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Abstract

Background: Approximately 3000 people die by suicide each year in Sri Lanka. As family and friends may play a
role in supporting a person at risk of suicide to get appropriate help, there is a need for evidence-based resources
to assist with this. The aim of this study was to culturally adapt the existing English-language mental health first aid
guidelines for helping a person at risk of suicide to the Sri Lankan context.

Methods: A Delphi expert consensus study was conducted, involving mental health professionals and consumers
(people with lived experience) and caregivers, who were identified by purposive and snowball sampling methods.
Participants were recruited from a wide variety of professional roles and districts of Sri Lanka in order to maximize
diversity of opinion. The original questionnaire was translated into Sinhala and participants were requested to rate
each item according to the importance of inclusion in the guidelines.

Results: Data were collected over two survey rounds. Altogether, 148 people participated in the study (130 health
professionals and 18 consumers). A total of 165 items were included in the final guidelines, with 153 adopted from
the guidelines for English-speaking countries and 12 generated from the comments of panellists.

Conclusions: The adapted guidelines were similar to the English-language guidelines. However, new items relating
to the involvement of family members were included and some items were omitted because they were not
considered appropriate to the Sri Lankan context (particularly those relating to explicit mention of suicide). Further
research is warranted to explore the use of these guidelines by the Sri Lankan public, including how they may be
incorporated in Mental Health First Aid training.
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Background

Suicide is an important public health issue worldwide,
with nearly 800,000 people dying by suicide every year
[1]. In 2016, suicide accounted for 1.4% of all deaths
worldwide and was the 16th leading cause of death [2].
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Though accurate figures are not available, it is estimated
that for each adult who dies by suicide, twenty more
may have made an attempt [3]. In 1995, Sri Lanka had
the highest female suicide rate in the world (at 47 per
100,000 people) [4]. Recommendations suggested in the
1997 report of the Presidential committee on the pre-
vention of suicides were implemented and have contrib-
uted to a decline in suicide mortality from 60 per
100,000 people in 1995 to 18.5 per 100,000 in 2011 [5].
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Regulatory controls on the importation and sales of
highly toxic pesticides were the most important contrib-
uting factor to this reduction [6]. Despite this decline,
marked fluctuations in suicide rates in Sri Lanka have
been seen and suicide remains a significant problem,
with 4523 deaths by suicide in 2017 and a mortality rate
of 19.8 per 100,000 people [7]. Recent data show that
lower socioeconomic position (including having fewer
assets, insecure/low-income jobs and lower levels of edu-
cation) is associated with an increased risk of suicide [8]
Other community risk factors include community ‘prob-
lem’ alcohol use and living in households with alcohol
misuse (for women), while living in multigenerational
households appeared to be protective [9].

In Sri Lanka, a range of health professionals provide
services to people at risk of suicide, including both the
preventive and curative sectors [10]. The curative sector
covers hospitals, which provide both in-patient and out-
patient services while the preventive sector covers pre-
vention and promotion services. In the mental health
service model operating in Sri Lanka a wide range of
professionals provide services in the curative sector.
These include specialist psychiatrists, psychiatric medical
officers (doctors), psychiatric nurses, psychologists and
social workers. In the public health sector health
workers delivering mental health services include spe-
cialist community physicians, medical officers (public
health) and midwives.

However, the majority of resources are allocated to the
curative sector [11] and the prevention and promotion
components of the mental health service system are less
well-developed, with numbers of trained mental health
professionals remaining inadequate to meet the mental
healthcare needs of the Sri Lankan population [12]. Sri
Lanka’s mental health policy (2005-2015) stressed the
need to implement a comprehensive community-based,
service structure and also emphasized the importance of
active involvement of communities and families, both in
preventing mental health problems and ensuring better
access to mental health services [11]. Given the evidence
that family members, friends and others in a person’s so-
cial network can facilitate help-seeking, empowering the
community with knowledge and skills to help detect
problems early and encourage people at risk to seek
help, may be helpful in suicide prevention [13, 14].

The Mental Health First Aid (MHFA) training pro-
gram was developed in response to the demand for in-
terventions to meet this need. It aims to train members
of the public in how to assist someone who is developing
a mental illness or in a mental health crisis situation
(e.g. suicide). MHFA was originally developed in
Australia in 2000 [15] and has now spread to more than
25 other (mostly high-income, English-speaking) coun-
tries. Over 4 million people have been trained globally
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[16]. Evidence suggests that MHFA training improves
mental health knowledge, reduces stigma and leads to
the provision of appropriate support for people with
mental health problems [17, 18]. However, most of the
studies of MHFA have been conducted in high-income
countries and its suitability for use in low and middle-
income countries (LMICs) is unclear [15].

