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FOREWORD
 

This backgrcund paper on Sri Lanka's1 
health sector was
 

requested oy the Population, Health and Nutrition Division,
 

Office of Technical Resources, Bureau for Asia, U.S. Agenc 
 for
 

International Development (AID). 
 It was developed at the Office
 

of International Health (OIH), U.S. Department of Health,
 

Education, and Welfare, under an ineragency agreement funded by
 

the Office of Health of AID's Development Support Bureau. It was
 

drafted as 
a "shelf study," using sources available in the
 

Washington, D.C. area and expanded upon after a short trip to the
 

field to gather additional information. The presentations in the
 

paper all are based on published materials and personal
 

briefings. 
No data were generated specifically for this document
 

1 In order to avoid confusion while reading this document, one
 
must note that prior to 1972 the Republic of Sri Lanka was known
 
as Ceylon. On May 22, 1972, the Ceylonese adoptea a new
 
Constitution which declared Ceylon to be 
the Republic of Sri
Lanka. Hence, the Government of Sri Lanka is referred to as

such consistently throughout the body of 
this paper, with the
 
terms Sri 1.nkan or Ceylonese Deing used interchangeably to
describe the population. 
 However, when citing Government
 
documents, and/or programs designated with titles prior to 
1972,
the name "Ceylon" is kept, e.g., in 
referrinq to the Government
of Ceylon, Five Year Plan for 1972-76, or an action of the Ceylon

Medical Association of 1971.
 



nor was there extensive analysis performed on existing data.
 

Botn of tnese activities were outside of the 5cope of the
 

project.
 

The paper attempts to describe tne major problem areas in,
 

and i:ifrastructure of, Sti Lanka's health sector, tn efforts of
 

the Sri Lankan Governme:,t to deal with them, and the related 

assistance activities of international aqencies. The paper does 

not contain a gene_'al introduction to Sri Lanka -- there are many 

books which do this -- nor does it contain specific programmatic 

recommendations for AID projects. Its purpose rather is to 

provide background information which will facilitate the project 

development process. Its value lies in its: summarizing in one 

document information that othervise only can be obtained by 

consulting a great many sources; highlighting areas of 

intervention in tne health system of the country whicn will 

contribute to socio-economic development; and, providing a 

standardized resource for the study of comparative health 

systems. 
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Statistical Profile of Sri Lanka (1978)
 

Population in millions
 
(1971 estimate) 
 14.2
 

Population Distribution
 
78%
Rural 


(millions) (11.)
 
Urban 
 22%
 

(millions) (3.1)
 

Densi:ty per Square Mile (persons) 529
 

Population under 15 years 39%
 

Population over 65 years 4%
 

Crude Birth Rate (per 1,000 population) 28
 

Crude Death Rate (per 1,000 population) 9
 

Infant 'lortality Rate (per 1,000 live birth) 44
 

Maternal Mortality Rate (per 1,000 live births)(1974) 1.0
 

Net Migration (1976) -3.7
 

Annual Rate of Natural Increase 2%
 

Life Expectancy at Birth (years) 68
 

Population Projection to year 2000 (millions) 20.4
 

Number of Years to Double Population at 
34.5
current population growth rate 


Per Capita GNP (US Dollars) 200 

National Literacy Rate 78.5s
 
Rural 
 76.20 
Urban 6.2% 

4,427 a 
Number of Doctors (1977) 


Population per Doctor (1977) 3,156
 

Doctcrr per 10,000 Population (1977) 
 3.17
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Statistical Profile (Cont'd)
 

Number of 24urses/Midwives (1977)
 
(a) Professional 
 6,022

b) Auxiliary (including midwives) 3,482
 

Population per Nurse/Midwife (1977)

(a) Professional 
 2,320

(b) Auxiliary 4,012
 

Nurses/Midwives per 13,000 Population (1977)

(a) Professional 
 4.31
 
(b) Auxiliary 
 2.49
 

:,,ber of Hospital Beds (1976) 41,051
 

Population per Hospital Bed (1976) 334
 

Hospital Beds per 10,300 Population (1976) 29.90
 

Number of Health Centers (1971) 1,369
 

Health Expenditure as Percent of Total
 
E.:penditure (1975) 4.6
 

Per Capita Health Expenditure in Rupees
 
(a) Government (1976) 29.79
 
(b) Private (1973) 14.64
 

Nutrition
 
Per Capita Calorie Intake (% of daily require

ment of 2,200 calories per day)
 
Rural 
 89%
 
Estateb 
 77%
 
Urban (low income) 77%
 

Per Cacita Protein Supply or Intake/
 
Consumption (% of daily requirement of 48
 
grams per day)
 

Rural 
 77%
 
Estate 
 77%
 
Urban 
 77r
 

Labor Force Engaged in Agriculture

Traditicnal Agriculture 29%
 
Public Estate Plantations 20%
 

Unemployment Distribution
 
Rural (as percentaqe of total unemoloved) 77%
 
Estate 
 6%
 
Urban 
 17%
 

xiv
 



23.5 

Statistic2.z Profile (Cont'd)
 

Average Age a: Marriage (971)• i'. 	 le29.0
 

Fe- Ile 


Access -, F~ped Water 
Rur il 4.3%
 

24.8%
 
ban 	 45. 3%
 

Homes 2-nnezted to Electricity
 
2.8%
Rura' 

4.. %Estate 

34.5%
Urban 

a This figure includes approximately 1200 doctors in the private
 

sector and 1059 2egistered Medical Practitioners (PMPs).
 

0 	Estate - The estate population consists of those persons 

who -i,.-e and work on the tea and rubber plantations in 

Sri Lanka. 

World Popula-
Source: 	 ?opulation Reference Bureau, Inc., 19' 

tion Data Sheet, Washington, D.C., 1973; USAID, Annual
 

2udget Submission, q78, Sri Lanka, Washington, D.C.,
 

Department of St..te, May 1979, Annexes and C;
 

Health Statistics Division, Ministry of Health,
 
Government of Sri Lanka; Basic Information Relating
 
to ealth, Regional Office for Scuth-Sast Asia,
 
World Health Organization, SEA/VHS/162. Rev. 2,
 
July 1979.
 

xv 



I. POPULATION PROFILE
 

A. Introduztion
 

Sri Lanka, an Lsiand 18 miles soJ was: of the Indian 

succontinenL, nas in area of 25,332 square s and an estimated 

oDa~tin 'f4.Z mxllion (,.-I973).- Cc.-naraole in .- to 

tre Stat -f "West ','ir.inra, Sri Lanka tias a -cp,.Iation density OL 

529 person.s per sqiare nile. Map 2 snows tne geograpnical 

density -) tne popi!'tion a5 of 1971. As :an ze &een trom t-e 

map, th.e (strin.tx.on of people2 over tne .iland ia not uniform -

during tne last five to six centuries :t ,as oeen weighted toward 

tne soat.west quarter where, nistoricaii, agricultaral. 

conditics have Deen most favorable witn thi use of traditional 

technology. Colombo, the capital city, is located in t"Ahis 

heavily populated reyion. It has aDout 900,000 inhabitants. 2 

.Sr Lanka nas a predominantly agriciltural economy. 

Seventy-eignt percent, or approximately 11 million people live in 

1 Population Reference Bureau, 1978 World Populaton Data Sheet, 

dasnington, D.C.: Population Reference Bureau, March 1978.
 

2 Department of State, Background Notes, Sri Lanka, Washington,
 

D.C.: U.S. Government Printing Office, Decemoer 1976, p. 3.
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rural areas througnon: the island, producinG tne ma]or exports of 

tea, rsce- and coconuts. 3 Table I-I snows the popuiation 

distriDution in aroan and rural areas ot Sri Lanka in 1946 and 

1971. 7here nas seen an increase in the overall rural population 

since t.e 

lacorers. 
4 

1940's prooably due to the influx of immigrant estate 

B. Population Dynamics
 

Health indicators such as crude death rates, infant 

mortalitv rates, and .ite expectancy, snow Sri Lanka to be fairly 

developed in its health se:tor relative outh to its own oer 

caoita income and to the rest of trne developing world. With a 

_er capita gross national product of $200, an infant mortality
 

rate ot 14 per 1000 live births, a crude death rate of eight per

5 

1000 population and a life expectancy at birth of b8 years, a 

recent HWorld Bank Report stated, "Sri Lanka has atout one and
 

one-halt times the life expectancy, one qaarter the infant
 

mortality and half the birth rate that would be expected at its
 

6 per capita income Level." 

3 1978 Worid Pooulation Data Sheet.
 

Richard F. Nyrop, Area Handbook for Ceylon, Washington, D.C.:
 
American University, 7971, p. 67.
 

5 See Statistical Profile of Sri 
Lanka (1978), enclosed. 

6 USAID, Annual Budget Submission, FY 1989, Sri Lanka and Annexes 

A & C, Washinqton, D.C.: Departmentof S-tate, May 1T78, p.7 . 
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Table 1-1
 

The Shares of Urban and Ruril 
nopulation
 
By District "Percent.
 

i.- o 371
 
DOstrict 
 Urban 
 irai :rban Rural
 

Co ornxo 
 50.5 9 
 54.4 45.6
 
Kalitara 20.0 80.0 22.1 
 77.9
 
Kan2v 11.0 12.3 
 37.7
 

~11..e 11.4 
 88.6 11.9 88.1
 
Nuwara Eliya 
 5.0 95.0 4.8 95.2
 
Galle 
 19.7 80.3 
 21.4 78.6
 

Iat,,a 12.0 
 88.0 11.5 87.5
 
tiamantota 
 10.8 89.2 
 9.8 )0.2
 
Jaffna 
 29.5 70.5 32.9 
 67.1
 
Mannar 
 15.4 84.6 14.4 
 85.6
 
",avunlya 
 31.5 68.5 21.6 
 78.4
 
Batticaloa 
 29.5 70.5 
 27.0 73.3
 
A-parai 
 11.5 88.5 11.6 
 88.4
 
Trincomalee 
 64.5 35.5 
 39.7 60.3
 
Kurunegali 
 4.4 95.6 4.2 35.8
 
Puttalam 
 12.5 87.5 
 13.6 86.4
 
Anuradhapura 
 14.4 85.6 
 10.3 89.7
 
Polionnaruwa 
 11.2 88.8 10.8 
 89.2
 
3adu2ia 
 6.0 94.0 
 8.3 91.7
 
:Icr.eragala 
 1.5 98.5 
 2.2 97.8
 
Ratnapura 
 5.3 94.7 
 7.2 92.8
 
Kegalle 
 4.5 95.4 
 7.0 93.0
 
2ri Lanka 
 21.3 78.7 223 
 77.7
 

Source: ".arga Journal, Vol. 2. No. 1, 1973. 
 "The Rural-Urban
 
Balance and Development: The ExPerience in Sri Lc..ki"

in: Participatory Development and Dependence, The Case

of SrLI Wa, Coiom-bo: ne Marja institje, .ct. 77,

Table 2-6.
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1. Births 

The island', population has grown at a very rapid rate,
 

almost quadrupling since the turn of the century. The first
 

islani-wide census 4as taken in 1a71; registrations if 

oirtns and deatns nad begun in 1867. The population, as of 

the first census, was liste( as 2.3 milihon. It is 

generally felt that the figuros toE births and deaths in ti-, 

earll :ensuses were under-numerations, particularly the
 

listings of female births. This was attributed to low
 

status of domen and statistical error associated with low
 

literacy levels. Beginning in 1893 penalties were imposed
 

on people failing to report births and deaths. This
 

increased the reliability of the statistics.'
 

The current annual rate of natural increase is two
 

percent. At such a rate of growth it is expected that the
 

population of Sri Lanka will double in less than 35 years,
 

with a projection for the year 2000 of 20.4 million people.8
 

7 Richard F. Nyrop, p. 66. 

8 197d World Population Data Sheet. 
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Although over the past tev/. decades tne steep drop in
 

(effected laigely by malaria eradication
mortality rates 


efforts in the mid-l940s 9 ) !,as resulted in rapid population
 

growtn, the crude birth rate has oeen cons.stentl.y 

declining, and Sri Lanka has now reacned the critical point 

The cr-ide birtn rate nas fallenof deif.cgrdpnc transition. 


from 39.8 per thousand in 1951 to 28 per thousand in 1978. 

tnat the rates of natural increase willIt is inticipated 

cegin to decline in the long term, in both urOan and rural 

of Sri Lanka.10areas 


There are several possiole explanations for the
 

declining birth rates and consequent drop in the rate of
 

natural increase in Sri Lanka. One ot the classical
 

arguments cited to effect lowering of birth rates is the
 

reduction in infant mortality. The fact that fewer babies
 

are dyinq may affect family size, but the more likely
 

in Sri Lanka are rampant
reasois for a drop in birth rates 

unemployment, a rising age at marriage, and a drop in 

9 R_.chard Nyrop, p. 65. 

I0 Marga Institute, Participatory Development and Dependence, 

The Case of Sri Lanka, Colombo: The Marga Institute, Oct, 1977, 

p. 5.
 

6
 

http:Lanka.10


marital fertility.
 

The economic situation in Sri Lanka is very serious, 

complicated oy tne existence of a surfeit of ,iniversity

educated young adults wno cannot tfind appropriate DoDs and 

refuse to accept men.ial wcrk. Tht unemployment rate among 

young peo;ie witn university eujcations is thought to oe 

more than 30 percent. Overall, approximately 20 percent of 

the population is unemployed. The dim prospect of getting 

Jobs and being able to support a family interferes wit

plans ftr marriage and raising cnildren. A young woman will 

seldom marry until her fiance secures a joD, hence sne may 

spend most of her cwenties "biding her time' before she can 

marry and bear children.1 i 

Nearly everyone in the country marries eventually but 

the average age at marriage has risen since the turn of the 

century. In 1901 the average age at which women married was 

19.4 years. In contrast, in 1970 the average age at
 

marriage for women was 23, that for men 28 years of age. 12
 

While part of the reason for this may be poverty and
 

unemployment, another factor in .he rising age at marriage
 

11 Extracted from conversation with Dr. Hiranthi Wijemanne,
 
UNICEF, Colombo.
 

12 Richard F. Nyrop, pp. 70-71.
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is that the young people increasingly seek a university
 

education and attend post-graduate programs and, thus,
 

choose to postpone marriage and Children until they have
 

finisned. Postponement of marriage to a later age, for a
 

variety of reasons, has tendeo to depress the birth rate in
 

Sri 	Lanka.
 

