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Message from the Hon Minister of Health , Nutrition & Indigenous Medicine

Explicit Policies are a special feature of Good Governance . As such the Ministry of Health ,
Nutrition & Indigenous ; takes every effort to provide best services through explicit policies . On
the other hand the citizens of our country have a right to know the details of services provided
by the Ministry of Health , Nutrition & Indigenous Medicine ; as indicated in health sub sectoral
policies .
Although many programe directorates of the Ministry of Health , Nutrition & Indigenous
Medicine ; have developed programe specific policies and strategic framework to improve services
to the citizens of our country , until the preparation of this document , no single document was
available , with all sub sectoral policies as a one single document
Therefore I appreciate the effort taken by the Policy Analysis & Development unit of the
Ministry of Health , Nutrition & Indigenous Medicine , to publish this document titled ‘ Policy
Repository of Ministry of Health - Sri Lanka ‘
After evaluating this policy repository I hope the community leaders , general public , media
& development partners will understand the efforts taken by the Ministry of Health , Nutrition &
Indigenous Medicine , to uplift the health status of the citizens of Sri Lanka

Dr Rajitha Senarathna
Hon. Minister of Health , Nutrition & Indigenous Medicine
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Message from the Secretary
Ministry of Health , Nutrition & Indigenous Medicine

Policies are a set of principles complied together to implement for the betterment of mankind .
Health , as a dynamic and diverse subject , indeed relevant to the physical mental and spiritual
wellbeing of the people , necessitates various policies and strategies to address the sub sectoral
issues
Over the past , various Directorates under the Ministry of Health , had developed sub sector
policies and strategic plans , for which the approval had been granted by the Cabinet of Ministers
of Government of Sri Lanka , as and when the Cabinet Memorandum submitted by the Hon
Minister of Health of Sri Lanka
However , until the preparation of this document , it was not possible to study all said policies in
one place .
Therefore I feel that this effort to collect all sub sectoral policies in to one document is a most
needed duty . Further I noticed that reference has been made to the relevant Cabinet Decisions (
Reference number and date of the decision of the office of the Cabinet of Ministers , and also the
reference number and date of the Cabinet memorandum )
As such the efforts taken by the Policy Analysis & Development unit , to prepare this document
titled ‘ Policy Repository of Ministry of Health - Sri Lanka ‘ is appreciated much as it has covered
a most needed document .

Anura Jayawickrama
Secretary
Ministry of Health , Nutrition & Indigenous Medicine
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Message from the Director General of Health Services

It was a long felt need to have all health sub sectoral policies in one place for reference as
a repository . Policy makers , Development Partners ( WHO , UNICEF , UNFPA , JICA , World Bank )
, Post Graduate students , all need such facility so as to study the sector at length and design the
future innovative programs to uplift the health status of citizens of Sri Lanka .In addition the
community leaders , general public and media too need to understand the steps ( in the form of
sub sectoral policies and relevant Strategic plans ) taken by health authorities to improve the
health services of the country .
Therefore I recognize this effort to prepare the Health Policy Repository , by the Director Policy Analysis & Development , Dr D.A.B.Dangalla and staff of PA & D unit , as a special event in
the Medical Administration
I hope , the policies will be revised timely by the relevant directorates of programs , to
incorporate the needs of the citizens of the country as well as the demands created by medical
technological advancements , and it is very much essential to develop indicators to monitor the
policy tools ; in other words , the outcome indicators of policies are to be monitored by relevant
directorates to assess the impact of implementation of sub sectoral policies on health status of
citizens of the country

Dr P. G. Mahipala
Director General of Health Services
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National Health Policy 1996

Certificate of Authorization
The National Health Policy of Sri Lanka was published in 1996 by the Ministry of Health &
Social Services

Introduction:
Sri Lanka has achieved a commendable health status measured in terms of traditional health indices
in relation to its Gross Domestic Product (GDP). This has been mainly due to the social policies
adopted by successive government in the past few decades.
Health Policy:
The health policy of the Government will be directed at consolidating the earlier as well as adopting
new policies to raise the health status of the people
The broad aim of the Health Policy is to:
I.
II.

Further increase life expectancy by reducing preventable deaths due to both communicable
and non-communicable diseases.
Improve the quality of life by reducing preventable diseases, health problems and disability;
and also emphasizing the positive aspects of health through health promotion.

In this respect the Government has identified the following diseases/health problems as priority
areas needing focused attention:
Maternal and child health problems, adolescent health, malnutrition & nutritional deficiencies,
problems of the elderly, malaria, oral health , bowel disease, respiratory disease, mental health
problems, physical disabilities, deliberate self-harm / suicide, accidents, rabies, coronary health
disease, hypertension, diabetes, cerebro- vascular disease, real disease, malignancies, STD/HIV –
AIDS, substance abuse and problems related to the family unit
Measures will be taken to raise the health status of the population in general and minimize the
impact of the above mentioned diseases/health problems in particular by adopting the following
health strategies.
1. Improve the existing preventive health programmers and in addition develop more
comprehensive coordinated and focused programmers that woulda. Reduce the burden of disease in the community;
b. Enable early detection of preventable diseases/health problems and their
complications;
c. Focus on promoting positive health behavior.
Policy Repository - Ministry of Health - Sri Lanka
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2. Improve the existing medical facilities and develop additional services to meet a wider
range and level of medical needs including rehabilitation and continuing care, both
institutional and community based.
3. Health care will be made more accessible to the community on an equitable basis with
provision for meeting specific health needs.
4. Improve the quality of health care to a level acceptable to both the community and service
providers.
5. Services activities and patient care will respect the dignity of the individual at all times.
6. Health The government will remain committed to providing basic health care free of cost to
the individual at the point of delivery, in state sector institutions.
7. The government will ensure the right of men and women to be informed and to have access
to safe, effective, affordable and acceptable methods of family planning of their choice.
8. Health care will be made efficient and cost effective.
9. Develop and implement a National drug policy for the rational use and distribution of drugs.
10. Promote the involvement of the community in health care
11. Allocate resources between provinces/districts based on their health needs and national
priorities.
12. The health Ministry will strengthen integrated approaches with other governmental and
Non-Governmental agencies to facilitate greater coordination for better health care.
13. The government will facilitate the development and regulation of the private health care
sector and promote better coordination with this sector.
14. Encourage health systems research and its application.
15. Human resource development will be supported and strengthened in keeping with
contemporary needs.
16. Services and programmers will be introduced to meet the emerging health needs of the
elderly and those affected by physical disabilities, mental health disorders, as well as the
health problems of displaced populations.
17. Development of indigenous systems of medicines and homeopathy will be encouraged.
18. The government is comment to allocate additional funds from governmental sources and
through alternative mechanisms of funding, towards meeting promotion and prevention.
Implementation:
The national health policy will be implemented through the central and provincial health ministries.
Policy Repository - Ministry of Health - Sri Lanka
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POPULATION AND REPRODUCTIVE HEALTH POLICY

Certificate of Authorization
The Population and Reproductive Health Policy of Sri Lanka , had been
published by Ministry of Health & Indigenous Medicine in 1998 The cabinet of
Ministers approved the population and Reproductive Health policy on 27th August,
1998.

Preamble
The population and Reproductive Health Policy for Sri Lanka for the next decade is presented
at a finishing moment in its demographic transition. While on the one hand, enlightened
population policies and programmers have contributed to the reduction in the rate of
population growth and improvement of the quality of life of to the people, on the other, the
changing demographic scenario has brought into focus a host of emerging issues that need
to be addressed in the coming years.
2. The consequences of excessive population growth on social and economic
development are well documented. Continued increase of population at the present rate
would double our population to 37 million in about five decades and would continue to
expand resulting in severe stress being placed upon the natural resources and environment
and constraining the efforts to improve the quality of life of the people.
3. Therefore, while it is necessary to ensure that the current declining trend in fertility
is maintained to reach a stable population size at least by the middle of the next century, it is
important to address the crucial emerging population and reproductive health issues such as
safe motherhood, sub-fertility, induced abortion, reproductive tract infections and sexually
transmitted diseases, promotion of responsible adolescent and youth behavior, achieving
gender equality, provision of health care and welfare services to the elderly, promotion of
economic benefits of migration and urbanization while controlling their adverse effects,
increasing public awareness on population and reproductive health issues and strengthening
the infrastructure for implementation and coordination at national and sub-national levels.
4. By reproductive health is meant a state of complete physical, mental and social
wellbeing in all matters relating to the reproductive system, its functions and processes.
Reproductive health implies that couples are able to have a satisfying and safe sex life that
they have the capability to reproduce and the freedom to decide responsibly on the number
of children they may have.
Policy Repository - Ministry of Health - Sri Lanka
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5. The population and Reproductive Health Policy for Sri Lanka aims at achieving a
higher quality of life for its people by providing quality reproductive health information and
services, achieving gender equality, providing health care and social support for the elderly,
promoting the economic benefits of migration and urbanization while controlling their
adverse social and health effects and reaching a stable population size in the long term.
6. The following eight Goals constitute the population and Reproductive Health Policy
of the government in the medium term. The policy statement is structured on the basis of a
rationale for each goal each is accompanied by a set of illustrative strategies. The strategies
for achieving the goals will be implemented through specific programmers which will be
developed by the Task force mandated to formulate the Action plan on population and
Reproductive Health.
7. In the action plan the roles and responsibilities of the national and sub-national
administrations, NGOs including CBOs and the private sector will be identified. The
development of mechanisms for coordination and the provision of adequate resources will
be necessary in order that easy, affordable and convenient access to services is enabled to
the general population.

Goal 1
Maintain current declining trends in fertility so as to achieve a stable population size at
least by the middle of the 21st century
Rationale
Enlightened population policies and programmers since independence have contributed
largely to high physical quality of life of the Sri Lankan population. However, Sri Lanka is still
one of the most densely populated countries in the word. Hence maintaining the gains we
have achieved in quality of life requires continuing effort in moderating the growth of
population. The population of the country which is today 18.5 million increases annually at
around 250000 persons i.e. at an annual growth rate of 1.3 per cent and if continued at that
rate, the population is expected to double in about fifty years and will continue to expand.
However, if fertility is reduced to replacement level within the next few years and
maintained around that level, the population will grow slowly and stabilize at about 24
million around the year 2050.
Strategies
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a) Continue to provide comprehensive family planning information, education,
communication and services through government, NGO and private sector
sources.
b) Improve quality of service delivery to enable couples to decide freely and
responsibly the number and spacing of their children.
c) Focus attention on pockets of unmet need such as the urban slums,
plantations, internally displaced populations, factory labor, and the
underserved rural areas.
d) Effectively reach the net additional to the reproductive age group
(Estimated at 500,000 over the next ten years.)

Goal 2
Ensure safe motherhood and reduce reproductive health system related morbidity
and mortality

Rationale
Maternal mortality levels in Sri Lanka are relatively low by South Asian standards. However,
morbidity levels related to reproductive health still cause concern. Among the problems
connected with reproductive health which will need to be addressed with increasing vigor in
the future are:
Anemia
Sub-fertility
Unwanted pregnancy
Induced abortion
Reproductive tract infection
Sexually transmitted diseases
HIV/AIDS
Reproductive system malignancies
(Breast, Pelvic and prostate cancers)

Strategies
a) Expand reproductive health care services while improving its quality.
Policy Repository - Ministry of Health - Sri Lanka
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b) Provide affordable, accessible and acceptable family planning services to protect
against unplanned pregnancy.
c) Promote family planning so that pregnancies do not take place too early in life or
too late in life, are appropriately spaced and are not too many.
d) Provide all men and women information, education, communication and counseling
and access to safe and effective reproductive health care.
e) Empower women to take responsible decision with regard to reproductive health
care and ensure male participation in the process.
f)

Improve communication between men and women on issues of sexuality and
reproductive health.

Goal 3
Achieve gender equality

Rationale
Although a great deal has been accomplished in Sri Lanka in improving the situation of
women and enhancing their role and status as equal partners with men, especially through
providing equal access to education and employment in the public sector, there still remains
much to be done to ensure equity and gender equality in areas such as access to
employment in the privet and unregulated sector and participation in decision making in
politics and community affairs. Moreover, women’s position in the family and community,
their reproductive health and their participation in gender based violence and intimidation
and harassment of women in the community. The full participation and partnership of both
women and men in reproductive life, including shared responsibility for the care and
nurturing of children is essential for the achievement of sustainable development. As
women constitute nearly fifty per cent of the populations of the country, the removal of all
impediments social, legal or institutional that stands in the way of their reproductive health,
full development and advancement must be part of an effective population policy. Achieving
change will require policy interventions that will improve women’s access to secure
livelihoods and economic resources raise social awareness and remove impediment to their
full participation in public life.

Strategies
a) Create an environment that is conducive to gender equality and for the full
involvement of women in policy and decision making processes by incorporating in
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formal and non-formal education and public awareness programmers the concept of
partnership and shared civic responsibilities.
b) Review and change laws and practices that discriminate against women and assist
them to realize their rights as citizens.
c) Review and change laws and practices that is prejudicial to reproductive health of
women and which deny the right to reproductive health.
d) Initiate measures to improve women’s ability to earn income beyond traditional
occupations, achieve economic self-reliance and ensure women’s equal access to
the labor market
e) Promulgate laws and policies and take other appropriate measures so that women
can combine the roles of child bearing, breast feeding and child rearing with
participation in the work force.
f)

Strengthen laws and enforcement procedures. So that violence and sexual
exploitation against women are eliminated.

g) Promote equal participation of women and men in all areas of family and household
responsibilities including family planning and child rearing.

Goal 4
Promote responsible adolescent and youth behavior

Rationale
Adolescents and youth (aged 10-24 years) constitute 29 percent of the total population of Sri
Lanka. The process of modernization and globalization will impose increasing strains on
young persons in the future. Already, drug abuse, sexual harassment, and child prostitution,
adolescent pregnancies and suicides are causing concern. There is the need to promote
responsible caring attitudes towards each other, to young person of both sexes and promote
responsible sexual behavior so that the effect of these social problems and others like STD,
HIV/AIDS will be mitigated in the future.

Strategies
a) Ensure adequate information on population, family life including ethical human
behavior, sexuality and drug abuse in school curricula at the appropriate levels.

Policy Repository - Ministry of Health - Sri Lanka
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b) Strengthen youth worker education by including information about drug abuse and
sex related problems at vocational training centers, institutions of higher learning,
work places, FTZs etc…
c) Encourage counseling on drug and substance abuse, human sexuality and psychosocial problem especially by NGOs, CBOs and the National Youth Services Council.
d) Promote informed constructive media coverage of youth related social problems.
e) Promote productive employment opportunities for youth.
f)

Promote programmers including counseling to minimize the incidence of suicide
among the youth.

g) Provide the legal, familial and institutional support to mothers to protect their
children from sexual abuse and harassment.

Goal 5
Provide adequate health care and welfare services for the elderly
Rationale
It is expected that by the year 2005 the percentage of the population over the age of 60 will
be 11 per cent and would continue to increase due to the changing population age
structures. Service to cater to this increasing population of the elderly will need to be
provided not only by institutional sources but also through familial structures. This is
necessary due to the changing structure and functioning of the nuclear family.
Strategies:
a) Encourage the private sector, NGOs, CBOOs and the local community to provide
community care and services to the elderly.
b) Initiate social security schemes for the elderly not already covered by EPF, ETF, etc..
c) Provide incentives to families to care for the elderly at home.
d) Provide appropriate training for out of school youth awaiting employment to enable
them to take care of the elderly at home.
e) Provide special care of the elderly in the state health care system.
f)

Establish a cadre of community health nurses with responsibility for the care of the
elderly
.

Policy Repository - Ministry of Health - Sri Lanka

Page 8

Goal 6
Promote the economic benefits of migration and urbanization while controlling their
adverse social and health effects
Rationale
Enlightened social development policies pursued over the past five decades have resulted in
a situation where the rural to urban migration and urbanization have been relatively low.
Nevertheless, the pace of urbanization in the future is expected to increase with the growth
of small cities. According to United Nations projections, the proportion of population living
in urban areas in Sri Lanka is expected to increase to 43 per cent by the year 2025. As a
result, increased environment pollution, changes in occupational and consumption patterns
and life styles would contribute to greater health and social problem. It is also likely that the
present trends of Sri Lankans going abroad for employment will continue. Such persons and
those family members left behind need to be adequately prepared to face the change in lifestyles.
Strategies:
a) Strengthen the legal framework and provide environmental sanitation and reduce
pollution.
b) Establish mechanisms to impart health education to populations living in urban
areas.
c) Provide family planning and reproductive health counseling and services at work
places and in the community at locations and times convenient to the user.
d) Promote counseling on adolescent and youth related social problems.
e) Provide international labor migrants support to acquire the requisite social skills
and attitudes to face new situations both at the destinations and on return.
f)

Provide families of female migrant workers with the necessary support so that
their young children can be taken care of while the mother is abroad.

g) Ensure the physical protection of displaced women and children against
exploitation, abuse and all forms of violence.
h) Create an enabling environment for economic investment to take place in small
towns and in rural areas so as to encourage the redistribution of population.

Goal 7
Policy Repository - Ministry of Health - Sri Lanka
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Increase public awareness of population and reproductive health issues

Rationale
There is the need to keep public, private and the NGO sector authorities the state and the
decentralized agencies of administration like provincial councils, pradeshiya sabhas, other
local authorities and private and NGO organization supplied with up-dated disaggregated
data on the population situation and information on emerging population and development
and reproductive health issues. The threat of the spread of STDs, HIV/AIDS, and other social
problems, requires that the general population too, are continually informed and educated
that reproductive health problems are preventable and dependent on individual behavior
patterns. The overall aim must be to induce a sense of individual and community
responsibility and promote preventive health services including reproductive health.

Strategies
a) Utilize the service of decision makes and opinion leaders like parliamentarians,
other political leaders and religious leaders for advocacy.
b) Encourage policy oriented and operating research in to population and
reproductive health problems. Government agencies, NGOs and academic
community should be supported in such research and survey activities.
c) Publish and disseminate widely in the national languages updated information on
population and reproductive health issues. A focal point for such dissemination
should be regularly supplied with such publications.
d) Encourage use of media both electronic and print of public discussion of population
and reproductive health issues.
e) Set in motion a process of continuous research, evaluation, dissemination and feedback.

Goal 8
Improve population planning and the collection of quality population and reproductive
health statistics at the national and sub national levels
Rationale
With the devolution of powers to sub-national authorities, regional planning unit will need
to be provided with adequate data and skilled manpower to facilitate planning and decision
making at the local level.
Policy Repository - Ministry of Health - Sri Lanka
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Strategies:
a) Strengthen the existing national and sub-national institutions for collection of
timely, relevant and reliable data on population and reproductive health.
b) Establish populations units at sub-national levels.
c) Strengthen national and sub-national planning unit in population planning
activities.
d) Encourage utilization of information for improved programmer planning and
implementation.

Policy Repository - Ministry of Health - Sri Lanka
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National Policy on Maternal and Child Health

Certificate of Authorization
The National Policy on Maternal and Child Health , had been published in the extra ordinary
gazette No 1760 /32 dated 31st May 2012 , by the Ministry of Health , according to the
approval granted by the Cabinet of Ministers of the Democratic Socialist Republic of Sri
Lanka

1. PREAMBLE
SRI Lanka, being promoted as a middle income country with a per capita GNP of 2,804 US
dollars1, has achieved significant gains in the area of human development. Over the past few
decades the country is undergoing a rapid demographic change. The rate of population
growth has declined from 5.0 in 1962-64 to 2.3 during the period of 2001-20063. The infant
mortality maternal mortality ratio has decreased from 405 per 100,000 live births in 1955 to
31.1 per 100,000 live births in 20105. A well-established health service, free of cost to the
consumer, together with universal free education has contributed to bring about this
situation.
The demographic change over the year has brought about several important policy concerns
in terms of Maternal and child health. For instance, women in the reproductive age group
(15-49 year) comprise 5.6 million (27.8 percent) of the population, creating a considerable
demand for the provision of quality reproductive health services. The population under 15
years of age continued to remain high at 26.3 persent6 while further 26 percent comprised
adolescents and youth. Paradoxically the country has one of the fastest ageing populations
among the development countries, with around 9 percent of the population over the age of
60 years.
A dominant feature of the health policy in Sri Lanka has been the diffusion of health services
throughout the country, which provides institutional and domiciliary care to women and
children. It is significant that the system of Maternal and children health (MCH) services has
evolved as a part of the general health services, which has helped the development of a
comprehensive, network for maternal and child health service throughout the country.
Though much has been achieved in the past, changing scenarios in MCH arena call for new
policies to address the broader health need of women, children and adolescents including
those directed at the new challenges faced by them. Such policies would help to guide
successful implementation of the MCH programmer in the present context.
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1

Central Bank report – provisional Data- 2012
Census Report-2012
3
Department of census and statistics-DHS survey 2006/7
4
Registrar General’s Department, provisional Data-2009
5
family health bureau, annual Report on family health Sri Lanka, 2010
6
Department of census and statistics-2008
2

2. BACKGROUND
Maternal and child health (MCH) in Sri Lanka has a very long history, which dates back to the early
20th century. An organized effort to provide maternal and child health services commenced with the
introduction of the health unit system in the mid 1920’s, which was thereafter extended to cover the
entire country. In 1965, family planning (FP) was accepted as a part of national health policy and its
service components were integrated with the MCH services of the ministry of health. In 1968, the
MCH bureau was established within the ministry of health, to oversee the MCH/FP service island
wide. In 1972/73 population and family planning received considerable support from United Nations
(UN) agencies and other international agencies, with family planning being implemented as an
integral component of the MCH services. The MCH bureau was re-designated the family health
Bureau (FHB) to highlight the integrated nature of the MCH/FP services. The FHB then became the
central organization of the Ministry of health responsible for planning, coordination, monitoring and
evaluation of the MCH/FP services, also referred to the family health programmer.
The evolution of the MCH services in Sri Lanka has been nurtured by a number of international
health initiatives which include the safe Motherhood initiative launched in Nairobi in 1978, and the
Reproductive health initiative following the international conference on population and
Development (ICPD) in Cairo in 1994. In par with these international initiatives, Sri Lanka also
produced several policy documents relevant to MCH. The first of which was the national health
policy of 1992 followed by that of 1996, both of which identified maternal and child health as a
priority concern. In 1998, a populations and reproductive health policy with eight goals was
developed, out of which six, fall within the direct ambit of the MCH/FP services or the family health
programmer. In September 2000 Sri Lanka became a signatory to achieve Millennium Development
Goals (NDGs) in 2015 with three goals having a significant focus on health status of mother and child
(MDG 1, MDG 4 and 5). The country plan has given high priority to Maternal and child health
showing the importance attached to it by the present government.
MCH has been a long standing priority in the country and this has been reflected in the national
health policy (1992). The need for formulation a separate MCH policy has arisen due to the evolving
changes in priority and the new challenges on the maternal, child and the adolescent health. The
evolving health care delivery system and new policy climate have provided opportunities for
reviewing the past policies and for developing new policies and innovations in MCH care with a
broader view.
Policy Repository - Ministry of Health - Sri Lanka
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In this context it has to be emphasized that policies relating to upliftment of household
socioeconomic status and safe environment among the less privileged have also a major part to play
in the wellbeing of mother and child and the family at large. When we focus on the health of the
mother and child it is imperative that we consider certain factors which affect the health of the
whole family. The availability of safe water supply, adequate sanitation and proper nutrition are
basic needs for maintaining health of the family as a unit. These are often cited as the single set of
highest priority social services for poor households that would help to promote good health. In
addition protection of family members from vector borne diseases such as Malaria in affected
districts should be high in the policy agenda of such disease prevention programs. Emerging health
concerns such as non-communicable Diseases (NCD), prevention of parent to child Transmission of
HIV/AIDS (PPTCT) and eradication of congenital syphilis (ECS) which have their preventive measures
linked to MCH services need to be addressed within the MCH policy frame work.
The central role that is continued to be played by the Ministry of health and FHB in policy making
and planning of the services, and their collaborative links with the other health and health related
services/programmers emphasizes the need for a well-documented Maternal and child health policy
to work towards national goals. Further the change in manage in managerial processes as a result of
devolution of MCH functions to the provinces for them to function effectively. Considering the
challenges to MCH, arising from the rapid demographic transition that has resulting in new demands
for services, rising people’s expectations, and reported trends in unhealthy lifestyles and behavioral
changes of adolescents, it calls for the need to have a separate Maternal and child health policy.
Such a documented policy will provide the much needed direction to strategic planning,
implementation, monitoring and evaluation of MCH programmer to address such issues effectively.

3. SCOPE
The Maternal and child health (MCH) programmer was primarily directed at women during
pregnancy, delivery and postpartum period, and at newborns, infants, and children up to 18 years
(including school children). Most efforts to improve pregnancy outcomes during the past several
years have focused on promoting antenatal care, delivery care and care for postpartum mothers. In
order to be most effective, appropriate interventions must be introduced before pregnancy and
continued after delivery to prevent oo detect early and manage appropriately any health conditions
and risk factors that contribute to adverse maternal and infant outcomes. Addressing behavior
patterns related to pregnancy, delivery and postpartum periods of women themselves, their families
and the community is also equally important to achieve positive maternal and infant outcomes.
Thus, the improvement in the health status of women and children will be better achieved if a
border approach to MCH is adopted. In the formulation of this policy, such a broader perspective is
pursued that would not only emphasize broad policies relating to maternal, newborn, infant and
child care but also include those relating to pre pregnancy care, care of older children including
adolescents. Family planning has been identified as an integral component of the MCH services
while certain MCH related health concerns such as prevention of NCDs and STD/HIV/AIDS, gender
and women’s health also have been incorporated as appropriate in the policy document.
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The MCH policy however does not cover all aspects of aspects of reproductive health which is a
much broader concept that extends beyond the childbearing years and covers all aspects relating to
the reproductive system, its functions and processes. Therefore MCH programmer linkages with
other relevant health and non-health programmers should be strengthened to facilitate
coordination as required.
This document provides policy and strategic directions to continuing and emerging concerns and
challenges in Maternal and child health. It also includes appropriate strategies which focus on
strengthening of the already-established family health service.
4. VISION
A Sri Lankan nation that has optimized the quality of life and health potential of all women, children
and their families.
5. MISSSION
To contribute to the attainment of highest possible levels of health of all women, children and
families through provision of comprehensive, culturally acceptable and family friendly settings.
06. POLICY GOALS
MCH policy consists of twelve goals.
Goal 1
Promote health of women and their partners to enter pregnancy in optimal health, and to maintain
it throughout the life course
Goal 2
Ensure a safe outcome for both mother and newborn through provision pf quality care during
pregnancy, delivery and postpartum period
Goal 3
Ensure reduction of perinatal and neonatal morbidity and mortality through provision of quality care
Goal 4
Enable all children under five years of age to survive and reach their full potential for growth and
development through provision of optimal care
Goal 5
Ensure that children aged 5 to 9 years and adolescents realize their full potential in growth and
development in a conducive and resourceful physical and psychosocial environment
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Goal 6
Enable children with special needs to optimally develop their mental, physical and social capacities
to function as productive members of society
Goal 7
Enable all couples to have a desired number of children with optimal spacing whilst preventing
unintended pregnancies
Goal 8
To promote reproductive health of men and women assuring gender equity and equality
Goal 9
Ensure that national, provincial, district and divisional level health managers are responsive and
accountable for provision of high quality Maternal and child health services
Goal 10
Ensure effective monitoring and evaluation of Maternal and child health programmer that would
generate quality information to support decision marking
Goal 11
Promote research for policy and practice in Maternal and child health
Goal 12
Ensure sustainable conducive behaviors among individuals, families and communities to promote
Maternal and child health

6.1 POLICY GOAL 1
Promote health of women and their partners to enter pregnancy in optimal health, and to maintain
it throughout the life course
Rationale
Promotion of health of women of reproductive age before conception improves pregnancy related
outcomes and is helpful in reeducate of maternal and neonatal morbidity and mortality.
The maternal mortality ration in 1935 was 2700 per 100,000 live births and by 2010, the Maternal
Mortality Ratio had been reduced to 31.1 maternal deaths per 100,000 live births.1 it is reported that
72-75 percent of these maternal deaths are preventable, and in most cases correctable conditions
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were not detected until the woman became pregnant, while some conditions were detected only
during delivery.
Early detection and treatment of several medical conditions such as heart disease, Anemia,
Micronutrient and other nutritional deficiencies, diabetes, Liver disease and STD/HIV/AIDS will help
to improve the health of the women at pre-pregnant stage, and prevent complications of pregnancy.
Certain personal behaviors, psychosocial risks, and environmental exposures associated with
negative pregnancy outcomes can also be detected and modified before conception. Changes in the
knowledge, attitudes and behaviors related to reproductive health among both men and women are
useful to improve health during the preconception period, and also during the life course.
Increasing incidence of STD/HIV/AIDS requires close monitoring of those conditions. In order to
reduce the prevalence of these diseases and protect the women from their adverse effects, some
activities of those programmers have to be integrated into MCH programmer for example by
providing all child bearing age women attending MCH/FP clinics access to STD/HIV/AIDS services.
Infant Mortality Rate in Sri Lanka has come down rapidly over the years, and has remained stagnant
for the last decade or so. Eighty percent of the infant die during the neonatal period. Nearly 17
percent of newborns are of low birth weight. New strategies have to be implemented to further
reduce the infant Mortality Rate, of which some intervention for reduction of infant mortality and
low birth weight should be started from the preconception stage.
Women who suffer from various chronic disease conditions such as Diabetes can have adverse
effects on pregnancy outcomes, leading to still births, neonatal deaths, and births, neonatal deaths,
and birth defects. These can be prevented by proper care during preconception and antenatal
period.
Considering the above, a new package for “pre-conception care” has been introduced to the
maternal and child health programmer. The main objective of provision of this package is to create
awareness, provide health promotion, screening, and interventions for women of reproductive age
to reduce risk factors that might affect future pregnancies.
Attention is also paid towards maintaining reproductive health of women and their partners
throughout the life course. The government of Sri Lanka was a signatory to the program of action
adopted at the international conference on population and development (ICPD) in Carlo in 1994.
Since then, the concept of reproductive health has been introduced addressing reproductive health
issues of the adolescent, the post-adolescent before they become mothers and extending to women
in the elderly age group thus encompassing a life cycle approach to Maternal and child health.
Women’s health concerns in MCH include continuity of care and access to services before, during,
after and independent of childbearing. In keeping with the government’s commitment to provide
comprehensive MCH services based on the life cycle approach, “well woman clinic” (WWC) program
was initiated in 1996, focusing on women at and over 35 years of age with selected services
including those related to non-communicable diseases such as diabetes Mellitus, hypertension,
cancer prevention and management. The concept of screening health well women at community
level is an approach that is relatively new, requiring public awareness.
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Many of the programmers and services including the health services that are aimed at women
mainly focus on the women who have access to services. However, there is an important group of
women with special needs requiring special attention and care who do not have access to the
routine reproductive health services. This group includes institutionalized women, migrant women,
displaced and marginalized women etc.
Strategies
a) Ensure that women of childbearing age and their partners receive a comprehensive package
of pre-conception care
b) Address specific reproductive health issues of women and their partners throughout the life
course
c) Address the reproductive health issues of women with special needs
d) Integrate relevant STD and HIV/AIDS services to MCH program
e) Strengthen partnership with other stakeholders who provide care for woman

6.2 POLICY GOAL 2
Ensure a safe outcome for both mother and newborn through provision of quality care during
pregnancy, delivery and postpartum period
Rationale
The steady development of services for the mother and newborn, that encompass both domiciliary
and institutional care, has made a significant impact on the decline of maternal and infant mortality.
It is reported that 99 percent of pregnant women received antenatal care and that 98 percent
received trained assistance at delivery1. These levels of service coverage need to be maintain and
improved upon to reach all women in the country. In particular the Maternal Radio can be further
reducer with concerted systemic health and other appropriate interventions.
Certain quality aspects of the services provided specially in smaller hospitals and failure to meet the
aspiration of the people with regard to the place of delivery remain as outstanding issues that need
to be addressed. In this context, of the 94 percent of deliveries that take place in government
hospitals, almost 75 percent occur in the larger hospitals that provide comprehensive emergency
obstetric care at (CEmOC). This is a consequence of mothers wishing to have, “the best available
care at hand’ during delivery, even if such specialized care was needed or not. This has led to
overcrowding of the maternity unity in the larger hospitals and underutilization of maternity unity of
the smaller hospitals. Hemorrhage, Eclampsia /pregnancy induced hypertension (PIH), septic
abortion and heart disease complicating pregnancy are main causes of maternal deaths. The
nutritional deficiencies such as anemia during the pregnancy and postpartum period, may contribute
to also a serious issue that is yet to be addressed.
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The shortfall in coverage and quality of care in the postpartum period also contributes in no small
measure to maternal morbidity and morbidity and mortality and needs to be addressed. So also is
the accessibility to maternal and newborn services by population groups such as those displaced by
natural disasters or civil strife, remote rural populations and all other vulnerable families.
Strategies
a) Ensure quality maternal care (antenatal, intra-natal and postpartum) through appropriate
systems and mechanisms in field and institutional settings
b) Maintain optimal nutritional status of pregnant and post-partum women
c) Ensure availability and accessibility of emergency obstetric care facilities and an appropriate
referral system
d) Enhance maternal and newborn services for vulnerable families and in emergency situation
e) Strengthen the surveillance system for maternal morbidity and mortality

1

Department of Census and Statistics-DHS survey 2006/7

6.3 POLICY GOAL 3
Ensure reduction of perinatal and neonatal morbidity and mortality through provision of quality care
Rational
Infant mortality and neonatal mortality in Sri Lanka declined dramatically in the last century. The
malaria control programmer, the expanded programmer of immunization, the safe motherhood
programmer and promotion of breastfeeding are some of the key interventions responsible for this
spectacular reeducation in infant and neonatal mortality. However the infant and neonatal mortality
has been stagnant for over a decade now. Just as in other countries that have reduced the infant
mortality, neonatal mortality contributes to nearly 80 percent of infant mortality in Sri Lanka. A
neonatal death rate of 6.2 per 1000 live births has been reported in 2009. 1most of these deaths
occur as a result of pregnancy more than two thirds of the neonatal deaths are early neonatal
deaths occurring within the first week of life.
The other prominent feature is the geographical variation in neonatal and infant mortality in Sri
Lanka. There are district and institutional variations in neonatal mortality in the country according to
the published mortality data through vital registration system and the hospital based management
information system.
Further reduction of neonatal mortality in Sri Lanka needs well focused interventions. Promotion of
nutrition of pregnant women to improve birth outcomes and reduce low birth weight, identifying
and treating medical condition such as diabetes and hypertension are among some measure that
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could be taken prior to childbirth. At the time of delivery obstetric care of good quality including
timely referrals would also help to reduce perinatal and neonatal mortality.
To produce favorable outcomes in early weeks of life, essential and emergency newborn care
practices have to be strengthened and standardized in the health care facilities for management of
newborns. Breastfeeding has to be initiated and established and exclusive breastfeeding for six
months has to be supported by all health care professionals.
A perinatal and neonatal morbidity and mortality surveillance system is essential for monitoring and
evaluation of the perinatal and neonatal care services in the country. Perinatal audit has to be
establish as a managerial tool to enhance the quality of perinatal care in the institutions.
Strategies
a) Institute evidence-based practices in newborn care in field and institutional settings
b) Ensure availability to basic and accessibility to basic and advanced newborn care facilities
c) Protect, promote and support breastfeeding practices with special emphasis in delivery
settings
d) Strengthen the surveillance for perinatal and neonatal morbidity and mortality

1. Registrar General’s Department, provisional Data-2009

6.4 POLICY GOAL 4
Enable all children less than five years of age to survive and reach their full potential for growth and
development through provision of optimal care
Rationale
Though in South East Asia Region, Sri Lanka’s infant and child mortality rates are considered low in
comparison with international norms, they still rate high, especially when compared to some of the
other social and health indicators in Sri Lanka. Hence, determinants need to be selectively identified
and effectively addressed. The well-developed MCH infrastructure and the educational levels of the
population provide the means to realistically target the main causes of death and morbidities in
childhood.
Though much headway has been made in reducing the disease load with regard to the main
communicable diseases of childhood, much remains to be done. Given the country’s relatively low
infant mortality, the reduction of child malnutrition is yet to be achieved, with one out of five
children aged five years and below being underweight (DHS 2006/07 underweight prevalence
21.1%), with social and cultural practices being implicated as possible causes. There is a need to
actively promote nutrition education and counseling to mothers and caregivers of children. Growth
monitoring and promotion have been in progress for many years, but the achievement of the
desired impact is still slow.
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There is also a need to strengthen psychosocial development of children with specific inputs in the
age groups 0-3 years and 3-5 years. Among the other challenges are those to keep age appropriate
immunization of infants and children at optimum levels all the time and to promote good oral
health.

Strategies
a) Ensure the provision of quality child care services at both field and institutional settings
b) Maintain optimal nutritional status by implementing evidence based interventions;
specifically ensuring exclusive breastfeeding for 6 completed months, followed by
appropriate complementary feeding together with continuation of breastfeeding for two
years and beyond, regular growth monitoring and promotion
c) Ensure evidence-based practices in the management of childhood illnesses
d) Strengthen the surveillance system on childhood morbidity and mortality
e) Optimize psychosocial development
f)

Ensure age appropriate immunization

g) Ensure optimal oral health
h) Ensure adequate childcare services including nutrition during emergency situations

6.5 POLICY GOAL 5
Ensure that children aged 5 to 9 years and adolescents realize their full potential in growth and
development in a conducive and resourceful physical and psychosocial environment

Rationale
In 2008, the school census revealed that there are 9662 school in Sri Lanka with a school population
of approximately 3.9 million. More than 60 percent of school children belong to the adolescent age
group of 10-19 years.1
The school health programmer which commenced in 1918 has continued to address the health
issues of school children and adolescents and this programmer need to be improved upon with a
collaborative and multidisciplinary approach involving many stakeholders.
The implementation of school health programmer is the responsibility of both health and education
ministries. The family health bureau is the focal point for the school and adolescent health
programmer in the Ministry of health and the services are delivered through primary are responsible
for implementation of the programmer in the decentralized system.
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The major components of the school health programmer are school medical services including
counseling services, maintenance of health school environment, life skills based health education,
school community participation and implementation of health school policies. Many attempts have
been taken to improve the coverage of school medical inspection in the recent past and as a result
the coverage has increased to 89% in 2010,2 however, the quality aspects of the programmer still
need improvement.
In order to achieve the full education potential of children and adolescents, they should also be
provided with quality care that includes not only general health, but also oral health, mental health
and prevention of substance abuse, promote life skills and positive behaviors that would form
integral part of school Health programmer.
Considering the various challenges faced by a child during transition from childhood to adulthood,
where adolescents start to make lifestyle choices that affect their health, provision of a safe and
nurturing environment and appropriate care for adolescents remain crucial. In an attempt to elevate
the focus on health and wellbeing of school children and adolescents by all the stakeholders, the
health promoting concept was introduced to schools in 2007. This initiative has helped to strengthen
the important partnerships between the central ministries of health and education, provincial health
and education approach to improve school and adolescent health.

1. School census, Ministry of Education 2008
2. Family health bureau, Annual Report on Family Health Sri Lanka 2010
Strategies
a) Strengthen partnerships between Ministries of health and education, other relevant
stakeholders and communities for the implementation of a comprehensive child and
adolescent health programmer in school and community settings.
b) Implement need based health education focusing on skill development
c) Promote nutrition and health lifestyles among children and adolescents
d) Ensure access to child and adolescent friendly health services, including oral health services
and counseling
e) Empower children and adolescents to make informed choices regarding their sexual and
reproductive health issues
f)

Empower parents, guardians and teachers in caring for children and adolescents
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6.6 POLICY GOAL 6
Enable children with special needs to optimally develop their mental, physical and social capacities
to function as productive members of the society
Rationale
It is necessary that every child should be supported in such a way that enable them to optimally
develop their mental, physical and social capacities to be independent and function as productive
members of the society.
Many of the programmers that are aimed at promoting child health, the focus have generally been
on the children who are accessed through the health services as at present and who require special
attention. This group includes children who are physically, mentally and socially disabled, children
subjected to abuse of all forms, street children, displaced and marginalized children including
children in probation schools, orphanages and prisons and children left behind by migrant workers.
The reasons as to why such children exist in today’s are multifaceted. Hence the approaches to be
used to improve the status of these children also need to be multifaceted. Even though limited
reports are available on such children, there is no reliable data on the magnitude and the nature of
the problem, and their needs, especially from a health perspective.
The role of the health sector in promoting this group to optimally develop their mental, physical and
social capacities to be independent and function as productive members of the society has to be
identified. There is also a need for the health sector to liaise with the other sectors that contribute
towards the expected outcome.
Strategies
a) Integrate an appropriate program to address the health needs of children with special needs
into the existing child health program
b) Strengthen the inter-sect oral collaboration among key stakeholders providing care for
children with special needs

6.7 POLICY GOAL 7
Enable all couples to have a desired number of children with optimal spacing whilst preventing
unintended pregnancies
Rationale
Family planning (FP) services provided by the government are integrated with maternal and child
health services and offers a wide range of modern contraceptive methods and services for regulating
the number and spacing of children. FP services also include services for sub fertile planning clinics.
In addition, primary healthcare staff such as public health midwives (PHMS) and public health
inspector (PHIs) distribute oral contraceptive pills and condoms in the community. Also, more than
100 medical institutions provide permanent family planning methods (sterilization). In addition to
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the government health sector, FP is also supported by three well-established non-Government
health organization (NGOs), who also provide mobile outreach services1.
With a history of almost five decades of FP services in Sri Lanka, acceptance for modern
contraceptive methods has steadily increased. However, recent studies have shown that unintended
pregnancies due to unmet need for contraception (i. e. percentage of married, fertile women who
do not desire to have children and not using a FP method), leading to induced abortion is a
phenomenon that is increasingly seen within marriage, indicating that it is being used for spacing of
births or for limiting family size2.
The main reasons for unintended pregnancies is the inadequate services for permanent family
planning methods (male and female sterilizations) and a significant percentage of women using
natural and traditional methods for family planning, resulting in a greater chance of method failure.
Therefore, it is imperative to address the unmet need for contraception by meeting the demand for
permanent methods and motivating clients using natural and traditional methods to use modern
contraceptive methods.
Today the government takes full responsibility for contraceptive supplies. Since the government is
the major source of contraceptives for clients, there is a need to focus on contraceptive logistics
including procurement, storage, distribution, monitoring, supervision and evaluation. A
Reproductive health commodity security system has been developed for this purpose. Contraceptive
services by the government are provided free of cost to the client. The NGs provide contraceptives
(mainly condoms and pills) through a social marketing program at a nominal cost. The Emergency
contraceptive pill (ECP) is also marketed as a branded product by NGOs at retail outlets (pharmacies)
and seems to gain popularity.

1

family Health Bureau, Annual Report on Family Health Sri Lanka, 2006-2007
Rajapakse, L., (2000) Estimates of induced abortion in urban and Rural Sri Lanka.

2

Strategies
a)
b)
c)
d)
e)
f)

Ensure the availability and accessibility to quality modern family planning services
Address the unmet need for contraception
Ensure availability of sterilization services in institutions
Establish an appropriate system for post-abortion care
Ensure the uninterrupted availability of contraceptive commodities [reproductive health
commodity security (RHCS)]
Strengthen, rationalize and streamline services for sub-fertile couples
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6.8 POLICY GOAL 8
To promote reproductive health of men and women assuring gender equity and equality
Rationale
Even though gender equity and equity in Sri Lanka are considered as being satisfactory compared to
other countries of the region, there are still several health related areas that have a direct effect on
reproductive health and need attention. These areas include specific issues related to gender such as
gender based violence, including domestic violence, lack of choice for women to control the number
of pregnancies, difficulties in accessing healthcare and good nutrition, gender differences in health
related behaviors and higher vulnerability of women to STI and HIV/AIDs due to their inability to
negotiate safe sex.
Inadequate information of women’s status especially lack of reliable data on gender issues has
jeopardized work towards addressing the problems. Efforts must be made to develop gender
disaggregated and gender sensitive health and social indicators to enable more objective analysis of
the impact of the gender issues affecting reproductive health.
The multi factorial nature of the reasons for limitations and differences in gender equity and equality
warrants the need to take a holistic view of the issues, and critically review the currently available
policies and programmers of different sectors.
Advocacy can play a significant role in improving women’s health status through creating an
environment that is conducive to the achievement of gender equality and equality starting with
sensitizing of policy makers and programmer planners at all levels. Community mobilization towards
of policy makers and programmer planners at all levels. Community mobilization towards gender
equity and equality is also very, so as to achieve long term results.
The traditional norm among Sri Lankan families is for the mother to be the care giver for children
and father to be the sole income owner. The involvement of men in children and household chores
has not been an accepted practice. Over the years with the increasing female literacy, more and
more women are employed and a substantial contribution is made to the family economy. In today’s
context men need to be encouraged to be more concerned about their own health and the health of
the family while playing an active role in child care as well as sharing household work. There is a gap
in the current healthcare delivery system to actively involve the males in MCH/FP activities. The
recent policy of allowing the husband to be with his wife at time of delivery is a positive step
towards a father friendly MCH service that encourages strong relationships and a spirit of sharing.
Migrant workers both men and women constitute an important sector of the population with special
health needs. By national Migration policy the country promotes overseas job opportunities for men
and women. Addressing their health needs (prior to departure, while working overseas and after
returning) is of utmost importance to secure their health. Therefore the MCH programmer should
address reproductive health needs of migrant workers and their family members by providing
services and also by developing linkages with relevant stakeholders.
Strategies
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a) Address gender issues related to reproductive health
b) Ensure an effective response from preventive and curative health sector for prevention and
management of gender based violence issues
c) Incorporate sex disaggregated data into the health management information system, so as
to ensure gender equity and equality in reproductive health services
d) Promote compilation and appropriate management of data related to gender based violence
within the health sector
e) Strengthen partnership within the resource network of organization and persons actively
involved in the prevention and management of gender based violence
f) Promote and enhance male participation in reproductive health care
g) Empower men and women to promote community mobilization towards prevention and
management of gender based violence
h) Address reproductive health needs of migrant workers

6.9 POLICY GOAL 9
Ensure that national, provincial, district and divisional level managers are responsive and
accountable for provision of high quality Maternal and child Health Service
Rationale
Maternal and child health services continue to face many challenges from country’s health sector
reforms. One such major reform has been in devolution of powers and functions to the provinces
through the 13th Amendment to the constitution of Sri Lanka, in 1978. This has caused changes in
implementation of MCH services at sub national levels. Thus functions related to MCH at provincial
levels need to be reviewed, redefined and realigned to produce more effective services.
The success of any health program depends on the committee of the managers running the
programmer. In the case of MCH service the responsibility of implementing a quality MCH
programmer falls on the provincial Director, regional Directors of health services, Hospital Director,
Medical officers of Maternal and child Health and Medical Officer of health. An appropriate
mechanism has to be instituted to make the managers at different levels be more accountable for
MCH service provision. In addition, steps need to be taken to build commitment and improve
advocacy skills among MCH programmer managers.
The managers at various levels should also be committed to strengthening of institutional capacity
for delivery of quality MCH care that includes improving capacities of its human resources. The
health teams who undertake the varied programmers in MCH should be of appropriate numbers and
with the correct skill mix. The diversity of the activities related to the MCH programmers and the
technical advances that have been made in recent times, demand greater specialization amongst the
health teams and therefore, education, training and the development of the correct skill mix is of
crucial importance.
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It is imperative that the health personnel involved in MCH programmer are constantly provided with
the opportunities needed to update their knowledge and skills through continuing education and
other methods. The continuing education and professional development, as appropriate, has to be
linked to career advancement opportunities for the staff.
The ongoing collaboration with professional bodies, development partners such as WHO, UNICEF,
UNFPA, world Bank and NGOs and other sectors such as education, social services, child probation
has to be strengthened to take advantage of their underused resources as well as to mobilize
additional resources for the programmer.
Family health bureau with its team of experts would enhance its leadership role in improving MCH
knowledge and practice. This should be supported by effective use of data and field training that
need to be continuously monitored and improved upon.
Strategies
a) Ensure accountability and committed leadership to provide quality MCH services
b) Strengthen institutional capacity at national, provincial, district and divisional levels to
deliver quality MCH services
c) Ensure the availability of adequate resources and equitable distribution for quality MCH
services
d) Ensure adherence to national policies, guidelines and practices to improve systems and
services at all levels
e) Strengthen the FHB as the Centre for excellence to provide national leadership in Maternal
and Child Health
f) Ensure collaboration and partnership with professional bodies and relevant stakeholders

6.10 POLICY GOAL 10
Ensure effective monitoring and evaluation of Maternal and child health programmer that would
generate quality information to support decision making
Rationale
The maintenance of Heath Management information system (HMIS) in MCH/FP is a responsibility of
the family health Bureau and is managed by its Monitoring and evaluation unit. Its aim is to generate
quality MCH information and also to help staff responsible for MCH at national, provincial, district
and divisional levels to improve their capacity to collect, analyze, and use data for planning and
evidence based decision making.
The data gathered and the information generated has grown both in capacity and content.
Commencing with data pertaining to family planning of government and NGO sectors, the system
has expanded to collect data in the fields of MCH, Maternal Mortality, school health and well women
clinic services etc.
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The bulk of MCH/FP data received is generated at primary health care level, through the public
health midwives (PHM), supervising public health inspector (SPHI), public health nursing sister
(PHNS) and the Medical officers of health (MOH). The data collected through this system is analyzed
and used at all levels, namely divisional (MOH), regional (RDHS, MOMCH), provincial (PDHS) and
national (FHB) levels. Both quantitative and qualitative indicators are available and health staff at all
levels has been trained in the analysis and interpretation of data. A feedback is provided by the FHB
to all concerned, with analyzed data and relevant information for use by service providers and
programmer managers.
However, the health Management information system of MCH programmer needs to be reviewed
and improved to capture information on the current needs. Among the challenges are the
irregularities in quality of data, issues on standardization of criteria and delays in submission of
returns, inadequate feedback and inadequate use of information by health staff at various levels.
Reporting of data from the medical care/curative services, obtained through the hospital network is
reported directly to the Medical statistical unit of the Ministry of health. The quality and
completeness of the data reported from hospitals is however a matter for concert and warrants
early attention. The current system of hospital based maternal and perinatal statistics need a major
revision in order to obtain more informative indicators for further reduction of perinatal and
newborn mortality.
The data published by other relevant departments such as Register General’s, census and statistics,
central Bank etc. are also important for MCH programmer management. However, a regular
mechanism is not available among these departments for sharing of relevant important information.
As such, establishing a network between the different organizations within the Ministry of health
and also with other relevant departments should also be of concern.
Strategies
a) Strengthen the health Management information system on MCH/FP
b) Reinforce planning, monitoring and evaluation of MCH program
c) Establish network for MCH information sharing among relevant stakeholders

6.11 POLICY GOAL 11
Promote research for policy and practice in Maternal and child Health
Rationale
Research should function as the “brain” of the MCH services, to enable it to respond effectively to
identify the problems, respond to them and evaluate the quality of service delivery. MCH being an
area of work with considerable behavioral and socio-economic implications, the knowledge needed
for successful program implementation has necessarily to be deliver by undertaking national and
local level investigations and studies. The decision-marking in policy area as well as in program areas
also should be as best as possible evidence-based.
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Among the strategic area for research that could be considered are those directed at MCH services
to underserved populations, changing roles and function of MCH staff in keeping with the
demographic and epidemiological transitions, quality of MCH care both at hospital and in the
community and on promotion of health of mother and healthy development of the child.
Some of the essential functions that from the core of a research system for MCH include, capacity
development, for both the demand and supply sides of research, knowledge generation which helps
to improve the knowledge base to act and to improve management, the actual utilization and
management of knowledge for MCH service improvement and the mobilization of resources for
MCH research.
Strengthening the linkages and functioning of existing and potential networks of institutions and
individuals, both in-country and outside, is another way of promoting MCH research through such
networks. Building partnerships with other research communities will help to get new insights and
resources to support innovative research. There is also a need to establish a continuous process for
the promotion and clarification of strategic issues for MCH research and health policies related to
MCH.
Strategies
a) Generate and disseminate the evidence needed for policy formulation and practices in
relation to MCH
b) Establish collaborative mechanism for MCH research development

6.12 POLICY GOAL 12
Ensure sustainable conducive behaviors among individuals, families and communities to promote
Maternal and child health
Rationale
Improvement of Maternal and child Health (MCH) of the communities requires that healthy
attitudes and behaviors are sustained and nurtured continuously. Maintaining current good
behaviors conducive to MCH and cultivating desirable behaviors are required. Good behavior change
communication (BCC) strategies are needed to accomplish this. BCC strategies need to be
strengthened with the participation of relevant experts in behavioral sciences in collaboration with
MCH experts. Communities themselves need to be empowered and mobilized to sustain health
behaviors.
The support of other sectors including civil societies is also essential to meet this goal, as health
cannot be compartmentalized and separated from other sectors working towards the development
and well-being of women and children. The Ministry of education has to play a key role in developing
and maintaining conducive health behavior from childhood. Mass media support is also of utmost
importance in achieving this goal as it has been see that the media plays a significant role in
influencing health knowledge and practices among the general public. Medical officer of health
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(MOH), programmer managers and service providers should ensure close collaboration with all
sectors involved in BCC.

Strategies
a) Strengthen BCC interventions to improve the MCH programmer
b) Promote mass media support for Maternal and child Health
c) Foster community empowerment and mobilization to sustain conducive behaviors in
support of MCH
d) Develop appropriate mechanisms for inter-sectorial co-ordination at all levels to strengthen
BCC interventions in MCH

7. POLICY IMPLEMENTATION
The National Maternal and child health policy upon adoption will serve as the base for development
of strategic and action plans at national, provincial and district levels leading to implementation.
The existing public health and curative care infrastructure with the primary health care staff under
the provincial health administration will serve as the implementing partners of the National MCH
policy. In addition, curative health staff based at different levels of institutions will also be
responsible for implementation of respective components. The overall responsibility of programmer
management at district and provincial levels is vested with the provincial and Regional directors of
health service with the technical guidance of the Medical officers of Maternal and child health and
consultant community physicians. Implementation of Maternal and child Health program at field
level is done by the Medical officer of Health with the team of health staff comprising of PHNS,
SPHM, SPHI, PHI and PHM. PHM is the grass root level worker responsible for delivering Maternal
and child Health services at the door step to the community. Family Health Bureau will provide the
policy directives and technical guidance at national level and will monitor the progress of its
implementation. The professional bodies such as Sri Lanka college of obstetricians and
Gynecologists, college of pediatricians, college of pathologists, college of community physicians and
perinatal society of Sri Lanka will support the policy implementation through technical guidance and
service provision to the national, provincial and district levels.
At national level, several technical committees are formed to support the policy implementation.
They are:
1. National committee on family Health-under the chairmanship of the secretary health, with
the participation of health Ministry officials, professional bodies, Development partners,
representation from provincial Health staff and other relevant Ministry officials.
2. Advisory committee on Maternal Health and family planning-chaired by the Deputy Director
General public Health services with participation of Health Ministry officials, professional
bodies, representation from provincial Health authorities.
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3. Advisory committee on Newborn and child Health-chaired by the deputy director General
public Health services with participation of health Ministry officials, professional bodies,
representation from provincial Health authorities.
4. National coordinating committee on school Health-chaired by the director General of Health
services with participation of health Ministry officials, education Ministry officials,
representation from provincial Health authorities,.
5. Advisory committee on well woman clinic programmer/ cervical cancer screening
programmer-chaired by director General of Health services with participation of Health
Ministry officials, professional bodies and representation from provincial Health authorities.
6. Subcommittee on Maternal and child Nutrition-chaired by the deputy director general public
Health services with participation of Health Ministry officials, professional bodies and
Development partners.
7. Nutrition steering committee-chaired by secretary Health with participation of Health
Ministry officials, other relevant Ministry officials and development partners.
8. Monitoring committee of Sri Lanka code for the promotion, protection and support of Breast
Feeding and Marketing of Designated products-chaired by the secretary Health with the
participation of Health Ministry officials, other relevant Ministry officials, professional bodies
and Development partners.
These committees meet regularly to discuss policy and technical matters and current issues faced in
programmer implementation and decisions are taken by the committee members to support policy
implementation.
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National Immunization Policy

Certificate of Authorization
The Cabinet of Ministers of Democratic Socialist Republic of Sri Lanka has approved the
National Immunization Policy 0n 16th October 2014 as per Cabinet Memorandum No 14/ 1017
/ 509 / 050

Background
Governments have the authority and responsibility to ensure vaccination of all citizens. To this end,
the world over, National Immunization programmers are being developed which are relatively
autonomous, sustainable and effective. The national immunization programmer (NIP) of Sri Lanka
has been implemented to prevent priority vaccine preventable diseases in the country. The NIP has
an excellent record, with extremely low incidence of vaccine preventable diseases (VPD) which are
covered by the expanded programmer on immunization (EPI) and high coverage of all EPI vaccines.
The main components of a well-functioning immunization programmer include: availability of
efficacious, safe and quality vaccines; efficient service delivery; capacity to maintain vaccines at the
right temperature (cold chain) and timely distribute these through the system (logistics); surveillance
on vaccine effectiveness and immunization safety; assessing burden of VPD in order to introduce of
new vaccines; trained skilled health workers; research; adequate funding; advocacy; effective
communication; programmer planning and management.
The main purpose of introducing an immunization policy is to ensure that all components of the NIP
function optimally to achieve its set goals and objectives.
In addition, the immunization policy has to be considered with all other relevant policies of the
country, recognizing equity, have an evidence base, recognize the importance of public-private
partnership, have a multi-disciplinary and multi-sect oral approach and be mindful of ethical
considerations.

National Immunization Programme
All vaccines in the National Immunization programmer follow the immunization schedules approved
by the National Advisory committee on communicable diseases (NACCD) of the Ministry of Health.
Timing and the type of vaccines to be included in the NIP is based on the disease burden,
affordability and feasibility of implementation and in achieving the objectives of the NIP.
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Immunization for vulnerable groups/high risk categories (immune-suppressed, premature infants,
pregnancy, increased risk of occupational disease exposures etc.) and during special situations
(exposure to infectious diseases following disasters, during disease outbreaks, risk of diseases
exposure of travellers) are an essential component of the NIP. Special vaccines or immunization
schedules are recommended for those vulnerable populations in order to protect them against
vaccine preventable diseases.
The implementation of National Immunization policy is a continuous process, the responsibility for
which will be shared by many stakeholders. Many stakeholders including the National Advisory
committee on communicable Diseases, Epidemiology unit, Medical Technology and supplies Unit
(cosmetics Devices and drugs Authority/National Regulatory Authority), Family Health Bureau (FHB),
Health Education Bureau (HEB),Medical Research Institute (MRI), education sector, private sector
health institutions, medical professional bodies, universities/other training and teaching institutions
and international Agencies (WHO, UNICEF, GAVI etc.) are involved in the implementation of the
National Immunization programmer.
The NIP provides its services through a wide network of service delivery points to ensure easy
accessibility to the public. Vast majority of the public get their immunization services free of charge
through the state hospitals and clinics. Over the years, a gradual expansion of the availability of
private sector immunization services has taken place especially in the urban area. The Government
of Sri Lanka recognizes the importance of public-private partnership in delivering efficient
immunization services to the public while ensuring the sustainability of state sector free
immunization services. Proper regulatory mechanisms will be place to ensure the delivery of a safe
and quality immunization service by both public and private sector service providers.
Over 90% of the total cost of the state immunization programmer is borne by the Government of Sri
Lanka. This is a good evidence for the stability of financial sustainability. At present the WHO, GAVI
and UNICEF are the leading international donors providing funding to the country NIP.
Future expansion of immunization activities, including the introduction of new vaccines and safer
vaccination technologies, may require a significant increase in funding.

VISION OF THE IMMUNIZATION POLICY
Sri Lanka a country free of vaccine preventable diseases of public health importance

MISSION OF THE IMMUNIZATION POLICY
To ensure the provision of an enabling environment for immunization of all eligible individuals in the
country
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GOAL OF THE IMMUNIZATION POLICY
To protect all citizens against vaccine preventable diseases of public health importance as
determined by the National Immunization programmer and work with regional/global initiatives

OBJECTIVES
1. To ensure the availability and affordability of quality immunization services in a
sustainable and equitable manner.
2. To have a country free of vaccine preventable diseases of public health importance by
ensuring the use of efficacious, safe and quality vaccines relevant to the health care
needs of the people, in a sustainable and equitable manner.
3. To ensure the rational and evidence based introduction of new vaccines.
4. To ensure the implementation of the National Immunization programmer by all service
providers by monitoring, evaluation, information management and research in the field
of immunization.
5. To ensure financial sustainability of the National Immunization programmer
6. To ensure advocacy, promotion, awareness, protection and support for the National
Immunization programmer.
7. To implement the National Immunization policy in a systematic manner, inclusive of all
stakeholders and the training of all immunization service providers.

STRATEGIES TOWARDS ACHIEVING OBJECTIVES

OBJECTIVE 1-Immunization services
To ensure the availability and affordability of quality immunization services in a sustainable and
equitable manner.

1.1. All citizens in Sri Lanka shall receive all vaccines recommended in the EPI in the National
Immunization programmer within the specified age limits as a minimum requirement within
the rights of individuals and the public, except for valid medical reasons.
1.2. All immunization services provided to the community shall be in an equitable and an
affordable manner.
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1.3. All immunization services provided by the NIP shall be made available and accessible to all
individuals in Sri Lanka through a comprehensive island wide network of health care
services.
1.4. The Ministry of health shall act as the sole decision making authority for all immunization
related activities in the country. Technical aspects on the NIP will be periodically reviewed
and necessary recommendations will be made by the programmer managers and the
National Advisory committee on communicable Diseases (NACCD).
1.5. All immunization related activities should be carried out at centers which are registered and
accredited by the Ministry of Health. The Ministry of Health will ensure all immunization
clinic centers have minimum required facilities to deliver effective, safe and quality
immunization services to the public.
1.6. All private sector immunization clinic centers providing immunization services should be
registered and accredited as “Immunization clinic Centre’s for NIP” under the Ministry of
Health, in accordance with the private Medical institutions (Registration) Act/private Health
services Regulatory council.
1.7. All citizens seeking immunization services shall be provided with appropriate immunization
through provision of quality vaccines administered in a safe and an effective manner.
1.8. All immunization service providers should ensure that cold chain of the vaccines is
maintained during the transport, storage and up to the administration of vaccines.
1.9. All used vaccine vials, syringes and other accumulated medical waste related to the
immunization process shall be handled safely in compliance with the policy adopted on safe
disposal of medical waste in accordance with the National Environmental policy of the
country.
1.10.All immunization service providers should adhere to the guidelines related to the provision
of quality and safe immunization services formulated by the NIP.
1.11.All immunization service providers are expected to share all immunization related
information with the NIP.
1.12.Vulnerable groups and high risk categories should be adequately protected against vaccine
preventable diseases appropriate to the situation
1.13.During special situations such as disasters and disease outbreaks ensure adequate
protection to the affected populations against possible vaccine preventable diseases by
timely provision of appropriate immunization services.
1.14.During a disaster or disease outbreak situation, vaccines received as donations should go
through the required quality assurance and registration process.
1.15.In accordance with the country specific requirements and international regulation all cross
border emigrants and immigrants should be protected from required vaccine preventable
diseases.
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1.16.Occupation related vaccine preventable diseases risk shall be minimized by provision of
appropriate immunization services for relevant occupational categories as recommended
by the NACCD.
1.17.The National immunization programmer requires close collaboration and coordination
among the relevant stakeholders.
1.18.All service providers involved in provision of immunization services should be competent to
discharge their expected tasks.
1.19.Immunization service providers shall not be held liable for any adverse events following
immunization as long as they comply to the National Immunization programmer guidelines.
1.20.Ensure that all vaccine recipients receive age appropriate and correct dose of vaccine by
using the correct technique indicated according to available scientific evidence.
1.21. The immunization service provider should ensure that information on vaccine efficacy and
safety is made available to the recipient.
1.22.Ministry of Health will attend the welfare of vaccine recipients with proven evidence of
permanent disability or death due to immunization.

OBJECTIVE 2-Efficacious, safe and quality vaccines
To have a country free of vaccine preventable diseases of public health importance by ensuring the
use of efficacious safe and quality vaccines relevant to the health care needs of the people in a
sustainable and equitable manner.
2.1 Availability efficacious, safe and quality vaccines for the public will govern the state
immunization policy and free health care service commitment of the country.
2.2 Vaccines used in the National Immunization Programmer shall be cost effective.
2.3 Country recognizes the co-existence of immunization services in the private sector with
efficacious, safe and quality vaccines in an affordable manner to the public to ensure a wider
range of immunization opportunities.
2.4 No vaccine shall be used in the country without registration at the National Regulatory
Authority.
2.5 Registration of all vaccines is in the best interest of the public. Registration of new vaccines or
new formulations used in both government and private sectors will follow the requirements laid
down by the cosmetics Devices and Drugs Authority- National Regulatory Authority (CDDA-NRA)
on the recommendation of the National Advisory Committee on communicable Diseases
(NACCD).
2.6 Registration is mandatory for vaccines procured or donated by international agencies or nongovernmental organizations.
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2.7 Vaccines used in the government sector will follow the standard government procurement
procedures, giving due attention to the efficacy, safety and quality aspects based on available
information.
2.8 Regulatory procedure adopted by the CDDA-NRA should be followed for all vaccines used in the
private sector giving due attention to the safety and quality aspects based on available
information.
2.9 All service providers will ensure that all vaccines in the National Immunizatio0n programmer
follow the immunization schedules recommended by the National Advisory committee on
communicable Diseases.
2.10 Both public and private sector institutions should maintain the cold chain of vaccines from
importation to the service delivery point to ensure efficacy, safety and quality of the vaccines.
Cold chain operational capacity at both public and private sector will be monitored and
evaluated by the NRA-CDDA and programmer management institution.
2.11 Immunization service providers should ensure that information on risk benefit of vaccines
will be made available to the recipient. Information material provided in this regard should be
with the concurrence of the Ministry of Health.
2.12 Disposal of expired or condemned vaccines will follow the policy adopted on safe disposal of
medical waste in accordance with the National Environmental Policy and Cosmetic Devices and
Drugs Act in Sri Lanka.
2.13 Efficacy, safety and quality of vaccines will be safeguarded through surveillance, monitoring
and evaluation by the CDDA-NRA (Medical Technology and Supplies), National control
Laboratory (Medical Research Institute) and the Immunization programmer Management
Institution (Epidemiology Unit).

OBJECTIVE 3 – Introduction of new vaccines

To ensure the rational and evidence based introduction of new vaccines.
3.1 the National Immunization programmer should be reviewed periodically and updated in
accordance with available evidence of the country’s vaccine preventable disease
epidemiology and regional/global initiatives.
3.2 introduction of new vaccines and changes of the National Immunization Schedule should
be performed based on scientific evidence.
3.3

all new vaccine introduction related research activities shall be in accordance with
scientifically sound methodology, good clinical practice (GCP) standards, ethical clearance
process (through the Health Ministry approved ethical committees) and proper/timely
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dissemination of research findings among the stakeholders. In addition all vaccine related
clinical trials need approval from the CDDA-NRA.

OBJECTIVE 4-Implementation of the National Immunization programmer
To ensure the optimal implementation of the NIP by all service providers, through monitoring,
evaluation, information management and operational research in the field of immunization
4.1 All immunization service providers shall provide necessary information to the NIP to carry
out effective monitoring and evaluation of the immunization programmer.
4.2 All health care service providers who attend on patients with adverse events following
immunization (AEFI) and patients with clinically suspected vaccine preventable diseases
shall notify through the National disease Surveillance System, to the NIP in accordance with
the guidelines.
4.3 All serious AEFI reported to the NIP shall be investigated. It will also take steps to
investigate all clinically confirmed vaccine preventable diseases which have being reported
through the National disease surveillance system.
4.4 The National Immunization programmer activities and performance will be monitored and
evaluated by relevant authorities.
4.5 confidentiality of all immunization related information affecting individuals, groups of
people or service providers shall be ensured at all levels.
4.6 All immunization related research actives shall be in accordance with scientific methods,
standard ethical clearance process (through Health Ministry approved ethics committees)
and proper/timely dissemination of research findings among the stakeholders.
4.7 Scientific research findings, AEFI surveillance data, post licensure data and vaccine
preventable disease surveillance data should be shared and utilized when taking decisions
on the National Immunization programme.

