IN MANY COUNTRIES LESS THAN 15 PERCENT OF THE RURAL
POPULATION AND OF THE UNDERPRIVILEGED GROUPS HAVE ACCESS
TO HEALTH CARE OF ANY KIND, ACCORDING TO W.H.O FINDINGS

1 National Hospital 2 Regional Hospital

ONLY A PRIVILEGED MINORITY, MAINLY FROM THE CITIES, IS TREATED
IN HOSPITALS LIKE THE TWO ABOVE

3 District Hospital 4 Primary Health Centre

5 Rural Health Unit
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THE REST OF THE POPULATION THAT RECEIVES HEALTH CARE OF ANY
KIND IS ATTENDED TO IN ESTABLISHMENTS LIKE THESE FOUR

VILLAGE HEALTH WORKER

In most devsloping conntries of the world today, the Village Health Worker (VHW
is beginning to play a vital rols in their Lealth cars services. 1his fact bas bean recogni se
in Sri Latika too where the emphasis is now necessarily being shifted towards the bealth care
edacation and general presentive sersices. Village Health Workers can play an essential
role in bealth care bacause nearly 75%, of the norld’s peaple live in the rural areas. More-
over bospitals are axpensive; aceording to WHO estimates a bostital bed in (1) abose ¢osts
fen times as much as a rural Lealth anit in (5) above.

Village Halth Werkers are generally man or woman, young or old prosided with some
sducation and sslscted by she villagers, or with their agreemins to deal with bealth problems
of both individuals and the comnunity. Their duties vary from country to country depending
on the local problems, but basically they attend to the community bygiene of ths village, give
elementary care and advice on general bealth problems and refer patients to the nearess health
centre or bospital. In all cases they undergo rogular periods of training as near as possible
10 their own villages. The VHW is available at any time of the day er night to respond tc any
emergency calls. ~ He or she is encouraged to continue as far as possible in bis or her other
activities such as farming. ’
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HEALTH
CARE
SERVICES

The health of a country’s economy
is very closely linked to the health of
its people, just as much as the health
of a country’s people is closely depen-
dent on the health of its economy.
On the whole, in any country the
organisation and functioping of its
health services are governed by the
level and nature of development
achieved by that country. This is the
major factor determining what and
how available national resources can
be allocated in a country’s economy.
This allocation is essentiallya political
decision based on social preferences
and only partially on economic
considerations.

Some of the common fundamental
symptoms affecting our health services
can now be identified. One of these
symptoms is that while during the past
decade demands on the health services
and the cost of meeting them have
rapidlyincreased, there also has grown
a strong competition for the limited
resources with other major sections
of the economy, for example, agri-
culture, industry, transport. Funds
allocated to these sectors provide
visible results as compared with
the intangible and often invisible
benefits of preventive and curative
medicine such as increased life
expectancy, decreased infant mortality
and reduced morbidity.

Prevention of disease demands ade-
quate nutrition, reasonably good

. housing, proper water supply and

sewerage disposal and innumerable
related services. A greater part of
this is outside the province of the
Health Services of any country and
would depend on the level of deve-
lopment of its economy as a whole
and a fair distribution of resources
within it. In most developing coun-
tries, such as Sri Lanka, their govern-
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ment’s commitments to channel limit-
_ ed resources into development pro-
jects have’ inevitably resulted in the
shortage of manpower and supplies
to match the demands of the health
services of these countries. .

It is accepted, however, that we

cannot and need not in the present
state of our Third World economies
and social setting aspire to provide
a sophisticated health service akin to
that of the more affluent nations.
*Moreover, the extension of urban
patterns of health services will not
solve rural problems, and the ideas
derived from curative medicine in the
context of a developed countty are
unlikely to be appropriate for pre-
ventive wotk or the extension of
* basic coverage in developing coun-
tries.

In Sti Lanka, for instance, it is now
accepted that our efforts need to be

directed to a proper channelling of \

our limited resources in order to pro-
vide a comprehensive basic health
cate system capable of dealing effect-
ively with the common health prob-
lems besetting a majority of our popu-
ation. A paper on an “Assessment
of the Present Health Problems in
Rural Sri Lanka”, read by Professor

T. B. ]. de Fonseka, at a recent semi-
nar on “Towards a Healthier Village”
argues strongly that the system of
health care in developed countries is

. inappropriate to-the health needs of

developing countries. Solutions to
our health problems lie not in an
urban “developed country” type of
health delivery system and medical
education which are curative, hos-
pital and doctor-oriented, but in a
preventive community - health otien-
ted health care system (The box
below summatises his views.)

It is 2 truism that “a gredt number

of diseases could be prevented with

little or no medical intervention if
people were adequately informed
about them and if they were encourag-
ed to take necessary precautions in
time”. ‘This statement repeated in
much of the WHO and general
Public Health literature states health
authorities in the face, but appears
more easily said than done. There
certainly is a greater awareness today
of the vital aspect of education in
health care, but much still remains
to -be done.

The mozbidity rate in our develop-
ing countries is so high that the cura-
tive aspect naturally demands greater

:——-———‘.
=

The system of health care in
developed countries is inappropriate
to the health needs of developing
countries, like Sri Lanka, parti-
“cularly to the needs of the rural
population, which constitutes about
78% of the total population.

A debilitated rural population can-
not meet the challenge of achieving
improved agricultural production.
A’ study of morbidity patterns in

. Sri Lanka reveal that in addition to
the problem of malnutrition, the

safe water, hygienic sewerage dis-
posal and proper housing.

A historical review of the deve-
lopment of health services in Sri
Lanka shows that in the recent past
the health services have become so
hospital and specialist-oriented that
even the population has come to
believe for the need for specialist
attention forall but the most trivial
| ailments. The need for improve-

AN ASSESSMENT OF THE PRESENT HEALT
PROBLEMS IN RURAL SRI LANKA -

population lacks the availability of ibility of the villager to health care

ment in the environment have rece-
ded to the background.

Training of health personnel,
particularly doctorsand nurses, have
also not been relevant to health care
in rural communities. This is an
important factor in the unwilling-
ness of health personnel to serve in
these communities.  There has,
recently, also been a lack of the
proper type of health worker like
the public health midwife in rural*
areas resulting in 2 minimal access-

services.

Solutions therefore liec not in
urban ‘developed country’ type of
health care delivery systems and
medical education which are cura-
tive, hospital and doctor-oriented
but in a preventive community
health-otiented .health cate systems
using more primary care workers
like the public health midwife.

Prof. T.E. ). de Fonseka

attention, But in the growing aware-
ness that the demand for curative
services can be reduced if more atten-
tion is paid tp preventive -aspects.
WHO authorities see signs of hope, -
The significance of the preventive

*aspects of health setvices and the

importance of the Health Care Work-
er and Health Teams is very appa-
rent today, China is considered “a .
shining example”, in this regard,
by the WHO’s Regional Adviser on
Health Education (Details of the Chi-
nese experience are given in the
box on pages 8 and o).

The trend today is to build-up a~
health team which works in close co-
opetation along with the various
development officers of the area, -
giving the health workers greater
responsibility and mobilising peoples’
efforts towards one common goal—
a better quality of life of which health
is an essential component. ' Through
experience so far, in certain develop-
ing countries, it has been found that
“the people-centered community
approach moved people away- from
a sense of apathy to a feeling of con-
fidence in their ability to solve their
health and related problems by their
own efforts and using their own re-
sources”. This has been made possi-
ble by consistent health education
programmes. In Sti Lanka, similat
family health education programmes
conducted by the Health Department
have shown great promise so far (See
box on page 10). Inthese programmes
the community has begun to accept -
responsibility in solving its health
problems and work on a self-help
collective basis.

Though there are such attempts to
change the emphasis in the health
care services, it is a fact that nearly 8o
percent of the total health burden of
the country is still made up of pre-
ventible illnesses and that much of
these illnesses can be adequately
treated at a low cost by simple reme-
dies presctibed by suitably trained
para-medical peisonnel. A closer
look at the current state of our health
services emphasises the disproportion
in the main thrust of the entire system.
The following review, presented at a
special international session of the-
SLAAS in August 1976, on the state
of the Health Services in Sri Lanka
reveals this situation clearly:

EconNomic Review, QcToBer 1976 .



State of the Health Service in
Sti Lanka

During the past thirty yeats subs-
tantial investments have been made
inthe d=velopmsnt and improvements
of health services. Of the present
. share of public expenditure, that on
health services amounts to about 2%,
of the estimated G.N.P. and about
7% of total government expenditure,
c.g. in 1976, it was Rs. 409.2 million
or 7.5% of the total budget. For a
population of approximately 13 mil-
lion this amnunts to about Rs. 30/-
per capita. There has been an annual
increase of approximately 10%, in the
amounts soent on the Health Service,
but the eff:cts of this increase have
been largely multiplied by the process
of inflation and by the general increase
of population. The following indi-
cators reflect the improvement in the
health of the population over the
years :

1934 1968

Crude deathrate per 1000 20.3 7.9
Maternal mortality per 1000 15.5 1.8
Infant mortality per 1oco 141 50
Life expectancy at birth—

males 44 65
Life expectancy at birth—

females e e 42 67

Though statistically impressive, the
health services in the country still
suffzr from a number of deficiencies.
The emphasis hitherto appears to
have bsen on the tradition of curative
services while the preventive services
have not been adequately developed
and expanded.