There is also concrete evidence of a decline in marital
 

fertility in :ri Lanka. The total fertility rate for all
 

age groups fell from 5.04 in 1963 to 4.22 in 1971. This
 

indicates a 16.3 percent change over this time period. 13
 

2. 	Deaths
 

The life expectancy and mortality rates in Sri Lanka
 

may be compared favorably with other countries as seen in
 

Table 1-2. Life expectancy has risen from an approximate 42
 

years in 1946 to 68 years in 1978. It has remained
 

relatively constant during the 1970's. 14 With the exception
 

of Singapore, Sri Lanka's indicators reveal a higher health
 

status than any other developing Asian country despite the 

fact that some of the otner countries enjoy per ca~ta 

13 Participatory Development and Dependence, The Case of Sri
 
Lanka, pp. 5-6.
 

14 See Statistical Profile of Sri Lanka (1978, enclosed).
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S If 	 0 * 4I. 

+ Vt 	 t:,rem " rp -,w 

F~opulat or., 1972,a ; r 19723-... -. 	 0.° 
|.mn |hi! nYears)e
+ Q'Y+V I 	 +4'
IQ +~QVC
 

Ba~aeh18 53 
Indi~a 15 51 
ivepa1 22 4 

.6 1akist= 54 
Sri Lanka 8 65 
ndonesia 18 ,48 
Republic of orea? 9 	 6 
MalaysiLa , 0-	 GO
 

Pli!ppins -,-.1,1 	 59
 

Singapore 57 70 
Thailand 1 62 

Source; 	"In Search of Population Policy. Views from the
 
Developing World," National Academy of Sciences in
 
Participatory Development and Dependence, The Case of
 
Sri Lanka, Colombo: The Marga Institute, October 1977,
 
Table 2-15.
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incomes that are twice to three times that of Sri Lanka. 

India and Pakisvan, witn comparable per capita incomes, have
 

a life expectancy which is one-fifth to one-fourth lower
 

tnat of Sri Lanka. 1 5
 
than 


An interesting ccmrparison can De drawn between Sri
 

Lanka and Washington, D.C. Despite simila liff, expectancy
 

at birth, in Washington the infant mortality rate of 25 is
 

slghtly over half that of Sri Lanka's 44 per 1000 live
 

Dirths and directly related to widely varying living
 

standards 16 

After rapid improvement over time, the death rates in
 

Sri Lanka are beginning tc level off. In 1945 Sri Lanka had
 

& death rate of 21.5 per 1000 and an infant mortality rate
 

of 140 per 1000. Though current figures are one-half to
 

one-third what they were 30 years ago, they have changed
 

little over the last 10 years.
17
 

Sri Lanka is unusual in that the health profile
 

depicted at the national level is by and large free from
 

wide regional variations. Table 1-3 lists -.rude birth and
 

15 Participatory Development and Dependence, The Case of Sri
 

Lanka, pp. 3-4.
 

6 Davidson, Gwatkin, Unpublished article.
 

17 See Statistical Profile of Sri Lanka (1978) enclosed.
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Table 1-3
 

Crude Birth and Death Rates, by Districts, 1971
 

District Crude Birth ?ate Crude Death Rate
 
(per 1,000 popuiation) (per 1,000 population)
 

Group A: 
Colombo 28.2 3.2 
Kalutara 25.8 6.9 
Galle 25.0 7.0 
Matara 31.5 7.1 

Group B: 
Kand' 31.0 9.2 
Nuwara Eliya 32.2 11.6 
Kegaile 23.1 6.6 

Ircun C: 
Matale 31.0 7.9 
Kurunegala 29.8 6.1 
Ratnapura 30.6 8.0 
Puttalam/Chilaw 33.8 7.1 
Bodulla 34.8 8.0 

Group D:
 
Jaffna 29.5 8.0
 

Group E:
 
Hambantota 31.1 6.1
 
Mannar 34.7 7.6
 
Vavuniya 37.9 5.8
 
Batticaloa/Amparai 38.3 8.3
 
Trincomalee 36.2 5.9
 
Anuradhapura/Polonnaruwa 33.5 5.5
 

Total: 	 30.1 7.7
 

Source: 	 Asian Population Studies No. 23, page 27, in:
 
Participatory Development and Dependence, The Case
 
o: Sri Lanka, Colombo: The Marga institute, Oct.
 
77, Tables 2-3a, 2-.1b.
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seven percent population growth rate, 3ttriuutable to
 

immigration ratner tnan any real growth in the rate -jf
 

1 9
natural increase. By t.ie 1940's immigration and
 

emigration had alamost eqIlized; t:"re was even a net tLow 

cf migration outward. By tnis time tnere were ap'roxindtelj 

one million Indian Tamils living on estates in Sri Lana. 

The plantations couid not provide work for all of tt.e young
 

people entering the laoor force and IL was impossible for
 

them to secure outside employment.
 

Stemming from concern over tneir burgeoning numbers, in
 

1948 nine-tenths of the Indian Tamil immigrants were
 

disenfranchised through legislation passed by the Government
 

of Sri Lanka. As India refused to recognize the Tamils as
 

her citizens, they were left stateless. Finally an
 

agreement was concluded on October 30, 1964 providing indian
 

citizenship for 525,000 of the Indian Tamils and tneir
 

offspring, over a period of 15 years, and Sr. Lankan
 

citizensnip to another 300,000 during the same period. The
 

fate of a remaining 130,000 was left undecided. I. April of
 

1973 both countries agreed to increase repatriat:Dn oy !J
 

percent eacn year. In February 1)74 the remaininj 150,000
 

19 Richard F. Nyrop, p. 67.
 

13
 



persons, whose status had 
never ceen determined in 1964,
 

-were divided equally cetween the twO countries. ' 

Currently, tne net :low of migration in Sri Lanra is 

-3.7 Per IUJC p.ersons. In other words, almost cur out of 

every IUJO pt-op1 are leaving tnt country (above those tnat 

are immigrazing)."i A large segment of this figure is 

aczounted for by tne repatriation of Indian Tami s; tne
 

remainder is thought to consist of protessionals, like
 

doctors, lawyers and other iniversity-educat,-d Sr, Lankans,
 

and, 
in the last two to three years, significant numbers of
 

skilled worrzers, e.g., carpenters, bricklayers, bus drivers,
 

and eiectricians, who are leaving their country due to
 

rampant unemployment and tne aosence 
of suitable positions
 

for them. 

Internai migration is also a factor of consideration in 

the population ayndmics of Sri Lanka. The greatest in

cour. ry migraztion occurs to the districts of Colombo,
 

Anuradhapura, Monaragaia, Polonnararuwa, Trincomalee,
 

Vavunlya, Futtalam, Batticaloa and Mannar, in descending
 

order. This snows 
a tendency of movement of persons from 

20 Department of State, Background Notes, Sri Lanka, p. 3.
 

21 Statistical Profile of Sri Lanka, 1978, enclosed.
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the densely.populated wet zone t. comparatively sparsely
 

populated dry zone districts -- a trend wLic-, no dort, is 

encouraged Dy tne resettlement arua3 ot-:nq provided as part 

of the MahaweLi 2eveiooment Scrn_me. Tne exceottin to this
 

pa zt rn of :grttion from wet zone areas to dr'y zone areas
 

is seen in the si.nificant in-irigratlon to Colombo 

district.2 
 ?2e "low of people into Colombo is
 

understandaole -iven 
tnat it is the Lapitai of the country.
 

C. Population Characteristics
 

l. Ethnic Composition 

The current pcpu1ation of Sri Lanka is comprised
 

largely of Sinhalese and the balance of Tamils, of Inoian
 

and Sri 
L3nkan origiln.2 3 Taole 1-4 snows tne composition of
 

the oopulation of 
Sri Lanka oy ethnic group. The population
 

is distriouted ever tne 
island quasi-re icnaliy according to
 

ethnicity. The Sinnalese are divijed into tne "lowland
 

Sinhalese," who occupy the southwestern coastal segmnent of
 

tne country, and the "upland" or "Kandyan" Sinnalese wno are
 

22 Selected International Organzational Sources.
 

23 Richard F. Nyrop, p. 66.
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Table 1-4
 

Population Compositicn of Sri Lnka by
 
Ethnic Group, 1971
 

Ethnic Group 
 Percentage of Population
 

Sinhalese 
 72.0
 

Sri Lanka Tamils 
 11.2
 

Indidn Tamils 
 9.3
 

Sri Lanka Moors 
 6.5
 

Indian Mocrs 
 0.2
 

Burghers and .urasians 
 0.4
 

Malays 
 0.3
 

Cthe-s 
 0.1
 

TOTAL 
 100.00
 

Source: 	 Unpublished materials from the Ministry of
 
Health, Government of Sri Lanka.
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:oLnd in the hilly interior. The more northern regions of
 

the island, typically less populated, have undergone 

development for tei and rubber estates ourng tne last 80 

years and are populattd by immigrant and spimi-mLnigrant 

labcrers, the maority of whom are Indldn Tamils. The Sri 

L.anka Tamils (4nhse ances'ors have lived in Sri Lanka for 

many years and who have full voting rignts) live 

predominantly in the northern and eastern provinces. 24
 

2. Religion
 

Buddhism, in the Thevavada form, is the most widely 

professed religion in Sri Lanka. The majority of Buddhists 

are Sinhalese, and, in 1971, constituted 67.3 percent of tne 

population. The Tamils are. believers in Hindul3m. Hindus 

comprised 17.6 percent of the population as of 1977. Islam 

is thz religion of the Moors and Malays. They make u: 7.i 

percent of the total population. Christianity cuts across
 

ethnic lines and claims some 900,000 followers, most of whom
 

are Roman Catholic. 2 5 There is a strong link Detween
 

ethnicity and religion in Sri Lanka. The Sinhalese are
 

24 Background Notes, Sri Lanka, p.3.
 

25 Compilation of various international organizational sources.
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predominantly Buddhist, the Tamils largely Hindu and the
 

Moors exciuivel2y Muslhms. Tr e oalance between tr.e tio main 

etnnic/religious groups, tne Sinnalese/3uddhists and the
 

Tamils/HinJus, has to be conscienticusly maintained to
 

ensure irternal harmony.
 

3. Age-Sex Distribution
 

Sri %anka, like many developing countries, is composed
 

of a relatively young population. Table 1-5 gives 1974 mid

year estimates of the population Dy age and sey. T:nere are
 

fewer reported females in Sri Zanka, but the population
 

pyramid is approximately symmetrical for the two sexes.
 

There are, nowever, a disproportionate amount of infants and
 

cnildren in Sri Lanka relative to tne nimoers of adults; 

hence the population distribution by age is clearly 

triangular. Thirty-nine percent )f tne people of Sri Lanka 

are under tne age of 15. The corr"-sponling percentage in 

the developed countries is Tuch lower, raringn from 22-3u
 

percent. Persons of working age, 15 to b4 years, constitute
 

only 57 percent of tne total population; thus, the
 

dependency ratio (tnat of cnildren and dependent adults to
 

economically active adults) is relatively hi-ah.26
 

26 Ministry of Planning and Employment, The Five Year Plan,
 

1972-76, Colombo: Government of Ceylon, November 1971, p. 121.
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Table 1-5 

Population by Age and Sex 1974 Mic!-Year Estimates
 
(tbousanis)
 

Age Group Male Female Total 

All ages 6,876 6,567 13,393 

3-4 936 908 1,845 

5-9 889 862 1,752 

10-14 843 807 1,650 

15-19 743 723 1,466 

20-24 628 626 1,254 

25-29 501 502 1,003 

30-34 411 340 855 

35-39 369 349 719 

40-44 335 304 639 

45-49 298 260 558 

30-54 246 214 460 

55-59 202 169 731 

6-64 164 133 296 

65-69 130 104 234 

70-74 94 74 168 

75t 86 32 163
 

Source: Statistical Pocket Book of the Rec.Dlic o' Sri Lanka 
(Ceylon), Dept. of Census and Statistics, Colorlbo, 
Sri Lanka, 1975. p. 11. 
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The Government of Sri Lanka has devoted much attention 

to the prolem of :,opulation qro-wt. In tr.e 1972-76 Five 

Year Plan, the Governmert of Sri Lnka emphasized tr.e jrave 

implications of unchecked populati.r. jrt: and :ailea for 

renewed empnas16 on family plannIng cuveraqe. TIe 

Government of Sri Lanka rezognizes tnat a large number of 

chilaren dependent on the working population :s a distinct 

disadvantage to tneir economic develcrment ettorts and nas 

accepted cons:derable United NationS (U.N.; assistance and 

bilateral aid from Sweden to increase family planning 

service availability. 2 7 

27 Ibid.
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II. HEALTH STATUS
 

A. Moroidity and Mortality
 

Evaljation of changes in health statun over time indicate a
 

reduction .An the incidence of fatal and non-fatal but disabling
 

diseases sirce World War II 
as a result of preventive and
 

curative medical services and programs sponsored by the
 

Government of Sri Lanka. 1 
 The overall mortality rate is eight
 

per 1,000 population and the principal causes of death and
 

illness are: cardiovascular diseases, respiratory diseases,
 

3ccidents and 
injuries, perinatal morbidity, gastro-intestinal
 

diseases, nutritional diseases and neoplasms. 2 
 The major
 

epLdemic diseases have declined within the recent past, and
 

compared with other countries of similar income level, Sri
 

Lanka's mortality pattern is much closer to 
that of developed
 

countries with high income levels and aging populations. Charts
 

II-I and 11-2 show the changes in mortality and morbidity rates
 

from leading causes of death ov%-
 the last 25 yeaLs.
 

1 Gunnar Myrdal, Asian Drama, Vol. 
III, New York: Pantheon,
 
1968, p. 1614.
 

2 Compilation of various international organizational sources.
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As with the rest of 
the developing world, tabulations of
 

Jisease-specific moroidity and mortality rates can only hope to 

give an idea of 
trends rather than accurate counts of incidence
 

and prevalence. Mortality data are gathered from several sources
 

-- the annual tabulations of the Registrar-General's department
 

and the figures or. hospital deatns. These data are suo~ect to a
 

number of limitations. Much of t.ie 
crude data must be adjusted
 

to 
take into account the fact that for about 25 percent of deaths
 

no specific cause is reported. In addition, the reported 
cause
 

of deaths may be inaccurate, particularly when one is trying to
 

reconcile the categories used in Ayurvedic medicine with the
 

Western International Classification of Diseases (I.C.D.). A
 

good example of underreporting and misclassification occurs with
 

regard to deaths caused from accidents and injuries. Accidents
 

and injuries account 
fo:r 13 percent of overall mortality, but
 

only five to seven percent of nospital deaths, hence one must
 

combine several sources of data to arrive at an accurate rate.3
 

Morbidity data, similarly, are based on Registrar-General's
 

figures, hospital in-patient records, outpatient treatments and
 

visits to special clinics and private doctors.
 

