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Disasters, whether man made or natural, have become a
part of life for many in contemporaneous society. The
UN report on disasters published in 2015 reported a
considerable increase in the number and magnitude of
disasters around the globe in the recent past (1). Sri
Lanka too had witnessed this trend with unprecedented
widespread floods and landslides over the last 2 years.
In 2016/17 alone there were 494 deaths, while 19771
houses were destroyed due to natural disasters (2). It has
been estimated that the economic damage due to
flooding in 2016 was 2.43% of Sri Lanka’s gross
domestic production (GDP) (2). Mental health
problems related to disasters are enormous and have
far reaching consequences, which remain largely
unaddressed (3).

The prevalence of mental morbidity in disaster affected
populations varies from 8.6 to 57.3 percent (4). Most
of those are acute and self-limiting, but a certain
proportion of disaster victims will go on to develop
more severe and enduring conditions such as post-
traumatic stress disorder (PTSD), depression and
substance misuse (5). Prevalence rates of PTSD,
depression, anxiety were 21%, 16% and 30% res-
pectively among Sri Lankan adults and prevalence of
PTSD among children was 19% - 53.6% following the
tsunami in 2004 (6-7). A recent study done among
survivors of the Aranayaka landslide in 2016 reported a
21% prevalence rate of depression (8). These rates are
much higher than that of the normative population, as
observed in studies conducted elsewhere, highlighting
the importance of addressing mental health issues in
disasters (3,5). Math et al., pointed out that these
problems are even more pronounced in developing
countries like Sri Lanka, where the process of reha-
bilitation and resettlement is protracted due to various
reasons (5). Therefore, Sri Lankan psychiatrists have a
clear role to play in disaster situations.

The psychiatrists’ role in these situations is not limited
to managing the mental health morbidity of the victims
after the calamity, but also in preparing populations even
before these events occur, as well as helping them to
return to normalcy during recovery phase. It includes
treatment, education, training, negotiation, adminis-
tration, collaboration, advocacy and research (5).

With the increasing frequency of disasters in the
country, the Sri Lankan government has recognised the
importance of planning for these at national and district
levels, where authorities in the health sector play an
integral role (2). Involvement of psychiatrists at both
levels is very important, as they hold expertise in policy
planning of disaster mental health, life skills education,
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training of trainers in psychological first aid and colla-
borating with mental health organisations in preparing
for disasters. The study conducted in Aranayaka
highlighted the importance of life skills as a protective
factor against mental health morbidity in Sri Lankan
disasters (8). There is evidence that even individuals
with existing mental illness are less likely to relapse
after a disaster if they are enrolled in a community
assertive programme (9).

Many survivors of disasters display acute psychological
stress. While robust scientific evidence for psycho-
logical first aid (PFA) is lacking, it is widely supported
by expert opinion and rational conjecture for people in
the immediate aftermath of disasters (10). Psychiatrists
could play a pivotal role in training volunteers and com-
munity workers in the delivery of PFA, which includes
engaging survivors in a non-intrusive, compassionate
manner, enhancing their sense of immediate safety,
calming emotionally distraught individuals, identifying
immediate concerns and providing them with practical
support and necessary information (10).

Psychiatrists should also play a direct role in identi-
fication and treatment of moderate to severe psychiatric
illnesses among the survivors. The victims who have a
previous history of psychiatric illness or substance
misuse may need special attention. Individual based
treatment such as trauma focused cognitive behavioural
therapy and community based interventions such as
structuring of daily activities, engaging children in
various education methods, fostering cultural and
religious rituals, and group discussions with validation
of survivor’s experience have been found to be useful
(5). In post-war Sri Lanka, community and school based
programmes to increase knowledge and skills to deal
with common mental health and psychosocial issues and
use of collective cultural practices were beneficial in
reducing collective trauma (11). Another important role
is providing care to the disaster relief workers, such as
defence personnel. They too can be affected by a disaster
with vicarious traumatisation, and may require screening
for mental health issues (12). These treatment pro-
grammes should be conducted or coordinated via the
local psychiatrist and mental health team, as continuity
of care brings better results (13).

Psychiatrists should liaise with other stake holders and
link survivors with necessary services during the
rehabilitation process. Such rehabilitation programmes
are aimed at empowering the affected community to
enhance their coping abilities, with a broad public health
approach. Information on the prevalence of common
psychiatric disorders in post-disaster situations, cultural

DOI: http://doi.org/10.4038/sljpsyc.v8i1.8131



Rodrigo and Liyanage

2

variability of response, protective factors, resilience
and effectiveness of disaster preparedness are
significantly sparse in Sri Lanka. Psychiatrists have a
distinct role in filling this knowledge gap through
research, which will in turn inform practices, such as
adopting culturally acceptable rehabilitation and
preventive disaster management programmes.
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