LEADING CAUSES OF DEATH

* IN 1965
Mortality

Diseasss per
10,600

Discases of infancy snd imma- )
turity 107
Heast diseases 76
Distrhoeal diseases ... 70
Respiratory infeciions . 47
Gastroentisitis 46
Accidents and suicides 45
Anaemias and malnutrition ... 38
Malignancies 27
Other intectious diseases 21
Other helminthic discases ... 1s
Tuberculosis e - IS
Dysentry ... ]
Hookworm 2
Typhoid ... 1

A clnser analysis of these figures
shows that the causes of mortality are
intimately felated with preventable
factors and arise principally from poor
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HEALTH CARE SERVICES IN SRI LANKA—1972

No. of

Sector Type of Institution Insti- No. of

tutions beds

Government  Colombo group of hospitals . 10 4811

Western Provincial hospitals 10 7085

Base hospitals 18 3642

District hospitals 96 10719

Cottage hospitals 13 416

Peripheral units 94 338y

Rural hospitals . 73 1076

Maternity homes 128 1534

Central dispensaries 424 —_

Branch dispensaries 345 —_—

Visiting stations 1017 —

Tuberculosis hospitals ... 4 1670

Leprosy hospitals 2 859

Mental hospitals 3 3520

Other hospitals 12 430

Health units (Medical Officer of Health areas) 98 -

Specialised campaigns ... b} -

Medical Research Institute H —_

Sub total 2253 39780

Government’  Ayurveda hospitals ... 7 -

Ayurveda —do— dispensaries ... 211 —_—
Sub total 218
Private Nursing homes 62
Western Co-operative hospitals ... 14
Estate hospitals - 66
Estate matetnity homes . 115§
Private practitioners . 530
] Sub total 787
Private Private practitioners . 9823
Ayurveda Sub total 9823
thers Other practitioners ... . 10000
Sub total- 10000
All Sectors TOTAL 23081

The governmens sector provides a free medical service

nutrition, inadequate environmental
sanitation and inadequate housing,
wheteas degenerative and chronic
diseases still play a minor role.

Trend of Diseases

In any attempt to assess the kind of
changes that may be expected in the
disease situation during the next
twenty years, the following facts are
of great importance :—

(a) The causes of most of the leading
diseases in Stri Lanka are deeply
rooted in the environment so that
without a basic change in the
environment a major reduction
in these diseases cannot be ex-
pected to occur. Thus the pre-
sent pattern of leading diseases
does not differ significantly from
the pattern 25 years ago. For
this reason, no major decline in
diarrhoeal diseases, infectious dis-
cases, diseases of the digestive
system, diseases of the skin and
subcutaneous tissues and of

®

©

accidents may be expected in the
future, if the hazards in the en-
vironment are not improved.
Moreover, the development of
modern industries and transport
may lead to an increase in acci-
dents and occupational hazards.

The economic development of
the country will lead to the
improvement of living standards.
The future trend of anaemias,
malnutrition and diseases of in-
fancy and immaturity will be in-
fluenced by the degree of improve
ment in the living standards of
the population and a more equi-
table distribution of the national
income.

The spread of the acute commu-
nicable diseases occur throuch
the environment. Consequently,
without major changes in the en-
vironment, especially with regard
to water supply, sewerage, waste
disposal and vector control, no
major improvement in the island-
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HEALTH MANPOWER IN SRI LANKA 1e¢72

Total Western Trained
Doctors: .
Nurses
Midwives
Dental Surgeons
Asst. Reg. Med. Practitioners
Public Health Inspectors
Medical Lab. Technologists
Radiographers .
Physiotherapists
Dental Nurses
Pharmacists
Dispensers
Attendants e
Other Workers

Total Ayurveda Trained

Ayurveda Doctors
Other Workers

‘TOTAL

Sri Lanka’s Health Manpower’
in Numbers - -

Govt.
and semi-  Private Total

Sovk.
38783 4747 43530
2218 1033 3251
5661 "197 6458
3394 192 3586
180 100 280
1194 143 1337
1074 129 1203
455 55 510
164 20 184
129 15 144
239 29 268
406 49 453
804 96 900
' 5269 632 5901
18867 1000 19867
983 9823 10806
293 9823 10116
69c .- 690
14113, 55150

41037

wide control of infectious dis-
cases may occur. It is worthy of
riote here that some anaemias
may be due to hookworm, a dis-

..ease maintained by an unsafe

environment. However, in res-

-+ pect of poliomyelitis, diptheria,
tetanus, whooping cough and
rabies and in part typhoid, mo-
détn  health” * technologies can
limit to a great extent the spread
of infection,

(d) There has been‘a significant -in-
crease of malaria and - venereal
diseases in recent times.

The totdl numbsrs of health' per-
sonnel are probably inadequate for
the needs of the country and this
situation is.aggravated by the so-
called brain-drain. ‘The cities are
‘better supplied than the rural areas
where 709, of the population live.
It is also questionable whether opti-
-mum use is being made of the services
'of the health personnel.

Some Conclusions

Closer study of hospital admission
figures for the whole country reveals
two major facts:—

1. Hospital'admissions show that the
leading causes of illness are again
primarily the result of .preventible

6 | ‘

.. factors i.. poor- nutrition,' in-

adequate environmental sanitation
and housing,

2. Gross overcrowding of the larger
health institutions together with a
under-utilisation of smaller insti-
tutions. This over utilisation of
facilities in the larger hospitals
has led to a deterioration of the
quality of health care in these
institutions while the under-utili-
sation of facilities in small rural
hospitals has l=d to an uneconomic
use of these institutions.

Though this state of affairs further
highlights the importarce of the pre-
ventible causes of ill-health, the dis-
tribution of national health spending
reflects merely the felt needs of the
population rather than its real needs.
Thus out of a health vite of Rs.
331,000,000 (million) in 1975, Rs.
237,000,000 (millions) were allocated
to patient cure services and only Rs.
71,000,000 {million) was spent on
community health,

In view of the fact that the burden
of ill-health in Sri Lanka is primarily
due to preventible causes, it follows
that an improvement of the health
status can only be acheived by paying
much greater emphasis to prevention.
Whereas major ‘changes of housing,
nutrition and environmental “sanita-
tion' can only result from- a real

!

improvement of the courtry’s eco-

. nomy and a fairer redistribution of

its resources, the delivery of health
care services must be geared to im-
proving the levels of public health
education, more eff:ctive implemen-
tation of immunisation procedures
and the health service itself should be
oriented more towards prevention
than cure. This change in emphasis
would require the services of more

‘para-medical and auxiliary health

workers trained so asto bs capable of
delivering ptimary health care to the
people specially at a rural level where
70% of the population of this country
teside. Their tasks should also in-
clude the education of the people in
elements of nutrition, family plaaning
procedures and prevention of para-
sitic and other infections and also
the referal of selected patients to
health institutions when necessary.
Such a scheme would release doctors
who have bzen more highly and ex-
tonsively trained to perform those
tasks for which their expertise is
essential. - .

The implementation of this scheme
would involve (1) a better programme
of surveillance and collection of data
with the object of identifying ‘prio-
rities properly,(z) more research into
the health probl:ms relevant to this
country and (3) a redistribution of
health tasks and a revised  training
programme for all categories of medi-
cal and para-medical personnel.

An Accepted Solution

It is clear that the solution to a
major part of the country’s health
problem lies in the development of an
integrated system of health services
with the emphasis on a preventive
community health-oriented health care
system utilizing to the fullest extent
the primary care workers. The health
care provided to tke rural poot in Sti
Lanka, who form a vast majotity of
the population, is inferjor to that
which is provided ta the urban popu-
lation. A mere expansion of the
curative services into the rural ateas
to bridge this gap is not possible in

.Sti Lanka. - The solution it is accep-

ted must lic in 4 shift of emphasis
towards prevention,

With our limited resources and the
rigid administrative structures within
.our health servicessuch a preventive

(Continued on page 8)
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VILLAGE HEALTH CONDITIONS

The two extracts on village health conditions published on this page were selected
at random from sociological studies of typicil villages arid arc intended to portray a
first hand view of what health conditions atre like in our villages.

HALPE

Halpe is a village of about 950 inbabi-
tants, located in the Ratnapura District
only 15§ miles from Balangida town. Tlis
study was conducted in Seprember 1976

A complete health index ought to
take into account a variety of factors,
such as birth and death rates, the
incidence and character of diseases;
the conditions of nutrition and
physical efficiency, the progress of
health knowledge and health habits,
the development of sanitation and
the extent of medical and sanitary
facilities available in the locality.
All this mass of information could
not be collected within the brief

" period of such a survey and there-
fore was beyond the scope of our
investigation.  Our purpose re-
quired a general idea of health con-
ditions as a bickground to eco-
nomic life. For this purpose the
few facts that are presented here
may perhaps suffice.