3 Selected international organizational sources.
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The total number of episodes of sickness from all types of
 

diseases can be tentatively estimated at four per person per year
 

or some 56 million. Df this, one-nalf r~suited 
in absenteeism 

from work. Roughly t",ree-quarters required a visit to a medical 

practitioner or institution, witn three percent of :ases as an
 

inpatient in a government hospital. Of all episodes requiring a
 

visit to a nealth institation, about 0.25 percent ended in death,
 

4ith 1.3 percent of inpatient episodes resuiling in death.4
 

B. Disease Eradication Campaigns
 

Though conventional health indicators highlight the positive
 

health status of Sri Lankans vis-a-vis neighboring countries at a
 

similar level of development, infectious and parasitic diseases
 

are all deeply rooted in the environment. A climatic
 

predisposition for tropical diseases enhanced by substandard
 

sanitation would result in disease oeing the in Sri
norm Lanka
 

were it not 
for the impressive national disease eradication and
 

healtn education programs that act as buffers to 
the disease
 

process.
 

1. Malaria
 

Currently, malaria is endemic in approximately 3/5 of
 

Sri Lanka and affects 70 percent of the population. Though
 

Ibid.
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mortality from malaria is low, morbidity associated with it
 

is of epidemic proportions. In 1973 there were
 

approximately 60,000 diagnosed cases .f malaria. 5
 

Malaria has always been prevalent in Sri Lanka. There
 

have oeen periodic epidemics at 3-5 year intervals recorded
 

since the turn of the century. The established vector for
 

Sri Lanka is Anopheles culicifacies. There are two types of
 

malaria that occur in Sri Lanka. One is known as 'river
 

malaria" in tnat it is prevalent along the areas surrounding
 

the major rivers and their triDutaries. Another is "drought
 

malaria," for the epidemics occur when there is little
 

rainfall and the volume of water is so reduced that the
 

rivers are broken up into a series of pools. The failure of
 

monsoons thus, directly affects the incidence of malaria in
 

various regions of Sri Lanka. 6
 

The most devastating effects of the disease are in the
 

hyper-endemic rural areas of the dry zone of Sri Lanka. Map
 

3 depicts the climatic zones of Sri Lanka and Map 4 shows
 

the geographical intensity of malaria incident=. The areas
 

5 Ibid.
 

6 Eugene J. Gerberg and Henry Wilcox, III, Environmental
 

Assessment of Malaria Control Project - Sri Lanka, Baltimore,
 
Md.• Insect Control and Research, Inc., August 1977, p. 1.
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Map 3
 

CLiATIC ZONES 
of
 

0 A SRA LA'KA 

d 'y 

intermed. 

Source: 
 Eugene J. Gerberg and Henry Wilcox. Environmental
Assessment of Malaria Control Project
- Sri Lanka. 
Baltimore, Md.: 
 Insect Control and Research, :nc.,

August 1977. p. 7.
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where malarii 
is endemic in Sri Lanka constitute an
 

important food-producing sector of the country where
 

agricultural developments in the production ot 
rice ire
 

oeing interruted and/,or curtailed. 
 The :.rpact f malaria 

is being felt not only on tne healtn of the populace but in
 

the economic and agricultural development sectors as well. 7
 

Historically, Sri Lanka 
was cne of the first of the 

developing countries to undertake massive campaigns against 

such diseases as malaria and tuberculosis. 'mreaiately
 

after World War II, the Government launched an intenisive
 

malaria eradication program consisting of island-wide
 

spraying with dicaloro-diphenyl-ethane (DDT). This led to a 

reduction in the malaria-related annual morbidity rate from 

44,300 per 100,000 in the 1937 to 1945 period to five per 

i00,0O0 in i960. 8 Table II-I snows tne progress made by the 

malaria eradication campaign from the 1936-46 period when 

deaths due to malaria accounted for 5.8 percent of all
 

recorded deaths in Sri Zanka, to 
1960 when there were no
 

deaths attributed to malaria. 9
 

Annual Budget S bmission, FY 1980, Sri Lanka, p. 1.
 

a Richard F. Nyrop, Area Handoook for Ceylon, Wasnington: 
Am.erican University, 1971, p. 132-133. 

9 Gunnar Myrdal, Asian Drama, New York: 
 Pantheon, 1968,

Vol. II, p. 1569.
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Table II- 1 

.=ported Cases an-' Deaths due to
 
Malaria per 100,,0'J Population
 

for Selected Years
 

Year 	 Mo rbI d i ty Motrtality 

:937-45 (average) 	 44,330 112.8
 

1346 	 41,200 :87.3
 

1947 	 19,600 56.1
 
1949 	 9,900 32.8
 

1951 	 5,800 20.6 
1953 	 1,300 9.1 

1955 
 220 3.1
 

1957 
 380 1.9
 

1960 
 5 	 --

Source: 	 Gunnar Myrdal, Asian Drama, Vol. III, New York:
 
Pantheon, 1968, p. 1569.
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A slight increase in the morbidity rate in 1957
 

occurred from an interruption in DDT spraying. Temporary 

auandonment of spraying, linked to the fear that mosquitoes 

would develop a resistance to tne pesticide, resulted in a 

resurgence ot malaria. In November if 1958 a five-year 

intensive campaign was launcned to completely eradicate the 

disease.1 0 For the following years the Government continued 

heavy emphasis on the malaria program. They received
 

technical assistance from the World Health Organization
 

(WHO) and grant funding from the U.S. and other donor
 

nations.
 

By 1963 the Government of Sri Lanka felt that malaria
 

had been eradicated and cut budget allocations for the
 

control program. For the next six years moruidity rates 

climbed steadily from 17 positive cases reported in 1963 to 

440,644 in 1968. The resurgence of malaria can be 

attributed to a breakdown in the surveillance mechanism due
 

to reduced Government support for its operation rather than
 

to DDT ineffectivencss given if;s limited use at that time.
 

By 1968 malaria had returned as a major health problem
 

in Sri Lanka. Widespread DDT spraying operations, mass drug 

10 Ibid., p. 1570.
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administration, and radical treatment campaigns were
 

launched. These succeeded, once again temporarily, in
 

reducing malaria-related moroidity. But the upsurge of %ase
 

rates since 1372 reveals the limitt:d success of this attack 

phase. The dramatic 6etback was due to s veral factors: 

the resistance of the vector, Anooheles culicifacies, to
 

DDT; population sn~its, motivated by opportinities for
 

increased food production, to new nighIy endemic malarious
 

areas; and a prolonged irought from t972 to 1974 which
 

caused the drying up and pooling of rivers, creatinig areas
 

highly conducive to mosquito propagation. Especially
 

alarming during this period was the appearance of P. 

falciparum, a strain of malaria that can cause cerebral
 

damage, particularly in children and non-immune populations.
 

A three-fold increase occurred in the total 
number of cases
 

of malaria from 1972 to 1975 and an eighteen-fold increase
 

occurred in the number of P. falciparum cases.
 

Tne total number of recorded malaria cases in 1977 was
 

262,460, with 10,431 cases of the P. falciparum strain.11
 

This figure very likely only represents 41) to 50 percent of
 

the actual number of cases. In terms of sex distrioution of
 

II Selected international organizational sources.
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the disease, males predcminate, with 65 percent of the
 

reported cases in 1977. Only nine percent of the cases 

belong to the age group 0-5 -- this represent3 a reduction 

from the 12.6 percent of cases from the 0-5 group in 1976. 

Despite the large morbidity rate for mnalaria in Sri Lanka, 

t e mortality rate in 1977 was oniy 0.1 per million.12 

The Government has declared malaria control a high
 

priority. It is stressing preventive rather than clinical
 

approaches to combating malaria. Spraying with malathion,
 

an insecticide with no vector resistance as yet, began in
 

1975 along with massive surveillance programs with the
 

Minlstry of Health and foreign techtiical assistance. 13 Map
 

5 details the spray coverage with malathion as of 1978. The
 

five year Anti-Malaria Campaign strives to reduce Lhe
 

incidence of malaria in Sri Lanka to one case per 1,000
 

14 
population per year. The cost of the project for fiscal
 

years 1977-81 is estimated to be approximately Re
 

652,922,000, Rs. 414,500,000 of which is to cove in the form
 

of foreign assistance. It is hoped that the campaign will
 

12 Ibid.
 

13 Ibid., a. I.
 

14 Ibid., Annex C, p. 355.
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prevent 28.9 million malaria cases by its completion in 1981
 

and save the Sri Lankan economy US $40 million. 15
 

2. Tubercuiosis 

In 1947 the Government began one of the first anti

tuberculosis campaigns in South Asia. It was successful in
 

reducing the death rate from all forms of tuberculosis and
 

in preventing new cases through mass vaccination programs.
 

In the five year period from 1950-1955, the tubercuclosis
 

death rate fell from 53.3 per I0U,000 to 21.8 per 100,000.
 

16
By 1963 it had fallen to 12 per 100,A00. In 1976 the rate
 

of incidence for tuberculosis was 49.7 per 100,000
 

population, with tuberculosis of the respiratory system
 

being the c'ominant form. There has been a three percent
 

reduction rate per year in the incidence of tunerculosis in
 

Sri Lanka and testing and vaccination are still underway in
 

an effort to keep the rates low. The major issues affecting
 

the control program are: case detection through sputum
 

examination is not being routinely performed in outpatient
 

departments and clinics; X-ray machines are frequently out
 

15 Frontlines, USAID publication, June 1979.
 

16 Ibid., p. 133.
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of order; and there is inadequate coverage of newb.rns with
 

BCG. Ministry of Health officials 3re addressing these
 

obstacles to the program in assessing current needs and 

future plans. 1
7 

3. Filariasis
 

The National Anti-filariasis Campaign came into
 

existence in October 1917. It concentrated its efforts on
 

investigation and control of filarlasis in the endemic belt
 

of southdestern Sri Lanka, excluding the capital city of
 

Colombo. Cver time, Colomoo developed as a reservoir of
 

iv,.fection for the spread of filariasis so that a control
 

program aimed at Colombo was launched in 1978 with financial
 

and technical assistance from UNDP/WHO.18 Microfilaria
 

rates nave neen coming down gradually however, in 1977 in
 

all of Sri Lanka there were still 2,995 reported cases of
 

microfilaria and 1,315 cases with clinical manifestations.'9
 

Transmission has not been completely interrupted and
 

obstacles to the control efforts involve difficulties in:
 

17 Selected international organizations sources.
 

18 Compilation of various incernational organizational sources.
 

19 Data from administrative reports of anti-filaria campaign, 
Ministry of Health, Government of Sri Lanka. 
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eliminating breeding places; achieving complete treatment
 

because of aosence of symptoms; supervision of night blood
 

filming; and a shortage of funds for insecticides. 2 0
 

4. Leprosy
 

There has oeen a steady increase in the number of cases
 

of leprosy in Sri Lanka from 1947 onwards in spite ot a
 

special anti-leprosy campaign. The number of registered
 

cases has douoled over the past 10 years -- from 4,586 cases
 

in 1968 to 9,510 cases in 1977. There were 613 new cases
 

detected in 1977, with 9.8 percent of total cases among
 

children under age 15. Untreated leprosy crippled 30
 

percent of those afflicted. There is no immunization
 

against leprosy, and toe only method of control is to detect
 

and bring at least 75 percent of cases in the community
 

under regular treatment. The aim of the anti-leprosy
 

campaign is to entirely eradicate leprosy, however, due to
 

the nature of the illness, this can be realized only over a
 

long period of time. 2 1
 

20 O. cit..
 

21 Compilation of various international organizational sources.
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5. Venereal Disease
 

Measures for the control of venereal diseases have Deen
 

in operation in Sri Lanka for over 100 years. A large-scale
 

anti-VD campaign was started wm.tn the ass.stance of WHO and
 

has been continued ty the Ministry of Health as the Anti-


Venereal Disease Campaign. There has oeen a steep decline
 

in the cases of early infectious syphilis and gonorrhea just
 

in the past several years. In 1977 there were only 3,607
 

cases of infectious syphilis and 5,003 new cases of
 

gonorrhea registered in the whole island. The rate per
 

100,000 population for early infectious syphilis dropped
 

from 30 in 1976, to 24.8 in 1977. Gonorrhea, similarly,
 

declined from 52 per 100,000 in 1976 to 34.5 in 1977. This
 

is attributaole in part to the introduction of private
 

medical practitioners and also to advances in diagnosis,
 

case finding, follow-up and health education programs."
 

The incidence rate of the disedse is now roughly comparable
 

to the rest of the world; thougn the need for long term
 

surveillance and control services for venereal disease is
 

2 3
 
clearly indicated.


22 Compilation of selected international organizational soarces.
 

23 P.L.B. Jayasuriya, "The Epidemiology and Control of 

Venereal Diseases in Sri Lanka," Journal of Tropical Medicine 
and Hygiene, London: September 1974, Vol. 77, No. 9, pp. 
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6. Rabies 

ia a6;it.on to the five Government-sponsored disease
 

eradication programs just mentioned, there is also a loint
 

program with WHO for raoies eradication whicnt is wortny of
 

note. Rabies is considered the most serLoi;s ioonotic
 

disease in Sri Lanka, claiming some 315 human lives eacn
 

year. The program for its eradication was iauncned in 1976.
 

The targets of the program are the immunizationof 200,000
 

to 250,000 dogs annually and tke elimination of 100,000
 

strays annually, with an eradication goal set for 1983.
 

Implementation of the raoies control program is both
 

interesting and difficult given that Sri Lanka is
 

predominantly a Buddhist country. Aside from the
 

limitations posed by a shortage of vehicles to pic: up strays
 

and often a shortage of vaccines, a major constraint to the
 

program lies in public resistance. Killing of animals,
 

regardless of the public health nazard they may present, is
 

something which is unacceptable to the bulk of the
 

population. There have been several instances of people
 

speaking out against such activities. The ultimate succe:s
 

of the rabies eradication program will depend on a certain
 

amount of discretion on the part of its implementors and a
 

great deal of educational work aimed at the public as to the
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extent of the rabies problem, its risks, hazards and
 

24
 
prevent ion.
 

While the five disease eradication campaigns are
 

targeted at the most serious communicable diseases in Sri
 

Lanka there is certainly more to the moroidity and
 

mortality picture than tney include. There are numerous
 

environment-related illnesses, affecting large segments of
 

the population, chronic and degenerative diseases and mental
 

healtn problems for which no control programs exist.
 

