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Intrcduction

The progress in the field of ptblic health
during the pas quarter of a century has ben
remartable. },Iany of the achievements are

undoubtedly due to the unique health care

delivery system, which Sri Lanka has

developed wer the years, based on tle original
Health Unit system which affords senices to
the people at their doorstep.

The tust Health Unit was established b 1926
in Kalutara, following which, h€alth units were
established over the years to cover tle entire
extent of the islad. In 1970 there were 98 such
health mits. Each health unit was designed to
serve a population of 40,000 to 80,000 people
ia a well demarcated area. The lvledical Officer
of Health (MOI{) who was in charge, was
assisted by pnblic health inspectors who were
responsible for environmental health and the
control of communicable diseases, public health
nruses and public health midwives who were
responsible for maternal and child health
(MCID activities including ftmily planning.
The supervision of centrd dispensaries and
maternity homes was also the responsibility of
the MOH. In later years, school dental services
utilising the services of school dental irurses,
now desig[ated therapists, were also
establishe{ providing services through clinics
conducted in selected schools (Figure 1, Section
A).
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The health unit system continued to be in
operation, lending itself to modifications to suit
the changing health needs without the necessity
for ma-ior changes. Over the years it proved to
be a most efrcient system for the delivery of
public health services.

Figure l.

Diagramrnatic represatation of the development of
the Divisional Health Ss'trices
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'In 1978, the goal for the attairment of H€lth
for All by the Year 2000 through the Frimary
Health Care ryproach, was declaled at the
AIma AA Conferene- Many failed to realise
tlst Primary Health Care as enunciated by the
World Health Organization (WHO) was very
much part of the health strategies adopted by
Sri I*anka in the dwelopment of her health
qystem. A featurc of her health policy haS been
an equitable distribution of health services
through a well devel@ public health and
qratiye care network. Failure to realise this
fact led to the introduction ofa novel peripheral



helth care system purportedly to attain the
goal of Health for All, through a three-tiered
stnrcture called the PHC Complex, consisting
of a Divisional Health Centre, a Subdivisional
Health Centre and a Gramodaya Health Centre
(Figue 2). Thepost of MOHwas abolished and
the District Medical Officer was designated the
Divisional Health OfEcer (DHO) and the
District Hoqpital was renamed the Divisional
I{ealth Centre. The firnctions of the MOH were
assigned to the Divisional Health Officer.
Central Diqpensaries were renamed
Subdivisional Health Centres and the Public
Health Midwife's residence and office was
renamed the Gramodaya Health Centre (Figue
1, Section B). Thus the Public Health Services
which were field based were effectively
converted to an institution-based system. The
supposed rationale for this change uas that it
provided a means to develop an effective
rderral system for institutional care. The
ottrcome, as oipected by many, was that the
DHO gave priority to clinical work and failed
to administer the public health services
effectively.

Figure 2.
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Tte system was not without its benefiB: many
donor age,ncies moved in to upgrade the
peripheral institutions and provide quartbrs to
staff. A fair nunber of Gramodaya Health

eenrtres u/ere constructed providing
accommodation to public health midwirq
.Towards the late 19E0s on realisation Ofr Ae
DHO system had friled, the age old Health Unit
systern was re-introduced.
The devolution of administrative powers to the
Provincial Councils in 1987 did not seriously
affect the health care delivery system at the
divisional lwel. Ivlost public health flmctions
by then had already been devolved to the
divisional lwel. However in 1992, in order to
regain some of the administrative contol lost to
the devolved provinces, Divisional Secretaries
were appointed by the cenfral goverfinent
purport€dly to deliver services to the people at
the local level in direct response to their neds
and implement national policies, plans,
prograrrunes and projects , at divisional level.
The district (regional) level administration was
abolished.

To meet the health needs of the division and to
function on par with the Divisional
Secretaries, Medical OfEcers of ltreatth were re-
designated Divisional. Directors of Health
Services (DDHS). The functions performed by
the Regional Directors of Health Services were
to be undertaken at divisional levet by the
DDHS. Thus the administration of both the
curative services and the public health services
was assigned to the DDHS. Today, there are
237 DDHS areas (Figure l, Section C).