Although, serious illnesses are few
the general health conditions of the
- villagers cannot b= said to be high.
Except for the few well-to-do, a
general undsr-development in their
state of health was found to be pre-
valent among many of the villagers.
Ignorance and apathy, poor sani-
tation and insufficient medical faci-
lities were cortributory factors.
Signs of being under-fed and mal-
nourished still exist on a consider-
able scale. Muaria too still exists,
but the 1>ss of working days on this
account is not very heavy.

" On the whole peonle seem to have
a greater faith in Western medicine
than in Eastern medicine. For
m=dical attention the villagers gene-
rally go to the rural dispensary,
availible outside the village, about
six miles away in Panibahinna. For
mnore acute sicknesses, villagers go
to the government hospital at
Balangoda which is about 154 miles
away from the village. There 'is a
‘mbile-dispensary’ attending on the
villagers—a dnctor visits the village
once a week, with ready-made medi-
cines. People seem to have no faith
in this system. They -b:lieve that
whatever the sickness, they get

‘pot-luck’—at the hands of the

doctor. The situation is highly
deplorable bscause the doctor has
n2 established place from where he
could operate during his weekly
visits.

Th-ze are about three Ayurvedic
Paysicians in the village, but they are
not fu]l-time physicians. Occasion-
ally they attend to the patients, while
bzing engaged in their normal agri-
cultural activities. Maternity wel-
fare, howevet, is poor. Tae village
is not served even by a qualified
midwife.

Medical facilities available in the
village cannot be said to be satis-
factory, as revealed in this survey.
In case of any sickness people have
to go long distances outside the
village for treatment. This is one
serious handicap the village is facing
today. At l:ast child-welfate should
receive due consideration. During
our brief stay, we had the unhappy
experience of seeing a child die in
his mother’s arms whil: bzing taken
to the rural dispensary. The bus
was not available.

The availability of drinking water
too is unsatisfactory. Thare are a
very few wells in the Halpe village,
Tae mjority get their drinking
water from mountain streams and
springs. Daring the dry season
when most of these dry up, the
villagers have to travel long dis-
tances for drinking water.

The opposite can b= said about

the latrine systems. Hyzienically
constructed latrines are a common
possession.  Nearly 859, of the
households in the sample had their
waterseal latrines. This is a result
of an organised camnaign carried
out by the Rural D:velopment
Society of the village. With the
firancial aid recsived from the Rural
D :velrpment D:partment, many of
the villagers have built latrines and
in som: instance; the latrine looked
better than the house itself,
From **The Halpe Village — A Socio-
Economic surveybyD.S.D. Gajanayakeand
B. K. J. Gajinayake; 1o be published by
the Reseirch Council of the Rural Develop-
ment Training and Reseatch Institute.

DOMBAGODA

Dombagoda is a village with about 250
inbabitants, located in the Matale District
within the Rattota Elcctorate by the Matale-
Elkadiava bus route. This study was conducted
in early 1975.

Dombagoda seemed relatively iso-
lated from the national programme
of family health and welfare. There
was no P.HI. or midwife over-
looking this particular villare. Medi-
cal facilities were availablz at a
government dispensary 6 milas from
the village. An active Rural D:ve-
Iopment Society had spotlighted
these shortcomings and taken the
initiative to introduce a few health
measures in the way of cleaning wells
and encouraging hnuseholders to
build pit latrines. There was a cer-
tain amount of awareness of family
planning but no incentives to accept
any method to limit family size.
It was apparent that in a
number of village households,
successive pregnancies had been
a severe drain on the mothers
health. Many of the women looked
under-nourishnd and completely
worn out. Hoywever, this did not
deter them from attending to their
household chores and even work in
the fislds. There was a certain
amount of ignorance associated with
the whole question of nutrition.
Food was not scarce in the village
and there were plenty of fruits and
vegetables in every garden. Yet,
the women were not aware of the
best food that could be given to the
family, especially the infants, Cez-
tain traditional customs too pre-
vented the mothers introducing
solids to their children. There was
the case of little ‘Kamal’, an cight-
month old infant, who was never
satisfied with his mother’s milk. In
d:speration the mother would try
to soothe him with coriander water
or glucose water. She was reluctant
to introduce him to solids as the
infant had not had the traditional
‘indul kivana ceremony’ or the cere-
mony to mark the first meal of rice.

Ualess there is an organised effrt
to improve nutrition and food
habits, our health services will con-
tinue to b2 burdened with disease
due to dietary deficiency.

From “Family and Family Patterns in Sri
Lanka. A siudy of the Dombagoda Village”

by Mrs. Malsiyi Dias, presented ai a seminar
on the Village in Transition, inMay 1975.
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To ‘be eff=ctive, however, health
education would need to aim at elimi-
nating superstition and harmful prac-
tices now prevalent among large
sections of our population. Ignotr-
ance has been a fundamental factor
behind several mortalities in this
country. Ignorance leading to a
faulty diet and malnutrition in the
population has been highlighted in
several studies. A typical example is
quoted in a so<iological study carried
out on the Dymbzgoda village in
the Matale District by Mrs. Malsiri
Dias, where she shows that tradi-

" tional customs prevented mothers
from introducing solids to their.
children (See Box on page 6).

(Continued on Page 11)

programme is not likely to succeed
unless there is definite participation
on the part of the people themselves.
If this is achieved it should also cut
down state expenses on our health
services to a great extent. For the
people once motivated are likely to be
the most enthusiastic-supporters of a
preventive programme as they would
be the direct beneficiaries.

THE CHINES

In recent years worldwide interest
has centred on China’s successful
experience in the field of health,
specially in relation to the pheno-
menon of her “barefoot” doctors.*
The first WHO study mission to
visit China, in 1974, returned with
the impression that “the Chinese
people’s state of health seemed
excellnt, particularly the children’s”,
In China’s health services there is a
distinct diff :rence between the cities,
where the main production facilities
are part of the state, and the rural
areas, where land and industry are

Jargely community-owned. How-

- The best way to motivate our peo-
ple in the present context is through
health education: Education not only
of the clients of the health system but
also the madical authorities and the
profession which today overempha-
sises the curative.

PEOPLES PARTICIPATION IN THE HEALTH CARE SYSTEM

A Preventive H=alth Service
programime is unlikely to succeed
without participation of the people.
Ths people, once motivated, are
liksly to be the most enthusiastic
supporters .of a preventive pro-

gramme and the best way to moti--

vate the people, in the present Sri
Lanka context, is by health edu-
cation.

To be effective health education
should airh at eliminating supersti-
tions and harmful practices while
also inculcating modern scientific
medical concepts, such as the germ
theory of infectious disease. In
doing this careful consideration
should be given to the psychology
of the people. : -

T.e health education programme
should be carried out at a nationa
1 (mass media) and local level. The
school curriculum should also be
used.

To mobilize the people it is essen-
tial to have one or more carefully
selected Rural Health Workers
(R.H.W.). Taey must be permanent
residents of the village, preferably
from poorer homes, part-time volun-
teers and be trained locally.

The R.H.W. should be the link
between the health personnel and
the people. ‘ They should carry the
preventive programme to the people
and enthuse them while ensuring
that the Hsalth Personnel provide
their services in time.

Th: R.H.W. should organize
volunteer teams for preventive cam-
paigns (vector control etc.) for pure,
watersupplyand lattine construction.

The R.H.W. could play a key role
in (a) the Family Health Programme
(b) spottinig health problems and
(c) collection of data.

It is essential that the R.H.W.
should not engage in any curative
work ( other than first aid).

Every village should have some-
one capable of treating on modern

scientific lines the common disease |

problems e.g. malaria, diarrhoea,
anaemia, minor injuries, pain etc.
(possibly ayurvedic practitioners
and barefoot doctots).

At the level of the Health Centre
or equivalent there should be a
Peoples’ Health Committee (elected
representatives of the village and

health personnel) to determine and [
1 attend to the health needsof the area.

The collective spitit of the ancient
village is no more, 'nor has that of
socialism been achieved. Values
aré determined by .individual gain
rather than the collective good and

diffzrences of class, caste and creed |

divide the village. Besides these
difficulties the programme may ex-
perience opposition from local ves-
ted interests. o
Mobile health teams from the
towns may enthuse the local health
personnel and R.H.W. and help to
overcome local problems, while
themselves learning to understand

-the village.

This scheme should have national
application while yet being adapt-
able to local needs.

Dr. Tissa Vitarana

ever, while the difference affects the
responsibility for health services,
the structure of the services remains
similar,

The WHO mission found that
each rural area includes health wor- .
kers as members of production
groups; each area has its own health.
facility and some mechanism for
rzferring patients to other health
service echelons. Each patient has
equal access to primary health care,
to preventive services, to family
planning services and to the re:
ferral system. Anunique asoect of
the rural health system in China is
that it is not distinct at any level
fr>m othet parts of the community
structure, Not only is the role of
the small, primary unit understand:
able at the personal level, but its
relation to other units is also clear.