MHFA training is informed by a series of Delphi ex-
pert consensus studies involving health professionals
and people with lived experience [19]. However, most
such studies have involved participants in high-income
countries, although guidelines for India and the
Philippines have been developed [20, 21]. In 2016 a Del-
phi study was conducted to develop suicide first-aid
guidelines for Sri Lanka [22]. However, the questionnaire
was only administered in English to health professionals
and the views of people with lived experience or lower
levels of education or were not captured. Therefore, the
aim of the study was to use the Delphi expert consensus
method with English and Sinhala-speaking Sri Lankan
health professionals and people with lived experience to
culturally adapt the mental health first aid guidelines for
Sri Lanka.

Methods

The Delphi method

The Delphi method is an approach to transforming the
opinions of individual experts into group consensus. It
has been used in multiple fields including mental health
research [20, 23-25]. In this study, the Delphi method
was used to obtain consensus between mental health
professionals and people with lived experience on appro-
priateness of statements to be included in the guidelines
on helping a person at risk of suicide in Sri Lanka.

Study procedures included the following stages; (1)
translation of English language questionnaire to Sinhala,
the national language of Sri Lanka, (2) panel member
identification and recruitment; (3) data collection over 2
rounds of survey; (4) data analysis and (5) guidelines
development.

Translation of the English language questionnaire to
Sinhala

The English language questionnaire (consisting of the
items that were included in the final guidelines) was
translated into Sinhala by a health professional. During
this process, minor changes were made to some state-
ments to make them more appropriate to the Sri Lankan
health system and cultural context, e.g., emergency am-
bulance services which can be summoned by public are
not available everywhere in Sri Lanka so this item was
replaced with ‘calling Suwasariya (1990) ambulance ser-
vice or organizing an alternative means to take the per-
son to hospital’. Similarly ‘to see a GP’ was replaced with
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‘to see the family doctor’, as this term is more common
in Sri Lanka [26]. Because of the assumption that all the
health workers can read and understand English and
most of the consumers within the study areas can com-
prehend either Sinhala or English, Tamil translation was
not done although that is the second most commonly
used language in Sri Lanka.

The round 1 questionnaire comprised 168 statements
categorized under 8 sections. Participants were asked to
rate each item according to its importance for inclusion
in the Sri Lankan guidelines on a five-point Likert scale
with response options of, essential, important, depends/
don’t know, unimportant and should not be included.
The questionnaire also contained questions about socio-
demographic characteristics, professional status and ex-
perience in mental health service provision (for health
professionals).

Identification and recruitment of participants

Two groups of participants were recruited into the
study: (1) Mental health professionals, (2) People with
lived experience and caregivers (also referred to as con-
sumers). Mental health professionals met eligibility cri-
teria if they had been involved in providing mental
health services for at least 2 years’ in either the state or
private curative and preventive sectors. Inclusion criteria
for consumers were as follows: (1) They had at least 1
year’s lived experience after an attempt of suicide; or (2)
Or 1years’ experience in caring for a person at risk of
suicide.

Purposive and snowball sampling approaches were
used to recruit professionals and people with lived ex-
perience. In order to maximize diversity of opinion
(which is important for Delphi expert consensus studies)
[27], we aimed to recruit participants from a wide variety
of professional roles and from five different administra-
tive districts across four provinces. This included tertiary
and secondary level specialized Mental Health Units
with in-patient care, primary level Mental Health Units
providing out-patient and follow up care and public
health institutes providing community- level care.

After identification of settings for recruitment, ap-
proval was obtained from relevant administrative author-
ities. For specialized mental health units (secondary and
tertiary care), approval was obtained from the Director
of the institute. One of the authors (AC) visited the units
and directly approached participants, explained the pur-
pose of the study and offered paper questionnaires. Par-
ticipants were then free to decide whether or not to
complete these. For primary level mental health units
and public health institutes, the respective Regional Di-
rectors were approached for permission. AC visited
these facilities during their monthly review meetings and
directly approached participants.
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In order to recruit people with lived experience, for
each setting, a coordinator (typically a clinic nurse) was
identified. This coordinator explained the purpose of the
study and invited those eligible and interested in partici-
pating to attend a session in which the questionnaires
were distributed and administered.

Data collection

In each setting, a short introduction was given to all par-
ticipants, in which they were instructed to rate how im-
portant the statements were to be included in the
guidelines. Health professionals were given the choice of
whether to complete the survey in Sinhala or English,
while consumers were given Sinhala questionnaires. Par-
ticipants were also requested to add comments modify-
ing existing statements or to suggest new items to be
included. In recompense for their time, participants were
given a gift voucher valued at Sri Lankan Rs 1500 for
completing at least the Round 1 survey.