OBJECTIVE 5-Financial sustainability
To ensure the financial sustainability of the National Immunization programmer
5.1 The Government of Sri Lanka is committed to maintain the financial sustainability of the
immunization programmer. The state will provide sufficient funding for timely
procurement and supply of quality vaccines and other supportive logistics.
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5.2 To ensure the financial sustainability, the Government of Sri Lanka will ensure a
separate budget line for the NIP within the National Budget. This budget line will be
reviewed annually with a view of achieving NIP objectives.
5.3 To ensure the smooth functioning of immunization services in accordance with the NIP
objectives at provincial levels, all provincial authorities shall ensure timely availability of
adequate funds and other resources.
5.4 The Government of Sri Lanka will explore the possibility of obtaining donor funding to
strengthen the NIP while maintaining the integrity of the programmer and programmer
objectives.
5.5 Mechanisms will be in place to regularly monitor the financial sustainability of the NIP.

OBJECTIVE 6 –Advocacy and promotion
To ensure advocacy, promotion, awareness, protection and support for the National
Immunization programmer

6.1 The right of the general public to access vaccine and immunization related information is
recognized.
6.2 High community awareness should be promoted on the importance, benefits and need
of age appropriate immunization.
6.3 All health care systems (public and private; western and other) shall engage in
promoting, protecting and supporting the NIP.
6.4 Capacity building of all healthcare providers for promoting immunization activities of NIP
will be encouraged.
6.5 The Government of Sri Lanka recognizes the vital role played by the education sector,
media institutions, community organizations, NGO’s, development partners and other
UN agencies in promoting, protecting and supporting the NIP implementation by the
Health sector.
6.6 All educational authorities including preschools and schools (both public and private) will
promote and support activities of the National Immunization programmer. Child
vaccination status at school entry should be evaluated and identified deficiencies will be
rectified.
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OBJECTIVE 6 –Advocacy and promotion
To ensure advocacy, promotion, awareness, protection and support for the National
Immunization programmer
6.1 The right of the general public to access vaccine and immunization related information is
recognized.
6.2 High community awareness should be promoted on the importance, benefits and need of
age appropriate immunization.
6.3 All health care systems (public and private; western and other) shall engage in promoting,
protecting and supporting the NIP.
6.4 Capacity building of all health providers for promoting immunization activities of NIP will be
encouraged.
6.5 The government of Sri Lanka recognizes the vital role played by the education sector, media
institutions, community organizations, NGO’s, development partners and other Un agencies
in promoting, protecting and supporting the NIP implementation by the Health sector.
6.6 All educational authorities including preschools and schools (both public and private) will
promote and support activities of the National Immunization programmer. Child vaccination
status at school entry should be evaluated and identified deficiencies will be rectified.
6.7 Have a constant dialogue with media organization to encourage reporting of matters related
to immunization in a timely, rational and responsible manner for the benefit of the public.
6.8 Vendors of vaccines shall adhere to accepted marking ethics relevant to immunization to
ensure protection and support for the NIP when promoting all vaccines and immunization
services.
OBJECTIVE 7- Implementation of the National Immunization policy
The implementation of the National Immunization policy is a continuous process, the responsibility
for which will be shared by relevant stakeholders.
7.1 The National Immunization policy will be implemented within the goals, objectives and
framework of the National Health policy of the Government of Sri Lanka.
7.2 Implementation of the National Immunization policy will be done through a strategic
plan.
7.3 National Immunization policy will be strengthened through an Act of parliament.
7.4 The Director General of Health service is the competent authority for implementation,
monitoring and evaluation of the National Immunization policy. The Director General of
Health service shall obtain advice and consult the National Advisory committee on
communicable Diseases (NACCD) on implementation of the National Immunization
policy.
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7.5 Provincial health authorities will adhere to the National Immunization policy and
strategic plan while carrying out all immunization related activities in their respective
provinces.
7.6 Public Health Veterinary services will adhere to the National Immunization policy while
carrying out vaccine preventable disease control activities.
7.7 National Immunization policy and strategic plan will be implemented by national and
provincial health authorities. Further, policy implemented by national will be done
through coordination and collaboration with Government Ministries, public and private
institutions, national and international organizations.
7.8 The implementation of the National Immunization policy will be monitored and
evaluated on a regular basis, through an effective monitoring system. For each area of
the National immunization policy, monitoring indicators will be development and the
progress of implementation will be monitored accordingly.
7.9 The National Immunization policy will be reviewed periodically and updated according to
the needs of the country.
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National policy and strategy on cleaner production for health
sector

Certificate of Authorization
The National Policy and Strategy on cleaner production for health sector , was published by
the Ministry of Health Care and Nutrition , with collaboration of Ministry of Environment &
Natural Resources , in 2007

1. Preamble
Health sector is one of the largest sectors which addresses preventive, curative, laboratory
services and health promotion under which there are many activities which include inter-alia
administration, patient care, food supply to patients and cafeteria, cleaning and disinfection, energy
usage, garden and outdoor management, laboratories, laundry, pharmacy, healthcare waste
management, water & electricity consumption.
Over the past few decades, the environmental pollution has increased causing more health
impacts adding to the health care cost. In addition depletion of natural resources like insufficiency of
potable water, directly affects human health and productivity. Depletion of other resources too will
adversely affect the quality of life of the people. Healthcare institutions themselves can cause health
risks if the healthcare waste is not managed properly.
Sri Lanka has a good healthcare delivery system when compared with other developing
countries in the South Asian region. It has been observed that the demand for services has increased
as a result of epidemiological and demographic transition. Therefore it is important to ensure
optimal utilization of available resources.
*

Incorporation of cleaner production concept can improve environmentally friendly practices,
life cycle management of products and provision of services and optimal use of resources. It
continually applies integrated preventive environmental strategies to processes, products, and
services to increase efficiency and reduces risks to humans and the environment.
*cleaner production is the continuous application of an integrated preventive environmental strategy to
processes, products and services to increase efficiency and reduce risks to humans and the environment.

2. Vision
Highest environmental quality and living standards in place to ensure a healthy nation
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3. Mission
Adopt cleaner production concept and practices into the health care systems and services to achieve
sustainable consumption and production in order to improve eco-friendly and healthy living.

4. Policy Goals

4.1 Ensure sustainable socio-economic development in Sri Lanka.
4.2 Ensure highest quality of health care for the people of Sri Lanka.
4.3 Ensure high quality of human resources.
4.4 Achieve highest productivity through efficient and optimal utilization of resources in an ecofriendly manner

5. Policy Objectives

5.1 Establish eco-efficient consumption patterns for optimum resource management in the
framework of the health care system.
5.2 Establish environmentally sound waste management practices emphasizing preventive
measures in the health care system.
5.3 Promote social responsibility and community participation through eco-friendly
consumption and production in the health sector.
5.4 Inculcate CP consciousness among health care workers and professionals for better curative
and preventive services.

6. Policy Statements

6.1 Healthcare institutions to adopt CP principles by strengthening existing institutional
mechanisms for efficient utilization and mobilization of resources.
6.2 Healthcare institution to establish and implement waste management systems prioritizing
waste prevention strategies.
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6.3 Ensure sustained dissemination of information to the public on pollution of water, air and
land and their impact on environment, food safety and human health
6.4 Strengthen the capacity of healthcare providers at all levels on health and environmental
impacts due to improper and inefficient use of natural resources.
6.5 Accredit health care institution to incorporate quality assurance management systems.
6.6 Establish a continuous sustained monitoring system for CP related activities.
6.7 Integrate CP principles in health promotion to empower community for better quality of life.

7. Strategies

7.1 Secure and sustain political and administrative commitment to establish an effective
institutional mechanism at all levels.
7.2 Incorporate teaching of CP concept and principle into the curricula of schools training
institutes, academic institutions including post graduate institutions.
7.3 Incorporate CP practices into the in service training for all health sector employees.
7.4 Strengthen institutional capacity for implementation of CP policies, strategies, and action
plans.
7.5 Develop and implement a rewarding system.
7.6 Establish evaluation and monitoring systems.
7.7 Create awareness among general public on relationship between health, quality of
environment and resource consumption through social marketing.
7.8 Supply chain management to improve overall eco-efficiency of the system.
7.9 Develop administrative and financial instruments to facilitate implementation of CP policies
and practices.
7.10 Develop and implement an efficient and sustainable information system to mobilize and
share resources and disseminate information including success stories and failures of CP
activities.
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The Mental health policy of Sri Lanka

Certificate of Authorization
The Mental Health Policy of Sri Lanka 2005 - 2015 , had been published in Gazette
Extraordinary No 1418 / 33 dated 11th November 2005 ; by the Ministry of Health
The Mental Diseases Ordinance was first enacted in 1873 and amended in 1956 . and now
replaced by Mental Health Act

Preamble
In 15 years’ time mental illness will be the number one cause of morbidity in the world. Sri Lanka has
some of the best primary care services in the world and the government is committed to achieving
equally high standards in mental health care services. The Government of Sri Lanka acknowledges
that the country has one of the highest suicide rates of any country in the world and increasing
substance misuse and psychosocial problems. Also after years of oval conflict, the 2004 tsunami and
an estimated 2% of the population suffering from serious mental illnesses, it recognizes that the
need for an effective policy has never been greater.

Vision
A comprehensive and community based service is to be established which will optimize the mental
health of Sri Lanka people. This accessible and affordable service will promote the mental well-being
of the community at large, and ensure the dignity and rights of all citizens, especially those in
vulnerable or disadvantages circumstances.

Principles
1. To provide mental health services at primary, secondary and tertiary levels.
2. To provide services of good quality where and when they are needed.
3. To provide services that will be organized at community level with community, family and
consumer participation.
4. To ensure mental health services will be linked to other sectors.
5. To ensure mental health services will be culturally appropriate and evidence based.
6. To protect the human rights and dignity of people with mental illness.

Objectives
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The national mental health policy objectives are:



To be an essential instrument to ensure clarity of vision and purpose in the improvement of
the citizens of Sri Lanka.
To treat mental disorders in an efficient and holistic manner.

Mission
The mission is to improve Sri Lanka’s mental health services and make them locally accessible. The
emphasis of the service is on prevention of mental illness; promoting mental well-being; and
rehabilitating people and maximizing their normal life where illness does occur. It must provide care
where needed for people living at home. Where admission to hospital is necessary, this should be as
near a person’s home as possible. To these ands, there is a need to modernize existing services,
create new and additional services, recruit and train more skilled staff, and link to both other
government and non-government sectors. Based on the assessed needs, current services and
principles for mental health care, the following seven areas for action have been identified to
achieve the vision and objectives of this policy. These areas for action will be implemented to a
defined timetable.

1. Management at a National and Provincial Level

1.1. A National Mental Health Advisory Council will be established to oversee implementation
of the mental health policy for Sri Lanka. The membership will comprise of staff from the
Ministry of Health and representatives from other ministries including Women
Empowerment and Social Welfare, Education and Justice. Professional representation will
include the Sri Lanka college of psychiatrists and other representatives of nursing,
Occupational Therapy, Psychology and social work. Other representation should include
service users, carvers, and representatives of relevant institutions as well as registered NonGovernment Organization.
1.2. The Directorate of Mental health at the Ministry of Health will be managerially and
administratively strengthened to support implementation of the policy. The directorate will:
1.2.1. Manage mental health budgets.
1.2.2.Carry through decisions of the Advisory Council.
1.2.3.Specify strategic targets and outcomes to be achieved at provincial and district level.
1.2.4.Develop a routine management information system to identify resource needs and
monitor outcomes of mental health services.
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1.2.5.Develop a mechanism regularly to review and implement national guidelines for the
management of psychotropic and other medication.
1.3. Each province and District Directors will initiate and maintain links at all levels between
mental health and other relevant sectors such as education, women empowerment and
social welfare, local administration, poverty alleviation, child protection and developmental
NGOs.

2. Organization of Services
2.1. Mental health services will be reorganized and decentralized and provide care for all age
groups. Each district will have the following network of services: Acute inpatient unit(s),
intermediate care services, a community support Centre/day Centre/clinic for every MOH
area, a resource Centre, and other community based care appropriate to the needs of local
communities.
2.2. Acute inpatient wards will be established in every district to provide care for the acutely ill
who cannot be managed at home.
2.2.1.These wards will have beds for the catchment area served although never larger than
30 beds in any one ward, and they will be separate wards in general hospitals.
2.2.2.Admission to these wards will need to be made on the basis of an assessment by a
psychiatrist, Medical Officer (Psychiatry) or Medical Officer of Mental Health.
2.2.3.Each ward will have space for assessment and therapy and include facilities to manage
people who are a significant risk to themselves and/or others.
2.2.4.Accommodation for male and female patients will be separated.
2.2.5.Space will be made available to accommodate patients’ families and facilitate open
visiting.
2.2.6.In addition to nursing and medical treatment, interventions may also include
counseling, psychological, relaxation, occupational and other therapies.
2.3. There will be a system for follow up and continuity of care near their home for patients.
Patients will, where appropriate, be supported by disability allowance payments from the
Department of women’s empowerment and Social welfare.
2.4. Outpatient services will include regular mental health clinics/outreach clinics provided at an
area (MOH) level, for supporting continuity of care, assessment and treatment.
2.5. A broad range of rehabilitation and psychosocial care services will be developed at district
level close to the community to support ongoing rehabilitation. Units will be diverse,
depending on identified levels of local need, initially supported by data including the
community placement Questionnaire (CPQ).
2.5.1. Rehabilitation/intermediate care units will be no larger than 20 beds, and the target
duration of stay should not be more than 6 months
2.5.2.Staff trained in psychiatric nursing and/or psychosocial rehabilitation will be appointed
to work in these units.
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2.5.3.Focus of care is on psychosocial rehabilitation activities to ensure that patients
maintain/develop essential skills to return to society.
2.5.4.Family involvement will be required. Where patients cannot be integrated with
families and communities a suitable alternative should be found through inter sect oral
mechanisms.
2.5.5.The CPQ exercise in Western province so far, has shown the need for a range of
continuing care accommodation. These include staffed and unstaffed homes, sheltered
nursing homes and secure facilities. Health staff will also visit the remaining range of
other tyoes of accommodation provided. Many of these facilities will be provided by
NGOs, with appropriate funding arrangements.
2.6. Brief essential hospitalization for children will be in a local pediatric or other specialist
mental health children’s ward. Children will not be hospitalized in adult wards.
2.7. Each District will have one mental health community support Centre (CSC) per <OH area,
where all activities for mental well-being can be coordinated. A day Centre will also be
provided. Wherever possible these centers will be developed with other ministries and
organizations.
2.8. A significant number of patients will transfer from Angoda, Mulleriyawa and Hendala
Hospitals to new district facilities or other provisions in the community, including
commissioned care from registered NGOs.
2.9. An independent strategic review of the future of the hospitals in the western province,
Angoda, Mulleriyawa and Hendala, will be undertaken as part of the development of local
services.
2.10. Specialized services will be developed. These will include:








Alcohol and other substance abuse services
High secure forensic services
Specialist child mental health services
Mother and baby services
Family services
Liaison psychiatry

2.11 Mental health care in prisons and other state provided facilities will be improved and be
included as part of the strategic targets and monitoring activity of the Directorate of
Mental Health.

3

Human Resources Development
3.1 Consultant psychiatrists will be the technical leaders of each district mental health care
network. The Ministry of Health will appoint at least one psychiatrist in every district. Until
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this is possible, appropriate arrangements will be established, including the proper use of
the existing transfer scheme. There will be a lead psychiatrist in every District from which
the provincial council in concurrence with the Ministry of health will identify a lead
psychiatrist for the province.
3.2 Medical officers of Mental Health (MOMH) will be the focal point for services for each MOH
area within districts, coordinating patient care both in hospital and in the community. One
MOMH will be appointed for every MOH area by 2010. Until that time MOMHs may be
allocated more than one MOH area. Incentives may be provided to attract candidates to
apply for posts in hard-to-recruit areas. A career structure will be developed MOMHs.
3.3 In addition to the current establishment of nurses in hospital units, further staff will be
appointed. All these staff will require in-service training appropriate to a range of care
settings, including acute and rehabilitative care. A minimum of two nurses will be appointed
to each MOH area to work for MOMHs. Longer-term development of a new cadre of
Psychiatric Nurses with appropriate mental health training will be implemented.
3.4 There will be Psychiatric Social Workers (PSW’s) or equivalent for every acute ward and
intermediate unit.
3.5 There will be one Occupational Therapist (Mental Health) for every acute ward and
intermediate unit.
3.6 There will be at least two Clinical Psychologists for every district to provide in-patient care
and outreach clinics.
3.7 Community mental health workforces will be developed, building on the already established
voluntary and psychosocial community support staff.
3.8 The role of Primary and Public Health Workers in mental health activities will be enhanced.
Most people with common mental health problems will be treated in primary care.
3.9 The Ministry of Women’s Empowerment 7 Social Welfare will train and recruit a cadre of
Counselors. These counselors will work with mental health services in every MOH area.
3.10 A comprehensive training plan will be developed with particular attention to
undergraduate and postgraduate medical education and registered nurse training and other
groups of staff training, for example PHM’s and PHI’s. all Mental health professional training
will require review and syllabus revision. In addition, in-service training and continuing
professional development for all care staff will be provided.
3.11 Every District will have a Community Resource Centre to organize and arrange in-service
training. The Centre will be amongst other things, the focus for all mental health staff in
service training under the technical guidance of the district psychiatrist. Each psychiatrist will
be supported by:
3.11.1 Psychosocial Trainers-who will train a range of staff in the community (Family
Health Workers, teachers, village leaders etc.) in basic mental health and
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psychosocial skills so that they can help most people with common mental health
problems in the community; and by
3.11.2 Community Mental Health Education Officers who will carry out media and
community programs to combat stigma and discrimination and to raise public
awareness on mental health issues.

4

Research and Ethics

4.1 A multidisciplinary research committee will be established. The committee will identify priority
areas for research and development. The committee will examine the following issues:





priority research questions on mental health issues
challenges, barriers and incentives to carrying out mental health research
potential international support to fund mental health research activities
The links between Government agencies, NGOs and the academic community.

4.2 A separate central ethics committee will be established at the Ministry of Health along with
representative from appropriate organizations.

5

National Institute of Mental Health
5.1 A National institute for Mental Health in Sri Lanka will be established. The Director of the
Institute will be accountable to the director general of the Ministry of health.
5.2 The Institute will manage specialist mental health services determined by the Ministry of
Health. Such services are those which will not be provided in more than one location, for
example high secure services.
5.3 The Institute will be responsible for the development of special expertise in mental health
care, and the provision of training and research. The development of raining will be in
collaboration with the post graduate Institute of Medicine and other appropriate bodies.

6

Tackling Stigma & Promoting Mental Wellbeing
6.1 A national strategy will be designed and implemented to reduce stigma and discrimination.
6.2 Promotion of good mental health requires multi-sect oral collaboration and action. The
National mental Health Advisory council has as one of its tasks to promote inter-
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departmental cooperation in this area to improving people’ lives and wellbeing. This
requires a broad based approach.

7

Mental Health Legislation
7.1 New mental health legislation for Sri Lanka will be prepared and a new Authority establish
under the Mental Health Act, responsible for standards of patient care in state run and
private sector services. The main components of the new act will be:









To identify and confirm rights to treatment and care for the mentally ill within both national
and district services.
To safeguard human rights of mental health patients.
To ensure that informed consent is given.
To establish procedures for the compulsory detention, treatment and discharge of patients.
All compulsory admissions will require two authorized approvals.
To license wards in general hospital to provide for detained patients.
To establish a set of minimum standards for patient care.
To define protocols for detention and treatment in emergency situations.
To set separate requirements for treatment of children.

7.2 The mental health authority will be responsible for:
 Establishing and monitoring standards of care.
 Establishing committee at a local level independently to monitor standards, review
detention orders and hear appeals and complaints.
 Monitoring of standards of privacy, dignity and confidentiality as part of protecting
patients’ rights.
 Providing yearly reports to parliament.
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National Medicinal Drug policy for Sri Lanka

Certificate of Authorization
The National Medicinal Drug Policy for Sri Lanka had been published in 2005 , by the
Ministry of Health Care & Nutrition
Accordingly The National Medicines Regulatory Authority Act ( Act No 05 of 2015 ) has been
approved by the Parliament of the Democratic Socialist Republic of Sri Lanka , and certified
on 19th March 2015

Preamble
Sri Lanka had a partly written Drug policy from the 1960s. it was “written” as elements of a policy,
beginning from selection of drugs for the government drug supply and the Ceylon Hospitals
formulary in early 1960s, the Bibile Wickremasinghe report in 1971, the cosmetics Devices and drugs
Act (1980). However there was no comprehensive document.
There were attempts to develop a NMDP in 1991 & 1996; while the documents were accepted by
the Ministry of health, they did not reach the final step of cabinet approval. Hence no
comprehensive document exists at present. The present effort building upon previous efforts brings
together the elements of a National Medicinal drug Policy all stakeholders. It is hoped that this effort
will see a formal National Medicinal drug Policy being adopted by the cabinet for the country.

The objectives of the Sri Lanka National Medicinal Drug Policy are
1. To ensure the availability and affordability of efficacious, safe and good quality medicines
relevant to the health care needs of the people in a sustainable and equitable manner.
2. To promote the rational use of medicines by healthcare professionals and consumers.
3. To promote local manufacture of Essential Medicines.

The Sri Lanka National Medicinal Drug Policy
1. Will be within the overall health policy of the country
2. Will be based on the Essential Medicines concept
3. Will be focused on the health sector but include/ coordinate with relevant areas such as
education, finance, agriculture, animal husbandry, pharmaceutical industry and trade
4. Will safeguard the rights of the patients/ consumers
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An NMDP should cover all systems of medicine including allopathic, homeopathy, Ayurveda, Sidda,
Unani and any other systems recognized in the country. The primary concern of this policy is
allopathic medicines; however policies for the others systems of medicines will be developed later in
consultation with stakeholders of those systems.

The Sri Lanka NMDP will have the following elements.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Selection of essential medicines
Affordability and Equitable Access
Financing options
Supply systems and Donations
Regulation and quality assurance
Quality use of Medicines
Research
Human resources
Viable Local Pharmaceutical Industry
Monitoring and evaluation

There shall be a National Standing Committee appointed by the Ministry on the recommendation of
the DGHS, comprising all stakeholders to oversee the implementation of the National Medicinal
Drug policy.

Selection of essential medicines
The selection of an Essential Medicines List Prioritizes the medicines that are important. The
medicines will be selected according to valid scientific evidence, the disease pattern in the country
and cost-effectiveness.
A standing committee comprising all stakeholders will be established to define and regularly update
the National Essential Medicines List. It will formulate, review and update standard Treatment
guidelines, Drug Index, the Sri Lankan formulary and Government Drug procurement Documents.

Affordability and Equitable Access
A pricing policy/ Mechanism should be adopted to ensure affordability. Retail pricing should be
based on a dispensing fee rather than cost markup. Legislation requiring generic prescribing and
allowing cost effective generic substitution with the consent of the patient (and where possible
informing the doctor) should be enacted. There shall be a policy for licensing pharmacies which
among others would incorporate the needs and requirements of the communities.
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Medicines including raw materials (both local and imported) should be free of any taxes, other tariffs
and excise duties. The public health provisions of the Doha Declaration (parallel Imports, compulsory
licensing) should be authorized by the Regulatory Authority.
Rational self-medication will be facilitated by appropriate scheduling of the medicines.

Financing options

The state should provide sufficient funding for procurement and supply of necessary medicines with
priority for essential medicines, monitor appropriate use and prevent waste. Public and private
sector health insurance schemes will be encouraged to develop re-imbursable lists of medicines.

Supply systems & Donations

The responsibility for ensuring a continuous availability of Essential Medicines in the country is a
shared public/private sector responsibility. The state should continue centralized bulk purchase and
supply to it’s institutions. Preference should be given to local manufacturers in supply of medicines
to the state sector. Good pharmaceutical procurement practices and management of the supply
chain should be enacted for both the public and private sector.
There should be a private/public mix of suppliers to the private sector.
A policy for acceptance of donations of medicines should be developed based on WHO Guidelines
for Drug donations. Until this policy is developed the WHO guidelines should be followed.
The state should take the responsibility for the availability of “orphan” drugs and incentives to be
given to suppliers of such items.

Regulation and quality assurance

Legislation should be enacted to provide a sound legal basis for regulating activities in medicines. A
statutory body called the National Medicinal Drug regulation Authority (NMDRA) accountable to the
Ministry of Health through the National standing committee should be established. This authority
will be solely responsible for regulation and control of manufacture, importation, registration,
promotion, sale and distribution of medicinal drugs and devices, pharmaceuticals and functional
foods. It should have transparent mechanisms and adequate human resources.
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Medicines should be registered based on the criteria of quality, safety, efficacy, need and cost
effectiveness. These criteria should be established by the NMDRA. The NMDA should have the
authority to limit the number of new chemical entities of a particular class of drugs, as well as the
number of products. Official drug information will be instituted through approval of product
information Leaflets/summary of product characteristics and where relevant patient information
leaflets.
The authority should be funded by the state and through statutory levies on services rendered. An
accredited drug quality Assurance Laboratory should function within the authority wit appropriate
fees for services.
Good Manufacturing practices (GMP) compliant with WHO Guidelines should be required for
registration of medicines. Good pharmacy practices (GPP) and good Distribution practices (GDP)
should be developed and implemented.
The promotion of medicines should be regulated based on the Sri Lanka Medical association Ethical
Criteria for Medicinal Drug promotion. Promotion and sale of medicinal drug based on financial or
other incentives should be prohibited. Post-marketing surveillance and pharmaco vigilance systems
should be established.

Quality Use of Medicines
Appropriate education in the quality use of medicines should be included in the training of
healthcare professionals. The state should fund a national medicines information center and Drug
information Bulletins through the medicines budget, to provide independent and unbiased
information to healthcare professionals and consumers.
The rational use of drugs should be promoted and irrational use should be discouraged. There
should be public education programs about medicines especially through the school curricula.

Research
There should be resources and incentives for operational research on issues such as access to
medicines, pricing mechanisms, cost-effectiveness and other areas of pharmacoeconomics, quality,
storage and utilization. The research findings should be incorporated into clinical practice.
Clinical research into drug for neglected diseases which are prevalent in Sri Lanka should be
encouraged and funded.
Contract research in drug development should be in keeping with WHO Good Clinical practice
Guidelines.
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Human resources
There should be a special focus on the development of the pharmacy profession with degree
programs in pharmacy. The pharmacy council should be established as a priority with sole
responsibility for accreditation of pharmacists.
The NMDRA should undertake human resource development it’s staff. There is a necessity for
external technical cooperation for the development of human resources in the pharmaceutical
sciences. Expertise in clinical pharmacology/clinical pharmacy needs to be developed and utilized in
the health care sector.

Viable Local Pharmaceutical Industry
The state should encourage and facilitate a viable sustainable local pharmaceutical industry by fiscal
and other incentives. This will allow better monitoring of quality; improve availability, affordability,
employment of skilled personnel and development of technical and human resources.
The state pharmaceuticals corporation (SPC) and the state pharmaceuticals Manufacturing
Corporation (SPMC) should be amalgamated into one comprising of technical experts in the relevant
fields and official from the Ministry of Health and Treasury.
This corporation should facilitate training for the pharmaceutical sector. The Medical supplies
Division should give preference to pharmaceutical manufactured by this corporation at
procurement.

Monitoring and evaluation
An inspection system should be established at the NMDRA for GPP, GMP, and GDP by the
appropriately qualified personnel. Regular monitoring of the pharmaceutical sector through
indicator-based surveys should be conducted by the National Standing committee.

Implementation

Once the NMDP is adopted, it will be the responsibility of the Minister of Health on the
recommendation of the Director General of Health Services, to appoint the National Standing
committee within three months to oversee the implementation of the policy.

This policy will be reviewed, and revised if necessary in five years.
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National Health Promotion Policy

Certificate of Authorization
At the meeting of the Cabinet of Ministers of the Democratic Socialist Republic of Sri Lanka ,
held on the 03rd March 2010 , the Cabinet Memorandum No 10 / 0355 / 311 / 060 on
National Health Promotion Policy , had been discussed and advised the MoH / HEB to
develop a combined action plan with Department of National Planning and other relevant
sectors

Introduction
Health promotion is the process of enabling people to increase control over, and to improve their
health (Milestones in Health Promotion, WHO 2009). To reach a state of complete physical, mental
and social well-being, an individual or group must be able to identify and to realize aspirations to
satisfy needs, and to change or cope with the environment. Health is, therefore, seen as a resource
for everyday life, not the objective of living. Health is a positive concept emphasizing social and
personal resources, as well as physical capacities. Therefore, health promotion is not just the
responsibility of the health sector, but goes beyond health life-styles to well-being.
Ministry of Health in Sri Lanka provides the leadership for health promotion while cordially working
together with other relevant stakeholders. Health Education Bureau in the Ministry of Health is the
Centre of excellence in Sri Lanka for health education, health promotion and publicity of health
information. Policy decisions in relation to health promotion activities are implemented at
community at district levels.
Health indicators of the democratic socialist Republic of Sri Lanka have shown a steady improvement
over recent decades, particularly in maternal and infant mortality and life expectancy. The Maternal
Mortality rate of 36.87/100,000 live births (Maternal and child Morbidity and Mortality surveillance
unit, Family Health Bureau, 2012) was an exceptional achievement for a developing country with a
per capita GNP of US$ 2805 in 2011 (Central Bank of Sri Lanka, annual Report 2012). Similarly, the
infant Mortality Rate of 9.4 per 1,000 live births (Registrar general’s department, provisional data
2009) has been achieved by effective and widely accessible prevention and primary health care
strategies including treatment of minor infections. However, whilst post-neonatal mortality has
declined significantly, there has been less success in reducing prenatal and neonatal mortality. The
neonatal mortality rate of 6.2/1,000 live births (Registrar General’s department, provisional data
2009) over the last decade suggests continuing problems requiring both increases in financing and
improvements in management.
Life expectancy has risen steadily to around 76 years for females and 72 years for males
(Department of Census and statistics, 2006). With rapid ageing of the population and the success in
combating the major communicable diseases, the diseases burden has started shifting rapidly
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towards non-communicable diseases including mental diseases, accidents and injuries. Nutritional
status has improved but remains a serious problem among the poorer and vulnerable communities
and on average, is not satisfactory.
The leading causes of death (by percentage of total mortality, Annual Health statistics, 2007) are
ischemic heart disease (13.1%), diseases of the intestinal tract (7.0%), cerebrovascular disease
(9.2%), pulmonary heart disease and diseases of the pulmonary circulation (10.1%) and neoplasms
(10.1%). Over time, infectious and parasitic diseases have declined while cardiovascular diseases and
homicides have increased in a proportionate manner which indicates that the epidemiological
transition is rapid.
The health Master plan (HMP) for Sri Lanka provides the policy and strategic framework for the
development of an innovative health system over the next decade ending in 2016. The health
Master Plan (HMP) built on the successes and experiences of the past and health transitional trends
addresses present and future challenges in health. These challenges include; changing demographic
and disease patterns, limited resources, increased demand and expectations by the public, the need
for equity and the development of a management ethos that ensures good governance and value for
money in delivering quality health services.
The HMP is carefully designed to support Sri Lanka’s overall social and economic goals. It aims to
facilitate equity through ease of access to health services, improve productivity and ensure that
resources allocated to health result in a healthier population that is able to contribute to the
economic and social wellbeing of the country. This is to be achieved by responding to the people’s
needs and working in partnership to ensure access to comprehensive, high-quality, equitable, costeffective and sustainable health services.

Health Promotion
Health promotion embraces not only action to strengthen individual skills and capabilities, but also
actions to change social, environmental and economic conditions to alleviate their impact on
individual and community health. According to the Ottawa charter, the key strategies for health
promotion are to advocate for health, to enable people to take control of all determinants of health
and to mediate between different interests in society for the pursuit of health.
The five action areas for health promotion are;






Build Health Public policy
Create supportive environments for health
Strengthen community actions
Develop personal skills and
Reorient health services

Health promotion has been identified as a key direction of health system reform and development in
the National development policy and plan and in the National Health Master plan. It is facilitated in
many acts such as Drugs, Alcohol and Tobacco prevention Act, Environmental protection Act,
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prevention of Domestic Violence Act and Act on Safety, Health and Welfare at Work. Proven
effective concepts of health promotion like settings and life course will be the approaches used in Sri
Lanka too.
The proposed National Health Promotion policy is in line with all other health policies of Sri Lanka
and Health Master Plan. The views, suggestions and responses of the general public and professional
bodies as well as grass root health and health related sectors were obtained in drafting policy
document.
Preamble
Having considered the current and projected health scenarios and health issues, the government of
Sri Lanka recognizes health promotion as a highly cost-effective strategy to foster a healthy nation. It
expresses concern on the demographic, epidemiological and socio-economic transition and its
impact on health. The Government of Sri Lanka recalls the remarkable success story of health
achievements in Sri Lanka and emphasizes the exigency for action to promote the health of affirms
the need for partnerships between government, private and non-government organization and
alliances with civil societies and communities to promote health by empowering individuals, families
and communities. The Government of Sri Lanka is convinced that a health Sri Lanka could be
fostered by health promotion and adopts Health Promotion as one of the key strategies in improving
the health of the people.
Therefore, a documented national policy on health promotion will provide the much needed
direction effectively.
Policy statement
The Government of Sri Lanka recognizing health promotion as a highly cost-effective strategy to
foster a healthy nation will make health promotion central to the national development agenda, a
core responsibility of all sectors with the partnership of governmental, private and non-government
organizations and partnerships with civil societies and communities for sustainable health promotion
throughout life in every setting.

Guiding Principles








Health as a basic human right and a sound social investment
Equity and social justice in health promotion
The individual, public and private sectors have a social responsibility to build up their own
health and the health of the society
Empowerment of the individual and the communities and their participation are prerequisites
Partnership, networking and alliance building for health integration of health promotion
activities across sectors
Professional ethics and standards
Evidence based health promotion actions
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Vision
Individually and collectively, all Sri Lankans actively participate in health promotion for a healthy life

Mission
To mobilize, empower and support individuals, families and communities to promote health

Goal
To enable all the people to be responsible for their own health and that of others in addressing
broad determinants of health through concerted health promotion actions in all settings

Policy objectives

01. To strengthen leadership for health promotion at all levels and to make health promotion a
core responsibility of the government
02. To mobilize and empower communities towards active participation in comprehensive
nationwide health promotion actions
03. To strengthen life-course approach in health promotion by using appropriate interventions
04. To implement an effective, comprehensive, holistic and multi-sect oral setting approach for
health promotion
05. To establish an effective system and mechanisms for the management and coordination of
health promotion activities at all levels
06. To build capacity for health promotion at all levels and across sectors
07. To improve financing and resource allocation and its utilization for effective and sustainable
health promotion
08. To Establish a Health Promotion information Management System

1. Objective 1. To strengthen leadership for health promotion at all levels and to make health
promotion a core responsibility of the government
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The government of Sri Lanka recognizes health promotion as a highly cost effective strategy to
foster a health nation. While taking the leadership, the government needs to hold a core
responsibility of all sectors with the partnership of government, private and non-government
organizations and in alliance with civil societies and communities for sustainable health
promotion. In this regard, advocacy for relevant stakeholders is important for planning and
continuity of health promotion activities.
Furthermore, committees at national and sub national (provincial, district and divisional) levels
will advocate, facilitate, monitor and evaluate health promotion activities at respective levels. If
necessary, they will forward their recommendations to relevant stakeholders with a view of
improving HP activities.
Strategies:
1.1. Include “Health” in all other policies and make health as an integrated part social
development programs
1.2. Identify focal points (representatives) for health promotion in all sectors at all levels
1.3. Make health promotion a regular agenda item of the National Health Council and other
high level committees
1.4. Upgrade the Health Education Bureau as the “Health Promotion Bureau” of the Ministry of
Health
1.5. Establish a National Health promotion Forum from government, private and nongovernment participants to facilitate, advice and manage the national health promotion
programmer
1.6. Establish health promotion committees at provincial, district and divisional levels
comprising members from relevant sectors to facilitate, monitor and evaluate the
implementation of the national health promotion programmer
1.7. Advocacy for politicians, policy makers, administrators and stakeholders at all levels from
relevant sectors to integrate health promotion strategies at all levels of planning and
implementation
1.8. Develop a mechanism to monitor health related information and advertisements in media

Objective 2. To mobilize and empower communities towards active participation in
comprehensive nationwide health promotion actions

Community empowerment and mobilization towards active participation in comprehensive
nationwide health promotion actions enable people to take control of determinants of health and to
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mediate between different interests in society for the pursuit of health. To make this reality, the
policy emphasizes the importance of strengthening community leadership, networking them and
more resource mobilization for community leadership development.
Strategies:
2.1 Empower individuals, families, communities, civil society groups, government, non government and private sectors and develop partnerships to promote, support and protect
health.
2.2 Strengthen community leadership and network them to promote health and mobilize
resources for these activities
2.3 Conduct periodic national level reviews to motivate and assure the sustainability and quality
of health promotion programmers
2.4 Introduce new technologies to disseminate health information to the public leads to
empowering them

Objective 3. To strengthen life-course approach in health promotion by using appropriate
interventions
National health promotion policy identifies life course approach as a key method to promote health
in the community. Therefore, it emphasizes addressing social determinants of health and creating
supportive environments for existing and diverse health promotion programs designed for different
age groups.
3.1 Devise appropriate interventions and create enabling environments for health promoting
among different age groups
3.2 Strengthen the working relationship with the indigenous health system and other health
providers
3.3 Work in partnership with private health sector in health promotion
3.4 Promote health promotion component of age specific health issues such as nutrition, noncommunicable diseases and reproductive health
3.5 Address social determinants of health as part of health promotion in order to minimize
inequalities
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Objective 4: To implement an effective comprehensive holistic multispectral setting approach for
health promotion
National health promotion policy identifies multi sect oral setting approach as a key method in
health promotion. Hence, it emphasize on advocacy for different stakeholders to take part in health
promotion. Furthermore, the policy gives emphasis to build up collaborative partnerships with
private, plantation, and indigenous health sectors to promote health of the people.

Strategies:
4.1 Develop major settings as health promotion setting (e.g. villages, cities, plantation,
communities, workplaces, market, schools, hospitals etc.)
4.2 Incorporate health promotion into existing social development programmers implemented
by health and other sectors
4.3 Incorporate health promotion into curative health services and link them with preventive
and promotive services
4.4 Network communities and various settings for health promotion
4.5 Strengthen the involvement of private and plantation health sectors in health promotion
4.6 Develop national standards/criteria for health promotion settings in order to maintain and
improve the quality of health promotion activities

Objective 5: To establish an effective system and mechanisms for the management and
coordination of health promotion activities at all levels
The National health promotion policy emphasizes developing partnerships with different
stakeholders at different levels for health promotion management and coordination. Furthermore, it
gives emphasis to review existing policies and legislations which are detrimental to health, review
the health impacts of existing policies and develop additional policies and regulations to promote
health.

Strategies:
5.1 Develop an effective system and mechanisms for the management, coordination and
streamline health primitive activities done by different agencies at different levels
5.2 Facilitate multi-sectoral participation and local initiatives from provincial, district and local
authorities to improve health promotion management
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5.3 Develop partnerships with other government agencies, other health care providers such as
private health sector, Ayurveda health, plantation health sector etc. non-government
agencies and build alliances with civil society to engage non health sector partners into the
health care system with mutual benefits
5.4 Review and strive to change policies, legislation and regulations deemed detrimental to
health
5.5 Review the health impacts of existing health and other policies, legislations, regulations and
laws conducive for health promotion and strengthen their implementation and enforcement
5.6 Develop additional policies, legislations, regulations and laws to support health promotion,
prevent health risks and to create supportive environment for health

Objective 6: To build capacity for health promotion at all levels and across sectors
6.1 Improve the management of human resources available for health promotion
6.2 Increase capacity of personnel in health and non-health sectors to take on new roles and
responsibility in moving beyond the conventional health education to multi-sect oral
comprehensive health promotion
6.3 Develop a mechanism to motivate people working on health promotion in all sectors
6.4 Improve education, training systems and quality in health promotion.
6.5 Develop infrastructure facilities of the proposed Health promotion Bureau, health institution
and MOH offices/clinics for health promotion activities and services
6.6 Develop capacities of other sectors for coordination and management of health promotion
related activities

Objective 7: to improve financing and resources allocation and system utilization for effective and
sustainable health promotion
.
Health care financing is requisite for translating policies and plans into real actions. Adequate
financing for health promotion activities will be ensured by annual budgetary allocation at national
and vehicle registration, parking and insurance, business registration have been identified as new
revenue methods for health promotion.
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Strategies:
7.1 Increase government budgetary and resource allocation to support health promotion at all
levels and in all sectors
7.2 Advocacy for dedicated tax systems for health promotion
7.3 Develop additional sustainable health promotion financing systems from central, provincial
and local authority levels
7.4 Encourage funds from the private sector and funding agencies for health promotion

Objective 8: to establish Health promotion information Management System
The present information system on health promotion will be strengthened and expanded to provide
key information on health promotion to guide and advocate decision makers. In line with that,
health promotion surveillance system will be established and utilized for planning, monitoring, and
evaluation of health promotion activities.

Strategies:
8.1 strengthen the Health promotion information Management system ( HPIMS)
8.2 facilitate evidence-based health promotion through research
8.3 compile and disseminate best practices and experiences for programmatic and policy
direction
8.4 strengthen the health promotion monitoring and evaluation system

Implementation, monitoring and evaluation
Successful implementation of the National Health Promotion policy, proposed strategic approaches
and Action Plan will be achieved through the development of appropriate coordination mechanisms
at national, provincial, district and divisional levels. A mechanism will also be established to monitor
and evaluate the Health Promotion policy implementation.

Coordinating mechanism
Appropriate coordinating mechanisms will be established at the national, provincial, district and
divisional levels. Health Education Bureau of the Ministry of Health will serve as the operational and
overall coordination body in implementing the National Health Promotion policy under the National
Standing Committee on HP and National Health Council. At the provincial and district levels, the
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planning and coordination unit of provincial director of Health Services (PDHS) office and the health
promotion unit of Regional Director of Health Services (RDHS) office will function as the coordinating
bodies in planning and implementation of HP programmers.

National Health Council

National Level

National Health Promotion Steering committee

National Health Promotion
forum

Health Education Bureau

Provi
ncial
Level

Provincial Health Promotion committee
Distric
t Level

District Health Promotion committee

Divisio
nal
Level

Divisional Health Promotion committee

Coordinating bodies
National Health Council (NHC)
National Health council (NHC) functions as the supreme body for inter-ministerial/inter-sect oral
collaboration, multi-sectorial partnerships,and overseeing progress of implementation of the
National HP policy for Sri Lanka as an integral part of the health system development. Decisions
taken by the National Health Promotion Steering Committee regarding the implementation of
strategies involving multi-sectors will be discussed at the NHC.
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National Health Promotion Steering committee
National Health Promotion steering committee will function as the national body on National HP
policy implementation. It will be chaired by the Secretary of the Ministry of Health and constitute
high level representation from relevant government and development partners. The membership
will be comprised of Secretaries of Ministries of Finance, Media, Trade, Agriculture, Urban Planning,
Education, Justice, poverty Alleviation, social Welfare, Labor any other relevant Ministries,
secretaries of Provincial health Ministries, provincial Health Directors, relevant Deputy Director
Generals and Directors of health, representatives from professional organizations, HEB,
development partners and local and international NGOs. The National Steering committee on HP will
meet every three months and be accountable to the Minister of Health for policy implementation.
The National steering committee on HP will undertake the following functions.





Ensure financial resources for implementation of the National HP policy
Approve and support inter-sect oral actions required for HP
Evaluate the impact of implementation of policy measures and advise on modifications of
the National Health Promotion policy as necessity arises
Monitor the implementation of the HP policy measures across the sectors and provide yearly
reports to the parliament and provincial councils

Health Education bureau (HEB) of the ministry of Health
Health Education Bureau (HEB) is the Centre of excellence in Sri Lanka for health education, health
promotion and publicity of health information. The HEB will be the focal point in the Ministry of
Health for National Health Promotion policy implementation, monitoring and evaluation. The HEB
will be supported by NHPA and other professional organizations involving HP. The HEB will
undertake the following functions.






Develop strategic targets and outcomes to be achieved at national and sub national levels
Develop a routine information system to identify resource needs in effective
implementation of the National HP policy
Coordinate with different sectors for proper implementation of the National HP policy
Monitor and evaluate national level HP programmers
Advocate and ensure that the national strategic plan on HP is implemented through
provincial health plans

The HEB will be managed by a relevant director under the leadership of a Deputy director General of
health Services. It will manage a separate budget for health promotion. The administrative and
authoritative structure will, if necessary, be reformed to ensure effective implementation of the HP
policy.
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National Health Promotion forum
National Health Promotion forum will be chaired by the Director General of Health Services, Ministry
of Health and Director, HEB will act as the secretary of the forum. Forum will mainly be consisting of
identified national level focal points (representatives) for health promotion from government and
private organizations, national and international NGOs, CBOs and community leaders. It will mainly
function as a technical committee and engage in providing technical expertise and maintaining the
standards of HP settings and activities.

Provincial, District and Divisional Health Promotion committees
HP committee will be established at provincial, district and divisional levels and chaired by PDHS,
RDHS and MOH respectively. Committee will mainly be consisting of government and private
organization interested in health promotion, representatives from national and international NGOs,
CBOs and community leaders at respective levels. Committees will mainly advocate, facilitate, plan,
monitor and evaluate the implementation of health promotion programmers in line with the
national policy at their levels. If necessary, they will forward their recommendations to relevant
stakeholders with a view of improving HP activities.

Supportive bodies
Professional organizations
Professional organization involving health promotion, social sciences, education and etc. will play
different roles as advocacy, technical expertise and capacity building of personals involving HP at
different levels. Moreover, they will build links with other local and international professional/
academic organizations and may provide updated and novel methods for HP at our local setup.
Health promotion resource groups at different settings and sectors
Health promotion resource groups will be established in different settings and sectors. The resource
groups will consist of 8-10 members. The membership can be expanded as per the working
requirements where additional members will be co-opted from relevant stakeholders. Resource
groups will be trained and guided mainly by HEB, other technically competent staff and professional
organizations. In turn, resource groups will provide necessary technical guidance and inputs for HP in
different settings and sectors.
Provincial and regional level coordination and implementation
The planning unit of the PDHS office and the HP unit of RDHS office will serve as the focal points at
the provincial and district levels for implementation of the National Health Promotion policy.
Responding to local; needs and circumstances, provincial and Regional Directorates of Health
services will develop integrated provincial and district plan that are consistent with the National HP
policy of Sri Lanka after consulting relevant stakeholders.
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Implementation, facilitation and resource allocation for HP programmers will be conducted under
the leadership of PDHS and RDHS at respective levels.

Monitoring and evaluation
Results-based monitoring and evaluation system will be established to evaluate the implementation
of the national HP policy, the strategic plan and district programs. Monitoring and evaluation of the
National Health promotion programmer will be done by Director, HEB. The monitoring and
evaluation report which includes the status of the implementation of HP strategic plan and the
achievement of expected results shall be p[resented by the HEB to the National steering committee
on HP. External evaluation of the National Health promotion policy, assessment of health promotion
structures, resources, activities and performances will be carried out every 5 years.
Monitoring and evaluation guidelines will be developed by the HEB in consultation with provincial
authorities, relevant stakeholder and used by the provincial Health Administration where provincial
and district health information systems function. Data collection and report generation will be done
by relevant PDHS/ RDHS with the assistance of consultant community physicians/ Mo-Health
promotion.

National Health Promotion Action Plan
Over the past few decades, the health and life expectancy of the Sri Lanka people have been
considerably enhanced. All the same, the burden of communicable and non- communicable
diseases, injuries and mental illnesses has equally advanced. Much of these diseases are attributed
to common social determinants. Through the principles of health promotion, the situation is widely
opened to change. Such a transformation in health requires the integrated effort of health and non health sectors of various disciplines and as always, community participation.
The above issue will shape our agenda for health promotion over the next few years. The strategic
directions set below will help us reach our ultimate goal. And of course, success is only possible with
the spirit, integrity and teamwork of each and every participant. In other words, it is the collective
effort of the whole national that makes health promotion, and optimal health, a reality. This
strategic plan based on our national health promotion policy will move the health promotion
process in a more systematic and a productive way justifying the investment in it.
Vision: individually and collectively, all Sri Lankans actively participate in health promotion for a
healthy life.
Mission: to mobilize, empower and support individuals, families, and communities to promote
health
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Goal: to enable all the people to be responsible for their own health and that of others in addressing
broad determinants of health through connected promotion actions at all settings.

Policy objectives
1. To strengthen leadership for health promotion at all levels and make health promotion a
core responsibility of the government
2. To mobilize and empower communities towards active participation in compressive
nationwide health promotion actions.
3. To strengthen the life course approach to health promotion by using appropriate
interventions
4. To implement an effective, comprehensive, holistic and multi-sect oral settings approach for
health promotion
5. To establish an effective system and mechanism for the management and coordination of
health promotion activities at all levels.
6. To build capacity for health promotion at all levels and across sectors
7. To improve financing and resources allocation and its utilization for effective and sustainable
health promotion
8. To establish a health promotion information management system

Policy objective 1: to strengthen leadership for health promotion at all levels and make health
promotion a core responsibility of the government
Purpose: the government of Sri Lanka recognizes health promotion as a highly cost-effective
strategy to foster a healthy nation. While providing leadership, the government needs to retain a
core responsibility of all sect oral with the partnership of government, private and non-government
organization and in alliance with civil societies and communities for sustainable health promotion. In
this regard, advocacy for relevant stakeholders is important for planning and continuity of health
promotion activities.
Furthermore, committee at National and sub-national level will advocate, facilitate, monitor and
evaluate health promotion activities. If necessary, they will forward their recommendations to
relevant stakeholders with a view to improving HP activities.

strategies
1.1. Include “health” in all
other policies and make
health as an integrated
part
of
social
development programs

Action areas
1.1.1.Advocacy on HP for the
parliamentarians and provincial
politicians
1.1.2.Strengthen and incorporate
health promotion into the regular
agenda of the National Health
Council and other high level
committees to give leadership for
HP
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1.1.3.Activate
the
steering
committee on HP under the NHC in
order to address HP problems/
issues effectively
1.1.4.establish National Health
promotion forum functioning as a
technical committee chaired by the
DGHS
1.2. Identify focal points 1.2.1
(representatives)
for
health promotion in all
sect oral at all levels
1.2.2
1.3. Make health promotion a
regular agenda item of
the
National
Health
council and other high
level
Committees
1.4. Upgrade
the
Health
Education Bureau as the
“Health bureau” of the
Ministry of Health

Advocacy about the role of MOH, HEB,
the focal point for health organizations
promotion
Develop criteria for the
selection of focal points
1.3.1
Advocacy
about
the MOH, HEB
importance of including health
promotion
in
high
level
committees

1.4.1

1.4.2

1.4.3
1.4.4

1.5. Establish
a
National
Health promotion forum
from government, private
and
non-government
participants to facilitate,
advice and manage the
national
health
promotion programmer

Design a plan for the MOH, HEB,
restructuring
to Finance
address future needs
Allocation of adequate
financial resources for
the
restructuring
process
and
continuation of funds
delegated to the HEB
Expansion
of
the
physical infrastructure
Re-define the roles and
responsibilities and redesignation of the HEB
as the HPB

professional

Ministry

of

1.5.1. Create a term of MOH, HEB, NHC, relevant
reference for the forum
stakeholders NGOs, CBOs
1.5.2.Advocacy on the national
health promotion policy
for potential stakeholders
of the forum
1.5.3.Establish a mechanism for
regular
coordination
within members of the
forum
1.5.4.Establish a network with
provincial,
district,
divisional
level
committees and other
stakeholders
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1.6. Establish committees at
provincial, district and
divisional
levels
to
facilitate, monitor and
evaluate
the
implementation of the
national
health
promotion programmer

1.7. Advocacy for politicians,
policy
makers,
administrators
and
stakeholders at all levels
from relevant sectors to
integrate
health
promotion strategies at
all levels of planning and
implementation
1.8. Develop a mechanism to
monitor health related
information
and
advertisements in media

1.6.1.Create terms of reference
for provincial, district and
divisional
level
committees
1.6.2.Advocacy on the health
promotion
policy
to
potential stakeholders of
these
sub-national
committees
1.6.3.Establish a mechanism for
regular
coordination
within members of the
committees
1.6.4.Establish a network with
National Health promotion
forum, provincial, district
and
divisional
level
committees and other
stakeholders
1.7.1.Identify the target groups
to be advocated
1.7.2.Develop an advocacy
package

MOH,
HEB,
provincial,
District
and
divisional
Secretaries, PDHS, RDHS,
MOH, relevant CBOs, NGOs

MOH, HEB

1.8.1.Establish an expert panel MOH, HEB, Ministry of mass
to monitor health related communication
information
and
advertisements in media
1.8.2.Develop guidelines for
monitoring mechanism
1.8.3.Identify
a
reporting
official/
authority
to
forward recommendations

Policy objective 2: To mobilize and empower communities towards active participation in the
comprehensive nationwide health promotion actions
Purpose: community empowerment and mobilization towards active participation in comprehensive
nationwide health promotion actions to enable people to take control of the determinants of health
and to mediate between different interests in society for the pursuit of health. To make this a
reality, the policy emphasizes the importance of strengthening community leadership, networking
them and more resource mobilization for community leadership development
2.1. Empower individuals, 2.1.1. Develop district and HEB, FHB, YED, other relevant
families, communities, civil divisional-level HP resource programs/ campaigns, National
society
groups, groups comprising relevant and sub-national
level
government,
non- sectors
committees
PDHS,
RDHS,
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government, private sector
and other partners to
promote, support and
protect health

2.2. strengthen community
leadership
and
mobilize
resources
for
community
leadership
development
activities

2.3. conduct periodic national
level reviews to motivate and
assure the sustainability assure
the sustainability and quality of
health promotion programs

2.1.2.
Dissemination
of
evidence-based good practices
among communities.
2.1.3. integration of health
promotion
settings
using
performance indicators
2.2.1. Regular health promotion
capacity building for existing
and new community leadership
2.2.2.
Networking
of
organizations involving HP at
setting-level
to
mobilize
resources
2.3.1. Develop a comprehensive
plan to motivate and maintain
continuity of health promotion
2.3.2. Develop and implement a
communication
plan
to
promote the HP concept (use
various media and advertising
methods E.g. Mass media,
street drama, National Health
Promotion week)

Ministry of Education, Media,
Universities,
Academic
institutions, NGOs, CBOs

HEB, FHB, PDHS, RDHS, MOH,
Health promotion resource
groups, Education and Higher
Education ministries, Media,
NGOs, CBOs,

HEB, FHB, National and Subnational level committees
Ministry of Media, private mass
media, PDHS, RDHS, MOH

2.3.3. Disseminate success
stories among the public and
stakeholders
2.4.
introduce
new 2.3.4. periodic evaluation of MOH, ministry of mass media,
technologies to disseminate campaigns
ministry
of
information
health information to the 2.4.1. Establish a web site for technology, HEB, FHB, PDHS,
public leads to empowering the public (e health)
RDHS,
professional
them
2.4.2. Establish a call Centre for organizations/
colleges,
the public to get health research organizations
information
Policy objective 3: To strengthen the life-course approach to health promotion by using
appropriate interventions
Purpose: The National health promotion policy identifies the life-course approach as a key method
to promote health in the community. Therefore, it emphasizes the addressing of social determinants
of health and creating supportive environments for existing and new diverse health promotion
programs designed for different age groups.
3.1
devise
appropriate 3.1.1. Advocacy on the life HEB,FHB,
YED,
Nutrition
interventions
and
create course approach for existing division,
NCD,
NCCP,
enabling environments for diverse
health
promotion Epidemiology unit PDHS, RDHS,
health
promotion
among programmers/
organizations Divisional secretary, MOH, local
different age groups
designed for different age authorities, National and subgroups
national level committees,
3.1.2. Facilitate the adoption health promotion resource
and mainstreaming of the life groups
course approach for health
promotion
programmers
designed for different age
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groups
3.1.3. capacity building of
relevant stakeholders to adopt
the life course approach
3.1.4. Facilitate to create
supportive environment to
implement interventions for
different age groups
3.2.strengthen the working 3.2.1. Advocacy for indigenous MOH, HEB, Ministry of
relationship
with
the health officials and providers
indigenous
Medicine,
indigenous health system and 3.2.2. Networking indigenous professional
organizations/
other health providers
health
providers
and colleges,
organizations
which
are
involved in health promotion
3.3. work in partnership with 3.3.1. Advocacy for private MOH, HEB, Director, private
private health sector in health health service providers
health sector (MOH) Ministry of
promotion
3.3.2. Networking private health indigenous Medicine,
service
providers
and professional
organizations
which
are Organizations/ colleges,
involved in health promotion
3.4.
Address
social 3.5.1. identify age specific social MOH, HEB, FHB, NCD, Nutrition
determinants of health as part determinants of health
and other related Directorates,
of health promotion in order to 3.5.2.
Develop
technical professional
minimize inequalities
guidelines,
communication Organizations/ colleges, social
strategies to address age development programs
specific social determinants of
health
Policy objective 4: To implement an effective comprehensive holistic and multi-sect oral settings
approach for health promotion
Purpose: The National health promotion policy identifies multi-sect oral setting approach as a key
method in health promotion. Hence, it emphasizes advocacy for different stakeholders to take part
in health promotion. Furthermore, the policy gives emphasis to build up collaborative partnerships
with the private, plantation, and indigenous health sectors to promote the health of the people.
4.1 Develop major settings as
4.1.1. Develop an advocacy
MOH, HEB, FHB, NCCP, YED,
health promotion settings
package
Nutrition division, NCD,
4.1.2. Advocate the HP setting
Ministry of planning and
approach among relevant
implementation, PDHS, RDHS,
stakeholders
Divisional secretary, MOH, local
4.1.3. Develop resource groups
authorities,
at setting-levels through
National and sub-national level
capacity building
consortia, Health promotion
4.1.4. partnership building with resource groups, NGOs, CBOs
health and other related sectors
(both private and public) at all
levels
4.1.5. Network HP setting at all
levels in all sectors for sharing
knowledge and resources etc.
4.2 incorporate health
4.2.1. Advocacy on health
MOH, HEB, FHB, PDHS, RDHS,
promotion into existing social
promotion for stakeholders of
Divisional secretary, MOH, local
development programmers
social development programs at authorities, ( National and subPolicy Repository - Ministry of Health - Sri Lanka
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implemented by the health and
other sectors

National/sub-national levels
4.2.2.Incorporate health
promotion into all social
development policies at
National and sub-national levels
4.2.3. Involvement of
stakeholders in social
development programmers in
strategic planning,
implementation and evaluation
of health promotion programs
through effective partnerships.

national level ) , relevant
ministries involve in social
development programmers e.g.
Samurdhi, Gama/ Divineguma,
Health promotion resource
groups,

4.3. incorporate health
promotion into the curative
health services and link them
with the preventive and
primitive services

4.3..1. advocate a reorientation
of the hospital management
focus from “curative” care to
“health” care
4.3.2. Mainstream health
promotion by making it an
integral part of curative health
care
4.3.3. facilitate development of
health promoting hospitals
(advocacy, capacity building,
development of partnerships)
4.3.4. Availability of health
promotion staff to Base
hospitals and above, and
strengthen team work among
them e.g. MO-HP, HPNO and
appoint HP-Nursing officers up
to primary health care level
4.3.5. Encourage and facilitate
shared learning, experiences
and resources on health
promotion by the curative and
preventive health staff
4.3.6. facilitate and encourage
the formulation of networks of
hospitals and preventive care
institutions towards enhancing
the overall well-being of
communities

MOH, HEB, FHB, PDHS, RDHS,
National and sub-national level
committees, Health promotion
resource groups, NGOs, CBOs

4.4. Network communities and
various settings for health
setting for health promotion

4.4.1. identify communities and
settings involved in health
promotion
4.4.2. Develop a mechanism to
network health promotion
settings

MOH, HEB, PDHS, RDHS,
National and sub-national level
committees, Health promotion
resource groups, NGOs, CBOs

Policy Repository - Ministry of Health - Sri Lanka

Page 75

4.5. strengthen the
involvement of private,
plantation and other health
care sectoral such as the
forces, Export processing
zones, prisons, air and sea
promotion

4.5.1. Advocacy on
incorporation of HP into the
private, plantation and other
health sectors
4.5.2. Mainstream health
promotion into the private and
plantation healthcare sectors
4.5.3. inclusion of private and
plantation sector partners in the
National & sub- national level
consortia for health promotion
4.5.4. provision of an
opportunity for primate and
plantation health sector
partners to be involved in the
formulation of public health
policies and legislation
4.5.5. Facilitate the
development of health
promotion in private and
plantation hospital settings
through the training of health
staff as health promotion
resource groups
4.5.6. sharing of experiences,
evidence- based practices and
expertise on health promotion
with the indigenous health
sector

MOH, HEB, FHB, PDHS, RDHS,
Divisional secretary, MOH, local
authorities, National and subnational level committees,
private, plantation and other
health sectors, BOI, health
promotion resource groups
NGOs, CBOs

4.5.7. Joint research on health
promotion with the private,
plantation and other health
sectors
4.6. Develop National
4.6.1. identify National
MOH, HEB, FHB, PDHS, RDHS,
standards/criteria and
standards, criteria and
Divisional secretary, MOH, local
supporting mechanisms to
indicators for health promoting authorities, National and subensure the quality in health
setting
national level committees
promoting settings
4.6.2. pilot testing of standards, community leaders
criteria, and indicators and
adopt them into National
guidelines for accreditation
4.6.3. Develop an accreditation
system for the ongoing health
promotion programs at
different levels by using
national standards, criteria, and
indicators for health promotion
Policy objective 5: To establish an effective system and mechanism for health promotion
management and coordination at all levels
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Purpose: the National Health promotion policy emphasizes developing partnerships with different
stakeholders at different level for health promotion management and coordination. Furthermore, it
gives emphasis to the review of existing policies and legislation which are detrimental to health ; the
review of health impacts of existing policies and development of additional policies and regulations
to promote health.
5.1. Develop an effective
5.1.1. Advocacy for the
MOH, HEB, PDHS, RDHS,
system and mechanisms for
necessity and availability of all
Divisional secretary, MOH, local
health promotion management strategies of health promotion
authorities, National and suband coordination at all levels to at National, provincial, District
national level committees
streamline activities done by
and divisional level.
different agencies at different
5.1.2. Provide leadership and
levels
guidance for the coordination of
health primitive activities done
by different agencies
5.1.3. Develop evidenceguidelines for HP and provide
them for the practice of health
primitive by health and nonhealth sectors in various
settings
5.1.4. create designated teams
of health promotion facilitation
(CCP, MO-HP and HEO) at
regional level and formulate
their job descriptions
5.1.5. Support infrastructure
development for optimized
health promotion management
and coordination at all levels
5.1.6. Ensure adequate research
to identify social, economic,
behavioral and financial
determinants of health

5.2. Facilitate multi-sect oral
participation and local
initiatives at provincial, District
and divisional levels to improve
health promotion management

5.3 Develop partnerships with
government agencies, private
sector and non-government
partners and build alliances

5.2.1. Ensure working with
health and non-health sectors in
policy formulation and
development of guidelines on
health promotion
5.2.2. Ensure effective
relationships and network
system among different sectors
at all levels
5.2.3. sharing of best practices
among different sectors at all
levels
5.3.1. Recognize NGOs, CGOS,
CBOs, all existing community
groups and development
partners, as full partners in
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MOH, HEB, FHB< secretaries of
different provincial Ministries
relevant to HP, PDHS, RDHS,
Divisional secretary, MOH, local
authorities, National and subnational level consortia, Health
promotion resource groups

MOH, HEB, FHB, secretaries of
different provincial ministries
relevant to HP, PDHS, RDHS,
Divisional secretary, MOH, local
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with civil society to engage
non-health sector partners
with the health care system for
mutual benefit.

5.4.Review and strive to
change policies, legislation and
regulations deemed
detrimental to health

health promotion
5.3.2. Ensure strong leadership
at all levels in the health sectors
and NGOs.
5.3.3.develop a common vision
on health promotion with other
sectors
5.3.4. Recognize areas for joint
collaboration and common
action-planning
5.3.5. Define roles and
responsibilities of partners of
various sectors
5.3.6. conduct HP reviews and
workshop at National and subnational levels to bring the
social determinants of health to
the attention of other sectors
and raise their awareness and
sharing of accountability for the
health of the people
5.3.7. Ensure effective
communication and information
sharing among
5.3.8. continuous evaluation of
benefits, usefulness and quality
of partnerships
5.4.1. Advocate on healthy
public policies to government
and non-government sector
organizations
5.4.2. Develop and maintain
multi-disciplinary and multi-sect
oral alliances at National and
sub national levels to advice on
and monitor public policies that
affect health
5.4.3. Bring to the attention of
relevant authorities, the health
impact of existing health and
other policies, legislation and
regulations

authorities,
National and sub-national level
consortia, various other sectors
in partnerships

MOH, Legal Department, HEB,
PDHS, RDHS<Divisional
secretary, MOH, local
authorities, other relevant
sectors

5.4.4. Conduct health outcome
assessments at all levels on
public and private sector
policies that are likely to have
significant effects on people’s
health
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5.5. Review the health impacts
of existing health and other
policies, legislations,
regulations and laws conducive
for health promotion and
strengthen their
implementation and
enforcement
5.6. Develop additional
policies, legislation, regulations
and laws to support health
promotion management,
prevent health risks, promote
health and create a supportive
environment for health

5.5.1. Identify the policies,
MOH, HEB, Legal Department
legislation and rules which has
National and sub-national level
impacts on health
committees,
5.5.2. Assess the health impacts Private/public partners, other
of these policies
relevant health and non-health
5.5.3. Advocacy for relevant
sectors
authorities to strengthen their
implementation
5.6.1. Identify areas of need for MOH,HEB, legal Department
intervention or strengthening
National and sub-national level
5.6.1. Strengthen advocacy
committees,
through community
Private/public partners, other
empowerment to ensure
relevant health and non-health
human rights, equitable
sectors
distribution of resources etc.
5.6.3. Building partnerships with
other sectors with the common
goal of developing supportive
environments
Policy objective 6: To build capacity for health promotion at all levels and across sectors
Purpose: The National Health Promotion policy identifies capacity building of personnel involved in
health promotion as a significant step to improve their knowledge, skills, and competencies in order
to conduct standard health promotion activities. With this intention, it is necessary to introduce
innovative training and learning methods to take on new roles and responsibilities in moving beyond
the conventional health education modalities to multi-sect oral comprehensive health promotion.
6.1. Improve the management
6.1.1. Identify the focal points
MOH, HEB, National/subof human resources available
for health promotion in
national level committees,
for health promotion
different settings and different
Ministry of Higher Education,
levels
universities, professional
6.1.2. form a data base of base
organizations HP resource
of focal points for health
groups
promotion and network them
6.2. increase the capacity of
6.2.1. Emphasize the holistic
MOH, HEB, FHB, National/subpersonnel in the health and
approach for health
national level committees,
non-health sectors to take on
6.2.2. Include HP in all
Education, Ministry, Ministry of
new roles and responsibilities
development programs
vocational Training,
in moving beyond the
6.2.3.
universities, professional
conventional health education Raise awareness on changing
organizations, HP resource
modalities to multispectral
determinants of health for
groups
comprehensive health
individuals and organizations
promotion
6.2.4. Encourage partnership
building with relevant sectors
6.2.5. Emphasize public
accountability for health
6.2.6. Gather and disseminate
evidence of the effectiveness of
HP knowledge transfer to
practice
6.3. Develop mechanisms to
6.3.1. Include health promotion MOH, HEB, National/submotivate personnel working on as an agenda item in District
national level committees, HP
health promotion in all sectors and Divisional development
resource groups, Education,
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6.4. Improve education,
training systems and quality in
health promotion.

committee meetings
6.3.2. Advocate to create more
career pathways in health
promotion in the health and
non-health sectors
6.3.3. Facilitate learning and
experience sharing
opportunities
6.3.4. Develop a health
promotion work appraisal
system for personnel
conducting health promotion
programs
6.4.1. Introduce innovative
techniques in education and
training for HP
6.4.2. Develop standards and
accreditation system for
education and training in HP
6.4.3. Develop performance
appreciable system in HP
6.5.1. Advocacy for relevant
stakeholders
6.5.2. Develop type plans for
each institutions
6.5.3. Develop model HP
institutions

Ministry of vocational Training,
universities, professional
organizations

7.1.1.Advocate political
leadership and relevant health
authorities to increase resource
allocation for health promotion

MOH, HEB, Finance ministry,
National/Sub-national level
committees, PDHS, RDHS

MOH, HEB, National/subnational committees, HP
resource groups, Education
Ministry, Ministry of Higher
Education, Ministry of
vocational Training,
universities, professional
organizations
6.5. Develop infrastructure
MOH, HEB, National/subfacilities of the proposed
national level committees, HP
Health promotion Bureau,
resource groups, Education
Health institutions and MOH
Ministry, Ministry of Higher
offices/clinics for health
Education, Ministry of
promotion activities and
vocational Training,
services
universities, professional
organizations
6.6 Develop capacities of other 6.6.1. Advocacy for relevant
MOH, HEB, National/subsectors for coordination and
stakeholders
national level committees, HP
management of health
6.6.2. Identify focal points for
resource groups, Education
promotion related activities
HP in other sectors
Ministry, Ministry of higher
6.6.3. capacity building of
education, ministry of
identified focal points
vocational Training,
6.6.4. Networking focal points
universities, professional
of HP and their sectors
organizations
Policy objective 7: To improve financing, resources allocation and utilization for effective and
sustainable health promotion
Purpose:Health care financing is a requisite for translating policies and plans into real actions.
Adequate financing for health promotion activities will be ensured by annual budgetary allocation at
the National and provincial level. In addition to this, finance for health promotion by other
alternative ways as the enforcing a dedicated tax on harmful products to health such as tobacco and
alcohol, a levy on fast foods, have been identified as new revenue methods for health promotion.
7.1.increase the government
budget and resource allocation
to support health promotion at
all levels and in all sectors
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7.2. Advocacy for dedicated tax
systems for health promotion

7.2.1. advocate for the
formulation of legislation on
earmarking of taxes on harmful
products for health promotion
7.2.2. Create a fund for health
promotion using the dedicated
tax

MOH, HEB, Finance Ministry,
Legal department,
National/Sub-national level
committee, provincial councils,
local authorities, PDHS, RDHS

7.3. Develop additional
sustainable health promotion
financing systems from central,
provincial and local authority
levels

7.3.1. Identify innovative
funding sources for HP (e.g.
business registration, vehicle
license renewal, parking fees,
insurance)

MOH, HEB, Finance Ministry,
provincial councils, local
authorities, PDHS, RDHS,
National/Sub-national level
committees,

7.3.2. Identify external donor
agencies willing to fund health
promotion projects
7.4. Encourage funds from the
private sector and funding
agencies for health promotion

7.4.1. Develop partnership with
the private sector for health
promotion and advocate for a
healthy life style
7.4.2. Introduce incentives/tax
relief benefits for organizations
funding HP

MOH, HEB, Finance Ministry,
provincial councils, local
authorities, PDHS, RDHS,
National/Sub-national level
committees, professional
organizations/chambers

7.4.3. Advocacy to allocate an
appropriate percentage of
finance for health promotion in
every institution/organization
7.4.4. Motivate the
establishment of onsite
wellness programs for the
employees and their families in
every institution/ organization
7.4.5. Advocate for the
provision of self-monitoring
tools and equipment for the
workers
7.4.6. Promote subsidized
health care packages for
employees and clients
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Policy Objective 8: To establish a Health promotion Information Management System
Purpose: the present health information system will be strengthened and expanded to provide key
information on health promotion in order to guide and advocate decision makers. In line with this,
the health promotion surveillance system will be established and utilized for planning, monitoring,
and evaluation of health promotion activities.
8.1. Strengthen the health
8.1.1. Incorporate
MOH, HEB, National/Subpromotion information
selected health
national level committees,
management system
promotion
All relevant health campaigns
indicators into the
and programs at National/Subexisting health
national level, PDHS, RDHS
information system
8.1.2. Develop specific
health promotion
indicators
collaboratively with
stakeholders, with
the flexibility of
application in local
setup
8.1.3. Develop a health
promotion
surveillance system
8.1.4. Develop a system to
capture health
promotion data
from preventive,
curative, private,
plantation,
indigenous and all
other sectors
practicing HP
8.1.5. Develop a system to
compile, coordinate
and disseminate
health promotion
information at
National level and
Sub-national levels,
that will enable
stakeholders to
access relevant data
for formulation
policy and planning
and improving HP
programs
8.1.6. Circulate
publications (Health
promotion Bulletin,
Health promotion
Newsletter/peer
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reviewed National
Health promotion
Journal) regular
among the public
and staff involved in
HP
8.1.7. Develop web-based
links with respective
stakeholders
8.2. Facilitate evidence
based health
promotion through
research

8.3. Compile and
disseminate best
practices and
experiences for
programmatic and
policy direction

8.4. Strengthen the health
promotion monitoring
and evaluation system

8.2.1. Review and use
existing evidence in
HP
8.2.2. Encourage and
facilitate research
with multiple
disciplines and
sectors, focusing on
the effectiveness of
health promotion
8.2.3. Translate lessons
learnt from
research into
practice
8.2.4. Develop a culture of
community
participation in
research
8.3.1. Document and
present health
promotion research
findings/success
stories/ case studies
in a manner that is
readily understood
and used by health
professionals,
public and the
media
8.3.2. Ensure that all
relevant research
results are
conveyed to policy
makers of various
disciplines and
sectors
8.4.1. Develop standards
for National and
Sub-national health
promotion settings,
specifically with
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MOH, HEB, all relevant health
campaigns and programs at
National/Sub-national level,
National/Sub-national level
committees, graduate and
postgraduate academic
institutions, professional
organizations

MOH, HEB, All relevant health
campaigns and programs at
National/ Sub-national level,
National/Sub-national levels
committees, Graduate and
postgraduate academic
institutions, /media,
professional organizations

MOH, HEB, Department of
census and statistics,
National/Sub-national level
committees, PDHS, RDHS, other
stakeholders involving in HP
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8.4.2.