C. 	Environment-Related Diseases
 

Between 45 and 50 percent of the illnesses treated at
 

government facilities are categorized as "preventable" and have 

their origin in poor environmental sanitation. 2 5 In addition to 

malaria, and gastroenteritis -- associated with inadequate 

drinking water supply and unsanitary environmental conditions,and 

the main cause of high infant mortality rates -- cholera, typhoid 

and helminthic infestations are also environment-related diseases 

of increasing epidemiological significance in Sri Lanka. 

24 Extracted from an interview with tne Director of tne Division
 

of Veterinary - Puolic Healtn, Ministry of Health, Government of
 
Sri Lanka.
 

25 USAID, Annual Budget Submission, Sri Lanka, FY 1980, Annex
 

C, Washington, D.C.: Department of State, May I-7W7 . 358.
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Cholera morbidity and mortality rates can be taken as fairly 

reliable indices in assessing general health and environmental 

conditions in Jifterent areas of the country. Map 6 shows tne 

geographical distrioution of cholera in Sri Lanka in 1974. From
 

the map, togetner with Table 11-2 which snows the number of cases
 

and deaths from cholera in 1973-76, it can be seen tnat Colomoo,
 

the capital city, has been and continues to be a focus of high
 

incidence of cholera. In addition to Colombo, Anuradhapura
 

,incl l.ing Trincomalee), Vavuniya, Jaffna, Badulla and Puttalam
 

zan ce identified as critical with regard to urtsafe and
 

inadequate drinking water and sanitation. 26
 

27 
In spite of serious under-reporting, typhoid, viral
 

hepatitis and bacillary dysentery statistics can also be used to
 

inderscore the seriousness of the environmental nealth situation
 

in Sri Lanka. Table 11-3 shows the critical areas for these
 

infectious diseases associated with water and sanitation to be:
 

Colombo, Kandy, Anuradhapura (including Trincomalee), Jaffna,
 

Ratnapura and Badulla.28
 

Helminthic infestation is another reflective indicator of 

26 Compilation of various international organizational 
sources. 

27 For typhoid it is estimated to be as much as 50 percent.
 

28 Ibid. 
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the status of water supply and excreta disposal systems. In
 

addition to filariasis, infestations witn hook worms and whip 

worms are also common.
29
 

Although Government health policy streszes preventive
 

services in theory, in practice activities under the budgetary
 

provision of "General Preventive Services and Environmental
 

Sanitation," receive only tnree percent of the total hedlth
 

budget. In light of the overcrowding of hospitals, snortage of
 

doctors and dire economic straits that characterize Sri Lanka
 

today, there is growing public and professional feeling that a
 

higher priority must be placed on the improvement of sanitation, 

the provision of unpolluted drinking water and the promotion of 

health educa.tion if for no other reason than to reduce the number 

of patients suffering from environment-related diseases. 30 

D. Chronic and Degenerative Disease
 

As the incidence of the major epidemic diseases in Sri Lanka 

has decreased, chronic disease incidence has risen. Cancer, 

heart disease, drug abuse, mental health and suicide are causes 

of morbidity and mortality that are typical of developed 

29 Environmental Assessment of Sri Lanka, (draft), supported
 
by the Library of Congress, Section 1.
 

30 Op. cit.
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countries and Just beginning to be an important part oi the Sri
 

La-kan nealth profile. A recent study of the incidence and
 

distrioutio of cancer in Sri Lanka revedItd a steaoy increase in
 

the incidence :1-iT 2 i45 r.ew p:.tientz r-yigistered in 1964 to 4,219
 

in '973. Current'y cancer deaths accoint for four iercent of
 

deaths due to all causes, witn a mortality rate of 32 per lUG,Ct'
 

population and a alsease-specific moroidity rate of 102.3 per
 

O00,000 as of 1974.31
 

The commonest form, as seen in Table 11-4, is that of the
 

buccal cavity -- which accounts for 30-40 percent of all cancers.
 

The next most common site is the buccal mucosa. There appears to
 

be a relationship between the haoit of betal chewing and buccal
 

cancer.3 2 Unlike the U.S., there is little incidence of
 

bronchial cancer in Sri Lanka. This is attributed to low tobacco
 

consumption (a random survey in 1971 showed that 48.2 percent of
 

males smoke, averaging seven cigarettes per day, and only 1.6
 

percent of females smoke) and insignificant atmospheric
 

pollution.33
 

31 Compilation of various international organizational
 

sources.
 

32 S. Nissanga, "Incidence and Pattern of Cancer in Sri Lanka,"
 
Cancer in Asia, GANN Monograph on Cancer Research q18, 1976,
 
pp. 27T9-264.
 

33 S.J. Stephen, "An Evaluation of Factors Relevant to the
 
Diagnosis of Bronchial Carcinoma in Sri Lanka," Journal of
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Table 1I-4 

Anatomical Distribution of :"e%' 
Cases of Cancer Registered
 

In 1972
 
Anatomical distribution 


.ew altents
 
registered for 1972
I. Buccal cavity and oropharynx 


1,285
2. Paranasal sinuses and nose 

98
3. Nasopharynx 


4. 	 i popharynx 
62
 

18

5. Larynx 188 

6. Esophagus 
 84
 
7. Stomach 
 257 
8. 	 Bronchus and lung 


48
9. Rectm. 48 
10. Bone 
 26
 
II. 	 Other connective tissues 124
 

92
 
12 . S . n 	 92
 
13. Breast 
 60
 
14. Cervix uteri 363 
15. Body of uterus 46 
16. Ovary 


17. 
 External female cj.nitalia 	
81
 

26
18. 	 Prostate 

3
 

19. Testes 
 3 
20. 	 Penis 


22
21. Thyroid 
126
22. 
 Hodgkln's and malignant lymphomas 

92
 

23. Leukemia 

24. Unspecified and doubtful diagnosis 
 86 

307
 

Total 

4,069
 

Source 
 S. Nissanaa, "Incidence and Pattern of Cancer in Sri
Lanka," 
 Cancer in Asia, GANN monograph on Career
Research #18, 
1976.
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There is a wide disparity of cancer incidence between
 

various health divisions, with Colomoo having the highest rates
 

and Vavuniya, the lowest. 
 Further study is indicated, but
 

current explanations tor these variations are that they may oe
 

due to differences in medical facilities, preference tar
 

indigenous remedies, and inadequacies in recording new cases. 34
 

E. Drug Abuse and Alcoholism
 

Drug abuse and alcoholism, public health problems often
 

linked to modernization or development, are are on 
the increase
 

in Sri Lanka. 
A recent survey found that 20 percent of the
 

students questioned admitted 
to the use of drugs. Opium and
 

gania (cannabis) are 
the major narcotics in 
use in Sri Lanka. An
 

estimated five tons of opium are smuggled 
into the country each
 

year. The 
use of opium is largely confined to the uroan areas
 

with addicts mostly of the lower socio-economic class. 3 5
 

Extensive reported use of marijuana on the island poses not only
 

a potential health hazard but also implicitly, has raised
 

Government concern over 
the economic consequences of using land
 

Tropical Medicine and Hygiene, Vol. 79, 
No. 3, March 1976,
 
pp. 46-8.
 

00. cit. 

35 nSri Lanka: Drugs and the Law, ICAA News, Vol. V, No. 4,
 
Lausanne, Dec. 1977, p. 15.
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to grow cannabis that could be put to better use for commercial
 

36
 
cultivation.
 

F. Mental Health
 

Mental health, as such, is difficult to assess in Sri Lanka
 

partly because of its lack of recognition as a separate and
 

unique aspect of the total public health question. A recent
 

study conducted cy the Ministry of Education has indicated that
 

of the four million children of school age, an estimated 120,000
 

or three percent are mentally handicapped.
 

Suicide has also risen sharply over the last two decades
 

though the incidence is still relatively low. The high rate of
 

suicide among youths can be linked to anxiety, alcoholism and
 

unemploympnt which have resulted from rapid socio-economic and
 

cultural changes affecting this age group. With the post-war
 

rise in population, the high degree of education of most youths, 

and the widespread unemployment, there are many unmet 

expectations and a breakdown of traditional norms and values. Of 

note is the increase in the use of poisons such as insecticides 

37
 and agrochemicals over more traditional forms of suicide.
 

36 Ibid.
 

37 S.A.W. Dissanayake, "Suicide and Attempted Suicide iai
 
Sri Lanka," Ceylon Journal of Medical Sciences, Vol 23, No.
 
1-2, 1974, pp. 10-27.
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G. Other 

The numbers of maladjusted and epileptic children are not
 

known, as these handicaps have not been considered to pose a
 

serious problem. There are 77,000, or two percent of school-age
 

children, who are physically handicapped. Of these,
 

approximately 4,000, or 0.1 percent, are visually handicapped. A
 

third of the visually handicapped are defined legally blind, win
 

malnutrition implicated as the main underlying cause, Within
 

this physically nandicapped group, there are 20,000 children with
 

hearing handicaps who represent 0.5 percent of the total children
 

in the country. The Ministries of Social Services and Education
 

are beginning to address the problems of special education for
 

these children, while epi'lemiologists explore possible causal
 

factors for these illnesses in the environment.3 8
 

38 Walter Matthews, "Special Education in Sri Lanka," Special
 

Education Forward Trends, Vol. 4, Dec. 1977, pp. 22-24.
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III. NUTRITION
 

A. Nutrition Status
 

Despite widespread controversy over the nature and magnitude
 

of malnutritlon in Sri Lanka, most recent studies do agree that
 

it is a public health problem of considerable and growing 

importance. In general, there are three groups who suffer most
 

from nutritional deficiencies. Infants, pre-school and primary
 

school children, and pregnant and lactating mothers are those
 

within the household who, across all sectors, are most vulnerable
 

nutritionally. 1 Nutritional problems appear to be most acute in
 

urban areas, where the population has to buy the bulk of its
 

food, among the landless rural dwellers; and, increasingly, in
 

the estate population since the nationalization of the 

plantations. Table III-I shows that nutritional status varies 

with economic classes. Of equal importance, however, are 

differences in food distribution both within and between families 

-- variables which are very difficult to measure with aggregated 

da ta. 

I Compilation of various international organizational sources.
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According to the Socio-Economic Survey of 1969-70, as
 

represented in Table I1-1, 59 percent of the estimated 2,094,815
 

housenolds in the island were adequate in both energy and
 

protein. Thirteen percent had adequate caloric intake but
 

inadequate protein intake, while only two percent had inadequate
 

calories and adequate protein. An additional 29 percent showed
 

deficiencies in Dotn energy (as represented by calories) and
 

protein. 

Of all households in the island, 31 percent were deficient
 

in terms of calories. Protein levels, however, were not fully
 

met in 42 percent of the nouseholds. Protein deficiency
 

therefore is more prevalent than calorie deficiency, and this
 

situation exists throughout all sectors. 2 Dietary surveys over 

the last 30-40 years have shown that the main shortfalls in
 

intakes occur with regard to energy (calories), proteins, iron,
 

riboflavin, and to a degree, Vitamin A. The nutritional problems
 

associated with these dietary deficiencies are: protein-energy
 

malnutrition, nuritional anemia, Vitamin A deficieny and endemic
 

goitre.
 

2 Ibid. 
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1. Protein-Energy Malnutrition 

In 1976 a nutritional status survey was done on the
 

preschool population of Sri Lanka using anthropometric,
 

biochemical, and clinical measures. This study confirmed that
 

protein-energy undernutrition in rural preschool children is a
 

common problem. Children age 12-23 months are most seriously
 

affected, probably because of inadequate weaning foods. 3 Chronic
 

tundernutrition resulting in stunting affected 34.7 percent of the
 

children throughout Sri Lanka. The estate population was the
 

worst affected with a chronic undernutrition prevalence rate of
 

4
 
62.4 percent.
 

2. Nutritional Anemias
 

This nutritional problem is mainly due to iron deficiency
 

and affects all age, sex and physiological groups, particularly
 

in the lower socio-economic classes. It was found that pedal
 

edema of nutritional origin associated with kwashiorkor is not a
 

3 Robert R. Nathan Associates, Inc., An Evaluation Report of
 
the P.L. 480 Title II Program in Sri Lanka, Washington, D.C.:
 
!o o-f-Tceof Food 73r Peace, USAID, May 23, 1978, pp. 18-20.
 

4 Selected international organizational sources.
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general problem in preschool Sri Lankans. 5 The prevalence of
 

nutritional anemia in Sri Lanka can be summarized as follows:
 

Rural Uroan Poor
 

Pregnant Women 52% 49%
 
?re-school children 54% 49%
 
Adult men 40% 


In the case of pregnant women, studies have established that
 

iron, folate and B1 2 deficiencies contribute to the anemia
 

problem. They are cited as being as high as 40 percent, 19
 

6
 
percent, and 6.9 percent respectively.


3. Vitamin A Deficiency
 

Based on the Ministry of Health/Center for Disease Control 

(CDC) 1975/76 survey, Vitamin A deficiency is a problem in only 

two of the 16 health divisions -- Kegalle and Matara. Figures 

-or prevalence of night blindness and Bitot's spots were 2.6 

percent and 2.3 percent in the two areas. These only marginally
 

exceed the two percent prevalence rates established by World
 

5 op. cit., pp. 28-29. 

6 p. cit.
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Health Organization (WHO) as the criterion for recognition of
 

Vitamin A aef.cen'y Given tat
a, a public healtn problem. 


Vitaml.n A deficiency is only a marginal problem )n Sri Lanka, no
 

7
widespread control atedsures currently are indicated.


4. Endemic goiter
 

Endemic goiter is a problem in the southwest coastal belt
 

and tne centr3l regions of the country wnich have a high
 

rainfall. The resultant heavy leaching of the soil of its iodine
 

content is a causative factor in endemic ;oiter. Since over 70
 

percent of the population reside in the wet zone, the percentage
 

of those "at risk" of endemic goiter is quite high. Although the
 

problem is extensive, the absence of severe manifestations suzh
 

as cretinism, deaf-muticm and large goiters indicates that the
 

deficiency ss aa severe one. 8
 

The consensus from all of the nutrition surveys is that
 

general undernutrition as a result of chronic food deprivation is
 

of primary importance in Sri Lanka. Recent comparative studies
 

of international development have suggested that high per capita
 

income is not necessarily a prerequisite to low mortality and an
 

7 Ibid.
 

8 Ibid.
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adequate level of health and nutrition.9 In the case of Sri
 

Lanka, the Government's emphasis on social welfare and concern
 

with the provision and distribul-.on of adequate fooa itsto 


population is suggested 
as exerting a leading influence on
 

mortality rate reduction. In assessing nutritional status and
 

its impact on tne health of the populace, total food
 

availaoility, distribution, and consumption according to social
 

group and type of foodstuff, must be examined.
 