Data analysis

Statements were immediately included in the guidelines
if they were endorsed by =80% of members in both
panels as either essential or important. Statements were
re-rated in the following round if they were rated as es-
sential or important by 70-79% of either panels but were
excluded if they were rated as essential or important by
less than 70% of one panel.

Comments and suggestions from participants were re-
fined, sorted and translated into English by one of the
authors (AC) and then reviewed by authors, NR, AC and
ME. New ideas were written into statements and in-
cluded in the Round 2 questionnaire. The Round 2 ques-
tionnaire comprised 17 Items selected for re-rating
based on the above-mentioned criteria and 14 newly
generated items (a total of 31 items).

Participant socio-demographic characteristics, profes-
sional status and experience in mental health service
provision were analyzed using descriptive statistics. En-
dorsement levels for each item were also calculated. The
correlation between the endorsement rates of two panels
of professionals and consumers was assessed using
Spearman’s correlation coefficient. Analysis was done by
SPSS Version 16.0 statistical software.

Guidelines development

Endorsed statements (i.e. those being rated as either es-
sential or important by >80% of both panels) from both
rounds were compiled. The Sinhala guidelines were de-
veloped by writing the list of endorsed statements into
sections of connected text. Statements were amalgam-
ated when possible. The language was changed in certain
items to clarify meaning. The draft was then circulated
to a panel of Sinhala speaking experts and non-health
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professionals for final review. Their inputs were in-
cluded, and final guidelines were drafted.

Results

Expert panel formation

The total number of participants in the study was 148
(130 mental health professionals and 18 consumers).
The socio-demographic characteristics of all participants
are shown by panel in Table 1.

Higher female representation was noted in both
groups as 100 (76.9%) professionals and 12 (66.7%) con-
sumers were females. Among the professionals, most
were aged between 45 and 54 years (37.6%), while in the
consumer group, most were aged between 35 and 44
years (55.6%). Among professionals, the single largest
category was that of nurses from mental health units
(n =56, 43.1%). There were 33 doctors including special-
ist psychiatrists, postgraduate qualified mental health
doctors, diploma qualified mental health doctors and
doctors who deliver community mental health services.
Among professionals, most (56.2%, n=73) were
employed in government hospitals. Among consumers,
50% of people had their own lived experiences while the
remaining 50% were caregivers. Among the mental
health professionals who took part in the first round, 98
(66.2%) were retained in round 2, while the retention
rate among consumers was 38.8% (n = 7).

Ratings of statements

All the items were categorized into 3 groups based on
the responses given by participants. Responses marked
as either essential or important were considered as en-
dorsed. Items which had more than 80% of endorse-
ments in both panels were immediately included in the
final guidelines (n = 140). Items which had endorsement
rates between 70 - 79% in either of the panels (n =18)
were re-rated in Round 2, while items which had an en-
dorsement rate of less than 70% from either of the
panels (n=10) were omitted. Based on the comments
made by participants in the 1st round, a new set of items
were prepared and included in Round 2 (n = 13). Thus, a
total of 30 items were included for the 2nd round. After
Round 2, items with an endorsement rate of less than
70% in either of the panels (1 = 6) were omitted and the
rest of the items were included (n = 25). After this, 165
items were included in the final version of the guidelines
(See Fig. 1). A complete list of items and ratings is
provided in Additional file 1.

A significant correlation was noted between the en-
dorsements of the two panels in Round 1 (Spearman’s
correlation coefficient r= 0.50 (p <0.001). The correl-
ation coefficient for Round 2 was not calculated due to
the unequal drop-out of the two panels.
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Differences between professional and lived experience
panels

Compared to professionals, consumers gave lower rat-
ings of endorsement than health professionals for items
focused on exploring the suicidal plan of the person by
first aider; “The first aider should ask the suicidal person
if they have a plan for suicide” (77.8% Vs 88.5%), “The
first aider should ask the suicidal person how they intend
to suicide i.e. ask them direct questions about how, when
and where they intend to suicide” (77.8% Vs 85.4%) and
“The first aider should ask the suicidal person if they
have decided when they will carry out their plan” (77.8%
Vs 84.5%) ‘The first aider should ask the suicidal person
how they are feeling right now’). Professionals endorsed
this (96.9%) while consumers gave lower ratings (77.8%).
A similar contradiction was noted for the statement was
noted for the statement ‘Discuss with the suicidal person
what actions they should take to get help’ (with endorse-
ment rates of 66.7% vs 87.5%).