8.4.3.

8.4.4.

8.4.5.

process, outcome
and impact
indicators
Incorporate
selected indicators
of health promotion
into the AHB and
DHS
Create networks of
organizations
responsible for
M&E at the
National, provincial,
District and
divisional levels.
Identify focal points
for monitoring and
evaluation at all
levels.
Conduct reviews of
health promotional
activities quarterly
at the RDHS levels
with the assistance
from the HEB and
other relevant
stakeholders

Abbreviations:
HPB- Health promotion Bureau, HP-Health promotion, NHC-National Health council, MOHMinistry of Health, HEB- Health Education Bureau, FHB- Family Health Bureau, NCD- Non
Communicable Diseases, NCCP- National Cancer Control Program, YED- Youth Elderly and
Disable, MOH- Medical Officer of Health, PDHS- Provincial Director of Health Services, RDHSRegional Director of Health Services, M&E- Monitoring and Evaluation, NGO- Non-Government
Organization, CBO- Community Based Organization, AHB- Annual Health Bulletin, DHSDemographic and Health Survey
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Sri Lanka National Migration Health Policy

Certificate of Authorization
The final draft of Sri Lanka National Migration Health Policy ( supported by the International
Organization for Migration ( IOM ) was submitted in December 2011 ; Cabinet Memorandum
No 11 / 2140 / 509 / 159 dated 14th Nov 2014 , On the subject of implementation of a
programe to evaluate the health status of Resident Visa applicants ; had been ascertained by
the Cabinet of Ministers of the Democratic Socialist Republic of Sri Lanka , and advised the
MoH to re submit with ( a ) an evaluation report on legal provisions ( b ) plan of
Administrative structure

MIGRATION IN SRI LANKA
MIGRATION DYNAMICS IN Sri Lanka are categorized into three typologies: out bound migrants,
internal migrants and in bound migrants. A fourth dimension to these migrant categories is the
families left behind by out bound migrants.

OUT BOUND MIGRANTS
Out bound migrant are defined as people who move out of a country’s international borders to
other destinations, temporarily for employment, education, or leisure. They fall into two categories:
regular migrants and irregular migrants. Regular migration is voluntary travel with valid travel
documents and is undertaken for employment, studies, permanent residence, or taking a vacation
or to attend conferences. Irregular migration is travel outside the formal regulatory system without
valid travel documents.
Out bound migrants comprise the flow of population moving out of Sri Lanka for diverse reasons
including for employment and education, and due to man-made disasters. They include migrant
workers (professional, skilled, semi-skilled and low skilled workers, members of the armed forces
serving on peace keeping missions and other areas, seafarers), students and those seeking asylum
in other countries. An additional vulnerable group that is recognized is the families of out bound
migrant populations left behind.
Sri Lanka’s main avenue for foreign exchange earnings is labor migration and its migrant labor force
continues to be a vibrant and vital part of the country’s economy. The profile of Sri Lanka’s labor
migrants show that the majority is in the low skilled category (dominated by women migrant
workers) drawing minimum wages and working in informal or semi-formal work spheres rife with
uncertainty
The government is dedicated to supporting labor migration and improving the profile of migrant
workers from low skilled to semi-skilled, skilled and professional. The Ministry of Foreign
employment promotion and welfare (MFEPW) convenes a National Advisory committee of related
Government representation, employers, workers, trade unions and concerned civil society
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organizations to monitor the implementation of the Sri Lanka National Labor migration policy that
focuses on governance, protection and empowerment of migrant workers and their families and
works towards the development of migration to secure the dignity of workers.
The health issues of out bound migrant workers are distinct at all stages of the migration process,
namely at the pre-departure stage, in service and on return and reintegration. The health issues
associated with the process of out bound migration includes the migrant and the family left behind.
Migrant workers: The primary category of Sri Lanka’s out bound migrants is labor migrants. Sri
Lanka’s migrant workforce is the highest foreign exchange earner to the country contributing 5.1
billion USD to the national economy in 2011. Sri Lanka’s total migrant worker population of
approximately 2 million people comprises approximately 60% females and 40% males. In the past
two years migrant workers continued to secure largely low skilled employment with 84% of the
female migrant workers and 39% of the male workers being employed at the low skilled level. In
2010 and 2011 male migration marginally exceeded female migration with approximately 51% male
worker departures to 49% female worker departures. Out bound migrant labor reaches a variety of
destinations but the overwhelming majority is employed in Gulf countries.
The process of labor migration from Sri Lanka receives strong state attention with a dedicated
ministry, the Ministry of Foreign Employment promotion and welfare (MFEPW) , governing the out
bound labor migration process. The MFEPW is guided by the National Labor Migration policy, which
sets in place mechanisms for improved governance of the migration process, the protection and
empowerment of migrant workers and their families, and the development of the migration
industry in an equitable manner for all those involved in the process. The administrative arm of the
MFEPW is the Sri Lanka Bureau of Foreign Employment (SLBFE), which works towards securing the
rights and well-being of all out bound migrant workers.
In terms of the protection and promotion of the health status of migrant workers the National Policy
on Labor Migration is limited to Sexually Transmitted Infections (STI) and HIV/AIDS and does not
focus on other communicable and non-communicable diseases more common among labor
migrants, nor does it focus on the public health impacts of migrant and mobile populations.
Some key issues of the health aspects of labor migration are:
 International, regional and national policy initiatives have paved the way for dialogue between
receiving and sending countries. The deliberations, however, have yet to be realized. Bilateral
agreements in which health care provision is stated as a responsibility of prospective employers,
though adopted only by a very small number of receiving countries, is one strategy for translating
the concerns expressed in international conventions into concrete action. Sri Lankan government
initiative is needed to extend these agreements.
 Inadequate insurance cover for migrant workers is a major constraint. This results in the reluctance
of employers to pay for health expenses of workers including hospitalization and the deduction of
expenses for health incurred by them on behalf of workers from their wages. Returnee workers state
that the lack of proper health care results in migrant workers having to purchase over the counter
medication for illnesses. Further, migrant workers are reluctant to report medical conditions due to
fear of repatriation.
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 Compulsory health tests required to be done by migrant workers prior to departure are carried out
according to the guidelines of receiving countries. Whilst standards are in place for private health
institutions to perform these health tests, there is an urgent need to review these processes, and set
up monitoring systems.
 As the current pre-departure health assessment procedures do not comprehensively address the
management of diseases, the required referrals for further investigations and management of noncommunicable diseases have to be identified. The importance of detecting these non-communicable
diseases at the time of the pre-departure health assessment and ensuring their management during
the period of employment must be included in the health test and the pre departure health
assessment. Evidence shows that a proportion of migrant workers suffer from non-communicable
diseases such as hypertension and diabetes. These workers are medically cleared for travel upon
following a prescribed regime of treatment prior to departure. Although they take a stock of
medication when leaving, they are denied regular medical supervision on arrival and during
employment in the receiving country.
 Some migrant workers enter countries of employment without a proper health assessment at the
pre-departure stage. This category of worker is equally, if not more vulnerable to health problems,
as they are excluded from national health care systems of the destination countries.
 Gaps in the system of pre-departure health assessments place the burden of ensuring that out
bound labor migrants are of sound mental and physical health on arrival in receiving countries on
sponsors or potential employers who are required to pay all costs involved in obtaining the services
of a migrant worker.
 Migrant workers face adverse health situations due to the lack of information and awareness on
health. Similarly, there is a lack of focus on health aspects in the promotion of migrant employment,
and the services provided through Sri Lanka’s diplomatic missions in destination countries.
 A major cause of morbidity and mortality among migrant workers are accidents including injuries
sustained by them at their workplaces primarily due to the lack of knowledge, lack of preparation for
the work at hand, lack of focus on occupational safety issues, as well as negligence on their part.

 Health related issues resulting from gender based violence faced by out bound migrant workers,
particularly women in low skilled work and employed in domestic environments, have to be
addressed.
 The focus on primary health care needs and issues of returnee migrant workers is minimal.
Although the mental and physical health care needs of traumatized returnee workers are identified
and necessary services including medical services, psychiatric services and counseling are provided,
there is a need to integrate health issues into the reintegration process.
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Families of out bound migrant workers left behind: Evidence shows that migration has a significant
negative impact on the health status of family members left behind (spouse, caregivers and
children). Thus, the promotion of international labor migration has to be balanced with health and
social protection of migrant workers and family members left behind.
 There is an urgent need to examine and respond to the mental and physical health needs of family
members left behind.
 Psychosocial issues faced by family members of migrant workers left behind include the prevalence
of common mental disorders such as depression, somatoform disorders and anxiety along with child
psychopathology such as behavioral, conduct and emotional disorders.
 Vulnerable children of migrant workers need to be cared for on a regular basis through a
coordinating mechanism between school/education authorities and authorities responsible for
migrant care.

INTERNAL MIGRANTS
Internal migration refers to the movement of people from one area of a country to another for
diverse reasons. The policy identifies all typologies of internal migrant groups in Sri Lanka including
labor migrants, students, and internally displaced people. Labor migrants include, but are not limited
to, women and men migrating to Export Processing Zones, seasonal workers, fisher folk,
construction workers, professionals and any other skilled, semi-skilled or low skilled, and permanent
or temporary labor migrants.
The reasons for migration are multifaceted but are primarily based on fulfilling economic needs
through employment and education. Internal migration due to the impact of natural or human-made
disasters is also seen in the country.
Internal migration has positive and negative health impacts on the migrants themselves, their family
members as well as on the public health of the country. Over the years, internal migration has
become more diversified, providing new opportunities for people due to the increase in information
flows and better transportation. The health of internal migrants is an inadequately addressed area of
migration and has being identified as one of the significant public health challenges.
A salient feature of internal migration in Sri Lanka is the movement of people from rural areas to
urban areas seeking betted employment opportunities, better educational opportunities and
improved living facilities.
Sri Lanka has a comprehensive health care system with a well-established state sector health service
network connecting both curative and preventive health services and the wide network of private
health care providers. Health services are also provided to specific groups of migrants through
University based health services and health establishments in the Armed Forces. Despite the
availability of comprehensive health care services, the nature of the migration process makes
internal migrants vulnerable to a range of health related issues resulting from food, housing,
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occupational hazards, and neglect of personal health during periods away from their place of
residence.
Internal labor migrants: Internal migrants include women and men professionals, skilled, semiskilled and low skilled workers migrating for employment. Internal labor migrants also include
seasonal agricultural workers, fisher folk and construction workers who move from place to place in
search of work.
Internal migration to Export Processing Zones: With the establishment of the Export Processing
Zones (EPZs) in 1977 and the expansion of industry related job opportunities, large numbers of
women and men commenced migrating to the areas where these EPZs are located. Studies of
migrant workers employed in the EPZs show an employee profile of largely women in the age group
of 16 to 29 years with a significant proportion of unmarried workers. The average service period of
these workers is less than two years.
Research studies show that the general health status of a considerable number of those who
migrated to the EPZs had deteriorated following employment in the Zones. They are at a significantly
higher risk of physical and mental health problems due to factors such as inadequate attention to
personal health and hygiene, under nutrition, work pressure, poor sanitation facilities, unhealthy
living conditions, limited or lack of access to health services during working hours, and inadequate
availability of counseling services leading to psychological stresses and pressures. Further, internal
migrant workers lack knowledge and access to information on health issues such as on reproductive
health issues and sexually transmitted diseases. Numerous negative health effects are reported
among the female workers in this population due to poor eating habits, substandard housing and
occupational hazards. Workers are vulnerable to mental health issues such as depression. Male
workers are more susceptible to occupational injuries due to lack of knowledge and safety
equipment in their workplaces.

Internal migration for temporary employment: The development of the rural economy based on
agriculture, fisheries and construction work is another reason for populations to migrate from one
rural location to another seeking employment opportunities. This type of migration is seasonal and is
limited to the lifetime of each season of agricultural and fisheries cycles. Studies have shown that
seasonal migrant workers prefer to attend to health problems at their original places of residence
and consequently do not focus on their health while away from home and limit their expenditure on
accessing health services and medication. Knowledge of health issues among this population is poor
due to lower levels of education and awareness, concentration on the occupation and poor health
literacy. Depression brought about by loneliness affect the mental health of workers.
Internal migration for education: The primary cause for student migration is disparity in
development of the education system. Students move mainly from rural areas to urban centres to
take advantage of better education facilities at primary and secondary school level and to enter
universities located in such urban centres. They are vulnerable to an increase of illnesses after
migration, and studies have recorded a perceived decrease in the health status of students, primarily
female university students attributable to the lack of nutritious food and inadequate housing.
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Internally displaced persons: Internally displaced persons are persons or groups of persons who
have been forced or obliged to flee or to leave their homes or places of usual residence, especially as
a result of, or to avoid the effects of armed conflict, situations of generalized violence, violations of
human rights or natural or human-made disasters. Sri Lanka has seen large numbers of displaced
persons due to conflict and natural disasters.

IN BOUND MIGRANTS
In bound migrants are individuals and groups entering Sri Lanka for diverse purposes including
employment, tourism and return and resettlement. Foreign citizens as well as returning Sri Lankan
citizens make up this population flow. Accelerated development in post war Sri Lanka has seen an
increase in in bound migration of overseas (or foreign) migrant workers, tourists, students, returning
refugees and failed asylum seekers.
A large proportion of inbound migrants who arrive in Sri Lanka are non-citizens. Approximately
35,000 foreign citizens arrive in the country annually on residence visas with their numbers
increasing due to the recent development boom in the country.
In bound tourism is one of the main sources of revenue for Sri Lanka. In bound students of foreign
origin who are enrolled in both public and private educational institutions comprise a small number
of the total student population of Sri Lanka. Returning refugees and failed asylum seekers are Sri
Lankan nationals who left the country during the ethnic conflict.
 In bound migrants may originate from or travel through countries that have a higher prevalence of
communicable diseases when compared to Sri Lanka. Consequently, a twofold threat to the health
system could be discerned: one, the threat of introduction of new diseases to the country, and
two, the threat of the reemergence of eradicated diseases such as polio. This necessitates
providing access to health services for non-citizens while they are in Sri Lanka without posing an
additional burden to the state health services.
 Currently a health assessment is not required for in bound migrant workers or for those seeking
resident visas to live and work in Sri Lanka for longer periods. A significant number of foreigners
obtain resident visas to Sri Lanka each year, and an increase in these numbers is projected. Hence,
health assessment and vaccination of immigrants are vital in maintaining the country’s health
achievements.
 The Government recognizes the need to address this public health risk in a dignified and
comprehensive manner while encouraging legal and safe entry of workers, tourists and returning
Sri Lankans.
 The State’s free health services are offered only to citizens of the country. The private health
network is the main stakeholder in providing health services to in 23 bound migrants at present.
While acknowledging the burden to the State health system, the provision of accessible, effective
and affordable health care services to such in bound migrants must be made according to a
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strategic plan that will include partnerships with the private health service providers to ensure
that the country’s free health services are not burdened in any manner by providing quality,
efficient and safe health care.

Labor migrants: In bound migrant workers are either documented or undocumented while their
legal, employment and educational status and skill levels vary widely. Undocumented workers are
those who are illegally employed in the country without valid visas. Issues with regard to in bound
migrant workers are as follows:

 Sri Lanka commits to diverse international instruments and has set in place laws, guidelines and
procedures governing the health of migrant workers.
 The legal status, employment status, and education and skill levels of inbound migrant workers
differ from individual to individual. They comprise high skilled workers holding flexible residency
visas and high-paid and stable jobs and undocumented workers in low wage sectors enjoying almost
no residence or job security and illegally employed in the country without valid visas.
 Sri Lanka receives foreign workers mainly for Board of Investment (BOI), private sector and state
sector projects. The countries of origin of the majority of these workers are China and India.
 In accordance with the requirements of the country of origin or employment contract, in bound
migrant workers undergo health assessments prior to their arrival in Sri Lanka. Some companies
offer life and health insurance for employees of foreign origin while some do not cover medical
expenses.
 Migrant workers seek medical treatment for minor work related injuries and accidents, as well as
for medical conditions such as fever, cough and cold, allergic skin conditions, stomach aches and
tooth aches. Workers prefer to visit private general practitioners for minor ailments. The language of
communication is a major issue among workers and health service providers.
Tourists: In bound tourists are a main source of revenue for Sri Lanka and the promotion of tourism
is a key aspect of Sri Lanka’s economic development policy.

Returning refugees and failed asylum seekers: Returning refugees and failed asylum seekers are Sri
Lankan nationals who left the country during the internal armed conflict that ended in 2009. They
return to Sri Lanka either voluntarily or through compulsory repatriation. The majority of the
returning refugees are from India, and the failed asylum seekers are from Europe and North America
and Australia.
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NATIONAL COMMITMENT TO HEALTH FOR ALL MIGRANTS
Sri Lanka’s Ten Year Horizon Development Framework 2006-2016 , which creates the vision for
development and social wellbeing in Sri Lanka is committed to maximizing the benefits of migration.
This is strengthened by Sri Lanka’s international and national commitments pertaining to safe
migration and equality. Sri Lanka is also a signatory to a majority of the international conventions
including the International Convention on the Protection of the Rights of all Migrant Workers and
Their Families, which Sri Lanka ratified in March 1996.

Identifying the importance of migration health, in 2009, the Ministry of Health requested the International
Organization on Migration (IOM) to assist in the preparation of the National Migration Health Policy. IOM’s
technical contribution to the preparation of the policy included establishing a sound evidence base for
policy provisions, support to the Migration Health Secretariat and coordination of the National Steering
Committee and National Task Force and technical assistance in the drafting and finalization of the policy.
In 2010 April Sri Lanka held its first National Consultation for Migration, Health and Development. At this
consultation, key stakeholders in the process comprising government ministries, academics, UN agencies,
NGOs, and foreign employment agencies developed a conceptual framework for the development of the
national migration, health and development programmer in Sri Lanka.

Migrants’ Right to Health makes Economic Good Sense
One of the challenges in our increasingly mobile and interdependent world is to ensure migrants’
safety and health throughout the migration cycle, from their place of origin, in transit, in
communities of destination and on their return. The key barriers to migrants accessing health
services can include linguistic or cultural differences, discrimination and anti-immigrant sentiment,
a lack of affordable health services or health insurance, administrative hurdles, absence of legal
status and the long and unsocial hours that they often work. It is worth noting that the potential
health impacts of migration are not limited to physical health. Long-term family separations and
exploitative or abusive working conditions can also take a toll on mental well-being. Governments
should therefore ensure that national health systems take into account the health needs of migrant
workers and make health services available to them.
William Lacy Swing
Director General
International Organization for Migration
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The process, led by the Ministry of Health set the mechanism to guide the policy and programmatic
approaches to promote the health of migrants. The key government ministries and the organizations
involved in the process were the Ministries of Labor, Defense, Justice, Foreign Employment promotion and
Welfare, finance, External Affairs, Social Services, Economic Development and Board of Investment (BOI),
child Development and Women’s Affairs, Aviation, public Administration and Home Affairs, Education,
Higher Education and the Department of Immigration, the Sri Lanka bureau of foreign Employment, the
National child protection Authority and the Sri Lanka Board of Insurance. Among other key stakeholders
were academics from the Universities of Colombo, Kelaniya, Sri Jayawardhanapura, and Rajarata, UN
agencies and civil society organizations.

The National Steering Committee on Migration Health Policy Development
The National Steering committee on Migration Health policy Development was led by the Ministry of
Health and comprises high level decision makers representing key government ministries involved in
migration.

The Task Force for migration Health Policy Development
The Task Force for migration Health policy Development comprises technical focal points from all ministries
and agencies involved in migration. The Task Force is key to formulation policy documents and technical
proposals to be submitted to the National steering committee.
The initial step in the National migration Health Policy formulation process was the establishment of an
evidence-based foundation for the National Policy. The migration Health Task force with technical
assistance from IOM launched the national research agenda to inform the policy process across four
domains of migration; internal, out bound, in bound and families left behind. Based on the evidence and
information derived from held a series of consultation with representatives of stakeholder ministries, civil
society organizations and the private sector to formulate the National migration Health policy.
The National Migration Health Policy contains sections on out bound migrations, internal migrants and in
bound migrants, and the policy Goals and Policy statements. Integrated into these sections are the health
concerns of families of out bound migrants. The fourth section is the National Action plan on Migration
Health, which sets out practical action plans to address the policy challenges providing space to fulfill the
identified policy goals.
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National Plan of Action on Migration Health
IMPLEMENTATION OF THE POLICY
Policy strategy/strategies












Establish an Inter-Ministerial Committee
representing relevant Ministries and other
relevant stakeholders to take forward the
policy commitments pertaining to the
health status of all categories of migrants
in Sri Lanka.
The implementation of the National
Migration Health Policy will be led by the
Ministry of Health and the Inter ministerial
committee will be chaired by the Ministry
of Health.
The inter-Ministerial committee will
commit to guide, effectively implement
and monitor the implementation of the
National Migration health policy.
The inter-Ministerial committee will
identify as and when required, the need
for
legislative,
regulatory
and
administrative reforms and set in place
processes to meet such needs.
The inter-ministerial committee will
develop and ensure the enforcement of
national standards within the health care
system that prohibit discrimination and
include culturally and language sensitive
health services for migrants and their
families.
The inter-ministerial committee will
initiate and guide research and data
collection on migration.
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Recommended Activities














Led by the Ministry of Health, appoint an
Inter-Ministerial committee on Migration,
Health and Development representing
relevant Ministries.
Develop, in consultation and agreement
with all stakeholders, terms of reference
and implementation modalities of the
National Migration Health Policy.
Inter-ministerial committee will develop a
system
of
policy
implementation,
coordination and networking, information
sharing, monitoring, reporting, and budget
allocation.
Review existing legal framework and make
relevant reforms as necessary
Develop national standards within the
primary health care system that prohibit
discrimination and include culturally and
language sensitive health services for
migrants and their families.
Identify and implement priority research
areas that may be conducted within a
sector or as joint research activities.
The inter-Ministerial committee will take
steps to encourage civil society
organizations to work together on issues
related to the protection of the rights of all
migrant workers and their families, with
special attention to health issues.
The inter-Ministerial committee will
improve
data
collection
methods
(including methods on safeguarding the
proper use of data and maintaining
confidentiality)
on
migration
by
developing innovative data collection
methods. It will raise awareness among
government authorities and migrant
communities about the importance of
health data collection.
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National Plan of Action on Migration Health
OUTBOUND MIGRANTS & families left behind
Policy strategy/strategies
The state will through multi-sect oral engagement:
 Develop and implement a comprehensive
and standardized Health Assessment for
out bound migrant populations of Sri
Lanka origin at pre-departure stage that
endorses their dignity and protection. The
Health Assessment for out bound Sri
Lankan migrants at pre-departure stage
will provide continuity of care through
access to the state health care system.

Recommended Activities










The state will through multi-sect oral engagement:
 Ensure health protection for Sri Lankan
migrant workers by entering into bilateral
agreements
and
memoranda
of
understanding with countries that employ
Sri Lankan migrant workers.
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Develop standards and criteria for predeparture health assessments of any Sri
Lankan intending to leave the country for
purpose of long stay (purpose of work,
study).
Develop guidelines to register predeparture health assessment providers.
Develop
technical
instructions
(guidelines?) in conformity with medical
ethics
for
pre-departure
health
assessments.
Link migration to existing primary health
care for purpose of providing health
benefits to out bound migrants.
Design and implement a system where
prospective migrants are registered at the
closest primary health care institution and
a personal health record is issued to all
such migrants. This should be available at
the time of the health assessment at any
designated centre.
Set in place a procedure by which
information gathered at pre-Departure
Health Assessments by private health
assessment centers is provided to the
National Health Service to ensure health
care and protection to migrant workers.
Enter into bilateral agreements and
memoranda of understanding and
negotiate on health issues and rights of Sri
Lankan
migrant
workers
in
destination/host countries.
Include in such bilateral agreements
provisions pertaining to health insurance,
access to sexual and reproductive health
services.
Include health care entitlements in all
employment contracts of Sri Lankan
migrant workers.
Stipulate regulations regarding health
related issues including recording of death
while in service in countries where Sri
Lankan migrant workers are employed.
Strengthen in-country and off shore
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The state will through multispectral engagement:


Facilitate widespread access to predeparture health related information and
to promote informed choice amongst
networks

mechanisms to ensure proper death
certification of deceased migrant workers
(including the correct use of medical
terms, proper cause of death according to
the international classification of Diseases
(ICD) classification).
Stipulate procedures to conduct inquests
in Sri Lanka in the absence of Medical
certificates or a specific cause of Death.
Stipulate regulations to ensure that a Sri
Lankan official is present at all post
mortems held into the deaths of Sri
Lankans in countries of employment



Provide standardized, hygienic, wellstaffed and adequate house facilities for
displaced migrant workers in need of such
facilities, through effective communication
with Sri Lankan Diplomatic Missions in
destination countries.



Provide
migration
health
related
information at the local primary health
care level
Integrate comprehensive awareness and
necessary skill to address health
challenges of migration including personal
health issues of migrant workers
themselves and their families being left
behind, occupational health and safety,
reproductive health, non-communicable
diseases and mental and psychosocial
health
aspects
including
coping
mechanisms into pre-departure training
programmers for migrant workers.



The state will through multispectral engagement:


Offer voluntary Health Assessments for
returnee migrants to be effectively
reintegrated into the national primary
health care system which includes the
state and private health care network.
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Develop a database of returning migrants
including their health status
Develop a system of re-integration of
returnee migrants into the national health
system
Set in place an informed voluntary
screening for STIs including HIV for
returnee migrants
Set in place a process where returnee
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migrants diagnosed with noncommunicable diseases (Diabetes,
Hypertension etc.) are given the
opportunity to access primary health care
services in order to ensure continuity of
care.
The state will through multi-sect oral engagement:
 Adopt and implement a coordinated local
response that will address mental and
physical health services and social welfare
support to migrant workers and the
families left behind by migrants.
The state will through multi-sect oral engagement:


Develop and implement a coordinated
plan to address the welfare needs of single
parent families where the single parent
migrates for employments.



Build
capacity
and
supportive
environments for migrant workers and the
family members left behind to face
emergency situations arising due to
migration



Develop a system of recognizing
mechanisms and processes that help
families left behind, including those of
single parent families, to cape with the
absence of a family member. Strengthen
and support the enhancement and
replication of these mechanisms and
processes.



Develop a comprehensive child protection
plan for children of migrant workers.



Set in place improved communication
facilities between migrants and the family
members left behind.

The state will through multi-sect oral engagement:


Develop and implement a coordinated
child Health protection plan including
nutrition programmers for vulnerable
children of migrant workers, which feeds
into child welfare and protection plans for
vulnerable
children
of
migrants
implemented by other state institutions.
The state will through multi-sect oral engagement:


Develop and implement a system of
information generation and dissemination
among migrants and their families left
behind to raise awareness on special
situations such as health emergencies and
death of a migrant worker.
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INTERNAL MIGRANTS
Policy strategy/strategies
Recommended Activities
The state will set in place through multi-sect oral
engagement:


A National programmer that addresses
specific nutritional issues and needs of
vulnerable internal migrant populations.






The state will through multi-sect oral engagement:
 Improve access to primary occupational
health care to all internal migrant
populations, in partnership with private
sector health service providers.
The state will through multi-sect oral engagement:


Ensure improved access to reproductive
health information and services to all
internal migrant populations

Identify the vulnerable groups and their
specific nutritional deficiencies
Design and implement a National
programmer for iron supplementation for
internal migrant workers to be
implemented with the participation of the
private sector
Improve access to nutritious food for
internal migrant populations including, but
not confine d to the following:
 Regulate food standards in
manufacturing outlets
 Promote local industries to
provide nutritious fruit and
vegetables at controlled prices
 Create
awareness
among
manufacturers and consumers
on healthy eating
 Provide
fruit
plants
at
concessionary prices by working
with
the
department
of
Agriculture
 Promote local home and factory
gardening with fruit and
vegetables that can be sold at
reasonable prices



Integrate occupational and safety issues of
internal migrant workers into the existing
National programmer on occupational
health and safety.



Develop sexual and reproductive health
information and services and make
available such information and services to
all internal migrant populations.



Develop and implement psychological
support services at occupational settings
and referral services through MOH
Develop and adopt regulatory standards
for boarding houses for internal migrant
populations (workers and students) and
develop a mechanism to continuously
monitor that these standards are adhered

The state will through multi-sect oral engagement:


Identify psychosocial and mental health
needs of all migrant populations and
improve access to health services through
a National programmer.
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to.
Address problems of family disintegration
due to internal migration
Improve social environments of migrant
populations.
Promote recreational facilities for migrant
workers and students
Establish telephone hotline health
information systems and 24 hour
counseling services

The state will through multi-sect oral engagement:


Improve accessibility to health information
for internal migrant populations through
special and strategic awareness raising
programmers and develop the knowledge,
attitudes and practices and in-service
training programmers.




Develop existing health and local
government systems to provide health
information.
Encourage private sector to disseminate
health promotion and prevention
methods.

IN BOUND MIGRANTS
Policy strategy/Strategies
Recommended Activities
The state will through multi-sect oral engagement:
 Ensure health care access to in bound
migrant populations including non-citizens
employed in Sri Lanka without an
additional burden to the state sector
health system in Sri Lanka and through
public and private partnership.
The state will through multi-sect oral engagement:
 Set in place mechanisms to provide access
to primary health care services, including
occupational health and safety to all in
bound migrant workers through fee
levying services by the state sector health
services and private sector health services.
The state will through multi-sect oral engagement:








Strengthen and implement a monitoring,
assessment and surveillance system of all
in bound migrants prior to arrival or soon
after arrival in the country to address
diseases of public health importance to Sri
Lanka. This shall include a formal Health
Assessment for long stay visa applicants to
Sri lanka to ensure the protection of the
health status of such visa holders and to
identify and address conditions of public
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Ensure access to emergency and primary
care services with a user fee
Strengthen existing mechanisms for fee
collection from government health
institutions
Encourage private health insurance
Develop
a
system
to
integrate
occupational health and safety services
into primary health care services and
ensure such services are available to all in
bound migrant workers.

Improve and streamline activities under
international health regulations and
Quarantine and prevention of Diseases Act
to prevent diseases of public health
importance and of international and
national concern,
Strengthen core capacities and quarantine
services at the point of entry to the
country.
Introduce a voluntary rapid assessment for
Malaria for tourists and returning Sri
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health concern in order to mitigate the
impact of migrant’s disease burden on
national health and social services.




The state will through multi-sect oral engagement:
 Establish a border health strategy in
accordance with the current need and
international standards






Lankans from endemic countries at ports
of entry.
Strengthen surveillance at the point of
entry to the country to address diseases of
public health importance to Sri Lanka
Introduce a formal Health Assessment for
long stay visa applicants to Sri Lanka which
will address selected health conditions
including communicable diseases.
Revise/make regulations to the Sri Lanka
Quarantine and Disease prevention Act
according to the country’s current need
and the international Health Regulations
Develop standard operational procedures
on quarantine activities
Capacity building of the required border
health officials

Background Note
Since the detection of first AIDS case in USA in 1981, HIV/AIDS pandemic continues to maintain its’ adverse
health, social and economic impact through-out the world in an unprecedented manner. The global
estimate of people living with HIV was 33 million in 2007 and the percentage of women among them is
around 50%.
As a percentage of the region’s large population HIV prevalence rates in Asia may seem low, but the
absolute figures are high and according to UNAIDS and WHO estimates, 4.9 million people were living with
HIV in Asia in 2007. Approximately, 300,000 people died from AIDS relate illnesses in the same year.
Although, the epidemic’s macroeconomic effect are less severe than earlier feared, HIV is nevertheless
having profound negative effects in high prevalence countries. Using standard economic models, the best
available evidence suggest that HIV is likely to reduce economic growth in high prevalence countries by
0.5% to 1.5% over 10-20 years. Analysis by the Asia Development Bank and UNAIDS indicate that HIV will
slow the annual rate of poverty reduction in Asia in a considerable manner.
While Sri Lanka has been able to remain low-prevalence country for HIV (less than 0.1% among adult
population), due to many reasons it remains vulnerable for an explosion of epidemic. The epidemic in Asia
show that injecting drug users, men who have sex with men and sex workers and their clients are highly
vulnerable for HIV infection. The potential for expansion of HIV epidemic in Sri Lanka also lies with high risk
behavior groups mentioned above.
As targeted by Millennium Development Goals to reverse the epidemic by 2015, it is essential in Sri Lanka
to mobilize all social forces and stake-holders to mount a thorough and well co-ordinated national response
and by doing so, to avoid possible expansion of HIV epidemic and its’ un-imaginable health, social and
economic impact in Sri Lanka.
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National HIV/AIDS Policy of Sri Lanka

Certificate of Authorization
The Cabinet of Ministers of the Democratic Socialist Republic Of Sri Lanka has approved the
Cabinet Memorandum ( No 11 / 0958 / 509 / 092 dated 04th May 2011 ) on National HIV/AIDS
Policy of Sri Lanka

1. Policy Background
HIV/AIDS is a communicable yet preventable disease, which can lead to serious social and economic
repercussions. Although the first HIV infected person in Sri Lanka was detected in 1986, due to the effective
control programmers, the prevalence has been kept at a low level of less than 0.1 per cent in the general
adult population. However, Sri Lanka is vulnerable to an increase of spread of HIV infection due to many
factors.
The Government of Sri Lanka Sri Lanka recognizes that HIV/AIDS is not only a public health concern but also
a social and development challenge, hence the importance of strengthening and scaling up prevention
interventions aimed at behavior development and change to maintain a low prevalence of HIV infection in
keeping with the Millennium Development Goals and also provide care and support for those infected and
affected. The National STD/AIDS control programmer of the Ministry of Health with the involvement of
relevant governmental, non-governmental, international, civil society and professional organizations,
business sector, media and people living with HIV/AIDS (PLHA) will implement the National strategic plan.
2. Policy Objectives
2.1 To prevent HIV and other sexually transmitted infections in Sri Lanka through effective strategies
aimed at reducing;
2.1.1 Sexual transmission,
2.1.2 Mother to child transmission
2.1.3 Transmission through blood & blood products
2.2 To improve the quality of life of people infected and or affected by HIV/AIDS through
minimizing stigma and discrimination and providing quality care and support.
3. Priority areas and strategies
3.1. Multi-sect oral approach
3.2. Prevention of sexual transmission through promotion of safe and responsible behaviors
3.3. Prevention of mother to child transmission
3.4. Prevention of transmission through blood and blood products
3.5. Surveillance, monitoring and evaluation
3.6. HIV testing
3.7. Counseling
3.8. Care and treatment of HIV/AIDS
3.9. Safety in health care settings
3.10.Prevention and control of other sexually-transmitted infections
3.11.Addressing human rights issues
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3.12.HIV/AIDS interventions in the world of work

The policy statements in relation to the key strategic areas are as follows:

3.1. Multi-sectoral approach

Prevention interventions will be focused on highly vulnerable groups and also the general
population with special attention given to in and out of school youth through the involvement of
health and non-health sectors such as, and that shall not be limited to, education, labor, tourism,
foreign employment, plantations, armed forces and police.
In the implementation of preventive measures the role of political and religious leaders,
governmental and non-governmental sectors, international organizations, media and other relevant
stake holders will be recognized.
The National AIDS council and National AIDS Committee
In keeping with the multi-sectoral approach towards HIV/AIDS prevention, the National AIDS
committee which includes representation from all relevant stakeholders will guide and monitor the
national response to HIV/AIDS. The National AIDS council will guide and monitor the interministerial support extended to the national response to fight HIV/AIDS under the chairmanship of
HE the president of Sri Lanka. Similarly provincial AIDS committees and district AIDS committees will
be the multi-sectoral advisory bodies at provincial and district level.
3.2. Promotion of safe and responsible behaviors
The Government of Sri Lanka recognizes the importance of promotion of appropriate behaviors that make
its citizens responsible to themselves, their families and to society for the prevention of HIV/AIDS. Planned
behavioral change communication (BCC) programs should address the needs of the specific vulnerable
groups. Responsible sexual behavior such as abstinence, delaying sex and safer sex practices should be
promoted and encouraged among the youth and general population and provision of services should be
ensure. The use of condom is of utmost importance for the high risk and key vulnerable target populations
and should be promoted. Services that support the practice of safe and responsible behavior should also be
ensured. The empowerment of women and the responsibilities of men in promoting positive behavior
should be emphasized. In addition, reducing stigma and discrimination in relation to HIV/AIDS will be
addressed, in order to promote appropriate health care seeking behaviors.
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3.3. Prevention of mother to child transmission of HIV
Prevention of infection among men and women in the reproductive age and promoting voluntary
counseling and testing for HIV in this age group is the primary strategy. Prevention of unplanned
pregnancies among HIV infected women, provision antiretroviral therapy, safer delivery practices and safer
feeding practices will also be provided as per standard guidelines.
4. Prevention of transmission through blood & blood components
National Blood policy of Sri Lanka recognizes the importance of regular voluntary and non-remunerative
blood donations, with pre-donation information and counseling, and testing of all donated blood to ensure
a safe blood supply. Infected donor should be informed in a confidential manner to refrain from further
blood donations and counseled for linking with treatment, care and support services.
3.5. Surveillance, monitoring and evaluation
STI/HIV/AIDS surveillance will be carried out regularly, according to accepted international guidelines.
Monitoring and evaluation will form the evidence base for strategic guidance of the National programmer.
3.6. HIV testing
The government of Sri Lanka promotes voluntary confidential counseling and testing, recognizing that
mandatory testing would drive those at high risk of HIV infection beyond reach and prevent their access to
public health preventive activities and other health services. Testing will be carried out according to
accepted international guidelines.
The screening of donated blood, donors of tissue and organs will be according to the recommendations of
national policies.
Testing for research and surveillance purposes will be according to current international guidelines.

3.7. Counseling
Counseling is recognized as an integral part of all programs related to HIV/AIDS prevention, care and
treatment. It is important that these services are provided by personal who are adequately trained in
HIN/AIDS counseling.
3.8. Care & treatment of HIV/AIDS
The Government of Sri Lanka accepts the rights of those living with HIV/AIDS to have access to treatment
without stigma and discrimination. Persons living with HIV/AIDS requiring antiretroviral treatment and
management of opportunistic infections will be provided by the state sector in line with national guidelines
and prevailing National health policy.
3.9. Safety in health care settings
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Application of standard precautions will be ensured to reduce the risk of transmission of HIV and other
blood born infections in health care settings. Post exposure prophylaxis should be provided in situations of
accidental exposures according to national guidelines.
3.10.

Prevention and control of sexually transmitted infections

Prevention and management of sexually transmitted infections are considered a priority in the control of
HIV transmission. In this regard the services for STI prevention and care will be further strengthened and
sustained screening for syphilis among all ante-natal mothers should be ensured. Preventive education and
clinical services will be provided to those believed to be at high risk, including sex workers, men having sex
with men and injecting drug users.
3.11.

Human rights

The Government of Sri Lanka will ensure that human rights of people living with HIV/AIDS are promoted,
protected and respected and measures taken to eliminate discrimination and combat stigma which will
provide an enabling environment to seek relevant services. These include the rights of everyone to life,
liberty and security of person, freedom from inhuman or degrading treatment or punishment, equality
before law, absence of discrimination, and freedom from arbitrary interference with privacy or family life,
freedom of a standard of living adequate for health and well-being including housing, food and clothing,
the right to the highest attainable standard of physical and mental health, the right to education, the right
to information which includes the right to knowledge about HIV/AIDS/STI related issues and safer sexual
practices, the right to capacity building of the individual in dealing with this condition, the right to
participate in the cultural life of the community and to share in scientific advancement and it’s benefit.
However, steps shall be taken to prevent persons from willfully and knowingly infecting HIV to other
persons.
The responsibility and behavior of the Media as stated in Article 28 of the Government’s constitution which
casts a duty to respect the rights of others on reporting on matters related to HIV/AIDS are emphasized.
3.12.

HIV/AIDS interventions in the world of work

As majorities of the reported HIV infection are in the most productive 15-49 age group, it is important to
strengthen HIV/AIDS prevention efforts in the world of work.
The government of Sri Lanka, Employers’ and workers’ organization and private sector will be mobilized to
play a key role in this effort and endorses adoption of the guidelines of the ILO code of practice on
HIV/AIDS in world of work for development of workplace policy and programs.
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National Blood Policy

Certificate of Authorization
The National Blood Transfusion Services - ( a bill to provide for the regulation and monitoring of
blood transfusion services to ensure effective and safe blood supply throughout the country in
order to give effect to the National Blood Policy ; and for the matters connected there with or
incidental there to ) Published in the Gazette of the Democratic Socialist Republic of Sri Lanka part II of September 21 , 2007 - Supplement issued on 24.09.2007

GOVERNMENT OF Sri Lanka has identified Blood Transfusion Service (BTS) as an integral part of the health
care delivery system. In order to ensure safety, adequacy, affectivity and easy accessibility of blood and
blood products to the public, a National Blood policy was formulated by the Ministry of Health.
POLICY
1. The state shall be responsible for the supply of safer blood in the country to assure public health
Blood Transfusion Service (BTS) will be implemented
a) By the National blood Transfusion Service (NBTS)
And
b) By private hospital which are registered under the private Medical Institution Act (Bill) and licensed
to operate a Blood Bank
(Minimum criteria to obtain license shall be gazette by the Minister of Health)

2. The responsibility of NBTS shall be
a) Collection of blood from voluntary, non-remunerated blood donors throughout the country
b) Maintain a regular, adequate stock of blood.
c) Screening of collected blood for the following Transfusion Transmitted infections
I.
HIV1&2
II.
Hepatitis B
III.
Syphilis
IV.
Malaria
d) Processing of blood to blood components
e) Storage of blood and blood products
f) Issuing of screened blood and blood products to state and private Blood Banks, to be
transfused to patients
g) Provide training for both state and private Medical Officers(Minimum qualification for training
is MBBS)
h) Maintenance of standards of NBTC as the Reference Laboratory
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3. Responsibilities of private Blood Banks
a) Establish blood storage facilities (Specifications for storage will be provided)
b) Obtain blood from provincial Blood Bank (PBB) or Regional Blood Bank (RBB) in the locality and
maintain a stock of blood to be used for patients. (comply with maximum surgical blood order
schedule)
c) To appoint Medical Officer with NBTS training to be appointed to the Blood Bank (in private
hospitals where NBTS trained Medical Officers are not available, cross matched blood will be
provided by the relevant PBB or RBB until trained medical officers are available)
d) Support and encourage a voluntary blood donation system by organizing mobile blood
donation programmers in the province to ensure blood safety

4. State shall charge the cost for each unit of blood or blood product supplied to the private sector. The
private sector shall not charge more than what they pay to the NBTS for this purpose. They may
however recover charges for additional tests done (other than mandatory e.g. cross matching) if any.
5. NBTS shall accept return blood or blood products from the private Blood Banks.
6. Blood Transfusion Services monitoring committee shall be appointed by secretary, Ministry of health to
monitor both state and private BTS. This committee shall include
a) DGHS
b) D/NBTS
c) D/NSACP
d) DGPHS
e) DDGLS
f) A university professor nominated by the UGC
g) A hematologists nominated by the college of Hematologists
h) A physician nominated by the college of physicians
i) A surgeon nominated by the college of surgeons
j) A Medical Officer nominee from private Hospital Association
k) Any other officer nominated by secretary, Ministry of Health
TOR of the committee will be as follows
I.

II.
III.

Issuing of guidelines for
 Collection of blood
 Screening of blood
 Processing of blood
 Issuing of blood
 Appropriate usage of blood products
Monitoring of BTS
Make recommendations on any other matter that a direct relevant to Blood Transfusion service
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The National Policy and Strategic Framework for Prevention and
Control of Chronic Non-Communicable Diseases

Certificate of Authorization
The National Policy and Strategic Framework for Prevention and Control of Chronic Non Communicable Diseases was published by the Ministry of Health in 2010

1. Background
Since independence, Sri Lanka has come a long way from its focus on control of communicable diseases, in
improving maternal and child health, and virtually eliminating vaccine preventable diseases. Currently,
chronic non-communicable diseases (NCDS) are overtaking communicable diseases as the dominant health
problem, and are now the leading causes of mortality, morbidity, and disability. It has led to an increase in
use of health resources. Aging of the population, urbanization and lifestyle changes are the key factors
behind epidemiological transition.
1.1. Current situation of chronic NCDs in Sri Lanka
The following major chronic NCDs have a significant disease burden in Sri Lanka; cardiovascular disease
(including coronary heart diseases [CHD], cerebrovascular diseases [CEVD] and hypertension), diabetes
mellitus, chronic respiratory diseases, chronic renal disease and cancers.
In 2001 chronic NCDS accounted for 71% of all deaths in Sri Lanka, compared with 18% due to injuries, and
11% due to communicable diseases, and maternal and prenatal conditions. Analysis of age-standardized
data for 1991-2001 has shown that the chronic NCDS mortality is 20-30% higher in Sri Lanka than in many
developed countries (WB ageing study 2008). Moreover, trend analysis suggests that NCD mortality rates
have been rapidly increasing during the past decade (Register General, 2008).

Cardiovascular diseases (CVD)
Coronary Heart Diseases-when considering deaths due to coronary health diseases (CHD), large proportion
of deaths occurs due to myocardial infarction. Currently, ischemic heart disease (IHD) including myocardial
infarction is the leading cause of mortality in hospitals admissions per 100,000. These rates are comparable
to those in OECD countries; this rate will be higher on an age-standardized basis than admission rates in
many developed countries (WB 2008).
Cerebrovascular Diseases-hospital admissions due to cerebrovascular diseases (CEVD) and related causes
have increased by about 20% from 170,000 in 1999 to 210,000 in 2005. Similar or higher increase of
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hospital admissions due to major chronic NCDs should be expected in the next decade (Premarathna et al
2005).
Hypertension- age standardized prevalence rate for hypertension was 19% in Sri Lanka, with little
difference between men and women according to a study done in 1998-2002 (wijewardene et al, 2005).
Many studies that have been carried out in last decade at district and national levels showed similar results.
Comparatively a higher figure of 25% prevalence of hypertension (unadjusted) was reported by katulanda
(personal communication.

Diabetes
Prevalence of diabetes in Sri Lanka has gradually increased over the last two decades. This is evident from
many studies conducted over the last 20 years. One in five adults in Sri Lanka has pre-diabetes or diabetes,
and one third of them were found to be undiagnosed (katulanda et al 2008). The same study indicated that
age and sex standardized diabetes prevalence in those above 20 year was 10.3%. higher overall prevalence
(age standardized) of 13.9% and 14.1% for diabetes and pre-diabetes respectively was reported from a
study that involved 6047 partisans representing four provinces of Sri Lanka(Wijewardene et al 2005).
In Sri Lanka, mortality due to diabetes has increased over the past two decades (world Health Organization
2006). Hospital admission due to diabetes and related complications has shown a parallel rise from 86 to
226 per 100,000 over last two decades (Ministry of Healthcare & Nutrition, 2002).

Chronic respiratory diseases
Chronic respiratory diseases include asthma, chronic obstructive pulmonary disease (COPD), respiratory
allergies, occupational lung diseases and pulmonary hypertension. Prevalence of bronchial asthma among
adults in Sri Lanka varies from 20% to 25% depending on the geographical region. Over the last two
decades, hospital admissions and deaths due to bronchial asthma have increased significantly.

Chronic renal disease (CKD)
Chronic renal diseases of unknown etiology are emerging public health issues which have been reported
from the North Central and North Western provinces. The specific causes are still being investigated and
appropriate specific interventions may be required in the future.
1.2. Major risk factors for chronic NCDs
There are few risk factors shared among all major chronic NCDs, namely smoking, unhealthy diet, physical
inactivity and harmful alcohol use. Prevalence of these risk factors at population level has a major influence
on morbidity and due to NCDs.
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Smoking
The prevalence of (current) smokers among adult male is 22.8% while among female is less than 1%
(Ministry of Health, 2008). Although a declining trend is observed over the past few years, this is not
reflected in drop of overall sales for tobacco related products.
Unhealthy diet
Unhealthy food could be defined as foods that contain high-salt content, high-sugar content, high transfatty acids and saturated fat. High consumption of fruits and vegetable is strongly associated with better
health outcomes.
Although the traditional Sri Lankan dies is vegetable based, a large proportion of adults (82%) do not
consume adequate amount of vegetables. Despite the availability of an abundance and variety of fruit in Sri
Lanka, the average consumption is found to be inadequate.
Despite a modest consumption of fat (15%-18%) by the Sri Lankans, higher percentage of saturated fat
ratio is an important risk factor for development of cardiovascular diseases.
The daily intake of salt (10g/day) and added sugar (60g/day-based on food consumption data, 35g/day
based on individual dietary records) is also high in Sri Lankan diet when compared to WHO
recommendations.
Physical inactivity
Moderate level physical activity is a protective factor against many NCDs. Majority of Sri Lankans (78%) are
engaged in moderate or higher level physical activities (>600 Metabolic Min/Week). However, only a small
proportion is engaged regularly in recreational activity. Female are significantly sedentary (30%) compared
to males (19%) and is also reflected in the higher mean BMI of the former.

Alcohol consumption
Percentage of current drinkers is significantly higher in males (26.0%) compared to females (1.2%).
However, less than five percent of male populations take alcohol more than 4 days per week.
Other risk factors
Stress- stress is an imprecise term which has different scientific meanings and associated with several
psychosocial conditions. An Australian Expert working Group (2003) examined the association between
stress and cardiovascular diseases, concluded that only certain conditions (depression, social isolation and
acute life events) associated with “stress” are risk factors for cardiovascular diseases.
Air pollution-air pollutants consist of gaseous pollutants, odors and suspended particulate matter. Air
pollution has both acute and chronic health effects which is a known risk factor for chronic respiratory
diseases and cardiovascular diseases. In Sri Lanka industrial emissions and vehicular emissions are the main
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contributing factors for outdoor air pollution. Indoor air pollution is mainly identified in rural areas mainly
closed kitchens and in industries where air quality is not being maintained properly.
1.3. Scope of the current policy document
Considering the current burden of NCDs and resource requirements for their preventive measures, this
policy document will address only the following diseases and their risk factors.





Cardiovascular diseases (which include coronary heart diseases [CHD], cerebrovascular diseases
[CVD] and hypertension),
Diabetes mellitus
Chronic respiratory diseases
Chronic renal disease

Other NCDs including mental disorders, injuries and cancers will be referred to in separate policy
documents.
The government of Sri Lanka acknowledges that the prevention and control of chronic NCDs is a priority
issue in the national health agenda and the National Health Master plan 2007-2016 as these diseases lower
the quality of life, impair the economic growth of the country and place a heavy and rising demand on
families and national budgets. It is recognized that a significant proportion of the NCD burden is
preventable if evidence-based policies are in place and relevant programmers are implemented. A national
policy and strategic framework is essential to give chronic NCDs an appropriate priority and to organize
resources efficiently.
Considering these facts, the Ministry of Health & Nutrition has formulated the National policy prevention
and control of chronic Non-communicable diseases. The emphasis of the National NCD policy is on
promoting health and well-being of the population by preventing chronic NCDs associated with shared
modifiable risk factors, providing acute and preventing chronic NCDs associated with shared modifiable risk
factors, providing acute and integrated long-term care for people with NCDs, and maximizing their quality
of life. The relevant strategic framework including nine key strategies is detailed in the latter half of this
policy document. It is expected that these key strategies will thereafter be reflected in corresponding work
plans of all stakeholders. The National NCD policy will be reviewed in response to changing needs and
updated in 5 years.
1.4. Reference to National Health policy, national laws and international agreements
National Health Policy (1992) and Health Master Plan 2007-2016 of Sri Lanka has recognized prevention
and control of NCDs as a priority area of work. These documents recognize that, with increasing expectancy
of life, chronic NCDs such as cardiovascular diseases are on the increase. They also mention that changing
lifestyles and environment have resulted in increase of unhealthy behaviors of the population including
smoking and unhealthy diet. This policy document is also linked to National Mental Health policy, National
Agriculture policy, National Transport policy and National Environmental policy where appropriate.
The Framework convention on tobacco control (FCTC) is the first ever international public health treaty for
which Sri Lanka is a party. Having ratified this important treaty as the first control, which was an obligation
under the treaty.
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A series of international policy guidance on NCDs developed by world Health Organization (WHO) are also
taken into consideration in formulating this policy document. It includes world health Assembly Resolution
(WHA 57.17) on WHO Global strategy on Diet & physical Activity, Health and preventing chronic diseases- A
Vital Investment (WHO 2005), and WHO strategic Framework for NCD control and prevention 2008-2013.
2. Policy vision
A country that is not burdened with chronic non-communicable diseases (NCDs), deaths and disabilities.
3. Policy Goal
The overall goal of the National NCD policy of Sri Lanka is to reduce the burden due to chronic NCDs by
promoting health lifestyles, reducing the prevalence of common risk factors, and providing integrated
evidence-based treatment options for diagnosed NCD patients.
4. Policy objective
To reduce premature mortality (less than 65 years) due to chronic NCDs by 2% annually over the next 10
years through expansion of evidence-based curative services, and individual and community-wide health
promotion measures for reduction of risk factors.

5. Guiding principles
Sri Lanka provides free health care services at the point of use to its public. Accordingly, the principles that
have guided the formulation of this policy include:














Protection of the right to health
Equity and social justice
Affordability and sustainability to individuals and community
Evidence-based interventions, giving equal importance of primary and secondary preventive
measures, and covering the entire continuum of care
Culturally sensitive strategies
Community and family empowerment and participation
Consideration of ethical aspects in individual and community-wide interventions
Attitudes of care givers in being more responsive in providing individual care
Multidisciplinary and multi-sectoral approaches
Consistency with the National Health policy and other existing/relevant government polices
Adoption of a life course approach
Flexibility in adopting new strategies through a phased approach
Integration into the health systems strengthening
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6. Key strategies
The following strategic areas are identified and prioritized for achieving the policy objective:
I.
II.
III.
IV.
V.
VI.
VII.
VIII.
IX.

I)

Support prevention of chronic NCDs by strengthening policy, regulatory and service delivery
measures for reducing level of risk factors of NCDs in the population
Implement a cost-effective NCD screening program at community level with special emphasis on
cardiovascular diseases
Facilitate provision of optimal NCD care by strengthening the health system to provide integrated
and appropriate curative, preventive, rehabilitative and palliative services at each service level
Empower the community for promotion of health lifestyle for NCD prevention and control
Enhance human resource development to facilitate NCD prevention and care
Strengthen national health information system including diseases and risk factor surveillance
Promote research and utilization of its findings for prevention and control of NCDs
Ensure sustainable financing mechanisms that support cost-effective health interventions at both
preventive and curative sectors
Raise priority and integrate prevention and control of NCDs into policies across all government
ministries, and private sector organizations

Support prevention of chronic NCDs by strengthening policy, regulatory and service delivery
measures for reducing level of risk factors of NCDs in the population

In addition to health related policies, policies and regulatory frameworks in other domains such as
education, trade, food, agriculture, environment, urban development and taxation also have a major
bearing on NCD risk factors. The following policy, regulatory and service delivery measures are suggested to
reduce the level of exposure of individuals and populations to the common modifiable risk factors for
chronic NCDs, namely tobacco and alcohol use, unhealthy diet, and physical inactivity.
Tobacco and alcohol use





Implementation of the National Authority Act on Tobacco and Alcohol will be strengthened.
Implementation of the Framework convention of Tobacco control will be ensured.
Implementation of Alcohol prevention strategic plan will be strengthened.
A mechanism to coordinate tobacco alcohol preventive activities carried out by different
stakeholder groups in line with the government policy statement of “MATHATA THITHA” will be
established.

Unhealthy diet




The coherence with National Nutritional policy and WHO Global strategy on Diet and physical
Activity, and the close collaboration with other sectors involved in nutrition related activities will be
ensured.
The existing food act and its effective implementation with the focus on NCD prevention and
control measures including proper labeling, ethical advertisement, provision of correct information
to consumers, legitimate health claims and responsible marketing will be strengthened.
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National strategies on promotion a healthy diet will be incorporated into national agriculture,
education and trade policies.
Step will be taken to facilitate, promote and enhance availability of health food.

Physical inactivity





A coordinated mechanism involving the education, sports and relevant stakeholders to develop a
national physical activity guide will be established.
National and local governments will be directed towards formulating policies in providing people
with opportunities for safe walking, cycling, organized games and other forms of physical activities.
Transport policies to encourage non-motorized modes of transportation will be formulated.
Policies in promotion sports and recreation facilities embodying the concept of increasing the
physical activity for all will be strengthened.

Air pollution





Co-ordination with other relevant stake holders in minimizing air pollution.
Implement programmers to minimize indoor and outdoor air pollution at community level
Support and promote safe work environments to minimize occupational exposure to polluted air
with the corporation of relevant stake holders.
Strengthening and supporting the implementation of environmental policies, laws and regulations
which are related to outdoor and indoor air pollution.

Stress





Support life-skills development among school children,
Provide supportive services for stress management programs at occupational settings
Enhance health sector capacity to address stress and related health issues
Promote cultural, social and religious activities that promote mental and social wellbeing.

II)

Implement a cost-effective NCD screening program at community level with special emphasis
on cardiovascular diseases

An NCD screening programmer will be implemented for detection and management of people with NCDs
and high risk individuals at community level with special emphasis on cardiovascular diseases. The
following principles are applied in this regard.





A cost effective high-risk-NCD screening programmer linked with curative healthcare options and a
health guidance programmer for lifestyle modifications will be established for early detection and
management of major chronic NCDs with a special focus on disadvantaged communities.
NCD screening and subsequent health guidance will be implemented in parallel with measures to
develop health setting and environment to support individuals undergoing lifestyle modifications.
The private health sector and community-based organizations will be encouraged to participate in
NCD screening programmers within a regulatory framework.
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III)

Facilitate provision of optimal NCD care by strengthening the health system to provide
integrated and appropriate curative, preventive, rehabilitative and palliative services at each
service level

NCD preventive, curative, rehabilitative and palliative services shall be evidence-based, cost effective,
appropriate and equitable, and provided at all the service levels. The management and service delivery
systems at each of the primary, secondary and tertiary levels will be strengthened and measures to ensure
the standard of care to provide integrated NCD services will be in place.
Primary level








Each divisional secretariat area will have a network of services that will ensure the coverage of the
following:
 Health promotional activities
 Risk factor assessment
 Individual focused communication for risk modification
 Early diagnosis
 Treatment emphasizing continuity of care, including palliative care
 Basic emergency care
 Appropriate referral and back referral system that efficiently links up with secondary
care
Primary care facilities will be made accessible and will be equipped with core-set of technologies
and generic drugs to manage major NCDs, risk factors and common medical emergencies based on
the WHO core package of interventions and evidence-based protocols.
Efforts will be made to involve all first contact health care givers both in the allopathic and nonallopathic health systems (government and private sectors) as an integral part of the primary care
delivery system for NCD prevention.
Individuals and communities will be empowered to take responsibility to improve health seeking
behavior and to adopt health life styles.

Secondary level







Evidence-based clinical management for NCDs with efficient laboratory support and other ancillary
services will be made available at District General and Base hospitals.
Emergency treatment units will be made available.
Efforts will be made to ensure quality of care with emphasis on responsiveness.
Availability of multi-disciplinary teams to provide comprehensive clinical care will be ensured.
A referral and back referral system based on appropriate protocols will be implemented.
Ambulatory care will be made more efficient and accessible to address referral from primary care.

Tertiary care and specialized institutions


Each province will have at least one institution that provides comprehensive tertiary care services
for chronic NCDs.
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Multi-disciplinary sub-specialty units (e.g. nephrology, cardiology, neurology, etc.) will be set up to
support comprehensive tertiary care for chronic NCDs.
Accessibility for referral to specialized services shall be ensure to secondary care institutions on an
equitable manner.

Standard of care at all the service levels




IV)

Evidence-based national guidelines shall be implemented for the prevention and management of
major chronic NCDs at all levels of care.
A mechanism will be developed to periodically review service needs at each level. An NCD
morbidity and mortality review will be conducted periodically.
Continuous professional development will be an inherent component in health system
strengthening to ensure standard of care.

Empower the community for promotion of healthy lifestyle for NCD prevention and control

Models and mechanisms will be developed to empower communities to ensure their participation in multisectoral activities related to health promotion, and NCD prevention and control. In order to develop
healthy communities, the following measures will be taken.







V)

Efforts will be made to define local priorities, and to develop health policies in local communities.
Mechanisms will be developed and implemented to empower communities for health promotion
through settings approach (e.g. schools, workplaces, villages etc.). Inter sectoral collaboration will
be promoted to support local community actions.
Communisms will be developed and implemented for advocacy, awareness creation and health
education of the mass population in healthy lifestyles. The society will be advocated in engaging in
multi-sectoral activities using electronic and print media.
A community-based surveillance system to monitor trends in risk factors will be established.

Enhance human resource development to facilitate NCD prevention and care

The human resource development will be facilitated with the focus on strengthening the capacity in
delivering effective curative services and preventive sector programs related to NCD prevention in line with
the Health sector Human Resource Development policy framework. The primary focus in this respect is the
realignment of both pre-service and in service training programmers, and the following measures will be
taken.




In collaboration with academic institutions and professional organizations, a comprehensive
training package on NCDs will be developed and incorporated into basic and postgraduate
curriculum of doctors, nurses and other health workers.
In-service training and opportunities for continuing professional development, including training on
the WHO care package NCD interventions, will be provided for all health staff for delivery of
evidence-based care.
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VI)

Strengthen national health information system including diseases and risk factor surveillance

The present health information system will be strengthened and expanded to provide key information to
guide and advocate decision makers at national, provincial, district and local levels. The following measures
and principles are applied in strengthening and utilizing the health information system.




VII)

The information system strengthening and data collection will be oriented by objectives of
assessing the effectiveness of policies and the impact of programmers, and tracking the trends of
major risk factors and NCDs at national, provincial, district and local levels.
The categories of core information to be collected will include:
 Inpatient and outpatient (including clinic return) hospital morbidity and mortality data
including those in the private sector
 Mentality data from the vital registration system
 National and provincial registries for selected diseases
 Data on standard indicators of the major risk factors and their determinants from sentinel
surveillance sites
 Data on process, output and outcome indicatory for monitoring and evaluation of all
programmers related to prevention and control of major NCDs
 Data for monitoring standards of care
 Data generated from research and special studies on NCDs

Promote research and utilization of its findings for prevention and control of NCDs

Research will serve to guide policy makers in improving and strengthening policies and programmers for
NCD prevention and control. In order to promote research and utilization of its findings, the following
measure will be implemented.










Multi-disciplinary research committees will be established at national and provincial
levels in collaboration with academia and professional organizations. These
committees will look into the following areas:
Desk review of existing research
Promoting and supporting research, prioritized according to available data in areas of NCD
prevention and control, including analytical, operational and behavioral studies
Identification of challenges, barriers and incentives to conduct research
Funding mechanism for NCD research activities
Networking of government agencies, NGOs and academic community to support research
Translation of research findings to action
Identification and promotion of evidence-based health interventions
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VIII)

Ensure sustainable financing mechanisms that support cost-effective health interventions at
both preventive and curative sectors
Health care financing is requisite for translating policies and plans into real actions. Adequate
financing for NCD prevention and control activities will be ensured by rational cost estimation and a
specific annual budgetary allocation at national and provincial levels. These budgetary provisions
will be estimated systematically in line with the NCD strategic plan and resource requirements at all
healthcare institutions. The following measures are suggested to ensure sustainable financing
mechanisms to support cost-effective and evidence-based interventions in NCD prevention and
control.







IX)

Costing NCD prevention and treatment services and forecasting required budget will
be conducted in a systematic manner in order to suggest the overall burden
imposed by NCDs.
Given that NCD prevention is clearly cost-effective but likely to be costly,
international support will be sought to launch primary and secondary prevention
activities rapidly.
An adjustment to maintain a separate budge t category for NCD prevention and
control will be made to allow for earmarking of funds of funds for related activities.
Institutional and organizational changes will be made to reduce the current high out
of-pocket burden through effective reorganization at the primary health care level.