B. Food Production/Availability
 

Sri Lanka has a predominantly agricultural economy, with
 

manufacturing accounting for only 15 percent of the gross
 

national product. 10 The traditional agricultural exports are
 

tea, rubber and coconut. Sri Lanka has depended on these exports
 

to finance importation of both manufactured goods and more basic
 

needs 
-- about 50 percent of the food consumed on the island is 

imported from overseas. 11 

9 See Davidson Gwatkin, "Nutrition Planning and Physical
Well-Being in Kerala and Sri Lanka," prepared for Intef
ciencia/AAAS S-mposium, February 1973, Washington, D.C.:
 
Overseas Development Council, January 1978.
 

10 Department of State, Background Notes, Sri Lanka,
 
Washington, D.C.: U.S. Government Tr'inintngfftce, December
 
1976, p. 6.
 

Ii Ibid.
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The lack of food self-sufficiency is a weakness of the Sri
 

Lankan economy. With the recent escalation of world commodity
 

prices, compounded oy a severe drought resulting 
in increased
 

need for food imports, Sri Lanka became a Most Serious Affected
 

(MSA) country in terms of foreign assistance. Part of Sri
 

Lanka's development strategy involves a move 
from traditional
 

plantation, export-oriented agriculture toward an emphasis on the
 

production of food for local consumption. 1 2 With regard to the
 

traditional plantations, there was extensive land 
re:orm between
 

1972 ani 1975, with most of the estates, botn foreign and
 

locally-own~d, being acquired by the State. 1 3 
 In addition to
 

this action, the Government placed bans on certain imports in an
 

attempt to encourage production of domestic food products. The
 

impact of such a ban on protein availability was serious. The
 

principal protein staples -- pulses and fish -- were banned from
 

importation in 1972 in order to conserve foreign exchange and
 

supposedly to stir domestic production. While there was growth
 

in their domestic production, initial production levels were 
so
 

small that they were still insufficient to meet food consumption
 

12 Davidson R. Gwatkin, "Nutrition Planning and Physical Well-

Being 
in Ferala and Sri Lanka," Prepared for Interciencia/AAS

Symposijm, Feb. 1973. Washington, D.C.: Overseas Development

Council, January 1978, pp. 4-5.
 

13 Op. cit., p. 6.
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demand. 14 Sri Lanka experienced a chronic food deficit as a
 

consequence. The answer to this problem is a complex one. Where
 

in the snort run, the protein deficiencies pose a very grave
 

nutritional problem, still there are some long term benefits to 

be seen. The importation of SUDSLdized, and nence inexpensive, 

grains undermines local producer incentives. Where tne initial
 

production levels of domestic groups were small, a concerted
 

effort needs to be taken to encourage production of indigenous
 

crops, particularly pulses, ooth to meet the populations food
 

requirements and to stablize the economy.
 

In addition to economic problems which affect food
 

availability and resulting nutritional status of certain
 

population groups, environmental sanitation impacts on maternal
 

and child malnutrition when the lack of potable water results in
 

diarrheal problems, dysentery and parasites. Up to two-thirds of
 

15
 the nutrition intake can be wasted when these diseases occur.


It is often difficult to determine whicn children under study are
 

undernourished because of decreased food intake, and which have
 

increased metabolic needs because of infections or parasitic
 

infestations. While quantifying the extent of its relationship
 

14 Robert R. Nathan Associates, Inc., p. 20.
 

15 Ibid., pp. 90-93.
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to nutritional deficiencies is hard, environmental sanitation is
 

still recognized as playing a key role in maternal and enild
 

nutritional needs.
 

Further, population growth has increasea aggregate focd
 

requirements, while production has been low or declining and
 

unable to meet demand. Overall per capita food availabili.ty in
 

Sri Lanka is not high. The average number of daily calories
 

available per person (including those trom importation) varies
 

from year to year oetween 1900 and 2200 calories. A bad monsoon,
 

for instance, can lower food production, and hence food
 

availability, by 25-30 percent as compared with a 
good year.16
 

This percentage variation is quite significant. Sri Lanka's
 

total per capita calorie availability is on a par with tne rest
 

of Asia, slightly above India and Bangladesh but below Burma,
 

Thailand and Pakistan. With respect to protein, Sri Lanka's per
 

capita protein availability is estimated at 48 grams per day.
 

This is the lowest in Asia, where the average is 55-60 grams per
 

capita per day.
17
 

Examination of the overall distribution of available foods
 

between the rural, estate, and urban populations reveals some
 

16 Davidson Gwatkin, p. 5.
 

17 Ibid., p. 15.
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differences in caloric consumption, but not on the magnitude of
 

differentials found elsewhere in the developing world. Based on
 

a standard daily requirement of 2,200 calories per capita, 89
 

percent of the rural population achieves this minimum. Seventy

seven percent of the estate population and an equal percentage of
 

tae urban population consume at least 2,200 calories per day.
 

Protein consumption, while insufficient, is even across these
 

three population groups; 77 percent of the rural, urban and
 

estate populations each consume the minimum requirement of 48
 

grams of protein per capita per day.
18
 

Overall food availability is not the most clear determinant
 

of nutrition and related morbidity and mortality levels in the
 

Sri Lankan example. If this traditional pattern were the case,
 

the per capita calorie availability, as stated, would be
 

associated with a life expectancy of 54 years, 12 years less than
 

1 9
the actual life expectancy. Largely egalitarian food
 

distribution and particular dietary composition are factors that
 

act positively to offset low overall calorie availability.
 

18 Population Reference Bureau, World Population Reference
 

Data Sheet, 1978, Washington, D.C.: Population Reference Bureau,

I-VT. 
19 op. cit., p. 16.
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Although vitamin and protein-rich foods are generally
 

available and evenly distributed throughout Sri Lanka, there are 

area and caste differences in tne families' consumption patterns.
 

The Vellalas, a segment of the Tamil population, have strict
 

caste prohibitions on certain foods. The most devout are
 

vegetarians, and nearly all of tnem aostain from beef, pork,
 

22 
turtle and certain fishes. The association of fishing with
 

low-caste occupations sometimes prevents families from
 

supplementing their diet with fish; however, when necessary, most
 

will include this readily available source of iron and protein in
 

their diets. Meat such as beef, pork, and goat is available from
 

butcher stalls in the cititf, hut the prices tend to be high and
 

the quality low.
 

Income affects the number of meals consumed each day and how
 

elaborate they are. The norm is to consume three meals each day
 

and afternoon tea. Rice is eaten at every meal, with the morning
 

rice usually left over from the previous night's meal. In the
 

rural areas rice is not consumed in the morning, breakfast
 

usually consists of a hot sambal (a dish made with ground
 

chilies, onions, fish and coconut, or just boiled yams and
 

coconut). Tea is usually included in this meal. At midmorning
 

22 Richard Nyrop, Area Handbook for Ceylon, Washington, D.C.:
 

The American University, 1971, pp, 108-109.
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some may have a refreshment of tea or coconut milk. The largest 

meal of the day comes at noon. It can include aol hodi (coconut 

or dried fishmilk soup), stew, and rice with a v.-getable 

garnish. There is afternoon tea and pastries for those who can 

afford it, followed by a light supper of rice and curry. 

the diet are rice, cereals, potatoes, onions,
Normally found in 


peppers, tomatoes, carrots, cabbages, nuts (especially the
 

coconut), and fruits such as pineapple, oranges, pumpkins,
 

2 3
 
bananas, mangoes, and papaws.
 

The etiquette of eating is very strict in Sri Lanka. It is
 

mouth before meals, to eat only with one's
customary to rinse th 


right h3nd and to observe the caste distinctions of ritual
 

food from a person of lower caste is
pollution. Accepting 


usually considered polluting. Those of 
lower caste cannot use
 

the same utensils or cups when frequenting teahouses and often
 

a coconut shell. A Government-run school lunch
 must drink out of 


program ran into opposition until arrangements were made for
 

a

seating children of different castes separately and for hiring 


2 4
 
high-caste cook.


23 Ibid., pp. 136-137.
 

24 Ibid., p. 101.
 

65
 



D. Government Programs
 

The Government has had a long-standing policy of food
 

subsidies that has attempted to protect the most vulnerable
 

sections of the population from hunger and starvation. Sri
 

Lanka's public food distribution system dates from World War II.
 

It was introduced initially by the British Colonial Government as
 

a measure to enforce food rationing but oecame popular and has
 

remained in effect since that time. The organization of the food
 

suosidy program involves the Government purchasing food from
 

farmers, mainly rice, and from abroad -- rice, wheat and sugar -

to be distributed to the public through a nationwide network of 

government-controlled outlets. 2 5 Each citizen is issued a food 

ration card and allocated a free ration of rice, a ration of rice 

at controlled prices, and a ration of sugar at subsidized prices. 

Other essential food items, such as spices and powdered milk, are
 

also available through this system at prices considerably lower
 

than what tney would draw on the black market. Wheat flour is
 

now freely available at both private and public outlets at about
 

70 percent of actual cost. This system of food subsidy and
 

25 Davidson R. Gwatkin, p. 8.
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rationing ensures relatively equitable distribution of foodstuffs 

throughout the population.26 

In a given year, 30 to 35 percent of Sri Lanka's calories
 

and 25 to 30 percent of its protein move through this food
 

distribution system. Subsidies for food are funded from general
 

Government revenues; hence the cost of operating the food
 

distribution system is a major item in the Government of Sri
 

Lanka's annual budget. it accounts for about 15 percent of
 

annual government expenditures, a figure five times that which is
 

27
 
spent on defense.


In addition to the national food subsidy program, the
 

Government of Sri Lanka, with the enlisted aid of foreign donors,
 

sponsors several supplementary feeding programs. As of the last
 

Five-Year P1an. matprnal and child nutrition was designated an
 

important item in the preventive services health program. Action
 

was to be taken to issue milk, other dairy products, and dietary
 

supplements at antenatal and child welfare clinics to improve
 

nutrition levels and to increase the popularity o! oairy goods.
 

The national milk feeding scheme was to be reorganized to reduce 

26 The Marga Institute, Participatory Development and 

Dependence, The Case of Sri 
Institute, Octooer 197T, p. 

Lanka, Colombo: 
1. 

The Marga 

27 op. cit., p. 9. 
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the cost of administration and distribution. In order to prevent
 

adulteration and contamination it was decided to issue dry milk
 

fresh milk to lactating mothers and crn)odren.28
instead of 


The Freedom From Hunger Campaign, operated co-jointly oy the
 

Medical Research Institute and the Ministry of Agriculture and
 

Lands, works on specific nutritional-improvement projects. They
 

have developed recommended hospit&l, and maternal and child
 

diets, conducted surveys, and developed nutrition education
 

materials. Medical research has been sponsored for the
 

prevention of goiter and anemia and it has been suggested that
 

all salt for human consumption be iodized. 29
 

In addition to Government of Sri Lanka-sponsored dietary
 

supplementation activities, foreign aid groups, most notably
 

CARE, participate in suplementary feeding programs to combat
 

existing malnutrition.
 

The largest of these programs, the thriposha program, is the
 

source of much controversy among nutritionists and health
 

planners in Sri Lanka. The thriposha program is aimed to deliver
 

supplemental nutrition to children between the ages of six months
 

28 Ministry of Planning and Employment, The Five Year Plan,
 

1972-76, Colombo: Government of Ceylon, November 1971, pp.
 
116-117.
 

29 Richard F. Nyrop, p. 136.
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and five years. The target population is 550,000 children,
 

estimated to
total number uf malnourished children is

though the 


the program to the Government of Sri
 
be 800,00. The cost of 

only 25 percent of the 
Lanka is Rs. 19 million, which covers 


The balance of the program costs
 
production and packaging costs. 


biscuits
 
are covered by CARE. Thriposha food cons.ists of 


designed to be a palatable and nutriticis suplement to the
 

child's diet.
 

the

A monthly ration is distributed free of charge 

to 


mothers of children considered to be malnouris.ied. The estate
 

.50 for each packet of thriposha
population, however, must pay Rs 


a polyclinic. Only 50 percent of
 
unless the estate is part of 


This situation is

island's estates currently are.
the 


that the estate
indications are
particularly inequitable since 


the most severely at risk nutritionally. This
 
children are among 


is not, unfortunately, the only problem associated with the
 

thriposha program.
 

a lack of monitoring in the

There are numerous reports of 


distribution of the thriposha, where mothers will report to
 

several clinics and collect their month's supply of 
oiscuits from
 

a certain prestige associated witi the

each one. There is 


a

processed, manufactured food supplements which acts as 


disincentive to mothers who do strive to feed their 
infants well.
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It encourages a kind of dependence on the supplement as many
 

mot-.ers avoid developing tne proper weaning fooas and delay
 

7naking tne transition to feeding the bao', .rom ne "t4amely pot." 

In an effort to tx)and the 
Denefit if tne proiram and decrease 

tne neonatal deat', rate associatea witn undrnutrition, 65,000 

portions of thriposha nave been distriouted to pregnant and
 

nursing motners. This also pos?s proolems, because the women
 

share with the family and, eating last, tney seldom are able to
 

consume any of that which is intended solely for them.
 

The Sarvodoya Shramadana Centers around the country have
 

become involved in distribution of the thriposha to some 12,000
 

children. Their approach attempts to alleviate 
some of tne
 

difficulties associated with the program by designing 
a monitored
 

distrioution system which is linked to the provision of
 

integrated healtn service, health education and community
 

moujilzation. They are also involved in developing a modified
 

thriposha-like substance that does not contain maize (which must
 

be imported) and that can be produced locally and
 

inex densively. 30
 

The supplementary feeding programs have been criticized as
 

zeing "Band-Aid" responies to the situation because they are 
not
 

3J Extracted from conversation with Dr. Beatrice de Mel,
 
Medical Research Institute, Colombo.
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aimed at the root causes of the proolem. In addition, they
 

health and educational
depend on individuals having access to 

facili-.Ies. The particular problem with the school feeding 

programs has been that the children reached are only those 

very often the poor do not go to school.
attending school --

Also, supplemental feeding at school age is an after-the-fact 

gesture for many children, as they have already passed the most 

progransshort term in Sri r-nka 

vulnerable years in terms of pnysical and mental development. 