Referring to the importance of
health educatinn in public health
practice the WHO mission com-
mented that barefoot doctors seem
to b= the focus of health education
activities; but interest in, and de-
mand for, health services seem to’
¢ me from the people themselves—

“the interest of the total community".

appears to be the central motive of
actions taken by ‘individuals and
various groups. The key here is
the political and ideological context
of Chinesc life. Health is an impor-
tant component of social services
and a substantial user of community
resources. Any citizan’s health’ is
considered everybody’s business,
and the principlss of health are in--
cluded in Chiirman Mao’s writings.
Everybady is familiar with these and

they provide powerful motivation

. {
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for action at all levels, including,
and in fact emphasising the grass-
roots. Taus everybody feels per-
sonally involved with health and
in thzir own way they all play the
role of health educators,

The WHO team summed up that
health services in rural China are
widely based, peripherally controlled
and provide both preventive ser-
vices and primary care for most or
perhaps all of the people......... while
the breath of the primary health
services is similar, their standards
and facilities differ. Since one prin-
ciple of the communes is self-
reliance, their levels of health care
vary according to a number of
factors such as their production.
For instance, the poorer communes
receive financial and other help
from state bodies.

The concept of self-reliance plays
an important role. The number of

edical, paramedical and auxiliary
personnel appatently varies accord-
ing to the eco>nomic development of
the administrative units concerned.
This seems to be in line with the
principle that the levels of health
service available should progress
parallel with productivity and the
standard of living. The numbers

" trained would also dspend upon

community needs, and these too
may vary. However, there seems
to b= a certain minimum number of
medical personnel even at the [owest
levels of administrative units (bri-
gades or production teams), and this
is much higher than the numbers
of corresponding medical staff avail-
able in the developing countries.

The “barefont doctor” plays a
key role in China’s rural health
services. A large part of primary
care occurs at the peripheral level
where the services of a “barefoot
doctor” are not costly—this doctor
already being supported by the
group.

Again, in selecting her medical
studeats, criteria of pnlitical com-
mitments, social background and
motivation to serve the masses are
also considered as important as an
educational backeround. Medical
colleges make the final decisions

on admissions, but students are
recommended by their respective
communities. Many of them are
frrmer barefoot doctors and almost
all have had expsrience with manual
arrd rural work.

The followine excerpts from a
joint UNICEF/WHO study also
indicate the l:vels of case batween
the urban and rural regions, and the
training given to the special category
of “barefoot” doctors.

TABLE 1

LEVELS OF ORGANIZATION AND MEDICAL SERVICES
IN CHINA’S RURAL AREAS

Otrganizational

Population
Level

Range

Province or autonomous About 1 million to so

region (17 in China) million

County (2,000 ir; China) Upto 1 million

Commune (23,000 in

Upto Go,000
China)

Medical Facilities and
Personnel

Provincial hospitals-subspecialists
western and traditional doctors
bureau of public bealth.

County hospitals—specialists,
western and ceaditional doctors

Commune hospitals or clinics—
wzstztn and craditional doctors
assistant doctors, nurses.

Brigade health statioos—barefo ot

Production brigade §co- 3,000
(5- 20 per commune) dactors, health aides.
Production team $0 - 300 Barefoot doctors, health aides.
(10- 30 per brigade)
TABLE I

LEVELS OF ORGANIZATION AND MEDICAL SERVICES
IN CHINA'S URBAN AREAS

Medical Facilities and
Personnel

Specialized and teaching bospital

11 million (Shangbai, of — subspecialists, kureau of public

From less than roo,000to  District hospitals—specialists epi-

demic prevention centzes.

Otrganizational Size of
Level Population
Municipality *  From lessthan 100,000 to
! which about 6 million health,

would be considered
utban)

District

] 900,000 (a district in

Shanghai).

Neighbourhoods (also 40,000 - 70,000

called “‘streets” o1
*““urban® communcs)

Residents’ committees

1,000 - 8,000
(also called *“lanes™)

S

Group 59 - 150

Neightourhood hospitals or
—clinics western-type doctors,
traditional  doctors, assistant
doctors, nurses, midwives.

Residents” committee or lane
health stations — red medical
workers with periodic visits by
doctors.

. Just as much of the work of the part.
time bealth workers seems to vary from
place to place in China, so too does their
education. For the barefoot doctor the
most frequent pattern appears to be a
three-month period of formal training,
cither in the county bospital or in the
commune hospiral, fairly evenly divided
between theoretical and practical work.
The three-montb training is followed by 2

variable period of on-the-job experience
under supervision. As seems to be com-
mon in presentday China, continuous
training cither on the job orin fusthershort
courses enables workers to upgrade their
skills. In practice, preference for entry to
medical college goes to the barefoot doctor
and other health workers because they are
often the ones chosen by their fellow
workers as most suitable for such training"’,
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FAMILY HEALTH EDUCATION PROGRAMME

(BY YOLUNTEERS)

) . :
The need for people’s commitment and
their active participation in solving health
problems in a given country is being in-

cteasingly recognised. No state organi- .
sation by itself could hope to make ade- .

quate progress unless such effort is shared
by the peoplé. The community must
necessatily be an active collaborator rather
than a passive receiver of services.

Inspite of our seemingly extensive bealth’
infrastructure ill health continues to take -

its aeavy toll in the country. It is un-
fortunate that the larger percentage of
these illnesses fall into the easily prevent-
able group. * It is even more unfortunate
that the children and mothers constitute
the major proportion of the victims.

In Sri Lanka, like in many other coun-,
trics, the concentration of both institutions

and trained personnel is in the more urban

areas. The rural population which is
nearly 70% to 80% has not had 2 fair share
of the setvices. In our country the most
petipheral trained health worker closest
to the pzople is the Public Health Midwife.
At the present time on an average she has
to serve a population of about 75co. In the
rural areas she has to cover large arcas
in order to reach the people and this she
doss on foot (on bicycles in a very few
ateas). Maternal and child health is her
major tresponsibility, Mothers, infants and
childeen not only constitute the major
fraction of the population, they are also the
more vulnerable and are at greater risk.
These tisk groups need greater attention
and also need it more freqiently.

Most of the morbidity conditions in these
groups arte easily preventable. . They also
need catly attention. The major problems
‘in providing satisfactory ‘care to .these
.groups lies in the fact that such care is
not available adequately early. The family/
community is not assisted and guided earry
enough to take the necessaty preventive
measures. It is also observed that most of

the m=asutes that need to be taken are both-

simple and do not require the intervention
of . highly trained personnel.

Persuasion-at person to person or petson
to small group level seems inevitable if
-satisfactory levels of behaviour changes
are to be expecred.

,by way of pstsonnel.  The existing re-
sources of the public secror are clearly
inidequate to meet this education/com-
munication need which has to reach vast
numbe:ts frequently and repeutedly before
any significant behaviour changes could
* be anticipated. |

There is 2 form of volinteerisni which
<on closer examination holds greater scope
for - village developmental work: Tradi-
tional village life in Sci Lanka demons-
t1ates this £armin maay situations (building
¢of tank bunds, wotk associated with places
of. worship, cetémonies connected with
keeping off evil such as” epidemics erc.)
.Some of the more'significant characteristics
J1 this form of voluntary-effcrt are that:

Such an -approach -
would need enhanced, resources specially -

(1) Work undettaken is always based ona’

need felt by the community; basically
_ itistheir proposal.

(2) Village leadership plays a very signi-
ficant rolein organising the work.

(3) There is a very high degree of self-
reliance.

(4) Work is essentially on the basis of
self-help. : .

(5) Organising the wotk, carrying it out
and. assessing its progtess is carried
out by the community and not by any
external agencies.

" (6) Thete is a high level of commitment

for the work by the whole village.
(7) Specific_responsibilities are willingly
accepted rather than assigned.

. (8) Execution of the programme is on 2

collective and team basis.

" (9) Resoutces both men and material are

invariably local. -

(10): The proposed activities conform to
other aspects of village life and are not
in conflict with accepted values, cus-
toms, beliefs and norms,

(1) The total programme is executed by
the community as one of their own
and is not a programme thrust on
them by outside agencies.

This indigenous form of voluntary
otganisation holds greater promise for
development work—be it health or other-
wise. .

An attempt to hatness this form of volun-
teetism in the country is being made by
the Hzalth Education Bureau of the Health
Ministry in the proposed extérided family
health education action programrne. The
proposed programme is based on the basic
principles of self-reliance and self-help.
The most urgent need in successfully iniple-
menting the family health progtamme is
one of extensiye health education directed
towatds changing the health behaviour of
out. people. The proposal envisages the
acceptance of educational responsibility by
a group of selected voluateers from the
community,
listed above have been given due consi-
deration. Volunteers identified by the
community (generally selected by the lea-
ders and health wotkers) are anticipated to
accept responsibility for a chosen number
of families. These volunteers will truly
belong to the community in which they
work. After a preliminary orientation to
some of the current health problems in the
country in general-and in the azea in parti-
cular, they will identify the degree cf
ptevalence of such problems in the families
undet their care. Educational werk will
commence .and will be fitst ditected to-
watds helping the farilies to identify these
problems as adequately significant and
thereby appreciate ‘the 'need for action.

