
PRIMARY HEALTH CARE 
llNTSRLLANKA 

In 1977 the Thirt ieth Wor ld Health A s ­
sembly dec ided that the main social 
target of governments and the W H O in 
the coming decades should be t h e at­
tainment by all c i t izens of the wor ld by 
the y e a r 2000 of a level of health that will 
permit them to lead a socially and eco­
nomical ly product ive life". 

. In 1977 the government p ledged itself 
to "restore the high standard of health 
ca re and d isease prevent ion that ex ­
isted earlier, and make further improve­
ments in our health serv ices , particularly 
in the rural a reas through both A y u r v e ­
dic and W e s t e r n sys tems" . T h i s commit­
ment w a s further s t rengthened w h e n in 
1980 the government s igned the Char ­
ter for Health Development with the Wor ld 
Heal th Organisat ion, thereby formally 
endors ing the concept of "Health for all 
by the yea r 2000" with Pr imary Health 
C a r e a s the key approach. 

Pr imary Health C a r e is essential health 
ca re based on practical, scientifcally 
sound and socially acceptable methods 
and technology, made universally ac­
cessib le to individuals and families in 
the communi ty , through their full partici­
pation, and at a cost that the community 
and country can afford to maintain at 
e v e r y s tage of their development in the 
spirit of self rel iance and self determina­
t ion. It fo rms an intergral part of both the 
count ry 's health sys tem of which it is the 
central function and mairvfocus, and of 
the overal l social and economic deve l ­
opment of the communi ty . It is the first 
level of contact of individuals, the family 
and the communi ty with the national 
health s y s t e m bringing health care as 
c lose a s possible to w h e r e people live 
and work , and constitutes the first e le­
ment of a continuing health care proc­
ess . 

T h e gove rnmen t prov ides health care 
f ree of c h a r g e to the entire population of 
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Sri Lanka through a network of over 900 
institutions scattered throughout the 
country and a cadre of about 40,000 
health personnel . T h e serv ices provided 
are curat ive and prevent ive. Prevent ive 
serv ices are provided by the. Medical 
Off icers of Health through their field staff 
by home visits and through ante-natal, 
wel l-baby and Family Planning Clinics. 
Curat ive serv ices are provided through 
a variety, of institutions ranging f rom 
visiting stations to base and provincial 
hospitals. Prevent ion and control meas­
ures in relation to malaria, filaria, lep­
rosy, sexual ly transmitted d iseases and 
respiratory d iseases ( T . B.) are carr ied 
by vertically organised special cam­
paigns. 

Significant progress has been made in 
improving the health status of the people 
in Sri Lanka during the last four decades 
as indicated by the indices for infant 
mortality, maternal mortality and crude 
birth and death rates. 

Infant Mortality 19/1000 live births 
Maternal Mortality 0.6/1000 live births 
Crude Birth Rate 21/1000 population 
Crude Birth Rate 671000 population 

Whi le these indices are encouraging, 
these national ave rages tend to mask 
the numerous deficiencies that exist in 
the present health sys tem. Some of these 
deficiencies are:-

* Lack of pure water for drinking, to a 
majority of the people. 

' l a c k of proper sanitation. 

* Prevalenceof malnutrition, both chronic 
and acute. 

* Inadequate attention to risk groups. 

* A w e a k referral sys tem. 

* A wide gap be tween serv ice providers 
and the people. 

* Preva lenceof communicable d iseases 
such as malaria, dengue, diarrhoea, 
infective hepatitis, dysentry etc. 

* Increase in non communicable dis­
eases . 

* Rapid increase in population. 

' A b s e n c e of coordination between 
prevent ive and curative serv ices. 

* Underutil ization of serv ices and institu­
tions. 

* Lack of manpower. 

* Uneven distribution of health resources. 

* Overemphas is on curative serv ices. 

* Lack of community participation. 

* Increasingly complex nature and cost 
of health care. 

inability of the health care del ivery 
sys tem to provide the basic health care 
needed by the individual or family war­
ranted a radical change in the existing 
health sys tem and a draft proposal for 
P H C emphas ized a change in strate­
gies. 