There is now a better mechanism for
integration of the preventive and curative
seryices at the divisional level. The system
affords a means for better plan formulation
based on the needs of the community, rffective
implementation and close monitoring of
activities. There is improved coordination d
health related se,ctors and better NGO
mobilisation. However, one of the major
drarrybacls of the system is the reluctance of
senior of,Ecers to serve in these posts. Inequity
in the earning capaclty acts as the chief
deterrent. Incentives to compensate for loss of
earnings rnay attmct more effective leaders.
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It is necessary to study the system in greater
detail and determine what improvements or
modifications arc necess:ry, after the system
has been in operation for a few years.

Eerlth transition

To understand 16s shanges that have taken
place during the paflt quarter @ntury, it may be
useful to look at some of the health service
indicators, then and now.

Table l: Health Tndicators 1970 and 1995

1970 1995

Crude birth rate (per 1000 pofr ) 29.4 20.0
Crudedeathrate(per1000popn) 7.5 5.6
hfant mortality rate (per 1000 LB) 47.5 17
Ivfaternal mortality rate (per 1000 LB) 1.5 0.4

It is evident that significant improvements have
taken place during this time. We have also been
able to reduce mortality, increase the
expectation of life a1 birth to,72 years, control
population gfo\rth" improve maternal and child
health and control many infectious diseases,
particularly..the vaccine prsventable diseases of
childhood. lvlelaria, howwer, which was under
control in the early. sixties erupted in epidemic
form in the late sixties and has continued as a
major public health problem and new diseases
such as Japanese,rii Encephalitis, Dengue
Ilaemorrhagic Fwer and }I[V/ADS have now
emerged. There is the potential dinger for the
introduction of disei{ses which are now gaining
importance globally such as Marburg disease

and Ebola yirus infections. Diseases such as
plague and tuberculosis are also likely to re-
emerge as in other parts of the world. With the
reduction in communicable diseases and the
increased life expectancy, non-communicable
diseases have also gained importance as ptrblic
health problems.

I propose to consider briefly some of changes
that have occurred during the past quarter of a
century and horr they have affected the health

ofthe people in general and the pubtc health
services in particutar.

Population issues

In the early 1950s, one ofthe main concerns of
government w:ls the rapidly increasing
population. Althouglr famiiy planning (FP)
services were introduced by the Family
Planning Association in 1953, governurent
initiatives in frmily planning commenced only
in 1958 with the establishment of a pilot project'to 

study the proqpects of introducing AmUy
planning into the general health services. Based
on the experience gained in the projec! the
government decided to accept family planning
as part of national policy and the Ministry of
Health was assigned the task of providing
family planning services through its MCH
hfrastrucUrre. Family plaruring as a means for
reduction of population growth proved
unacceptable to certain sections of the
community who attributed a sinister motive to
the population activities of the government.,
Success wff, howwer, achiwed by the
governm€,nt stratery of emphasizing the
benefits of family planning with regard to
maternal and^child hbatn ana by integating
the FP progliunme with the MCH prograrnme.
A separate division desiggatd &e , MCH
Bureart later to be redesignated the Family
Health Burearl was established in 1968 to
implernent the prograrnme.

The role played by non-governmental
organisations during the early period, when
discretion on the part of the gwernment was
considered nec€ssary, is commendable, The
Family Planning Association played a leading
role in offering services to the people, which
they continue to do even today.

A study of the reduction in population growth
during this period demomtrates our
achievements.
Figure 3 shows the population growth from
18?1 to 1991. It took 60 years for the
population to double from 1871 to t93l- from
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2.4 milliql to 5.3 milliorl but only 33 years for
the population to double from 5.3 million in
l93l to 10.6 million in 1963. However, during
the past three decades there has been a
substartial slowing down of population growth,
the annual population gforilth mte declining
from 2.8 percent in the 1950s to 1.2 percent in
1995. The reduction in growth rate can be
attributed to the rising age at marriage, fertility
decline and out-migration. The main reason for
the decline in fertility has been the increase in
coatraceptive use during this period which was
poss rle mainly through the efforts of the public
health services complemented by the services
provided by non-governmental organisations.