While recognized as stopgap measures, they are needed for the 

while cther directed toward the 

underlying caise of malnutrition -- ins-ifficient economic growth, 

-- are designed andunemployment, and low agricultural production 

implemented. 31 

31 Robert R. Nathan Associates, Inc., pp. 31-32.
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IV. ENVIRONMENTAL SANITATION
 

A. Introduction
 

The lack of general environmental sanitation is a major
 

health hazari facing the Sri Lankan people today. While the
 

standard of living in Sri Lanka is the highest in South Asia,'
 

living conditions, nevertheless, are overcrowded, inadequate, and
 

unsanitary. Development in environmental sanitation schemes has
 

not kept pace with population growth, migration and changing
 

needs. This section will attempt to highlight the environmental
 

health situation in Sri Lanka, commenting briefly on sectoral
 

deficiencies and avenues for intervention. Topics to be included
 

in the discussion are: water supply; sewerage systems; housing;
 

food sanitation; solid waste disposal; irrigation; industrial
 

pollution; and environmental administration.
 

I Davidson, R. Gwatkin, "Nutrition Planning and Physical
 

Well-being in Kerala and Sri Lanka," prepared for
 
Intercencia/AAAS Symposium, February 1973, Washington, D.C.:
 
Overseas Development Council, January 1978, p. 1.
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2 

B. Water Supply
 

World Bank estimates show only 19 percent of the population
 

have access 
to water which is suitable for drinking and domestic
 

purposes.2 Only one percent of the households in Sri 
Lanka nave
 

what WHO refers to as "a reasonable public water supply system."
 

The majority of the population obtain tneir water from
 

unprotected wells, springs, tanks, and rivers open to
 

contamination. 3 
 However, although the nationwide standard of
 

water supply service, in 
terms of the number of people served and
 

the adequacy and sa,.ty of 
the supplies, is generally very low,
 

stilt there appears to be an equitable distribution of the water
 

available within the urban, rural and estate sectors of 
the
 

population. Between sectors 
there are great differences in
 

percent coverage of service and potability of water supplied as
 

evidenced by the relatively :reliable estimates of service levels
 

by sector generated by the 1971 housing census. 
 The findings of
 

this survey are shown iin Table IV-l.
 

As can be seen from the table, nation-wide only 20 percent
 

of the housing units have any piped water supply whatsoever.
 

Broken down by sector, 45 percent of the urban housing units have
 

The World Bank, World Development Report, 1978, Washington,
 
D.C.: The World Bank, August 1978, p. 108.
 

30p. cit., 
p. 353.
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Table IV- I 

Percentage of Housing Units With Domestic Water
 

Supply, 1971
 

Sri Lanka Urban Rural Estate
Source 


Piped water on tap
 
4.4% 16.3% 1.1% 5.2%
Inside unit 

Outside unit but within 

premises 7.9% 10.2% 1.0% 48.0% 

Outside premises 7.8% 18.8% 2.7% 21.6% 

Water from well: 68.8% 50.5% 81.9% 15.4% 

Other sources (stream, river, 
tanks) 8.91, 2.0% 11.0% 7.3% 

Unspecified 2.3% 2.1% 2.3% 2.5Z 

Total Units: 2,217,478
 

Source: 	 1971 Housing Census, Government of Sri Lanka, in Environmental
 
Assessment of Sri Lanka sponsored by The Library of Congress.
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access to piped water, only five percent of the rural households,
 

and an impressive 75 percent of the estate housing units have
 

access to piped water. The urban sector has the largest
 

percentage of housing units with piped water within tne house
 

(16.3%), however over half of the households in the cities still
 

draw their water from wells, streams, rivers and tanks, 4
 

In Colombo, the piped water supply dates back to the early
 

19th century when the city obtained its water from wells and
 

canals. The water for the city comes from a reservoir and
 

treatment facility at Labugama (completed in 1886), and a similar
 

facility at Kalatuwawa. It is supplemented by supplies from the
 

Kelani Ganga, a large river which discharges into the Indian
 

Ocean just north of the capital. The water treatment systems
 

consist of aeration, pre-chlorination, chemically assisted
 

coagulation, sedimentation, filtration, post-chlorination and pH
 

adjustment. Maintenance of tLeatment plants is often hindered
 

due to shortages of spare and replacement parts requiring foreign
 

exchange. With popula-ion increases in the urban areas resulting
 

in greater demand for water, coupled with failures in the
 

southwest monsoon, it has become increasingly difficult to
 

deliver a 24-hour water suply to Colombo. There have been times
 

4 1971 Housing Census.
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"when the 
impounding reservoirs for 
the city have oeen depleted to
 
the point of being virtually empty, and water supply has been
 
reduced to four 
to six hours of service per day. 
 In addition to
 
water shortages 
in the supplies feeding piped water systems, much
 
of the water in 
the systems is lost or subject 
to waste and
 

contamination.5
 

In the rural sector, a much smaller percentage of the
 
population has 
access 
to piped water supplies. Almost 95 percent
 
of the rural households still draw their water from other
 
sources, most often wells. 
 In an effort to improve housing
 
facilities island-wide the Government of 
Sri Lanka plans to
 
extend coverage with piped water supplies through house
 
connections, yard connections and public standposts to a
 
significant numoer of housing units in the 
rural sector.
 

Although the data show the estate sector to be less
 
advantaged in 
terms of housing and nutrition, 
as a group it has
 
the highest percentage of housing units with access 
to piped
 
water. 
The number of households with indoor piped water supplies
 
is only slightly above the national average, and yet 48 percent
 
of estate housing units are provided with yard connections 
to
 
piped water supplies. 6 It 
is difficult,.: ;.'.,;ess 
the quality of
 

5 Compilation of various international organization sources.
 
6 Interpretation of data contained in Table IV-2.
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water delivered as there is seldom any oacteriological
 

monitoring, filtration or chemical treatment. It is safe to
 

assume that, like the water supplies to the rural and urban
 

sectors, the delivery systems are generally outdated, overused,
 

and suoject to conLamination from human waste and industrial
 

pollution.
 

C. Sewerage Systems
 

As regards excreta disposal in Sri Lanka, only one city,
 

Colombo, has a sewerage system. Most of the sewage collection
 

system in the capital city was installed some 60 years ago and,
 

despite recent extensions and renewals, the major part of the
 

system remains old, overloaded and provides no waste treatment.
 

Of the housing units in the area, approximately 45 percent are
 

connected to the system. The municipality is divided into two
 

drainage areas: flows from the nortnern part of the city receive
 

minimal. treatment for removal of a proportion of the solids and
 

are then discharged into the Kelani Ganga; flows from the
 

southern area are discharged directly to the sea by means of a
 

short outfall. Reports from the Colombo Mlunicipal Council, which
 

maintains and operates the system, state that some of the trunk
 

and subsidiary sewers are overloaded, pumping station capacities
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are inadequate and sewers continually overflow to surface water
 

7
 
drains.
 

For the housing units within Colombo not connected with the
 

sewerage system, and for housing units in other urban areas,
 

excreta disposal is effected througn latrines -- primarily bucket
 

type. As of tne 1971 housing census, 20 percent of the urban
 

population lacked service altogether.
 

Table IV-2 provides sectoral comparisons of latrine
 

facilities as of 1971. As the figures show, the excreta dispoal
 

facilities for the rural sector are tne most deficient, with two
 

percent of the housing units with flush toilets, 56 percent witn
 

some other type of latrine and 42 percent with no latrine
 

facilities.
 

The estate sector fares; much better in terms of sanitation
 

nave
facilities. Though only eight percent of the housing units 


flush toilets, the estate sector has the largest number of water
 

seal latrines (33.9 percent of the housing units) and only 13.4
 

percent of the housing units are without some type of latrine
 

facility.
 

There are government programs under way to improve
 

facilities for excreta disposal in areas where tney continue to
 

7 Compilation of various international organizational sources.
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Table IV- 2 

Percentage of Housing Units With Latrine Facilities by Sector,
 
1971
 

Facility 	 Sri Lanka Urban Rural Estate
 

Flush toilet
 

insidl unit 3.7 12.9 1.2 3.7
 

outside unit 3.1 9.8 1.0 4.5
 

Water seal 14.3 19.2 9.9 33.9
 

Bucket type 4.8 19.4 1.9 4.1
 

Pit 38.8 18.3 44.4 38.2
 

None 34.3 19.1 41.5 13.4
 

Unspecifiei 1.2 1.3 1.0 2.2
 

(Total Units: 2, 217, 478)
 

Source: 	 19 1 Housing Census, Government of Sri Lanka, in Environmental
 
Assessment of Sri Lanka sponsored by Library of Congress.
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be inadequate. Under the "aided scheme of latrine construction"
 

the 	government provides financial assistance for poorer
 

households in rural areas to enable them to construct sanitary
 

iatrines. In 1973, Rs. 400,000 was allocated for this program,
 

Rs. 	224,345 of which was actually expended. In areas where
 

filaria are endemic, assistance is given to convert bucket
 

systems to water seal latrines.
8
 

D. 	Housing
 

Overcrowding, coupled with inadequate environmental
 

sanitation in and around the households, is a serious problem in
 

Sri Lanka. Table IV-3 shows the percentage distribution of
 

nousing units, by number of persons in Sri Lanka. The largest
 

percentage of housing units contain between four and six persons
 

per household.
 

In the country as a whole, the average house size is two

roomed. 9 In the urban and rural sectors, three-roomed houses are
 

the norm, while in the estate sector, two-roomed houses are most
 

8 Environmental Assessment of Sri Lanka, (draft), supported oy
 
Library of Congress.
 

9 Rooms include: living room, store room, bedroom, kitchen,
 
enclosed verandah, but not bathroom, latrine or open verandah.
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Table 	IV- 3
 

Percent Distribution of Housing Units,
 
By Number of Persons: 1971
 

Persons 	per housing Unit Percent
 

All housing units ..... .............. . . . 10C.0 

1 person ...... . . .. . . . . . . . . . 6.1 

2 persons . . . . . . . . . . . . . . . .. . 8.1 

3 persons . . . . . . . . . . . . . . . .. . 11.1 

4 persons . . . .. .. . . . . . . . . . 12.9 

5 persons . . . . . . . . . . . . . . . .. . 13.6 

6 persons . . . . . . . . . . . . . . . . . . . . 12.6 

7 persons . . . . . . . . . . . . . . . . . . . . 11.0 

3 persons .. . . . . . . . . . . . . . .. . 8.7 

9 persons . . ..... . . . . . . . . . . . . . . 6.2 

10 persons and over .... ........... . . .. . 9.7 

OTHER HOUSING UNIT MEASURES 

Number of housing units . ... ......... . 2,217,478 

Mean number of persons per housing unit . . 5.6 

Median number of persons per housing 
unit ....... ................... 5.4 

Note: 	 A housing unit is defined as a place of residence
 
which is separate from other places of residence
 
and which has independent access. Of the total
 
number of housing units, 85 percent were occupied
 
by single households. A household is cnefined as a
 
single person or group of persons living together and
 
having common cooking arrangements. Data on size of
 
household are not available. Housing data are from a
 
100-percent tabulation for urban areas and a I0-percent 
sample 	tabulation for other areas.
 

Source: 	Bureau of the Census, Country :emographic Profiles, Sri
 
Lanka, Washington, D.C.: U.S. Dept. of Commerce,
 
November 1977, p. 14.
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commonly found. The average number of -ersons per room in urban
 

and rural sectors was 1.72. 
 In the estate sector it averages as
 

much as 2.4.10
 

As can oe seen in Table IV-4, in singie-roomed houses the
 

average occupancy level was 4.23 persons per room for the urban
 

sector, 4.54 for the estate sector, out only 3.81 persons per
 

room for the rural sector. Of the dwellings in the estate
 

sector, 30.57 percent are one-roomed, where an average of five
 

persons live without any specialized use of space. The rural and
 

urban sector inhabitants tended to have more adequate housing in
 

terms of number of rooms with only 10.2 percent and 11.6 percent
 

respectively of one-roomed houses. II 
 Housing in the estate
 

sector appears to be the most limited, with 74.9 percent of the
 

houses either one or two-roomed.
 

The nationwide average for overcrowding, using more than two
 

persons per room as 
the definition for overcrowded, was 40
 

percent. Disaggregating the data by urban, rural and estate
 

sectors, the estate sector again fared 
the worst, witn figures of
 

35 percent, 37 percent and 75 percent repectively.
 

10 "Housing Deficiencies of Low-Income Households," in "Poverty
 
in Sri Lanka," Annual Budget Submission, Annex A, Colombo:
 
USAID, May 1978, p. 47.
 

II Ibid.
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A note about the hous.ng in the estate sector i.. important. 

Not cnly do the statistics snow the dwellings in the esLate 

sector to ne tUe most substandard, and certainly the most 

physically and emotionaily stressful, tartner tr.e n~usenolders 

A.ave no choice in regard to tnir nousing. Tne houses are 

provided oy the proprietcrs of the estate. 

Aside from overcrowding, other snortcominqs in housing 

faciities incliude a lack of cement flooring, inadequate roofing, 

and no access to oathing facilities. Witn regard to flooring, 

53.95 percent of the island's houses nave eitner clay or pressed 

eartn floors.1 2 Table IV-5 shows, in the estate sector, as mucn 

as 90 percent of tne housinq units are witnout cement floors. 

Flooring is important in t-.e case of low-income households 

because most of these people sleep on st.raw mats on the ground.
 

Roofing is another important factor in ensuring the healtn 

of 4 dwelling's inhabitants. The majority of the houses in Sri 

Lanka are without tiled or asoestos roofing tnoogh most estate 

line rocms hav, roofs of galvanized aluminum sheeting." 3 As for 

b.thing facilities, Taole IV-6 shows only seven percent of houses 

in Sri Lanka to have nathrooms either inside or outside of the 

12 Mid., p. 48. 

13 Ibid., p. 48. 
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Table IV-S 

SHORTCOMIN:GS IN HOUSI::G FACILITIES BY SECTOR 

Urban Rural Estate 
One-roomed houses 1760% 10.20% 3.Tt 

Overcrowding (room-wise) 35% 37% 75%
 

Housing without cement 26.32% 57.24% 90%
 
floors
 

Without tiled or asbestos 48.98% 55.99% 82.45%
 
rcof
 

Without latrines 	 39.1% 43.6% 29.4%
 

Without pipe-borne water 51.9% 96.0% 12.4%
 
inside or outside house
 

Source: 	 USAID Annual Budget Submission, FY 1980, Sri Lanka.
 
Colomnoo: Department of State, May 1978, Annex A,
 
p. 48.
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Table IV- ;. 