Raise priority and integrate prevention and control of NCDs into policies across all
government ministries, and private sector organizations
Taking account of the influence of other sectoral policies and strategies on the prevalence of NCDs
and their risk factors, other sectors will be sensitized on the health consequences of their work
when formulating and modifying their policies. The following measures are suggested to raise
priority and integrate prevention and control of NCDs into policies across all government ministries,
and private sector organizations.



The importance of including health aspects relevant to the reduction of NCDs into policies
of all government ministries and private sector organizations will be advocated.
Other sectors will be advocated to pay sufficient attention in addressing favorable health
promotional environment with special reference to NCDs while implementing measures
within their purview.

7. Implementation, monitoring and evaluation
Successful implementation of the National NCD policy, proposed strategic approaches and Action plan will
be achieved through the development of appropriate coordination mechanisms at national, provincial and
district levels. A mechanism to monitor and evaluate the policy implementation will also be established.
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7.1 Coordination mechanisms
Appropriate coordination mechanisms will be established at the national, provincial and district levels. The
NCD prevention and control unit of the Ministry of Healthcare and Nutrition will serve as the operational
and overall coordination body in implementing the National NCD policy under the National Steering
Committee for Non-communicable Diseases and National Health Council. At the provincial and district
levels, the planning and coordination unit of PDHS office and the NCD cell of RDHS office will function as
the coordination bodies in planning and implementation of NCD programmes.

National Health Council (NHC)
National Health Council (NHC) functions as the supreme body for promoting inter-ministerial/inter-sectoral
collaboration and multi-sectoral partnerships, and overseeing progress of implementation of the National
NCD policy for Sri Lanka as an integral part of the health system development. Decisions taken by the
National Steering Committee for Non-communicable Diseases regarding implementation of strategies
involving multi-sectors will be discussed at the NHC.
The National NCD steering committee
The National NCD steering committee will functions as the national monitoring body on National NCD
policy implementation. It will be chaired by the secretary of the ministry of Healthcare and Nutrition, and
constitute high level representation from all relevant government agencies and development partners
including local and international NGOs. The membership will be comprised of secretaries of Ministries of
Finance, Trade, Agriculture, Urban planning, Education, justice, Poverty Alleviation, Social Welfare, any
other relevant Ministries, Provincial Secretaries of Health Ministries, Provincial Health directors, relevant
Deputy Director Generals, Directors, representatives from professional bodies and consultant community
physicians from the NCD unit. The National NCD steering Committee will meet every two month and be
accountable to the Minister of Healthcare and nutrition for policy implementation. A provincial advisory
board for each province is also proposed.
The National NCD steering committee will undertake the following functions.




Ensure financial resource for implementation of the following functions.
Approve and support inter-sectoral actions required for prevention and control of chronic NCDs
Evaluate the impact of implementation of the NCD policy measures across the sectors and provide
yearly reports for the parliament and provincial councils

National Advisory Board for Non-Communicable Diseases (NABNCD)
The NABNCD functions as the advisory body on National NCD policy implementation. It will be chaired by
the Director General of the Ministry of Healthcare and nutrition, ad constitute high level technical
representation from relevant professional bodies. The NABNCD will undertake the following functions.
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Advice and support Ministry of Healthcare and Nutrition on technical matters related to prevention
and control of chronic NCDs
Scientifically evaluate the impact of implementation of policy measures on reducing the NCD
burden and advise on modifications of the National NCD policy as a appropriate.

NCD prevention and control unit/Ministry of Healthcare and Nutrition
The NCD prevention & control unit under the Director NCD will be the focal point in the Ministry of
Healthcare and Nutrition for policy implementation, monitoring and evaluation. The NCD prevention &
control unit will be supported by Technical Working Group (TWG) on NCDs. The NCD prevention & control
unit will undertake the following functions.






Develop strategic targets and outcomes to be achieved at national, provincial and district levels
Develop a routine management information system to identify resource needs in effective
implementation of the National NCD policy
Coordinate with different sectors for proper implementation of the National NCD policy
Monitor and evaluate prevention and control activities of NCD programmers
Advocate and ensure that the national strategic plan on NCDs is implemented through provincial
health plans

The NCD prevention & control unit will be managed by a relevant director under the leadership of a Deputy
director General. It will manage a separate budget for NCD prevention and control. The administrative and
authoritative structure will, if necessary, be reformed to ensure effective implementation of the National
NCD policy.

Technical working Group (TWG) on NCDs
The TWG will consist of 8-10 members and will function under the Director NCD. The membership can be
expanded as per the working requirements where additional members will be co-opted from
representation from the relevant stakeholders.
Provincial and regional coordination and implementation
The planning and coordination unit of PDHS office and the NCD cell of RDHS office will serve as the focal
points at the provincial and district levels. Responding to local need and circumstances, provincial and
Regional Directorates of Health services will develop integrated provincial and district plans that are
consistent with the National NCD policy of Sri Lanka after consulting relevant stakeholders. NCD prevention
and control activities at the district level will be planned and implemented by district NCD coordinating
teams headed by the relevant RDHSs.
Implementation of the NCD provincial and district plans will be coordinated by consultant community
physicians (or Medical Officers in NCD in the absence of a consultant community physician) with the
support of other technical experts at district level under supervision of PDHSs or RDHSs.
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7.2.Monitoring and evaluation
A results-based monitoring and evaluation system will be established to evaluate the implementation of
the National NCD policy, the strategic plan and district programmers. Monitoring and evaluation of the
national program will be done by Director NCD. The M & E report which includes the status of
implementation of the NCD strategic plan and the achievement of expected results shall be presented by
the NCD prevention & control unit to the National steering committee for NCD.
Monitoring and evaluation guidelines will be developed by the NCD prevention & control unit in
consultation with provincial authorities and used by the provincial Health Administration where provincial
and district health information systems function. Data collection and report generation will be done by
relevant PDHSs/ RDHSs with assistance of consultant community physicians.
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National Health Laboratory Policy

Certificate of Authorization
National Health Laboratory Policy had been approved by the Cabinet of Ministers of Democratic
Socialist Republic of Sri Lanka , on 01st December 2006 . subsequently the National Health
Laboratory Services Act has been prepared with Medium Term & Long Term Strategies and
monitoring Indicators

Government of Sri Lanka identifies health laboratory service as an essential component in the health care
service it is committed to provide a quantitative and qualitative essential laboratory support to health care
providers. Both in patient care services and public health sector, through a network of state and private
health institutions. Ministry of health is responsible for establishment and enactment of essential and
relevant legislation and also for providing technical and managerial guidelines for maintenance of
laboratories in compliance with nationally and internationally accepted standards.
The proposed policy for laboratory services:









Be within the overall health policy
Cover all medical laboratories in both state and private sectors. (including laboratories to be
established for public health functions)
Have a sound legislative and administrative support to monitor and regulate the activities
pertaining to laboratory services.
Encourage achievement and maintenance of laboratory standards accepted nationally and
internationally and thereby to obtain accreditation.
Provide a framework for equitable, sustainable, cost effective, accessible, safe, reliable and valid
laboratory support for the health service.
Promote the rational use of laboratory investigations for a good quality health care service which is
affordable to health care seekers.
Promote medical research and teaching
Ensure the collection of all health related data from both state and private sector laboratories and
provide them to the relevant Government authorities, while respecting patient confidentiality.

Objectives of medical laboratory policy
01. Ensure the timely availability of reliable and valid diagnostic and analytical laboratory support,
necessary to protect and promote the health and wellbeing of the people from communicable and
non-communicable diseases or any other public health concern in an organized, equitable,
sustainable and cost effective manner.
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02. Ensure that a good quality laboratory service be provided to the people of Sri Lanka by the state as
well as private sector through achieving and maintaining laboratory standards accepted nationally
and internationally and work towards accreditation of all laboratories.
03. Promote the rational and safe use of laboratory technology by health care professionals and
consumers.
Areas covered by the policy
Laboratory standards
National standards will be developed in compliance with the Act of the Sri Lanka Board for conformity
Assessment and the standards set out by W. H. O. and the international standards organization, ISO 15189
and to implement accreditation in conformity with the Act of the Sri Lanka Board for Conformity
Assessment. Ministry of Health and Sri Lanka Board of accreditation for conformity assessment will work
closely with the support of Laboratory experts to develop the standards and plan of action for achieving
standards.
Scope of Laboratories
Scope of the laboratory should be decided by the institution which provides the service. Scope should
express the type of investigations performed, level of reporting and type of services offered. (E.g.
consultant’s advice on further investigations, giving expert opinion, educating communities on rational use
of laboratory)
Management organization including human resource
Laboratory should be staffed with qualified technical personnel per norms established by technical advisory
committee and with medical professionals suitably qualified. A consultant in laboratory medicine or in his
absence the Head of institution or his nominated medical consultant or properly trained laboratory
scientist should be the head or the Executive of the laboratory. Flow of authority and command should be
well established. Ministry of health together with post Graduate institute of Medicine and the universities
is responsible for planning and developing human resources inn laboratory medicine. Continuous training
and education of laboratory staff should be adopted as a practice as the technologies keep on improving
every day. There should be identified centers for training in laboratory medicine and technology an
effective maintenance unit should be established for the state sector laboratories. The laboratory service
for the state sector hospitals should be as comprehensive in the coverage of laboratory tests as possible,
and be maximally and be based on strict cost effective criteria.
Routine laboratory testing abroad should be minimized; and this specimen together with those submitted
for research should be recorded at a suitable focal point in the Ministry of Health.
Affordability and Ease of Access
Laboratory testing for the Government sector should be done as far as possible within the Government
sector cost effective alternative tests must be encouraged. Receipt of samples and issuing to reports should
not be restricted merely on time but should be decided according to urgency. Laboratory should be
accessible at any time of the day for relevant investigations required for the immediate management of
patient. All possible tax concessions should be offered to license laboratories for import of equipment and
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consumables, in order to minimize the cost thereby increasing the accessibility for such services. A pricing
policy/mechanism for monitoring the charges should be adopted.
Safety and staff welfare
All laboratories should be designed to ensure safety and easy cleaning there shall be a mechanism in
operation for the disposal of potentially infectious waste and other hazardous products of chemicals used
in the laboratory for testing of clinical samples. Healthcare workers would need to have personal protective
apparel, equipment (and adequate immunizations. Practicing of universal/ standard plus extended
precautions must be strictly enforced and monitored. Facilities should be made available such as changing
rooms, eating rooms etc.
Equipment and supplies
Equipment required at various laboratories in compliance with its scope should be identified by the
Technical Advisory Committee and the Ministry of Health will ensure supply of same to state sector labs. A
sound purchasing policy should be enacted to ensure selection of appropriate technology which is network,
supply equipment and consumable to the relevant institutions in the state sector. Proper management of
the supply chin and regular maintenance of equipment would need to be enacted. Operators log book,
equipment maintenance and calibration register. A team of management at central level should take the
responsibility of supervising these activities.
Regulation and Quality Assurance
All state and private sector Laboratories would be licensed by a regulatory authority duly established by
law on the recommendations made by the Sri Lanka Accreditation Board for conformity Assessment based
on inspections as per requirements in the standards on an annual basis. If standards are maintained
extensions need be granted. The authority should have the powers to close down laboratories which are
not functioning up to required standards. Internal quality assurance system as per required by the agreed
standards should be enforced manual with standard operative procedures for sll important activities must
be maintained.
A National External Quality Assurance scheme (NEQAS) shall be in operation at central level. Periodic
checking of quality by NEQAS ensures quality functioning of satellite laboratories linked to this scheme. If
accuracy deviates significantly from the expected norms or if there is a complaint with regard to accuracy
investigation to check on deviation need to be carried out in order to correct them. Regular calibration of
equipment with upward traceability must be ensured.
Research Teaching and Training
There should be resources and incentives for research. Contract research should be in keeping with
standards of the funding agency while satisfying government regulations. The research could be extended
to investigate local norms and compare internationally. System research should be encouraged using
routinely available data.
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Monitoring and Evaluation.
Implementation of the National Laboratory policy would be monitored by a Technical Advisory committee
(TAC) comprising of various stake holders at the level of the Ministry. Internal audits will be conducted by
teams appointed by this TAC, in view of evaluation and correction of any short comity. Accreditation of
laboratories would be effected by an independent team of external auditors effectively trained for
assessment by the Sri Lanka accreditation Board for conformity assessment. This team could recommend
erasure of license if acceptable standards with adequate staff are not maintained. The TAC is responsible
for giving terms of reference and criteria for specific activities of the bio-engineering service, accreditation
team, NEQAS officials and help in resource development.
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Accident and Emergency care policy of Sri Lanka

Certificate of Authorization
Cabinet Memorandum No 15 / 0586 / 616 / 022 dated 19th March 2015 had been approved by
the Cabinet of Ministers of Democratic Socialist Republic Of Sri Lanka on 22nd April 2015

1. INTRODUCTION
SRI Lanka has achieved impressive health status indicators almost comparable with those in the developed
world. However, accident and Emergency care services need further development. An accident or an
emergency (A & E) is an illness that is acute and poses an immediate threat to a person’s life. These
patients present with potentially life threatening conditions without prior notice, which need prompt
attention and appropriate emergency care.
A health service has to respond to emergencies on land, maritime boundaries and air space. In addition to
promising the day to day Accident and emergency needs of the population, it has to provide emergency
care in the event of disasters and public health emergencies of national and international concern.
Accident and emergency care is a demanding and complex area of practice, presenting diverse challenges
for patient-centered care. In the recent past there has been an increasing incidence of accidents and
emergencies. Deaths and disabilities due to accidents and emergencies which in turn would also reduce the
premature deaths (deaths below 65 years of age) can be minimized with well-established and a responsive
emergency care services.
The government policy envisages the country to aspire to be a nation with a high quality of life for all of its
citizens having standards of living comparable to the developed world. With the contemporary
development efforts in Sri Lanka, the Ministry of health has identified the need for establishing a sound
Accident and Emergency care policy in order to develop comprehensive Accident and Emergency care
services on priority basis.

2. BACKGROUND
Many models of accident emergency care are practiced throughout the world starting from Emergency
Treatment Units (ETUs) to dedicated Emergency and Trauma care Apex centers. The basic emergency and
trauma care in Sri Lanka was established with the introduction of first ever ETU at the Base Hospital
NuwaraEliya in 1988, followed by many other hospitals. The concept of preliminary care unit (PCU) which is
a more advanced care model was introduced in other hospitals as well. The establishment of purpose built
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Accident service at the National Hospital of Sri Lanka in 1991 was an important landmark in emergency
trauma care. Provincial General Hospital Kurunegala pioneered the establishment of an Accident and
Emergency unit in Sri Lanka in 2002.
With the development of different types of accident and emergency services, the Trauma secretariat was
established in December 2004 following the national disaster due to the Tsunami to define standards and
other requirements for providing trauma care services. Trauma care services in many hospitals including
the National Hospital of Sri Lanka (NHSL) and the provincial General hospital Anuradhapura have been
substantially improved during the 30 years of civil strife. Some private hospitals have established
emergency care units and private ambulance services to provide pre hospital care.
This policy proposes to introduce a well-coordinated, stratified and cost-effective Accident and emergency
care service by establishing new units or upgrading the existing Accident and Emergency departments with
a health systems approach for timely access to integrated care in all emergencies to prevent death and
disability. This is with a view to provide prompt and quality patient care services with safety, dignity and
compassion.
3. GUIDING PRINCIPLES
Sri Lanka provides free health care to its population and is committed to the principles of social justice,
equity and human rights.
The guiding principles of National Accident and Emergency policy are,
I.
II.
III.
IV.
V.
VI.
VII.
VIII.
IX.

Protection of the right to health and value for life
Equity, social justice and cultural appropriateness
Patient centered care
Multidisciplinary approaches for comprehensive care
Efficiency effectiveness
Technical and service quality
Affordability and sustainability
Continuity of care
Meet emerging health needs through evidence based approaches

4. VISION:
Nation with an Excellent Accident and Emergency care service
5. MISSION:
To establish a comprehensive accident and emergency care system which includes pre hospital, hospital
and rehabilitation care to minimize the short and long terms health impacts on affected individuals.
6. GOAL
To reduce preventable mortality and disability related to accidents and emergencies in Sri Lanka by
providing an efficient and effective Accident and Emergency services at all levels of health care.
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7. POLICY OBJECTIVE
To provide a framework to establish comprehensive accident and emergency care system in at least 75% of
healthcare institutions within 3 years from the implementation of this policy.
The following strategic objectives are proposed in order to achieve the above policy objective.

8. STRATEGIC OBJECTIVES
8.1 island wide establishment or upgrade of A & E services in appropriate levels of care in government
sector health service
The A&E care services should be reorganized and strengthened as a system providing prompt and
comprehensive A&E care. This new system aims to newly establish or upgrade current A&E care services,
based on the implementation guidelines, to provide an Island wide coverage appropriating to that level of
care.
8.2 Enhancement of private sector involvement and improving the standards on A&E care in private
sector hospitals
It is proposed to encourage the private health institutions through the private sector Regulatory council
and the Directorate of private Health sector Development to adhere Guidelines to provide a
comprehensive A&E service in the country.
8.3 Development and defining of standards on A&E services for each level of care
A&E will be divided in to 4 categories based on proposed care models in the guidelines. It ranges from apex
centre (Level I)to emergency Room (Level IV). Each province will have one apex center (Level II) facility and
a Level II facility will be available in all other Tertiary care institutions while, a Level III facility will be in all
secondary care institutions and a Level 4 facility will be made available in all primary care (Divisional
Hospitals) institutions. Infrastructure, available facilities and human resource are defined in the guidelines
and treatment protocols and assessment indicators will be standardized to maintain the technical and
service quality for A&E care.
8.4 Improving the capacity of relevant staff on A&E care
A national training programmer with curricula should be developed based on identified training needs
(identified in the guidelines) and conducted regularly in order to establish a high quality, efficient and a
comprehensive A&E care service. Furthermore, a ‘National Simulation Centre’ will be established to provide
hands on A&E training. It is recommended to incorporate concepts of emergency medicine to medical
curricula of all undergraduates and trainees (medical, nursing and others) and to include first aid modules
in school curricula.
8.5 Establishing pre hospital care services in each district as part of Accident and Emergency care
Management system
Pre hospital care service can be simply defined as bringing medical care to the scene of emergency. It can
be either a retrieval service (a fully trained team including medical experts and stabilizing the patient on
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site) or scoop and run with minimal intervention to authorized nearest hospital in any emergency the
concept of ‘platinum 10 minutes within the golden hour’ should be preserved in order to minimize
untimely deaths, complications and long term disabilities. In order to achieve this goal a coordinated pre
hospital care service will be established under 2 categories, namely retrieval teams and paramedical teams
based on selected suitable pre hospital care model for Sri Lanka. In all possible places initially at least at all
Apex Centers, there will be a retrieval team where as in all other places there will be paramedical team
which will include trained paramedics. Pre hospital care services will be attempted to be established at first
with available resources through health and non health stakeholders. Standards for ambulances for this
service are included in the guidelines.
8.6 Enhancement of public awareness and commitment towards successful utilization of A&E services
and empowerment of public on prevention of trauma
This goal of improving public awareness and commitment will be fulfilled by assessing the awareness
regarding the emergency services available and then public awareness programmers will be introduced
using a planned communication strategy.
8.7 Enhancement of patients’ and public satisfaction on quality improvement of A&E care service
Patient and public satisfaction surveys will be conducted to assess and improve quality off the A&E services
from time to time. At the same time the National Information Centre on Emergency (NICE Centre) and a
quality assurance programmer for A&E will be established.
8.8 Monitoring the implementation of developed Accident and Emergency Care management system in
the country through establishment of management information system related to A&E services
Process monitoring will be achieved through conduction of biannual review of the A&E systems in the
country and other accepted methods based on suitable monitoring tools with indicators. In parallel, A&E
units will be networked and management information system related to A&E services will be developed
based on the guidelines.
8.9 Enhancing research on Accident and emergency care
Relevant applied research in all levels of A&E care will be promoted. Researchers will be facilitated through
coordination for information, literature and source of funding. Each A&E department will be provided with
IT facilities and training for analysis and utilization of information for strengthening the A&E service in the
country.

9. POLICY IMPLEMENTATION
Policy implementation will be based on the national Accident and Emergency strategic framework and the
implementation guidelines. The strategic framework outlines the proposed activities under each of the
strategic objectives and the implementation guidelines refer to the following areas:



A&E operational structure and care model
Triage system for A&E units
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Infrastructure development guideline
Standard Human Resource Requirements for A&E units
Standard Equipment Requirements for A&E units
Standard Equipment, facilities and capacity building required for ambulances for inter hospital
transfer of patients
Standard Drugs list for an A&E units
Information system for A&E units
Capacity Building for human resources within the A&E units
Quality improvement in A&E units

Annual operational plans will be developed for each of the above strategic areas based on the
implementation guidelines for each of the levels of A&E care.

10. MONITORING AND EVALUATION (M&E)
A National A&E care steering committee will be established to coordinate and review the implementation
of this policy, strategic framework and implementation guidelines along with coordinating bodies at
provincial and district levels.
The National committee will be chaired by the secretary Health and the provincial and District committees
will be chaired by the provincial director Health services and the Regional Director Health Services
respectively.
The implementation guideline on information system will be followed to report on overall A&E units
performance and patient information Management system at A&E units.
Facilities will be established to create inter-hospital communication system to better plan for patient
transfers including a ICU Bed availability, knowledge improvement of health teams in A&E units and for
providing expert advice to lower level A&E units.
For injuries, an injury surveillance system will be established in selected A&E units and a trauma register
will be established to report on the trauma patient burden in the hospitals.

STRATEGIC OBJECTIVES
1. Island wide establishment or update of A&E services appropriate to levels of care in government
sector health service
2. Enhancement of private sector involvement and improving the standards on A&E care in private
sector hospitals
3. Development and defining of standards on A&E services for each level of care
4. Improving the capacity of relevant staff on A&E care
5. Establishing pre hospital care services in each district as part of Accident and Emergency care
Management system
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6. Enhancement of public awareness and commitment towards successful utilization of A&E services
and empowerment of public on prevention of trauma
7. Enhancement of patients and public satisfaction on quality improvement of A&E care service
8. Monitoring the implementation of developed Accident and Emergency care Management system in
the country through establishment of management information system related to A&E services.
9. Enhancing the researches on Accident and Emergency care

Strategic Objective I:
Island wide establishment and upgrading of A&E services in a cost effective manner appropriate to levels of care
in government sector health service
Expected
Expected
Strategy
Activity
Indicator
Target
Responsibility
outputs
Outcome
Planning to
Defining the
Defined
Completi 100%
MOH
improve A&E
facilities to be
norms for
on of
completion
care services
available in each
facilities at
activity
before 31st
island wide by
level of care
each level of
August 2013
newly
care
establishing or
Conducting a
Completed
Completi 100%
MOH
upgrading
national survey to national
on of
completion
existing facilities assess the current survey
activity
before 31st
situation of
December
Accident and
2013
Emergency care
and to identify the
gaps/differences in
infrastructure /
staff/ instrument
and equipment
island wide in all
levels
Preparation of a
Prepared
Completi Completion MOH
development plan developmen
on of
before
Head of the
for each institution t plans
activity
primary
institutes
for
care
provincial
implementation in
institution
health
stages
plans-31st
authorities
March 2014

Developing
facilities of

Costing the
development

Completed
cost

Prompt &
efficient
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Completi
on of

Secondary
and Tertiary
care
institution
plans-30st
June 2014
Completion
before

MOH
Head of the
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Accident and
Emergency units
with island wide
coverage

plans

Identification of a
suitable source of
funding.

A&E care
service
leading to
reduced
unnecessary
admissions
(work
load/ward
congestion)

activity

primary
care
institution
plans-31st
March 2014
Secondary
and Tertiary
care
institution30st June
2014
31st July
2014

institutes
provincial
health
authorities

Identified
agreed
donors/fund
ing agencies
Implemente
d plans

Completi
on of
activity
Completi
on of
activity
at each
stage

100%
completion
before 31st
August 2017

M&E of
implementation of
Development
plans

Completed
reviews

Monthly
reviews

Up to date
completion
of Monthly
reviews

Introducing cost
effective
technologies and
methods and
mechanisms in
emergency Health
care services
Assessment of cost
minimization
through the result
of cost studies
based on
calculated unit
cost pre cost
centers and unit
cost per patient
Conduction of cost
benefit analysis

Introducing
cost
effective
technologie
s and
methods in
A&E care
Completed
cost studies

Periodic
reviews
with
internati
onal
experien
ces
No of
cost
studies in
hospitals

Up to date
conduction
of audits

100%
completion
of hospital
cost studies
before 31st
August 2014

MOH
DDG(ET&R)
SLMA PGIM

No of
cost
benefit
analysis

At least one
cost benefit
analysis per
year

MOH
DDG(ET&R)
SLMA PGIM

Implementation of
the Development
plans in predetermined stages

Ensuring cost
minimization
through A&E
care service

estimate for
each
developmen
t plan

Health care
cost
reduction

Completed
cost benefit
analysis
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MOH DDG (MS)
DDG (P)

MOH
Head of the
institutes
provincial
health
authorities
MOH
Head of the
institutes
provincial
health
authorities
MOH
Head of the
institutes
provincial
health
authorities
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Accident and Emergency centers comprising a ambulance bay, reception and a triage area, patients
registration desk, resuscitation bay, short stay HDU, treatment area, short stay observational unit with
operation theatre facilities, police post, small laboratory, separate radiology department, isolation area,
toxicology management area and a recreation area including area for the staff, dispensary/ pharmacy and a
patients waiting area and a visitors waiting area in all hospitals above BHs ( The facilities may change at
different levels of A&E s)
Strategic Objective II:
Enhancement of private sector involvement and improving the standards on A&E care in private sector hospitals
Expected
Expected
Strategy
Activity
indicator
target responsibility
outputs
outcome
Improving A&E care
Assessment
of Completed
Complet Completion
MOH DDG
service in the
number
of assessment
ion of before 30th (MS) DDG
private sector
emergencies
in current
study
June 2014
(ET&R)
handled by the services
D(PHSD)
private
sector
PHSRC SLMA
versus
government
sector
Assessment of the Completed
Comple Completion
MOH
DDG
existing models of assessment
tion of before 30th (MS)
DDG
care
in
A&E on current
study
June 2014
(ET&R)
delivered at the models
D(PHSD)
private health care
PHSRC SLMA
institutions
through an island
wide survey
Advocacy
to Completed
Motivated
Compl
Completion
MOH
private
health advocacy
private
etion
before 31th DDG(MS)
institution
health
of task
December
DDG(ET&R)
authorities
on
institution
2013
D(PHSD)
improving
A&E
authorities
PHSD)PHSRC
care
Monitoring and
Regular
Minimized
Regular Up to date MOH
supervision of the
clinical audit mortality
clinical
clinical
DDG(MS)
emergency care
in
private due
to
audit
audits
DDG(ET&R)
services provided
sector
trauma in
D(PHSD)
by the private
private
PHSD)PHSRC
health sector and
sector
to take corrective
institution
measures
s
whenever
necessary
Improving the Adherence of the Prompt and Quality
100% of 100%
MOH
standards
on private health care efficient
emergency
adheren adherence
DDG(MS)
A&E care in institution to the A&E
care care service ce
to up to 31th DDG(ET&R)
private sector National
services in based
on protocol December
D(PHSD)
hospitals
Emergency policy private
selected
s
and 2017
PHSD)PHSRC
guidelines
and sector
criteria and SOPs
Manual
institutions
patient
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Organizing training
facilities/programs
for the relevant
private sector staff

Skilled,
efficient
emergency
care staff in
private
sector
institution
for
better
emergency
care
managemen
t.

satisfaction Completion100%
of
in
private task
completion
sector
of
training
institution
programmers
on A&E care
for
private
sector staff
before 30th
June 2015

Strategic Objective III:
Development and defining of standards on A&E services
Strategy
Activity
Expected
Expected
Outputs
Outcome
Development
Consultative
Completed
of
a meeting
with consultative
operational
local experts to meetings
with
framework
review of A&E revision
of
which results systems in other systems
in
better (developed)
patient
care countries
model on A&E Defining
of Defined
care
standards
on acceptable
A&E services in standards
each level of care on A&E for
each level
Preparation and Finalized
finalizing
the policy and
policy and tragic strategic
frame work on frame work
A&E care
on A&E care
Development
Consultative
of
Completed
protocols with SOPs
meeting
with consultative
for management local
in experts to meeting
A&E care service review of A&E with
care
defined
management in protocols
other
and SOPs
(developed)
countries

Development of
manual
with
protocols
and
SOPs

Developed
manual
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Indicator

Target

MOH
DDG(MS)
DDG(ET&R)
D(PHSD)
PHSD)PHSRC

Responsibility

Completion Completion
of activity
before
30th
June 2013

MOH
academic
bodies

Completion Completion
of
activity
before 31th
August 2013

MOH
Academic
bodies

Completion Completion
of
activity
before
31thDecember
2013

MOH
Academic
bodies

Completion Completion
of
MOH
activity
before
31th Academic
August 2013
bodies

Completion Completion
of
MOH academic
activity
before
31th bodies
September
2013
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Strategic Objective IV:
Improving the capacity of relevant staff on A&E care
Strategy

Activity

Capacity
building
(improving
knowledge
and skills) on
A&E
of
relevant staff
involved
in
A&E
care
service

Expected
Expected
outputs
outcome
Completed training
Skilled,
need analysis dedicated
emergency
care staff for
better
emergency
Designed
management
standard
training
programmer

indicator

Target

Conducting a
training need
analysis for all
categories of
involved staff
Designing
of
suitable
standard
training
programmer
inclusive
of
courses
with
curriculum and
training
materials based
on information
from training
need analysis
Development of Developed
a training plan training plan
for five years and colander
and a training
calendar

Completion
of activity

Completion
MOH Academic
before 31th bodies
August 2013

Completion
of activity

Completion
before 31st
October
2013

MOH
bodies

Completion
activity

Completion
of
before 31st
October
2013

Costing
the
training plan
and
identification
of
probable
resources

Completed
cost estimate
and identified
funding
resources

Completion
of activity

Completion
before 31st
November
2013

MOH
KDU
national
institute
of
Emergency
Medicine with
simulation
Centre
(proposed)
MOH

Conduction of
island
wide
training
programmers
for consultants,
medical
officers, nursing
officers
and

Conduced
island wide
training
programmers

Completion
of activity

Up to date
completion
according to
the planed
calendar
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Responsibility

Academic

MOH KDU
national institute of
Emergency Medicine
with
simulation
Centre (proposed)
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paramedics in
collaboration
with recognized
institutions
Arranging
suitable
international
trainings for
relevant staff
selected based
on
defined
criteria

Trained staff
on Emergency
care
of
comparable
international
standards

Organizing
Conducted
continuous
programmer
Medical
Education
workshops and
web
based
trainings

Introduction of
concept
of
Medical
Sociology into
the A&E staff
training
Establishment Establishing the
and
National
improving
institute
of
facility
for Emergency
capacity
Medicine
building
of
relevant staff

Establishing
simulation
center

Development
of
a
production
plan
for
relevant A&E
staff cadre

CPD

Included
training
module
on
Medical
sociology
Established
National
institute
of
Emergency
Medicine

a Established
simulation
Centre

Preparation of
a production
plan
for
training
of
Emergency
physicians as a
long
term

Produced
Emergency
care
physicians
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Completion
of activity

Up to date
completion
according to
the
planed
calendar

MOH National
institute
of
Emergency
medicine
(proposed)
Alfred center,
Australia
All
India institute
of
Medical
sciences
Completion Up
of to date MOH National
activity
completion
institute
of
according to Emergency
the
planed medicine
calendar
(proposed)
Alfred center,
Australia
All
India institute
of
Medical
sciences
No
of DEC 2014
MOH/university
trained
persons with
sociological
aspect
Completion
of activity

31stDecember MOH/KDU
2014

Completion
of activity

31st
December
2014

Completion
of activity

Up to date MOH
completion
PGIM
according to
the
planed
schedule

MOH/KDU
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Ensuring
developed
skills on A&E
care of all
medical
officers

measure and to
train specialists
in trauma care
as short term
measure
Preparation of
a certificate or
diploma level
postgraduate
training for all
MOS involved
in Emergency
care
Training
of
other
health
care categories
on similar basis
in proportion
Incorporation
concepts
of
Emergency
Medicine
to
medical
curriculum in
view
of
providing basic
emergency
medicine
training for all
undergraduates

Produce
Diploma
holders
in
Emergency
care

Completion
of activity

Up to date MOH
completion
PGIM
according to
the
planed
schedule

Trained Para
Medical staff

Completion
of activity

Up to date
completion
according to
the
planed
schedule
Completion
before 31st
October 2014

Introduced
Highly skilled MO
Completion
Emergency
cadre on A&E care
of activity
Medicine
modules
in
medical
curriculum

MOH

MOH Medical
Faculties of all
Universities

Strategic Objective V:
Establishing pre hospitals care services in each as part of Accident and Emergency care Management system
Strategy
Planning for a
standard
efficient prehospital care
service

Expected
Expected
outputs
outcome
Selection of a Designed
presuitable
pre hospital
care
hospital care model model
for Sri Lanka based
on result of pilot
projects and expert
group opinions
Developing
plan Designed
pre-hospital
for the identified care service
institutions/areas
Activity
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Indicator

Target

Responsibility

Completion
of task

31st August DDG(MS)
2013
D(MS)
Working group

Completion
of task

31st
October
2013

DDG(MS)
D(MS)
Relevant heads
of institutions
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31ofst
December
2013

Costing
for
developed plans

Budgeted
the
developed plans

Completion
task

Development of
hospital
based
pre-hospitals and
retrieval teams
based
on
international
standards
in
stages

Developed hospital
based pre-hospital
care
teams/retrieval
teams

Completion
of task

Providing
infrastructure/staff
for such teams
Conducting
regional training
programmers on
pre hospital care
service
for
relevant staff
Implementing
Advocacy for and
pre-hospital
coordination with
care
service relevant
other
through
authorities

Provided
infrastructure/staff
based on need
Conducted
regional training
programmers

Completion
of task

Completed
advocacy
programmers

Number of
districts
covered

100% completion
MOH;
before
DDG(MS),
31.05.2015 D(MS)

Relevant other
organizations;
municipalities
Armed forces/
Fire
Brigade
etc.

Conducted training
programmers

Number of
districts
covered

100% completion
MOH;
before
DDG(MS),
31.12.2015 D(MS)
Relevant other
authorities

Provided facilities

Number of
districts
covered

100%
completion
31st
December
2016

MOH
Relevant other
authorities

Teams developed Successfully Number of
island wide
pop
districts
rerating
covered
PHC service
with island
Conducted reviews wide
Number of
coverage
districts
covered

100%
completion
31st
December
2016
100%
completion
31st
December
2016

MOH
Relevant other
authorities

Implementing
pre-hospitals
care
service
through
relevant
sectors;
relevant
hospitals

Conducting
training
programmers on
pre hospital care
service
for
relevant staff
Provision
of
possible facilities
and support for
other
organizations on
PHC service
Island
wide Establishment of
implementation at least retrieval
of PHC model
teams
covering
island wide
Monitoring
through periodic
reviews
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Completion
of task

DDG(MS)
D(MS)
Relevant heads
of institutions
25%
Ministry
of
completion Health Relevant
before
other
30.34.2014 authorities such
as
Armed
Forces police
Fire
Brigade
SLRC/ST JOHNS
AMBULANCE
25% completion
MOH
before
Relevant
30.34.2014 authorities
100% completion
MOH
before
Relevant
31.12.2014 authorities

MOH
Relevant other
authorities
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Strategic Objective VI:
Enhancement of public awareness and commitment towards successful utilization of A&E services empowerment of
public on prevention of trauma
Strategy

Activity

Expected outputs

Enhancement
of
public
awareness and
commitment
towards
successful
utilization of
A&E services

Development of a
communication
strategy on A&E
services for public
specially
for
target
groups;
school children,
occupational
groups and others
using all selected
methods
Costing of the
communication
strategy

Developed
communication
strategy

Introducing
measures
community
empowerment

Indicator

Target

Responsibility

Completion
of task

Completion
before
December
2013

MOH
DDG (MS)
D(MS)
D(HEB)

cost

Completion
of task

Completion
before
December
2013

MOH
DDG (MS)
D(MS)
D(HEB)

Identification of a Identified source of
suitable source of funds
funding

Completion
of task

Implementation
of
the
communication
stagy island wide
in stages for all
relevant
categories
of
public
Designing
suitable training
programmers in
emergency care
and first aids for
general
public
and
school
children
Incorporation
basic
for concepts of
emergency
medicine and first
aids in school
curriculum

Implemented
communication
strategy

Completion
of task

Completion
before
December
2013
Up to date
completion
of
the
schedule

MOH
DDG (MS)
D(MS)
D(HEB)
MOH
DDG (MS)
D(MS)
D(HEB)

Designed training
programmer

No
of
district
covered

Introduced basic
A&E modules in
school curriculum

Completion
of the task

Finalized
estimate
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Expected
outcome

MOH
D(HEB)
Armed forces
police
fire
brigade SLRC
ST JOHNS
AMBULANCE
Completion
before
December
2014

MOH
DDG(MS)
D(MS)
D(HEB)
D(FHB)
Ministry
Education
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Training
of
teachers
as
Trainers on basic
A&E and
first
aids

Pool of trained
teachers
in
Emergency
Medicine and first
aids

Completion
of the task

Completion
before
December
2014

Improving
knowledge
of
public on first aids
through
mass
media
training
programmer
Improving
cost
awareness
in
public

Developed mass
media
training
programmer

Completion
of the task

Completion
before
December
2014

MOH
DDG(MS)
D(MS)
D(HEB)
D(FHB)
Ministry
Education
MOH
DDG(MS)
D(MS)
D(HEB)

Developed
cost
awareness
programmer for
public

Completion
of the task

Completion
before
December
2014

MOH
DDG(MS)
D(MS)
D(HEB)

Strategic Objective VII:
Enhancement of patients’ and public satisfaction through quality improvement of A&E care service
Strategy
Development
and
implementation
of a
quality
assurance
programmer on
A&E as a part of
the
National
Health
Excellency
programmer

Activity
Introduction of
set of technical
and
service
quality indicators

Expected outputs
Introduced
quality assurance
programmer with
set of indicators

Introduction of Introduced
benchmarking
benchmark
through liaison
with advanced
center
of
excellence in the
word
Introduction of Achieved criteria
monitoring
mechanism for
quality
improvement

Expected outcome
Indicator
Patient and Completion
public
of task
satisfaction

Target
Completion
before
30.04.2014

Minimized
mortality in
Emergency
care
Quality
Completion Completion
improvement of task
before
through
30.04.2014
benchmark

Improved
quality
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Efficiency
of quality
audit

Regular
audit

Responsibility
MOH
relevant
other
authorities
D/
Quality & safety

MOH
relevant
other
authorities
D/
Quality & safety
MOH
relevant
other
authorities
D/
Quality & safety

Page 139

Strategic Objective VIII:
Monitoring the implementation of developed Accident and Emergency care Management system in the country
through establishment of management information system related to A&E services
Strategy
Establishment
of
management
information
system on A&E

Monitoring and
evaluation of
the
Accident
and emergency
care system in
the country

Activity

Expected
outputs
Developing of a Established
comprehensive
database
web based data
base
and
populated from
each institutional
level
Establishment of Established
networking of all institutional
institutions
network

Expected
outcome

Indicator

Target

Responsibility

Completion Completion
of the task before 30th
April 2014

MOH
DDG(MS)
D(MS)
D(INF)

Completion Completion
of
MOH
th
the task
before 30 April
DDG(MS)
2014
D(MS)
D(INF)

Development of
indicators
for
monitoring
of
A&E service at
institutional
level
Development of
suitable
M&E
plan
with
monitoring tools
and indicators
Conduction of
Biannual
review of A&E
system in the
country.

Institutional
reviews

Periodic
review

Developed M&E
plan

Completion Completion
of
the task
before 31th
December
2013

MOH
DDG(MS)
D(MS)
D(INF)

National review
according to the
M&E plan

Periodic
review

Regular
monthly
review

Provision
of
feedback based
on information
of review

Successful
timely feed back

Efficiency
of
feed
back

Regular
feed back

MOH
DDG(MS)
D(MS)
D(INF)
Heads
of
institutions
MOH
DDG(MS)
D(MS)
D(INF)
Heads
of
institutions
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Regular
review

monthly
Heads
institutions
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Strategic Objective IX:
Enhancing the researches on Accident and Emergency care
Strategy

Activity

Promotion of
researches
on A&E care

Defining areas
on which need
researches on
A&E

Promotion of
researches on
A&E through
other
institutions

Expected
outputs
Defined
research
agenda

Facilitating
researchers
who
conduct
studies A&E
Coordination
for
funding
agencies

Motivated
researchers

Planning and
conducting
research
activities
at
each
level
institutions
Promotion
through OGIM

Conducted
researches as
planned

Facilitating
researchers
who conduct
studies n A&E

Motivated
researchers

Expected
outcome

Development
of research
culture

Coordinated
funding
sources

Researches
promoted
through PGIM

Indicator

Target

Responsibility

Completion
activity

Completion
of
before 31st
August
2013

MOH
DDG(MS)
DDG(ET&R)
Academic
bodies
MOH
DDG(MS)
DDG(ET&R)

No
of
researchers
facilitated
per year
No
researchers
coordinated
per year

No
researchers
coordinated
per year in
each level
Evidence
based A&E
No
of
care service researchers
improvement promoted
per year
No
of
researchers
facilitated
per year
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MOH
DDG(MS)
DDG(ET&R)

MOH
DDG(MS)
DDG(ET&R)
Heads of institutio

MOH
DDG(MS)
DDG(ET&R)
PGIM
MOH
DDG(MS)
DDG(ET&R)
PGIM
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National policy on Healthcare quality and Safety

Certificate of Authorization
Cabinet Memorandum No 15 / 0652 / 616 / 037 dated 04th March 2015 , was approved by the
Cabinet of Ministers of Democratic Socialist Republic of Sri Lanka , on 27th May 2015 .

Introduction
Sri Lanka provides free healthcare services to all the citizens irrespective of their socio-economic status or
geographic location and has achieved remarkable health outcomes, compared to the other countries in the
region.
Having reached many targets in quantitative aspects, Ministry of Health now focuses on achieving its goals
in quality of healthcare and safety. However, there are initiatives to improve the services by way of
improving infrastructure, introducing monthly performance reviews, preparing manuals and guidelines,
initiating productivity improvement programmers etc.
Presently, the Sri Lankan healthcare system is also experiencing major changes, notably in the provision
and maintenance of quality and safety in healthcare systems, within its limited resources.
The National policy on Healthcare quality & safety for Sri Lanka aims at achieving a higher quality of life for
its citizens by identifying the roles and responsibilities of the Government and private institutions in
relation to better provision of curative and preventive care and implementing the strategies through
specific programs island wide.

Global Situation
For most of the last decade, healthcare organizations, internationally, have never really had to worry about
what they were spending on and how they were spending. All this has now been changed and the approach
in balancing the effective management of quality and safety, whilst saving money at the same time, has to
be addressed.
There is some evidence to suggest that improving quality could have an important, if limited, contribution
to addressing financial pressures. Administrators, clinicians, Nurses and other categories of staff can
increase their likelihood of success by working together to meet the challenges, measuring and monitoring
the improvement, reviewing how much it has cost and how much it has saved, and above all by managing
implementation skillfully.
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In terms of ‘best practice’ or indeed rules/ guidelines that should be followed, the following may provide a
start:






Individuals who oversee quality improvement and safety are required to be more precise about
return on investment for quality initiatives.
It is necessary to become more sophisticated in the approach to measure improvement, and to link
investment in improvement, to outcomes achieved in clear cost/benefit terms.
Cost reduction has to be seen as an explicit dimension of quality and safety that cannot be
separated from other aspects.
Every quality improvement project should have an explicit goal of reduction in waste, unnecessary
variation and/or cost.
Every cost reduction initiative should have a counterbalancing set of measures to ensure that
quality and safety is enhanced or at least maintained.

It is only in this way that the healthcare sector, internationally, will have key measurable objectives and
visibility of what impact effectively managing quality and safety initiatives has across an organization.
To ensure the sustainability of standardized quality and safe patient care, the introduction of a policy on
healthcare and safety is essential. It is also needed for the development of quality standards and guidelines,
improvement of a patient safety orientation, and involvement of staff, improvement of the assessment and
evaluation of quality improvement, improvement of information and state reporting systems and the
achievement of a better value for money.

Quality in healthcare is a multifaceted concept and is not amenable to a single performance measure or
simple metric. In the past decade there has been a concerted international effort to improve measurement
and reporting, and a growing consensus about the key domains of quality in healthcare and relevant
measures and indicators to populate these domains. The key domains are:







Effectiveness;
Access and timeliness;
Efficiency;
Safety;
Patient centeredness; and
Equity

National policies for quality have been developed in European countries, South Africa, Netherlands,
Hungary, Finland and Estonia. Different names for the policy of healthcare have been adopted in these
countries such as policy on Health care quality and safety, National policy programmer for quality, National
strategy on quality, improvement in Health care, quality policy for Health care, National Health strategy,
National Health plan, National strategy for quality improvement in Health care and a First class service:
quality in the new NHS.
The policy developed by Norway defines legal accountability through local government and professional
self-regulation and all providers of health services are to have effective quality systems.
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Therefore, different countries have developed their policies according to the areas needed to be address in
order to implement the programmer successfully. Some countries have adopted monitoring mechanisms to
address the areas of concern for the proper implementation by evaluation through indicators.

National Policies that influence Healthcare Quality Policy
Government’s policy has identified the importance of quality in healthcare and states that Excellence in
healthcare is to be achieved through the provision of patient-focused, comprehensive and high quality
service. The state, working in partnership with the private sector, will ensure equitable access to the health
services.
The National Health policy of Sri Lanka points out that Healthcare will be made more accessible to the
community on an equitable basis with provision for meeting specific health needs, improving the quality of
healthcare to a level acceptable to health the community and service providers and healthcare will be
made more efficient and cost effective.
The main goal of the Government Health policy is to provide patient care enriched with quality by
reorganizing the healthcare delivery system, especially at district and provincial levels.
The National Quality policy of Sri Lanka envisages an integrated approach to quality management involving
all sectors of the economy and all segments of society.
Enhancement of Quality of service Delivery is one of the major components in the Health Master plan. It
says that a quality assurance strategy will be developed to facilitate the delivery of high quality services
central to the ethos of the health sector. The Ministry of Health will lead in developing quality assurance in
a systematic manner that enhances team spirit and patient and consumer-focus and builds on the existing
quality improvement programs. This approach will include clinical accountability and the development of
peer group review and clinical audits, as well as methods of monitoring patient satisfaction and total
quality management of services. The need for a system of continuous professional education for doctors,
nurses and other healthcare workers, at regular intervals, will be discussed with the appropriate
professional and regulatory bodies. Also clear protocols and accreditation processes will be introduced to
upgrade and sustain standards in both the state and private sector. To ensure sustainability, professional
organizations, medical faculties and service providers will be involved in the developmental process.
History of Healthcare Quality & Safety in Sri Lanka
The evolution of a National Quality Assurance Programmer in Sri Lankan Health Services dates back to
1989. With the on publishing of the handbook on the National Quality Assurance programmer in 1995 by
the Ministry of Health, some institutions embraced the concept to introduce quality improvement
programmers in their own institutions. The Quality Assurance programmer was re-launched in 2000 with
the concept ‘Quality Healthcare through productivity’.
The castle street Hospital for Women (Teaching) was identified as the focal point for the National Quality
Assurance programmer and then castle hospital was identified as the focal point for the National Quality
Assurance programmer of the Ministry of Health. Since then measures have been taken to expand this
programmer to other hospitals island wide. As a result, hospitals such as Ampara DGH, Peradeniya TH and
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Kurunegala PGH have initiated their quality improvement programmers. It was believed that quality
improvement programmers can be implemented only in the line ministry institutions because of the limited
availability of resources in other hospitals. The Quality improvement programmer at Mahiyangana BH in
2004-2004 paved the pathway for hospitals which are governed by provincial councils and other smaller
hospitals.
With this experience, a pilot study was carried out in five hospitals of different administrative levels in
North Western province. This gave an insight on the carrying out of the quality improvement programmer
for the Ministry of Health. In 2007-2009, with this experience, the programmer was expanded to eight
hospitals in the southern and Uva provinces. With these pilot studies it was identified that the
establishment of a District Quality Assurance Unit and quality Management Units are important to facilitate
and monitor the quality improvement programmer. It was also recommended that an apex body be
established to facilitate the quality improvement programmer throughout the country. Therefore, under
the World Bank-HSDP funds, a building was constructed for the National Quality Assurance programmer. A
consultative committee was appointed to decide on the scope and function of the Directorate of
Healthcare Quality and safety. It was commissioned in August 2012. Since then measures have been taken
to carry out the quality improvement programmer of the Ministry of Health in a planned manner. Presently
the Directorate functions under the principle of ‘A centrally Driven, Locally Lead, clinically Oriented,
Patient centered, continuous Quality Improvement programmer’.

Vision
Providing optimum quality and safe healthcare services to the people of Sri Lanka

Mission
Facilitating healthcare institutions to provide demonstrable best possible quality healthcare services
through continuous improvement while responding to peoples’ expectations and ensuring safety with
involvement of all stakeholders
Goal
To sustain continuous Quality Improvement of healthcare services that ensures clinical effectiveness and
patient safety while addressing the non-health expectations of the people.
The following seven key Result Areas constitute the Healthcare Quality and safety policy of the government
in the medium term. The policy statement is structured on the basis of a rational for each Objective which
will be accompanied by set of illustrative strategies. The strategies of achieving Objectives will be
implemented through specific programmers which will be developed by the working group mandated to
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formulate the Action plan on Healthcare quality and safety. In the Action plan the roles and responsibilities
of the national and provincial Administrators, NGOs and the private sector will be identified. The
development of mechanisms for-co-ordination and the provision of adequate resources will be necessary in
order that responsive, quality and safe healthcare service is enabled to the general population.

KEY RESULT AREA 1: CUSTOMER/ PATIENT SATISFACTION
OBJECTIVE:
To ensure organizational settings towards customer-focused care responsive to their preferences,
expectations and values
Rationale
Provision of healthcare in a more customer friendly environment, while addressing the ailment adequately,
has been an area of interest in recent decades. There have been tremendous advances in science &
technology contributing immensely for the patient management. More humanistic client centered
approach in delivering the health care services has become a major concern worldwide.
Health-care processes are that designed to meet the customer satisfaction (i.e. the users of health-care
services which are applicable in existing healthcare has become a major focus of attention. Also, changes in
organizational behavior have become necessarily for more customer-focused care.
Understanding customer values and preference while establishing a healing relationship between clinicians
and patients and patients’ families, grounded in strong communication and trust. Listening to patient
narrative stories about care experiences can often provide insight into expectations of care in a more
engaging manner than quantitative data. Patients value in a good health-care experience. Internationally
studies consistently indicate the certain areas are the aspects that patients value most, i.e. being treated
with dignity and respect; having confidence and trust in providers; courtesy and availability of staff;
continuity and transition; coordination of care; pain management and physical comfort; respect for
preference; and emotional support.
Consult with the “customers” during the design and development stages of new services or updated
processes are needed to internalize these values into the system. Strategies aiming at developing
mechanisms to enhance consumer participation in decision making have been employed. The challenge of
health system is to ensure that engagement with patients and the population is at the heart of all policies
sand strategies for quality improvement, and that this commitment is translated into meaningful action.
Patients are placed firmly at the heart of the health system, highlighting that patients should be considered
as co-producers of their care and their recovery. Involving patients can increase their satisfaction and
improve health outcomes. More recently, increasing recognition is being given to how patient involvement
could reduce the likelihood of health-care harm
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STRATEGIES:
a. Expand service provider capacities towards responsive healthcare delivery.
b. Develop mechanisms to ensure timeliness on safe service delivery
c. Establish the facilities and standards for responsive care for all including the disabled, elderly &
special groups in hospitals.
d. Develop mechanisms to enhance stakeholder participation in decision making of organizational
quality improvement
e. Establish a surveillance system for customer satisfaction

KEY RESULT AREA 2: MANAGERIAL SYSTEMS AND PROCESS IMPROVEMENT
OBJECTIVE:
To establish effective managerial systems and processes to facilitate continuous quality improvement
Rationale
Regulation and standards, is frequently visited in the quest for quality improvement in health systems and
offers considerable scope for policy interventions at country level. Setting standards and monitoring
adherence to them may be one of the more efficient means of facilitating higher compliance with evidence.
Several governments have established quality units within their ministry of health, or have convened
multiagency consultative groups. Many such groups were set up specifically to carry out a predefined
government objective of reform, but others have a remit to develop comprehensive and consistent
national policy and to oversee its implementation. Consumer, purchaser and provider representatives are
often included.
Quality improvement is achieved through shared responsibilities, accelerated organizational development,
and participation of stakeholders in the respective managerial system. Shared responsibility is an important
contributor for continuous quality improvement. The delivery of high-quality, patient-centered care
requires the concerted efforts of many healthcare professionals, with growing evidence that effective
multidisciplinary team working in a clinical setting.
Health system design determines the responsibilities of various stakeholders in delivering quality. Roles and
responsibilities for delivering quality can be assigned to professionals, management, payers, governmental
bodies, patients and the public. Irrespective of the nature or type of health-care system, responsibilities for
quality need to be allocated and performance relative to agreed quality thresholds must be transparent.
Quality monitoring needs to be based on a well-functioning national information infrastructure. Through
not impossible, international experience demonstrates that assembly of such infrastructure is complex and
costly. The internet is increasingly used as an important mechanism to ensure the quality of health care.
Accreditation is typically a formal process of assessing the degree to which health facilities meet
predetermined standards pertaining to quality and availability of services. Assessments are usually
undertaken by an independent body. Inspection and accreditation at varying levels can be provided as
appropriate to the resources available in the country. Although evidence of the impact of this type of
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approach on patient choice is scare, public reporting of performance on quality does have “reputational”
impact on professionals and institutions and, as such, can have an impact on the improvement of
performance.

STRATEGIES
a. Establish national standards in quality and safety in healthcare
b. Strengthen stewardship functions of healthcare institutions
c. Ensure continuous quality improvement through application of quality and safety concepts and
models, and the benchmarking of good practices
d. Strengthen the Managerial information system to support the quality improvement programmer
e. Provide Total Quality Management (TQM) through engagement and shared responsibility of all
stakeholders in the internal and external environment
f. Develop and adopt mechanism for performance assessment, systematic review and corrective
action in healthcare
g. Identify and establish an institutional cluster system for referral, training, consultation and sharing
off resources
h. Establish accreditation processes for healthcare institutions

KEY RESULT AREA 3: CLINICAL EFFECTIVENESS
OBJECTIVE:
To promote evidence-based, ethically accepted clinical practices to ensure the best possible outcome for
the patient
Rationale
Evidence-based practice (EBP) is the conscientious and judicious use of current best evidence in
conjunction with clinical expertise and patient values to guide health care decisions. Best evidence includes
empirical evidence from randomized controlled trial; evidence from other scientific methods. Such as
descriptive and quality research; as well as use of information from case reports, scientific principles, and
expert opinion. When enough research evidence is available, the practices should be guided by research
evidence in conjunction with clinical expertise patient values and ethics. As more research is done in a
specific area, the research evidence must be incorporated into the Evidence Based practice (EBP). In so
many cases, however, a sufficient research base may not be available, and health care decision making is
derived principally from non-research evidence sources such as expert opinion and scientific principles.
In recent years EBP has been shown to be a powerful tool that can be used for various purposes and by
different stakeholders in health care systems. Evidence based clinical protocols and guidelines can be
developed in order to minimize variation of clinical outcomes. Traditionally, patient safety research has
focused on data analyses to identify patient safety issues and to demonstrate that a new practice will lead
to improved quality and patient safety. To measure and improve the quality of patient care, investigate
measures of outcome clinical audits can be employed. Implementing evidence-based safety practices are
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challenging and need strategies that address the complexity of systems of care, individual practitioners,
senior leadership, and ultimately changing health care cultures to be evidence-based safety practice
environments.
Ethical implications of the introduction of EBP into hospital management can thus help to describe some of
the major changes this area of medicine is undergoing at the moment, and at the same time contribute to
an ethical analysis of EBP and the way it is implemented in practice. Three corresponding areas of ethical
concern have been described: the responsibility of health care institutions for their patients; organizational
issues within the hospital; and the community role of health care providers. Several instruments have been
mentioned in ethical codes, including: informed consent for diagnosis and therapy; the use of advance
directives; confidentiality regarding patients’ private data, and respect for social, spiritual, and cultural
needs and beliefs. It might be of help if established ethical codes explicitly acknowledged and addressed
ethical challenges in hospital management that are due to the increasing use of ERP for explicit or implicit
economic purposes.

STRATEGIES
a. Develop and institutionalize evidence based cost effective clinical protocols and guidelines on
clinical practice
b. Establish mechanisms for professional guidance, peer review and audit of clinical practices and
provision of feedback
c. Strengthen the clinical information management system to help in decision making
d. Establish mechanism to ensure ethical clinical practices

KEY RESULT AREA 4: RISK MANAGEMENT AND SAFETY
OBJECTIVE:
To mitigate risk from medications, procedures and untoward events to ensure safety of patients and staff
Rationale:
Although successive government have contributed immensely towards the provision of free healthcare
services to the public, the issue of ‘safety’ of patients and the medical staff involved is in question as long as
medical errors resulting from misuse of medications, inappropriate surgical/ clinical procedures and
negligence are concerned. Thus, the need has been emphasized to introduce a system which can assure
overall safety in healthcare provision.
The prompt identification of such situations will stabilize the awareness among the staff while
establishment of an effective risk management system and a reporting system will ensure patient safety
while providing the highest quality care. The aim is to build up a committed hospital system which provides
a responsive and safe healing environment for patients and their families.
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STRATEGIES:
a. Ensure an effective risk management system
b. Establish an effective incident and near-misses reporting system
c. Strengthen programmers for safe clinical procedures and processes
KEY RESULT AREA 5: ENABLINGA CULTURE FOR QUALITY IMPROVEMENT

OBJECTIVE:
To internalize quality improvement strategies to assure shared values in creating health promoting and
environment friendly healthcare organizations

Rationale:

Enabling culture for quality improvement in healthcare has a great deal of attention and
momentum in the last decade and it aims to improve healthcare quality. Healthcare organizations
with quality culture meet the needs of all patients, including poor people and other disadvantaged
groups, whose needs and preferences may be overshadowed by those who are rich and with
influence. Health services should develop measures of cultural competence and patient
centeredness and explore the impact of their unique and overlapping components on patient
outcomes. Medical educators should partner with social scientists, anthologists and researchers to
develop and evaluate educational programs to improve the patient centeredness and cultural
competence of health professionals. Those responsible for ensuring health system quality should
employ measurement cultural competence as part of the process of delivering high-quality care.
Finally, all patient should take advantage of every opportunity to provide feedback (e.g.,
participate in surveys and focus groups) to improve the design and evaluation of healthcare
systems that reflect patients’ diverse needs and preferences.
It has been identified that the healthcare institutions with quality-oriented culture contributes
immensely towards the minimum unwanted and unaccepted errors in the system. The
establishment of such a culture at a healthcare institution is a collective effort of the hospital staff,
patients and the community.
Since quality improvement is a structured organizational process, the establishment of quality
improvement Teams (QIT) and work improvement Teams (WIT) within an institution promotes
teamwork among healthcare workers. This will assure continuous flow of improvement to provide
quality and safety in healthcare that meets the expectations of the public. Promoting a proactive
culture aimed at quality & safety while reinforcing interventions and energizing the staff to
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continue with provision of patient safety, will consequently assure a healthcare facility to be a safe
place for patients.
STRATEGIES
a. Achievement of quality and safety in healthcare organizations by establishing a quality
improvement Team (QIT) and work improvement Teams (WITs)
b. Promote a proactive culture aimed at quality, staff safety and prevention of medical errors
c. Ensure quality culture by sharing best practices from the benchmarked healthcare
organizations
d. Develop a mechanism to encourage spiritual health in healthcare organizations
e. Ensure participation and sensitization of staff, patients and community in sustaining a
health promoting culture in health facilities

KEY RESULT AREA 6: STAFF DEVELOPMENT AND WELFARE
OBJECTIVE:
To develop a competent, healthy and satisfied workforce to enhance productivity, quality and safety in
healthcare
Rationale:
Modern healthcare is extremely complex and is delivered in a dynamically changing environment. This
presents challenges at every level within the system to ensure that there is a modern, competent health
workforce which is fit for purpose and provides the patient with appropriate care, delivered by the ‘right’
person in the ‘right’ environment.
Human resource is the most valuable asset of an institution. Within many health care systems worldwide,
increased attention is being focused on human resources management (HRM).specifically, human
resources are one of three principle health system inputs, with the other two major inputs being physical
capital and consumables. Human resource professionals face many obstacles in their attempt to deliver
high-quality health care to citizens. Some of the major obstacles are lack of continuous training
programmer, Quality of work Life (QWL), professional support, team work in the healthcare institutions etc.
Hence, all the policies, practices and procedures related to improving quality & safety in healthcare should
be aimed at developing professional skills, knowledge and attitudes of the staff to improve the
effectiveness and efficiency of their performance in achieving productivity, quality and safety in healthcare.
Making employees happy and satisfied will maintain their morale and motivation high so that, they will
contribute effectively and efficiently towards the overall improvement of a healthcare facility. Every
process change involving quality and patient safety will involve some sort of training; HR executives know
how to engage people at every level of the organization, and this engagement is the key to the success of
any new initiative.
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STRATEGIES
a. Facilitate continuous professional development of staff to empower them with required
knowledge, skills and attitudes
b. Use mechanisms to reward creativity and innovation among staff for quality improvement and
patient safety
c. Design and implement activities to support staff wellbeing and enhance job satisfaction
KEY RESULT AREA 7: RESEARCH FOR QUALITY IMPROVEMENT AND PATIENT SAFETY
OBJECTIVE:
To promote research in the field of quality improvement and patient safety
Rationale:
The importance of research is to produce knowledge that can be applied outside a research setting.
Research also forms the foundation of planning and program development everywhere around the
universe. It also solves particular existing problems of concern. Also another problem that often plagues
progress between those who create the evidence base and those who are positioned to implement the
research findings. Publishing the research study may be one initial step to make your research known to
the global community. Other proactive measures can be taken to encourage the uptake of evidence-based
practices.
Improvement of quality & safety in healthcare recently has been given prime attention when healthcare
development strategies in Sri Lanka are concerned. Researches in the field of quality improvement and
patient safety are important to help health institutions to design protocols through which they can improve
their quality healthcare service. It helps an institution to identify areas which need more improvements.
Research also help to assess whether changes made have resulted in visible improvements of the system
and allows a pathway to obtain, analyze and interpret performance data while comparing those with
baseline data. By sharing the knowledge gained from these researches, an institution can inspire the spirit
of motivation that fuels the passion for improving health and delivery of healthcare.
STRATEGIES
a. Promote research in healthcare quality & safety for evidence-based management
b. Dissemination and use of research findings and best practices
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National Policy & Strategic Framework on Cancer Prevention & Control
in Sri Lanka

Certificate of Authorization
Cabinet Memorandum No 15 / 0208 / 616 / 016 dated 25th February 2015 , had been
approved by the Cabinet of Ministers of Democratic Socialist Republic of Sri Lanka , on 08th
April 2015

1. Introduction
Cancer has been identified as a global health problem and increasing incidence of cancers are observed
both in developed and developing countries . The world Health Report 2001’ indicates that over 10 million
new cases of cancer are reported throughout the world annually. this rapidly expanding cancer epidemic is
a result of demographic and socioeconomic changes leading to an increasing proportion of elderly in the
population and increasing adoption of western life-styles such as lack of physical activity, sedentary life
styles, over eating high-calorie and high-fat diets leading to overweight and obesity, as well as increasing
tobacco and alcohol consumption, as part of on-going globalization. As a result, global cancer cases are
predicted to rise from 12.7 million in 2008 to 22.2 million in 2030. Around 785 upsurges in new cancer
cases are predicted by 2030 in countries with medium human development index (HDI) such as Sri Lanka
due to the above changes (Bray al, 2012).
World incidence of cancers (IARC, 2003)
Cancer is a leading cause of death worldwide. It accounted for 7.6 million deaths (approximately 13% of all
deaths) in 2008 (Ferly et al. 20011). About 72% of all cancer deaths in 2008 occurred in low-and middleincome countries (LMICs). Cancer alone killed more people in 2002 throughout the world than TB, HIV and
malaria combined . Deaths from cancer worldwide are projected to continue to rise, with an estimated 12
million deaths in 2030 (ferly et al, 2011).
World mortality in 2002 (IARC, 2003)
The ‘World cancer Declaration’ developed by the ‘International Union against cancer’ (UICC) was adopted
at the ‘world cancer summit 2008’ and endorsed by the ‘world cancer congress’ in 2010.
World targets to be achieved by 2020 were identified in the ‘call to action’ in the world cancer declaration
which advocated priority areas such as health policy development, cancer prevention, early detection and
prompt treatment, and strengthening health services to permit equitable and improved access to cancer
care towards achieving 2020 targets.
Cancer is an important cause of morbidity in Sri Lanka too. According to the latest statistics available for the
year 2008 a total of 16, 511 newly diagnosed cancer patients (crude incidence rate 81.6 per 100,000
people) were reported to the government cancer treatment cancer frequency in Sri Lanka .
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Although improved access to diagnosis and treatment could have contributed partly to this increase, an
increasing risk of cancer in the general population, due to life style changes, seems to contribute
substantially to this observed increase in cancer rates in Sri Lanka. However, the good news is that the
current cancer incidence rates can be substantially reduced in future by taking timely action on dietary and
life-style changes and by avoiding the mistakes in other nations. Otherwise the projected increases in
cancer burden by 2030 may well become true.

Standardized cancer incidence rates in Sri Lanka
Cancers of the breast, oral cavity, esophagus, cervix, lungs, thyroid, colon & rectum, lymphoma, ovary and
leukemia are the ten most common cancers in Sri Lanka in the years 2001-2006 . The falling or stable rates
of cancers associated with infection and poor socio-economic status such as cervix, stomach and esophagus
are offset by the increase in cancers such as lungs, breast, bowel and prostate associated with western life
styles in Sri Lanka.
Leading cancer sites in both sexes in Sri Lanka 2001-2006
A higher incidence of cancers is observed in women (79.0 per 100,000 population) compared to men (62.7
per 100,000 population), which is predominantly due to the high frequency of breast cancer in women .
Cancers of the oral cavity, lungs, esophagus, ‘colon and rectum’ and Lymphoma were the five most
common cancers among men in 2006 .
Cancers of the breast, cervix, ovary, thyroid and esophagus were the five most common cancers among
women in 2006 (cancer incidence data: Sri Lanka Year 2006) .
In the pediatric age group (0-14 year age group) 385 new cancers were reported in 2006. Leukemia,
Lymphoma and brain tumors were the common cancers in both sexes.
Cancer is a leading cause of mortality in Sri Lanka. According to the Registrar General’s Department, crude
annual cancer mortality rate increased from 27.9 per 100,000 people in 1985 to 43.6 per 100,000 people in
1985 to 43.6 per 100,000 in 2003.Similarly, the frequency of hospital cancer deaths in 2007 accounting for
3498 deaths (proportional mortality rate= 10.1, mortality rate = 17.5 per 100,000 people) in Sri Lanka
(Annual Health Bulletin 2007).
The survival probability of cancer patients has significantly improved globally, particularly in high-and high –
middle-income countries, due to the advances in early detection and treatment increasingly integrated in
public health services. It is important to take into account the physical, emotional, social, spiritual and
financial challenges faced by cancer survivors. There is growing evidence that physical activity and other
lifestyle choices that help to maintain a healthy weight, avoiding tobacco and alcohol and eating a balanced
diet may help to prevent cancer recurrence and improve the quality of life. Public health initiatives are
essential to ensure that those lining with and beyond cancer get the care and support they need to lead as
healthy and active life as possible.
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2. Preamble
Cancer control encompasses all actions that reduce the burden of cancer in the community. It includes
every aspect of care, from prevention and early detection to treatment and palliative care based on best
scientific evidence available.
The national cancer prevention and control policy aims to provide a comprehensive programmer of cancer
control in Sri Lanka, by integrating evidence-based strategies and improving health systems, by focusing on
primary prevention, early detection, diagnosis and treatment, rehabilitation, survivorship and palliative
care, taking into account the cancer morbidity and mortality pattern and the current health care
infrastructure in the country.
The translation of this policy into action by political will, allocation of adequate resources and
administrative will result in a system of cancer control in Sri Lanka which will reduce its incidence,
morbidity and mortality rates; Sri Lankan people will know and practice health promoting and cancerpreventing behaviors and will have increased awareness of and access to early cancer detection and
adequate care in a network of equitably accessible state-of-the-art cancer diagnosis and treatment
facilities; and Sri Lanka will evolve as a well-recognized location for education, service and research into all
aspects of cancer control.