Figure 3.
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The population of Sri Lanka is estimated to
reach 19 million in the year 2000 and stabilise
at 24 million by 2050. In order to achieve this
goal, 72 percent of married women should be
using effective fanrily planning methods by the
year 2O0O.It is estimated that in 1991 about 1.7
million women were using a family planning
method. This number needs to be increased to
2.1 million in 2001. Thus, in ttre next ten years
an additional 40 thousand couples need to be
motivated to start using a family planning
method each year, a formidable task for our
public health services!
Figure 4 shows the change in the age structue
of the population over the past decades and

predictions for the future. It is wident that
there will be a gradual increase in the labour
force and the elderly poprlation, with a marked
reduction in the child population.

This implies that:
- the demand for services for children will
not increase qruatitatively, thus
prwiding opporhrnities for
enlmncement of the quality of care

- health problems among adolescents and
the working popirlation would demand
appropriate, additional services

- health problems associated with
ageing will increase and there will be
an increased demand for servicesby the
elderly.

Figure 4.

Changing pattems of morbidity and
mortality

Population changes are inextricably [nked with
changes in disease patterns. In this context it
would be relevant to consider the changing
patterns of mo6idity and mortality during the
period under consideration.
One of the crowning achievements of modern
international public health in the last quarter
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century was, undoubtedly, the eradication of
smallpox. The last case of small pox was
reported ftom somalia in october 1977 arldw
the end of 1979, the Global Commission for the
Certification of the Emdication of Smallpox
certifed that smallpox had been totally
eradicated. \{hen the intensified global
progamme for the eradication of smallpox
commenced in 1967, Sri Lanka had already
achiwed eradication status. This was achiwed
by an extensive vaccination programme backed

by legislation and effective surveillance.
However, the last reported case of smallpox in
Sri Lanka was a German lady tourist, aged 23

years, who had anived in Kandy from Kabul in
Afganistan througlr Pakistan in 1972. No
secondary cases occurred.

Vaccine prcventable diseases

Sri Lanka has been able to reduce the incidence
of many other vaccine preventable diseases

during this period. BCG vaccination was
infoduced as frr back as 1949, followed by
DPT vaccination in 196l and Oral Polio
vaccination in 1962. Neonatal BCG vaccination
w:rs introduced in L969. An E:panded
Programme on Immunisation (EPI) rring these

vaccines was initiated in 1978 and island wide
covemge was obtained in 1979. Measles

vaccine was also introduced in 1984 aad island
wide mverage achiwed in 1985. The EPI
progamme was accelerated in 1985. Extremely
good coverage was achieved in the
administration of these vaccines, acceptability
was increased through community health
education and the introduction, with IJNICEF
assistance, of one of the pioneer rnass media
progmmmes applyrng the techniques of Social
Marketing to health promotion. This technique
was later to be used in the control of leprqsy
with considerable success. It was possible to
declare Universal Child Immunisation in
December 1989, signiffing that vaccine
coverage exoeeded 85 percent in respect'of all
vaccines. The outcome of these achievements is
seen in the decline in the incidence of all these

diseases (Figure 5).

Poliomyelitis

Sri Lanka has now embarked on a progmmme
to achieve the global goal of eradication of
poliomyelitis by the year 2000 along with the
elimination of neonatal tetanus. Figure 6 shows
the incidence of poliomyelitis during the period
1951 to 1994. The cyclical occurrence of
epidemics is clearly discernible. The first major
epidemic occurred in 1962 when 1810 cases
werc recorded.

Polio vaccine was introduced into Sri Lanka a
few months after the onset of the epidemic. It
was a sugar-coated pill from the USSR! The
now familiar drops, which children and adults
find easier to swallow, were introduced
subsequenfly.

The administration of polio vaccine was
eventually irrplemented through the public
health network as a routine immunisation. In
the very early days ttrere was resishnce to its
erlminisUatisq and coverage vras imprwd by
onducting annual nuss immunisation
campaigns. With the creation of public
awareness through intersive ducation, mainly
through the efforts of the public health field
s0aff, a public demand for immunisation has
norr been seated. Today, we have reached a
stage where the incidence of poliomyelitis is
virtually zero. Thus, eradication ofthe disease
is an achievable goal.

