/or add 
behaviors that are more relevant to responders to create 
another version of the tool specifically for them to address 
their unique needs and challenges. 

Finally, the triage tool’s roll-out stage took place during 
the height of the COVID-19 pandemic from March to May 

2020, and a full-blown and rigorous roll-out and deployment 
of the use of the tool to the LGUs could not be conducted. 
Given these constraints, there was also no opportunity to 
conduct training on the final version of the tool. Instead, 
electronic training materials were sent to organizations that 
participated during the needs assessment and consultation 
phases. However, due to the demands placed on emergency 
responders during the pandemic, the team was unable to 
follow up and discuss if these materials were shared with and 
accessed by responders. This also meant that there was no data 
regarding the performance of the tool and any challenges 
encountered while using it. 

The research team aims to continue testing and refining 
the tool, specifically, conducting more formal measures 
of expert validation in future testing phases. To ensure the 
tool’s effectiveness and scalability, stakeholder involvement 
is critical. Next steps may focus on piloting the tool in selected 
evacuation centers, gathering feedback from responders 
and camp managers regarding ease of use, usability, and 
practicality, and incorporating these insights to refine the 
tool further. Collaborations with disaster response agencies 
and mental health professionals should also be prioritized 
during its implementation to ensure that the Unahon Tool 
may remain accurate and be effectively integrated into 
existing disaster response systems. Structured feedback 
mechanisms, such as surveys and focus group discussions, can 
be established to collect insights from responders and ensure 
the tool remains practical and relevant. Statistical measures 
to test agreement between raters (e.g., Cohen’s Kappa, 
Intraclass correlations) may also strengthen the tool’s validity 
and reliability. Quantitative and qualitative evaluations of the 
tool’s performance in identifying behaviors and improving 
service delivery should also be undertaken. 

Through these steps, the Unahon Tool can continue to 
grow and adapt in changing times, ultimately enhancing its 
utility in disaster response and mental health prioritization 
across evacuation centers and camps in the Philippines.
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