Percentage of Housing Units With Bathing Facilities, 1971
 

Facility 	 Sri Lanka Urban Rural Esta(,e
 

Bathroom 

inside 4.0 15.3. .31 3.7% 

outside 2.9% 11 .7; .30 5.8% 

Well water 53.3% 52.6. 59.8 111.80 

Other '-iver, stream, tank) 34.8% 14.4. 34.4% 74.1% 

Unspc i fied 4.9w 5.6a 4.6v 5.7# 

(Total Units: 2,217,478)
 

Source: 	 1971 Housing Census, in Environmental Assessment of Sri Lanka,
 
(draft), sponsored by the Library of Congress.
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housing unit. In 
the urban sector 16 tne
percent of housing
 

units have indoor bathrooms, wnereas in 
the rural sector the
 

figure represents less than one percent of 
the total housing
 

uni-ts.
 

Judging oy the number of 
rooms, persons per roorni, housinq
 

maiterials and tne availanility of facilities,
battung nousinq in 

Sri Lanka is seriously deficient. In term- oi availoility of
 

space, the estate sector 
is tne most overcrowded, however based 

on is.ousing materials and sanitation, t:he rural sect-r 


generally tt. worst off. 
 Health educat,.on is successful as an
 

intervention in the transmission of disease, given substandard
 

housing facilities, however large 
scale expansion and rebuilding
 

of housing units is 
indicated for significant improvement in the
 

physical and mental health of most of Sri Lanka's people.
 

E. Food Sanitation
 

Information on food sanitation measures, aimed at
 

safeguarding products 
as 
they move from the raw production stage
 

to the consumer, is not readily availaole for Sri Lanka. Most t
 

what can oe food in
said acout sanitation 
 Sri Lanka, therefore,
 

must &e based upon second-hand sources ard conjecture. It is
 

quite possible that the paucity of data 
on control programs, in
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itself, gives strong indication as to the status of food
 

sanitation within tne country.
 

Though limited in terms of population protected, there are
 

sanitation control laws and inspection criteria for most
 

permanent food establishments, such as restauraots, food stores 

and food processing plants. Food sanitation progrrms for large

scale food distribution and processing escablishments are said to 

be fairly effective, however, the percent of the population with 

14  any contact with their products is very small. Frozen and
 

canned foods are expensive and hard to find. For example, a jar
 

of commercially processed preserves is reported to cost the
 

15 
average person almost an entire day's wages. The Denef..ts of
 

food sanization, then, are felt primarily by the well-to-do urban
 

dwellers who are the only ones that can afford packaged and
 

processed foods and eating in restaurants.
 

The remainder of the populace--the iess well-off urban
 

inhabitants, and t.e rural populat'on--ar- not covered oy any
 

formal food sanitation programs. For tne rural populatio. this
 

tends to pose lezs of a problem. Here, the food chain from
 

14 S. Rajagopalan, Guide to Simple Sanitary Measjres tor tne 
Control of Enttric Diseases, Geneva: Aorld Healt- 0,r-anization, 
1974, p. 67.
 

13 Conversation w.t.. Dr. Paul Woolley, Pennsylvania State
 
Lniversity, recent WHO consultant for Sri Lanka.
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producer to consumer is usually simple and direct. The minimal 

handling and quick consumption cf the food decreases tne risk of 

contamination and spoilage. Ot course, nume processing ani 

preserving practices are not free from risk but, overall, rjral 

inhaDitants tend to surfer less r:om food sanitation problems 

than t.heir urban counterparts. 

In tne urban environment, an extended food distcibution 

network multiplies tLe risk of illness associated witn 

contaminated foodstufts. The main purveyors of tood, 

particularly in the cities, are vendors. Thes persons may be 

itinerant, transient and sometimes in poor health. The probltm 

of sanitation for the vendors, and the markets in which they may 

sell their food, is a major one throughout the developirig world.
 

In addition to atte.npting to build new markets with wateL 

supplies, and impose various control requirements upon the 

vendors, tnere must be radical changes in food distribution and 

consumptlon habits.16 Open air cafeterias that serve hot food 

throughout the mid-day, are common. There are al3o vendors who 

pedal around on bicycle, all day Jelivering hot meais .o
 

businessmen in tneir offices. Practices such as these, despite
 

16 op. cit.
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most precautions that r..ay be taken, provide t:e perfect ediuwln 

for the growth and transm:ssion of food-oornc diseass.17
 

In a country with such qgh rates of gastrointestinal
 

illnesses ard enteric diseases, incliJdi:g cholera, iitervention 

in the food sanitation sector shoild De part of a total 

environmental sanitation program. Tar jetting efiarts at sate 

water supply and excreta disposa1 systems aline wiil not De 

entirely fruitful. With food sanitrtii r, as in most 

other aspects of anvironmenta: nealth programming, tne role of 

health education and community participation in conjunction witl 

more stringen: :ontrol measures ;s an ixtremely important one and 

an encouraging potential avenue for lcw-cost intervention. 1 8
 

F. Solid Waste Disposal
 

Solid waste disposal is not a currently relevant 

enviroimental haitr concern in the Sri Lankan experience. 

Unlike the sitiation in certain more developed countries, 

researchers in the field have explained that waste of any kind is
 

a luxury that Sri Lanka cannot afford. Tht presence of solid
 

waste imples an abundance of materials and a degree of
 

7 RE=cir. 

S. Rajagopalan, p. 67.
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technological specialization so tndt it Is more cost-effective to 

discard things than to save and reuse them. This is not the case
 

for S:: Lanka wnere material's are scarce, imports are oanned and
 

the economy is threatened.
 

Very little is eve;r thrown away in this ccuntry where such a
 

premium is placed upon glass, wood and all paper joducts, mt.tal
 

and plastics. Even that which is placed on the street :,r trash 

collection, (primarily in tne cities and c! .,3reigr.ersor
 

affluent Sri Lankans), will to rummaged trougr. vy icavengers 

looking for that which can oe recycPed or sold. Paper is 

retrieved, washed, dried, and sold again. Glass is a ways reused 

-in fact there is a deposit required for all glass products
 

purchased. Metal products such 
as coat hangers and aluminum foil
 

are very valuable. They are always recycled. Plastic bags or
 

any kind of plastic cntainers are precious and will
 

never oe left discarded. Because of the shortages of so many
 

things taken for granted elsewhere, there is very little solid
 

waste which requires disposal. As a result, tne cities are very
 

clean .nd there are no dumps in and around them. 1 9
 

Ir.the rural sector t:Aere are even fewer processed miter:als
 

and packaged goods available to be discarded. Edible waste, if
 

19 Impressions and Statements gathered from conversations with
 
Paul Woolley, Penn. State University.
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is fed to animals. A5 mentioned in
not consumed by the family, 

the fcod sanitation section, tnere is very little frozen or 

canned food, hence Jomestic solid waste generation is inimal. 

!n the industrial sector tnere is jndouuedly 5%ume solid 

waste production, however it is on a m-,ch smaller ';cale than in 

more developed countries. As economic development and 

Likely will become aurbanization proceed, solid waste disposal 

greater area for concern. At the present time, regulations and 

procedures concerning solid waste disp.al i the dom.estic and 

industrial sectors do not exist or, it they do, they are 

difficult to monitor and enforce. Once widespread action is 

called for with regard to solid waste in Sri Lanka, it may be 

even more difficult to implement than in more developed countries 

with a h~itory of solid waste disposal problems because the 

as a priorityconsciousness and orientation toward solid waste 


area in environmental healtn intervention has not existed
 

previously.
 

G. 	 Irrigation
 

Of the total land area of Sri Lanka (16.2 million acres),
 

about five million acres are used for agricultire, 9.3 million 

acres are forested and the remaining 1.9 million acres are bodies 
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of water, uroan and c;her areis. About half of the forest land
 

is potentially suitacie tor agricultural Jevelopment. The
 

maority cr the land area, however, is in tne ary zone. 

The Manawell Ganga, Sri Lanka's largest river with a
 

catcrment , 4,J00 square miles, is thre rincipal source of water
 

availanle ror irrigation in tht dry zone. The Manawell Ganga
 

Devel,:pment Screme is a 30 year plan for tne development of 

agriculture ny irrigation. Over 900,000 acres are intended to
 

receive water from the Manaweli, some 6 0,000 acres of which are
 

currently undeveloped land. !,aqe I of the project - supplying 

water to 130,000 acres of existing irrigated land through
 

refurb.shig and expanding old systems, hlas been completed.
 

Stage 'I will involve a variety of activities aimed at developing
 

agricultural productivity over the longer term in an area of
 

106,000 acres.20
 

For economic reasons, the Government of Sri Lanka places
 

great emphasis on irrigation projects to increase the amount of
 

cultivable land and develop agricultural self-sufficiency. There
 

are mixed feelings as to the public nealth implicatior.s of large

scale irrigation and movement of the population into the
 

20 W. Paul Weatherly and John H. Arnold Jr., Environmental
 

Assessment of Stage II of tte Mahaweli Ganga Development 
Pro2e, Wasningtonr, D.C.: USAID, Septemter 1977, p. . 
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malarious regions of Sri Lanka's dry zone. Environmental
 

assessments carried out on the Manaweli Ganqa Development Scneme
 

indicate that, initially, the incidence of malaria will probably
 

increase both in the newly developed regions and in triose areas
 

from which tre water has been diverted. New breeding noitats 

for maiaria-,:arrying mosquitoes wi.l be created as a consequence 

ot irriqatiun.2 i Offsett.ing tnis, nowever, the implementation ot 

the scneme will ircrease the water stora,je in the major tanks and 

reduce the storage in the small village tanks which are currently 

a hanitat for mosquitoes. Fartner, the improvement of natiral
 

drains will remove tailwater from the fielas wnicn stagnates and
 

provides Dreeding grounds for mosquitoes. It is felt tnat the
 

net effect of irrigation on malaria transmission will be to
 

reduce the incidence of malaria, though prophylactic malaria
 

monitoring is clearly indicated. 22
 

In addition to malaria, the incidence of other water-oorne 

diseases is expected to increase initially, with cnnges in the 

population density and proxi:nity of people in homestead areas. 

Though schistosomi.asis does not occur in Sri Lanka due to the 

absence of tne snail wrich serves as the intermediate hOst for 

21 Ibid., o. 5.
 

22 Selected international organizational sources.
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this disease, outor.iaks of cholera, typnoid, and other 
water-


Dorne diseases are p)ssiDle. Poor sanitation practices ire
 

expected to ue a probiem in tne new agricultural areas. The
 

bo ling of drinkinc witer is not widely practiced and, witn 

deforestation and resultant scaLcity of 
cneap firewood, it may
 

oecome prohioitively 4xpensive as a sanitation mea.iure. 2 3
 

A final 
potential puDlic healtn proolem associated with the
 

expansion of agriculture tnrough irrigation is 
an increased risk
 

of pesticide poisoning. The introduction of greater quantities
 

of agrochemicals poses risk of accidental contact witn poisons
 

from careless disposal or use of pesticides. Instractions in
 

safety precautions and a uniform code of warning iaoels 
on all
 

pesticides will prevent some of 
the accidents. As with most of
 

the environmental health proolems implied 
in the massive
 

irrigation scheme, a combination of health .Jucation,community
 

participation and government controls will effect the greatest
 

accomplishments in safeguarding those who settle 
in tne new
 

ag;ricultural areas. 2 4
 

23 O_. cit. 

24 Ibid.
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H. Industrial Pollution
 

Systematic industrial development in Sri Lanka has only
 

begun since independence in 1948. 
 Industry concentrates
 

primarily on the production of consumer goods, the majority being
 

manufctured in small scale industries in the private sector.
 

There 
are no data on pollution from these small-scale industries,
 

nowever it 
cdn be expec~ed that private sector chemical, textile,
 

paper and food production operations could lead to pollution. It
 

is known that these activities demand large quantities of water
 

for manufacturing processes and 
invite indiscriminate use of
 

natural resources, both of which 
impact directly on the
 

environment and Lndirectly on human health. 2 5
 

Geographically, industry has been concentrated in 
the
 

southwest, 
in and around Colombo. The Government of Sri Lanka
 

now is attempting to spread 
industrial development to other
 

regions of 
the country wnich will disperse the environmental load
 

and lessen the eftects of industrial pollution.
 

The public sector is .*.sponsible for heavy industry in Sri
 

Lanka through several large state-owned firms producing cement,
 

chemicals, steel and petroleum products. 
 The state-owned firms
 

are reported to oe tne major polluters of the Sri Lankan
 

25 Draft of Environmental Assessment of Sri Lanka sponsored
 
by the U.S. Library of Congress, Section 5.3.
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environment. 26 Table IV-7 shows the state-ownea firris recently
 

associated with industrial pollutin. 
As can oe seen, from
 

examination of the table, in several 
cases the type of pollution
 

:ro- a particular industry and the control measures are unknown.
 

The attitude, oft-seen in the developing world, is that the
 

benefits of industrial development to the economic growth
 

outweigh the risks 
involved in industrial pollution. If
 

industrial development proceeds unchecked, 
the depletion of
 

natural resources and environmental pollution will soon be very
 

grave proolems. Control measures, however, imply a forward

thinking shifting of priorities and a certain amount of economic
 

flexibility which are not necessarily present in Sri Lanka today.
 

Preventive activities with regard to industrial pollution are
 

more easily executed and less expensive than post facto or crisis
 

intervention, however the public awareness and mobilization in
 

support of control measures with are not present given the
 

relative newness of 
the problem and the urgency for economic
 

development and employment opportunities.
 

26 Ibid.
 

97
 

http:environment.26


a.0 

a
, 

b
 

0
 

'.,c

is

~~01 
J. 

as 

"4b 

f 
es 

0 

I
v~

Z
a 60 

a 
lo 

1b19 
w

 
-

u~
 

w
0 

-. 

T
'6 H

 
al*~-

'6
'm

 IV
5 a3 

3x-, 
-

I 
~

 3 
J
~

a
 

'~
 

a V
~

 

0
 

0
I~ 

t
;
 

.'I 

se'f 
a 

L
 

U
. 

4 g 
K

 
~.,L

 

41w
 

-6
 

1001 

98 
= 

. 
5 



I. Environmental Health Administration
 

There are three mninstcies :oncerned witn oasic sanitary 

measjres in tne Government of Sri Lanka. Thev ouerate tn.roug; 

fIve agencies cnarged witn specific unctional responsiuiities. 