With this objective, the surveillance and
immunisation mechanisms have now been
activated and the implementation of National
Immunisation Days have commenced from
1995 and will be continued for the next three
years. The objective of this exercise being to
replace the wild polio virus in the emrironment
with the vaccine virus. We are confident that
Sri La*a will achieve total eradication before
the end ofthis century.

Whilst remarkable successes have been
achieved in controlling the spread of these
vaccine preventable diseases, other
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communicable diseas€s continue to affect the
population. I do not propose to deal with all of
thenl but will consider some which are of
public health importance. I will also refer to
some emerging communicable and non-

communicable disea.ses. In doing so I hope to
allude to some of the common problems faced

in implementing preventive health
programmes.

Figure 5.

Malaria

In 1946, Sri Lanka was one of the fust
countries to launch an islandwide insecticide
pro$amme for rnalaria control using DDT.
The &amatic decline in the number of cases
prompted Sri Lanka to embark on a malaria
eradication programme in 1958. By 1963 only
17 positive cases were recorded (Figure 7);
eleven of them were imported cases ftom the
Maldives. But by 1969, over half a million
cas€s were recorded. Further peats were
recorded in 1976 (400,'79'l cases) and in 1987
(676,569).

The failure of the time-limited Eradication
Programme led to the adoption of a long-term
Control Programme in the 1970s. L4alaria has
since continued as the major public hEalth
problem utilising ab,out 9 percent ofthe total
e:ipenditure on health and about 39 percent of
the p$lic health budget annually.

In July 1993,'Sri Lanka adopted the New
Global Strategy for Malaria Control
recommended by WHO, which shifted the
smphasis from intensive vector control
measures to case detection and prompt
treatment. Spraying operations are now
performed selectively. Elimination of the source
of infection, which is now recommended by
WHO in its new strategy is obviously the most
logical action when considering the dynamics
of malaria transmission.

Due to the dwelopment of resistance to DDT
by the mosquito, the mote expensive malathion
was introduced in August 1977. Ivlalathion was
not readily aoceptable to the community due to
its obnoxious smell and its ability to discolour
furniture. Being a good agricultural pesticide
much of it was used for that purpose although
imports were restricted to the health sector!

The use of chemically unrelated insecticides in
different districts with the objective of delaying
the emergence of insectiside resistance, is now
practised on a limited scale. Fenitrothion and
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lambda cyhalothrin are two such insecticides
now used and found to be promising.

The incidence of malaria appears to show a
dramatic decline in areas where the new
strategy has'bem effectively translated into
action and in areas where the more acceptable
alternative insecticides are used. This however,
has to be interpreted in the light ofthe expected
natural decline in its incidence (Figure 7).
More probli:ms appeil to be emerging which
are likely to affect tlrc control of mdaria in
future years. The proportion of falciparum
malaria cases as well as the number of
cbloroquine resistant falciparum malaria cases

are increasing in some regions of the country,
particularly in the llambantota District.

Thus, if this trend continues the wentual
control of malaria may have to await the
discovery of an efrective vacrine!

Figure 7.

Diarrhocal diseases

Dianhoeal diseases have over the years been an
important cause of morbidity. Figure 8 shows
the hoqpiAl morbidity and mortality rates for
diarrhoealrdiseases. It is evident that although
there has been an appreciable decline in the
morhlity from diarrhoeal diseases from 1983

there has not been an appreciable decline in
mo6idityfrom it
Earty detection, tr€atuent with home-based
fluids and oral rehydration salts, early referral
and better case management, which are
measures introduced through the Control of
Diarrhoeal Diseases Prognmme that
commenced in 1983, has hel@ to rcduce
mortality in hospitalised patients. But
mo$idity has notbeen so affecte{ as m€asures
to remove the causative factors have not ben
effectively introduced through the programme.

_ 
Figure 8.