‘Education will continue over a period of
-time until

esited action is taken by the
families in respect of identified health
problems:. e

In the first instance the "community

_bealth worker PHM/PHN)PHI will discuss

the proposal very informally with selected

.members of the community. who generally

take part in village welfare activities. Next

Most of the charactetistics.

- and developing it to its ideal lies wit

a village level meeting of these leaders
will be held at which the propcsal will be
discussed in detail. At this meeting, the
health worker will outline the prcposal
and assist in the discussion. The main dis-
cussants and decision-makers will be these
representatives of the community. It is
anticipated that at this meeting they will
appreciate the need for further action and

. form into an action committee which from

the very outset will begin to own the pro-

- posal and the foundation will be laid to

make it their programme and responsibility,
For the routine educational activities local
manpowet resourcés by way of the esrlier
mentioned volunteers wouKi be enrolled.
The identification and recruitment of these
volunteers would be done by the leaders
referred to above and the health workers,
At a joint meeting of the leaders ‘the
volunteers and the health workers, the
proposal wculd be discussed in greater
detail where it is anticipated that the indivi-
dual responsibilities would be willingly
accepted It is envisaged that each volun-
teer will accept to lcok after a chosen
number of families (10-20) preferably.
atound kLisfher own residence.  These
volunteers will carry out:intensive edu-
cational work at family level (person to
erson, person to small tou;:;zl generally
ased on the need and sceE the help of the
health workers in the educations] tasks and
in providing the services, Thus it will be
observed that the work is not centered
around a specific ptcblem but family-
centeted. The volunteets and the village
action committee will meet tegularly to
assess the progress. ]
The little experience gained so far in the
different parts. of the country has shown
great promise. Sri Lanka is excepticnally
sujted for such an approach. There is 2
ready-nade volunteer ‘bridge’ (young.
boys and gitls) of our school-educated
youth who have shown great enthusiasm,
In this proposal there is also scope for the
N.C.H.E. students to make it one of their
projects. It is hoped and could €ven be -
expected with some degtee of confidence

. that these volunteers, at least some of them

in due course would gain considetable
acceptance by the community. Conse-
quently they -could extend their sphere of
work into other ateas of family,community
beyond health., This is likely to happen
since-health problems are invariably closely
connected to other aspects of family/com-
munity life. With the guidance of extension
workers in other fields suck as agricujture,
industty, economics etc. they could con-
tribute significantly to total family/com-
munity develcpment in all its dimensions.
These volunteers by vitiue of this work
experience would become ideal candidates
for future development/extension woikers.
In whatever sphere or whatever speciality

they work in the future, they would
pertorm  their tasks with ~ greatet
understanding  of community néeds.

and not in classrooms ar.d libraries. - The-
responsibility cf initiating this pro oia'l
the
field level extension wozikers ofthe different
Minisities commencing with those of the
Health Ministry. It is a challenge—all the
same a very promising one. .-
) Dt. T. Munasinghe

a0
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Health education while eliminating
superstition should also inculcate
modern scientific concepts such as
the part that germs play in infectious
disease. Two proposals for such
programmes for involving the people
in the health care system have been
discussed.

They both focus on the value of a
link between health personnel and the
people and emphasise the need for
volunteer teams in the village (see
boxes on pp. 8 & 10). Such a pro-
gramme is in its initial stages of imple-
mentation and appears promising, as
indicated on the previous page.

The experience of the people also
contains a large storehouse of know-
ledge of indigenous, non-western, sys-
tems ofmedicine. This medicineisnot
related to fundamental scientificknow-
ledge, that is to biochemistry, physics
etc.,as in the case of western medicine
particularly within the last 30 years or
so; though in the early decades of this
century modern western medicine was
drawing on the rich legacy of tradi-
tional medicine (see box on page 13).

Our own Ayurveda system (see p.
13) has many advantages which can be
usefully integrated into the entire
health care services. Health, it is re-
cognised, is not limited to the physical
but closely connected with the mental
and therefore a health care system of
the future needs to consider both these
aspects closely. Infact the indigenous
system goes so far as to emphasise
that the duty of an Ayurvedic is not
merely to prevent, control and eradi-
cate disease but also to correct one’s
way of life.

Another vital aspect of basic health
cate setvices is proper nutrition, a
subject which was the focal point of
the Economic Review of March 1976,
Thete we emphasised that malnutri-
tion resulted not only from poort diets
but also from poor environment,
Malnourished populations are most
susceptible to various infections, and
such infections further aggravate mal-
nutrition. Poor communities are
often caught up in this vicious circle,
In such situations, control of infec-
tions and improvement of environ-
mental sanitation can often bring
about as great an impact, if not an
cven greater one, on the nutritional
status of a population as ad hoc
feeding programmes operating in
isolation.

Bcoromic Rxvizw, Ocrossr 1976

The global problem of malautrition
is much discussed today by inter-
national scientists at FAO, PAG,
WHO, UNICEF, besides other inter-
national scientific bodies and national

scientific societies. ‘The situation has
been a chronic one and even three
decades ago, its socio-economic back-
ground was perceived. Children died
of marasmus and kwashiorkor and were

UNHYGIENIC EATING

HOUSES

The Council of Management of holes and puddles and so blatantly

the Public H=alth Inspectors Union
of Ceylon drew attention to the
highly insanitary conditions in aver-
age catering housesin the city, in an
atticle in its Journal in 1972. The
situation has not changed much
today. The extracts from this article
published below describe dramati-
cally a typical scene in an eating
house, in order to highlight the
magnitude of the problem.

A cursory glance at the morbidity
figures respecting the intestinal in-
fections of the day would reveal
that 2 majority of these cases are
from the age group 20-50 years and
here too males predominate. They
doubtless form the major segment
of the population patronising these
establishments. Hence it is self-
eloquent that these food handling
establishments are verily the source
of such infections, which sap the
vitality of the Nation and cause a
serious drain on the resources of the
country.

This indeed is no cause for sur-
prise to those acquainted with the
set-up of the Public Health Services
of the country. On the contrary
what astonishes them is that the
rate of illness among those patro-
nising these eating houses is so low
as compared with the risks en-
countered by them. For, the food
consumed at these establishments
subjects itself to the foulest forms
of contamination, adulteration, pol-
lution and putrefaction at all stages
of production, transport, prepara-
tion, distribution and consumption.

Meat dressed under most unhygie-
nic conditions, in slaughter houses
which could least justify being so-
called and are a disgrace to the
health of the nation, and fish in
varied stages of putrefaction sold
by the wayside on pavements littered
with filth go to make the enticing
savoury dishes served at these
establishments. Vegetables extri-
cated from garbage heaps and re-
fuse . dumps, washed in stinking
water from highly polluted water

exposed for sale on equally filthy
pavements often serve as the ‘Mara-
curri’ (a term used in eating house
patlance for the subsidiary dishes
accompanying the fish or meat dish).
Grains and pulses and other food
ingredients condemned as food un-
fit for human consumptionatgovern-
ment warehouses are surreptitiously
inveigled into these eating houses to
boldly qualify as edible food fit for
human consumption, not to speak
of the sweepings from these ware-
houses reaching the dining tables of
these establishments.

Inside these establishments the
already contaminated articles of
food ate stuffed away in dingy hovels
over filthy gutters and sewers, where
they suffer further contamination,
through rats and cockroaches so
plentiful in these hovels. In the
kitchen which consists of a dilapi-
dated ill-ventilated and ill-lit cubicle
in most cases, with space hardly
sufficient for two people to move
about freely, is the hearth where the
fires burn almost twenty-four hours
of the day throughout the year, to
steam the aluminium containers
chockful of cutrries etc. often not
washed throughout their period of
service. Food thus cooked is often
stacked along the edge of the wall
in unprotected containers, where
also lies the passage to the latrine
attached to the kitchen. Here the,
food undergoes contamination by
flies and dust undeterred and un-
disturbed.

By the side of the kitchen adjacent
to the serving counter is a rack for
stacking the plates and dishes.
Therte, by its side is 2 wooden
barrel full of dirty, murky water
for washing the plates and dishes,
which ate thereafter cleaned with a
piece of rag not fit even for brush-
ing the squatting plan of a latrine.

Food thus prepared and stored is
served to a continuous flow of cus-
tomers flocking into these kiosks at
all hours of the day on dining tables
teaming with flies.

1}
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The rich gei richer—the poor, poorer

" The water situation \ illustrates the

familiar proposition that the rich get -

richer—the poor, poorer. If you can

afford the capital costs, piped water can .

be cheap enough for the rich to have
swimming ,pools whilst the poor pay
two or three times as much to buy

clean ‘water by-the bucket from the
tanker.

The really poor, and that includes most
of the world’s rura! population, get
their water from wherever they can.

Usually, it is a woman's job—and one |

that.occupies many hours of the day—
to fetch and carry water from the
nearest well or source. Under these con-
ditions, when the supply is inadequate
and of indifferent quality, water-borne
diseases strike at health. !