Differences between the English-language and Sri Lankan
guidelines

Compared to the guidelines for English-speaking coun-
tries, 14 items were excluded, and 12 new ones were
added in the adapted guidelines. Significant omissions
were the items which referred to the explicit use of the
term ‘suicide’ and those related to discussing option for
help seeking with the person. Significant additions were
the items related to involving family.

Discussion

The aim of this study was to culturally adapt the MHFA
guidelines for helping a person at risk of suicide used in
English-speaking countries to Sri Lanka. A two-round
Delphi expert consensus study was conducted, involving
both mental health professionals and people with lived
experience. Participants were recruited from a wide var-
iety of professional roles and several districts to ensure
diversity of opinion and were asked to rate the import-
ance of including actions from the English-language
guidelines and were also asked to suggest new items.
While the similarity between the English-language and
Sinhala guidelines was considerable, some important dif-
ferences were found, pointing to important issues for
future use of the adapted guidelines.

Similarities and differences between the English-language
and Sri Lankan guidelines

The high endorsement rate of items in the round 1
(83.3%, 140 out of 168) indicated a wide agreement
on providing mental health first aid to people at risk
of suicide between English and Sinhala versions. A
similarly high level of agreement (92%) was seen in a



Chanderasiri et al. BVIC Psychiatry (2021) 21:466

Table 1 The socio-demographic characteristics of all participants

Page 5 of 9

Variable Mental health professionals Consumers
Frequency Percentage (%) Frequency Percentage (%)
(n =130) (n=18)
Gender
Male 30 23.1 6 333
Female 100 769 12 66.7
Age category
18-34 4 3.1 2 1.1
35-44 25 192 10 556
45-54 49 37.7 3 16.7
55-64 42 323 3 16.7
65 and above 10 7.7 0 0.0
Highest educational qualification
Primary school 0 0.0 2 1.1
Secondary school / high school 9 6.9 12 66.7
Technical diploma 56 43.1 4 222
Bachelor's degree 27 20.8 0 0.0
Master's degree 6 46 0 0.0
Doctorate (Higher degree by research) or ~ PhD 8 6.2 0 0.0
Other 18 1338 0 00
Missing 6 4.6 0 0.0
Principal area of practice
Mental health clinician- specialist 9 6.9 NR NR
Mental health clinician 24 185 NR NR
Psychiatric social worker 8 6.2 NR NR
Psychologist 3 23 NR NR
Midwife 22 169 NR NR
Nursing Officers (Mental Health) 56 431 NR NR
Missing 8 6.2 NR NR
Principal setting of practice / affiliation
Government hospital 73 56.2 NR NR
Community Mental Health Service 25 19.2 NR NR
Educational facility 3 23 NR NR
Other 10 77 NR NR
Missing 19 14.6 NR NR
Years worked in the principal area of practice/ as consumer
2-4 41 315 10 556
more than 4 74 56.9 2 1.1
Missing 15 11.5 0 0.0
Lived experience Vs Caregiver status among consumers
Consumers with lived experience NR NR 9 500
Consumers who were care givers NR NR 9 50.0
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Round 1
Questionnaire
(168 items)

Items to be Items to be re- New items to be Items to be
included rated added excluded
(n=140) (n=18) (n=13) (n=10)

Round 2
Questionnaire
(31 items)
Items to be Items to be
included excluded
(n=25) (n=6)
. Total number of Items to be
v .
included
(n=165)
Fig. 1 Overview of the study rounds

recent study to re-develop the suicide first aid guide-
lines for China [28].

New items included those relating to the import-
ance of the influence of family, both in terms of risk
and protective factors for suicide. Items, “If the person
has a plan for suicide, the first aider should tell the
person’s close family members about this” and “If the
first aider is not a family member, they should ask
family members of the person about their symptoms”
were endorsed. This is likely to reflect the fact that
many people in Sri Lanka live in extended families
with higher levels of social connectedness than is
often seen in Western countries [29]. Thus, the prac-
tical and emotional support provided by family mem-
bers and relatives is likely to have a positive effect on
mental health and be protective against suicide [30]
and family members may play a greater role in assist-
ing a person to cope with daily stressors [31]. How-
ever intolerance of interpersonal distress and
communication difficulties with family members have
been identified as major risk factors for suicide and

suicide attempts in Sri Lanka, particularly in women
[32, 33]. It is also acknowledged that interpersonal
conflicts and domestic violence also increase the risk
of suicide and involving family may help to address
these risks [34].

Using terms like ‘suicide’ and ‘died by suicide’
was rejected by both panels possibly due to stigmatizing
attitudes towards suicide and a reluctance to address the
topic directly [35]. Very low rates of agreement were
noted for the item “The first-aider should demonstrate
appropriate language when referring to suicide by using
the terms ‘suicide’ or ‘died by suicide”.