T h e corner stones of these strategies 
' w e r e as follows:-

(a) T h e establishment of a National 
Health Development Network to ensure 
intra-sectoral and inter-sectoral coordi­
nation for health development activities. 

(b) Decentralization of health admini­
stration. 

(c) Identification and prioritization of P H C 
components for implementation.. 

(d) T h e development of an implemen­
tation model for subsequent applica­
tion on a national scale. 

T h e main objectives of thes strategies 
are:-

( a ) T o strengthen peripheral health 
serv ices with increased reliance on 
community participation and -p romo-
tion of self rel iance. 
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(b) Guarantee a basic package of 
health care to all people which consist 
of 17 areas of activeity:-

1. Proper and adequate nutrition. 
2. Safe water. 
3. Basic sanitation and hyg iene. 
4. Maternal care . 
5. Chi ld care with emphasis on the 

infant and pre-schpol child. 
6. Family P l a n n i n g / 
7. Immunization. 
8. Prevent ion and control of common 

communicable d iseases. 
9. Prevent ion and control of common 

non communicable d iseases. 
10. Appropriate and early management 

of common minor ailments and inju­
ries. 

11. Simple rehabilitation. 
12. Mental Health. 
13. School Heal th. 
14. Ora l Heal th. 
15. Occupational Heal th. 
16. Prevent ion of Bl indness and V isua l 

Impairment. 
17. Health Educat ion and communi ty 

organisation for P H C . 

(c) Promote integrating prevent ive and 
curative serv ices. 

(d) Promote better utilization of periph­
eral institutions. 

(e) Promote cooperation be tween health 
and other serv ices. 

T h e Model for Del ivery of Health Se rv ­
ices by the Ministry of Heal th. See 
Figure 1 

(a) At the base of the pyramid will be the 
G r a m o d a y a Health Cent re , headed by a 
midwife, one for each G r a m a S e v a k a 
area. T h e Public Health midwife (Fami ly 
Health Worke r ) will be one of the first 
points of contact for the people with the 
health care del ivery sys tem and will 
provide a comprehens ive package of 
primary health care serv ices as de ­
scribed above and determined by her 
level of training and competance. T h e 
g ramodaya Health Cent re will rece ive 
adequate referral, managerial and lo­
gistic support f rom the higher levels. 

T h i s basic functional unit of the G r a m o ­
d a y a is responsible for del ivery of health 
serv ices to an ave rage population of 
3000. T h e Public Health Midwife will 
reside in her a rea. It is planned to pro­
vide all public health midwives with resi­
dential quarters and a clinic room. 

(b) A b o v e the G r a m o d a y a Health 
Cent re , will be the Sub-Divis ional Health 
Cent re . T h i s institution will be under a 
R e g . Medical Pract ioner/Asst Medical 
Practioner and have only out-patient fa­
cilities. T w o P H I I , a Supervis ing Public 
Health Midwife and a Public Health 
Midwife will b e attached to this place. 
T h e y will work both in the institution and 
in the field and provide comprehensive 
serv ices , l ip to their capability and the 
facilities available. Patients will be re­
ferred to the Divisional Health Centre or 
the District Hospital , depending on their 
condition. A s no downgrading of exist­
ing institution is env isaged, all Rural 
Hospitals, Central Dispensaries and 
Maternity H o m e s , numbering about 538 
will be classified as Sub-Divisional Health 
centres. Eventual ly each A G A Division 
will have about 2-3 Sub-Divisional Health 
Cent res , each serving a population of 
20,000 population. 

(c) At the next level will be the Divi­
sional Health Cent re , one for each Divi­
sional Asst . Gov t . Agent area. T h e s e 
institutions will provide all health care 
serv ices including in-patient care and 
will be headed by a Medical Officer. T h e 
majority of the District Hospitals and all 
Peripheral Units will be conver ted into 
this ca tegory in the first instance. T h e 
serv ice function of the ( M O H ) Health 
Units will be incorporated into these 
Divisional Health Centres. All the pres­
ent staff will be absorbed into these 
Health Centres. Divisional Health Centre 

..will be a 60 bed hospital. T h e Medical 
Off icer in charge known as the District 
Health Off icerwil l be responsible for the 
health of the 60,000 population of his 
a rea. T h i s institution will provide e s s e n ­
tial health care to a population of 3000 
around the centre and also function as a 
referral centre (to examine and treat 
patients that are referred from sub-divi­
sional and g ramodaya health centres) 
for its population of 60,000. 