Ny

’

Surface water—open to sunlight—~
whether it is stagnant or flowing soon
picks. up enough nutrients to become
an cfficient breeding ground for organ-
isms which cause disease directly, or for
insects, or for other animals which are
carriers of disease, -

THE WATER MARCH AT THE VANCOUVER HABITAT CONFEi{ENCE, ILLUSTRATED IN DIAGRAMS A

S THAT ABOVE

DRAMATIZED THE IMPORTANCE OF WATER TO MAINT}INING HEALTH AND BATTLING AGAINST POVERTY

<

blinded with Aerafomalacia. * Yet, Riboflavin : Due to low consumption of

affected countries did not address
their minds to the problem. No
long-term solution was planned out.
Mz:dical personnel, battled helplessly
to salvage some lives and eyes.

The fuel crisis of 1973 was an emer-
gency situation. Waen this was
superifmposed on the chronic lack of

" food in many developing countries,

-the problem of malnutrition was. per-
. ceived widely. It is irideed fortunate
- that at last. this is no longer con-

sidered a medical problem to be solved
within hospitals. It is a matter of
grave concern to many.

A numbsr of factors. influence
health, and as nutrition-is the foun-
dation of good health, to attain good
nutrition the individual must know
how to select food and to maintain
an' environment conducive to the
utilization' of the nutrients provided
by such food. ’

The body needs a balanced - diet
which includes adequate amounts of:
protein, minerals, vitamins, fats and
catbohydrates for’ miintaining good
health. However in Szi Lanka dietary
surveys conducted by the Medical
Re=search Institute and other agencies
and the ‘Socio - Ecofiomic Survey

(1969 - 70) indicate that all is not well -

with our nutritional status, mainly
m>ng theincrms' groups of less than
Rs. 200.© Raasons for nutritional
deficiencies have b=enlistedasfollows:

" Calories: Thereisan inadequacy of calories

. due to consumption’of insufficient quan-
tity of food. :
Protein : Due to Jow consumption of animal
foods and dried legumes. .
Calcium: Due to low consumption of milk
milk products and green leafy vegetables.
Iron: Due ‘to low consumption of animal
" foods and vegetables.® Lo

ry !

12

milk, milk products and green leafy vege-

Nutrition plays a significant role
in the outcome of any disease. For
instance, in Sri Lanka child mortality
is heightened by the poor nutritional
status of our children. At the same
time, it is now possible to reverse
severe malautrition fast enough to
reduce its old high fatality risks. The'
focus therefore is not merely on
therapy alone. - We have to look
beyond the walls of hospital wards to
wipe out the hideous face of mal-
nutrition. ’ ’

The ultimate answer lies in pre-
vention.. Ths availability of food is
crucial for the solution of malnutri-
tion. No mother will starve her child
if she has enough food. An equitable
distribution of food is necessary not
merely between the rich and the poor
countries, but also between the rich
and the poor within each country.

It is necessary to stress that the role
of the medical personnel in mal-
nutrition is mainly in the prevention
of infections that push those ¢hildren
with a minim1l nutritive intake into
malnutrition. Thesemust beidentified.

It has even bsen asserted that with

a policy that placed high priority on °

adequacy and purity of water and
eliminated pollution of the environ-
ment, half the battle against mal-
nutrition could be won. :

At the community level too, there
is schpe for integration of health care
services, sanitation and water sup-
plies and nutrition programmss. It is
necessary for thewoman to participite

in' these programmss not only as a .
--consumer but as a productive person.

.
s s

personnel.,

Nutrition activities at local health
centres should include food produc-
tion even at home garden level and
preparation of well balanced meals.
It is even possible to manage mild
cases of malnutrition at this l=vel and
prevent them bs=coming 'severe as.
well as éliminate the need to treat
large numbers in hospitals. The basis.

_of the programms would bz around

regular'assessment of growth, pro-"
motion of breast-feeding, education -
on food values and home-made
weaning foods, knowledge of food
hysiene, immuaisation and. sinmple
curative therapy for minor infections,
In the wake of fluctuating food prices
and changes in food availability, there
must b<a system of information where
mothers would know the cost per
nutritive value of foods, so as to equip
them with the knowledge of how best
to spend their money and prevent
malnutrition of their children,

_ The health delivery system would
d:pend on the. infrastructure of the
country and the availability of trained
Tie roles played by
diff:rent personnel must be defited as
well as their responsibilities. There
must bz supervision at diff:rent
levels. Triining facilities for health
personnel would have to be aff>rded;

" stressing the priority needs for nutri-

tion education. .

Inadequacies in the System

That the emphasis hitherto has
been on the provision of curative

"services while the preventive services

have not bzen ad=quately developed
and expanded is very evident today.

(Continued on pige x5)
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TRADITIONAL SYSTEMS
OF MEDICINE

Giving reasons why measures to
revitalize systems of traditional heal-
ing have become not only necessary
butalso urgent the WHO’s Regional
Director, Dr. V.T. H=rath Gunaratne
stated at a recent WHO session in
New Delhi—

“Till the early decades of the pre-
sent century modern medicine drew
its nourishment from the rich legacy
of traditional medicine. In the early
editions of Osler’s textbook, one
comes across many age-old thera-
peutic methods, such as hydro-
therapy, manifold enemas and poul-
tices. This was before the onset of
the great tide of synthetic chemistry.
Leaves or roots as drug sources and
many time-tested details of dietetics;
procedures, techniques and sets of
rules for the maintenance of health
were integral parts of the precepts
and practice of medicine. Then
came the great advances in physics
and chemistry and the avalanche of
the drug era was on.

For every symptom there have
emerged innumerable pharmaceuti-
cal formulations, each one more
potent and powerful than the one
used before, but none of them free
from side-effects and potential toxi-
city. It is true that some of these
drugs revolutionized medical care
by providing specific cures against
ancient, hitherto unconquered killer
scourges such as plague, tubercu-
losis and typhoid. But this very
momentum of progress introduced a
disconcerting complication. In the
deluge of drug therapy the other
vitally important ingredients of
medical management, that is, the
basic measures to harmonize the

internal millieu, using simple pro-
cedures, health guidelines and diete-
tic adjustments, were sidetracked.
Prescribing a pill, a tablet, a capsule
or an injection fast became the pre-
dominant passion of medical prac-
tice.

‘If: Morton and Simpson had not
discovered chloroform”, a medical
historian has mused, ‘Hypnotism
would have made tremendous pro-
gress and possibly would have re-
placed anaesthesia”. In the same
vein one could reflect that, if drug
therapy had not developed so proli-
fically, overwhelming necessity
would have refined traditional medi-
cal practices and perhaps made a
science out of folk medicine. We
might have had a cheaper, mote
rational, more effective, and less
harmful armamentarium in the
“*physician’s bag”.

I believe this is one of the funda-
mental reasons why the time has
come for us to take these steps to
encourage and promote traditional
medicine as an alternative approach.

Medicine, more than any other
human activity, touches every home
and hearth. It has an aspect of
acceptability based on tradition and
culture, in every region and com-
munity. It is in this that traditional
medicine has its greatest strength,

‘Any system of medicine will have
to keep pace with the times’. said
Vagbhata, one of the pioneers of
ancient Indian medicine. It s for us
to provide the wherewithal of pro-
gress and science to strengthen and
support the traditional systems of
medicine by integrating them into
the primary health care systems
which are now evolving in this part
of the world.

AYURVEDIC HEALTH SER-
VICES

In this country the Ayurveda
Medical System was in the past the
only health care system available to
the people of SriLanka and historical
evidance shows this system was a
developed one which served the
needs of the people at that time.
(See Box on page 14.) Even after
the introduction of western medi-
cine, the importance of the Ayur-
veda system has been preserved.

Ayurveda has been propounded
on the basic knowledge of the
causative factors; clinical features;
and treatment.

This system is directed not only
towards promotion and protection
of positive health but also towards
prompt treatment which includes
prevention of further disability.

Ayurveda has a philosophical
background and hence the ability
of the Ayurvedic physician to
‘understand’ the patient makes him
acceptable to the entire family,
specially so in the villages. The
Ayurvedic sector is estimated to
meet about 70%, of the demand of
the population for medical care.