3. Scope of the current policy document
The proposed policy prioritizes addressing the leading causes of preventable cancers in Sri Lanka by
emphasizing appropriate evidence-based strategies to reduce the burden of such cancers. Its aim is also to
emphasize the need to improve awareness of possible cancer symptoms and signs among the general
public and primary care practitioners, which will lead to early clinical diagnosis. It aims to ensure that all
cancer is managed in an evidenced-based and responsive manner by improving the quality of cancer care
across the county. The document also outlines the useful linkages with other national programmers and
service delivery structures in the national strategic framework that can facilitate cancer control.
This also refers to the National Health promotion policy and the National policy for prevention and control
of Non-communicable Diseases as primary prevention strategies are common to non-communicable
diseases.
National Advisory committee on prevention and control of cancers under the chairmanship of secretary of
Health steers the activities of the National cancer control programmer to achieve objectives stipulated in
this policy document. National cancer control programmer of the ministry of Health coordinates the cancer
prevention and control strategies at national level.

4. Guiding principles
 Protection of the right to health
 Equity and social justice
 Affordability, sustainable, and equitable accessibility to individuals and the community
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Evidence-based interventions, giving equal importance of primary, secondary and tertiary
preventive measures and covering the entire continuum of care (comprehensive care)
Culturally and socially sensitive strategies
Community and family empowerment, ownership and participation
Consideration of ethical aspects in individual and community-wide interventions
Care givers being more motivated, empowered and responsive in providing individual and
community care
Multidisciplinary and multi-sectorial approaches
Flexibility in adopting new strategies through a phased approach
Integration into existing health systems and strengthened health service resources and
infrastructure
All stakeholders are involved in cancer control and prevention
Encouraging appropriate public-private partnerships
Consistency with the National Health Policy and other existing/relevant government economic and
development policies.

5. Vision
‘A country with a low incidence of preventable cancers and high survival rates with good quality of life and
minimal disabilities/ suffering from effects of cancers’

6. Mission
‘ To reduce the incidence of cancers by controlling and combating determinants of cancers, ensuring early
detection and providing a holistic and accessible continuum of cancer care which address curative
treatment options to end of life care through an evidence-based approach’
7. Policy objectives

1. Ensure primary prevention of cancer by addressing risk factors and determinants by improved public
awareness and empowerment
2. Advocate for early detection of cancers by improved public awareness and relevant service providers,
particularly primary care providers, through opportunistic screening of asymptomatic populations and
signs suggestive of cancer in symptomatic populations leading to early clinical diagnosis.
3. Ensure sustained and equitable access to diagnosis and treatment facilities for cancers.
4. Ensure rehabilitation, survivorship and palliative care facilities for cancer patients and support to their
care givers at all levels.
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5. Strengthen cancer information systems and surveillance to monitor the progress and to evaluate the
outcomes of cancer control actions.
6. Promote professional education of doctors, nurses, technicians and health workers to augment trained
human resources.
7. Promote research and utilization of its findings for prevention and control of cancers.

8. Strategies
Policy objective 1: Ensure primary prevention of cancers by addressing risk factors and determinants by
improved public awareness and empowerment

Strategies
1. Strengthen health promotion in the community in tune with the National Health promotion policy
and National Non communicable Disease (NCD) prevention policy by reducing inequalities and
promoting social inclusion of all vulnerable groups.

2. Promote public educational and awareness interventions to reduce the major modifiable risk
factors and their determinants common to NCDs such as tobacco use in any form, alcohol drinking,
unhealthy diet and physical inactivity.
3. Implement interventions to eliminate or reduce other cancer-specific modifiable risk factors such
as deter quid and areca-nut chewing, chronic infection with hepatitis B virus (HBV) by sustaining
the HBV vaccination as part of the national immunization programmer and by exploring the
eventual introduction of human papilloma virus (HPV) vaccination to prevent cervical cancer.
4. Collaborate with other health-related sectors with regard to primary prevention of other
environmental and occupational risk factors.
5. Critically examine the potential benefits of other interventions targeting pesticides, insecticides,
food additives, salt, etc.

Policy objective 2: To advocate for early detection of cancers by improved public awareness and relevant
service providers, particularly primary care providers, through opportunistic screening of asymptomatic
populations and, if clinically suspicious, ensure prompt referral of individuals with symptoms and signs
suggestive of cancer in symptomatic populations leading to early clinical diagnosis.

Strategies
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1. Strengthen evidence-based, feasible and cost- effective opportunistic screening services for major
cancer such as breast, oral cavity and cervix in primary and secondary care facilities.
2. Early diagnosis of cancer through increasing the public and professional awareness of symptoms
and signs suggestive of cancers.
3. Implement in-service training and guidelines for primary care practitioners to improve their skills in
opportunistic screening of asymptomatic people and in recognizing cancer symptoms and signs in
symptomatic individuals and promptly referring them for diagnosis and treatment.
4. Build public/ private partnerships with private health sector for screening and early diagnosis of
cancers

Policy objective 3: Ensure equitable and continuous accessibility to diagnosis and treatment facilities for
cancers
Strategies
1. Provisional of resources for diagnosis of cancers in secondary and tertiary levels of care by
strengthening endoscopy imaging, pathology, cytology and tumor marker services.
2. Provision of comprehensive cancer care throughout the country by networking and improving the
infrastructure and resources of the existing and planned cancer diagnosis and treatment facilities.
Cancer treatment facilities will be well supported by general medical, radiotherapy and surgical
infrastructure including pathology, laboratory medicine, radiology/ imaging and other support
services.
3. Availability of critical surgical subspecialty services to support cancer treatment and control will be
improved.
4. Ensure availability of essential drugs and basic curative and adjuvant chemotherapy for cancer care
at all cancer treatment centers by developing National chemotherapy protocols, an essential drug
list, preventing the overuse of expensive chemotherapy in palliative settings and setting threshold
expenditure for purchase of the cancer chemotherapeutic agents.
5. Expand radiotherapy facilities with adequate medical physics and with quality assurance according
to the needs of the country. A National plan for the development of Radiotherapy and Medical
physics as part of the National cancer control palm will be developed indicating the draft timeline
for augmenting radiotherapy services, for phased induction of new megavoltage and
brachytherapy equipment, more trained personnel and for a move towards a linear acceleratorbased service will be prepared. The immediate priority for Sri Lanka is to ensure that patients have
access to good 2-dimensional radiotherapy with simulation and treatment planning in all centers.
The capital investment for expansion is to be provided through a combination of exchequer and
public private partnership (PPP) funding.
6. Pediatric oncology services will be improved with the use of affordable and effective standard
protocols, paying particular attention to completion of treatment.
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7. Improving the capacity of cancer treatment centers to develop and sustain a multi-disciplinary
team approach to patient management engaging surgeons, radiation oncologists, medical
oncologists, pediatric oncologists, pathologists and other health professionals across different
oncology and clinical services and to develop national protocols for multidisciplinary care off cancer
patients.
8. Build partnerships with private health sector for provision of quality care for cancer patients

Policy objective 4: Expand rehabilitation, survivorship care and palliative care facilities for cancer patients
and support to their caregivers at institutional and community levels
Strategies
1. Establish palliative care services at all levels of care: tertiary, secondary, primary and community
level
2. Develop human resources for delivery of rehabilitation, survivorship care and palliative care
services at institutional and community levels
3. Develop sidelines for practices of survivorship care and palliative care at all levels of care: tertiary,
secondary, primary and community level
4. Ensure availability of drugs for symptomatic management of pain and other symptoms at all levels
of care: tertiary, secondary, primary and community level
5. Empower the community and family members to support cancer patients from point of diagnosis
to the end of life care
6. Establish a Network among government and non-governmental organizations including community
based organizations to deliver coordinated care for cancer patients and their family members.

Policy objective 5: strengthen cancer information systems and surveillance to monitor the progress and
to evaluate the outcomes of cancer control actions.
Strategies
1. Develop and implement a micro data policy related to cancer incidence data ensuring confidentiality of
personal identification data while ensuring maximum utilization of information for prevention and
control of cancers.
2. Facilitate inter-sectorial coordination in surveillance of cancers
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3. Improve and strengthen medical records services in cancer treatment and other secondary and tertiary
hospitals to facilitate improved capture of information on primary site, morphology and clinical stage at
presentation of cancers.
4. Introduce routine coding of cancers using both international classification of diseases 10th edition (ICD10) and the international classification of diseases Oncology 2nd edition (ICD-O second edition) in
medical records departments of cancer treatment facilities.
5. Introduce hospital-based cancer registration in all cancer treatment facilities and networking between
them to collate national hospital-based cancer frequency and survival data.
6. Develop the population-based cancer registry in Colombo district at par with international standard by
seeking technical support from WHO and IARC.
7. Incorporate cancer-related risk factors into the existing NCD risk factor surveillance system in
collaboration with all stakeholders
8. Establish a mechanism for sharing information between all stakeholders

Policy objective 6: to promote professional education of doctors, nurses, technicians and health workers
to augment trained human resources.

Strategies
1. Introduce a curriculum on cancer prevention, early detection and treatment in the undergraduate
medical and nursing programmers.
2. Strengthen training of cancer nurses, radiology and radiotherapy technicians and laboratory
technicians in pathology, microbiology and molecular biology.
3. Improve and expand training opportunities for doctors in various oncology-related diagnostic,
medical, radiological and surgical disciplines to augment human resources.
4. Academic environments in cancer diagnostic diagnostic and treatment facilities will be improved by
linkage with university and technical education facilities for education and specialty training for
health professionals.

Policy objective 7: promote research and utilization of its finding for prevention and control of cancers
Strategies
1. Identify research priorities on cancer with the participation of relevant stakeholders
2. Facilitate researchers to undertake research related to cancer epidemiology, prevention, early
diagnosis, treatment, rehabilitation, palliative care and survivorship
3. Translate the evidence from research into practice in strengthening provision of care and services
to cancer patients
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4. A research infrastructure and environment will be developed and promoted within the cancer
diagnostic and treatment centers, university facilities, research institutions.

9. Implementation
National Health Council
National Health Council is the supreme body for promoting inter-ministerial/ inters sectorial collaboration
for the promotion of health in Sri Lanka.

National Advisory Committee on Prevention & Control of cancers
National Advisory committee on prevention & control of cancers chaired by the secretary of Health,
accountable to the Ministry of health will function as the main statutory body on implementation of the
National policy on prevention and control of cancers.
Members of the Advisory Committee will comprise of following members.
Ministry of Health officials
Secretary of Health (Chairperson)
Director General of Health services
DDG (MS)
DDG (MSI)
DDG (PHS1)
DDG (PHSII)
DDG(Planning)
DDG (ET & R)
DDG (DS)
DDG (DS)
DDG (LS)
DDG(BES)
Chief Accountant
Director/ National control programmer (Secretary)
Director / NCD
Director/ MCH
Chief epidemiologist
Director/HEB
Director/Estate Urban Health
Director/policy Analysis
Director/ Mental Health
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Cancer Treatment centers
Director/NCI Maharagama,
Senior consultant oncologist/ NCI Maharagama
Senior consultant Oncosurgeon / NCI Maharagama
Senior consultant oncologist in Paediatric Oncology
Senior physicist / NCI Maharagama
A representative from all provincial cancer treatment centers
Professional colleges
A representative from;
College of oncologists
College of Radiologists
College of Pathologists
College of Surgeons
College of Gynecologists
College of OMF Surgeons

Technical Working Groups
Representatives of all technical working groups related to cancer care.
National Authority on tobacco & Alcohol (NATA)
Development Partners
WHO country officeNational professional officer for NCD prevention,
Representative-Atomic Energy Authority (IAEA/ PACT),
Representative - UNFPA country office,
Representative – JICA country office, RepresentativeRepresentative – World Bank county office

Other organizations supporting cancer care and any other member co-opted in relevant situations.
National Advisory committee meets every three months at the office of the secretary of Health.
National cancer control programmer office of Sri Lanka
National cancer control programmer (NCCP) directorate within the Ministry of Health is the national focal
point for prevention and control of cancer in the country and is responsible for policy, advocacy,
monitoring and evaluation of prevention and control of cancers. NCCP directorate coordinates with all
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cancer treatment centers and national level institutes (e. g. Family Health Bureau, Epidemiological Unit)
and provincial health ministries to implement cancer control activities of national and regional levels.

Cancer prevention & control Activities at Provincial Level
The provincial ministries of health will function as the provincial focal point to implement cancer control
activities in each province. ‘Provincial committees of cancer prevention & control comprising of following
members; PDHS, RDHS, consultant oncologist at regional cancer treatment center, Representatives of
consultants Gynecologists, Oncosurgeons / OMF surgeons/ surgeons, pediatricians, physicians,
Radiologists, pathologists, community physicians at the province, MO/MCH, Regional Epidemiologist,
Regional Dental Surgeon, MO/ NCD, MO/ planning, representatives of universities and research institutes
of the province etc. will be established. Regional coordination of cancer control activities will be through
these provincial cancer control committees. NCCP will assist the provincial committees to develop the
provincial plans in accordance with the National cancer prevention& control policy.
Cancer prevention & control Activities at District Level
In each district, with the leadership of RDHS, district cancer control committees will be established with the
participation of MO/ MCH, RE, MO/ NCD, RDS, MOOH, consultants in curative & preventive sector. District
level cancer control activities will be planned, implemented and evaluated by this committee. In addition to
government health sector, private health sector, other government institutions and NGOs & CBOs in the
district with interest in cancer control activities will be mobilized for these activities. NCCP will be
responsible for overall coordination of the implementation of cancer control activities among all
stakeholders including regional cancer treatment centers and other national and provincial level
institutions.
10. Monitoring and evaluation
NCCP Directorate in the Ministry of Health will monitor and evaluate cancer control and prevention
activities at National level. Regional cancer control activities will be monitored by the provincial cancer
control committees. Monitoring and Evaluation framework with indicators will be developed and used for
this purpose.
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Sri Lanka National Policy on Alcohol Control

Certificate of Authorization
Cabinet Memorandum No 15 / 0326 / 616 / 019 dated 10th March 2015 , had been approved
by the Cabinet of Ministers of Democratic Socialist Republic of Sri Lanka , on 08th April 2015 ,
subject to submission to the Parliament of Sri Lanka

1. Introduction
The use of alcohol has a serious effect on public health, development and poverty alleviation and is
considered to be one of the main risk factors for poor health globally. Alcohol consumption can destroy the
lives of individuals, wreck families and damage the societal fabric of a country.
Alcohol consumption is a significant contributor to the global burden of disease and is listed as the first
leading risk factor for premature deaths and disabilities in low and lower middle income countries. Alcohol
is a causal factor in 60 types of diseases and injuries and a component cause in 200 others (WHO Global
Report on Alcohol, 2004).
In Sri Lanka cirrhosis mortality among male is 33.4 per 100,000 males (Census and statistics department,
2005) which is highest in the world. Alcohol is strongly linked with high suicide rate and deliberate selfHarm (DSH) in the country (Abeyasinghe R.2008; Tropical Medicine int. Health 10, 2005). It is a causative
factor for domestic in Sri Lanka (Subramanian P. 2001; De Silva V. 2011).
In Sri Lanka 7 out of 10 deaths is due to non-communicable diseases and alcohol consumption is identified
as one of the four causal factors, the other three being tobacco use, unhealthy food habits and lack of
exercise. The current prevalence of alcohol consumption in Sri Lanka is 37.5% among, ales and 1.2% among
females (Ministry of Health Sri Lanka, 2012, unpublished National Alcohol survey Data). Hence, any
increases in prevalence of alcohol use could have a significant impact on the burden of diseases and have
to be avoided at any cost (Global status Report on Alcohol, 2011). It is assuring that despite widespread
consumption, a higher percentage of people currently do not drink at all.
The National Alcohol policy is presented in this context, giving due consideration to the obligations of the
government of Sri Lanka under the WHO Global Alcohol policy initiative and the WHO Global plan to reduce
mortality due to NCDs by 25% by 2025, the latter being an aftermath to the political declaration of the
High-level Meeting of the UN General Assembly on the prevention and control of Non-communicable
diseases, attended by His Excellency the president, September 21, 2011 (United National General Assembly
Resolution – UN A/RES/66/2).
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1.
2.
3.
4.

National Authority on Tobacco and Alcohol Act, No.27 of 2006
Excise Ordinance No.8/1912
Sri Lanka National policy for the prevention and control of Drug Abuse, 2005
Sri Lanka policy Ordinance (Amended in 1984)

2. Guiding Principles
1. Programmers to address alcohol use and harm should be guided by public health interest and
based on best available which is appropriate to the context of Sri Lanka.
2. Policies should be equitable and sensitive to racial, religious and cultural ethos of the country
3. Alcohol should not be considered as any other commodity because of the multifaceted harm to
society, economy, health and achieving developmental goals
4. As any issues related to alcohol control fall beyond the purview of the health sector, a coordinated
multi-sect oral approach should be adopted to address its harm
5. Public health should be given priority in relation to competing economic and commercial interests,
and approaches that support this direction should be promoted
6. The alcohol industry that include producers, distributors, marketers and retailers and those
indirectly linked with the industry should not be made parties at any stage in development or
implementation of financial, trade, health, education or any other policies relating to alcohol
control.
7. Individuals and families affected by use of alcohol should have access to affordable and effective
preventive, curative and rehabilitative care services including community based rehabilitation
programmers
8. The policies enunciated and the strategies and programmers developed on the basis of this policy
should reinforce the objectives of the NATA Act and strengthen the law, strategies and
programmers on prevention and control of alcohol use.
9. Community participation in planning, implementation, monitoring and evaluation of the
programmer should be ensured.
10. Political commitment for effective implementation of the national alcohol policy and action plan
should be assured

3. Vision
Sri Lanka achieves the best practices in alcohol control

1. Objectives
1. Eliminate all forms of promotion alcohol products and promotion of alcohol use
2. Enforce pricing, trade and investment policies related to the different aspects of the alcohol trade
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3. Reduce availability of and accessibility to alcohol products
4. Protect all segments of the population from consequences of alcohol use at home, workplaces and
public places
5. Eliminate all type of injuries related to alcohol including road traffic injuries
6. Create a social milieu that prevents initiation and discourages alcohol use
7. Promote surveillance and research on alcohol related issues including impact on the country’s
development at large
8. Strengthen supportive services and rehabilitation with the involvement of the community
9. Prevent alcohol industry interference on national policy on alcohol control
10. Implement and monitor then national policy on alcohol control in par with the provision of NATA
Act.
In order to achieve the above objectives the following priority policy areas are identified

5. Priority policy Areas
1. Marketing
2. Pricing , trade and investment
3. Availability and accessibility of alcohol products from any source
4. Interventions to protect from consequences of alcohol use
5. Drink driving
6. Community actions
7. Surveillance, Monitoring & Evaluation, and Research
8. Strengthen supportive services and rehabilitation
9. Preventing alcohol industry interference
10. Institutional arrangements and financing
6. Strategies and Operational Objectives for priority policy Areas
6.1 Marketing
Strategy: to eliminate all direct and indirect forms of alcohol advertising, promotion and marketing.








Current legislation on advertising and sponsorship of alcohol products should be strictly enforced
by the designated enforcement authorities on a proactive basis.
New legislation and regulations should be developed on point of sale advertising, internal
promotions, promotion through corporate social responsibility (CSR) projects, events classified as
“private”, promotions and advertising in places where alcohol is served such as restaurants.
New legislation and regulations aimed at elimination of all forms of promotion of alcohol use
through locally and internationally produced publications and entertainment programmers
including television dramas and cinema should be developed with the authors, editors, publishers,
producers as well as those who dub for the local market, directors, translators, sponsors and the
media organizations transmitting such programmers been held liable for infringements.
A transparent system for monitoring such marketing methods and responding to such methods,
and a system for accepting and acting on public complaints on the same should be established.
The penalties for violating the laws and regulations on alcohol marketing be constantly reviewed
and increased as a deterrent.
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Laws and regulations should be enacted to ensure that labeling and packaging of alcohol products
do not contain any misleading terms or images that imply the product as harmless, less harmful
than other alcohol products, or that it confers health benefits.

6.2 pricing, trade and investment
Strategy: To eliminate the harm related to alcohol and minimize consumption of alcohol through pricing,
trade and investment policies related to the different aspects of the alcohol trade, while optimizing
government revenue.









The excise and other taxes applied on alcohol products should be regularly optimized to maximize
revenue generation for the government, while concurrently reducing consumption and harm-an
approach which has scientific backing internationally.
Transparency of alcohol taxation should be improved to ensure that quantumof tax that
government receives from each price increase is made public and the data made publicly
accessible. All necessary steps should be taken to ensure that production volumes are not
underestimated when computing the taxes dues to the government.
Tax concessions such as BOI status should not be abolished.
Clauses in international, multilateral and bilateral trade agreements that weaken the control of
harm and use of alcohol in Sri Lanka should be given significant government, and the public health
impact of alcohol should be given significant weight during negotiations of such treaties.
Import of raw materials of alcohol products (e.g. different types of spirits for industrial purposes
should be strictly limited and all steps should be taken to ensure that such chemicals are used for
the stated purposes for which they were imported.

6.3. Availability and accessibility of alcohol products from any source
Strategy 1: to restrict availability and accessibility of alcohol products in a sustained and coordinated
manner to ensure the elimination of all forms of alcohol related harm and subsequently achieving the
goal of an alcohol-free society





Implementing a system where a ceiling is placed on the pure alcohol content of all alcohol products
sold in Sri Lanka and then gradually reduce it over a period of ten years.
Medium and long term measures that can be used to phase out alcohol productionand sale should
be studied and evaluated, taking into account the public health and economic benefits and any
countervailing factors.
Appropriate legislative, executive, administrative and other measures should be in place to
minimize the access of all type of alcohol products to those below the age of 21 in consistence with
the NATA Act.
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Ensure granting licenses for “ tourist” purposes is not used to circumvent the restrictions placed by
the requirements of alcohol licensing, which takes into account factors such as population densities
and public opinion.
Subsidizing purchase of alcohol through any means e.g. as a part of a price of an entrance ticket,
should be prohibited.
A new, transparent, system of obtaining licenses for sale of all types of alcohol beverages giving
significant weight to public opinion, and public health and safety considerations should be
established.
Issuance of temporary liquor licenses should be discontinued.
Sale of alcohol products in public gatherings, where children have assess e.g. sports events should
be prohibited.
The import, products, marketing and sale of alcohol products attractive to young people, broadly
known as “alcopops” (described as beverages with fruit or other flavors which also contain a
measurable percentage of alcohol) should be prohibited.

Strategy 2: licit production and sale of alcohol should be eliminated through sustained, vigorous law
enforcement community interventions, without political or other considerations.








A mechanism for data gathering and evaluation, independent of enforcement agencies, in every
Divisional Secretary division should be initiated.
A coordinated mechanism for regional response in law enforcement should be implemented
promoting collaboration and information sharing by enforcement agencies and other government
agencies.
Punitive measures to deter illegal production, transport and sale should be increased.
The extent of availability of illicit alcohol, instead of the number of cases filed, should be taken as
the measure of effectiveness of enforcement agencies in eliminating illicit alcohol.
The support at all levels of governance to ensure non-interference with law enforcement should be
obtained.
Protection should be given to community workers including local religious leaders who provide
community leadership to eliminate production, distribution and sale of illicit brews

6.4 Protect All segments of the population from consequences of alcohol use
Strategy: To take all possible measures to protect users and non-users of alcohol from negative
consequences of alcohol use at public places, workplaces and home.





All possible legal, regulatory, administrative enactments should be strengthened and strictly
enforced to minimize negative consequences of alcohol use such as violence (including domestic
violence) and accidents.
Consumption of alcohol in public places should be prohibited by law.
Incorporate reducing alcohol use in all policies and programmers aimed at preventing violence,
including domestic violence, child abuse, and suicide prevention.
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Screening and referral of alcohol users who are liable to cause harm to themselves or other due to
their alcohol user by non-health sector agencies, e.g. social services, outreach officers of agencies
such as social and youth services, child and women’s protection agencies and public and private
workplaces.
Serving alcohol products at public and government functions and events using public funds (which
include entertainment allowance of policy makers) should be discontinued.
Disorderly conduct following alcohol use at public and workplace should be eliminating through
strict enforcement of deterrent punishments.
Excessive alcohol consumption should be recognized by employers and employees of
establishments serving alcohol and should be held responsible for subsequent adverse
consequences of serving alcohol to persons impaired due to consumption of alcohol.

6.5 drink driving
Strategy: To eliminate driving vehicles, road use and operating machinery after consumption of alcohol.






No one with a Blood Alcohol concentration (BAC) of more than 0.000g per 100ml should be allowed
to drive a vehicle.
The capacity of the policy to detect those driving while impaired due to alcohol use should be
improved, including mandatory regular checking by the police.
The penalties for driving with more than the permissible level of alcohol in blood and the
compensation for victims of accidents associated with alcohol use should be increased regularly.
Steps should be taken to assess the feasibility and benefits of measuring BAC of all those admitted
to hospitals following accidents.
No one should be allowed to operate machinery after consumption of alcohol

6.6 community action
Strategy: To ensure that all segments of the community become active partners in working towards an
alcohol-free society, taking care not to glamorize alcohol use.







Public awareness of issues related to alcohol such as seen and unseen harms of use, loss of wellbeing, measures required to eliminate harms and laws related to manufacture, distribution,
marketing, wholesale and retailing alcohol products should be improved.
All segments of the population should be educated on how alcohol use is promoted, and the
factors initiating and maintaining use of alcohol and counteract to control.
Children, young adults and alcohol users should be trained to recognize and resist pressures to
start and to continue using alcohol.
The public should be encourage to become vigilant and report when laws and regulations related
to alcohol are breached, for which an effective mechanism should be established under NATA
Communities should be encouraged to expose and counter the determinants that promote alcohol
use and harm through outreach networks available to the government.
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Communities should be made aware of myths on behavioral patterns following alcohol use in order
to thwart anti-social behavior following alcohol use.
All available outreach networks of the government, including the primary health care network
should be utilized to minimize and counter the mounting trend of social acceptance of use at
events such as weddings, funerals and other social functions.
All alcohol users should be continuously encouraged to reduce their consumption.
The capacity of local government authorities to develop, coordinate and implement local policies
and community action that promote an alcohol-free society should be improved.
Clubs of families with alcohol-related problems should be formed at the community level to
improve community awareness of alcohol related harm

6.7 surveillance, Monitoring & Evaluation, and Research
Strategy: To implement a system for surveillance, monitoring, evaluation and research which contributes
to a paradigm shift towards an alcohol free society.









Measures to monitor and regularly publish the real prices and the affordability of different alcohol
products should be instituted.
Data gathered by different government agencies on the volumes of production of different alcohol
products, imports, exports and the income generated should be made public and made available to
researchers.
A system to monitor and regularly report negative health and other consequences of alcohol use
(e.g. alcohol related accidents, violence, cirrhosis, suicides, Deliberate self-Harm) should be
established.
Initiate, as a priority, unbiased research on economics of alcohol use to ascertain the net economic
impact of alcohol on the country’s economy.
Steps should be taken to improve capacity for alcohol related research in universities and in
government research and survey institutes.
The impact of global trade and other agreements on implementation of this policy should be
monitored continuously.

6.8 strengthen supportive services and rehabilitation
strategy: To take the lead role by the health sector in mobilizing different sectors and community for
alcohol control, prevention of alcohol use and addressing individual, family, community and national
level on harm and control of alcohol use.


The capacity of the primary health care network for preventing alcohol use initiation, addressing
community level determinants of alcohol use, and identification and appropriate referral or
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management of those at risk of alcohol related harms and those suffering from alcohol use
disorders should be improved on a priority basis.
The range of services currently available to alcohol users in government , non-government and
private sectors should be reviewed and the quality, availability, affordability and accessibility of
such services should be improved at all levels to meet the current demands for such services.
Programmers in primary care settings and other social networks which support early interventions
in respect of alcohol users should be initiated.
A system to coordinate services for alcohol users detected with conditions such as tuberculosis,
sexually transmitted diseases and mental disorders should be developed and implemented.
The successful and cost-effective methodology introduced at the Mawatagama Alcohol
Rehabilitation unit based on the social Ecological Approach to Alcohol-related and Mixed problems
should be extended island-wide

6.9 preventing alcohol industry interference
Strategy: To prevent and to counter, where currently present the influence of the alcohol industry during
development and implementation of alcohol related policies, legislations and programmers, in both
government and non-government sectors.










6.10

Establish measures to limit interaction of government officials with the alcohol industry enabling
government officials only to information the industry of the government decisions and requests for
data through administrative regulations.
Ensure the transparency of those interactions that are permitted above.
A system to prevent conflicts of interest in relation to the alcohol industry between government
officials and the NGO sector should be established.
All steps should be taken to ensure that researchers and funders with direct or indirect links with
the alcohol industry or its front-organizations, in the past or present, are excluded from any
initiatives related to this policy.
Immediate steps should be taken to phase out all corporate social responsibility (CSR) projects by
the alcohol industry, which allows access to and influencing different government and nongovernment sectors.
All possible precautions should be taken to prevent sponsorship or support from the alcohol
industry for development or implementation of public health, fiscal, education, trade, youth, sports
and other government policies and programmers.

institutional arrangements and financing

Strategy: To implement and monitor the alcohol policy by the Ministry of Health with active participation
of other relevant sectors


The health Ministry should be the lead agency in implementing this policy and should seek active
support from all other relevant sectors. A time-bound multi-sect oral strategic plan, specifying
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responsibilities of each stakeholder should be prepared based on this policy by the Ministry of
Health in collaboration with all stakeholders.
NATA should be strengthened to implement this policy as this is its legitimate role.
A multi-sect oral advisory committee consisting of all stakeholders should be appointed by the Hon.
Ministry of Health which will monitor and periodically report progress.
A sustainable mechanism of funding for the implementation of this policy should be established by
the government.

7. Coordinating mechanism
Directorate of Mental Health in the Ministry of health is the focal point for implementation of national
policy on alcohol control with the guidance of Deputy director General (Medical services) at the provincial
and district levels, the planning and coordination unit of PDHS office and Medical officer /Mental Health
(Focal point)in RDHS office will function as coordinating bodies.
The number of different government agencies required to be involved in effective alcohol policy making
coordination and collaboration between the important sectors. The coordination and collaboration with
Ministry of Health, Labor, and police, Education, Culture, Sports, Science & Technology and Tax is useful.
8. Monitoring and evaluation
The policy should be accompanied by a specific action plan and supported by effective and sustainable
implementation and evaluation mechanism. The establishment of objective with targets and time-frames in
the planning stages of a national policy and alcohol action plan will allow for monitoring of responsible to
develop guidelines for implementation, monitoring and evaluation of activities mentioned in the national
policy on alcohol control in consultation with the NATA and use by the provincial and district levels. The
planning and coordination unit of PDHS office and Medical officer /Mental Health (Focal point)in RDHS
office monitor at provincial and district levels.

9. Establishing mechanism to facilitate and sustain implementation of the strategy
1. Provide systems to collect and analyze pertinent data
2. Conduct an annual National Alcohol Conference
3. Conduct research publicizing the findings in annual report-provide information to public media
10. Subcommittee of National Mental Health committee for this policy
Directorate of Mental health, Ministry of Health is coordinating this committee and DGHS chair the
meetings. Committee members are from the following organizations
1.
2.
3.
4.
5.

Ministry of Health
Ministry of Labor
Ministry of Education
Ministry of Religious Affairs
Ministry of Youth
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6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Ministry of Justice
Ministry of Social Services
Ministry of Women and child Affairs
Ministry of Sports
Ministry of Economic & Development
Department of police
Department of Excise
Colleges of – Psychiatrist, community physicians, physicians
Civil society Organizations
NDDCB and NATA chair persons
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Policy on elimination of Human Rabies in Sri Lanka
Preamble
Rabies or Hydrophobia is an invariably fatal disease known from the dawn of history. It is a zoonotic disease
i.e. disease of animals where humans can be infected. Although all warm-blooded animals can infect, most
common animal reservoirs are dogs, jackals and mongoose.
There were 64, 76, 98 and 55 human deaths reported in Sri Lanka in 2002, 2003, 2004 and 2005
respectively. As the case fatality rate is 100%, it is a serious public health problem. In addition, financial and
socio-economic effects on the family, community and the state have to be taken into consideration.
Ministry of Health incurs over Rs. 300 million annually on procuring rabies vaccines and immunoglobulin for
treatment of persons bitten by suspected animals.
As the principal reservoir is the dog, it is widely accepted that for an effective elimination of rabies at least
75% of the dog population must be vaccinated annually. Effective vaccines to induce protection in dogs are
readily available at comparatively low cost. The government spends approximately Rs. 15 million annually
for the purchase of dog anti rabies vaccine.
It has been observed that the uncontrolled increase of the dog population has been a great impediment for
the control and reduce the dog population through humane methods.
Recognizing the seriousness of this problem the Ministry of Health has established public Health Veterinary
service which co-ordinates rabies control activities through the provincial Health system.
Since rabies is preventable, any human deaths caused through it are unacceptable. The United Kingdom
and Japan which are islands like Sri Lanka have been successful in eliminating rabies. Therefore the national
policy of Sri Lanka should also aim at eliminating rabies from the island.

Policy Goal
Elimination of Rabies from Sri Lanka by 2015
In order to achieve this goal the following objectives will be pursued
Objectives
1.
2.
3.
4.

To ensure protection for those exposed to suspected rabies infection.
To ensure protection for those who are at a higher risk of contracting rabies.
To establish herd immunity in animal reservoirs with special emphasis on dogs.
To control the population of animal reservoirs with special emphasis on dogs, through appropriate
methods.
5. To eliminate all suspected or rabid animals.

Policy Repository - Ministry of Health - Sri Lanka

Page 174

In order to achieve the above objectives, the following strategies will be adopted.

Strategies
1. Proper screening of animal bite victims for decision making on post exposure management
2. Provide appropriate post exposure treatment equitably to the population of Sri Lanka.
3. Encourage pre exposure prophylaxis for those engaged in occupations at higher risk of exposure to
rabies infection.
4. Immunize all dogs(domestic, community and stray) through mass vaccination campaigns to achieve
75% coverage.
5. Encourage the participation of both private and public sector veterinary services in providing
vaccination to dogs.
6. Sterilize dogs through appropriate chemical and surgical methods.
7. Control of environmental conditions in public places conducive to propagation of dogs.
8. Removal of nuisance dogs by proper authorities in a humane manner.
9. Develop a mechanism to identify and dispose all suspected or rabid animals.
10. Strengthen the Rabies surveillance system
11. Enact appropriate legislation to implement the national rabies policy.
12. Strengthen the governance and stewardship for Rabies elimination
Strategy 1: proper screening of animal bite victims for decision making on post exposure management
Nearly 300,000 animal bite victims seek treatment from government hospitals. The government spends a
large amount of money for the management of these patients. However it has been observed that there is
a tendency to over treat animal biter victims with evidence that about 80% exposed persons really do not
need post exposure treatment. This may be due to various reasons such fear of litigation, pressure
exposure treatment. This may be due to various reasons such as fear of litigation, pressure exerted by
relations of the victim and other logistical problems in the management of victims in the outpatient
department.
As such proper screening of animal bite victims for post exposure treatment will be ensured through
development of appropriate guidelines for effective decision making.

Strategy 2: provide appropriate post exposure treatment equitably to the population of Sri Lanka.
The decision on the type of post exposure treatment will depend on several factors including the site,
nature of bite, type of animal etc. once the decision commence post exposure treatment has been taken,
anti-Rabies vaccine is given to patients in addition, Anti Rabies serum is also given to high risk patients.
There are two vaccine regimes being practiced in Sri Lanka, viz. intra Muscular and intra Dermal. Intra
Dermal route is widely accepted since it is cost effective.
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Measures will be taken to ensure that these facilities are provided through the health care delivery system
equitably to the population of Sri Lanka.

Strategy 3: encourage pre exposure prophylaxis for those engaged in occupations at higher risk of
exposure to rabies infection.
Some occupational groups such as veterinary surgeons, rabies control staff, wild life officers, laboratory
workers handling live rabies virus and those handling animals, are at a higher risk of being exposed to
rabies infection than the general population.
The risk groups should be protected from rabies infection. As such Anti Rabies pre exposure prophylaxis to
those at high risk will be encouraged.

Strategy 4: immunize all digs (domestic, community and stray) through mass vaccination campaigns to
achieve 75% coverage.
Dog vaccination has been in place for the last 25 years with success. Vaccination coverage has been around
50% in most of the mass vaccination programmers conducted in the past. Inability to achieve the required
herd immunity is mainly due to the complexity of the dog population and inadequate community support.
In the past, community dogs and stray dogs were not accessible for vaccination against rabies, but at
present, new strategies have been developed to vaccinate these groups.
Action will be taken to encourage all implementing authorities to conduct mass vaccination programmers
to cover all groups of dogs in order to achieve herd immunity.

Strategy 5: Ensure the participation of both private and public sector veterinary services in providing
vaccination to dogs.
As mass vaccination of dogs is carried out on a periodical basis, there is the possibility of some dogs
remaining non-immune as a result of not being covered during the mass vaccination campaigns as well as
those born between mass vaccination campaigns.
Vaccination of such animals will be promoted by encouraging the participation of both public and private
sector veterinary services in providing such services.

Strategy 6: sterilize dogs through appropriate chemical and surgical methods.
Dogs have a tremendous capacity for breeding. As a result the dog population is on the increase. Currently
it has become a huge public nuisance as well as contributing to the problem of Rabies. In the past,
emphasis was placed on the destruction of dogs through various methods, but now it has been realized
that is not effective in the long term.
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As such it is considered more suitable promote the sterilization of dogs in order to limit the dog population
to reasonable levels. Although sterilization of domestic dogs could be carried out without much effort, it is
more difficult in the case of community and stray dogs. However sterilization of the latter group is
extremely important in controlling the dog population with this objective in mind, action will be taken to
sterilize all categories of dogs through use of chemical and surgical methods.

Strategy 7: control of environmental conditions in public places conducive to propagation of dogs.
The problem of increase in stray dog population is closely related to the availability of food supply. It has
been observed that stray dogs congregate mainly in public places such as garbage heaps and other
locations where waste food is thrown. Some of the common places are near hospitals, hotels, places of
worship etc.
Measures to improve the environmental conditions in such public places by the relevant authorities will be
supported and encouraged.
Strategy 8: Removal of nuisance dogs by proper authorities in a humane manner.
One of the major responsibilities of Local Authorities is the prevention of public nuisances. When there are
public complaints about nuisance caused by stray dogs, the Local authority has to take suitable action to
protect the public. In order to perform this duty they have to enforce the relevant provisions in the
available legislation.
In the implementation of these measures it will be emphasized that humane methods should be used.

Strategy 9: Develop a mechanism to identify and dispose of all suspected or rabid animals
There will be instances where public complaints will be received about overtly rabid animals or those
behaving in a manner suspicious of rabies infection or known to have close contact with rabid animals.
Prompt and appropriate action by the proper authorities will be encouraged.

Strategy 10: strengthen the Rabies surveillance system
Human rabies is a modifiable disease in Sri Lanka. However there is no systematic reporting of animal
rabies. Currently the data available on animal Rabies is based on diagnosis and reporting by the Medical
Research institute in Colombo, which is dependent on the samples received. Due to the practical difficulty
in submitting samples from distant places most of the reports are from Colombo and outlying areas. It is
important that the laboratory facilities for diagnosis of Rabies should be expanded with the objective of
covering the whole country.
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Strategy 11: Enact appropriate legislation to implement the national rabies policy.
Based on the national Rabies policy a strategic action plan will be developed. In order to facilitate the
implementation of the relevant activities, there should be legal provision. As such, existing legislation will
be reviewed, and new legislation will be enacted in collaboration with other agencies and stakeholders, in
order to carry out the National policy on elimination of Rabies.

Strategy 12: strengthen the governance and stewardship for Rabies elimination.
The elimination of Rabies in Sri Lanka needs a multi sectoral approach. As it is an invariably fatal disease
among humans, it is of great public health importance, and as such health sector has to play a crucial and a
pivotal role. Recognizing this Ministry of Health has established human rabies prevention programmer by
providing facilities for Rabies post exposure treatment through the hospital network and rabies control
programmer to contain the disease in animal reservoirs through the public Health veterinary service which
is a specialized campaign functioning under the Ministry of Health.

However elimination of the disease requires a comprehensive programmer with additional strategies with
the participation of all relevant stakeholders. To ensure the participation of the stakeholders, a National
committee for Rabies Elimination has been established under the leadership of the Health sector.
The current legal framework for control of rabies will be reviewed in the context of the National policy for
the elimination of rabies and a Rabies elimination act will be enacted in consultation with all stakeholders.

Strategic Framework for Elimination of Rabies in Sri Lanka

1. Introduction
Sri Lanka is a country is south Asian region with a population of 20 million (DHS survey, 2011). The
government has been concerned about the rabies menace over the last three decades. Hence the public
Health veterinary service (PHVS) of the Ministry of Health (MOH) was established in 1953 to entrust the
rabies control programmer in the country. This programmer has been conducted together with the
Epidemiology Unit, Medical Research institute (MRI), Regional Rabies control Units and hospitals and
hospitals. Sri Lanka government and world Health Organization (WHO) are providing technical and financial
assistance for continuous development of the programmer. Efforts made during last three decades resulted
in reduction of human rabies deaths from 377 in 1973 to 41 in 2011 which was the lowest human deaths
reported throughout the country to date (PHVS statistics, 2011). Rabies has been a matter of concern as
the annual cost of anti-rabies serum and vaccines used for post exposure treatment is around 350 million
rupees (PHVS statistics, 2010). However, expenditure incurred for animal rabies vaccine still remains
around 30 million and an additional 100 million rupees is spent on the dog sterilization programmer as well.
100,000 to 150,000 dogs are sterilized annually.
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Being an island, Sri Lanka has well accepted advantages in the elimination of rabies compared to several
other countries (AHB 2008). Hence, it is imperative for the government to invest on dog rabies elimination
programmer which would yield benefits such as saving of annual expenditure on post exposure treatment
(PET) while eliminating human rabies as well as enhancing the marketability of the country as a safe tourist
destination.
Rabies is endemic in Sri Lanka and the dog is the key transmitter of rabies to humans (WHO technical
report, 2004). However, the extent of the dog rabies issue is not clearly visible since surveillance activities
are limited to the programmer of diagnosis carried out by the MRI, faculty of veterinary Medicine and
Animal science-University of Peradeniya and Teaching Hospital-Karapitiya.
The average estimated dog to human population ratio in the country is 1:8 (Report of PHVS for AHB 2010).
On average, 1.1 million dogs are vaccinated annually with inactivated cell culture vaccine. Out of the total,
one million vaccinations are carried out by the MOH through divisional mass vaccination campaigns and
approximately 100,000 vaccinations are performed through private vaccination Centre’s while an additional
10,000 done through door to door vaccinations by municipal councils (AHB, 2007). However in most areas
the estimated dog vaccination coverage remains below 70% which is the recommended level to achieve the
desired herd immunity to eliminate dog rabies (WHO technical report, 2004). In addition to animal
immunization and sterilization, post exposure prophylactic treatment for humans exposed to rabies
suspected animals is provided through government hospitals free of charge. On the other hand, animal
birth control, training of medical and veterinary staff, health education and promotion of community
participation also are among other activities which have been undertaken towards rabies control. The PHVS
of the MOH carried out a feasibility study on oral vaccination of stray dog on a pilot basis as an alternative
to the parenteral vaccination. Even though the oral application was feasible, it is currently not practiced in
Sri Lanka due to logistical limitations (Perera et al 2000). As a measure to facilitate parenteral vaccination of
free roaming dogs, a locally invented device” Auto vaccinator” is now used and annually 140,000 dogs are
vaccinating.
The knowledge base with regard to control and prevention of rabies has expanded substantially over the
recent past, on a successful rabies control programmer during the past three decades which resulted in
considerable reduction of human deaths due to rabies (AHB, 2007). Sri Lanka is thus now in a good position
to push for complete elimination.
In 2011 WHO/SEARO developed a regional a regional strategic plan for elimination of rabies. As a part of
this exercise, the national authorities are expected to develop a new national strategy. In aid of the
process, a national workshop was held in December 2011 in Colombo with the participation of a wider
array of stakeholders and recommendations were proposed. The consultative meeting recommended
development of new national rabies elimination strategy enabling other stakeholders namely, animal
health and local government organization to partner the programmer. The draft national guidelines were
reviewed in detail at the consultative meeting and finalized.
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1.2. Situation analysis
Rabies is a disease of economic and public health importance in countries of the South-East Asia Region for
centuries. However, it is a neglected disease in most endemic countries due to various constraints in
implementing comprehensive rabies control programmers.
Globally rabies circulates in two epidemiological cycles: an urban cycle involving maintenance of infection
in dog populations and a sylvatic cycle involving wildlife. There is a possibility of spillover of rabies virus
from dogs to wildlife and vice-versa. Mongoose (Herpestes spp.), jackals (canisaureus), foxes
(vulpesbengalensis) and wolves ( canis lupus) have been incriminated as wildlife reservoirs of rabies in
Bangladesh, India and Nepal (Gongal GN, 2006).
However, in Sri Lanka, the dogs are the main reservoir which transmits rabies to humans and other animals.
Human rabies deaths are primarily from rabid dog bites which account for 90% of all animal bites in 2010
(Report of PHVS for AHB 2010). Therefore, elimination of human rabies depends on rabies elimination in
dogs.

1.2.1. National Policy
Rabies is an example of a zoonotic infection which does not fit into the domain of one single agency with
the responsibility of control. Rabies is an animal disease leading to human death. Hence the input of
various agencies responsible for both human and animal health is necessary for prevention and control
efforts.
In 1956 Minister of Agriculture and Minister of Health jointly agreed that the Department of Health services
should take over the responsibility for controlling rabies in Sri Lanka. Department of Animal production and
Health (DAPH) has now expanded their responsibilities and could be mobilized to develop effective
partnership collaboration for rabies elimination. In this context on the recommendation of workshop
November 2011 cabinet approval was given for intersectional coordination mechanism to strengthen
rabies elimination programmer involving DAPH and NGO. Future emphasis should be all out approach
involving all sectors as described in the table 2.

1.2.2. Epidemiological Surveillance

1.2.2.1. Human Rabies Surveillance
Human rabies is a modifiable disease in Sri Lanka (Epidemiology web site, 2011). According to WHO, this is
a Neglected Tropical Disease (NTD). Currently, medical officers of health (MOOH) have to investigate all
cases of human rabies and report to the Epidemiology unit. In addition, public Health inspectors attached
to Regional Rabies Units investigates all cases and reports to PHVS. Data should be collected, evaluated and
processed, mapped and disseminated rapidly to relevant authorities.
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1.2.3. Animal Rabies Surveillance
Animal rabies is a notifiable disease in Sri Lanka (veterinary Epidemiological Bulletin, 2010). However,
notification of dog rabies is not taking place as expected. In the absence of an efficient surveillance
mechanism, it is impossible to generate accurate evidence based data. It is therefore difficult to convince
policy makers and decision makers to prioritize rabies and to assess the impact of control programmers.
1.2.3. Laboratory diagnostic facility
Timely and accurate human and animal laboratory diagnosis is necessary for the generation of reliable
surveillance data and for decision making on PEP. Currently, the suspected animal and human samples are
sent to MRI and regional laboratories for investigations. But, the But the infrastructure and utilization of
laboratory services are inadequate in Sri Lanka.
Rabies diagnosis in dogs is often neglected. Seller’s staining is still used in Sri Lanka, although it is not a
reliable diagnostic test. Although Fluorescence antibody test (FAT) is the gold standard for routine rabies
diagnosis, its use is limited due to high cost of rabies conjugates, non-availability of fluorescent
microscopes and its high cost of maintenance. Direct rapid immunohistochemistry test (DRIT) is cost
effective and applicable as a field diagnostic test for resource constrained countries.

1.2.4. Dog population management
The success and sustainability of dog immunization coverage depends heavily on appropriate management
of the dog population (Gongal G. and wright A. C. 2011). Due to lack of legal enactments to promote
responsible dog ownership there has been little tangible effect on dog population management.
1.2.5. Health Education
Community participation is an essential element of any disease control programmer. Current efforts are
inadequate to educate the public on rabies and simple precautions to be taken which could protect the
individual and reduce rabies incidences. Communities should be made aware of the importance of
practices such as responsible dog ownership; correct first aid after animal bites and attend a hospital as
early as possible to get further advice and measures.
1.2.6. Trained manpower
Awareness amongst medical officers and other health professionals on new guidelines and protocols for
management of dog bite victims are insufficient. Situation is same with regard to dog rabies control. Public
health and animal health staff should be trained on rabies control strategies. Continuous education of
medical and veterinary health professionals is necessary to provide a quality rabies control and prevention
programmer.
1.2.7. Research and development
Some surveys have done to determine the dog population in some areas (PHVS statistics 2008). Also
surveys have been conducted to determine the practices of hospital staff to determine the status of
management of animal bitten persons (PHVS statistics 2009). Only limited attempts are being made to
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develop and promote local technology for the control of rabies. There is a need for operational research to
remove or alleviate the main constraints and obstacles in rabies control programmers.

1.3. Objectives
1.3.1. General Objective
To eliminate human rabies and dog rabies in Sri Lanka by 2020
1.3.2. Specific Objectives
2. To eliminate human rabies by 20220
3. To achieve and sustain 70% herd immunity against rabies in dogs by 2015
4. To establish dog population management system in all local authorities by 2015
5. To establish a decentralized network of animal rabies surveillance and diagnosis by 2015

2. Strategy
2.1. Strategic elements





2.2.

Prevention: introduce cost-effective public health intervention techniques to improve accessibility,
affordability and availability of post-exposure prophylaxis. Develop mass dog vaccination
programmers.
Promotion: improve understanding of rabies through advocacy, awareness, education and
operational research and promote responsible dog ownership.
Partnership: provide coordinated support for the anti-rabies drive with the involvement of
community, civil society, government and non-government sectors and international partners.

Strategic Actions

Strategic actions for human and animal health component are listed in Table 1
2.3.

Target

Elimination of human rabies transmitted by dogs
Definition-Elimination of human rabies transmitted by dogs is defined as the absence of any human rabies
case following a bite or other exposure to an indigenous dog for a period of two years in an areas where
1. Rabies virus circulation among dogs has been stopped by immunization and other means;
2. An effective system for human and dog rabies surveillance and diagnosis is in place. (WHO/SEARO
strategic plan, 2011)
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2.4. Indicators to monitor and evaluate progress
It is necessary to have input, process and performance indicators to monitor and evaluate the progress of
human and animal health component.
Input indicator:
Human health




Budget allocated
Human resources (medical service providers for PEP and vaccination)
Logistics (availability of vaccine, RIG, diagnostics)

Animal health




Budget allocated
Human resources (dog vaccinators, dog catchers, social mobilizers)
Logistics (availability of dog rabies vaccine, diagnostics)

Performance indicator:
Human health









Proportion of peripheral health facilities with availability of rabies vaccines and RIG and trained
human resources
Proportion of high risk people getting pre-exposure prophylaxis.
Percentage of people receiving post-exposure vaccination after dig bites
No. of people receiving RIG after dog bites
Average time taken to receive PEP after dog bite
No. of trained people at PET unit
No. of training programmers conducted for professionals and community per year
Percentage of people receiving ID vaccine regime after animal bite.

Animal health





Percentage of dog rabies cases confirmed in laboratory
Dog vaccination coverage
No. of districts estimating dog population and having proper dog population control plans in place
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Percentage of female dogs sterilized

Impact indicator:
Human health



Number of human rabies cases reported per year
Proportion of districts/provinces with zero human rabies case reporting

Animal health



No. of dog rabies cases per year
Percentage of positivity of dog rabies cases confirmed in laboratory

2.5. Implementation of strategy
Details are given in Tables 1 and 2
2.6. Role of WHO and other international organizations
It is mandatory to obtain financial and technical support from WHO and other non-government
organizations to eliminate rabies in Sri Lanka.

Table 1: Timeframe and plan of Action for Implementation of the strategic Framework for Elimination of
Rabies Transmitted by Dogs in Sri Lanka (2020)
Specific
objective

To
eliminate
human
rabies by
2020

Strategic
actions

Respons
ibility

Promote early
and appropriate
post exposure
rabies
prophylaxis to
patients exposed
to rabid or
suspect rabid
animals.

MOH

Timeframe & cost estimated (RS.M)
2013 2014 2015 2016 2017
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Objectively
Verifiable
Indicators
1. Proportion
of patients
seeking PEP
2. No. of
patients seeking
PEP within
24 hours of
exposure.
3. No. of
human rabies
deaths per year
4. Average
time taken to
receive PEP
after san animal
bite
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Introduction of
cost effective ID
vaccination
schedules
throughout the
country.
To establish
separate PEP
units in hospitals
To train
professionals in
curative and
preventive

MOH

Percentage of
patients receiving ID
vaccination
schedule

MOH

No. of PET units
established

MOH

1. No.
of
trained
professionals
in
P{ET units
2. No
of
training
programmers
conducted
per
year
Percentage of
suspected rabies
cases managed.

sectors on
animal bite
management.

To establish
partnership for
management
of suspected
rabies cases.
To encourage
per exposure
prophylaxis for
high risk
groups.

DAPH/
MOH

MOH &
DAPH

Proportion of high
risk groups
receiving pre
exposure
treatment

Conduct social
marketing
programmers
on rabies
prevention at
national level
Conduct social
marketing
programmers
on rabies
prevention
and local level
Planning of
Island wide
three months
mass
vaccination
campaign
To conduct
annual island
wide mass
vaccination

MOH/D
APH

No. of each IEC
activities
conducted at
national level

MOH/D
APH

No. of each IEC
activities
conducted at
provincial and
local level

MOH/D
APH/M
OLG

No. of planned
meetings, output
and attendance.

ADPH

Vaccination
coverage
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Achieve
and
sustain
70% herd
immunity
against
rabies in
all dogs
by 2014

campaigns
within 3
months.
To create a
rapid response
standard or
protocol and
conduct rapid
response
programmers
where
necessary.
To conduct
regular dog
ecology
surveys
To promote
operational
research to
introduce costeffective tools
and techniques
in order to
improve dog
vaccination
coverage and
dog population
management
To promote
responsible
dog ownership

To establish
and conduct
joint effective
monitoring
mechanism to
ensure
performance
targets at all
levels.
Establish
quarantine
centers for
rabies
suspected

MOH &
ministry
of
Defense

1. No. of dog
rabies cases
reported
2. Percentage of
rapid response
programmers
conducted

DAPH &
MOH

1. No. of surveys
conducted.
2. Types of survey

DAPH

1. No. of
research
projects carried
out
2. No. of
established new
tools and
techniques

DAPH/
MOLG

1. Percentage of
own dogs
vaccinated
2. Percentage of
owned dogs
registered
3. Percentage of
owned female
dogs sterilized.
1. No. of
meetings
conducted
2. Percentage of
villages with
performance
targets
achieved

MOH &
DAPH

DAPS/L
OC al
govern
ment
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animals
Entrusting
prompt
destruction of
rabid animal
upon
complaint
Promotion of
community
based
sterilization
programmers.

To
establish
dog
populatio
n
manage
ment
system in
all local
authoriti
es by
2015

Depart
ment of
police

Percentage of
destroyed rabid
animals

NGO/
Animal
welfare
organiza
tion

No. of community
based sterilization
programmers
conducted and
number
sterilization
No. of surgical and
chemical Dog
sterilized

MOH,
DAPH/
MOLOC
AL
govern
ment

Promotion of
responsible
dog ownership
in coordination
with
stakeholders.
Promote
effective
habitat control
mechanism

DAPH/
MOH
local
govern
ment

No. of dog
registered

MOLO/
MOE

Surveillance of
animal rabies

DAPH/
MOH

Strengthening
of existing
laboratories for
rabies
diagnosis

DAPH/
MOH

No. of community
awareness
programs
conducted
No. of habitat
control and waste
management
programs
conducted
1.
No. of dog
rabies cases
reported
2.
No. of
functioning
rabies diagnostic
laboratories
1.
No. of
staff trained on
rabies diagnosis
2.
No. of
animal samples
received by the
laboratories
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Establish five
other new
laboratories in
five districts
To promote
and
responsible
dog ownership
bite prevention
with special
emphasis on
prevention of
dog bites and
rabies.

DAPH/
MOH
universi
ty
DAPH/
MOLG
animal
welfare
organiza
tion

No. of new
laboratories
established
1.
Percentag
e of owned dogs
vaccinated
2.
Percentag
e of registered
owned dogs.
3.
Percentag
e of owned
female dogs
sterilized.
4.
Number of
dog bites treated
for rabies.
5.
Percentag
e dog bite
patients treated
for rabies
annually
6.
Percentag
e of dogs
confined to house

Table 2: possible Role of Different agencies for Effective Prevention & control of Rabies

Agency
National steering Committee
High level committee with bureaucracy and
officials from:
Secretary, Ministry of Health
Secretary, Ministry of Livestock and rural
development
Senior assistant Secretary, ministry of Defense
Secretary Ministry of Local Government
Additional Secretary, Ministry of Health
Director General Department of Health
Deputy Director General (PHSI), Department of
Health
Director General Department of Animal
production and Health
Director- Animal Health, Department of Animal
production and Health
Director- PHVS

Possible Roles for Rabies prevention and Control

Decision making at national level on Rabies
Control/Elimination programmer
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Consultant Virologist, Department of Rabies &
Vaccines, MRI
Member from local government and provincial
councils
Chief Epidemiologist, Department of Health
Hospital representative
Member- Faculty of veterinary medicine and
animal
Science- university of Peradeniya
Representative for WHO, FAO- Colombo office
National technical committee
Will be nominated by the national steering
committee

To monitor and evaluate and achieve rabies
Control targets
To give technical guidance on rabies control

Ministry of Health
Central & provincial health departments

Roles and responsibilities described in annexure 1

Ministry of Livestock and rural development

Animal welfare organizations/ NGOs

Ministry of Education civil societies and
community Representatives

Professional Bodies

Formulation & implementation of Canine Rabies
control
 Dog census
 Vaccination
 Dog population control
 Notification of animal rabies cases(For
more details refer annexure 1)
Implementation of canine Rabies control
 Vaccination
 Animal birth control
 Notification of animal rabies cases
 Creating awareness among the community
 Promotion of puppy adoption programs.
 Rehoming program
 Running animal shelters
Creating awareness among the community
 Animals transmitting rabies
 First- aid at home
 Availability of anti-rabies treatment
centers
 Responsible dog ownership
 Participation in mass dog vaccination
campaigns
 Ongoing programmers on prevention and
control of rabies.(for more details refer
annexure 1)
Joint training of public Health & Animal Health
professionals through CMEs/ Seminars/
conferences (For more details refer annexure 1)
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MIR
Regional laboratories

Ministry of Law and justice

Ministry of Local Government/Ministry of
Environment
Ministry of Finance
NGOs: National & International

Laboratory diagnosis of rabies in humans and
animals (For more details refer annexure 1)
Laboratory diagnosis of rabies in animals
 Legislation for dog population control and
responsible dog ownership
 Legal framework for rabies control and
notification(For more details refer
annexure 1
 Registration & licensing of dogs
 Habitat control and waste management
(For more details refer annexure 1
Funding for
 Public Health component
 Animal Health component
(For more details refer annexure 1

Annexure 1: Detailed analysis of possible Role of Different Agencies for Effective prevention & control of
Rabies
1. Human Health component
Focal agency Ministry of Health- Formulation and implementation of strategy Implementing agencies
:central, provincial and district level health institutions
1.1 creating awareness among target groups:
Focal agency: To prepare prototype material focusing on:







dogs transmitting rabies
first aid following a dog bite
importance of timely and appropriate treatment
location of anti- rabies clinics
responsible dog ownership
behavior towards dogs to avoid attacks

Implementing agency to translate into local languages and disseminate the information by appropriate
mechanisms to reach the community.
1.2 Training of professionals:
Focal Agency:



To prepare guidelines for rabies prophylaxis based on WHO recommendations
To provide training on appropriate dog bite management to core trainers identified by
central/provinces.
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Implementing agency: core trainers to provide training to all medical and paramedical staff, including
accredited community health workers, on appropriate dog bite management up to primary health care
(PHC) level.
1.3 promotion of cost-effective intradermal rabies vaccination (IDRV)

Focal Agency:



promotion of IDRV
approval of appropriate vaccines for IDRV

Implementing agency: promotion of IDRV in anti-rabies clinics in major hospitals
1.4 Ensuring availability of safe and effective anti-rabies vaccines and RIG:
Focal Agency:


Ensure import of quality cell culture vaccines and RIG

Implementing agency: Ensure availability of ad quantity of vaccines and RIG at anti rabies centers.

1.5. Strengthening Surveillance:
Focal agency:






Identify methods of data collection and information flow from periphery to center.
Preparation of format of data collection for dog bite and human rabies cases.
Collection and compilation of data
Sharing of data with animal health departments
Sharing of data with national and international agencies

Implementing agency:



Timely collection of data as per formats
Regular transmission of data

1.6. Operational Research
Focal agency: Identify priority areas of research as per country needs. Operational research may be
considered for following issues:
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Economical schedules for PEP immunization, combine vaccinations, passive immunization, and
alternative biological.
Needle biopsy of brain tissue for diagnosis
Health seeking behavior for dog bite management and rabies prophylaxis.

1.7. Pre-exposure immunization in high risk groups
Encouragement of pre-exposure rabies immunization for high risk groups and the use of cost effective
schedules
1.8. Information, Education and communication:
Human health and animal health agencies should jointly organize and prepare IEC material in collaboration
with Ministry of Information & Communication, MOH, DAPH, MOE, Local Civil Bodies, NGOs and
community Representatives. IEC should focus on species transmitting rabies, appropriate wound
management, importance of timely and appropriate treatment, location of anti-rabies clinics, responsible
pet ownership, behavior towards dogs, waste management, habitat control, etc.
Dissemination of the IEC in local languages will be most helpful in creating awareness amongst the masses.
Banners and posters at strategic location along with other innovative methods like messages on electronic
media, endorsement by celebrities, radio jingles between popular programmers and displays in public
transport are effective means as has been demonstrated in many countries.
Material may be drafted for education of school children in the form of posters, films etc., or incorporated
into the school syllabus in consultation with Ministry of Education.
Observing Rabies Day /week or Month when activities can specifically be focused on prevention and
control of rabies would also aid in creating awareness in general community

2. Animal health component
Focal Agency: ministry of livestock and rural development- Formulation and implementation of strategy
Implementing agencies: central, provincial and district level DAPH institutions, Animal welfare
organizations, NGOs
2.1. Mass vaccination of dogs
Focal agency:





Develop a national plan for canine vaccination.
Develop protocol to implement the plan
Coordinate mass dog rabies vaccination campaign.
Promote inter country collaboration for sharing good practices and cross-border rabies control.
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Implementing agency:











Plan vaccination campaigns in localities to be completed in a specified time period covering at least
70% of the dog population.
Dog population census in area as per defined methods (WSPA guidelines) or calculations as per
human: dog population.
Ensure adequate availability of effective cell culture canine vaccines.
Identify and train dog catchers.
Adopt innovative methods of vaccine inoculation e.g. use of out plungers.
Adopt innovative methods to encourage communities to present community dogs for rabies
vaccination and sterilization.
Launch widespread awareness campaigns in the locality prior to vaccination camps.
Identify methods of identifying vaccinated dogs in the locality (application of bright color such as
malachite green/indigo blue) that can be visualized from a distance.
Carry out annual vaccine campaigns in the same area.
Creation of immune belts across wildlife parks and reserve s through dog rabies immunization.

2.2. Dog population management
Focal agency: To develop a plan for dog population management and define the appropriate methods for
that area.
Implementing agency:












Plan sterilization campaigns in localities to be completed during a specified time period.
Dog population census of area as per defined methods (WHO/WSPA, 1990: Guidelines for Dog
population Management. WHO/ZOON/90.165. WHO, Geneva, 116 p.) or calculations as per human:
dog population
Ensure adequate availability of equipped mobile operation theatres
Ensure adequate availability of vaccines to immunize all dogs caught for sterilization.
Ensure adequate availability of trained veterinarians.
Identification and training of dog catchers.
Adopt innovative methods to involve the community to bring community owned dogs for
sterilization.
Launch widespread awareness campaigns in the locality prior to the campaigns.
Identify permanent methods of identifying sterilized dogs in the locality (e.g. ear notching) which
can be visualized from a distance.
Carry out regular sterilization campaigns in the same area
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2.3. Ensuring availability of safe and effective anti-rabies vaccines:
Focal Agency:




Prepare guidelines for dog vaccination as per OIE standards
Ensure production/ import of quality cell culture canine vaccines including utilization as per OIE dog
rabies vaccine standards.
Establish post-marketing surveillance mechanism

Implementing agency: Ensure availability of an adequate quantity of vaccines for veterinary anti-rabies
centers/NGOs/campaigns.
2.4. Strengthening surveillance and Response:
Focal agency:







Identify methods of data collection and information flow from periphery to center.
Preparation of format of data collection of rabies in animals
Collection and compilation of data
Sharing of data with MOH
Sharing of data with national and international agencies
Develop joint rapid response to rabies outbreaks

Implementing agency:




Timely collection of data as per formats
Regular transmission of data
Ensure submission of brain samples from suspected rabid dogs to the designated laboratory for
confirmation.
2.5. Operational Research
Focal agency: identify priority areas of research which may include;












Dog ecology and population dynamics
Social perception and socio-cultural behavior in relation to dogs and rabies
Innovative, simple and cost- effective techniques for rabies diagnosis
Needle biopsy of canine brain tissue for diagnosis
Antigenic characterization of rabies viruses in dog and wildlife
Innovative techniques for mass dog vaccination
Community mobilization for rabies control
Antibody response among vaccinated dogs
Evaluation of impact of animal birth control methodologies on dog population and dog behavior
Cost-effective for dog population management such as immunocontraception
Humane methods of euthanizing sick dogs
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3. Joint seminars

Joint seminars of all the sectors should be organization for better understanding of the disease, sharing of
experiences and development of intersect oral coordination. Review of rabies control activities and sharing
epidemiological and surveillance data and good practices should be encouraged through various workshops
and seminars. World Rabies Day (28th September) may be an appropriate time organize such workshops
national, regional and district levels.

4. Laboratory strengthening

Laboratories should be established to undertake diagnosis of animal rabies. Training in laboratory
diagnostic techniques may be provided by identified laboratories. Laboratories will play an important role
in disease surveillance, characterization of rabies viruses, seromonitoring of vaccinated dogs, decision
making for human rabies PEP and research.

Training of field staff on proper sample collection and transportation, supply of quality diagnostic reagents
and validation of diagnostic tests should be institutionalized. Direct rapid immunohistochemical test (DRIT)
should be introduced for rabies diagnosis at the field level and there should be provision for cross
verification of test results when rapid diagnostic tests are used at field level. Non- invasive, post mortem
needle biopsy of brain tissue is encouraged for diagnosis in humans as well as animals.
Networking of rabies laboratories and internal and external quality assessment of rabies laboratories
should be promoted and sustained.

5. Legislation

The Ministry of law and justice in consultation with the Ministry of Health, Ministry of livestock and local
government should formulate regulations for the prevention and control of rabies in dogs and humans. Law
enforcement is a complex challenge and support of the police, administration and local government is
essential. Introduction of new legislation needs to have the support of the public. Adequate precautions
should be taken to avoid discouragement of the public from participating in control measures.
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6. Solid waste Management

Regulation for solid waste management should be formulated and enforced. Awareness should be created
in the general community on proper waste management. Municipal dustbins for waste collection should
not be accessible to dogs.

7. Mobilization of human and financial resources

In addition to government, funds for the control of rabies should be sought also from the private sector,
national and international funding agencies.