(d) T h e proposed structure will have at 
its apex the higher level health institu-
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Figure 1 Claufflcauon of Existing Institution* 

Post Gradua te Teach ing Hospital 

T e a c h i n g Hospitals 

Provincial /General Hospitals • 

Base Hospital , La rge district Hospital 

SamO District Hospitals. 
. Peripheral Units M O H Off ice 

Rural Hospitals, Central D lsp . 
. a n d Maternity H d m e s , ' 

Centra l D lsp . 

• Mat. H o m e s , Branch Dispensaries , 
visiting stations. 

Higher L e v e l Institutions 
providing special ised ca re , 
training a n d education 

Divisional Heal th Cent re o n e 
per 60,000 population (one 

(or e a c h A G A Division) 

Sub-DMalona l Heal th Cent res 
o n e per about 20,000 population 

Q r a m o d a y a Health Cent res o n e per 
3,000 population m a n n e d b y o n e P H M 

(clinic c u m residence) 

Pr imary Health C a r e 
L C o m p l e x 

Economic Review May/June 1801 39 



Contd from page 39 
tions such as Teach ing Hospitals, Spe­
cialised Hospitals and Provincial Hosp i ­
tals as at present. T h e present Base 
Hospitals will remain as they are with the 
number increased to have one such 
hospital for each Administrative District. 
T o be in line with this geographical basis, 
these hospitals will be redesignated as 
District Hospitals. H o w e v e r , in districts 
that have an existing Provincial Hospital 
(Genera l Hospital) it would se rve the 
function of the district referral centre. It is 
possible due to local variations and the 
policy of not downgrading any existing 
institutions certain districts would have 
more than one such institution. 

T h e y will at least provide genera l 
medical care as well as medical care in 
the main four specialities and will be the 
basic referral units. 

T h e model worked out is being imple­
mented in 33 A G A divisions with the 
assistance of the As ian Development 
Bank at a cost of U S 9 million. T h e whole 
programme is estimated to cost U S $ 
170 million. It is to be implemented over 
a period of 10 years . 

P r o g r e s s In imp lementa t ion 

O n e of the most significant and practi­
cal steps taken towards the achieve­
ment of the H F A goal is the successful 
establishment of the National Health 
Development Network ( N H D N ) . T h e 
National Health Counci l and the Na ­
tional Health Development Commit tee 
are two important constituents of the 
N H D N . 

T h e National Health Counci l w a s es ­
tablished in March 1980 under the chair­
manship of the Hon.Pr ime Minister and 
Hon . Ministers from Health related Min­
istries. T h i s council provides political 
leadership necessary for implementa­
tion of H F A activities. 

T h e National Health Development 
Committee is chaired by the Secretary, 
Ministry of Health and has as its m e m ­
bers the secretaries of all the ministries 
represented in the National Health 
Counci l and a few senior'officials f rom 
related departments. 
T h e 3 tier model that w a s deve loped for 

the del ivery of P H C w a s expected to 
assure comprehensive coverage , logis­
tics, referral and supervising support. 

T h e proposed structure can be looked 
at as a pyramid. S e e Figure 1. 
T h e model worked out has been imple­

mented on a pilot basis in certain A G A 
divisions. 

T o further strengthen the prevent ive 
health serv ices, it is proposed to appoint 
one medical officer of health per A G A 
division, and it is hoped that by 1992 one 
such officer would function in each A G A 
division, with a total of over 280 Medical 
Off icers of Health in the island. 

T h e P H C proposals calls for commu­
nity participation and involvement as a 
key strategy. Act ive involvement of 
people individually as well as collec­
tively for solution of health problems is 
considered indispensable, and more and 
more emphasis is being placed on 
community participation through involve­
ment of volunteers and community lead­
ers at g rass roots level in the implemen­
tation of health programmes. 
It is anticipated that by these measures 

deficiencies stated would be overcome 
to a considerable extent by the year 
2000 or before and that essential health 
care would be provided to the entire 
population on a continuing basis. 
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