Records reveal that a majority of
Ayurvedic practitioners are self-
employed, others render their ser-
vices through Ayurvedic hospitals
and dispensaries. The largest num-
ber of Ayurvedic practitioners are in
the Colombo SHS division while the
lowest Ayurvedic doctor/population
ratio was found in Badulla and
Vavuniya SHS divisions. The age
distribution of those who attend
Ayurvedichospitals differ from those
attending Ayurvedic dispensaries.
Ayurvedic hospitals cater to large
areas whereas Ayurvedic dispen-
saries deliver their services to their
immediate neighbourhood.
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THE HEALTH SERVICES IN ANCIENT SRI L'ANKA

Medicines and hospitsls wete known to
Sti Lanka from the earliest phase of our
histoty. The Mahawansa tecords that King
Pandukabhaya in the 4th century B.C.
bad made satisfactory provision for the
sanitary setvices in his capital, Anuradha-
puta. He is said to have appointed soo
labouters for the cléaning of the streets,
200 for the cleaning of drains and 150 for
the disposal of the dead. In the Town
Plan of King Pandukabbaya in 453 B.C.
a hospital was sited to the North of the
walled city of Anuradhapura and the
Mahawansa recotds this as follows:

“on this side of the Gamani tank......
and in this place and that he built a lying-
in-shelter (sivikasala-vijayanaghara) house
of delivery and a hall sotthisala-gilanasala-
(hall for the sick) for thcse recovering from
sickness”. -

Capital cities built subsequent to Anura-
_dhapura and other main towns had rather
sophisticated hospitals in relation to the
times. A few other sites of hospitals were
Anuradhaputa and Tissamahatama (Ma-
gama) in the 1oth century, Polonnaruwa
in the 8th, gth and 12th centuries and
Padavi in the 8th century.

The types of hospitals and how they
functioned

The hospitals of ancient Sti Lanka were
of four types. Residential hospitals that
had male and female watds, maternity hos-
pitals, dispensaries whete out-patients wese
ttcated and animal hospitals. The Maditi-
giti Inscription tefets to the “inmates of
the hospital (ved hal vassan) shall not enter
the village......” which suggests residential
hospitals. The maternity hospitals o1 lying-
in-shelters were called sivikasala or suti-
kagbara., The dispensaty or out-patient
hospital called ‘bhesajjageha’ is constantly
teferred to in the ancient chionicles.

The 12th century monatch Parakrama-
bahu the Great contiibuted to a large
extent to raise the standard of medicine as
practised in his period. His chief contri-
bution was in ptoviding a twenty-four
bour medical service to the citizens of
Polonnaruwa. The Culavamsa recotds his

reforms thus: “herevpon the Ruler of men,

filled with pity, had another great hall
built for many hundreds of sick people,
fitted for their sojourn there, and had
placed in it the way above desciibed, a
complete collection of all atticles of use. ..
To discerning and skilful physicians who
were quick at distinguishing various
(bodily) conditions and who were versed
in all th: text books, he gave maintenances
according to their deserts, recognising the
merits in all of these and made them day
and night practise the medical art in the
best manner......" .

‘The grades of staff, itheir training, '
reseatch and the types of treatment

The staff associated with the ancient
bospitals of Sti Lanka include physicians,
surgsons, pacdiatricians, occulists, nutses,
attendants, pharmacists etc. Physicians

were the most widely dispetsed group of
medical men. They served among the rural
folk when one physician was assigned to
every ten villages. Fhysicians were slso
sent to sick ascetic monks Jiving in forests.
Names of physicians appear in cave in-
scriptions of the 1st centuty A.D. There
wete royal physicians who wete also
monks. Senior practitionerss have been
appointed to the status of Chief Physician

-and Jands donated to them by the Crown

for services. Surgeous of StiLanka have
a rcady-made historical patron in King
Buddhadasa (337-365 A.D.) who is des-
ctibed in the Culavamsa thus: “Of his
great pity be had a pocket for his surgical
knife (sattha) made in tbe inside of his
mantle and wherever he met them he freed
the afflicted from theit pains”., The
Buddhist text, the Brshmajala Suttanta,
however, frowns on recluses and Brah-
mans piractising as surgeons and refers 10
the livelibood as: “......earn their living by
wrong means......"” The term Military
Surgeon is also met with but no further
details are known. In the same way the
Buddbist texts refer to Paediatricians and

Occulists. Nurses are mentioned in connec- _

tion with personnel set apart for monks.
As such they were, probably male nurses.
Such services were remunerated with

proportionate grants of land, garments and’

moncy. Attendants are however, alluded
to as slaves in the chtonicle where it states
that: “Theie also he gave to each sick
peison a special slave and a female slave

to prepaze day and ni!ght according to -

need, medicines and food, solid and liquid.
A Pharmacist entitled a Dispense: of Medi-
cines is recorded, in the Mahinda IV (g56-
g7z A.D.) inscription at Mihintale, as
¢ing on the paytoll of the monastery.
Medical stores of the 12th century ate
described as *“There too he had many
provender houses built in which a quantit

of medicines, money and ‘money’s wort

and the like wete collected.”

In view of the scale of medical setvice
meted out to the citizens in the pericd of
king Buddhadasa (137-365 A.D.) where
one physician was assigned to each village,
it is likely that central colleges for training
medica] personnel were in vogue. Such a
medical seminary did exist at Nalanda in
India. There was a Brahmana named
Gobuti of the 3rd century B.C. who was
not only the king's.physician but also
titled acasiya (teacher) in an inscription of
the period. This suggests that- senior
physicians weste also commissioned to
teach younger recruits. The writing and
the summarising of medical texts were
constantly cariied out through the cen-
turies. ‘‘He made a summary of the essen-
tial content of all the medical text books
...... ” High standatds of learning in the
profession wete recognised, regarded and
remuncrated. ‘“To discerning and skilful

hysicians who were quick at distinguish-
ing various (bodily) conditions and who
were versed in all the text books he (king)
gave maintenance according to their
deserts, recognising the merits in all of

these..,...”". Research was part and parcel

- the head is said to have been relieved by

of each medical institution and the orga-
nised natute of such activity is evident |
from a 10th century insciiption where it
was laid down that: *“......(Dead?) goats
and fowls shall be assigned to the hospital
of the vibara. King Aggabodhi VII (772-
777 AD.) was also one who patronised
medical studies, ‘‘He (king) himself studied
the medicinal plants over the whole island
of Lanka (to find out) whether they werc
whclesome ot harmful for the sick”.
Historical medical texts written at various
times bave been dealt with by Geiger and
Godakumbura.

General ‘Ailments and Treatment

The types of general ailments treated
and cared for in the ancient hospitals of
Sri Lanka and found recorded-in the old
texts include patients with temporary
paralysis, the cripples and the Jame; those
with eye ailments and the blind; ear treat-
ment; relieving pressure in the head and
insanity; bowe] congestion; complications
in pregnancy; children’s diseases, etc.
Paralysis has been cited with a brief des-
cription thus: ‘A bhikkhu was disturbed
in his exercises. by the wiithing disease;
as he had become (bent) like a roof-tiee
the wise king freed him from hjs ail-
ment”, Cripgles weie rehabilitated in halls
that were maintained by the state. To the
lame and the ctipple, animals were p1o-
vided by the king probably with a view to
drawing their careiages. Crigple’s chbairs
arc mentioned as apparatus given by the
state. The blind wete also rebabilitated by
the state like tke ctippled. Thete is sefer-
“ence tothe village cf the klind’ in which the
king set up a bospital for such treatment.
This village could have been a type of
tebabilitation camp. Persons piactising as
Occulists are mentioned in the text, The
Dialogue cf the Buddha. It also tefets to
those applying collyrium to the eyes and
such other medical ointments. Ear treat-
ment is refersed to thus: “Oiling people’s
cars either to make them grow or to heal
gores on them”, Pressuze in the tegion of

puiging people by administeting diugs to
make them snecze. The detdils of 2 brain
operation is given in the Vinayapitaka
where the patient was originzlly asked
whether he would be piepared to be
strapped to the bed for seveh months.
It was only aiter such agreement was
reached that the operation was carried cut.
A paralle] case is citéd in the Culavamsa,
where king Buddhadasa orerated on the
brain of a young man. Insanity and mad-
ness is Lete associated with bydrophcbia
and the ancient text deals specially with
this disease. A detailed account of a surgi-
cal operation connected with a twisted
bowel is given in the Mshavagpa. Preg-
nancy and children’s problems have been
dealt with in ancient texts. . Another of
king Buddhadasa’s operations kad been on
a pregnant woman where the child wasin_
the wrong position in the womb.

(Soutce: A nole on ancient hesgitals witk
special reference to that of Mibintale pre-
pared by the Archaeological Department).
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For instance, the supplies of water
suitable for drinking and domestic
purposes are estimated to be available
to less than 209, of the total popu-
Iation while the rest have to obtain
their supplies from unprotected wells,
springs, tanks and rivers open to
contamination. The importance of
water to maintain health and to
battle against poverty is graphically
depicted in the diagram across pages
12 and 13. Today an estimated 40%
of all morbidity cases in the country
and about 309, of the diseases re-
ceiving indoor treatment in public
medical institutions have their origin
in poor environmental sanitation.
The problem of environmental sani-
tation however becomes more acute
in the urban areas, particularly the
metropolis with its crowded housing,
water scarcities and an environment
open to the spread of diseases. The
desctiption of our unhygienic eating
housss in the city, on page 11, drama-
tises this situation.

Overcrowding of large hospitals
and under-utilisation of smaller medi-
cal institutions have become a charac-
teristic feature of the curative services
in Sti Lanka. Though the country is
studded with a network of medical
institutions, the smaller units have
been neglected in favour of the larger
institutions. Specialist facilities tend
to concentrate in the provincial and
base hospitals situated in the urban
areas, while these same facilities are
not provided in district hospitals
which are more acceptable to the vast
majority of the rural population. The
result has been ovetcrowding of the
provincial and base hospitals and
underutilisation of other smaller medi-
calinstitutions and therefore poor out-
patients and other facilities for them.