Reference
Demographic and health survey, 2011: Department of census and statistics in collaboration with Ministry of
Health care and Nutrition.
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National Policy and Strategic Framework on Injury Prevention and
Management in Sri Lanka
1. introduction
Injuries1 are a leading cause of death, hospitalization and disability throughout the world accounting for 9%
of all deaths and 16% of the burden of disability annually (World Health Report, 2006). They are also a
major public health problem in the south East Asia Region (SEAR) including Sri Lanka. Injuries ranked 5th
among all causes of death in the Region and was more prominent in the 15-44 years age group (World
Health statistics, 2007).
More than 90% of injury-related deaths occur in low and middle income countries where unsafe conditions
of living, working and travel greatly increase the risk and where prevention efforts, access to high-quality
treatment and rehabilitation services are usually lacking. Injuries contribute to significant socioeconomic
losses in terms of lost economic opportunity, the heavy and rising demand on national health budget and
also in terms of personal suffering. Health sector absorbs a substantial portion of the direct costs arising
from injury including emergency care, surgery and rehabilitation.
Injuries can be categorized in a number of ways. However for indenting intervention opportunities they are
categorized by the intent – intentional and unintentional injuries. Intentional injuries include self-inflicted,
interpersonal violence and collective violence. Unintentional injuries are sub divided by the causal
mechanism: road Traffic Injuries (RTI), Drowning, Burns/Fires, Falls and poisoning (WHO 2001).
Unintentional injuries can also be sub divided based on the place of injury – Road traffic injuries, Home
injuries, Occupational injuries, Leisure injuries etc.
Current situation in Sri Lanka
In 2005, injuries accounted for 23.1% of all registered deaths in Sri Lanka (Registrar General, 2005).
Traumatic injuries, poisoning and burns are the major types of injuries reported in the National Health
statistics. Traumatic injuries continue to be the leading cause of hospitalization since 1995. In 2007, there
were 669,052 admissions (14.5%) and 1389 deaths (3.6%) in the government hospitals due to traumatic
injuries. In the same year, there were 62,721 (1.4%) admissions due to poisoning. This includes 17,723
(28.3%) due to pesticides and 44,998 (71.7%) due to substances such as drugs, medicaments and biological
substances and non-medicinal substances. Poisoning leads to 4.0% (1561) of deaths reported in the
government hospitals.

1

Definition of an injury is given in Annexure A

Furthermore, there was a total of 13, 409 (0.3%) hospital admissions and 292 deaths (0.8%) due to burns
and corrosions (Annual health Bulletin, 2007).
Among unintentional injuries, Road Traffic injuries (RTI) represent the major fraction. In 2008, there were a
total of 31872 RTI of which 2176 were fatal accidents resulting in 2328 deaths. In Sri Lanka, RTIs kill at least
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one person in every four and half hours and six road traffic related crashes happen, injuring three persons
on the road per day (Police Department, 2008). Every year ,Sri Lanka losses around 500,000 man-days
owing to occupational accidents. In 2008, 49 fatal and 1525 non-fatal accidents were reported (Industrial
Safety Division, 2008). Home accidents are another important area where due consideration is needed. The
exact magnitude of this problem is not known.
According to a community based study carried out in 2003, Galle District, Sri Lanka, 2% of individuals
reported non-fatal injuries during preceding 30 days, giving an age-sex-sector adjusted annual incidence of
24.6 per 100 populations. Among those, 93.3% reported non-fatal unintentional injuries. The leading
causes were falls 26.7% and mechanical injuries 25.6%, followed by road traffic injuries 20.5% (Navaratne
et al 2009).
While it is known that different injury type need different approaches, an analysis of the current injury
prevention efforts in Sri Lanka reveals the following: lack of collaborative action, poor enforcement of laws
and regulations, lack of proper injury surveillance and poor community awareness and active participation
in prevention of injuries. Furthermore, although there is a well distributed network of health institutions
throughout the country, injury management is currently being done mainly by secondary and tertiary care
level institutions and less emphasis is placed on primary care level.
The government of Sri Lanka acknowledges that the prevention and management of injuries is a priority
issue in the national health agenda as the total loss to the country from injuries is considerable. It is also
recognized that a significant proportion of the injury burden is preventable if evidence-based policies are in
place and relevant programmers are implemented. A national policy is essential to give prevention and
management of injuries an appropriate priority, to organize resources efficiently and co-ordinate and guide
different sectors involved in injury prevention.
Considering these facts, the Ministry of Healthcare & Nutrition has formulated the National policy on injury
prevention and Management. The emphasis of the National policy is on promoting health and well-being of
the population by reducing exposure to risk and prevention of injuries, reduction of severity of an injury
and its impact and provision of acute and long-term post-event care.

Scope of the current policy document:

This policy framework will address the following areas:
1. primary prevention –reductions in the exposure to risk and prevention of incidents from occurring,
through the adoption of safer behaviors safer and environments
2. secondary prevention – In the event of an injury, reductions in the severity of injury and its impact e.g.
early diagnosis and appropriate management of an injury by applying basic first aid at the scene of an
incident and early transport to hospital in an ambulance with facilities to stop an injury from having
more serious consequences
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3. tertiary prevention – Reductions in consequences of injury through post-event care (e.g. emergency
care, essential trauma care, physical and psychological rehabilitation)- involves preventing further
complications in form of more severe injury, disability or death

The National policy will cover the unintentional injuries: Road Traffic injuries (RTI), Drowning, Burns/Falls
and poisoning. Intentional injury is addressed through the Mental Health policy. Secondary prevention and
selected aspects of tertiary prevention are seen as common to all types of injury this policy addresses the
service structures that are required. The Disaster preparedness policy too is coherent with this policy in
service delivery aspects.
The relevant strategic plan is detailed in the latter of this policy document. It is expected that the key
strategies will thereafter be reflected in corresponding work plans of all health and non-health
stakeholders. The National policy on injury prevention and Management will be reviewed in response to
changing needs and updated in 5 years.

Reference to National Health policy, National laws, other relevant national health program
policies and International agreements, conventions and treaties
Health Master Plan (2007-2016) and National Health policy (1992), of Sri Lanka have recognized prevention
and management of injuries as a priority area of work. These documents recognize that, injuries and
violence as emerging problems resulted from society changes due to rapid urbanization, industrialization
and/or breakdown of traditional society and value systems and recognizes the need for a comprehensive
program for injury prevention and management. They also mention that irrespective of the place of
occurrence, injuries end up in health care institutions, thus it is important that health sector take the lead
to coordinate prevention activities with other relevant departments and agencies.
A series of international policy guidance on injuries developed by World Health Organization (WHO) were
also taken into consideration in formulating this policy document (WHO 2006). Several resolutions on the
prevention and control of injury and related issues have been adopted by the world Health Assembly, the
latest resolution being WHA 75.10. the WHO Regional committee for south East Asia had adopted a
resolution in 1994, on injury with especial emphasis on accident prevention and trauma care management.
Vision A country with minimal injury

Mission
To integrate injury prevention into everyday life of people across homes, schools, work places and public
places in Sri Lanka so that people will actively be aware of injury risks and prevent and manage them to live
free of injuries and disabilities
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Policy goal
To minimize injury events and reduce injury morbidity, disability and mortality in Sri Lanka
Policy objectives
1. reduction of injury morbidity rates (due to traumatic injury, poisoning and burns) from its present
level by 25% during the period 2010-2019
2. reduction of mortality rates for the same conditions from its present level by 30% at the end of the
same period
The guiding principles underlying this policy
Sri Lanka provides free health care services at the point of use to its public. Accordingly, the principles that
have guided the formulation of this policy include:














protection of the right to health
equity and social justice
community empowerment and participation
affordability and sustainability to individuals and community
evidence- based interventions covering the entire continuum of care
Addressing primary health care needs, particularly of the poor and the marginalized sections of the
society.
Multidisciplinary and multi-sectoral approaches
Culturally sensitive strategies
Consideration of ethical aspects in interventions
Attitudes of care givers in being more responsive in providing individual care
Consistency with the National Health policy and other existing/relevant government polices
Flexibility in adopting new strategies through phased approach
Integration into the health systems strengthening

Strategic objectives
The policy framework includes 8 objectives
1. Establish a lead agency to strengthen coordination for injury prevention and management within
the health sector and with other agencies
2. Strengthen advocacy and multi-sectoral involvement
3. Develop population wide injury prevention interventions
4. Review, update and introduce legislative and regulatory mechanisms
5. Empower community and healthcare providers for prevention of injuries and disabilities, and
harnessing health literacy
6. Strengthen the organization capacity to improve pre-hospital and institutional care for emergency
and rehabilitation at all levels of care
7. Strengthen injury surveillance and information systems
8. Monitor and evaluate on-going activities
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Key action areas are identified for each of the above strategic objectives
So1. Establish a lead agency to strengthen coordination for injury prevention and management within
the health sector and with other agencies
Given the complex causality of injuries, their prevention and management require action across a range of
sectors at local, regional and national levels. Ministry of Health can greatly facilitate by supporting the joint
development of a plan of action that formalizes the roles of various agencies in injury prevention and
management work.
Key results expected:
1. National coordination mechanism established and functioning
1.1. Injury prevention and management activities reviewed at the National Health council
1.2. National committee for injury prevention (NCPI) strengthened (represented by: Health,
Transport, police, Labor, Education, social services, justice, Local Governments, Treasury,
Finance commission)
1.3. National steering committee for injury prevention and Management established and
functioning
2. National, sectoral and sub-national plans with resource allocated for implementation
3. Human resource capacities strengthened across Health sector organizations

SO2. Strengthen Advocacy and multi-sectoral involvement
Several other sectors are involved in the implementation of this policy. Eg. Transport, police, Labor,
education, Social Services, Justice and Local governments are some of the key sectors involve. Advocacy is a
fundamental component of injury prevention and management efforts for the purpose of influencing
policies, programmers and mobilization of resources through consistent multi-sector engagement.
Data on nature and scale of injuries, including epidemiological data, the direct and indirect economic costs,
and proven and promising prevention measures can be used to inform decision makers in different sectors.
Multi-sector involvement will require appropriate follow up action through shared plans for monitoring.
Key results expected:
1. Multi-sector involvement and relevant prevention and management activities mainstreamed
1.1. A focal point designated to address health issues relevant to injury prevention in other
sectors
1.2. Inclusion of health in other sector policies or National injury prevention and management
program identified with key activities for other sectors
1.3. Specific resource allocation identified to health and other sectors
2. Resources mobilized through engagement of development partners
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SO 3: develop population wide injury prevention interventions
Prevention is achieved by removing or reducing the underlying causes and risk factors of unintentional
injuries. Effective prevention saves lives, reduces disabilities and other health consequences, and is
increasingly being shown to be cost effective. Therefore it is necessary to design and implement evidencebased, based, time tested, effective injury prevention interventions targeting those groups who are at risk.
Key results expected:
1. Evidence based injury interventions suited to Sri Lanka identified

SO4: Strengthen legislative and regulatory mechanisms
In Sri Lanka, although laws and regulations exist to a certain extent, these are outdated and not being
enforced properly. The fine rates exercised currently have not been revised for a long time and are very
minimal thus do not have preventive or a deterrent effect.
Key results expected:
1. Gaps in existing legal framework for effective implementation of the policy identified
2. Legal framework strengthened
3. Standards, regulations, code of practices, guidelines updated and/or formulated

SO5: Empower community and healthcare providers for prevention of injuries and disabilities, and
harnessing health literacy.
At community level injuries have wider medical, social and financial repercussions that call for a
coordinated response. It is vital to create awareness among the general public in order to produce a
nationwide effort, for them and policy makers to that most injuries can be prevented and their active
participation toward prevention of injuries can play a key role.
Key result expected:
1. Community safety strengthened through realization of individual and group safe behaviors
2. Community literacy competencies (skills) in injury prevention, first aid and basic life support
developed
3. Knowledge, attitudes and practices of school children on safety measures on roads, homes etc.
enhanced
SO6: strengthen organization capacity to improve pre-hospital and institutional care for emergency and
rehabilitation at all levels of care
Survivor of injury often requires extensive treatment and care to prevent their dying or becoming disabled
and to enable their recovery and rehabilitation. In order to improve outcomes, the full spectrum of care
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must be handled-from pre-hospital care, efficient and quick transport, through care affixed facilities
(including clinics and hospitals, with both initial emergency care and definitive care), to rehabilitation,
social reintegration and recovery services. Pre-hospital care covers services provided on the site where the
injury occurred and the transport of victims to a healthcare facility, including both the formal emergency
ambulance services and informal systems. Care at fixed facilities includes adopting a core set of essential
trauma care services for all victims treated. Integrated rehabilitative services to minimize their functional
disabilities and hasten their return to active life.

Key results expected:
1.
2.
3.
4.

Pre- hospital care available in and around urban cities
Basic emergency care available at primary level institutions
Emergency care available at secondary and tertiary level institutions
Appropriate Rehabilitation care and integrated services available primary, secondary and tertiary
level institutions

SO7: strengthen injury surveillance and information systems
Existing data sources underestimate the extent of injuries for a variety of reasons. An understanding of the
extent including epidemiology, risk factors, economic impact and available services, is essential for
developing effective policies and strategies to address the problem. Data will also help policy-makers to
make informed decisions about a country’s priorities in the light of competing demands on resources.
Further accurate data is required to evaluate the evolving success and cost-effectiveness of strategies for
injury prevention.
Key results expected:
1. A national injury information system developed and implemented (health and other sectors)

SO8: Monitor and evaluate on going activities
From the outset, national policies and plans must include efforts to monitor the effectiveness of injury
prevention programmers. Measures of effectiveness should cover the short term, the middle term and the
long term. It is particularly important to establish baseline measurements before an intervention is
implemented.
Key result expected:
1. Monitoring and evaluation plan, linked to the information system, developed and implemented
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Implementation, Monitoring and evaluation
Implementation
A medium term operational plan (3-5yr) and annual plans shall be formulated from this strategic
framework. The responsibility to coordinate implementation of this policy shall be with the Non
communicable Disease (NCD) Unit of the Ministry of Healthcare and nutrition. The Directorate of Youth,
Elderly, Disabled and Displaced (YEDD) shall be responsible for planning and development of the guidelines
for implementing relevant components on disability prevention and rehabilitation care. The strategic plan
on injury prevention and management shall guide the preparation of implementation plans at provincial
and district level.

Monitoring & evaluation:
Monitoring evaluation shall take place according to the M & E plan. This plan will spell out the relevant
performance indicators to be used at national, subnational including institutional levels. A system of regular
monitoring will be established at these levels. The National Health council, NCPI and the Steering
Committee will be responsible to ensure that stipulated impact and outcomes are achieved through the
health sector and other relevant sectors. Sub national implementing agencies shall be responsible to
deliver relevant outputs to achieve the national outcomes.
Appropriate coordination mechanisms will be established at the national, provincial and district levels. The
NCD Unit of the Ministry of Healthcare and nutrition will serve as the operational and overall coordinating
body in implementing the National policy under the NCPI and the National steering committee. At the
provincial and district levels, the planning and coordinating units of PDHS office and the RDHS office will
function as the coordinating bodies in planning and implementation of injury programmers.
NCD Unit, Ministry of Healthcare and Nutrition
The NCD prevention & control Unit under the Director NCD will be the focal point in the Ministry of
Healthcare and Nutrition for coordinating implementation of the policy, monitoring and evaluation. The
NCD unit will be supported by a Technical working Group (TWG) on injuries.

The NCD Unit will undertake the following functions.






Coordinate with different sectors for proper implementation of the national policy
Advocate and ensure that the national strategic plan on injuries is implemented through provincial
health plans
Monitor and evaluate injury prevention and management programmers
Ensure necessary human resource development for effective implementation of the policy
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The NCD Unit is managed by a director, under the leadership of a Deputy Director General of Health
Services. It will manage a separate budget for injury prevention and Management. The administrative and
authoritative structure will, if necessary, be reformed to ensure effective implementation of the National
policy

National Committee for prevention of Injuries (NCPI)

The NCPI function as the key technical body advising on implementation of the National policy. It
will be chaired by the director General of Health services, and constitute representation from
relevant government agencies. The NCPI will recommend and support inter-sectoral actions
required for prevention and management of injuries; evaluate the impact of implementation of
policy measures and advice on modifications of the national policy as necessity arises; monitor the
implementation of the national policy across the sectors and provide yearly reports for the
National steering committee and provincial councils; flag up important issues that require advice
to the National steering committee. The NCPI will meet every 2 months and be accountable to the
secretary of Healthcare and Nutrition for policy implementation.

National Steering committee for prevention and management of injuries
The National steering committee will constitute high level members from different sectors, academia,
professional associations and other local and international Development partners and any other percons
considered important for strategic developments of the policy concerns. The steering committee shall be
co-chaired in rotation by secretaries of m ministry of Health with other sectors. The steering committee
shall take up development issues relevant to the multi sectoral program and provide relevant advice on
their implementation to the NCPI. Issues that need higher national intervention shall be presented to the
National Health council. The steering committee shall meet once in 6 months

The technical Working Group (TWG) on Injuries
The TWG will consist of 8-10 members and will function under the Director NCD. The membership can be
expanded as per the working requirements where additional members will be co-opted from
representation from the relevant stakeholders.
Trauma secretariat and National Centre for Medical Toxicology:
These units will be national advisory bodies for implementing relevant section on injuries in this policy.
They shall draft strategic and action plans to be coherent with strategic objective 6 of this policy. These
units will also be represented at the NCPI.
Provincial and regional coordination and implementation
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The planning and coordination units of PDHS office and RDHS office will serve as the focal points at the
provincial and district levels. Responding to local need and circumstances, PDHS s and RDHSs will develop
integrated provincial and district plans that are consistent with the national policy after consulting relevant
stakeholders. Injury prevention and management activities at the district level will be planned and
implemented by district NCD coordinating teams headed by consultant community physicians (or Medical
Officers in NCD in their absence) under supervision of PDHSs or RDHSs.

Stakeholder Departments and Agencies
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Ministry of Healthcare and Nutrition
Ministry of Labour
Police Department
Ministry of Transport & Highways
Ministry of Education
Ministry of Justice
Ministry of social Services
Ministry of provincial councils and Local Government
Ministry of Finance and planning
Ministry of Agriculture
Universities
Professional colleges & SLMA
Members from civil society
World Health Organization
World Bank
UNICEF

References
Annexure A
The standard definition of an injury as used by WHO is: “Injuries are caused by acute exposure to physical
agents such as mechanical energy, heat, electricity, chemicals, and ionizing radiation interacting with the
body in amounts or at rates that exceed the threshold of human tolerance. In some cases (for example,
drowning and frostbite), injuries result from the sudden lack of essential agents such as oxygen or heat”
(WHO).
It can be a bodily lesion resulting from acute exposure to energy in amounts that exceed the threshold of
physiological tolerance, or an impairment of function resulting from a lack of one or more vital elements
(i.e. air, water, warmth), as in drowning, strangulation or freezing. The time between exposure to the
energy and the appearance of an injury is short (WHO 2002)
The energy causing an injury may be:
1. Mechanical (e.g. an impact with a moving or stationary object, such as a surface, knife or vehicle)
2. Radiant (e.g. a blinding light or a shock wave from an explosion)
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3. Thermal (e.g. air or eater that too hot or too cold
4. Electrical
5. Chemical (e.g. a poison or an intoxicating or mind-altering substance such as alcohol or a drug).
Injuries are the acute, physical conditions listed in chapter XIX and chapter XX in the international statistical
classification of diseases and Related Health problems, Tenth revision (ICD – 10).
The above definition of an injury includes drowning (lack of oxygen), hypothermia (lack of heat),
strangulation(lack of oxygen), decompression sickness (excess nitrogen compounds) and poisonings (by
toxic substances). It does NOT include conditions that result from continual stress, such as carpal tunnel
syndrome, chronic back pain and poisoning due to infections. Mental disorders and chronic disability,
although these may be eventual consequences of physical injury, are also excluded by the above definition
(WHO 2002).
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National Environmental Health Policy
Preamble

There is increasing concern on the health issues caused by environmental and related factors in Sri Lanka
and towards the need for cohesive action to deal with these issues. The 1992 the Earth summit emphasized
the important inter-linkages that exist between the social, economic and environmental pillars of
sustainable development, all of which hinge on good health. Sustainable development was defined by the
world commission on Environmental and Development in 1987 as “development that meets the needs of
the present without compromising the ability of future generations to meet their own needs “. The WHO
commission on Health and Environment (1992) has stated that no development can be called sustainable if
it inflicts damage to human health and well-being.
Environmental health addresses all human health related aspects of both the natural environment and the
built environment. There is a long list of environment health concerns and hence there is a need to include
to focus on the more prominent and important concerns so that a concerted effort can be made to deal
with these critical issues in a more systematic and holistic manner. Addressing environmental health
problems require attention to the underlying causes and not just the symptoms.
In this context there is a necessity for formulating a National Environmental Health policy aimed at creating
and maintaining a conducive environment that promotes good public health and covers all elements of
environmental such as land, the quality of air, water, food supply and habitation and the maintenance of a
safe environment. However, at the same time steps need to be taken to ensure a balance between
economic development, sustainability and a healthy environment.
All Sri Lankans are entitled to live in a safe and healthy environment and the development of the National
Environmental Health policy is a concerted effort to ensure appropriate environmental change and
interventions to ensure health and well-being. The policy aims to not only focus on preventing diseases, but
encourage supportive environments that will contribute to better health outcomes for all people and
provide clear directions for action in key environmental health areas.
Human beings are part of the wider ecosystem, a healthy environment is necessary to maintain human
health. At the same time humans have a moral duty, whether it benefits them directly or indirectly to
protect the environment for the benefit of other living organisms. Environmental health is a multi-sectoral
problem, which requires coordination and cooperation among the many different sectors in order to
improve the lives of millions of people.
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Policy Objectives
1. To provide a safe and healthy environment for all citizens, with due recognition for sound
environmental management and the need for social and economic development.
2. To enhance positive health outcomes people can derive from the environment, while taking action
to reduce environmental threats to health.
3. To encourage people to become responsible partners in the promotion and protection of their own
health.
4. To maximize the use of resources available for environmental health services with greater
emphasis on preventive measures.
5. To enhance the capacity of the health services capable of handling environmental related health
concerns effectively.
Principles
1. Human health will be protected by identifying all possible threats posed by environment hazards
and by introducing appropriate cost effective and sustainable safeguards.
2. Economic development strategies will incorporate measures to protect the environment while
promoting high standards of environmental health.
3. Stakeholder participation will be obtained in decision making, planning, implementation and
evaluation of environmental health programs or those that have an impact on health.
4. Risk assessments will be carried out to identify existing and potential environmental health threats
and adverse effects on people.
5. Equity will be maintained in the delivery of environmental health services, education and
awareness in order to reach the most vulnerable communities.
6. Priority will be given to precautionary measures in preventing environmental health issues, since
prevention of harm is better than cure (is cost effective than cure).
7. Environmental health issues that arise from the forces of globalization will be identified in advance
and appropriate measures taken.

Policy Statements
1. All people will be protected from adverse direct and indirect environment health effects.
2. Environmental health practices will be improved taking into account new focus and approaches
based on scientific evidence and findings, new technologies and lessons learnt.
3. The subject of environmental health will encompass diseases, illnesses and injury, as well as a
wider range of social welfare and accomplishments.
4. All effort will be made to follow a participatory decision making process, since decisions regarding
environment and health are public decisions and those affected must have a say in the decision
making process.
5. The institutional framework for effective environmental health management will be formulated
and strengthened through capacity building, legislative instruments, and effective coordination
with related stakeholders.
6. Environmental health measure will be designed for optimal net impact rather than zero risk.
7. Environmental health management will involve the participation of all stakeholders in order to
maintain effectiveness and long term sustainability. (related to 4 above)
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8. Effective mechanisms for inter-sectoral linkages between agencies will be established for achieving
improved environmental health outcomes.
9. An environmental health information system will be established as a basis for policy formulation
and systematic planning.
10. Measures will be taken to ensure that environmental health justice will be integrated into all
government policies, programs and plans.
11. Precautionary principle will be the guide towards promoting Environmental health among all
communities especially the vulnerable and disadvantaged.
12. While recognizing the climate threats to urban health, measures will be taken to capitalize on the
major opportunities for improving health status, including health quality.
13. Health and ecological sustainability will be enhanced through the promotion of “healthy cities”
concept throughout the country.
14. A safe and health workplace will be promoted with necessary measures for reducing the incidence
of occupational injuries and illnesses.

Strategies for National Environmental Health policy Implementation
Protection from adverse impacts from the natural environment including pollution from water, air land
and noise
Water







Appropriate measures will be taken to protect water sources and supplies from biological and
chemical contamination and reduce the risk of contamination of water supplies at all stages by
treating and disinfecting drinking water and by making it safe to use.
Carryout continuous monitoring drinking water quality from all sources both urban and rural to
ensure that the water supply is safe.
Increase awareness of the need for water conservation, with measures for conservation including
reduced consumption and water reuse.
Carryout public awareness of clean and adequate water supply, water pollution impacts, and
efficient water use.
Secure and ensure the availability of drinking water of good quality in adequate quantities.

Air





Develop a uniform set of national air quality standards based on air quality monitoring data
and carryout studies on the health effects of air pollution (Ambient air quality for both
indoor and outdoor?) and deal with particular air pollutants whose presence is an indicator
of air quality.
Promote urban planning that is carried out to ensure lifestyles and mechanisms that will
lead to lower levels of air pollution and take appropriate measures to control and restore
of air quality in hospitals air pollution areas
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Promote research and technology development for air pollution control, prevention, and
reduction particularly on related health effects.
Carryout effective public awareness of air quality, its impacts on health, and appropriate
control measures.
Obtain the participation of local level authorities and all stakeholders in local air quality
management.
Carryout public awareness of air quality, its impacts on health and ensure control
measures.

Land




Support and encourage local communities on efficient disposal management, monitor and evaluate
the compliance measures and ensure appropriate action is taken to contain negative health effects.
Identify contaminated sites, assess the risk they pose to health and the environment, and reduce or
eliminate those risks deemed unacceptable to human health.
Adopt suitable and cost effective disposal measures in the case of waste originating from health
facilities. (Clean technology/incineration?)

Noise


Formulate noise emissions standards for various sources and appropriate to various places, so as to
ensure exposure to third parties do not exceed prescribed ambient standards.

Food safety









A national hygiene system will be developed and introduced that would include standards,
monitoring mechanisms, and adequate provision for enforcement by public health staff.
Provide minimum requirements and guidelines for use of chemicals including the use of pesticides
in food production and devise a monitoring mechanism to ensure the adherence to the
Impose stringent uniform regulations in inspection of food and use fully trained personnel for this
purpose.
Safe methods of biological control should be supported in food production as against the use of
chemicals. (there is much concern about pesticide and herbicide residues in food and the
environment)
Carryout periodic assessments of food safety risks and develop appropriate measures to reduce the
risks, in coordination with all responsible agencies.
Review and revise food safety standards, regulations and legislations and devise guidelines for
monitoring.
Provide adequate testing facilities to detect food contaminants and quality of food products and
strengthen the capacity of related staff.
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Control of vector borne diseases and Zoonoses









Strengthen the entomological monitoring prediction of outbreaks and take timely action to adopt
control measures to contain possible outbreaks.
Ensure the proper implementation of existing disease surveillance systems and establish additional
surveillance systems to detect emerging and re-emerging diseases.
Develop contingency plans for disease control (well in advance) and prevent serious outbreaks in
advance.
Promote traditional measures of disease prevention in harmony with nature and for cost
effectiveness.
Control vectors through elimination of breeding sites with priority to introduce or maintain
biological control measures.
Strengthen coordination between curative and laboratory services in order to provide effective and
efficient health services.
Take measures to control breeding of rodents and stray dogs and infections by well-planned
vaccination programmers and other measures.
Promote education and awareness adopting various communication measures to inform the
general public focusing on the younger generation on the importance of preventive and control
measures, sanitation and their collective responsibility in containing epidemics.

Improving environmental health management













Develop and maintain an environmental health information system to provide inputs for decision
making and
Carryout periodic identification and assessments of environmental health hazards and risks
Create and maintain future conditions which will secure health and wellbeing in order to maintain
sustainability of the efforts made.
Recognize the role of public concerns and the need to maintain openness and transparency in
decision-making processes.
Well trained environment health practitioners possessing the broad array of competencies
necessary to lead in addressing the community’s environmental health problems will be tasked
The foundation for healthy cities would be based on health equity that will support not just the
absence of disease but a physical and social environment that enhances all aspects of physical and
mental well-being.
The state will develop an integrated environmental health plan in line with the country’s
sustainable development and periodically update the plan taking into account the emerging health
issues and priorities.
Formalize the conducting of health impact Assessments to include all aspects of physical, mental,
and social wellbeing of health.
The linkage between environment, social and economic factors and their collective impact upon
health and well-being will be recognized in decision making.
Strengthen mechanisms to implement policies to control, prevent and correct environment factors
with adverse effects on health and, when appropriate, promote those which enhance human
health well-being.
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Adhere to Precautionary principle in promoting environmental health






In line with the precautionary principle cleaner production will be encouraged where pre-market
testing, limitations on activities pending further study, chemical bans and phase-outs, alternative
assessments and health based exposure limits will be followed.
Economic incentives to promote precaution will be adopted in line with the polluter pays principle
and as a means of preventing harm in the face of uncertainty.
The necessary structures to independently and publicly monitor the status of environmental health
will be in place in order to ensure
Under the precautionary decision making, evidence of harm will be considered, as well as evidence
of alternatives and the magnitude of possible harm from an activity, prior to taking appropriate
action.

Promoting environmental justice








New technologies should be reviewed before introduction for their impacts on working conditions
and the total environment.
Consumption patterns of individuals impact on the environment and health outcomes. There is a
need to maintain a balance on what is desirable for a quality existence and the maintenance of a
health environment needed
Health quality will be promoted by reducing the current emissions of GHG’s from (avoiding loading
health risks into the poorest populations, obtaining support for adaptation measures protect the
health of the most vulnerable, advocating for GHG reduction policies that maximize health cobenefits to the poor.
People have the right to clean air and those who choose to smoke should not place others at risk.
Indoor areas and work places should be smoke free environments.
Adopt appropriate environmental change and interventions aimed at improving the concerns of
health and wellbeing the desire to improve.

Climate change




Adopt technologies that reduce fossil fuel use and minimize harmful emissions
Carryout careful assessments on the outcomes of clean technologies and the mitigation policies in
order to gain knowledge on the impact on them to health (health benefits or net harm?)
Healthy urbanization will be promoted that include environment friendly housing, transportation
options

Awareness and education


Training modules and programs for environmental health are required to be developed for
professionals in different organizations dealing with public health, environmental regulations and
policy makers.
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Undertake environmental health education programs for communities with special emphasis to
vulnerable communities.
Environmental health information will be used as a basis for public education and awareness for
the people especially, targeting vulnerable groups.

Inter-agency coordination






Necessary mechanisms will be developed for inter-ministerial and line Ministries, research and
development institutions and international organizations for exchange of information, prevention
and control of environmental related.
A holistic approach will be adopted in action related to environment health issues recognizing the
linkages between the related factors and their impact upon health
Determine and clarify the roles and responsibilities of the agencies responsible for the
management and improvement of environmental health and develop a framework for action.
Provide inputs to mainstream environment health concerns into sectoral and national development
policies and agenda.

Emergency preparedness in natural and other manmade disasters





Build capacity of health services by training in evacuations (triage), coping mechanisms, managing
mass casualty, first aid
Ensure health sector is included in the National Disaster Preparedness and Response plans.
Train public health staff in epidemic alert and response during disasters
Build capacity to provide psychosocial support at community level and train public health workers
in mental health and social support.

Occupational health and safety










Provide and maintain a healthy and safe working environment for all employees by taking
measures to prevent accidents, injury, illness, diseases and dangerous situations in the workplace
Establish and develop high quality, cost effective occupational health services as an integrated and
basic element of a comprehensive health strategy for the working population.
Ensure access to a comprehensive occupational health service which reflects the risks to which
workers are exposed, with more emphasis to those workers who are at greatest risk of workrelated disease and injury.
Develop, within national Occupational health and safety strategies, national occupational health
and safety programs to meet specific national priorities and targets, and encourage small and
medium-sized enterprises and self-employed to invest in occupational health and safety services.
Develop systematic systems for recording occupational and work related injuries and diseases with
uniform registration criteria, detail and accuracy, so as to provide a firm basis for establishing
national and international priorities and commitments.
Promote awareness and understanding of occupational health and safety at all levels.
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National Objectives for development of Physical Rehabilitation care in
Sri Lanka

Introduction
Currently emphasis is given mainly for management of acute conditions in hospital settings. However with
an aging population and high incidence of accidents the need for rehabilitation care is increasing. Although
the burden from diseases that require rehabilitation care has not been specifically assessed, the prevailing
epidemiological transition in the disease pattern and the demographic changes indicate a growing need to
develop rehabilitation services.
Rehabilitation encompasses a range of care of care needs in range of clinical fields. The key areas are as
follows:
1.
2.
3.
4.
5.
6.
7.
8.

Mental impairment
Mental retardation
Physical disabilities
Visual disability
Hearing Impairment
Speech related disability
Disabilities in the sexually abused
Geriatric disabilities

The objective of this policy discussion paper is to highlight the need to develop a development framework
to improve physical Rehabilitation care in Sri Lanka. Hearing and speech related disabilities are also
included under the scope of work to be carried out herein. The paper specifically discusses the scope and
mechanism by which future development could take place.
Physical Rehabilitation care encompasses a range of health services. These include specialized service areas
such as Rheumatology, orthopedic surgery, physiotherapy, Occupational therapy, Speech therapy,
orthotics, prosthetics, Hydrotherapy and supply of assistive devices in addition to general medical care.
The Ragama Rehabilitation Unit attached to the Teaching Hospital Ragama, with bed strength of 230 is the
only Rehabilitation hospital currently available in Sri Lanka that is organized to provide some of the above
mentioned services in rehabilitation care. Patients are referred to this hospital mainly from the National
hospital Sri Lanka and other teaching hospitals, provincial hospitals and Base hospitals in and around
Colombo.
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Background
The potential for development of rehabilitation care
Sri Lanka has tertiary care in almost all provinces and a good coverage of hospitals designated to provide
secondary level care. Secondary level care is provided through District General and District Base hospitals
which have the 4 major general specialties
(Surgery, Medicine, Pediatrics, GYN & Obstetrics). Other relevant units for Rehabilitation care that will be
provided at this level of hospitals are the Rheumatology unit and the orthopedic surgery unit.
Physiotherapy and Occupational therapy services too should be available in all secondary care level
institutions.
Refer annexure I –policy paper of ministry of health on Re-categorization of Hospitals
Although the cadre relevant to these services in many hospitals is not filled, it must be emphasized that the
health care delivery structure in Sri Lanka does have ample provision for development of Rehabilitation
care at provincial level.
Rehabilitation care can only be provided to a very ‘low’ level in the provinces outside Western province as
comprehensive care cannot be provided due to the shortages in professional staff and specialized facilities.
Most often the follow up care for rehabilitation following acute case management is lacking in these
hospitals. Considering the long stay in hospital for rehabilitation and the need for more patient career
contacts for rehabilitation care on an outpatient basis, there is a grave need to develop such facilities at
provincial level to make this service more accessible to patients.
Due to shortage of trained physiotherapists Occupational therapists, patients cannot be effectively
rehabilitated. Occupational therapy assessments are often inadequate or ineffective as assessments are
not done considering the actual home environment of the patients. Hence rehabilitation therapy benefit
often ends with the discharge of patient from hospital.
A list of the Teaching Hospitals, provincial hospitals, district General and District base Hospitals are shown
in annexure II.
Annexure III indicates the availability of human resource and other selected facilities for rehabilitation care
in Teaching hospitals, provincial hospitals and other hospitals coming under the provincial Health
Ministries.

Clinical conditions that will be managed through Rehabilitation care
1. Neurological diseases:
1.1. Spinal cord Injury
1.2. Strokes
1.3. Guilin Barra Syndrome
1.4. Tran verse Myelitis
1.5. Parkinson Disease
1.6. Peripheral Nerve Diseases
1.7. Myopathies
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2. Rheumatologic l Illnesses
2.1. Rheumatoid Arthritis
2.2. Osteoarthritis
2.3. Ankylosing Spondylitis
2.4. Psoriatic Arthritis
2.5. Connective Tissue diseases
2.6. Soft tissue Rheumatism
3. Orthpaedic Illnesses
3.1. Rehabilitation various fractures after orthopaedic interventions
3.2. Amputation both upper and lower limb
3.3. Foot deformities
4. Paediatric
4.1. Cerebral palsies
4.2. Lower Limb Deformities
4.3. Cerebral and Myelopathies resulting from various conditions
5. Head injuries
6. Cerebral palsy
7. Fractures
8. Epilepsy
9. Speech disorders
Specialized components of Rehabilitation care
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Rheumatology
Orthopedic surgery
Physiotherapy
Occupational therapy
Orthotics
Prostherapy
Speech therapy
Provision of Assistive devices
Vocational training centre
Social care services

In addition to above the patients require General clinical care

Ragama Rehabilitation Hospital:
Ragama Rehabilitation Hospital is the premier hospital in Sri Lanka to provide physical rehabilitation
services. This hospital commenced Rehabilitation care services in 1971 after the shifting of the tuberculosis
Sanatorium which was housed at the location at that time. Hence the buidings were not primarily designed
for rehabilitation care and most of the hospital buildings have continued to be used in the conditions as it
were built. The hospital which has strength of 230 beds provides the following services:
1. Services of consultant Rheumatologist
2. Visiting orthopedic surgeon
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3.
4.
5.
6.
7.
8.

8

Physiotherapy unit
Occupational therapy unit
Limited training facilities
In patient facility – total beds 230
The total bed strength includes 120 beds for spinal care
Specialized Rehabilitation programmer for spinal cord injuries- this is the only hospital which
provides rehabilitation care for patients with spinal cord injuries.
9. Construction and supply of wheel chairs compatible to the disability as per individual patients
requirement
10. Designing and construction of special seating for children with disability.
11. Vocational training
& 9 facilities of the hospital are spread out on a 40 acre plot of land and have ample provision for
future expansion and development into a Centre of excellence.

Current policy on the development of Rehabilitation care services:
The prevailing policies relevant for development of rehabilitation services are those that refer to
institutional development and reference has been made to this above and in annexure I. apart from this
there is no policy framework that is operational for this specialty. Also there is no reference to
development of Rehabilitation care in the recent Health sector Master plan of the Ministry of Health
assisted by JICA. However a document prepared for application for Japanese Grant aid in 2001, titled “The
project for the improvement of the Rheumatology & Rehabilitation Hospital Ragama “ that refers to
development of the Ragama Rehabilitation Hospital is available.

Clinical guidelines:
Specific clinical guidelines have been prepared and are in use for selected care components of physical
rehabilitation.
Deficiencies currently identified in providing Rehabilitation care in Sri Lanka
1. Deficiencies at the Ragama Rehabilitation hospital
1.1.
Occupational therapy division – buildings need renovation
1.2.
Need to set up a Hydrotherapy unit
1.3.
Improvements to the physiotherapy unit
1.4.
Need to establish a speech therapy unit
1.5.
Prosthetics and orthotics unit to be set up with work shop
1.6.
The need to make a suitable arrangement to provide assistive devices at a reasonable cost through
private sector or NGO collaboration.
1.7.
The need to set up a surgical unit
Overall the image of the Ragama Rehabilitation hospital needs to be improved for it to function as the
National Centre of excellence and to provide quality care. The necessary Administrative and Financial
authority should be given.
2. Poor accessibility to rehabilitation services in the periphery
2.1.
Poor coverage
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2.2.
2.3.
2.4.
2.5.

Lack of trained staff
Lack of facilities for acute management
Lack of facilities for long stay management Refer annexure III
Above deficiencies are further confounded by the fact that a clear guide as to the minimum
standards/ resources including that for trained human resource is not available.

3. Poor follow up care
Lack of resources for clinic follow up care . Apart from the limited clinic care there is no community based
tertiary care rehabilitation programmer. A community based rehabilitation programmer with staff
categories to deliver services, clear job description, a mechanism of operation, a clear mechanism for
programmer supervision and for resource management needs to be identified. However for such an
intervention to be cost efficient a sufficient community need must exist justify the creation of separate
community based cadre or for inclusion of community extension work in present job categories. The
prevalence of physical disability in the community should be known.

4. Deficiencies in Occupational therapy assessment that enables effective rehabilitation of patients in
home setting.
There are only 49 Occupational therapists in the country. Currently occupational therapy assessment is not
carried out and there is no provision for the Occupational therapists to assess home environment before
patient is discharged from hospital rehabilitation care. Hence frequently this results in a mismatch of
therapy given and what can actually be practiced after discharge from hospital care.
5. Deficiencies in training of Occupational therapists and Physiotherapists
There is one training school to train physiotherapists and Occupational Therapists. This is located in
Colombo, close to the National Hospital Sri Lanka. The training facilities need to be strengthened and
increased as the intake is low and high dropout rates are experienced.
The present training programmers do not meet the ‘current demand’. This is due to the following reasons:
5.1.
5.2.

Non availability of sufficient number of trainers.
Non availability of other required training facilities such as space and equipment to expand the
programmer.

The lack of trainers is mainly due to the inadequacies in training allowance paid to trainers and the lack of
avenues for their professional development.
However it must be noted that the real demand has not been assessed and the cadre requirement as per
facility location has not been assessed.
6. Insufficient awareness for diagnosis and referral of patients at the community level and at primary
care level curative institutions
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Currently the field health staff or health staff in primary care level curative institutions is not trained to
identify or refer patients for rehabilitation care.
Care components in the recommended policy framework for development of physical Rehabilitation
care:
1. Strengthen primary care level management
1.1. Strengthen ability of primary health care staff to diagnose and refer patients in the community/ those
attending primary health care facilities for other conditions, in whom the disabilities have not been
taken care of.
1.2. Strengthening all primary medical care level institutions with the required resuscitation care facilities
and transport facilities to transfer patients for secondary acute care management.

2. Strengthen acute care management in District base and District General Hospitals with a Rehabilitation
unit to manage acute rehabilitation care
District base and district General Hospital i.e. secondary care level institutions will manage the patients in
their acute stage and provide the necessary immediate rehabilitation care.
Based on the clinical condition and the need for further surgery and the level of disability patients may be
either cared for at this level or referred to the closest provincial rehabilitation Centre with more specialized
care.
3. Establishment of provincial rehabilitation centers with Tertiary care in each province
The following care components need to be included in provincial Rehabilitation Centre’s:
a. Rheumatology & Rehabilitation physician
b. General physician -visiting capacity
c. Genitor Urinary surgeon -visiting capacity
d. Orthopedic surgeon
- visiting capacity
e. Pediatrician
- visiting capacity
f. Neurologist
- visiting capacity
g. Neurosurgeon
- visiting capacity
h. Psychiatrist
- visiting capacity
i. Physiotherapy
j. Occupational therapy
k. Speech Therapy with Audiologist
l. Orthotics
m. Prosthetics
n. Hydrotherapy
o. Supply of Assistive devices
p. Social services officer
4. Development of the Ragama Rehabilitation hospital as the National Centre of excellence for
Rehabilitation care with administration and financial authority
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a. The centre will be managed by a Medical Administrator
b. A Rheumatologist will be overall in charge of the clinical management functions and will function as
the clinical Director
c. All facilities for a centre of excellence will be provided. The facilities/care areas will be

i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.
xii.
xiii.
xiv.

Rehabilitation Medicine
General Medicine
Orthopedic surgery
Surgical Theatre
Physiotherapy
Occupational therapy
Speech therapy
Prosthetics & orthotics
Assistive devices with workshop
Hydrotherapy
Visiting arrangement to enable services of Genito Urinary surgeon, pediatrician, neurologist,
psychiatrist
In patient facilities
Training facilities including conference room and auditorium and resource centre (library facilities)
Social services unit

In addition to above, following services should be incorporated for it to function as a separate institution.
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.

Administration and finance division
Medical records and information unit mini laboratory
Mini laboratory
Basic Radiology facilities
Outpatient department – special clinics
Counseling unit
Drug stores, indoor and outdoor dispensaries
Kitchen
Cafeteria, shops
Garden, road network and landscaping
Staff accommodation
Laundry facilities
Recreation facilities
Internet
Public pay phone

The Centre of excellence will be the main professional body at national level which will formulate national
strategies and clinical guidelines for the improvement of physical rehabilitation care throughout the island.
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5. Community based rehabilitation care: Rehabilitation care in the community will require services of
Occupational therapists, physiotherapists, social workers etc. at field level. A community based
rehabilitation programmer that can be implemented island wide needs to designed. However in order
to justify the cost efficiency of developing such a programmer there needs to be more information on
the prevalence of physical disability and the need for physical rehabilitation care at community level.

Strategies for implementation:
1. Development of the National Centre of excellence based on a phased out Master plan as per the
resource availability.
2. The Centre of Excellence (Ragama) will serve as the main body for formulating and implementing
clinical strategy and guidelines for physical Rehabilitation care through the proposed network of
tertiary/secondary /primary care component facilities identified in the framework.
The centre of Excellence (Ragama) will responsible to give technical guidance for formulation of
basic minimum standards required for service provision (see section 3 above) implementation, and the
monitoring and evaluation of the level of quality of care provided.
The Centre of excellence will work in consultation and cooperation with all relevant stakeholders and those
with related interests (policy formulating, clinical and management) at national and provincial level for all
practical purposes to achieve effective and efficient implementation of clinical strategies and guidelines.
3. Establishment of provincial Tertiary care rehabilitation centres – locations will be prioritized based
on demand, accessibility, availability of human Resource
4. The provincial Rehabilitation Centre/ hospital will function as a separate unit managed by the
consultant physician in rheumatology & Rehabilitation. There will be one Centre for each province.
The administration of the unit will come under the Teaching/provincial/ General hospital in which it
will be situated or linked from another location.
5. Standard requirements for development of provincial tertiary care rehabilitation centres and
rehabilitation units in secondary care hospitals should be defined. This should include the facility
requirement, equipment and human resources. However when setting up such services due
consideration should be give to the local epidemiology of physical rehabilitation needs in terms of
morbidity conditions. Hence the ‘standard requirement’ should be customized according to local
conditions and needs.
6. Improve the coverage of services of occupational Therapists and physiotherapists. – identification
of clear job description in the context of community care needs or
7. Establish a programmer for community rehabilitation care. Creation of new category of staff or
revision of present job function as community physiotherapists and occupational therapists will be
required.
8. Improve emergency resuscitation facilities at primary care level and divisional level curative
institutions.
9. Develop diagnostic skills of primary health care level curative and field staff for diagnosis and
referral of patients needing physical rehabilitation care.
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National Oral Health Policy for Sri Lanka
A Draft National Oral Health Policy (DNOHP) document has been formulated for Sri Lanka in order to adopt
new strategies to improve oral health status of the people in this country while consolidating the previous
achievements. This will be in line with the National Health Policy of the Ministry of Health
(http://www.health.gov.lk/HealthPolicy.htm) and the objectives are as follows:

 To develop guidelines to be practiced by all categories
benchmark
 To encourage evidence-based approaches to reduce the
population by age-specific strategies, common risk factor
into existing public health care infrastructure
 To enhance the potential contribution of oral health care
Lankan population by improving their oral health status

of oral health care providers as a
oral disease burden of Sri Lankan
approach and maximum integration
servicesfor the quality of life of Sri

The DNOHP consists of components such as: Minimum levels of standards/Quality of care, Alternative
funding mechanisms, Fostering Public Private Partnerships, Oral health promotion/oral health education:
The integration of oral health in the wider health care delivery system to include enhanced synergies with
health promotion, Oral Health Research, Mass media/Advertising, Management of Information Systems,
Technology and equipment, Continuing Professional Development (CPD), Referral System and Human
Resources.

1. Minimum Level of care/quality of care:
Agreed levels of minimum standard of care will be specified for curative, preventive and rehabilitative oral
health care services provided at each level of the hierarchy of public health care institutions.

2. Alternative Financing Mechanisms
Provision of comprehensive oral health care services absolutely free of charge at the point of delivery as
offered by the public sector is increasingly being challenged by budgetary constraints. However, the state
recognizes the need for provision of basic & emergency oral health care services free of charge by the
public sector. Appropriate cost recovery mechanisms should be attempted for advanced oral health care
services.

3. Fostering Public Private Partnerships
The state recognizes the importance of fostering public- private partnerships in delivery of dental care
services by integrated approaches with governmental, private sector and other non-governmental
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agencies to facilitate greater coordination and regulation for evidence-based, cost effective and quality oral
health care provision.

4. Oral Health Research
The state recognizes oral health research as a priority area which will enhance the quality of life of Sri
Lankan citizens. Moreover, time to time evaluations of the oral health research carried out in the country
will be facilitated in order to utilize research findings for the benefit of the citizens.

5. Health Promotion and Health Education
The state will actively promote health promotion and health education as a priority area in oral
healthcare provision. Sufficient funds should be made available for the health promotional
activities. Oral health promotional activities for special target groups delivered via cost-effective,
best practice models and team-work approaches will be a priority.

6. Mass media and oral health
The State recognizes the strong association between media and health thus the importance of
liaison with media in health promotion. Moreover the state recognizes that media and health
sector should work closely in relation to advertising in order to prevent & control dissemination of
messages to public which deem detrimental to their oral health. Media reports with regard to
oral health / oral health care provision should be monitored and approved by the authorities to
prevent and control dissemination of erroneous information to the public.

7. Oral Health Information systems

An Oral Health Information System will be established to assist monitoring and evaluation of oral health
care services and medico-legal purposes by using manual as well as electronic data bases as applicable.

8. Technology/Equipment and Dental Materials
Sri Lanka needs modern dental equipment and material affordable and appropriate for Sri Lankan
health care delivery system to perform procedures in relation to oral health care provision.
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9. Human Resource Development
Human Resource Development for oral health care provision will be supported and strengthened
keeping in line with contemporary needs & demands for oral health care maintaining a high
quality and appropriate performance appraisal mechanisms. Prevention and control of
occupational hazards and risks will be considered as a priority.
10. Continuing Professional Development (CPD)
Continuing Professional Development (CPD) activities, in-service training and career advancement
opportunities for all categories of oral health care workers will be strengthened as a priority to
enhance their skills, competence and productivity.
11. Referral system
The state recognizes the importance of an efficient and effective referral system for oral health care
services with a minimum burden to the service users.
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National Policy and Strategy on Health of the Young Persons

Certificate of Authorization
The National Policy and Strategy on Health of Young Persons ,
was approved by Cabinet of Ministers of the Government of Sri Lanka on 22nd July 2015
( Cabinet Memorandum No 15/0999/616/058 dated 16th June 2015 ;
Cabinet Decision No 15/0999/615/058 dated 30th July 2015 )

Preamble
Adolescence, according to the world Health Organization (WHO), refers to the period of life between
10-19 yrs, youth refers to the between ages of 15-24 while young person includes the age range from
10-24 years.
This policy focuses on young people. According to the estimated mid-year population for 2012 young
people account for 4.8 million which 24% of Sri Lanka’s general population. In 2010 2.7 million are
reported to be attending school.
Young age could be seen as the second formative stage of life. The growth and development that has
started during childhood takes a second initiative during this period: the life of an adolescent thus is
one of transition, growth, exploration and opportunity. This period of life is considered as one of the
most dynamic stages of human development. It is a time of marked physical, emotional, and
intellectual changes, as well as changes in social roles, relationships and expectations. It is a time of
redefining and developing relationships, with parents, family and peers. It is period that needs to be
understood in relation to the entire continuum of the life span. The experiences of childhood have a
significant impact on young persons, which in turn lays a foundation for the experiences in adulthood.
During this period, young people become physically and psychologically mature and develop their
own identity. Many aspire to escape from the parent – controlled, house – dependent environment, to
one with more freedom and the company of peers. The physical and psychological dynamism
associated with young people makes them vulnerable to many risks that endanger their development
and sometimes, even , their lives. The danger is exaggerated, when they are less informed, less
experienced and are living in an unsupportive and rapidly changing environments. How successfully
they face this transition period and proceed to adulthood in a healthy manner depends on many things
such as knowledge on sexuality and reproduction, life skills, life styles, environment, culture and the
support they receive from their families, communities and schools.

Emerging Issues among Young People in Sri Lanka
According to the National Survey on Emerging Issues among Adolescent in Sri Lanka (UNICEF 2004),
on average, most adolescent started using substances such as smoking, alcohol and other abusive
substances around 14 to 15 years of age. The prevalence of smoking among adolescent schoolboys and
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girls were 18% and 6%, respectively. The prevalence of smoking among out-of-school adolescents was
42% while the current smoking prevalence was 23%.
Nearly a quarter (24%) of adolescent boys and 10% of adolescent girls has ever used alcohol. The
respective proportions for current alcohol use were 6% and 1% respectively. The prevalence of ever
taking alcohol among out-of-school adolescents was 34% while the Sri Lankan prevalence of alcohol
use was 19% then. About 2% of in school adolescents and 4% of out-of-school adolescents have tried
some form of mood altering drug. (UNICEF 2004)
The overall knowledge among school-adolescents between 14-19 year on matters related to
reproductive health was less than 50%. Knowledge increased with age and socio-economic status.
Less than 25% of adolescents had comprehensive knowledge on menstruation, risk of conception, in
teenage and signs of pregnancy. Knowledge on STI and HIV/AIDS among adolescents was found to be
poor. Less than 50% of adolescents had correct knowledge on HIV/AIDS. Only about 57% of
adolescents had some awareness of the existence of sexually transmitted diseases in general.
A fair proportion of in-school adolescents appear to be sexually active. Six percent of adolescents
between 14-19 years old have experienced heterosexual intercourse while 10% reported having
homosexual relations. As could be expected, there is a considerable gender variation in sexual
experience. The prevalence of heterosexual experience was 14% among out-of school adolescents
(22%) while 9% reported a homosexual experience. The majority who had heterosexual relations
have had intercourse with their girl/boyfriend but about 12% reported having sex with commercial
sex workers. Only 32% of them reported using condoms during the last sexual act.
Changing the dietary habits of young people is mainly influenced by marketing strategies, peer
pressure and factors of convenience. Missing breakfast, eating fast food with increased sugar, food
additives and salt will cause metabolic syndrome leading to increased weight, high triglyceride, LDL
deficiencies on one hand, and overweight and its repercussions on the other. 7-6 percent of urban
adolescents between 11-19 years are found to be overweight (MRI 2001). Young people with
unhealthy dietary are more prone to non-communicable diseases like diabetes mellitus, hypertension,
cardio vascular diseases and certain types of cancers in their adult life.

Rationale for the National Policy on Health of Young People
Health can be considered as an optimal state of wellbeing in all stages of life. By applying the broad
definition of health, young persons are considered healthy when they engage in healthy behaviors that
contribute to a healthy lifestyle. They also should have capacity to thrive in spite of stresses in life and
successfully engage during that period in developmental tasks. Having skills to face day to day
challenges and experience a sense of wholeness and well – being. Young people of this age are
generally healthy, and yet several important public health and social problems start during these
years. Developing healthy life styles among young people will directly influence prevention of noncommunicable diseases in their adult life.
With the end to the near 30 year conflict in the North and East, the fundamental requirement of an
environment conducive for young people is being created. Peace, political stability, improved socio
economic conditions and living standards are established in the country now. Special focus should be
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given to the youth of the North and the East as they have been distance from the youth and general
population in other areas. More research to explore specific health challenges in required in these
areas.
Sri Lanka has ratified many international conventions such as the Geneva Convention ACT No. 4 of
2006 and also has passed many national ordinances and acts relevant to children and young people
such as the constitution of Sri Lanka, the Ten year Health Master plan, the National child protection
Act and the National Authority on To basso and Alcohol Act.
A strong political commitment and multi – sectoral actions are needed to address the emerging issues
related to the health of young people in Sri Lanka. A well – defined policy and a strategic plan will
serve as a guideline to the Ministry of Health and other stakeholders of various governmental and nongovernmental organizations to act in a coordinated manner.
The main areas addressed in this policy on health of young people responds to health problems,
prevention of health-related issues and promotion of health of young people.
This policy is also coherent with several other national programmers and policies such as the National
policy on Maternal and child Health, National Nutrition policy of Sri Lanka, Population and
Reproductive Health policy, National AIDS policy, The National policy on Health promotion and, The
National NCD policy.
Having considered the National survey on emerging Issues among Adolescents in Sri Lanka (UNICEF
2004) and other important documents that provide information and evidence related to young
persons in Sri Lanka, the need arises to voice the challenges pertaining to youth in a significant
manner. An urgent declaration on the position of the government related to matters and issues
concerning the health of young persons, it is recommended to undertake to uphold the following
position as directive principles of the government policy on health of young people.

Guiding Principles
The Government of the Democratic Socialist Republic of Sri Lanka
Recognizes that young people are an important parts of the population that needs special
consideration and resource allocation. A multi – sectoral response is required to address their needs
and meaningful participation in arriving at decisions related to economic and social development of
the country.
Recalls the obligations as a signatory to many international conventions that address human rights,
including sexual and reproductive rights of young people and other related documents.
Emphasize that gender and social equality is an important pre-requisite in all matters pertaining to
young people.
Recognizes that young people who are vulnerable due to physical or mental disability, social
deprivation (e.g. living on the streets, displaced, delinquents in institutional care, conscripted at war,
victims of exploitation, parental migration), young people of separated parents, single parents,
adopted children, orphans or due to status of employment deserve special attention.
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Convinced that young persons have a right to access quality health services, to address their specific
needs and issues, and that such service are delivered in a friendly, culturally sensitive, non-threatening
and non-judgmental manner, while recognizing and respecting their sexual and reproductive rights.
Ensures privacy and confidentiality and there shall be no discrimination based on ethnicity, religion,
caste, area of residence or any other divisions among young people for provision of related health
services .

Vision
Happy, healthy and skillful Sri Lankan Youth

Goal
The overall goal this policy is to mainstream concerns of the health of young people and to improve
their health, safety and well-being.
Strategy
1. Promote psychosocial and mental wellbeing
Rationale
The wellbeing of young persons is of importance as youth is a period of transition. The ability to
successfully go through this transition would reduce the proneness to illness; anxiety, depression,
eating disorders, substance use, violence, self-harm and suicide among young people. Young people
are in need of the appropriate knowledge, life skills, an enabling environment and access to relevant
services for their physical and psychosocial development.

The government is committed to recognize the importance of the delivery of services that
enable young people to be happy, healthy and lead productive lives.

Major activity areas
a. Provide opportunities for improving life skills
b. Empower community, parents and teachers to promote psychosocial wellbeing of young
people
c. prevent and manage psychosocial issues and mental illnesses
d. Prevent suicide, self – harm and provide counseling and support services for affected young
people
e. Promote behavior change communication among young people and parents as well as society
at large in dealing with issues of young people
f. Create a supportive environment for young people to develop total wellbeing
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Strategy
2. Ensure an optimum level of nutrition and physical fitness.
Rationale
Nutrition and physical activity are the key components for promotion of physical wellbeing. These
help ensure optimum growth and development, strength, energy and resistance to infections. Young
age being a time of rapid physical growth, maintaining nutrition and reducing micronutrient
deficiencies would help improve their health an help in optimizing the Body Mass Index (BMI). The
consequences of the physically inactive lifestyles lives by many young people are grave. In the long
run, physical activity would reduce the proneness for chronic non communicable diseases including
heart disease, diabetes mellitus, stroke, and osteoporosis. Engaging in regular physical activity from
young age will also improve fitness, flexibility, balance and agility which are important in carrying out
daily activities effectively throughout the life cycle. This also increases the productivity of the
population and helps improve the economic development of the country.
Therefore, the need has been identified to promote better health among young people through
optimum level of nutrition, physical activity and sports.
Major activity areas
a. Promote healthy eating habits for optimum nutrition
b. Regular monitoring, identification and management of young people with nutritional
problems
c. provide targeted micro-nutrient and food supplementation including screening facilities on
nutrition related problems
d. Provide information and counseling services for affected individuals
e. Promote regular physical, recreational and sports activities
f. Create awareness and empowerment on common nutritional problems, health effects due to
lack of physical activity and sedentary behavior
g. Emphasis regulation enforcement of food

Strategy
3. Ensure access to SRH (Sexual and Reproductive Health ) education and services
Rationale

Young people experience sexual developmental changes physically and mentally and have a tendency
to engage in risk taking behaviors during this period. It is mostly through education that these young
people can be empowered to improve their knowledge, attitudes and skills enabling them to develop
positive behaviors. Poor access to information and services and lack of life skill to face sexual and
reproductive health challenges among young people leads to stress, guilt, unplanned pregnancies,
abortion, Sexually Transmitted infections (including HIV/AIDS) and other negative consequences such
as suicide. The socio-cultural atmosphere and myths surrounding sexual issues are the main reasons
for denial.
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The government is committed to provide life skills based, age appropriate sexual and
reproductive health education in a gender sensitive and culturally acceptable framework and
to provide youth friendly reproductive health services.
Major activity areas
a. Build knowledge, understanding and life skills related to SRH among young people in schools
and out-of-school settings
b. Promote safe and responsible sexual behavior among young people who engage in such
behavior.
c. Provide targeted and age specific information in a culturally sensitive manner
d. Establish a multi-sectoral and multi-disciplinary coordination mechanism at national and subnational levels on health of young people
e. Build capacity of governmental, non- governmental and community based programme staff on
health of young people and effective programme implementation
f. Promote active participation and leadership by young people in planning, implementation and
monitoring of programmers
g. Ensure media disseminate information and support to deal with issues related to health of
young people in a responsible manner
h. Sensitizing service providers to avoid stigma
i. Ensure equal access of services and information to vulnerable groups

Strategy
4. Prevent young people from substance abuse

Rationale

The government acknowledges the adverse effects of tobacco, alcohol and other mood altering
substances on the population and the fact that initiation to consumption takes place during young age.
The use of substances is a contributing factor to accidents, suicides, violence , sexual abuse and the
spread of STIs and HIV/AIDS among young people. Using substances in early life leads to chronic
organ impairment in their adult life. These substances greatly impair mental abilities and physical
skills and put a significant number of young people at a high risk of developing cancers, lung diseases,
ulcers, heart diseases, peripheral vascular diseases, malnutrition and liver diseases. The promoters of
these substances use subtle and indirect methods to attract young people to regular use. No
interaction, however remote, will be allowed between such promoters and young people in their
formal settings. As declared by the National Authority on Tobacco and Alcohol Act, there shall be no
advertising of tobacco, alcohol and other such substances in any form and also sale of tobacco
products are prohibited to young people below 18 years of age.
The government is committed to increase protective mechanisms and provision of relevant
services.
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Major activity areas
a. Generate awareness and concerns about the real extent of the harm
b. Reduce the attractiveness, symbolic value, subjective effect, and promoted privileges attached
to substance use
c. Counteract foci that promote consumption of substances including tobacco and alcohol
d. Encourage and assist quitting and reduction of substance use
e. Provide medical interventions and rehabilitation for young people addicted to substances.

Strategy
5. Prevent young people from accidents, injuries and violence
Rationale
During young age individuals develop their skill and capabilities by trying out new behaviors, and
exploring new opportunities and relationships. They are more prone to injuries as they are more
active, physically mobile and less mentally inhibited. In this age they are tempted to engage in high
risk behaviors, anti-social activities, violence, crime, unsafe sexual behaviors and also use of
substances. The subsequent results may take the form of abuse including sexual abuse, road traffic
accidents, homicide, suicide, self-harm, domestic and gender based violence and injuries or death due
to falls and drowning . Protective measures should include effective procedures for rehabilitation and
socialization of victimized young people.
The state shall take all appropriate legislative, administrative, social and educational measures
to protect young people from all forms of physical and mental violence and injuries.
Major activity areas
a. Prevent all forms of injuries including road traffic accidents and disabilities among young
people
b. Prevent domestic and gender based violence and support young victims
c. Prevent all forms of abuse and neglect and support the affected young people and their
families
d. Prevent homicides and other crimes and violence committed by and against young people
e. Awareness creation among the parents/youth and all stake holders
Strategy
6. Strengthen capacity, partnership and networking among all stakeholders
Rationale
The programme on Health of Young people needs multi-disciplinary and multi sectoral initiatives.
Linkages with various stakeholders are very important for ensuring adequate resource allocation for
the programme. All related sectors like education including universities, youth services, law and
justice, social welfare, Non-Governmental Organizations, United Nations organizations, Bilateral
organizations and donor agencies should make collaborative efforts to address the problems and
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issues of young people. Empowerment of all stakeholders can only be achieved through capacity
building, which is imperative to successful interventions and making the policy a reality.
Major activity areas
a.
b.
c.
d.

Develop partnership with public, private and Non-Governmental sectors
Develop mechanisms for regular and sustained allocation of resources
Ensure integration of health of young people in to existing health services and programmers
Establish a multi-sectoral and multi-disciplinary coordination mechanism at national and sub
National levels on health of young people
e. Build capacity of governmental, non-governmental and community based programme staff on
health of young people and effective programme implementation
f. Promote active participation and leadership by young people in planning, implementation and
monitoring of programmers
g. Ensure media disseminate information and deal with issues related to the health of young
people in an appropriate and responsible manner

Strategy
7. Strengthen research, monitoring and evaluation
Rationale
Research is an integral part of evidence-based policy development, planning and service delivery. The
availability of national level representative information on issues related to the health of young people
in Sri Lanka is very limited. As a major component of the general population supporting the
development of national level planning especially in the current development environment existing in
the country. This is important to ensure appropriate use of resources at every level. A proper
monitoring and evaluation mechanism is vital for a sustainable national programme and also
mainstreaming such systems will help establish the programme at national and sub national levels.
Major activity areas
a. Identify research needs and gaps on issues related to young people and mobilize and adequate
funding to carry out scientific and action based research
b. Develop an evidence based planning mechanism for the health of young people
c. Develop a comprehensive plan of action with wide participation of all stakeholders and young
people
d. Mainstream monitoring and evaluation of all youth health programmers
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Strategy
8. Youth Friendly Health services (YFHS)
Rationale
Youth Friendly Health Services refer to provision of information, basic counseking and clinical services
that young people require and right fully deserve, provided by competent personnel in a youth
friendly environment/setting, ensuring participation of young people
These services meet the needs of young people effectively. They ensure inclusion of all young people
while delivering an essential package of services that are accessible acceptable and appropriate. These
services are equitable and do not discriminate against any young person on grounds of gender,
ethnicity, religion , disability, social status or any other
Major activity areas
a. create enabling environment for establishing YFHS
I. Proper definition of YFHS
II. Awareness and promotion of YFHS through various mechanisms at different levels.
(Individual, family and other communities)
III. Building positive attitudes about YFHS with people

b. Establishing YFHS centers
I. Mapping the resources
II. Proper set of standard guidelines for YFHS centers
III. Empowering the existing YFHS centers
IV. Provision of facilities to access YFHS centers

c. Sustainability of YFHS
I. Government monitoring agency
II. Develop a proper referral system
III. Promote partnerships with UN agencies, NGOs and etc.

Strategy
9. Young persons with special needs Ensure health and wellbeing of young people with special
needs.
Rationale
For young person with special needs to live in dignity, and with equal rights and opportunities it is
important to enhance the quality of life. These young people will have variable personal factors like
age, gender, health conditions, personality etc., social factors, attitudes of others and society, cultural
factors (superstitions associated with special needs, perceiving them as bad luck and environmental
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and physical barriers, inaccessibility to education and public services restrict participation in activities
that limit them when carrying out certain activities in daily life. the necessity to assist the young
persons with special needs is therefore imperative to overcome these issues.
Major activity areas
a. Strengthen and upgrade existing health and other services to meet the needs of young people
with special needs
b. Ensure cooperation and coordination with other sectors/stakeholders in the provision of
services for young people with special needs.
c. Empower the community to provide the relevant services and ensure sustainability of services
d. Empowering community, parents and teachers particularly through effective parenting during
Adolescence.
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National Nutrition Policy of Sri Lanka

Certificate of Authorization
The National Nutrition Policy had been Published in the Extra Ordinary Gazette ( No 1639 / 5
dated 02nd February 2010 ) by the Ministry of Health
However reference has to be made to the Food and Nutrition Policy of Sri Lanka , published by
the Ministry of Policy Development & Implementation

PREAMBLE

Good nutrition is essential for achieving and maintaining good health, improving quality of life, and
enhanced socio-economic development of the country. At national level, nutritional status is the
outcome of the interrelationships between health, environment, community and economic
development.

The nutritional status of individuals is inter-related as they pass through different stages of the
lifecycle. Poor maternal nutrition leads to under nutrition in-utero, followed by low birth weight and
its’ consequences of increased neonatal and infant morbidity and mortality, as well as increased
risk of chronic diseases in later life. A comprehensive nutrition policy will lead the way to optimum
nutrition through all stages of life cycle reducing the inter-generational impact of malnutrition.

The Nutrition Policy for Sri Lanka was first developed in 1986. There is now an urgent need to
revise it as a sound nutrition policy is an essential prerequisite for implementing future strategies
and action plans in accordance with the former, while building upon the related policies already in
existence. The nutritional well-being of a population is influenced by determinants that cut across
the areas of responsibilities of different sectors and agencies. Household food insecurity, for
example, is influenced by factors such as health, education, employment, food availability and food
affordability, and leads to malnutrition. These factors are under the purview of many sectors and
extends beyond the health sector. The proposed National Nutrition Policy (NNP) will provide a
platform for inter-sectoral coordination in order to accelerate efforts to achieve optimum nutrition
for all. The policy will also provide overall guidance for the development of national strategic plans
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of action for nutrition activities. A concerted effort by relevant sectors, including Planning,
Agriculture, Fisheries, Livestock, Health, Women’s Affairs/Empowerment, Education, Social
Services, Poverty alleviation, Trade and Industry, and Media, the government, non-governmental
agencies, international development partners, and the cooperation of the public will be mandatory
for effective implementation of the policy and for acceleration of national development.