DIARRHOEAI. DISEASES
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Prevention of diarrhoeal diseases would to a
large extent de,pend on in
environmental sanitation, partiorlarly the
provision of safe uflater and saniation, and
ensuring the safety offood

Provision offacilities for the sanitary disposal
ofhuman waste has engaged our attention for
many decades. Data collected during the
Housing Census in 198f showed that 31
percent of households in the couotry were
without toilet facilities - 35 percent in nral
areas and 16 percent in urban areas. Data
available from the p61x lenk of the National
Water Supply and Drainage Board, indicates
that the situation has become worse. Today 39
perc.ent of households do not have toilet
facilities. Thus, more than a million households
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arc \uithout toilet facilities. Implementation of a
Mllion Toilets Programme might be a possible
meaos to over@me this problern!

One of the chief im@iments to the provision
of these facilities is the cost of cons,truction,
which poor villagen can ill afford. Uslng local
resoruces, both manpor#er and mpterials,
designing a low cost type ofsanitary latrine and
the provision of a more realistic financial
subsrdy may he$ to overcome this problem.

Emeryingproblems

Some new diseases have emerged as public
health problems in the recent past.

AIDS which was first discovered in the United
Sates of America in 1981, uas first detected in
Sri Lanka in 1987. Up to the end of 1995, only
145 HIV positive cases wero detected in Sri
Lankans.

Figure 9.
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increased upto 1993 and shown a decline from
1994. lf this tread persists Sri Laot<a will
continue as a low prevalence country in future
years. However, predicted tends in the Asian
Regron do not support this interpretation - the
incidence ofthe disease is predicted to continue
risingbeyond theyear 200O, unlike in the other
regions of the world where it has already
started to decline.

The unique features of AIDS with its complex
social, rnoral and psychological factors, as well
as the legal and ethical issues involved" makes
the handling of preventive me:uures a complex
and difficult task which we would have to fae
in the oomingyears.

Non-communicable Iliseases

With many cornmunicable diseases now under
control, countries such as ours arc now frciog
new problems arising out of, the changing
population structure. Undernutrition, a long-
standing problem eqpecially amoog children
continues unabated.

rffi& the increasing number of adolescents and
working peo,ple as well as an increasing eldet
population, the health services will also have to
deal with new problems arising ftom the
changing tife styles of people. Disses of stress
and inability to cope, problems of adolescents,
diseases related to work, and diseases due to
ageing will assume greater importance in the
future.

Non-communicable diseases are thus gaining in
importance as diseases which would require
specific prevention and control efrorts in the
future.

A study of the leading causes of mortality lends
support to these erywations. Ischaemic heart
disease, cerebrovascular disease, diseases of the
pulmonary circulation and other heart disease
and poisoning with pesticides are among the
first five. Traumatic injuries oonstitute the
second leading cause of hospitalisation.

M&rc.m@
l@-ta@F@

The first cirse acquired through local
transmission was r€ported in 1989. Since then
local transmission has steadily increased from
nine percent in 1989 to 5l percent in 1993. In
1995, locally acquired cases dec[ned to 15
percent. From Figure 9 it is evident that the
number of HIV cases detected annually has
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Nonommunicable diseases that are likely to
be of public health imporance are:

cardiovascular diseases; cerebrovasgular

dis6as€s; diabetes mellitus; accidents on the
road" at wort and in the home; pesticide
poisoning mental illnesses including
alcoholisn, drug abuse and suicides; sexual

disorders; and cancers, particularly in the aged-

Although the principles of prevention ofthese
diseases are not essentially different from those

adopted to contol cornmunicable diseases, the
approaches would necessarily have to be

different. Prfunaqi preventive measures would
be devot€d to changing attitudes and life styles

of people through education. Eady detection
and treatment as well as the prevention of
disability lvill constitute secondary and tertiary
prwentive measures. The need for high
technolory equipment and expensive treatment
regimens for the diagnosis and treatment of
these diseases will have to be considered by
health planners in the years to come.

Much of the educational activities for primary
prevention as well as for early detection of
these diseases can be undertakenthroughthe
existing field services, which have adapted
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