It has also been found that a sub-
stantial proportion of the hospital
beds are occupied by patients suffering
from diseases that could be given
out-patient treatment. Also, although
about 909, of these ailments could be
cared for by general-practitioner ser-
vices, the demand for treatment of
specialists leads to a shortage of beds
in the larger hospitals. Aggravating
this situation often is the lack of faci-
litics. Patients are kept in wards for
longer periods than are necessary due
to inadequate operating theatre faci-
lities or inadequate facilities for
pathological investigations, X’ray ex-
aminations etc. This only increases
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MENTAL HEALTH IN

What is Mental Health? Is it
merely the absence of obvious
menta] ‘ill health’ or does it imply
something more—a state of positive
psychological well-being?  Some
may consider mental health as an
ideal beyond the reach of the vast
majority of mankind—a sort of
psychological Utopia. On the other
hand, too narrow a definition of
mental health, as the mere absence
of overt psychiatric disturbance,
detracts from our concept of health
as a positive state. Generally psychi-
atrists avoid the extremes and take
up a moderate position whereby a
person who does not suffer from an
obvious psychiatric disorder, and is
healthy to a degree where he is able
to be a useful member of the family
and the community at large is con-
sidered to be in a state of positive
mental health.

In psychiatry, most mental ill-
nesses are considered as either
bzlonging to the categories of
neuroses or psychoses. Of these,
neurosesare by far the more impor-
tant considering the total number of
sufferers, though the intensity of the
disorders are often mild or moderate.
The neuroses are also called ‘stress
disorders’ and are more or less
‘anderstandable’ as a patient’s re-
action to unfavourable environ-
mental circumstances. Psychoses on
the other hand are niore easily re-
cognised as states of serious mental
illness and are said to arise out of
some biochemical or structural ab-
normality in the brain. In a syste-
matic community psychiatric survey,
conducted recently in a suburb of
Colombo, it was found that there ate
approximately about seven persons
suffzring from psychoses, to twenty-
five of neuroses per 1000 of the
population. These figures are some-
what similar to those of many other
countries, both oriental and western.

The number of patients seeking
western-oriented psychiatric treat-
ment in Sti Lanka are on the in-
crease. It does not necessarily
follow that this trend indicates an
actual increase in the prevalence of
psychiatric disorder. It is tempting
to suggest that the increasing num-

SRI LANKA

bers of patients seeking treatment,
both in Sri Lanka as well as in the
Western countries reflect an increase
in the incidence of ‘nervous break-
downs’ in the face of multiple
stresses of “modern” life. Such an
interpretation cannot be put- for-
ward with any conviction as the in-
creasing incidence may be a reflec-
tion of several other, more likely
factors; i.e. an increase in awareness
of psychiatric disorders among the
population, as well as among the
doctors, the waning popularity of
the traditional methods of treatment
or perhaps the acceptance of modern
psychiatry and the availability of
such treatment facilities in the com-
munity. Further, it cannot be said
that there were less stresses in ancient
civilizations or among the less sop-
histicated peasant communities of to-
day. What may have changed ate
the types of stresses and the modes
of their expression.

Numerous patients suffering from
neuroses are looked upon in Sri
Lanka as being afflicted by ‘watha
roga’. In general many of them are
handled by the island’s ayurvedic
physicians, general practitioners and
occasionally by kattadiyas or astro-
logers. These therapists may assume
direct responsibility for treatment
with some awareness of the psycho-
genic origin of these disorders or
they may be obliged unwittingly to
take on the role of psychothera-
pists.

We have thus a situation here
where the number of psychiatrists
available is grossly insufficient to
meet even the therapeutic needs of
those who are suffering from a signi-
ficant psychiatric disorder. Under
the current system of training and
enrolling psychiatrists one cannot
foresee the curative services ever
being adequately manned. Perhaps
one needs to recognise or even
appreciate the role of the indigenous
‘psychiatrists’. An urgent need is to
obtain an adequate number of less
rigorously trained personnel. Insist-
ence on the criteria presently regar-
ded as necessary for recognition as a
competent psychiatrist is probably a
luxury we can ill-afford.
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The discipline of Occupational
Health is relatively new and has
appsopriately reduced the former
discipline of Industrial Health. This
change in nomenclature is important
and particulatly relevant in the
context of Sti Lanka. The limi-
tation of the discipline of Industrial
Health was that it was only con-
cerned with persons employed in
Industrial Occupations, i.e. factory
workers. Historically this discipline
of Industrial Heilth developed as a
consequence of the Industrial Revo-
lution in Britain and in that context
it was an adequate term.

There is a trend at present for
large industries and corporations to
employ medical officers to care for
the health of the workers. This situ-
ation would affect only an extremely
small percentage of the totalnumber
of registered factory premises. It is
extremely unlikely in the present
context of unemployment that em-
ployers would be too concerned
with the welfare and health of work-

legislation may to an extent be met,
but here again the limiting factor
must be availability of enforcement
personnel, To this extent it is not
reasonable to expect the employer
to be responsible to cater to the
health needs of the worker.

In a situation such as this it is
| unlikely that a climate would deve-
-lop to provide an adequate cover-
age for the health of the worker and
prevent him for being exposed to
'and suffer the hazards of his occupa-
tion. The existing organisational
set-up is clearly inadequate and 2
new system for effzctive utilisation
of available medical personnel must
be sought where the guiding philo-
sophy should be that occupational
.health is a health problem and not
merely a labour problem, which
must be catered for by the state.
It is imperative, that close liaison
between the Departments of Health
and Labour is essential for solving
this problem.

Approximately 569, of the work-
force in Sri Lanka is agricultural

~ers, the requirements of factory °

‘(Table), it is indeed unfortunate

OCCUPATIONAL HEALTH IN SRI LANKA

that the health of this group of
workers is not covered either admi-
nistratively or by legislation, as the
Factories Act of Sti Lanka appliedto
health of workers employed in the
ptremises designated factories. This
is a reflection of our colonial heritage
which has not been altered to local
needs. It is for this specific reason
that the term Industrial Health
which is limited in its scope is not
tenable as today the concept has
been broadened to cater to the needs
of all occupational groups and not,
industrial workers alone.

TABLE
Distribution of the Labour Fotce
in Sri Lanka*
% of
. employ-
Sectors mnt
1. Agticulture, hunting, fotestry
and fishing 36.34
. Manufacturing 20.64
. Transport, stotage and com-
munications 7.43
. Trade ... 7.38

. Community, social and pers'gna.l

2
3
4
b
6. Constructions
7
8
9

services ... 2.99
2,84

. Financing, insurance, real cstate
and business services . 1.50
. Electricity, gas and water ... 0.60
. Mining and quarrying 0.28
100.00

* M. N. Rao—Oritniation course in occu-
Lational bealth for medscal cfficers in indus-
try—Sri Lanka, 1973.

The following points need to be
reinforced.

(i) The main responsibility of pro-
viding health care to the
workers, must rest with the
State. This responsibility must
be accepted as a health prob-
lem rather than purely that of
labour.

A system needs to be devised
to provide such a scheme with-
in the framework of the exist-
ing health services.
An independent authotity be
"set up to provide advice and
services whenever necessaty.,
The health problems, of the
agricultural worker be recog- .
nised.

(i)

(iii)

(iv)
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the average length of the hospital-
stay of patients.

Accessibility to the health care set-
vices by the population does not pre-
sent a- significant problem in Sri
Lanka. However, the kind of services
offered throughout the island is not
always that needed and demanded by
the population.

The large government sector of the
health care system requires resources
(for its proper maintenance and for .
keeping the present standard) which
seem to be beyond the current econg-
mic capacity of the country.

The absence of selective utilization
of the m=dical care and public health
services also often leads to waste-
age of resources.  Certain manage-
ment problems like maintenance,
standardization of the capital stock,
rational distribution of equipment and
supplies, and the supervision of per-
sonnel deserve greater attention in
this context. )

The health care system is expected
to reorganise its activities so that a
mixed programme of health
services may be provided to the popu-
lation as the present health programme
does not guarantee proper control
of all our priority health problems. .

A healthy population is one of the
greatest assets of a society and the
right to health is one of the funda-
mental rights of human beings.
People living particularly i rural
areas cannot be deprived of these
rights. However, the problem of pro-
viding adequate medical and health
care services in the rural areas is quite
a complex one, especially in relation
to our meagre financial and man-
power resources. Health care pro-.
grammes, therefore, cannot be con-
sidered inisolation, but must be balan-
ced against other sectors of the eco-
nomy within the limits of our
resources. :

An effective health care delivery
service cannot be developed against
the background of socio-economic
conditions in which large masses of
people still live at virtually sub-
sistencelevel. Itis therefote necessary
to recognize that a real attack on the
health problem shouldalso be accom-
paniedby a direct and sustained attack -
on the problem of mass poverty.
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