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The tsunami that struck 11 countries in South Asia
on the morning of December 26, 2004, resulted in
a natural disaster of apocalyptic proportions. The
sheer scope and severity of destruction have prompt-
ed extraordinary international attention and sup-
port for survivors on the coastal rims and the is-
lands in the Bay of Bengal and the Indian Ocean.
The devastation wrought by the tsunami was cat-
astrophic — more than 150,000 people dead, tens
of thousands of people missing, thousands of miles
of destroyed coastline, and loss of livelihood for
millions of distraught survivors. 

The task facing the international community as
it attempts to provide relief is equally extraordi-
nary. It is extremely difficult to reach many of the
distressed communities, the short-term emergen-
cy needs are enormous, and the longer-term needs
for rehabilitation and reconstruction have not even
been quantified. 

Although this catastrophe was unusually vast,
it was a classic natural disaster in several ways. First,
it is not yet complicated by war or terrorism. Indeed,
both civil conflicts that were under way in the af-
fected region, in northern Sri Lanka and in Aceh,
Indonesia, have quieted in the midst of this mass
distress. The situation in Aceh, however, appears to
be fluid. Early reports that the various armed par-
ties and government forces were working togeth-
er to bring aid to the populations in need are now
being overtaken by news of increasing tension
with international relief agencies.
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 In the event that
government hostility to outside help begins to in-
terfere with the relief effort, this disaster could be-
come a complex emergency.
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 Second, the clinical
and epidemiologic profile of this disaster is simi-
lar to that of a cyclone or hurricane with resultant
flooding. The causes of death were drowning and
blunt trauma, and the injuries among the survivors
arise from complications of near-drowning and
trauma. Third, the short-term public health needs

of the surviving population are familiar (albeit mas-
sive): water, sanitation, food, shelter, and appropri-
ate medical care administered to persons remaining
in place and the thousands who are living in self-
settled displaced communities. 

These problems represent the bread-and-but-
ter work of international relief organizations.

 

 

 

Ful-
filling immediate needs on such a massive scale
represents, in large part, a challenge of logistics
and coordination. The most densely affected areas
were Aceh Province in Indonesia (where more than
107,000 people died) and the coastal regions of Sri
Lanka (site of more than 47,000 deaths). Areas near
Aceh continue to pose difficulties to aid agencies
because of the broad reach of the devastation and
the inaccessibility of several regions. The major
public health priorities of ensuring the availability
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Refugees Reaching for Food at a Refugee Center 
in Batticaloa, Sri Lanka.
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of clean water, adequate sanitation, emergency food
rations, and temporary housing are not technically
complex, but accomplishing these goals in such
a large geographic area presents tremendous chal-
lenges in terms of coordination (to identify the
needs in each locale and determine who will do what
to meet them) and logistic capacity (for transport-
ing and delivering the necessary goods). Projec-
tions by the World Health Organization that the
number of casualties might double with the spread
of communicable diseases are sobering. 

As more and more relief organizations arrive
on the scene daily, coordination and communica-
tion become ever more crucial. International non-
governmental organizations, while often like-mind-
ed, tend to be fiercely independent. The largest of
these groups have established clear operational
profiles and strong capacity for interagency coor-
dination in the field. But several hundred diverse
organizations have gathered in Indonesia and Sri
Lanka, and it is difficult to coordinate their efforts.
The groups that were working in the region before
the tsunami are in a good position to set up emer-
gency operations and provide guidance to new ar-
rivals. 

Each aid organization has developed its own lo-
gistics capacity to support its particular competen-
cies, and the larger organizations can bring large
amounts of supplies to large populations relatively
rapidly. But this tsunami destroyed feeder roads,
harbors, beaches, and regional air strips through-
out tremendous areas at the same time as it ren-
dered millions of people suddenly dependent on ex-
ternal support. In the face of an event of this scale
and abruptness, only the lift-and-transport capaci-
ties of the U.S. military came close to meeting the
demand for reconnaissance, evacuation, and sup-
ply. Although many relief organizations prefer to
maintain strict operational separation from mili-
tary groups to ensure local perceptions of their neu-
trality, the clear impossibility, in this instance, of
reaching trapped and isolated populations without
military support may have made such cooperation
a practical imperative. 

Characterizing the health priorities in a disas-
ter is less complex than overcoming the logistic
obstacles. Lessons have been gleaned from previ-
ous large-scale humanitarian crises about the pro-
vision of aid and the mitigation of epidemics. One
ongoing effort to quantify and standardize the aid
we provide in large-scale public health emergen-
cies is the Sphere Project, which has resulted in the
Sphere Standards for Humanitarian Assistance
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— measurable minimum standards in five key sec-
tors: water supply and sanitation, nutrition, food
aid, shelter, and health services. Experience from
Sphere and studies in disaster management have
helped to debunk several persistent misconceptions
about disasters — including the notion that dead
bodies spontaneously spread epidemics. Although
there may be compelling cultural and religious in-
centives to bury or incinerate the dead quickly, there
is no evidence that corpses contribute significant-
ly to epidemics after a disaster. 

The literature on disasters also indicates that ep-
idemics of communicable diseases do not always
occur after large-scale floods. In the past three de-
cades, epidemics of water-borne illnesses, such as
cholera and shigella dysentery, have been uncom-
mon after floods and natural disasters; they are
quite common, however, in large displacement cen-
ters and refugee camps.
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 Other common commu-
nicable diseases such as acute respiratory infections
and measles result in high mortality in populations
that are under stress — particularly among children
younger than five years of age — when they are liv-
ing in large refugee camps.
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Indeed, it is not the disaster but the artificial,

crowded communities often created in their af-
termath that serve as a substrate for the spread of
communicable diseases. Unfortunately, for rea-
sons of convenience and circumstance, disaster-
relief tactics have often involved treating people
in large refugee camps; but if such crowding can be
avoided or if best practices for reducing the spread
of disease can be followed in such camps, the
chances are improved for preventing epidemics.
The downside to a strategy of assisting people who
are more dispersed is obvious: scale and efficiency
are reduced, and it is more difficult to make epi-
demiologic assessments. Relief organizations and
communities must balance the need for the acces-
sibility of a population against the public health
threats associated with large displacement camps. 

Short-term interventions should focus on sup-
plying the recommended 20 liters of water per per-
son per day and ensuring that there are adequate,
culturally appropriate sanitation facilities to avert
outbreaks of cholera, dysentery, and hepatitis A; tar-
geted measles vaccination in unvaccinated popula-
tions, with vitamin A supplementation when indi-
cated; control of vector-borne illnesses such as
malaria and dengue through early treatment and
mosquito-control measures; early diagnosis and
treatment of acute respiratory infections, particular-
ly among infants and young children; the delivery
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