NUTRITION STATUS IN SRI LANKA

Health and social status of Sri Lanka has shown a significant progress over the last several years.
Life expectancy of Sri Lankans is 68 years for males and 76 years for females in 2006 (Central
Bank Annual Report. 2008), Maternal mortality rate is 39.3 per 100,000 live births (FHB. 2006),
and Infant mortality rate is 10 per 1000 live births (Registrar General’s Dept. 2006), Under five
mortality is 12.1 per 1000 births (Registrar General’sDept.2006). However, improvement of
nutrition indicators has not kept pace with the others.

Despite the relatively high literacy rate (90.8% in 2006)in the country (Central Bank Annual Report.
2008), and achievements in economic growth, the nutritional status of children is not satisfactory,
and neither is that of adolescents and women. According to the Demographic & Health Survey
2006/2007data, low birth weight prevalence is 16.6%. Among the under five children, 21.1% are
underweight(compared to 22.8% revealed by DHS 2000), and about 14.7% under 5 years are
wasted (15.5% in 2000). Stunting levels have declined from 18.4% in 2000 to 17.3% in 2007
(DHS). The nutrition status shows a wide variation across the districts & as for wasting, it ranges
from 10.5% to 28.1% substantiating the geographical disparity.

Under nutrition leads to sub-optimal growth, poor cognitive development and poor academic
performance in children resulting in decreased work capacity and productivity in adult life.Sri Lanka
is dependent upon well-nourished healthy children to grow up and contribute effectively to the wellbeing of the nation. However, if the current figures of under nutrition in non-pregnant women are a
proxy indicator (DHS. 2007 revealed that 16.2% of women aged 15-49 years are undernourished
with Body Mass Index below 18.5 kgm-2), the goal of achieving optimum nutrition status faces a
great challenge.

This picture is further deteriorated by comparatively high micronutrient

deficiencies particularly anaemia and vitamin A deficiency. The prevalence of anaemia among
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children under- five years, primary school children, adolescents, non pregnant women and
pregnant women were 29.9%, 20.9%, 22.3%, 31.6% and 30.3% respectively (MRI. 2001). The
last Vitamin A deficiency survey (2006) shows that about 29% of under-five children are
biochemically vitamin A deficient.

According to the Food Balance Sheets published by the Department of Census and Statistics
(2000-2005) it has been shown that there is an increasing trend in the production of rice,
vegetables, milk, meat and fruits over the last five years. Accordingly, per capita availability of
calories and proteins (g/day) has increased. This generally implies an improved food security
situation even though it does not necessarily follow at household level. Inequity of household food
distribution, insufficient knowledge, inappropriate feeding and caring practices add to the problem
of compromising nutrition security of the individual.

Inappropriate infant and young child feeding practices especially short duration of exclusive breastfeeding & inappropriate complementary feeding still persist. Nevertheless exclusive breast-feeding
has been increased from 57.6% in 2000 (predominant breast-feeding (0-4 month)) to 75.8% (0-5
month) in 2007 (DHS). Inadequate knowledge and time constraints on the part of caregiver are
major contributory factors for poor feeding practices than the economic hardships.

As the child grows into an adolescent, and then to an adult, lifestyle changes are influenced by
marketing strategies, convenience factor and peer pressure leading to unbalanced dietary patterns
resulting in nutritional deficiencies on one hand and overweight and its’ consequences on the
other. Imbalanced diets, sedentary lifestyles, and lack of physical activity are risk factors leading to
a high prevalence of overweight (about 31.2% in females aged 15-49 years (DHS.2007)),and other
diet-related non-communicable diseases such as diabetes mellitus, cardiovascular disease,
hypertension and certain types of cancer. Comparatively high prevalence of overweight is seen in
urban areas (7.6% in urban adolescents aged 11-19 years (MRI.2001)). Overweight and obesity
are emerging challenges leading to a double burden.

Although a wide range of programmes (e.g. Thriposha programme, growth monitoring and
promotion of children, micronutrient supplementation etc.) have been ongoing for several years, it
is imperative that they are evaluated and strengthened to reap the full benefit.
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A strong political commitment and concerted social action are needed to address the multi-causal
problems simultaneously. Different ministries and stakeholders of various sectors and agencies
are required to act urgently, in a coordinated manner.

A well-defined policy and a workable action plan will serve as a guideline to the relevant
stakeholders in planning and management of nutrition programmes with effective integration
ensuring efficiency and sustainability.

VISION
Every Sri Lankan has access to appropriate and adequate food and nutrition irrespective of their
geographical location and socio-economic status.

GOAL AND OBJECTIVES
4.1

Goal

To achieve and maintain the nutritional well-being of all Sri Lankans enabling them to contribute
effectively towards national socio-economic growth and development.

4.2

Objectives

1.

To ensure optimal nutrition throughout the life cycle

2.

To enhance capacity to deliver effective & appropriate interventions

3.

To ensure effective management of adequate nutrition to vulnerable populations

4.

To ensure food and nutrition security for all citizens

5.

To strengthen advocacy, partnerships and networking

6.

To strengthen research, monitoring and evaluation
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5.

POLICY STATEMENTS

5.1

Ensuring optimal nutrition throughout the life cycle

Nutritional status throughout the stages of the life cycle is interrelated. Fetal malnutrition due to
poor maternal nutrition sets-up a vicious cycle affecting all stages of life and even future
generations. Thus, in-order to reduce this inter-generational impact of malnutrition, the National
Nutrition Policy will focus on a life-cycle approach and aims to:

Policy Statement 5.1.1:
Pregnant
Women

Ensure appropriate and adequate nutrition and related services for all
pregnant women throughout the pregnancy enabling a delivery of a healthy
baby with an adequate birth weight.

Policy Statement 5.1.2:

Lactating
Mothers

Ensure supportive family environment, services and regulatory safety nets to
enable mothers to provide optimal care including exclusive breastfeeding for
6 months and continuation of breast feeding for 2 years and beyond.

Policy Statement 5.1.3:
Infant and
Young Child

Ensure a good foundation for all infants and young children during their early
childhood years by providing optimal nutrition through provision of exclusive
breast-feeding for 6 months followed by complementary feeding together
with continued breast feeding for 2 years and beyond.

Policy Statement 5.1.4:
Pre-school and
School Children

Ensure all pre-school and primary school children have access to adequate
and safe nutrition, which will optimise their growth and development.

Policy Statement 5.1.5:
Adolescents
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Reduce undernutrition and obesity (malnutrition) among adolescents
enabling them to be healthy and productive adults.

Policy Statement 5.1.6:
Adults and Elderly

5.2

Promote appropriate nutrition for adults and elderly to ensure prevention and
control of nutrition related Non-Communicable Diseases.

Enhancing capacity to deliver effective and appropriate interventions

Empowerment of all stakeholders can only be achieved through capacity building, which is vital for
successful interventions. National Nutrition Policy therefore aims to:

Policy Statement 5.2.1:
Behaviour Change
Communication

Promote behaviour change communication to all sections of population
enabling them to make right food choices and care practices.

Policy Statement 5.2.2:
CapacityBuildin
g

Strengthen capacity building of health staff and community–based workers
for effective behaviour change communication with regards to nutrition
promotion in all sections of the community.

Policy Statement 5.2.3:
Community
Empowerment

Empower the community by reorganizing grass root level community
organizations, in programme planning, implementation and monitoring of
nutrition intervention programmes.

Policy Statement 5.2.4:
Media
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Ensure dissemination of appropriate nutrition messages and promotion
programmes through media in a responsible and ethical manner.

5.3

Ensuring effective management of adequate nutrition to vulnerable populations

Vulnerable populations are worst affected particularly during man made and natural disasters as
well as during illnesses. Hence National Nutrition Policy aims to:

Policy Statement 5.3.1:
Vulnerable
Populations

Ensure targeting of nutritional interventions to underserved areas, plantation
community, urban poor and areas identified by the nutrition surveillance
system.

Policy Statement 5.3.2:
Emergencies /
Conflict

Ensure access to adequate nutrition for people affected by emergencies
(conflict or natural disasters) and ensure emergency preparedness and
response plans to adequately address the basic nutrition needs of all
people.

Policy Statement 5.3.3:
Illness / PLWHA

Ensure adequate nutrition during and after illness with special
considerations on those affected with chronic diseases and people living
with HIV / AIDS (PLWHA).
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5.4

Ensuring food and nutrition security for all citizens

Food and nutrition security is a major factor in achieving nutritional wellbeing at individual and
household level. National Nutrition Policy aims to:

Policy Statement 5.4.1:
Food Based
Approaches

Ensure access to adequate, nutritious, safe and quality food at affordable
price throughout the year.

Policy Statement 5.4.2:
Dietary
Diversification

Promote consumption of a wide variety of foods ensuring intake of all macro
and micronutrients to prevent deficiency disorders and diet related chronic
diseases.

Policy Statement 5.4.3:
Nutrient
Enhancement

Promote and facilitate improvement of quality of commonly consumed food
items (eg. food fortification) to ensure micronutrient supplementation for
vulnerable groups.

Policy Statement 5.4.4:
Food Safety

5.5

Enact and implement of appropriate legislations and other regulatory
mechanisms to ensure provision of safe nutrition to all citizens of Sri Lanka.

Strengthen advocacy, partnerships and networking

Appreciating the cross-cutting nature of nutrition interventions, measures will be taken to advocate
incorporation of nutritional objectives and components into national development and other
relevant policies and programmes and aims to:

Policy Statement 5.5.1:
Political
Commitment
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Establish a mechanism for regular consultation and dialogue between
political leadership, policy planners and other stakeholders to ensure
sustainability of programmes in coherence with other nutrition related
policies.
Policy Statement 5.5.2:
Inter Agency
Partnership

5.6

Strengthen partnerships and networking with relevant sectors and
stakeholders including private sector for undertaking collaborative
programmes to improve nutrition at community level.

Strengthen research, monitoring and evaluation

Timely information and updated knowledge is vital for evidence based programme planning and
management. The National Nutrition Policy will;

Policy Statement 5.6.1:
Nutrition
Surveillance

Promote establishment and operation of National Nutrition Surveillance
System providing policy makers, programme managers, and nutrition care
providers with evidence needed for better programme management.

Policy Statement 5.6.2:
Evidence
Based Review

Prioritise and support research oriented activities and utilize evidence for
regular monitoring and periodic evaluations of nutrition programmes.
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6.

IMPLEMENTATION

The National Nutrition Policy (NNP) upon adoption will serve as the base document on which the
strategic approaches will be developed leading to the phase of implementation.

Effective and sustainable institutional framework is a mandatory requirement for smooth
implementation of this policy. Identifying and promoting establishment of required institutions and
mechanisms are important to ensure efficient administration of policy and action plan.

Comprehensive action plan will be drawn up inline with the NNP identifying responsibility for each
activity with a pre-determined time line for implementation and a means of verification.

The policy will be implemented through bodies with well-defined responsibilities. The following
bodies will be established in order to accomplish this objective.

1. National Nutrition Steering Committee (NNSC)
This committee will make nationally important policy decisions and monitor the activities
and will comprise of high-level representatives of relevant ministries

2. National Nutrition Co-ordination Committee (NNCC)
This committee will make key technical decisions and review the action plan periodically
and prioritize activities and will comprise of nutrition professionals of different sectors

3. Nutrition Coordinating Committee at Provincial level (NCCP)
This committee plans and manages the nutritional interventions and other programmes
within the province

4. Nutrition Co-ordination Unit (NCU)
Policy Repository - Ministry of Health - Sri Lanka

Page 245

NCU functioning as a secretariat will be responsible for coordination between implementing
agencies ensuring smooth implementation of key decisions made by the NNSC and NNCC.
Monitoring and evaluation system will be developed to ensure that the NNP is being
implemented and the objectives are met. The problems faced in implementing as well as
monitoring will be identified, and the information will be shared with the respective
institutions/ bodies at provincial/district level in order to take necessary actions.
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National Nutrition Strategic Plan
Introduction

Government of Sri Lanka is committed to ensure optimal nutrition for all Sri Lankans irrespective of their
geographical locations, socio-economic status, or physiological status. In order to achieve the desired
objectives it is imperative that cooperation of all relevant sectors should be sought and this includes
commitment of Government agencies, development partners, non government agencies and the private
sector.

National Nutrition Policy was a long felt need and has been possible to finalize after several rounds of
deliberations. This document out lines the strategic plan based on the policy guidelines. It identifies goals
and objectives, expected outcomes, key action areas and major activities. Provinces and agencies may
develop their action plans based on the guidelines provided in this document.

Goal

To achieve and maintain the nutrition and well being of all Sri Lankans enabling them to contribute
effectively towards National socio-economic growth and development.

Policy Objectives

1. Ensuring Optimal Nutrition throughout the lifecycle
2. Enhancing capacity to deliver effective and appropriate interventions
3. Ensuring effective management of adequate nutrition to vulnerable populations
4. Ensuring Food and Nutrition Security for all citizens
5. Strengthening advocacy, partnerships and networking
6. Strengthening Research, Monitoring and Evaluation
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Policy Objective 1-Ensuring Optimal Nutrition throughout the lifecycle

Expected Outcome
1.1

Low birth weight prevalence
reduced

Key Action Areas
1'1'1 Reducing under nutrition and micronutrient
deficiencies among women of reproductive age
1.1.2 Controlling and managing of antenatal causes of
foetal malnutrition (i.e. infectious diseases, PIH)

1.2 Malnutrition among children
under 5 years of age reduced

1'2'1 Promoting, protecting and supporting exclusive
breastfeeding for the first six months of life
1'2'2 Strengthening complementary feeding practices
1'2'3 Strengthening Growth Monitoring and Promotion
1'2'4 Promote psychosocial development of children
during early childhood years

1'3

Morbidity due to ARI and
diarrhoea among children
under 5years

1'3'1 Strengthening Integrated Management of
Childhood Illnesses

1'4

Malnutrition among school age
children, adolescents& youth
reduced

1'4'1 Create a good nutrition enabling environment in
schools
1'4'2 Enhance fora in delivering nutrition services to
non-school going adolescents
1'4'3 Regular nutritional status assessments of nonschool going adolescents& youth

1'5

Nutrition-related disorders
among adult population
reduced

1'5'1 Regular nutritional status assessment of adults &
elderly
1'5'2 Updating and implementing national food-based
dietary guidelines
1'5'3 Promoting healthy workplace
1'5'4 Establish regular monitoring of nutritional status
among adult populations

Policy Objective 2- Enhancing capacity to deliver effective and appropriate
interventions
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Expected Outcome
2'1

Stakeholder capacities on
delivering nutrition services
improved

Key Action Areas
2'1'1 Promote behaviour change among all sections of
population& enabling them to make right food
choices and care practices
2'1'2 Build and empower the community organizations, in
programme planning,
implementation and monitoring of nutrition
intervention programmes
2'1'3 Infrastructure facilities improved at all levels
2'1'4 Effect a behaviour surveillance system at all levels

Policy Objective 3- Ensuring effective management of adequate
nutrition to vulnerable populations

Expected Outcome

Key Action Areas

3'1

Disparities in nutritional status
reduced

3'1'1 Ensure
targeting
of
nutritional
interventions to underserved areas,
plantation community, urban poor and
conflict affected areas

3'2

Quality of life of patients improved
through optimum nutrition
interventions

3'2'1 Effective hospital nutrition system
established
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Policy Objective 4 - Ensuring Food and Nutrition Security for all
citizens

Expected Outcome
4'1

4'2

Key Action Areas

Accessibility and consumption of
adequate, safe and nutritious
foods at the household level
improved

4'1'1 Ensure access to adequate, nutritious, safe and
quality food at affordable prices throughout the
year

Ensuring improvement of quality in
commonly consumed food through
nutrient enhancement (Food
fortification)

4'2'1 Ensuring intake of all macro and micronutrients to
prevent deficiency disorders and diet related chronic
diseases

4'1'2 Ensure provision of safe food

Policy Objective 5-Strengthening advocacy, partnerships and
networking
Expected Outcome

Key Action Areas

5'1

Nutrition components included
into other relevant national and
Provincial policies and strategic
plans

5'1'1 Mainstreaming nutrition in other related national
and provincial policies

5'2

Coordinated action for nutrition
within the MOH is strengthened

5'2'1

5'3

Intersectoral coordination
nutrition is strengthened

5'3'1 Establish a high- level Inter sectoral coordination
mechanism

for

Establishing an effective coordinating system

5'3'2 Enhance coordination and harmonization of
partners and stakeholders who work for food and
nutrition in the country (i.e. UN agencies, bilateral
agencies, NGOs/civil societies)
5'3'3 Strengthen partnerships and networking with
relevant sectors and stakeholders for
Unde taking collaborative programmes to improve
nutrition of community at Provincial' District,
Divisional and Community level
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Policy Guidelines for Fortification of Food in Sri Lanka

Fortification of food with micronutrients has been practiced for several years particularly by industrial
countries as a means of restoring the micronutrients lost during the processing of food.
Fortification as defined by the Codex Alimentarius Commission is the addition of one or more essential
nutrients to a food, whether or not it is normally contained in the food, for the purpose of preventing or
correcting a demonstrated deficiency of one or more nutrients in the population or specific population
groups (1).
Therefore, fortification of food with micronutrients has been identified as a valid technology for adoption
as part of a food-based approach when and where existing food supplies and limited access fail to provide
adequate levels of the respective nutrients in the diet. It becomes a valuable method to start and continue
an ongoing nutrition improvement programmer
Interest in the addition of micro-nutrient has greatly increased over the last few years. The Governments
have studied the problems of malnutrition due to the non-availability of particular nutrients in the food and
have started nutrition improvement programmers.
Under free market conditions and advances in food technology, many types of processed foods are
produced and offered to consumers. There is a tendency for the food processor to add micronutrients,
whether required or not, and use the addition of the micronutrient to claim the superiority of their
product.
The increase in the availability of fortified processed foods in the market has given rise to a number of
concerns to the authorities. The authorities or the government would like to exercise a degree of control
over cooperative arrangements such as codes of practice.
The Chef Food Authority has decided to bring out these guidelines to assist the industries and other
government organizations in the design and implementation of appropriate food fortification
programmers.
The guidelines provide information relating to the need, benefits, implementation, monitoring and
regulating of food fortification. The guidelines are intended to be a resource for government and other
agencies that are currently implementing or considering starting a food fortification programmer.
2.0 Rational foe Fortification
Micronutrient malnutrition is a widespread problem throughout the world and has both health and
economic consequences. The outcome includes blindness, poor cognitive development, reduced growth,
lower worker productivity, higher morbidity and mortality and adverse pregnancy consequence.
The Micronutrient interventions, particularly fortifications, have been identified by the World Bank as
among the most cost-effective of all health interventions (2).
One out of every four people in the world suffers from micronutrient deficiencies (3). Thus, a quarter of the
population does not receive the adequate nutrition to grow up healthy and productive. The need for food
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fortification in Sri Lanka as a preventive measure to overcome micronutrient deficiencies can be adequately
justified based on data available on dietary inadequacy of nutrients and food consumption patterns of
populations (Annex 01 - % adequacy of nutrient intake according to Sri Lanka RDA).
Several national surveys have shown that there is marked reduction in prevalence of anemia, but iron
deficiency continues to be an important problem affecting more than 40% of children, adolescent girls and
women of childbearing age, including pregnant women (4). Anemia in infants and children is associated
with retardation of physical and intellectual growth, as well as reduced resistance to infections. In adults,
anemia adversely affects the immune system, causes fatigue and reduces work capacity. For every 10
percent deficit in hemoglobin concentration, there is a 10-20 percent deficiency in work performance.
In the last national survey on vitamin A status of preschool children (MRI, 1995), prevalence of sub clinical
vitamin A deficiency was 35% indicating a public health problem (5). A recent survey (MRI, 2005) to assess
the prevalence of iodine deficiency among children 6-9 years of age reveals that the total goiter rate was
3.8% (6). The Sri Lankan diet is deficient in iron, iodine, and vitamin A, (zinc and folate, calcium, Lysine)
Food fortification should be mainly carried out to fill up these inadequacies in Ari Lankan diet.
the Food act No 26 of 1980 and the Food Labeling and Advertising Regulations, 2005 made by the Minister
in charge of subject of Health in consultation with the Food Advisory Committee, regulates the addition of
nutrients to foods and further stipulates mandatory approval of the chief Food Authority on limits of the
food fortification (Gazette notification No 1376/9 dated 19.1.2005 (IV).
3.0 The Scope
Fortification can make an important nutritional difference and offer a number of strategic advantages for
the large and expanding populations of all socioeconomic classes that regularly purchase and consume
commercially processed foods. When superimposed on existing food patterns, fortification may not
necessitate changes in the customary diet of the population and does not call for individual compliance;
but it can be dovetailed into existing food production and distribution systems. For these reasons,
fortification can often be implemented and yield results quickly and be sustained over a long period of
time. It can thus be the most cost-effective means of overcoming micronutrient malnutrition.
3.1 Food fortification can take several forms. It is possible to fortify foods
3.1.1. That is widely consumed by the general population (mass fortification or Universal fortification)
3.1.2. Designed for specific population subgroups, such as complementary foods for young children or
rations for displaced populations (targeted fortification)
3.1.3. On voluntary basis by food manufacturers i.e. foods available in the market place (market driven
fortification)
3.2 Mass fortification is essentially a mandatory, targeted fortification however, can be either mandatory or
voluntary, depending on the public health significance of the problem it is seeking to address.
3.3 There are other forms of novel fortification such as household and
fortification of staple foods.
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Food fortification is vital where there is a demonstrated need to increase the intake of an essential nutrient
by one or more population groups, as manifested in dietary, biochemical or clinical evidence of deficiency.
It shall also be considered important to compensate for nutrient losses due to processing and storage.
The achievement and maintenance of a desirable level of nutritional quality in the nation’s food supply is
an important public health objective. However, random fortification of foods could result in over or under
fortification in consumer diets, creating a implementing food fortification programmers.
Guidelines on food fortification will help food legislators, the government or any manufacturer when
implementing food fortification programmers.

4.0 Statement of Policies
4.1 Food fortification shall be recommended for foods that are widely consumed particularly by at – risk
population groups.
4.2 Fortification shall be recommended for processed foods that replace or stimulate traditional foods to
compensate for nutritional inferiority due use of substitute ingredients
4.3 Food fortification shall not be encouraged in alcoholic beverages and candies because excessive intake
as a result of undue consumption of these fortified products may lead to health problems.

5.0 Objective
I. To maintain and improve the overall nutritional quality of foods.
II. To avoid nutrient imbalance in the food supply due to over or under fortification
III. To prevent practices that may be deceptive or mislead the consumer
IV. To provide guidelines for manufacturers who fortify foods to preserve a balance of nutrients in the diet.

6.0 Selection of a food vehicle
Fortification requires the identification of commonly eaten foods that can act as vehicles for one or more
micronutrients and lend themselves to centralized processing on an economical scale.
Specific criteria should be met when choosing the appropriate food vehicle to introduce the fortificant.


According to WHO, FAO Guidelines on Food Fortification with Micronutrients, 2006 (7) the
following types of foods have some or all of the following characteristics.

Foods that are

Policy Repository - Ministry of Health - Sri Lanka

Page 253








Consumed by a large proportion of the population, including (or especially) the population groups
at greatest risk of deficiency.
Consumed on a regular basis, in adequate and relatively consistent amounts.
Centrally processed (Central processing is preferable for a number of reasons, but primarily
because the fewer the number of locations where fortificants are added, the easier it is to
implement quality control measures; monitoring and enforcement procedures are also likely to be
more effective).
Containing a nutrient premix to be added relatively easily using low-cost technology and in such a
way so as to ensure an even distribution within batches of the product.
Used relatively soon after production and purchase. Foods that are purchased and used within a
short period of time of processing tend to have better vitamin retention and fewer sensorial
changes due to the need for only a small over dosage.

7.0 Choice of Fortificant Compound
When selecting the most appropriate chemical from of a given micronutrient, the main considerations of
concern are thus:







Sensory problems. Fortificants must not cause unacceptable sensory problems (e.g. colour, flavor,
odour or texture) at the level of intended fortification, or segregate out from the food matrix and
they must be stable within given limits. If additional packaging is needed to improve stability of the
added fortificant, it is helpful if this does not add significantly to the cost of the product and make it
unfavorable to the consumer.
Interactions. The likelihood or potential for interactions between the added micronutrient and the
food vehicle and with other nutrients (either added or naturally present), in particular, any
interactions that might interfere with the metabolic utilization of the fortificant, needs to be
assessed and checked prior to the implementation of a fortification programmer.
Cost. The cost of fortification must not affect the affordability of the food nor it’s competitively
with the unfortified alternative.
Bioavailability. The fortificant must be sufficiently well absorbed from the food vehicle and be able
to improve the micronutrient status of the target population.

8.0 Mandatory and Voluntary Fortification
8.1 Mandatory Fortification
8.1.1 Key Characteristics

Mandatory fortification occurs when governments legally require food producers to fortify particular foods
or categories of foods with specified micronutrients (Example – iodination of salt in Sri Lanka.)
Mandatory fortification, especially when supported by a properly resourced enforcement and information
dissemination system, delivers a high level of certainty that the selected food(s) will be appropriately
fortified and in constant supply.
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Governments are responsible for ensuring that the combination of the food vehicle and the fortificants will
be efficacious and effective for the target group, yet safe for target and non-target groups alike. Food
vehicles range from basic commodities, such as various types of flour, sugar and salt which are available on
the retail market for use by consumers as well as ingredients of processed foods, to processed foods that
are fortified at the point of manufacture. Given their widespread and regular consumption, basic
commodities are more suited to mass fortification, whereas certain processed formulated foods are usually
the better vehicle for targeted fortification initiatives.
8.1.2. Mandatory Fortification In Relation To Public Health
Government tend to institute mandatory fortification in situations where a proportion of the general
population, either the majority (mass fortification ) or an identified population group (target fortification)
has a significant public health need or risk that can be ameliorated or minimized by a sustained supply and
regular consumption of fortified food(s) containing those micronutrients.
Mandatory fortification is usually prompted by evidence that a given population is deficient or
inadequately nourished, such as clinical or biochemical signs of deficiency and / or unacceptably low levels
of micronutrient intake. In some circumstances, a demonstrated public health benefit of an increased
consumption of a given micronutrient might be considered sufficient grounds to warrant mandatory
fortification even if the population is not considered to be seriously at risk according to conventional
biochemical or dietary criteria.

8.2 Voluntary Fortification
Fortification is described as voluntary when a food manufacturer freely chooses to fortify particular foods
in response to permission given under the Food Law, or under special circumstances, is encouraged to do
so.
This should be permitted only




Where there is valid, scientific evidence that an increase in the intake of a essential nutrients is
likely to benefit population groups where food habit changes cause deficiencies or
To enable the nutritional profile of foods to be maintained at preprocessing levels as far as
possible after processing or
To enable the nutritional profile of specific substitute foods to be aligned with the primary food.
When instituting voluntary fortification arrangements, the government has a duty to ensure that
the consumers are not misled or deceived by fortification practices and also wish to be satisfied
that market promotion of fortified foods is not in conflict with, or compromise, any national food
and nutrition policies on healthy eating.
It is important that government should exercise an appropriate degree of control over voluntary
fortification through food laws or other cooperative arrangements. The degree of control should
at least be commensurate with the inherent of risk.
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8.2.1 Approval of Chief Food Authority
Food manufacturers wishing to fortify their products should submit a written request to the Chief Food
Authority giving details of their planned fortification.
Provided, however the written request to the Chief Food Authority is not necessary
a) If the nutrient is to be added to maintain the nutritional profile at preprocessing level after
processing
b) If the nutrient added to food does not exceed 1/3 of the Tolerable Upper Intake levels given in
Table 1.

9.0 Quality assurance
The maintenance of a well-functioning quality assurance programmer is essential to developing an
effective, practical and economical fortification program. Quality assurance refers to the implementation of
planned and systematic activities necessary to ensure that products or services meet quality standards.
Quality assurance for food fortification consists of establishing the following procedures (8):



Obtain from the provider, a certificate of quality 1 for any micronutrient mixes used;
Request, receive and store in a systematic, programmed and timely manner the ingredients and
supplies for the preparation of a preblend2;

1

The micronutrient mixes must be a accompanied by a certificate obtained from an accredited laboratory
certifying the nutrient content. This is usually the case for products shipped by international companies
dedicated to this task.
2

A preblend is the combination of micronutrient mix with another ingredient, often the same food that is
to be fortified; with the purpose of reducing the dilution proportion and improving the distribution of the
micronutrient mix in the food and guaranteeing that there will be not be separation (segregation) between
the food and the micronutrient particles.








produce the preblend according to a schedule that is adjusted to the rate of food manufacturing
and fortification;
Control the adequate performance of the preblend equipment;
appropriately label and deliver the preblend;
use the preblend in the same order of production (i.e. first in, first out);
verify appropriate functioning of the feeder machines and the mixers in a continuous and
systematic manner;
ensure that the product is adequately packaged, labeled, stored and shipped.
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It is possible that other process variables, such as PH and temperature / time exposure, could affect the
stability of added micronutrients and should also be considered in the design of quality assurance
programmers.
the quality control procedures will typically consists of taking samples of the fortified food, either by
batch or in a continuous manner depending on the system of production and determining their
micronutrient content (9). Irrespective of the sampling method, the number of samples required will be
governed by the consistency and reliability of the fortification process.
Food-control systems based on HACCP principles, risk – based inspection procedures, and
internationally accepted analytical methods should be developed in support of fortification. Fortificants
must meet quality criteria specifications explicitly established for each application, including chemical
stability, appearance, bioavailability and homogeneity.
Goals of food fortification programmers must be clearly stated at the outset of the programmer and a
proper monitoring and evaluation process incorporated as part of the fortification.
The standards, guidelines and codes of practice adopted by the codex Alimentarius Commission should
be considered, when required.
10.0 Fortification Levels
The approach recommended in these guidelines for setting fortificant levels in food is the Estimated
Average Requirement (EAR)3 Cut – point method given by the WHO/FAO Guidelines on Food
Fortification with Micronutrients, 2006 (7).

3

Estimated Average Requirement (EAR) for micronutrient is defined as the average daily intake that is
estimated to meet the requirement of half of the healthy individuals in a particular life stage & gender
subgroup.

The EAR cut-point approach is different from the past practice of using Recommended Nutrient Intake (or
Recommended Dietary Allowance) of a nutrient as the desirable or “target” intake. The latter approach is
valid for deriving the desired nutritional intake of an individual, but not that of a population.
The main aim of regulating the levels of fortificants in processed foods is preserving the nutritional balance
and safety of the diet for the population at large. Minimum levels need to be set to ensure that reasonable
amounts of micronutrients are added to food products; this must be stated on the product label, and may
be referred to when advertising the product. It is important to fix maximum levels so as to reduce the risk
of an excessive nutrient intake through the consumption of fortified foods, especially for those
micronutrients with well-established Tolerable Upper Intake Level (UL) values.
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The market-driven fortified processed foods are usually marketed to all family members, rather than to
specific or physiological groups, presents difficulties in setting maximum limits on the permitted levels of
fortificants in such foods.
The difficulties are compounded by the fact that the same serving size of the fortified food is common to all
members of the family and unnecessarily large amounts of micronutrients may be delivered to children by
fortified foods.
Establishing maximum levels for nutrient additions that take into account the above safety concerns thus
requires adopting some form of risk assessment appraisal. Such approaches base the calculation of a safe
maximum limit on accepted values of the UL for the most vulnerable groups, which in this case are children
in the age group 4-8 years (7)

10.1 Keeping the Nutritional Balance
Some micronutrients were internationally omitted from the discussion, because, either they do not have a
recognized UL (health risks have not, as yet, been identified), or their UL is high to not to raise serious
concerns about the safety of high intakes from fortified foods.
However, to maintain an adequate balance in the diet, it is recommended that these other nutrients be
added to process fortified foods in roughly the same proportion as those for micronutrients for which large
intakes are undesirable.
The recommendations should be according to the codex Guidelines on Nutrition Claims (10).

10.2 Legal Minimum and Maximum Levels
The legal minimum and maximum levels apply to the amount of both naturally occurring and fortificant
micronutrient present in the food, not just to the amount of fortificant that is added.
In cases where only a minimum requirement is set and providing that the cost of the fortificant is not
prohibitive, manufactures can ignore a food’s natural content of a given micronutrient content, thus risking
exceeding the legal minimum by at least the natural content.
If total maximum levels of micronutrients are also prescribed, the food’s natural content must be taken
into account to ensure the total does not exceed the maximum permissible limit. In cases where the
natural content is likely to be negligible, the legal minimum and maximum levels approximate to the range
of permitted micronutrient addition.
Procedures for determining the legal minimum and maximum total micronutrient content of fortified food
should be set according to the chapter 7 of WHO/FAO Guidelines for Food Fortification with Micronutrients (7). The most appropriate value given by the guidelines for micronutrient is the tolerable upper
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intake level (UL). UL s for the range of micronutrients given in the above reference are given in Tables 1 and
2.
Manufacturers whenever need to add extra amounts of micronutrient (`an overage) to account for any
subsequent losses of fortificants during production, storage and distribution at the relevant distribution
point. When calculating overages, manufacturers should bear in mind any maximum level that may also be
applied to the food at that same distribution point.
The regulatory limits (i.e. the minimum and maximum levels) represents extremes of the total permitted
micronutrients content of the fortified foods at the point(s) in the distribution to be at the point(s) of retail
sale. Theoretically, no individual food sample taken for testing from a retail outlet should have
micronutrient contents outside of these boundaries.

Tables 1
Tolerable Upper Intake Levels (ULS)

Nutrient (Unlit)a

Vitamin A (ug RE)b

1-3 years

4-8 years

9-13 years

19-70 years

600

900

1700

3000

50

50

50

50

Vitamin E (mg a – tocopherol)

200

300

600

1000

Vitamin C (mg)

400

650

1200

1000d

Niacin(Vitamin B3)(mg NE)e

10

15

20

35

Vitamin Bg (mg)

30

40

60

100

300

400

600

1000

1000

1000

2000

3500

Iron (mg)

40

40

40

45

Zinc (mg)

7

12

23

45G

Copper (mg)

1

3

5

10

Calcium (mg)

2500

2500

2500

3000h

Phosphorus (mg)

3000

3000

4000

4000

Vitamin D (ug)c

Folic acid (ug DFE)f
Choline (mg)
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Manganese (mg)
Molybdenum ((ug)
SELENIUM (ug)
Iodine (ug)
Fluoride (ug)

2

3

6

11

300

600

1100

2000

90

150

280

400

200

300

600

1100

1300

2200

10000

10000

a. Although no UL is specified for arsenic, silicon and vanadium. There is no justification for adding
these substances to foods.
b. Refers to preformed vitamin A only (i.e. esters of retinol). 1 ug RE = 3.33IU vitamin A.
c. As calciferol, where 1 ug calciferol= 40IU vitamin D.
d. The United States Food and Nutrition Board of the institute of medicine recommend a UL of 2000
mg vitamin C/day for adults.
e. Based on the flushing effects of nicotinic acid. If niacin amide is used as the fortificant, the UL
would be much higher. A UL for adults of 900mg niacin amide/day has been recommended by the
European commission (319).
f. Refers to folic acid derived from fortified foods, or supplemental folic acid.
g. The united states food and Nutrition Board of the institute of Medicine recommends a UL of 40 mg
zinc/day for adults (91)
h. the united states Food and nutrition Board of the institute of Medicine recommends a UL of
2500mg calcium/day for adults (193)
Sources; adapted from references (91,93) FAO/WHO have only recommended ULs for vitamins A, B3
(niacin), B6, C, D and E, calcium, selenium and zinc for adults. The remaining values are those recommended
by the United states Food and Nutrition Board of the Institute of Medicine.

11.0 Permitted Micronutrient Compounds
Commercially available fortificant compound vary in their chemical composition and bioavailability, not all
compounds being appropriate for use in all foods.
A list of all the permitted micronutrient fortificant compounds is given in annex 2.
Permitted vitamin formulations and mineral substances, which may be added to foods is given in annex 03.
Purity criteria for these compounds will also be required and it should be set according to the Food
Chemical Codex (11) and British pharmacopoeia (12).
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Table 2
Calculated maximum micronutrient content a per 40 Kcal – sized serving, assuming no other sources of
micronutrient in the diet
Nutrient b

UL (children aged 4-8 years)
per 40 kcel serving

Maximum amount
as a % of the RNIc

Vitamin A (as retinol) (ug RE)

900ug

60ug

10

Niacin (as nicotinic acidd) (mg)

15mg

1.0mg

6

Folic acid (mg)

400ug

27ug

7

Iron (mg)

40mg

3mg

22

Zinc (mg)

12mg

0.6mg

4

2500mg

167mg

17

300ug

20ug

13

Calcium (mg)
Iodine (ug)

UL , Tolerable Upper Intake Limit; RNI, Recommended Nutrient Intake.
a. Maximum levels listed here should be reduced by an amount proportional to the amount of
nutrient supplied by the diet (including though mandatory mass fortification programmers).
b. There are other micronutrients with UL values, but they are not included here because it would be
very difficult to approach the UL through the consumption fortified foods.
c. As a percentage of the RNI for adult males.
d. Niacin amide can be used without this restriction.

12.0 Coverage
These guidelines shall apply to all fortified foods except dietary supplements and foods for which
established standards include specifications for nutrient composition or levels of fortification, e.g. breast
milk substitutes, follow-up formula are available.
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Annex 01 :
Percentage adequacy of Nutrient Intake According to Sri Lankan RDA
Overall energy adequacy was 87.3% whereas iron adequacy was 77.5% and vitamin A adequacy was 68..4%
.Intake of iron was adequate only in the fishing sector.
There were 35.7% of families who were unable to achieve 80% of energy adequacy and the urban sector
recorded the highest proportion of 45.4%. Fishing community recorded the lowest percentage of
inadequacy of proteins. Vitamin A intake was less than 80% in majority of families (83.8%) in the Estate
community. adequacy of the comparative intake of Vitamin A, iron and calcium by different communities is
illustrated in Figure 1.

Table 1
Nutrient Adequacy Ratio

Sector
Rural
Urban
Estate
Fishing
All

Calorie
89.2
89.7
82.4
85.4
87.3

Protein
109.5
118.4
99.4
127.8
112..9

Iron
73.1
73.6
69
98.6
77.5

Vitamin A
73
95.5
40.5
60.1
68.4

Vitamin C
183
129
117
105
142

66.8
63.3
83.8
63.5
69.3

30
43.1
41.5
53
41.9

Nutrient Adequacy < 80%
Rural
Urban
Estate
Fishing
All

33.9
45.4
33.6
30
35.7

24.8
20.2
24.5
7
19.1

67.3
63.3
63.5
30
56

Figure 1.

Estate community has shown very low intake of all three nutrients compared to other three sectors namely
rural, fishing and urban. Intake of calcium was above 80% of RNI for all sectors other than the estate group.
The percentage adequacy of the nutrients calcium, iron, vitamin A and vitamin C intakes by 10 villages
studied is shown in Figure 2.
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Figure 2
A wide variation in nutrient adequacy is seen and a majority of villages had less than adequate levels of
intake of vitamin A and iron. the highest adequacy of iron intake is observed in the fishing communities in
villages Madampella and Monachogama

Annex 02:
List of permitted vitamins, minerals, fatty acids & amino acids which may be added to foods.

1. Vitamins

2. Minerals

Vitamin A

Calcium

Vitamin D

Magnesium

Vitamin E

Iron

Vitamin K

Copper

Vitamin B1

Iodine

Vitamin B2

Zinc

Niacin

Manganese

Pantothenic acid

Sodium

Vitamin B6

Potassium

Folic Acid

Selenium

Vitamin B12

Chromium

Biotin

Molybdenum

Vitamin C

Fluoride

Choline

Chloride

Inositol

Phosphorus

3. amino acids

4. Fatty acids

Isoleucine

Alpha – linolenic acid

Leucine

Arachidonic acid

Lysine

Docosahexaenoic acid

Methionine

Eicosapentanoic acid

Phenylalanine

Linoleic acid

Threonine

Liolenic acid

Tryptophan
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Valine
Histidine
Arganine

Annex 03:
Paremitted vitamin formulations and mineral substances, which may be added to foods

1. Vitamin formulations
VITAMIN A

FOLIC ACID

Retinol

Pteroylmonoglutamic

Retinyl acetate

Acid

Retinylpalmitate
Beta – carotene
VITAMIN B12
VITAMIN D

Cyanocobalamin

Cholecalciferol

hydroxocobalamin

ergocalciferol
VITAMINE E
D-alpha-tocopherol

BIOTIN

DL-alpha-tocopherol

D-biotin

D-alpha-tocopheryl acetate
DL-alpha-tocopheryl acetate

VITAMIN C

D-alpha-tocopheryl acid succinate

L-ascorbic acid
Sodium-L-ascorbate

VITAMIN K

Calcium-L-ascorbate

Phylloquinone (phytomenadione)

Potassium-L-ascorbate

B1, b2, Niaan

L-ascorbyl 6-palmitate

Pantothemic acid
Bb, Folic acid, biotien, B12
VITAMIN B1
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Thiamin hydrochloride
Thiamin mononitrate

VITAMIN B2
Riboflavin
Riboflavin 5’ – phosphate – sodium

NIACIN
Nicotinic acid
Nicotinamidenicotinamide

PANTOTHENIC ACID
D-pantothenate, calcium
D-pantothenate, sodium
Dexapanthenol

VITAMIN B6
Phridoxine hydrochloride
Pyridoxine 5’ – phosphate
Pyridoxine dipalmitate

2. Mineral substances
Calcium carbonate

zinc acetate

Calcium chloride

zinc chloride

Calcium salts of citric acid

zinc citrate

Calciumgluconate

zinc gluconate

Calcium glycerophosphate

zinc lactate

Calcium lactate

zinc oxide

Calcium salts of

zinc carbonate

orthophosphoric acid

zinc sulphate

calcium hydroxide

manganese carbonate
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calcium oxide

manganese chloride

calcium sulphate

manganes citrate

magnesium acetate

manganesgluconate

magnesium carbonate

magnesium glycerophosphate

magnesium chloride

manganessulphate

magnesium salts of citric acid

sodium bicarbonate

magnesium gluconate

Sodiumcarbonate

manganesglycerophosphate

sodium citrate

Calcium salts of

sodium gluconate

orthophosphoric acid

sodium lactate

magnesium lactate

sodium hydroxide

magnesium hydroxide

sodium salts of orthophosphoric acid

magnesium oxide

sodium selenate

magnesium sulphate

sodium hydrogen selenite

ferrous carbonate

sodium selenite

ferrous citrate
ferrous ammonium citrate

sodium fluoride
potassium fluoride

ferrous gluconate

potassium bicarbonate

ferrous fumarate

potassium carbonate

ferrous sodium diphosphate

potassium chloride

ferrous lactate

potassium citrate

ferrous sulphate

potassium gluconate

ferrous diphospate

potassium glycerophosphate

(ferricpyrophosphate)

potassium lactate
potassium hydroxide

elemental iron (carbonyl +
electrolytic + hydrogenreduced)

potassium salts of orthophosphoric
acid
chromium (III) chloride & its

cupric carbonate

hexahydrate

cupric citrate

chromium (III) chloride & its

cupric gluconate

hexahydrate

cupric sulphate

ammonium molybdate

cupric lysine complex

(moly bdenum (VI))
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sodium iodide

sodium molybdate

sodium iodide

(moly bdenum (VI))

potassium iodide
potassium iodate

Glossary
Average Intake (AI) is a recommended intake value based on observed or experimentally determined
approximations or estimates of nutrient intake by a group or groups of apparently healthy people that are
assumed to be adequate.
Enrichment refers to the addition of micronutrients to a food irrespective of whether the nutrients were
originally in the food before processing or not.
Essential micronutrient refers to any micronutrient, which is needed for growth and development and the
maintenance of healthy life , that is normally consumed as a constituent of food and cannot be synthesized
in adequate amounts by the body.
Estimated Average Requirement is the average (median) daily nutrient intake level estimated to meet the
needs of half the health individuals in a particular age and gender group. The EAR is used to derive the
Recommended Dietary Allowance.
Fortification is the practice of deliberately increasing the content of an essential micronutrient, i.e.
vitamins and minerals (including trace elements) in a food, so as to improve the nutritional quality of the
food supply and provide a public health benefit with minimal risk to health.
Fortificant is a substance, in chemical or natural from, added to food to increase its nutrient value.
Legal Minimum Level is the minimum amount of micronutrient that a fortified food must contain according
to national regulations & standards. This value is estimated by adding the intrinsic content
of a
micronutrient in the food to the selected level of fortification.
Market-driven fortification refers to the situation where the food manufacturer takes the initiative to add
one or more micronutrients to processed foods, usually within regulatory limits, in order to increase sales &
profitability.
Mass fortification refers to the addition of micronutrients to foods commonly consumed by the general
public, such as cereals, condiments and milk.
Maximum Tolerable Level is the maximum micronutrient content that a fortified food can present as it is
established in food low, in order to minimize the risk of excess intake. It should coincide or be lower than
the safety limit.
Nutrient requirement refers to the lowest continuing intake level of a nutrient that will maintain a defined
level of nutriture in an individual for a given criterion of nutritional adequacy.
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Processed foods are those in which food raw materials have been treated industrially so as to preserve
them. Some may be formulated by mixing several different ingredients.
A premix is a mixture of a micronutrient(s) and another ingredient, often the same food that is to be
fortified, that is added to the food vehicle to improve the distribution of the micronutrient mix within the
food matrix and to reduce the separation (segregation) between the food and micronutrient particles.
Quality assurance (QA) refers to the implementation of planned and systematic activities necessary to
ensure that products or services meet quality standards. The performance of quality assurance can be
expressed numerically as the results of quality control exercises.
Quality control (QC) refers to the techniques and assessments used to document compliance of the
product with established technical standards, through the use of objective and measurable indicators.
Restoration is the addition of essential nutrients to foods to restore amounts originally present in the
natural product, but unavoidably lost during processing (such as milling), storage or handling.
Recommended Nutrient Intake (RNI) is the daily intake that meets the nutrient requirements of almost all
apparently individuals in an age and sex-specific population group. It is set at the Estimated Average
Requirement plus 2 standard deviations.
Tolerable Upper Intake Level (UL) is to the highest average daily nutrient intake level unlikely to pose risk
of adverse health effects to almost all (97.5%) apparently healthy individuals in an age and sex-specific
population group.
Usual intake refers to an individual’s average intake over a relatively long period of time.
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The National Policy on Health Information

Background
Health information constitutes all data or information that are generated, captured, transmitted,
stored, processed, analyzed and disseminated in either on paper or on electronic format,
pertaining to health or healthcare services. Thus, the term encompasses data and information
related to preventive health services, curative health services, health administration and research.
Healthcare is an information intensive service where it is utilized for care related decisions,
planning and monitoring. Therefore, a ubiquitous system that provides comprehensive, accurate,
reliable, relevant, accessible, timely and cost effective health information is paramount for
evidence-based decisions. Moreover, the ever increasing demand for healthcare, the demand for
equitable distribution of care and the increasing demand for higher quality of care has made the
Health Information System (HIS) one of the “building blocks” of any health system.
The government of Sri Lanka is committed to provide universal access to essential health care that
would benefit its people through preventive and curative state healthcare services. Though most
care services are allopathic, there is also a contribution from indigenous forms of medicine.
Further, private healthcare organizations, predominantly curative, have also been increasingly
involved the provision of healthcare.
The national HIS of Sri Lanka is a very comprehensive, component-based information system that
has gradually developed for about a centenary. It is an integral and integrated component of the
health service delivery frame work. This has immensely contributed to making the Sri Lankan
healthcare system on par with the best in the world.
The national HIS mainly consists of the information inputs obtained from the state health service.
The present sub-systems of the national HIS include curative/hospital information systems,
preventive health information systems, population census, civil and vital registration system and
routine population based health surveys. These sub-systems capture data relating to mortality and
morbidity, disease outbreaks, social determinants of health (such as nutrition, environment, and
oral health), population growth, births, marriages, healthcare access, healthcare coverage, human
resources for health, quality of services, health financing and other health related data.
The state HIS is predominantly paper based and manual from point of data capture, at point of
service, to data transfer to the regional and central levels. Data is analyzed at regional and
national levels using computer based analytical tools and manual methods.
Health information is disseminated mainly through national, regional, institutional and program
specific publications. The main national publication is the Annual Health Bulletin of Sri Lanka. Most
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of the publications are paper based. Presently, limited amount of health information is made
available through the official website of the Ministry of Health, Nutrition and Indigenous Medicine
and websites of respective health institutions.
Whereas, the larger private healthcare institutions have institutional HISs, the majority of the
medium and small scale operations are observed to lack neither the interest nor the capacity to
maintain health records. Therefore, the majority of private sectore health data with an exception
of data on immunization, notifiable diseases and maternal mortality, are not reported to the state.
There is no formal system to capture health information generated at point of care of General
Practitioners.

Rationale for Health Information Policy
The HIS survey conducted by Ministry of Health, Nutrition and Indigenous Medicine in August,
2009, using the WHO – Health Matrix Network (HMN) tool, highlighted some broad areas of
concern. The critical areas of deficiency included components related to “Resources” (i.e. Policy,
Planning, HIS Institutions, Human Resources, Financing and infrastructure) and “Data
Management”. Situational analysis of data sources revealed that the vital statistics, population
based surveys and health & disease records were ranked “adequate” whilst health service records
and resource records were ranked :present but not adequate” when compared to the HMN gold
standard. Detailed health information related issues and gaps were elucidated during the policy
formulation.

Major concerns
The major problems related to the national HIS in Sri Lanka are the lack of clear policies on health
information management, compartmentalization of the information governance mechanism,
inadequate coordination among existing information systems, limited data sharing, moderate use
of information for decision making and insufficient automation leading to relatively modest quality
of health information. Moreover, the national HIS has not evolved sufficiently to cater for
changing information needs. Thus, a much desired “information culture” within the health sector
is not yet achieved.
There are also no clearly defined regional, institutional or programme based focal points for health
information management in all areas. Notably, some disciplines have developed information
systems to cater to their needs. although, there are no proper mechanisms for integration with
the national HIS. Moreover, the lack of integration has led to the repeated capture of the same
data elements from different groups, posing an undue burden on the data collection process.
Most data collection forms have not undergone timely revisions.
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The public health programmes in Sri Lanka operate under designated directorates with a certain
degree of autonomy. Many of the information systems belonging to public health programmes
were therefore, developed independently and have remained as such even in their
implementation. This invariably poses a considerable deterrent to information sharing.
Moreover, the hospital information system in operation has not been revised for more than 20
years. Hence, it is not capable of generating all the required information to fulfill the present day
needs; for instance, the hospital system does not capture detailed out-patient data and does not
allow life-ling continuity of patient records. Although some private sector healthcare institutions
generate and are willing to share their information, there is no proper mechanism for integration
with the national HIS. There also remains certain information gaps such as data in relation to
occupational health, environmental health, injuries indigenous curative care, M&E data and
hospital management information. Further, little emphasis is made on geographically references
health and heath related data – GIS. The digital out puts of medical laboratories and radiological
machines are not optimally utilized by linking them to respective information systems.
It is observed that the curative and preventive care information systems together capture a large
number of data at the grass-root level. Yet, in general, the existing data is inadequately utilized in
formulating policies, preparing plans, and making management and clinical decisions. One key
contributor to this the dearth of timely information and the relative rigidity in information
retrieval, processing and presentation, is the highly inaccessible paper records and registries. A
further contributor to this is the lack of an “information culture” where evidence based decisions
are encouraged and considered as the norm.
Presently, the provincial Department of Health Services (PDHS) as the governing body responsible
for the health services of a given province under the devolution of power in 1989 does not
comprehensively receive health information of the health institutions (curative and preventive)
within the province. Further, the Regional Department of Health services (RDHS) within a PDHS
will only receive health information pertaining to the institutions under its preview (curative and
preventive), whereas the institutions governed centrally (Line Ministry Institutions) though located
within the territory of the RDHS, will directly report to Line Ministry institutions. This deficiency in
the information flow has hampered the evidence based decision making process at PDHS and
RDHS levels.
Personally identifiable health information requires a high degree of confidentiality. Presently
ethical considerations in information handling, information use, information sharing and
information use in research is not adequately covered. The present focus on information security,
both physical and virtual also remains minimal.
Automation of health information systems is slow and less coordinated. In this regard, the high
initial cost of ICT infrastructure remains a pressing issue. The required skills and knowledge related
to ICT among general health staff also remains inadequate. Furthermore, there is little emphasis
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on planned capacity building, identification of new cadres and recruitment, for information
management and ICT, also remain low.

Recent developments
The manual and paper based national HIS is fast becoming obsolete. The need for modernizing the
HIS according to contemporary needs is vital; giving emphasis on suitable and selective
automation of the manual information systems in a cost-effective and sustainable manner.

eHealth, automation and innovation
WHO describes eHealth as “the transfer of health resources and health care by electronic means”.
In general eHealth is the application of information and communication technologies (ICT – all
electronic forms) to all or any aspect of health. It includes such applications relating to care
delivery (patient management and health service management), public health (preventive and
promotive), medical education and health related research.
In realizing a plethora of potential benefits of adopting eHealth, the government of Sri Lanka has
spearheaded the process of incorporating ICT applications in the health sector. In line with this,
the Ministry of Health, Nutrition and Indigenous Medicine of Sri Lanka has formed the National
eHealth steering committee (NeHSC)- a national level body for eHealth governance. This initiative
is well supported by WHO on the report on Building Foundations for eHealth “National foundation
actions form the basis of eHealth in countries”.
Under the guidance of NeHSC, the National eHealth Guidelines & Standards (NeGS) are drafted.
The guidelines are set for aspects of the Architecture Model for the National Health Information
System, ICT Management, Networking and Connectivity, Communication Interface, Ethics, Privacy,
Confidentiality and Security of Information and Data standards. NeGS presently forms the basis for
all eHealth initiatives in the state health sector.
Present eHealth Initiatives
Notable improvements in the state HIS have taken place in the recent past. The Ministry of Health,
Nutrition and Indigenous Medicine in collaboration with the postgraduate Institute of Medicine
(PGIM) has created a unique and especially skilled work force for health information management;
viz. doctors trained in Biomedical Informatics, who have been instrumental in spearheading the
recent innovations.
Further to these developments, the electronic version of the Indoor Morbidity and Mortality
Report (IMMR) is successfully replacing its manual counterpart. Thus, the morbidity and mortality
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data collection process and resulting compilation of annual health statistics will be fully automated
within the next 3 years.
An electronic patient management system for OPD patients is tested in several medium scale
hospitals, whilst, a fuller version for in-ward patients is also being developed and tested; the
current key focus being registration of all patients and capturing the discharge diagnosis. Steps are
taken to establish computer Maintenance Units (CMU) in selected institutions to ensure the
sustainability of these information systems. Presently, births are electronically captured in a
majority of labour rooms through WEBIIS. Furthermore, continued constructive discussions are
being held to streamline the data collection processes of Maternal and Child Health and
immunization. A unique identifier viz. the personal Health Number (PHN) is presently being pilot
tested. This identifier will pave the way for continuity of care and life – long health records,
leading to the capture of number of patients as opposed to episodes.
A HRM system to handle the complicated appointments, transfers and promotions of doctors is
functional. Modification of a similar system to handle other staff categories is in the pipeline.
The MSD has implemented a system for medical supplies management from central level, through
RMSDs to health institutions.

This Policy
This National Policy on Health Information falls in line with and supports objectives set out in the
National Health Policy. The present effort of formulating this policy was initiated by the timely
action of the relevant authorities for “Health Information System Modernization” with the primary
view of overcoming the identified information related issues and achieving the stipulated national
health goals.
It is also aimed at defining the direction for systematically converting appropriate areas of HIS to
an electronic information system in future and encourages innovations. The outcome of this is the
use of reliable and good quality information through a resilient HIS, leading to improved health
systems performance, quality of health care, universal access, increased service delivery, reduced
burden, increased efficiency, and improved cost – effectiveness. Moreover, the policy will
facilitate the informed decision making process.

The Policy Process
The results of the Health Matrix Network (HMN) survey in August, 2009, were instrumental in
getting the initial direction to the policy process. The policy formulation process was further based
on a comprehensive situation analysis done through a series of focused group discussions
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involving. These discussions were held from mid-august, 2012 to February, 2013. The key analysts
were the Health Information unit and the Policy Development & Analysis Unit.
The draft version was discussed extensively with a eider forum which included officials at the
highest level of the Ministry of Health, Nutrition and Indigenous Medicine and Indigenous
Medicine, Department of Census and Statistics, Registrar Generals Department, World Health
Organization, World Bank and other funding agencies and NGOs. The development of the final
version and public scrutiny which followed, led to the overall consensus prior to cabinet approval.

Guiding Principles
The Health Information policy is to be implemented abiding by the following guiding principles;
1. Citizen centric approach
2. Good governance and transparency
3. Upholding national values of free healthcare, right to health, universal health coverage,
equity and social justice
4. Encouraging multiple stakeholder involvement, collaboration and partnerships for
information dissemination and sharing
5. Evidence based decision making and accountability
6. Ensuring privacy and confidentiality of healthcare recipients
7. Sensitivity towards cultural diversity and social norms
8. Systems – approach to health information with a focus on interoperability
9. Minimal data redundancy in data capture
10. Conformity to technology relevance, simplicity, cost-effectiveness and judicious & efficient
use of information resources
11. Sustainability of information system

In keeping with above principles the policy vision, mission, objectives and the key policy areas with
statements for implementation are as follows:

Vision
A Health Information System (HIS) which augments an effective, efficient, equitable, economical
and quality healthcare service; while ensuring privacy and confidentiality of care recipients.
Mission
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To provide quality and timely health information for evidence based decision making through
establishment of a ubiquitous, integrated, dynamic, resilient, cost-effective and sustainable Health
Information system.
Policy Objectives
The broad objectives of this policy are;
1. To ensure 50% of all health institutions generate, disseminate and use timely and quality
health information to support organizational management and development.
2. To make available comprehensive systems for personalized and community based health
information management for shared and continuous care of care recipients who receive
care at 50% of all Base Hospitals, District General Hospitals, provincial General Hospitals
and Teaching Hospitals.
3. To ensure optimal data sharing and access to health information in relation to all sharable
data in health information systems, while ensuring ethical considerations and
confidentiality of care recipients.
4. To encourage suitable innovations related to health information management and eHealth
in all information processes; while ensuring interoperability of information systems.
5. To ensure security and integrity of all health data/information
6. To ensure sustainability of all health information systems.

This policy gives direction in five areas related to HIS to achieve the above policy objectives.
1.
2.
3.
4.
5.

Health information Related Resources
Indicators and Data Elements
Data and Information Management
Data/ Information Security, client privacy, confidentiality and Ethics
eHealth and Innovations

Policy Statements
1. Health Information Related Resources
1.1. Information Processes 1, procedures, infrastructure, and human resources shall be
appropriately adopted for data management to improve efficiency.
1.2. Health information related organizational, institutional and individual human resource
capacity building shall be facilitated.
1.3. Continuous annual resource allocation and financing shall be ensure for sustainability of
Health Information System.
2. Indicators and Data Elements
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2.1. Health data collection and related information processes shall be aligned with information
needs and indicators at all levels.
2.2. Health and health related data elements/ information from state and non-state sectors
shall be integrated into the national health information system.
3. Data and Information Management
3.1. Health information governance2 structure shall be strengthened.
3.2. Continuity of care for healthcare recipients shall be ensured through a life – long health
record.
3.3. Proper retention, archiving and disposal of health data/ information shall be ensured.
3.4. Sharing of data and information within and outside the health sector shall be promoted.
3.5. Responsibility for data and information quality at national and sub-national levels shall be
assigned to the respective authorities.
3.6. Optimal and wide use of health data/ information shall be ensured through appropriate
data processing, improved efficiency and quality of health information reporting and
improved accessibility of health information by all stakeholders.
4. Data / Information security, client privacy, confidentiality and Ethics
4.1. Ethical and fair information practices shall be incorporated into information management
ensuring client privacy and confidentiality.
4.2. Data and information security shall be ensured for client data protection.
5. eHealth and Innovations
5.1. eHealth governance structure shall be strengthened.
5.2. Information and Communication Technologies (ICT) solutions and innovations shall be
appropriately adopted to improve the quality, efficiency, patient safety, and cost
effectiveness health information systems.
5.3. Interoperability of the various sub-components of national health information shall be
ensured through standardization, to facilitate seamless data exchange.
5.4. Health data/ information storage shall be facilitated to minimize health data/ information
loss.
5.5. eHealth related infrastructure and human resource capacity building shall be facilitated.
5.6. Continuuous annual resource allocation and financing shall be ensured for sustainability of
eHealth systems.

1

Information Processes include the following processes: Collecting, Organizing, Analyzing,
Storing and Retrieving, Transmitting Receiving, Processing and Displaying of
data/information.
2
Health information governance is the set of multi-disciplinary structures, policies,
procedures, processes and controls implemented to manage information at an enterprise
level.
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Implementation of the policy
This policy will act as the overarching document guiding the health care delivery organizations to
take action to manage and improve their health information accordingly.
The Directorate of Health Information of the Management Development and planning unit of the
Ministry of Health, Nutrition and Indigenous Medicine will be the focal point for implementation
of this policy.
This Directorate is responsible to oversee and guide to ensure that respective agencies responsible
for health information generation, dissemination, analysis and use are doing so in a way that
contributes to overall health improvement, in line with the health goals. This Directorate will also
be responsible to identify information system gaps from time to time through appropriate
mechanisms of internal or external evaluations and facilitate to rectify such. This policy is
reinforced by the “National Health Information Strategic plan” (Annexure 1), which shall support
the implementation of the policy giving the necessary guidance for formulation of necessary
action plans.
Monitoring and evaluation of policy
The Directorate of Health Information of the Management Development and planning Unit of the
Ministry of Health, Nutrition and Indigenous Medicine will be responsible to periodically review
and revise this policy and the strategic plan.
This Directorate of Health Information shall establish a monitoring & evaluation system to review
the implementation of this policy. This M&E plan shall consist of key performance Indicators
(Annexure 2) to monitor the successful compliment of the board objectives of this policy.
Related Policies
This policy shall comply with all relevant health and health related policies of the government of
Sri Lanka.
This policy shall comply with all relevant information acts of the government of Sri Lanka regarding
information collection, retention, dissemination, archiving and disposal.
This policy shall comply with all relevant information acts of the government of Sri Lanka, on
national languages.
This policy shall comply with existing governments laws/regulations related to privacy and
confidentiality.
This policy shall comply with existing governments laws/regulations related to electronic
transactions and computer crimes.
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This policy shall comply with existing governments laws/ regulations related to intellectual
property rights.

This policy shall establish uniformity and standardization of all state websites through
implementation of web standards and guidelines prescribed by Information Communication
Technology agency (ICTA) of Sri Lanka.

Abbreviations

i

Add. Sec. (MS) -

Additional Secretary (Medical Services)

BH

-

Base Hospital

CMU

-

Computer Maintenance Units

Cons. HI

-

Consultant in Health Information

D/HI

-

Director/ Health Information

D/OD

-

Director Organizational Development

D/P

-

Director/Planning

D/PHSD

-

Director/ Private Health Sector Development

DCS

-

Department of Census and Statistics

DDG (P)

-

Deputy Director General (Planning)

DDGHS (P)

-

Deputy Director General of Health Services (Planning)

DGH

-

District General Hospital

DGHS

-

Director General of Health Services

GIS

-

Geographical Information System

HIS

-

Health Information System

HIU

-

Health Information Unit

ICT

-

Information and Communication Technologies

M&E

-

Monitoring and Evaluation
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MO/DS-HI

-

Medical Officer/ Dental Surgeon – Health Information

MRR

-

Medical Record Room

NeGS

-

National eHealth Guidelines & Standards

NeHSC

-

National eHealth Steering Committee

NHISC

-

National Health Information Steering Committee

NHSL

-

National Hospital of Sri Lanka

PDHS

-

Provincial Director of Health Services

PGH

-

Provincial General Hospital

PHN

-

Personal Health Number

RDHS

-

Regional Department of Health Services

RGD

-

Registrar Generals Department

SH

-

Secretary Health

TH

-

Teaching Hospital

UADS

-

Use Agreements for Data/ Information Sharing

WGIE

-

Working Group on Innovations and eHealth

WGIPR

-

Working Group on Information Process Re-engineering

WHO

-

World Health Organization
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Policy Area 1: Health Information Related Resources

Policy Directive 1.1: Information processes, procedures, infrastructure, and human resources shall
be appropriately adopted for data management to improve efficiency.
Strategies
1.1.1

1.1.2

Information
Processes
and
procedures
Ensure
Health
Information
process
modernizatio
n and
continuous
improvement
.

ICT
Infrastructur
e, ICT
Devices and
Software
Ensure
optimal and
appropriate
utilization of
ICT resources
in
information
system
automations.

Key Action Areas/ Implementation
Guidelines
1.1.1.1 Establish a national level
permanent technical group
headed by D/HI for
information
process
management
(Working
Group
on
Information
process
Re-engineeringWGIPR) under the National
Health Information Steering
Committee (NHISC).
1.1.1.2
Periodically evaluate
information
processes,
identify gaps and make
recommendations
for
improvement and bridging
of gaps, re-structure and
incorporation of technology
as appropriate.
1.1.1.3 Establish new information
processes to fulfill identified
under
1.1.1.2
new
requirements.
1.1.2.1

Time Frame1
3 months

NHISC, D/HI

6 months for initial
evaluation and
continuous activity

WGIPR under NHISC

24 months

WGIPR under NHISC

Acquire ICT devices for continuous activity
automation purposes and
ICT
infrastructure
in
accordance with the NeGS.
1.1.2.2 Establish and/or maintain 24 months
or utilize central level
server
facilities
at
national,
sub-national
and/or institutional level
for
health
data
repositories and health
software as appropriate
and in accordance with
NeGS.
1.1.2.3 Provide internet
24 months
connectivity for official
usage to relevant units as a
utility in accordance with
the NeGS.
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1

Time frame for implementation of each key Action Area/Implementation Guideline is calculated from the
effective date of this policy.
1.1.2.4 Establish a mechanism for 12 months
onsite maintenance and
troubleshooting for electronic
hardware and computer
networks through computer
Maintenance Units.
1.1.2.5 Incorporate ICT as per the
Continuous activity
NeGS in infrastructure
development projects in the
healthcare sectore.

DGHS, DDG (P),D/HI

SH, All DDGs

Policy Directive 1.2: Health information related organizational, institutional and individual human resource
capacity building shall be facilitated.
Strategies
Key Action Areas
Time Frame1
Responsibility
1.2.1 Human
1.2.1.1 Periodically review and revise Continuous activity
DDG(P),D/P,D/HI
Resource
as appropriate cadres for
The human resources
health information
required for health
management and ICT.
information
1.2.1.2 Improve ICT skills, attitudes Continuous activity
DGHS, DDG(P), D/HI
management shall be
and practices of existing
strengthened.
health staff, including of those
in
private
healthcare
institutions, to be optimally
utilized
in
the
health
information process.
1.2.1.3 Provide continuous
Continuous activity
DDG(P),D/HI
professional development
and relevant training for
health information
management and ICT staff.
1.2.1.4 Provide training for relevant Continuous activity
DDG(P), DDG(MS),
health staff and medical
D/HI, DD/MSU
students on morbidity and
mortality record keeping and
coding.
Policy Directive 1.3: Continuous annual resource allocation and financing shall be ensured for sustainability
of Health Information System.
Strategies
Key Action Areas / Implementation
Time Frame1
Responsibility
Guidelines
1.3.1Sustainable
1.3.1.1 Identify budget lines for 12 months
SH, DGHS
Health Information
health
information
for
System
implantation of strategies
All modernization
described in this strategic
efforts of the Health
plan.
Information System
shall focus on
sustainability.
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1.3.2 Resource
1.3.2.1 Develop and implement a 12 months
Mobilization
pragmatically
phased
Facilitate
resource
information
system
mobilization
for
modernization action plans at
health information
national and sub-national
and
Health
levels
with
parallel
Information System
infrastructure development
management.
and human resource capacity
building.
1.3.2.2 Incorporate technological Continuous activity
advancements
through
systematic decommissioning
and
cost
effective
replacements.
Policy Area 2: Indicators and Data Elements

SH, DGHS, All
provincial SHs, All
PDHS

DGHS, All PDHS,
WGIPR under
NHISC, D/HI

Policy Directive 2.1: Health data collection and related information processes shall be aligned with
information needs and indicators at all levels.
Strategies
Key Action Areas / Implementation
Time Frame1
Responsibility
Guidelines
2.1.1 Indicators
2.1.1.1 Identify information needs 6 months for initial
DDG(P), D/HI
Identify minimum set
including monitoring and evaluation
of indicators at
evaluation (M&E) frameworks
national, subat national, sub-national and
national and
institutional levels.
institutional levels.
2.1.1.2 Define a minimum set of 12 months
DDG(P), D/OD, D/HI
indicators to satisfy the
identified information needs
including minimum sets of
data elements
required.
These are recommended to
be in par with internationally
accepted indicators whenever
applicable.
2.1.1.3 Periodically review the
Continuous activity
DDG(P), D/HI,
indicators as a part of process
WGIPR under NHISC
improvement.
2.1.1 Data Elements, 2.1.2.1 Periodically revise existing Continuous activity
All DDGs, D/HI,
Data Standards and
data collection forms and
WGIPR under
Meta-data
data elements of national
NHISC
significance, to maintain
relevance, by the relevant
national body in consultation
with the WGIPR. The revised
formats must encourage and
support future automation
where appropriate.
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Ensure uniformity of
data elements and
their interpretations.