The item in the English guidelines: “The first aider
should not try to take on the suicidal person’s responsibil-
ities” was rejected by both groups of participants. This
may be due to the greater level of involvement of family
in the care of people with mental health conditions,
whereas in high-income countries, there is greater em-
phasis on the recovery approach, in which more respon-
sibility is vested in the person [36]. It is possible that this
also underlies the differences in ratings of the items
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‘Discuss with the suicidal person what actions they
should take to get help’ (with endorsement rates of 64.7%
(consumers and carers vs 94.4% (professionals)), with
people with lived experience preferring to take a greater
level of control rather than discussing this with the
person.

Differences between professional and lived experience
panels

It is likely that the round 1 differences between the
professional and lived experience panels, which mostly
focused on items relating to asking about suicide, re-
flect low levels of mental health literacy and a reluc-
tance to ask directly about suicide due to a
commonly held perception that enquiring about sui-
cidality can increase the risk of suicide despite evi-
dence that it is beneficial [37] and may lead to
improvements in mental health in treatment-seeking
populations [38]. It is only relatively recently that be-
liefs about the risks of asking directly about suicide
have begun to shift as a result of suicide prevention
campaigns and other interventions [38]. It is likely
that health professionals are more aware of this evi-
dence and therefore are more likely to endorse such
statements. This is also reflected in the relatively
lower levels of correlation between the health profes-
sional and lived experience panels in Sri Lanka com-
pared to the English language guidelines, which are
also similar to the study done in China [28]. The re-
sults of this study point to the need to for similar ef-
forts to explore and address attitudes in the general
population in Sri Lanka.

In relation to the item about involving police in situa-
tions in which the person is carrying a weapon, profes-
sionals showed a lower level of agreement than
consumers (with 70.2% vs 93.8% of endorsement). Police
involvement in incidents involving mentally ill patients
has increased with the growth in community psychiatry
[39], and it is possible that the differences in ratings are
due to a perception among the general public, that
people with mental health problems are more likely to
be violent [40].

Considerations for future use of the adapted guidelines

This study involved obtaining the views and opinions of
mental health professionals and people with lived experi-
ence in Sri Lanka to modify the guidelines for assisting a
person at risk of suicide. Findings of the study had re-
vealed a high degree of endorsement, confirming the
overall relevance of the guidelines. The guidelines can be
used as a standalone product and may also be used to
inform a culturally adapted MHFA training program for
Sri Lanka. Such a program may also help to improve
mental health literacy and reduce stigma in the general
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population. However, trialing and adaptation of the pro-
gram to be suitable for implementation in the Sri Lan-
kan health system are necessary for any potential gains
to be achieved.

Strengths and limitations

Strengths of the study involved the wide range of
health professionals, enabling diverse views to be ob-
tained. A further strength was the inclusion of people
with lived experience, although the relatively small
number means that one person’s rating may have had
a relatively large impact on the results. Moreover, due
to the recruitment strategy, these were only people
who had been in contact with health services and the
views of people who had not been in contact with
services were not captured. While common in many
high-income countries, inclusion of people with lived
experience remains relatively rare in contexts such as
Sri Lanka. Conducting the study in Sinhala was also a
strength as it allowed for the inclusion of people with
lower levels of education who may not have been able
to complete the study in English. This was reinforced
by the fact that most of the health professional par-
ticipants preferred Sinhala as the language of choice.
Comparisons with the English-language guidelines are
limited by potential differences in understanding ter-
minology in English and Sinhala. However, as the
guidelines do not use highly technical language, we
don’t believe this to be a significant limitation.

A further limitation is that the study was not con-
ducted among Tamil-speaking participants, largely for
logistical reasons. In an effort to overcome this weak-
ness, the final guidelines will be translated into Tamil.
Finally, the attrition rate between rounds 1 and 2 is a
limitation, particularly in the case of the lived experience
panel, who were more difficult to contact in the 2nd
round.

Conclusions

A Delphi expert consensus study involving local men-
tal health professionals and people with lived experi-
ence was used to culturally adapt the Mental Health
First Aid guidelines to assist a person at risk of sui-
cide for Sri Lanka. While there were many similarities
to the guidelines for English-speaking countries, sev-
eral items were omitted, particularly those relating to
asking about suicide, exploring the suicidal plan and
involving police in situations where the person had a
weapon. The adapted guidelines included several new
items, particularly those relating to involving family
members. Further research on the dissemination and
uptake of the guidelines as well as their use in
informing MHFA training is needed.
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