2.1.2.1 Define and periodically revise 6 months for initial
D/HI, WGIPR under
data standards, data
activity and
NHISC
definitions (develop and
continuous
maintain a data dictionary)
and meta-data2 at the
national level.
2.1.3 Information
2.1.3.1
Improve
or
establish 18 months
D/HI, WG
Processes
information processes to align
Align information
with identified minimum sets
processes to capture
of data elements.
defined data sets
2.1.3.2 Facilitate and coordinate Continuous activity
Relevant national
required as specified
changing requirements of
programme/ unit,
by the users.
data
collection,
data
WGIPR under NHISC
collection tools/ forms or
reporting methods.
Policy Directive 2.2: Health and health related data elements/ information from state and non- state sectors
shall be integrated into the national health information system.
Strategies
Key Action Areas / Implementation
Time Frame1
Responsibility
2.2.1 State and Non1.2.1.1 Identify a minimum
6 months
D/PHSD, DDG(P),
state Health Data/
set of health related
D/HI, WGIPR under
Information
data elements that
NHISC
Incorporate health
state and non- state
data/ information
agencies shall send
from all relevant
national HIS.
state and non- state
2.2.1.2 Establish a mechanism that 18 months
DGHS, D/HI,
agenizes into the
reports health related data
D/PHSD, WGIPR
Health Information
elements from state (other
under NHISC
system.
than health) and non-state
agencies.
2.2.2 Disease
2.2.2.1 Strengthen surveillance
12 months
Relevant national
surveillance
mechanisms for selected
programme/ unit,
Strengthen the
diseases.
WGIPR under NHISC
surveillance systems
for regular
monitoring of
selected diseases.
2.2.3.1 Identify and extract health
12 months
DGHS, DCS, D/HI,
related data elements from
WGIPR under NHISC
national census.

2

Metadata is defined as the data providing information about one or more aspects of the data, such as;
means of creation of the data, purpose of the data, time and date of creation, creator or author of the
data, location on a computer network where the data were created and standards used.
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2.2.3
National
Census and National
surveys
Strengthen
the
mechanism to extract
health data from
national census.
2.2.4
Health
Research
Strengthen
the
mechanism
to
capture health data
from health related
research.

2.2.3.2

Identify and incorporate 12 months
health related data elements
to periodic population-based
surveys, in collaboration with
other relevant ministries.

2.2.4.1 Facilitate research on relevant Continuous activity
health related scopes.
2.2.4.2 Establish mechanism to 12 months
capture information from
published research.

2.2.5
National 2.2.5.1 Strengthen the focal point for 6 months
Health Accounts and
national health accounts and
Healthcare costing
costing at the central level.
Strengthen
the
mechanism
to 2.2.5.2 Establish an information 12 months
capture
health
process to routinely capture
expenditure
and
healthcare
costing
health care costing
information. This process shall
data.
have defined cost centres and
identified human resources to
capture data.
Policy Area 3: Data and Information Management

DDG(P), D/HI, All
Directors of related
national
programmers

DGHS, DDG(ET&R)
DDG(ET&R)

DGHS,
(MS)

Add.

Sec.

DGHS,
(MS)

Add.

Sec.

Policy Directive 3.1: Health information governmrnce3 structure shall be strengthened.
Strategies
Key Action Areas / Implementation
Time Frame1
Responsibility
Guidelines
3.1.1
Health 3.1.1.1 Coordinate and facilitate Continuous activity
NHISC
Information
intra-sectoral and interGovernance
sectoral health information
Health information
related activities.
governance structure 3.1.1.2
Empower
the
Health 12 months
DGHS
& mechanisms shall
Information unit (HIU) of the
be
strengthened
Ministry of Health, Nutrition
within the state
and Indigenous Medicine as
the central focal point on
health
information
management to provide
sector
wide
Health
Information
System
leadership in order to
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3

Health Information governance is the set of multi-disciplinary structures, policies, procedures, processes
and controls implemented to manage information at an enterprise level.
Health
sector
with
identified
national and subnational
focal
points.

Facilitate the implementation
of this National Policy on
Health Information.
3.1.1.3
Establish
health 24 months
information
management
units
with designated focal
points
on
health
information
management at the
provincial
level,
vertical
campaigns,
relevant directorates,
RDHS level and at
institutional level in
NHSL,
Special
Hospitals, THs, PGHs,
DGHs and BHs.
3.1.1.4
Upgrade
Medical 24 months
Record Rooms (MRR)
in all hospitals.

Cons. HI or MO/DS-HI

DDGHS(P),D/HI

Policy Directive 3.2: Continuity of care for healthcare recipients shall be ensured through a life – long health
record.
Strategies
Key Action Areas / Implementation Guidelines Time
Responsibility
Frame1
3.2.1
Unique
Health 3.2.1.1 Establish a mechanism to issue a unique 12 months DDG(P),D/HI,
Identifier
identifier to all health clients to ensure
All PDHS, All
Issue a unique health
continuity of care (life – long health
Heads
of
identifier “Personal Health
record). This identifier shall be given at
Institutions
Number (PHN)” to all health
the first point of contact with
clients.
healthcare for each health client.
3.2.2 Use of PHN
3.2.2.1 Establish a mechanism to make aware Continuous DGHS,
Encourage the use of PHN in
the public on the benefits of producing activity
DDG(P)
each episode by healthcare
the personal Health Number (PHN) in
recipients.
healthcare encounters.
Policy Directive 3.3: Proper retention, archiving and disposal of health data/ information shall be ensured.
Strategies
3.3.1 Data Storage and
Backup
Ensure secure and adequate
data storage and backup
facilities are provided in all

Key Action Areas / Implementation Guidelines

Time
Frame1
3.3.1.1 Improve the storage capacities and 24 months
storage methods of all Medical Record
Rooms for paper based records through
implementation of quality management
techniques4.
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health
information
subsystems and processes.
3.3.2 Data/ information 3.3.2.1 Comply with all relevant information Continuou
Archiving and Disposal
acts of the Government of Sri Lanka s activity
Ensure data/ Information
regarding
information
retention,
archiving and disposal be
archiving and disposal.
done in accordance with the
relevant prevailing laws and
departmental regulations.

DGHS

Policy Directive 3.4: Sharing of data and information within and outside the health sector shall be promoted.

Strategies

Key Action Areas / Implementation Guidelines

Time
Frame1

3.4.1 Data / Information 3.4.1.1 Establish a central level health data 12 months
Hub
repository with identified, reusable
5
Data redundancy in health
health related data/ information to
information systems shall be
minimize data redundancy in data
minimized.
collection and storage.
3.4.1.2 Establish a mechanism to share 12 months
reusable
health
related
data/
information.

Responsibilit
y
DGHS

WGIPR
under NHISC,
D/HI

4

Quality management ensures that an organization, product or service is consistent. It has four main
components: quality planning, quality control, quality assurance and quality improvement.
5

Data redundancy is a condition created within a database or data storage system in which the same piece
of data is held in two separate places. Wasteful data redundancy generally occurs when given piece of data
does not have to be repeated, but ends up being duplicated due to inefficiency or process complexity.

3.4.2
Data/Information 3.4.2.1 Define a Data/ Information Matrix6 for 6 months
sharing
all data, data sets and information.
Encourage and facilitate
Define elements of Master patient
intra and inter sectoral data
Index7 for individually identifiable
and information sharing.
health client data.
3.4.2.2 Establish guidelines and regulations for 18 months
data/information sharing by intra and
inter sectoral Use Agreements for
Data/Information Sharing (UADS)8.

WGIPR under
NHISC, D/HI

WGIPR under
NHISC, D/HI

Policy Directive 3.5: Responsibility for data and information quality at national and sub-national levels shall be
assigned to the respective authorities.
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Strategies

Key Action Areas / Implementation Guidelines

Time
Frame1
3.5.1 Data/ Information 3.5.1.1 Establish in-built mechanisms to ensure 24 months
Quality
data quality at point of capture as far as
Ensure
timeliness
and
possible.
quality
of
data
and
3.5.1.2 Make health administrators of Continuous
information.
provincial and regional health activity
institutions, special programmers
and campaigns, hospitals, public
health institutions and private
health sector accountable for
delivering timely and quality health
information.

3.5.1.3 Incorporate routine and thorough 24 months
quality assurance and quality control
procedures (Including monitoring and
feedback
mechanisms)
to
all
information processes.

Responsibility
WGIPR under
NHISC
SH,
DGHS,
Provincial SHs

DGHS, D/HI

6

Data/information matrix shall identify the data/information creators, define and assign data/ information stewards,
define the level of sensitivity, specify the maximum level of accesses through authorization and approval for sharing
and publication, and identify officers for authorization and approval, for all data, data sets and information.
7

Master Patient Index (MPI) is an electronic database that holds information on every patient registered at a
healthcare organization.
8

Use Agreements for Data/Information Sharing (UADS) shall apply to but not limited to data/ Information sharing
among Directorates, Special programs, campaigns and Institutions. Information sharing and reporting mechanisms to
central level, PDHS and RDHS shall be established or strengthened as appropriate. Inter sector information sharing
shall include but not limited to sharing with Registrar General’s Department, Department of Census and Statistics,
Department of Education and Department of police. These agreements shall also define sharing of data/ information
with data/ info

Policy Directive 3.6: Optimal and wide use of health data/ information shall be ensured through
appropriate data processing, improved efficiency and quality of health information reporting and improved
accessibility of health information by all stakeholders.
Strategies
Key Action Areas / Implementation
Time
Responsibility
Guidelines
Frame1
3.6.1 Health Information 3.6.1.1 Publish at minimum an annual Continuous Relevant
Bulletins and statistical
statistical report at provincial, activity
Directorates
Reports
regional, specialized units, programs
Ensure that high quality,
& campaigns and line ministry
quarterly and annual health
institution levels of Ministry of
information reports are
Health, Nutrition and indigenous
prepared to meet the
Medicine, no later than end of first
needs of the intended
quarter of the following year.
audience at international,
3.6.1.2 Produce periodic feedback
Continuous DDG(P), D/HI,
national and sub national
reports and periodic analysis
activity
Relevant
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levels.

reports satisfy end user needs
through a defined feedback
channel.
3.6.1.3

Institutionalize
knowledge
management through establishment
of a searchable repository of surveys,
researches and statistical reports. This
shall include consolidation of HISrelevant data from other health areas
and programs.
3.6.1.4 Ensure results of health surveys and
research conducted by institutions
other than the Ministry of Health,
Nutrition and indigenous Medicine be
collected within a reasonable time
frame.
3.6.2
Geographical 3.6.2.1 Establish and maintain geographically
Information system (GIS)
referenced health data/ information
Health Layer
at national, sub-national, program
and institutional levels, based on
health-base maps9.

Directorates

Continuous
activity

DGHS, D/HI,
Relevant
Directorates

Continuous
activity

D/HI

24 months

DGHS,DDG(P),
D/HI, All
PDHS, All
Heads of
Institutions

9

Health-base maps of geographically referenced health service data such as hospitals, clinics, facilities etc.
shall be maintained centrally by the HIU of the Ministry of Health, Nutrition and Indigenous Medicine.

Ensure
integration
of 3.6.2.2 Device a mechanism to maintain and
geographically referenced
routinely update the GIS Health Layer10.
data to data from HIS to
visualize
trend
and
relationships over space and
tome.
3.6.3 Use of Media
3.6.3.1 Continue current methods and media of
Optimally
utilize
the
health information dissemination which
available media for effective
are proven beneficial in the context.
health
information 3.6.3.2 Establish a national health observatory11
dissemination to all health
or dashboard for internal and external
clients.
users to reflect the health status and
service delivery.
3.6.3.3 Establish guidelines for government and
private media to provide health
information to the public as their social
responsibility.
3.6.3.4 Establish and timely update a citizen
centric Health Web portal.
3.6.4 Culture for
3.6.4.1 Establish guidelines making it
Information
mandatory that all planning and
Policy Repository - Ministry of Health - Sri Lanka
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Promote evidence based
training submissions to indicate
decision
making
and
HIS-based evidence for proposed
accountability at all levels
activities at all levels.
through data stewardship
and
creation
of
an 3.6.4.2 Establish guidelines to incorporate 24 months
organization culture for
health information to set and monitor
information within
the
performance goals and targets at all
health sector.
levels.

DGHS

Policy Area 4: Data/ Information Security, Client Privacy, confidentiality and Ethics

10

GIS Health Layer a centrally maintained layer of geographically referenced health/disease data/
information of national significance.
11

Health observatories is a gateway to health-related statistics of the country and is analogous to the
Global Health Observatory (GHO) of the World Health Organization. The aim this portal is to provide easy
access to national, sub-national, institutional and programmer based data and statistics with a focus on
comparability to monitor situations and trends.

Policy Directive 4.1: Ethical and fair information practices shall be incorporated into information
management ensuring client privacy and confidentiality.
Strategies
Key Action Areas / Implementation
Time
Responsibility
4.1.1 Fair information 4.1.1.1 Establish guidelines for the collection 24 months DGHS,
practices
of
individually
identifiable
DDG(ET&R),
Implement fair information
data/information
to
possess
DDG(P)
practices in relation to all
qualities of relevance, integrity, a
health data/ information as
written purpose, a need to know
appropriate.
access, the capacity for correction
and consent of the individual.
4.2.1.2 Establish guidelines and integral 24 months D/HI, DDG(P)
mechanisms in health information
sub-systems to ensure controlled
access
to
identifiable
data/
information and health data/
information. The access control shall
be role based and decided on need to
know and need to do basis.
4.1.1.3 Educate health staff on concepts of Continuous DDG(P)
client privacy, confidentiality and fair activity
information practices.
4.1.2
Anonymity
and
4.1.2.1 Design and use a unique personal 12 months D/HI, DDG(P)
Pseudo anonymity
Health Number (PHN) for health
Ensure
principles
of
client’s identification, preserving
anonymity and pseudohealthcare recipient’s privacy and
anonymity are preserved at
confidentiality.
all times in manual and 4.1.2.1 Educate health staff on concepts of Continuous D/HI,
electronic
health
anonymity and pseudo anonymity.
activity
DDG(P),DGHS
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information systems.
4.1.3 Empower healthcare 4.1.3.1 Educate healthcare recipients on Continuous
recipients
concepts of privacy, confidentiality, activity
Empower
healthcare
fair information practices, anonymity
recipients to exercise their
and pseudo-anonymity.
right to confidentiality.

DGHS

Policy Directive 4.2: Data and information security shall be ensured for client data protection.

Strategies
4.2.1 Information Security
Client data/ information
shall be handled, stored or
destroyed while protecting
against
unauthorized
access, use, disclosure,
disruption,
modification,
perusal,
inspection,
recording or destruction.

Key Action Areas / Implementation
Guidelines
4.2.1.1 Handle, store and destroy physical
records containing health related
information according to the relevant
acts and regulations of the
government
to
ensure
data/
information security.
4.2.1.2 Store physical records in suitable
storage areas with restricted access
to such premises.
4.2.1.3 Make aware staff who are handling
physical records on concepts of data/
information security.

Time
Frame1
Continuous
activity

Responsibility

Continuous
activity

DGHS

Continuous
activity

DGHS

Time
Frame1
Continuous
activity

Responsibility

DGHS

Policy Area 5: eHealth12 and Innovations
Policy Directive 5 .1:eHealth governance13 structure shall be strengthened.
Strategies
Key Action Areas / Implementation
Guidelines
51.1. eHealth Governance
5.1.1.1 Coordinate and facilitate ehealth and
The eHealthgovernmence
innovations related to health
structure and mechanism
information.
shall be strengthened.
5.1.1.2 Formalize and implement the National
eHealth Guidelines and standards
(NeGS).
5.1.1.3 Periodically review and update
the NeGS according to the needs
and technological advancements.

Continuous
activity
Continuous
activity

5.1.1.4 Formulate guidelines for acquisition, 24 months
maintenance and decommissioning
of software and eHealth systems.
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12

eHealth is defined by World Health Organization as the transfer of health resources and health care by
electronic means.
13

Health information governance is the set of multi-disciplinary structures, policies, procedures, processes
and controls implemented to manage information at an enterprise level.

Policy Directive 5.2: eHealth solutions and innovations shall be appropriately adopted to improved
the quality, efficiency, patient safety ,and cost effectiveness health information systems.
Strategies

Time
Responsibility
Frame1
5.2.1 applicability of
5555.2.1.1 Establish and function a national level 6 months
NHISC, D/HI
Technology
technical committee (working Group on
Appropriate adaptation of
innovations and eHealth – WGIE )
eHealth and innovation shall
under the NHISC to evaluate the
be ensured
feasibility,
appropriateness
,cost
effectiveness and sustainability
of
proposed innovations, automations
and eHealth systems.
5.2.1.2 Develop and implement a pragmatically
12 months DDGHS(P)
phased action plan considering
available technology, infrastructure,
finances and human resource
capacity.
5.2.1.3 Establish guidelines for piloting of
6 months
D/HI
eHealth systems and innovation.
Policy Directive 5.3: interoperability of the various sub –components of national health information shall be
ensured through standardization, to facilitate seamless data exchange.
Strategies
Key Action Areas/ Implementation Guidelines Time
Responsibility
Frame1
5.3.1 Interoperability of
information sub –systems
Facilitate and promote
interoperability of
information sub –systems.

Key Action Areas/ Implementation Guidelines

5.3.1.1 Adopt the architectural model for
health information systems specified in the
NeGs to ensure interoperability between
information subsystems.
5.3.1.2 1 Adopt the latest version of the NeGs
recommendation for hardware and software
requirements on all information system
automations.
5.3.1.3 Adopt the latest semantic and syntactic
standards set in the latest version of NeGS.

Continuous
activity

DGHS

Continuous
activity

DGHS

Continuous
activity

DGHS

Policy Directive 5.4: Health data /information storage shall be facilitated to minimize health data /information
loss and ensure data/ information security.
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Strategies

Key Action Areas/ Implementation Guidelines

Time
Frame1
5.4.4 Electronic data Bjj 5.4.1.1 Store and backup electronic health Continuous
storage
related
data
/information
in activity
Integrity of the
accordance with the latest version of
electronic data shall
NeGS
be ensured
5.4.1.2 E ensure the physical and virtual
Continuous
security of all electronic health related activity
data /information of acquired
storage facilities in accordance with
the latest version of NeGS

Responsibility
DGHS

DGHS

Policy Directive 5.5: eHealthrelated infrastructure and Huma resource capacity blinding shall be facilities
eHealth related
infrastructure and Huma
resource capacity blinding
shall be in in with strategies
1.1.2.and1.2.1
Policy Directive 5.5: Continuous annual resource allocation and financing shall be ensured for sustainability of
eHealth systems.
eHealth relatedresource
allocation and financing shall
be line with strategies
1.3.1.and1.3.2
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Annexure 2
Key performance Indicators
Broad policy Objectives

Key Performance
Indicators
Percentage of
government health
institutions which have
a functional HMIS1 in
position

1. To ensure 50% of all
health
institutions
generate, disseminate
and use timely and
quality
health
information to support
organizational
management
and Percentage of
development.
government health
institutions which
publish timely and
quality2 annual health
bulletins

Percentage of private
health institutions
which have a
functional HMIS in
position3

Definitions

Frequency Data Source

Percentage of
Annual
government health
institutions which have
a functional HMIS in
position out of total
government health
institutions
Percentage of
Annual
government health
institutions which
publish timely and
quality annual health
bulletins out of total
government health
institutions
Percentage of private
Annual
health institutions which
have a functional HMIS
in position out of total
registered private health
institutions

Health
facility/
eHealth
survey

Annual health
bulletins
published

Health
facility/
eHealth
survey

1

A Health Management information System (HMIS) is a tool which helps to gather, aggregate, analyze and
present health management information. A functional HMIS in a government health institution shall at
minimum, be able to provide the necessary information for performance appraisal at the monthly Health
Directors Meeting off the Ministry.
2

The Annual Health Bulletins shall be published and made available, no later than the end of the following
quarter and shall have qualities of accuracy, completeness, relevance, consistency across data sources,
reliability, appropriate presentation and accessibility.
3

A Health Management Information System (HMIS) is a tool which helps to gather, aggregate, analyze and
present health management information. A functional HMIS in a private health institution shall at
minimum, be able to provide the necessary information based on criteria at provided by the Directorate of
private Health sector Development of the Ministry.
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2. To make available
comprehensive
systems
for
personalized
and
community
based
health
information
management
for
shared
and
continuous care of
care recipients who
receive care at 50%
of all Base Hospitals,
District
General
Hospitals
and
Teaching Hospitals.

Percentage of government
health institutions which
have a functional patient
registration
system4
issuing
a
unique
healthcare
recipient
identifier

Percentage of government
health institutions which
generate patient discharge
summaries6 for inward
patents

Percentage of government
health institutions which
have
a
functional
electronic OPD system7 for
patent data management

Percentage
of Annual
government health
institutions
which
have a functional
patient registration
system issuing a
unique
healthcare
recipient identifier
out of total selected
health institutins5
Percentage
of Annual
government health
institutions
which
generate
patient
discharge summaries
for inward patents
out of total selected
health institutins5
Percentage
of Annual
government health
institutions
which
have a functional
electronic
OPD
system7 for patent
data management
out of total selected
health institutins5

Health
facility/
eHealth
survey

Health
facility/
eHealth
survey

Health
facility/
eHealth
survey

4

A functional patient registration system shall be able to capture patient demographic data with an
assigned personal Health Number (PHN) for all patients who present to the healthcare institution.
5

A discharge summary is a clinical report prepared by a physician or other health professional at the
conclusion of a hospital stay or series of treatments. It outlines the patient’s chief complaint, the diagnostic
findings, the therapy administered and the patient’s response to it, and recommendations on discharge.
6

a functional electronic OPD system consists of at minimum, registration of patients who present to the
OPD, OPD health management, order investigations, e-prescribing and pharmacy.
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3. To ensure optimal
data/information
sharing of and access
to, all sharable health
information,
while
ensuring
ethical
considerations and
confidentiality of care
recipients.

Percentage of government
health institutions which
contribute/share data to
central level health data
repository and/or MPI

Percentage of private
health institutions which
contribute/share data to
central level health data
repository and/or MPI

Percentage of government
health institutions which
conduct
awareness
programmers on ethical
considerations
and
confidentiality of care
recipients

4. To
encourage Percentage of government
suitable
health institutions which
innovations
adhere to eHealth
related to health
information
management

Percentage
of
government health
institutions
which
contribute/share
data to central level
health
data
repository8 and/or
MPI9 out of total
government health
institutions by 2020
Percentage
of
private
health
institutions
which
contribute/share
data to central level
health
data
repository8 and/or
MPI9 out of total
private
health
institutions by 2020
Percentage
of
government health
institutions
which
conduct awareness
programmers
on
ethical
considerations and
confidentiality
of
care recipients out of
total
government
health institutions
Percentage
of
government health
institutions
which
adhere to eHealth
standards
and
Guidelines (NeGS) in

2020

Health
facility/
eHealth
survey

2020

Health
facility/
eHealth
survey

Annual

Health
facility/
eHealth
survey

Annual

Health
facility/
eHealth
survey

8

A central level health data repository ia a central place in which aggregation of selected health data is kept maintain
in an organized way, in computer storage.
9

a master patient index (MPI) is an electronic medical database that holds information on every patient registered at
a healthcare organization. The MPI stores information like PHN, patient name, date of birth, gender, race, place of
residence, GS division, email, phone, registering institution, date and time of record creation & alteration and other
content and shall relate to the patient’s medical history.
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And eHealth in all health Standards and Guidelines eHealth innovations
information
processes; (NeGS)
in
eHealth out
of
total
while
ensuring innovations10
government health
interoperability
of
institutions
which
information systems.
are
currently
designing, piloting or
implementing such
innovations.
Percentage of government Percentage
of Annual
health institutions which government health
share discharge data with institutions
which
elMMR11
aggregate share discharge data
statistics
with elMMR for
aggregate statistics
out
of
total
government health
institutions
5. To ensure security and Percentage of government Percentage
of Annual
integrity of all health health institutions which government health
data/information.
have institutional data/ institutions
which
information
security have
institutional
strategies12 in place
data/
information
security strategies in
place out of total
government health
institutions
Percentage of private Percentage
of Annual
health institutions which private
health
have institutional
institutions
which
have

Health
facility/
eHealth
survey

Health
facility/
eHealth
survey

Health
facility/
eHealth
survey

10

eHealth innovations includes introduction of new things or methods utilizing information and
communication technologies (ICT) for health. Examples include innovations in treating patients, conducting
research, educating the health workforce, tracking diseases and monitoring public health.
11

elMMR is the electronic indoor morbidity and mortality report

12

Institutional data/information security strategies are well defined health institution-wide
strategies and responsibilities, for protecting the confidentiality, integrity, and availability of
the health information assets that are accessed, managed, and/or controlled by the particular
health institution. Information assets addressed shall include data, information systems,
computers, network devices, as well as documents and verbally communicated information.
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Data/
information
security
strategies12 in
place

6.To
ensure
sustaina
bility all
health
informat
ion
systems.

Percentage of
districts which
have at least
one functional
computer
maintenance
unit13

Institution
data/infor
mation
security
strategies
in place
out of total
private
health
institutions
Percentage
of districts
which have
at
least
one
functional
computer
maintenan
ce unit out
of
total
number of
districts

Annual

Health
facility/
eHealth
survey

13

a functional computer maintenance unit shall be the Centre for computer hardware, networking and software
maintenance and upgrades. This unit shall ensure smooth functioning of all computer based systems and networks
through; 1. Hardware repair services which include; routine and scheduled system checks, hardware, network and
wireless troubleshooting, full range of on-site and off-site hardware repairs for out-of-warranty hardware & urgent
repairs and upgrading as required; 2. Software repair services which include; operating system and software
installation, virus, spyware & adware scanning, removal and disaster assessment and recovery
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Proposed Policy on Restructuring Primary Level Curative Services

1.0 Introduction
Primary level curative service units are the frontline facilities available to any sick patient
throughout the country . Therefore 906 primary care hospitals are established island wide to serve the
above purpose , of which the categorization is given below .
Type of primary level curative
institute
Divisional Hospital type A
( DH – A )
Divisional Hospital type B
( DH –B )
Divisional Hospital type C
( DH –C )
Primary Medical Care Units
( PMCU )

Bed capacity

Total No. of institutions

More than 100

42

Between 50 -100

129

Less than 50

322

Central dispensaries & Maternity
Homes

474

Analysis of patient movement statistics , viz; percentage of patients obtaining treatment from out patient
units of different types of government hospitals indicate that 69.7% of patients obtain treatment from OPD
of primary care hospitals ( 1 )
Although the OPD of primary care hospitals are utilized by patients extensively ( as indicated by a higher
percentage of 69.7% ) the in patient facilities are utilized comparatively less as indicated at the comparison
of bed availability ( 49.1% ) with admissions ( 37.7% ) ie; whilst observing an under utilization of in patient
facilities at primary care hospitals , a simultaneous over crowding is evident at secondary & tertiary care
hospitals
Level of care
Primary
Secondary
Tertiary

OPD
69.7%
14.9%
15-4%

Admissions
37.7%
23.0%
39.3%

Beds
49.1%
17.3%
33.6%

The reasons for above disparities have to be analyzed ; and a re- structuring methodology has to be
developed to strengthen the primary level curative institutions to offer maximum and personalized care to
the people living in the catchment area
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2.0 Background
The Department of Health Services had been established under the legal provisions of Health
Services Act ( Act No. 12 of 1952 ) According to section 5 of Health Services Act , the first National Health
Policy was published in 1992 and later it was replaced by the National Health Policy of 1996 . None of the
Health policies have failed at least to analyze the largest curative ( primary ) care network in the countrythe Primary Care Hospital System .
Later on , to implement the Health Policy of 1996 ,a Health Master Plan had been prepared in
2006 But the same mistake has occurred once again by not considering this vital segment of Srilankan
Health system . The National Health Development Plan ( 2013 – 2017 ) too , has not identified the issues in
this important sector of service delivery for the simple fact that the planners were based in Colombo- the
capital city and had no experience in rural and estate settings
In addition to said problem of non recognition of PHC curative services as equal importance to
other segments of Health system ; New Base hospitals ( Secondary level ) were established throughout the
country ( at major townships ) as a directive from National Health Policy of 1996 But those hospitals were
established under the 13 th amendment of the constitution of the country , where provincial hospitals have
to be financed by the provincial councils .
As provincial councils had no sufficient finances to create several new BHH in their provinces ,
almost all the allocations were pumped to build and equip the new BHH ; at the cost of neglecting essential
improvements of PHC hospitals ( a Negative externality effect of creating new set of BHH )
It is true that the inward facilities of primary care hospitals are under utilized because of the fact
that facilities are not available to the standards .But said under utilization has created a negative effect
on allocation of funds for improvements ; a reduction in allocations to primary level hospitals with low bed
occupancy rates ( ? allocative efficiency ) making the situation further deteriorated

3.0 current Situation
The primary care hospitals comprise of three basic units (a) OPD (b) Clinics (c ) Wards . To offer
services at these three service outlets the Department of Health Services is utilizing five resources (1)
Workforce HR (2) Medical supplies (3) Biomedical equipment (4) infrastructure & Transport (5) Procedures
( Clinical & administrative )It is essential to note the response of patient community to each of
aforementioned eight items as the final outcome depends on the interaction of all above
The issues at present in the sector is described in the paragraphs to follow ;

3.1. The burden of NCD and PHC hospital
PHC hospitals had been designed during the era of epidemics of communicable diseases But after several
decades at present with epidemiological transition the country has moved to an era with high incidence
of non-communicable diseases The problem has been further aggravated by the demographic transition ;
The aging of population But the PHC hospital system is not geared to provided curative care services for
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the NCD in an organized and coherent manner . The following statistics indicate the need to strengthen
NCD care at PHC hospitals
Percentages of patient discharges accounted by selected NCD at different levels of health care institutions (
1)
Diagnosis
Injuries
Asthma
Other Ischemic Heart
Diseases
Malignent Neoplasms
Hypertensive
heart
disease
Diabetes Mellitus
COPD/Bronchiectasis
CerebroVasculer
Disease
Myocardial Infarction
All other causes
Total

Tertiary level
11.9
1.8
1.7

Secondary level
18.5
3.0
1.9

Primary level
19.7
7.7
1.5

2.5
1.0

1.8
1.5

0.1
3,5

1.1
0.4
0.6

1.4
0,6
0.6

1.2
0,9
0.5

0.2
81.2
100,0

0.5
72.1
100,0

0.3
64.7
100,0

In response to growing patient demands the healthy lifestyle centers have been established in PHC
hospitals , but several issues are identified as follows ;
3.1.1 Inadequate referrals to HLC – Life style guidance is obviously lacking to a readily accessed target
population attending medical clinics where further guidance should be extended to the families of the
affected
3.1.2 low coverage of at risk population ( specially males )
In the rural areas majority of females are housewives and they have spare time to attend the HLC But males
are engaged at their employment and find it difficult to attend HLC
3.1.3 Capacities for managing risk to be emphasized ( in par with screening ) ; Inadequate guidance for
healthier life styles ( In addition to screening functional scope has to be broaden such as with life style
guidance in an effective way )
The above subject is further analyzed and proposals of Mobile HLC at Village level& a monitoring unit at
central level termed as NCD Bureau ; have been submitted to the Ministry of Health .
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3.2 Non availability of Referral and Back Referral system at PHC hospitals
The above problem is an age old issue in the Sri lankan Health system and it is further affected
by the following contributory factors
3.2.1 No demarcated catchment area and no designated population for the PHC hospitals
3.2.2 Choice of access to care ;
Currently people have the choice of accessing care where they wish to Although patients
accessing care at primary level hospitals ; are , at times referred to specialist hospitals and these would
be mainly in acute situations or in difficult to manage situations . Referrals done to prevent an adverse
outcome that need to be planned on a regular basis is not a standard practice As stated in the NCD policy it
is important that premature morbidity and mortality are prevented . Proper referral and Back referral
policies are important to make shared care possible between primary and specialist care and also to make
the health care delivery more effective and efficient
3.2.3 No Sharing of Resources
Optimum use of PHC curative care facilities and also the specialist facilities of apex hospitals are not
evident at present Inefficient utilization of resources at both levels with no intension of sharing is an
important issue to be solved
The above issues are further analyzed and the proposal of Shared care cluster system is now being piloted
in four districts by the Ministry of Health .

3.3 Under Utilization of In patient facilities
As evident from statistics given above the wards of PHC hospitals are under utilized( bed occupancy rate
below 37% )the valuable working hours of staff deployed have become not cost-effective . There are
several contributory factors to this scenario ;it is rather best name those as aggravating factors
3.3.1 Inadequate Emergency care ( Emergency rooms are not available in certain PHC hospitals )
3.3.2 Inadequate sanitary and other supportive services to the patients .
3.3.3 Inadequate Laboratory facilities
3.3.4 Shortage of medical supplies
The shortages are mostly experienced with the group of drugs given for Cardio vascular
Diseases and Diabetes Mellitus at medical clinics of PHC hospitals .When medications and tests are not
available in PHC hospitals patients are often asked to , self purchase the medications from private
pharmacies , ( and tests from private laboratories ) or may not be given any advice at all . Thus many
patients find that the cost of self purchasing medications is so expensive that they chose to go without
regular medications. Consequently for many patients NCD are not properly managed and subsequent
progression to disease complications .
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16 drugs were identified as essential for management of chronic NCD at Primary level
care ,Although official circulars conveyed the decision , the ground availability for patient use has not been
monitored . Due to mal-distribution of drugs within the RDHS/RMSD region a quasi –demand is created at
certain locations and if a proper attention is given at local level regularly these issues could have been
settled with re – distribution . Prescribing drugs for limited period also pose difficulty in patient
complacence and access at primary care level .
A detailed analysis of distribution and availability of cardiovascular drugs at PHC level
hospitals was undertaken as a research by a MD trainee attached PA & D unit in 2014 ( 2 ) This study
has recommended to use a new indicator termed “ Adequacy of a drug for a given period “ This
methodology can be used by any District to analyze the movement of drugs from RMSD to PHC hospitals .
3.3.5 Gaps in knowledge , attitudes and practices of staff to manage Chronic Disease
There has been inadequate attention to the practice of standard care in management
of chronic NCDs . Even through the national guidelines for management of chronic NCD
( Cardiovascular
Diseases ) were made available there is no consistent effort to build capacities , monitor and evaluate the
implementation .
Under graduate medical education too focuses mainly on episodic management
rather than chronic diseases which need personalized and family centered care . Teaching is mainly
focused on diagnosis and management in a specialist setting rather than managing in primary care settings
with early clinical preventions The discipline of Family Medicine too , is not taught in all medical faculties
and the practical exposure in primary care given to undergraduates is also limited .
Although the Primary Care Services unit ( PCS ) of MoH has been involved in
orientation of post intern M.OO. who are deployed at primary care hospitals , there is no overall
understanding of the required competencies for primary care M. OO. ( Even the trained personnel would
go back to a system that has adopted its own style of working in an episodic functional mode , priority
being managing the ‘condition’ rather than the person’s total health needs

3.4 Non availability of personalized care to the patients
3.4.1 Non availability of patient friendly services at PHC hospitals ;- At the moment patients are seen at
the OPD as ‘ cases ‘ of illnesses and no extra care is taken as in the general practice model . If a general
practice model is applied in primary care settings Out Patient Doctors can be assigned to demarcated areas
. ( similar to principals applied in preventive health services ) but the areas would be much smaller ,
corresponding to a few Grama Niladhari divisions .Currently the availability of M.OO. at primary level is low
, when compared to numbers deployed at base hospitals and above .This would also work out a rational
method for employing more doctors through primary care strengthening .However a clear job description
and functional scope needs to be developed to include the provision of personalized family centered care
3.4.2 In general OPD clinics the systems available to have access to Medical records for follow up ( of
NCD )are not efficient and at time retrieval of records fails making the patient desperate and neglected
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3.4.3 Patients in rural areas , have to travel along distance , and spend a considerable time to access the
clinic , and spend a significant amount of money to purchase test reports and drugs , which facilities are not
available at PHC hospital .( Out Of Pocket expenditure ) are the frequent complains and causes for dissatisfaction among the public sector patients ( 3 )
3.4.4 Inadequate facilities for patients to obtain further information about their illnesses
As doctors and nurses are always busy in therapeutics , patients find it difficult to
approach them to have a discussion about the illness that the patient suffers at the moment Further the
family members or next of kin experience the same in seeking advice

3.5 Non availability of Policy decisions
3.5.1 At present the Primary Level Curative Sector has no defined and comprehensive Policy
3.5.2 Morbidity information on out patients is not available as there is no such island wide system to
collect those data ; Disease categories ,treatment provided , etc. are essential data for the decision makers.
Although out patient information systems were established in few hospitals this has not been assessed for
purpose of information used in decision making Medical informatics need to attend as this would
benefit relevant information generation in primary care settings
3.5.3 Inadequate technical cadres to provide crucial services ( M . OO. ,N.OO. ,MLT T ,Dispensers )
3.5.4 Capacity for Multi task is not developed ;- currently different units are being established similar to
specialized hospital setting which may not be that efficient from a health system point of view . Whilst
task specialization is rational at higher level s of care , the primary care level needs to be more effective
through capacities for multi-tasking
3,5,5 Performance evaluation ;- Estimation for work carried through the curative system / measurement
of health performance ; is lacking . Unlike the preventive health sector where MOH areas are demarcated
with assigned population ( giving a denominator on which statistics can be computed ) there is no
designated catchment area/population for PHC hospitals
3.5.6 The primary care facility for the people living in the surrounding area of Secondary care and Tertiary
care hospitals are the OPD of said Secondary care and Tertiary care hospital But the standard of OPD in
these hospitals are quite different and superior to OPD of PHC hospitals
3.5.7 A decade ago health planners stated that every citizen of Sri Lanka is able to find a health facility
within 3.5 km from his/her residence , but this scenario is no more in existence due to development of new
settlements in remote rural regions The government , under rural development schemes , has provided a
good road net work ; electricity and schools to these new settlements and now it is the time to design
health facilities for them ; considering the Universal Health Coverage concept ( Equity , Accessibility ,
Quality and Financial protection ) ( 4 )
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4.0 Objectives
4.1 To re-structure primary level hospitals for the management of burden of NCD effectively and
efficiently
4.2 To establish a referral and back referral system for patients ; with sharing of resources
4.3 To improve inpatient (wards ) facilities in primary level hospitals through enhancement of procedures
and infrastructure
4.4 To establish a system of personalized care for the patients
4.5 To develop capacity for multi-task at PHC hospitals and adopt performance evaluation system

5.1 Strategy One
Re-structuring primary level hospitals to manage the Burden of NCD
Activities
5.1.1

To appoint a Medical Officer to each Primary level
hospital , titled as MO / NCD prevention ; and the
catchment area is defined { No of GN divisions }
for the PHC hospital for screening and healthy life
style guidance

5.1.2

Responsiveness to current health needs to be
incorporated in to this new model ( in addition to
standard NCD care & prevention ) ie;- Elderly care
/ Mental health services ( eg ;- counseling )
Screening for preventable cancers and provision
palliative care
Create a central bureau at Ministry level = NCD
Bureau ( similar to MOH system and Family
Health Bureau ) incorporating the subjects
related to primary care services ( NCD , Mental
Health , YED and Cancer Control Programmes ) to
regulate and monitor the activities at PHC level
Advocacy and awareness programs about the new
system ; to be conducted in addition to training of
staff
Periodic evaluations to improve the system

5.1.3

5.1.4

5.1.5
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5.2 Strategy Two
Establishment of referral and back referral system ; with sharing of resources
Activities
5.2.1
5.2.2
5.2.3

5.2.4

5.2.5

Define the catchment area of each PHC hospital
( similar to activity 5.1.1 above )
Introduction of (a) personal medical record book
for the patient and (b) the clinic record book
Training of staff of primary level hospitals , by the
consultants of apex hospital of the cluster ,
regarding (a) treatment protocols (b) referral and
back referral system and (c) sharing of resources
Eg ;- managing chronic patients at underutilized
wards of primary care hospitals and obtaining
laboratory and other investigative services from
apex (secondary level ) hospital
Improvement of Emergency care and laboratory
services in the primary level hospital and the apex
hospital of the cluster ( Link to Emergency rooms
of Accident & Emergency care Policy and
Laboratory Policy with satellite laboratory service }
Advocacy and awareness programs about the
system and continuous monitoring of the quality

5.3 Strategy Three
Improvement of in patient care of primary level hospitals through enhancement of procedures and
infra structure
Activities
5.3.1

Development of standard Emergency Rooms in all
PHC hospitals according to accident and
emergency care policy

5.3.2

Each primary care hospital to be granted Rs 0.5-1.0
Mn each year to improve the sanitary and other
supportive services ( from National Budget
/Official name of PHC hospital to be sited in
National Budget to avoid diversion of allocation at
provincial level ) Eg In addition to repairs and
improvements to existing buildings ;
maintenance of patients beds , trolleys , bedside
cupboards ,mattresses and bed linen , Drinking
water , seating facilities at waiting areas ,
dispensing envelopes , electrical generators and
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5.3.3

5.3.4

5.3.5

fans dining areas and food handling utensils etc,
Establish satellite laboratory service at each PHC
hospital with sharing of resources of apex hospital
in accordance with laboratory policy
Monitor the Distribution and availability of
essential drugs in all PHC hospitals by using the
Indicator = Adequacy of Drug ( 2 ) and Train
relevant staff on Good Pharmacy Practices , Lead
time , Reorder level ABC system , FIFO , Proper
estimation of drugs etc,
Training programs for staff of PHC hospitals by
consultants of apex hospital { to be conducted at
apex hospital as hands on training – Training
Modules and clinical protocols to be developed by
the colleges )

5.4 Strategy four
Provision of personalized care for the patient
Activities

5.4.1

5.4.2

5.4.3

5.4.4

5.4.5

The Medical officer in PHC hospital should be
trained in Family Medicine ( General Practice )
model , and thereafter performance to be
monitored
Medical Record Retrieval system should be
established in all PHC hospitals The Medical
Informatics Unit will be able to help the PCS unit to
develop software ; Link to Health Information
Policy
A study should be undertaken ( preferably by non
health research officers to eliminate bias } to
assess the problems faced by patients ( travelling a
long distance, increased waiting times , inability to
be standing for long hours in queues , out of
pocket expenditure etc ) and identify
methodologies to grant a patient friendly service

As Prof Senaka Bibile stated in his original article
( 5 ) ; Patient information booklets on major NCD
should be made available to patients
Trained nurses at information desks should be
make available during visiting hours to provide
further information to patients and their relatives

Policy Repository - Ministry of Health - Sri Lanka

Page 307

5.5 Strategy Five
Development o f National Policy on strengthening Primary level hospital services

Activities
5.5.1

Develop the national policy on PHC hospitals in
terms of accepted stages of formation,
formulization , and formalization of a policy ( with
incorporation of this document )

5.5.2

Develop a methodology to identify OPD data ( eg ;at the lower edge of OPD ticket , a separate area is
given to write the tentative diagnosis/ the
episodes are calculated to take decisions by policy
makers ) MIS /IT link to Health Information Policy
Cadre expansion according to the needs of PHC
hospitals , and obtain the approval of Department
of management services of Ministry of Finance
( Initiate Training of this subject according to
Cadre projections ;- Link to Human Resources
Policy HRH )
Currently different designations ( such as
MO/Public Health , /Infection control nurse /
Health education nurse , etc ) are being created in
PHC hospitals and they perform their duties
independently and it is not efficient in the point of
view of health systems . On the other hand the
HLC is equipped and furnished but without regular
staff to provide services . Considering both
situations it is proposed to develop capacity of
multi-task at HLC , converting it as the PUBLIC
HEALTH ( PROMOTIVE& PREVENTIVE ) UNIT of
PHC curative services . All the said officers are
housed under one unit to provide a
comprehensive package of services to the patients
and their relatives who will be called in to this unit
according to a timetable and guide for a healthier
lifestyle ( Inward patients with NCD will be
discharged from ward ; only after counseling at
the PUBLIC HEALTH UNIT of the PHC hospital
Development of a mechanism to evaluate the
performance of PHC hospitals ;- Link to policy on
health safety and quality , and the manuals

5.5.3

5.5.4

5.5.5

Policy Repository - Ministry of Health - Sri Lanka

Page 308

prepared by HQ secretariat ( Each section of PHC
hospital eg ;- wards ,labor room, dispensary , etc
to be evaluated by using check lists

5.5.6

5.5.7

Improve facilities of OPD of PHC hospital according
to standards of OPD of Apex hospitals eg;- seating
facilities , ventilation ,drinking water etc.
Non availability of health facilities at distant
places can be addressed through the concept of
PURA = providing urban facilities to rural areas ;
ie ;- a PMCU can be established for each 10,000
population Eg;- World bank funded PMCU at
WERAGAMA in Rathnapura District

Implementation and monitoring
Strategic Area
Restructuring of PHC hospitals to
manage the Burden of NCD

Implementation of activity
Pilot study in Divisional hospitals
at three different settings ;Urban/Rural/Estate

Referral system of PHC hospitals

Shared care cluster system pilot study is conducted by PCS
& OD units at four RDHS
divisions Vauniya, Rathnapura,
Puttalam , Anuradhapura
(a) A study on Distribution
and availability of
Cardiovascular drugs
was conducted at
RDHS division Kalutara &
NIHS region
(b) Action to be initiated by
PCS , PDDHS , and
RDDHS
MoH , PDDHS , RDDHS
MoH , PDDHS ,RDDHS

Improving In patient facilities

Personalized care to the Patients
Policy issues

Monitoring
A separate Bureau is to be
established to monitor the
activities of subjects mentioned
in this document
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Proposed Policy on Health Services in the Plantations
Estate Health Policy

Introduction
People from Nilgiris ( Nilgiri Hills ) of South India , brought during colonial period , were located at
plantation districts of this country , and the hospitals which were established in each plantation district by
the colonial government ( to provide curative services to those laborers ) were named as District Hospitals
( DH )
It was the sole responsibility of the individual estate management ( Sterling companies ) to provide the
health needs of the estate laborers . According to the medical Wants ordinance ( MWO ) enacted in 1912 ,
the estates had to establish medical institutions ( dispensaries & Maternity homes ) which could provide
basic curative care . The provision of estate health services according to the MWO was optional and linked
to an incentive scheme of tax rebate depending on the services provided . Thus varying standards of care
were observed among individual estates
When a sick laborers is admitted to the plantation district hospital the District Medical officer had to
prepare a bill (cost for treatment given ) on form health/130 to obtain payments from the estate
management , in terms of section 10 of MWO However the Morbidity and Mortality among estate
laborers were very high during this period ( Infant mortality , an index of community health , was over 100
per 1000 live births ) The preventive health activities were limited to small pox vaccination , hook worm
treatment and control of infectious diseases.
Later in mid 1970”s with the land reform law , the sterling company owned estates were placed under the
management of two government owned organizations ( SLSPC – Sri Lanka State Plantation Corporation
&JEDB – Janatha Estates Development Board ) With the nationalization of estates more emphasis was
focused on health of estate laborer and a wide range of health and welfare interventions including
preventive and promotive health services using PHC approach were established .
However in 1992 a re-structuring of estate management was introduced and the main feature of this
process was to establish plantation management companies ; groups estates were allocated to private
companies who served as the managing agent .
As the institutionalized health management structure that had been established by JEDB&SLSPC was no
more in existence after the said re-structuring , there was an urgent need to provide an alternative Scheme
that would at a minimum , ensure that the gains already achieved in the field of health could at least be
maintained
Accordingly the PHSWT – Plantation Housing & Social Welfare Trust ( a limited liability company registered
under the companies act )was established in early 1990’s under the Companies act to overcome this
challenge in the plantations, The companies are obliged through their management contracts to continue
the health and social welfare programme on at least the same level as before and based on the norms and
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regulations previously established .It was also expected that the PHSDT will function closely with the
Ministry of Health and the Provincial Councils in delivering health services to the plantation community and
monitoring of the health situation in the estate sector.
If a review is made into the activities of PHSWT up to present era , it should be mentioned that the team
of PSHWT has achieved most of their targets , The Plantation Human Development Trust has focused their
main activities on Housing , Water & Sanitation , Health and Nutrition of plantation community.
Plantation Community
The plantation community comprise worker and non-worker families, with a specific occupational
structure. The community has been living in the plantations for over 150 years, entirely depending on the
estate management, which has substantial influence on the working and living conditions of the
community. Around 230,000 families are representing a population of about 900,000 people in large scale
estates in the country.
Health and nutrition indicators are well below the national averages in this population; 40.2 % of stunting
(height-for –age) and 30.1 % of underweight (weight-for-age) and 13.5 % of wasting (weight for height)
among the under 5 children in estate population compared to the national averages of 13.5 % stunting and
29.5% underweight among children under five years as indicated in the Demographic and Health Survey,
2006. The infant mortality rate (IMR) and under five mortality rate (U5MR) are still very high in the estate
sector (47.5 and 51.6 per 1,000 LB) as compared to other areas in the country (16.1 and 17.3 per 1,000 LB)
even though there has been a decline over the past few years. A clear disparity is also seen in the
immunization coverage rates of the estates (86.1 %) versus the other rural areas (94.4%), where similar
kinds of service delivery are supposed to be in place .It is quite evident from the records that the disparity
ids reducing (82.3 % in 1993 to 86.1 % in 2000) but there is still need for improvement of the coverage in
the estate areas. Of the women aged 15-49 years 23.9 % was of BMI under 18.5.
The deplorable status of the housing conditions for the plantation community, most of which is living in
row one –room houses, with no or insufficient water (24.8 % only access to safe drinking water) and
sanitation facilities. Of the households 55.9 are having only one room and only 66.3% has sanitary facilities
and 68% has electricity(DHS 2006)
Recently carried out survey (2012) in Hunnasgiriya estate revealed that only 25.9% of children continue
their education above grade 9. Most prevalent unhealthy habits were alcohol use (25.9%) and betel
chewing (23%).
The Government of Sri Lanka has clearly recognized the disparities prevailing in the plantation community
in comparison with other segments of the Sri Lankan population. The Ministry of Estate Housing,
Infrastructure & Community Development was established in 1997 to improve the socioeconomic
conditions of the plantation community. This Ministry has expressed its vision as “eradication of social and
economic inequality of the plantation community through the advancement of socio-economic condition
with a mission to ensure the improvement and upgrading of livelihood and living conditions of the
plantation community of the plantation community and integrate them with the rest of Sri Lankan society.
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As mentioned above the health indicators and the housing conditions for the plantation community, most
of which is living in row one –room houses, with no or insufficient water and sanitation facilities are very
poor compared to that of the rest of the population of our country. The literacy rate is also poor and the
school dropouts with secondary level are almost 75%. Provision of the curative heath care is also not
satisfactory with poor infrastructure and the lack of human resources. Nutritional status of the children,
pregnant mothers and adolescents are also unsatisfactory with majority of low BMI and anaemic.
Therefore the hospital facilities has to be improved by renovation of the hospitals and making availability of
the doctors and health staff with easy accessibility and availability after their working hours.
In addition, the sanitary facilities have to be improved with toilet facilities and safe drinking water.
Therefore a reasonable amount is allocated for the toilet construction.
Another important area which has to be paid more attention is the nutrition of the people. The major
challenge for Sri Lanka’s children, men and women is under-nutrition. This problem is even more severe in
the Estate Sector due to lack of adequate health facility networks including the staff and insufficient
awareness and understanding by the communities themselves.
The dietary habits have to be changed through the behavior change communication. In addition the
community has to be educated on the household budgeting and people have to be promoted to give
priority to spend on nutrition.
Even though small surveys and data from Family Health Bureau reveals that the MOH areas with majority
of estate population, there are no proper studies or data to get the current situation. Therefore researches,
surveys and audits are mandatory analyze the situation and to carry out further health promotion activities.
.
The current status of Estate Health in Sri Lanka
However ,Representations made to the Commission of Inquiry on Lessons Learnt and Reconciliation( LLRC )
by Tamils of Indian Origin ( who are employed and resident in aforementioned company –managed estates
) have expressed concern about the lack of health faculties in areas where they live and they have also
brought to the notice of the commission , the difficult living conditions that prevailed on the estates . The
said commission has appreciated these concerns and recommended the government that necessary steps
should be taken to improve health and living conditions in the estate areas .
The comments about Estate Health made by the LLRC should be further analyzed according to the
structures and forces that influence the Health care delivery system in estates ( and this policy is designed
to streamline the deficiencies identified )
.
Structure / system
Curative services in estates

Issues/forces

(a) Several Estate Hospitals were taken over
by Provincial Health Services and
Policy Repository - Ministry of Health - Sri Lanka

(a) Inadequacy Tamil Speaking staff
(b) Estate employees are engaged at their
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managed according to the standards of
state-owned Divisional Hospitals

field duties from morning to afternoon
and unable to attend out patient care of
government owned estate hospital
during government OPD hours
(c) As estate hospitals are situated at
remote regions and far away from public
transport routes Unavailability of
quarters facilities for staff of estate
hospital is a major issue , hindering the
late evening and night service to the
estate employees

(b) The majority of curative care stations in
estate sector ie:- Estate Dispensaries are
managed by the Plantation company

(a) These Estate Dispensaries are manned by
EMA – Estate Medical Assistants and
essential y to be replaced with qualified
medical officers as recommended by the
LLRC
(b) Drugs for these estate dispensaries are
provided by the estate manager
according to the age-old Medical Wants
Ordinance Rs 3.25 per estate employee
per annum (Therefore MOH has to
provide a major portion of drugs )
(c) Ambulances are not available at most of
these stations
(d) In few areas Non working residents and
villagers of surrounding rural areas are
not permitted to obtain treatment from
these estate owned dispensaries

Dental services

Laboratory services

Preventive Health services
(a) Non availability of Tamil speaking Public
Health Inspectors in the estates

(b) Estate midwives
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(a) A few Dental clinics are available in
government owned estate hospitals
(b) But no Dental clinic service at estate
owned Dispensaries
(c) Mobile services are available in a few
area
No laboratory services available at all
estate
medical
institutions
(government owned & estate owned
both ) Further it is difficult to
establish satellite laboratory service
as the estate hospitals are situated
faraway from public transport routes
(a) Water and sanitation issues (Incidence of
water borne diseases )cleanliness of line
rooms and toilets Inspection ( toilet
construction programme ), health
promotional activities in estates are to
be attended by a PHI
(a)some of the estate midwives (who were
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(c) Maternal & Child Health Clinics in Estates

(d) Private Estates managed
owners(small holdings )

by

having necessary qualifications)have been
absorbed into provincial health service
and employed at the same estate by the
regional health authorities
(b) Other midwives of estates who were not
having required qualifications are still
under the management company
administration ( Their salary scale is not
EQUAL TO Govt midwives and they need
more training ( this category of
midwives are not being supervised by
the MOH , RSPHNO , PHNS , SPHM )
(c) Midwives are not provided to several
estates and the Welfare officer of the
estate covers the duties which is grossly
inadequate as the welfare officer has no
training in health subjects
(a) At places where no MOH clinics are held
Pregnant estate employees and children
are sent by a lorry of estate to the
nearest MOH clinic which is usually
situated at a nearby village
(b) As estates are situated at difficult terrain
and divided into sub divisions estate
mothers and their children have to
travel in a lorry a long distance to attend
MOH clinic
(c) Sometimes the second generation
mothers who do not work in the estate
are not recognized

their

(e) Nutritional supplementation

( f )NCD screening
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These private estates are relatively
small in extent and resident employees
are less in number They merge with
rural population and obtain health care
from village clinic of MOH ( home visits
by the govt midwives of MOH )
(a) Stocks of Thriposha obtained by the
managers of the estates are being
distributed to estate mothers and
children by EMA ,Estate Midwife &
Welfare officer of the estate
(b) In the private estates the MOH staff
is responsible for distribution of
Thriposha
(a) Healthy lifestyle clinics HLC have been
established at some of the government
owned estate hospitals
(b) But HLC are not established in any
estate owned hospital / Dispensary due
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to unavailability of trained staff
(f) Mental health services / Cancer control Effective Implementation of these programmes
programme
/ Sexually Transmitted are hindered due to non availability of Tamil
Infections / Tuberculosis screening
/ speaking PHII in the estates
Leprosy control programme / Environment
& occupational health / Youth Elderly &
disabled /

The guiding principles underlying the estate health policy
Sri Lanka has committed to the principles of social justice and equity , based on the dignity and worth of
the human person , and in the rights and obligations of individuals and the community in attaining the
highest possible level of health. The values that a society places on health , and health care becomes
critical to how much attention , importance and commitment is attached these matters In the same
manner , the attention that is given to the formulation and implementation of a policy frame work for
Estate Health should be guided by the same principles .This policy framework , therefore , is based on a
guiding principles and challenges that relate to health and human rights , equity and ethics , community
participation and empowerment, and addressing the primary care needs , particularly of the poor and the
marginalized sections of the society as mentioned in LLRC about Estate resident Tamils of Indian origin
Relevance to Policy of Government Of Sri Lanka ( GOSL policy )
The policy of the government states that the government intends to improve the health service delivery
systems in the plantations to a level that is on par with that of other urban areas . In order to achieve this
objective hospitals clinics and other health facilities will be manned by the staff of the government health
service
Conformity to the national health policy of Sri Lanka
A main strategy identified in the national health policy is as follows : Health care will be made more
accessible to the community on an equitable basis with provision for meeting specific health needs .
Vision
Sri Lanka with healthy and productive estate population

Mission
Plan and implement a comprehensive health programe improving health indicators among estate
population to levels comparable to national indicators through development of infrastructure , human
resources and service delivery in the estate sector
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Policy Options
health package to the plantation community ie – PHDT Thus legal provisions has to be clearly demarcated
to avoid duplication of services and interference to other service provider ( vice versa )




Either the Estate Management to hand over ail estate Medical institutions to the health
department
Or ; to retrain the existing medical institutions with the estate management and obtain only the
services of Govt. medical officer & drugs from Govt Drugs Stores (PUBLIC PRIVATE MIX )
And ; takeover all public health activities by Tamil speaking PHI &PHM of MOH divisions of the
districts with estates

Goal
Upgrade the quality of life of estate populations by improving overall health and health services

Key result areas
1-Plantation Estate Hospitals ,Maternity Homes & Estate Dispensaries
Policy Objectives




To ensure the provision of standard package of government curative care at all estate medical
institutions
To ensure the availability of Tamil speaking staff at all Estate Medical institutions as responsive to
the patients’ needs
To adjust the working hours of OPD of estate medical institutions to be user friendly

Key Strategies






The State ( & Provincial councils ) will develop the infrastructure and provide medical equipment (
according to the norms ), to the government owned estate hospitals .
Tamil speaking staff will be appointed to government owned estate hospitals and all new cadres
will have the Tamil language proficiency
OPD hours of government owned estate hospitals will be extended till 6/8 pm and on call service
depending on the availability of facilities
Dental services will be established in all government owned estate hospitals
Basic laboratory services will be established
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Quarters will be made available to MOO, DS , NOO, & other staff



The estate management shall improve the infrastructure and provide medical equipment according
to norms of Ministry of Health ) to the estate owned medical institutions
Medical officers & Dental surgeons will be appointed& Drugs and surgical items will be supplied to
the estate owned medical institutions by the Ministry of Health ; meanwhile the estate
management to provide ambulances , other staff ( especially Dispensers )and Quarters for MO If
not handed over to the government , the general management of estate owned medical
institutions will be attended by the estate management ( except the medical & technical duties
which will be attended by the MO appointed by the government)



Key Result area
2. Peventive and Promotive Health services in Plantation Estates
Policy Objectives







To appoint Tamil speaking Public Health staff to plantation estates
To provide Government Public Health Care package to all residents in plantation estates
Government Public Health staff to coordinate with PHDT and Estate management in delivering the
public health programmes in estates
PHDT and estate management to facilitate the implementation of public health programmes in
estates by Government Public Health staff
To form a team of care givers incorporating Government appointed ( Tamil speaking staff )
PHII&PHMM with Estate staff ( Welfare Officer of the estate ) to Deliver the Public Health Care
Package to the Estate resident workers .

Key Strategies









Tamil speaking Public Health Midwives to be appointed to Estate areas on the basis of one PHM per
2000 estate resident population ; depending on the difficult terrain and resident estate workers
are grouped in line-rooms at different divisions in the estate , which are situated far a part
Tamil speaking PHII to be appointed on the basis of one PHI per 10000 resident estate workers
A scooter for the estate PHM and a motorcycle for the estate PHI to be provided by the
Government on priority basis considering the difficult terrain these officers have to perform their
duties daily
The PHDT and the Estate Management to provide Quarters facilities for the Estate PHM and PHI
Additional MOH ( AMOH ) should be appointed to all MOH divisions with estates /plantations
MO ( estate health ) will be appointed to RDHS office in districts with estates / plantations
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Duties of Estate PHMM to be supervised by the MO ( MCH ) , MOH , AMOH ( Estate health ) ,
RSHNO , PHNS and SPHM as in accordance with other field PHMM
Duties of Estate PHI to be supervised by RE , MOH , AMOH ( Estate Health ) , SPHI / D , and SPHI
Poly clinics ( ANC , CWC , Family Planning ) located at Estate divisions to be attended regularly by
the AMOH (Estate Health )
Resident workers of small holdings to be attended by Range PHM and Range PHI ; mothers and
children of those private estates to be referred to the nearest village poly clinic of MOH
Under the supervision of AMOH (Estate Health ) the Thriposha programme to be implemented by
the Estate PHM in all Divisions of Estates ;Estate Management collaborate with Thriposha
Programme by releasing the estate welfare officer to coordinate with Estate PMH
According to the guidelines of vertical programmes ( NCD , Mental Health , Cancer control ,
Sexually Transmitted Infections , Tuberculosis , Leprosy ,Environmental & Occupational Health ,
Youth ,Elderly & Displaced ) PDHS , RDHS , MOH&AMOH ( Estate Health ) to be responsible for the
standard public health care package to the estate resident workers through Estate PHII& Estate
PHMM
Formation of aregional steering committees chaired by RDHS for plantation sector to enable team
activity with the plantation sector
Private and government partnership should be strengthened Agreement should be formulated how
to work together in development of curative and preventive /public health services
To train volunteers to support the public health activities according to the requirement.

Implementation & monitoring
Implementation will be attended by the Provincial councils ,PDHS , RDHS&MOOH The monitoring
will be performed by the line ministry of Health viz ; Director / Estate Health

References

Taking over of Preventive and other Public Health Services of the Plantation Areas – Cabinet paper no.
07/1157/311/033 a memorandum dated 09.07.2007 by the Minister of Health care and Nutrition &
Observations by the HE the President as the Minister of Finance & Planning ; No NP/HRD/H/CM/18/07
dated 31.07.2007
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Ministry of Health & Women’s Affairs ( 1993 ) Guidelines for Management of Health services in the
Plantations

Report of the COMMISSION OF INQUARY ON LESSONS LEARNT AND RECONCILIATION ( November 2011 )
sections 8.183& 8.184 – Grievances of Tamils of Indian Origin , 298-299

Proposed Amendments to Medical Wants Ordinance







Medical Wants Ordinance was enacted in 1912
In 1992 the Plantation Human Development Trust (PHDT ) a limited liability company -had been
established to coordinate the activities of housing , water & sanitation , Health & Nutrition of
Plantation Community , Not as an amendment to the Medical Wants Ordinance But as a Guarantee
– limited Company registered under the Companies Act
The Hon Minister of Health submitted a Cabinet Memorandum in 2007 to take over Public Health
activities in Plantation regions to the Government Department of Health Services
As a recommendation to the aforementioned Cabinet Memorandum HE the President of Sri Lanka
has stressed the need to appoint Tamil speaking staff to the Plantation regions
However , in 2011 the plantation community – Tamils of Indian Origin have made representations
to the LLRC ,and stated that health facilities provided to them at estates at present are not
adequate & deficient

Considering all above the following amendments are proposed to the Medical Wants Ordinance after 102
years
Section / Sentence No;
2

Text in the Medical Wants Amendments proposed
Ordinance
It shall be lawful for the Minister may declare estate With reference to the cabinet
Minister to declare any medical districts
approval these amendment are
district of Sri Lanka an
proposed ( a List of Estates and
estate medical district for
the relevant MOH divisions of
the purpose of this
RDDHS of plantation districts to
ordinance , and to define
be attached )
the limits of the district by
reference to the estates

Policy Repository - Ministry of Health - Sri Lanka

Page 320

comprised therein
6

Duties of medical officers
Section 6(a) ,6(b) ,& 6(c)

Should be
amended as
applicable
to
government
medical officers working at
government
owned
estate
hospitals and also to the
additional medical officer of
health (estates ) working in the
relevant MOH division ( section 6
(c) should be deleted as it is not
relevant to present deployment
of medical officers

7

Duties of medical officers as to Before this section a separate
inspection of estates
new section should be created
and should be named as Estate
PHI and Estate PHM ( The
Government shall appoint Tamil
speaking PHI and PHM to estates
Thereafter the duties of those
officers can be incorporated to
sections 7(a) ,7(b) , 7(c) , 7(e) &
7(g)
with modifications to
accommodate
present
procedures

7(a)

To visit the estates within the 7(a)
Inspection of sanitary
district or any other estate he conditions is the duty of estate
may be specially directed to visit PHI
and to inspect the sanitary
conditions thereof

7(b)

To examine laborers of such
estates for the purpose of
ascertaining their conditions of
health and whether they have
been duly vaccinated
To inspect all children under the
age of one year resident upon
such estates and to give
directions to the superintendent
for their proper care and
nourishment
To direct the removal to hospital
of any sick laborer whose
removal he may consider
necessary

7(c)

7(d)
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7(b) vaccination / Immunization
is a duty of both Estate PHI and
Estate PHM

7(c ) Should be corrected as all
children under five years and it
should be stated as a duty of
estate PHM

7(d) in addition to medical
officers , Estate PHI & Estate
PHM should also be able
recommend the transfer of a
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sick laborer to the hospital
7(e) in addition to Government
medical officers in Government
owned Estate hospitals &MOH /
AMOH (estates ) ; the estate PHI
should also be able to draw the
attention of the superintendent
to any defect in sanitary
conditions
7 (f) MOH / AMOH (estates ) and
MO of Government owned
estate hospital should be able to
inspect Estate owned hospitals
,Maternity
Homes
and
Dispensaries
7(g) and to report to RDHS ,PDHS
& DGHS

7(e)

To draw the attention of the
superintendent to any defect in
the sanitary condition of his
estate and in the condition of
health of the laborers

7(f)

If any estate has an estate
hospital or dispensary ; to
inspect
such hospital or
dispensary

7(g)

To report to the Director of
Health Services on all or any of
the above matters

8

Obstruction of medical officers – Should
be
amended
as
an offence
obstruction to duties of medical
officers ( MO of Government
owned estate hospital ,MOH
AMOH/ Estate health ) Estate
PHI & Estate PHM
Fifty cents per laborer per Should be amended to suite
annum
present system

9(c)

12(1)

Duties of Superintendents
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Section 12(1)(c) should be
amended to include
MOH
/AMOH (Estate Health ) ,Estate
PHI , Estate PHM
Separate sections should be
incorporated
after
section
12(1)(h) as follows
12(1)(i)the superintendent shall
provide buildings with facilities
(to the norm of health
department ) within the estate
to conduct poly clinics by MOH
staff Including Antenatal care
Immunization , Well baby clinics
Nutrition Family planning NCD
mental health TB Dental & Oral
Cancer screening STI
12(1)(j)
to
provide
accommodation /quarters for
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the Government
appointed
Estate PHM
!2(1)(k)
to
provide
accommodation / quarters for
the Government appointed
Estate PHI
14

Recovery of charges

27
28
32(1)(a)
32(1)(e)(f)(g)
34(1)

Tax rebate
Financial Provisions
Fees payable to Medical Officers
Penalty for offences
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These sections should be deleted
as all communities living in Sri
Lanka are entitled to receive
Government health care at free
of charge
Section should be deleted
Section should be deleted
Section should be deleted
Sections should be deleted
The penalty of Rs 500/= ( 112
years ago )should be corrected
to suite the present penalty
scheme in force
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