-'hart I JVetal.s the t,~ n 'n '''e intn tno_. wat r ;;ppiy 

and sewerage sectjr. Tre National Nater ,.pply ana Draina(e
 

Board (';WSDB, is tne principal mplementing -cv ror :ircdnaur n 

rural water supply and drjinape Scnemes.27 -ii.rt I"-2 uLtlnes 

tr.e f;ncti.onal. divisions of institutions lnvolv.:d in the 

environmental sector.
 

The prevrision of pvoe-borne water iupplies and sewerage was
 

part of the Government of Sri Lanka's program to improve
 

preventive nealth services ab stated in the last Five-Y.ar Plan
 

(1972-76). A iist of t.e approved water supply scrhemes to .e
 

undertaken by tni Department of Water Supply anj Drainarae as part
 

of the 1972-76 Five Year Plan is given in Taule IV-8. LurLn2 t.e 

1972-76 period it was proposed to constrict water spply ;ystt-is 

in 100 rural areas at an estimatei cost -,t Rs 22 mi±iicn or US$ 

1.5 million. A scheme to -Improve a-d Expano water supplies to 

the Greater Colombo area and otner ircarn areas )n a prurity 

basis was also in.tiated. A phased pr'4ram was inaertaktn to 

27 Corimunity Water Supply and Excreta Discosal in South-East 

Asia. New Delhi: World Health Organization. Soutn-East Asia 
Series No. 4, :. 14. 
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Chart IV-?
 

SF'CI101 INSTITU1 IONS ACCORDIN~G TO F*J:,.CTWo:-S
 

Plallltillk; Ht10 .111d Se.CLL Niiil Lry of I.s,).a1 Clo'tL jjvhJjis; arid Itini.lay or I 1 GuLvL. Ito~l,; & 
Co" i c t jiu:i CohI. Ltic t iu~iFNational W uVl .N10tSJIIJIY &~~~a1
di~iLatov 


CltkIUw, DepartI:etit, of L0cal 1~sriiliitLcr in diii t h 
t. t ttti n. as for Uz .1 ch.~ 

at ionad Wa t ci Skipp 1y & 1. ainiage Board 

P-ro~jc.t S..l e.t itist r ~~it Of 1()C .11 Ccivcr:Ininl tcprt rof Vucal Goveixrl-criC 

.I r d 

H .I) id kt N iiL

I't 0'jt'L I. isv' - CIO - doztL i tits 

01,1 it ail J11-1N~IIL, I'-aiit :, Ia -L sc wi.o'.'. b) Cli. jtwi liithot-it) I-~% I u a ,tAli It: i L 

lot il AkitluriC', or Nk.'S Dh 

S lur,c: Comnpilationl of various interrationl -rclanizit-ional sources. 

http:I.s,).a1


Table IV-^S 

AJ'aVoD WAErn 

Eximacd 
Prol,.. cost

Ri. 

Projects In South-War 

Coastal Axea
 

Gaile 21,600,000 
(Kclaniva tO Hendala) 

Stage I 26.200.000 
Am :'.ngoda 4.X,,000 
KaIitata--lState | I .JO.O00 

Total 66.000.000 

Urban Water Sapply Schemes 
WVehg3nm 2,00,000 

Pelmadulai 550. 
S3manthurai 1,3400o 

Ru-Aamclla 
 075,00)
'e.angoda 2.900,000 

Gompola I.430.00 
l3tangoda 1.00.U) 
R anapura.- Stage I 7,sse).a0a 
Dnar1a.ela i.850.000 
Hambantota (Augmenta. 

lion) 3.300,oo
B-tticaloa 2.125.000 
Polonmaruwa 5.260.000 
Kili'ochch, 2.,950.000
Arnpara,-Sage 11 3,490.000 
Rambukkana 30000 
Kuruneg3la 1.10.00000 
Kchelw3tte 2.150,000 
Hlingurakgoda .500.00 
Peliyagoda 1,200,000 
Nlawaoella 2.200.000 

Total 60.000.000 

SU'PPLY SCIEM. 

ELimaed 
Project cost

As. 

Riual Waler Supply Scbema 

(a) U.N.I.C.E.F.Financed 
100 Rual Schcmce 22,000.000 

(b) Other Scheme! 3,000,000 
Rakwana 
Weraduwa 

Elpltp
 

fMawilhagma 
,h'Mudunckada 
Udi;kumbura 
Nelundrae)a 
WarIyapla 

Narammila 
Iririlip 

Pussellawa
 
Talahena
 
Aaly South 
Ar.ly North 
Nainaivu 

Pundalu Oa 
Kaaiagar 

Total 25,00,000 

Source: Ministry/ of Planning and Employment, The "":e Year
Plan, 1972-1976, Colombo: The Government of Ceylon,
:Jovembe-, 19717 p. 113. 
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provide pipe-oorne water and sewerage to nalor medical
 

institutions that !aZKed such facilities. Government assistance
 

was to oe neiq .. d Jurin, tne Plan Period to intensify health 

educ3tion a;., e ist commylwnty -rtcLcetion t the construction 

ot latrines tor urnan aod rurai areas.b 

In trie mJitilateral sector, UN.2'EF committed .SSl million in 

1970 to oring safe drinki-g water to 160 rural communities over a
 

five year period. Technical and administrative proolems and ain
 

increase in 
tne co.* of water pipes, pumps, and accessories,
 

nowe. r, resulted in only 55 of the water supply scnemes covering
 

approximately 100,000 people having been completed by 1977.29
 

Community participation in the water schemes was extremelj
 

important, witn 50 percent of the local co..;tz being met by the
 

village council.
 

Despite tNese efforts large underserved populations and 

areas remain with g, nerally an inadequate and/or inoperative 

environmental sanitation scheme. The present rate of water 

supplies construction is not sufficient to acnieve the WHO Water 

Decade objective of 100 percent coverage by the year 1990. 

28 Ministry of Planning and Employment, The Five Year Plan,
 
1972-76, Colombo: The Government of Ceylon, November 1971,
 
p. 117.
 

29 Annual Budget Submis3 ion, Sri Lanka FY 1980, 
Annex C,
 

p. 358.
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Certain areas of the island present geological situations which
 

make water systems development difficult and expensive. A.so
 

there is inadequate empnasis by local authorities on water supply
 

and excreta disposal pro#rams.
 

At tne ce:itral level tne -3overnment has not set any concrete
 

goals for the water supply and sanitation sectors. These sectors
 

are lInKed to the government's programs wncn aim to construct
 

10C,000 new nouses within the next several years. There is a
 

general lack of sectoral cooroinatin and a severe bottleneck in
 

the NWSOB's prrject preparation cdpacity. While a hign national
 

literacy rate enables environmental health educati n ertorts to
 

be fairly effective in protecting the population from the hazards
 

of the adverse environment, this can only be viewed as a stopgap
 

measure.
 

The Government needs to set explicit goals tor the water
 

supply and sanitation sector whicn will include forward planning
 

based on rational project selection criteria. Operation and
 

maintenance standards should be raised and preventive maintenance
 

introducLd. Finally, external financial assistance and technical
 

cooperation needs to continue in oder to meet 1980 extension of
 

coverage goals as nignlighted in Charts IV-3 and IV-4.
 

104
 



famu" ~werp urba Wter 5#4"1y T01*vI-wermse am ~5ft*r DtaopsI In Sw K 

58 10 aw 1960 tg 0$ 

sill 

ftrtstag wVGRSX 4t04 P 

""Or Soto$ 

354 $1$TAOQSTS 

-ece.e ovrge_-Uba Srae n jclrt4.Jisa 1940fc~ 40 "m~p~ 

mm~p! States 

-- - 514e!¢lti!?l
CUT ?ercentage Coverge. Urban~ Sewerage andi Excreta Disposal 
ol$i
TILAOSN 9!Ql$ $O 10 20 30 40 so 4.) 70 80 90 "100 

P4QM$ stn tls a 57,ll 

IMI0A 34 1-Y21 t* / 

ULtrines 9$ all 
- coot Al, Stambrte sp 

... . ! 


*lAI~A 11OSEME$TIC 

'UCrET LATRII.Z 

all ~ StatesF-e 
SmA 26 .~a' . 77% 

Source: Community Water Suppl and Excreta Disposal in Souch-East Asia, New 
')elhi: World Health Organization, South East Asia Series, No. 4. 

,,,_________i 

105 



Chart IV-4
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V. NATIONAL HEALTH POLICY AND SECTOR PLANNING
 

The Government of Sri Lanka nas been and 
is deeply committed
 

to social welfare. An aspect of 
this orientation includes
 

continued attention 
to improving and maintaining the healtn of
 

the populace. An organized health service has been in existence
 

for over a century, with substantial investments in the
 

development of 
health services having been made throughout the
 

last 35 years. 
 During the last Plan period (1972-76) about two
 

percent of the estimated gross national product and 
seven percent
 

cif total government expenditure was allocated for health
 

services.L These investments, which are consideraoly righer than
 

public expenditures on healtn services 
in many deveioping
 

countries, underlie the comparatively impressive health
 

indicators of 
Sri Lanka relative to neighboring countries. 

The Ministry of Health is responsible for operating the 

health care services for the ent-re country as well as
 

formulating policy and planning. 
 The political head of health
 

1 Ministry of Planning and Employment, The Five Year Plant
 
1972-76, Colombo: Government of Ceylon, November, 1971, p.

113. 

107
 



services, t.e Minister of Health, under the new constitution 

introduced in 1972, wields ultimate executive power and 

estaOlishes Governmt~ent health ,*, ¢t,.;v pol, cy. (This is then 

relayed to the Ministry of Planning and Employment for inclusion 

in the Five Year Pian.) Assisting the Minister of Health is a 

Deputy Minister and a Secretary of the :Ainistry. The Secretary 

functions as a liaison Detween the Minister and the Director of 

Health Services. Tr.e health services are admini.;tered from the 

central ministry, tut much responsibility is deleyated to the 

peripheral htads. The work load is divided up functionally under 

the Director of Health Services by five Deputy Directors. One of 

these five Ceputy Directors has responsibility solely for 

planning.2
 

Rapid changes in the socio-economic structure of the people
 

of Sri Lanka h=ve necessitated constant review of the existing
 

health policies and adaptation of plans to suit the modified
 

er.virDnmenL. The traditional policy orientation toward provision
 

of curative services, to the relative neglect of the important
 

area of preventive services, nas undergone rethinking and
 

redirection over tne 1970's. Despite the attempted shift from 

curative to preventive services recently, it .nust :e noted still 

2 SD.M. Fernando, "health Services of Sri I..nka," N'HAE
 

Bulletin, Vol. IX, No. 2-1976, p. 126.
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that approximately 75 percent of the health budget is spent on
 

pioviding a relatively high technology curative medical service
 

on an individual commodity Dasis. 

The health strategy for 1979-83, as put fortn by the
 

Planning Commission in the absence of a new formal Five Year
 

?Ian, is designed to improve the health status of the population
 

through increased emphasis on preventive healtn care coupled with
 

organizational changes in the curative service. There are seven
 

major components to the newly adopted health strategy.
 

A ma3or development and expansion of health manpower is seen
 

as a prerequisite for change in the orianization and improvement
 

in health care services. Manpower shortages exist at all levels
 

of the health system due to attrition, historic shortages and
 

increased demand for services. An increase in training
 

facilities and intake, particularly ot doctors, nurses, assistant
 

medical practitioners, public health workers and community health
 

workers is necessary to meet current and future needs. Expanded
 

training facilities for doctors and assistant medical
 

practitioners will be provided during the plani period through the
 

new medical facilities at Jaffa and the Universities at Matara
 

and Batticaloa. The Institute of Hygiene at Kalutara is to be
 

strengthened to provide adequate public health training to
 

doctors, midwives, public health nurses and health inspectors and
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the intake into nursing schools has been increased to 1,200
 

3
 
students per year.
 

The health program will aim at reducing infections and
 

infestations through immunization, improvement in environmenta)
 

sanitation and water supply and the strengthening of the
 

specialized campaigns for diseases requiring intensive attention.
 

Investments, just in the sub-sector of water supply, will total
 

Rs 1,111 million over the period 1979-83. They will include;
 

the completion of 100 rural water schemes with UNICEF assistance;
 

minor water supply scheme3 costing some Rs. 98 million;
 

commencement of work on the Rs. 310 million South West Coastal
 

Water Supply Project; and major investment in the Greater
 

Colombo, GalJe and .egombo sewage systems estimated at Rs. 338
 

million. 4 In addition health education programs are undergoing
 

revision to meet the particular health needs of the people in
 

various regions with maximum participation by every member of the
 

health delivery team. Immunization levels are to be increased
 

with measures to ensure coverage of all children before their
 

first birthdays.
5
 

3 Selected international organizational sources.
 

4 Ibid.
 

5 S.D.M. Fernando, pp. 116-117.
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Another aspect of 
the prevention initiative characterizing
 

the government's health plan involves nutrition supplementation
 

and education of those considered at 
risk, mainly pregia.an. and 

lactating mothers, infants and pre-school children. Coupled with
 

this is a renewed emphasis on family spacing ani control on 
a
 

voluntary basis despite the fact 
that tamily planniig and
 

population policy are historically volatile issues 
in Sri Lanka's
 

national health policy and 
sectors planning. The effect of
 

excessive child-bearing on individual and famnily health and
 

welfare -- undermining the health of the mother and paving the
 

way for malnutrition and related increases in 
infant mortaliy -

is seen as a direct impediment to economic and social
 

development. 
The policy, therefore, is 
that family planning is a
 

necessity which should be made available to 
all segments of tne
 

population rather tnan confined to a privileged few. 
 The
 

administration of family planning-related activities now falls
 

under the Family Healtn Bureau which is part of the Colombo Group
 

of Hospitals. 
 There still exists strong ethnic and political
 

sensitivities attached to 
the whole family planning program
 

despite the endorsement of the central government.6
 

Op cit. 6 

http:pregia.an


Improvements will be -nade in the dIelivery of the curative
 

services through organizational changes aim'ed at: I) 

counteractnG r ne urL)an concentration cf personnel; 2) imptoving 

irug supply and other supporting ser,. -:es to lower level 

treatment centers; and 3i 2staolishiny a reterral system wnich
 

places empnasis on paramedical tredtmnent, discouraging the 

oypass.ng o lower level units and thus freeing hignly qualified 

personnel for more specialized work. A new hospital, financed oY 

the Japanese government, will oe built aL Peradeniya and the one 

at Galle will De replaced, costing an estimated Rs. 211 million.
 

Rs. 22 million will be spent on additions and improvements to the
 

General Hospital and the Colombo Group of Hospitals. This will
 

significantly expand teaching facilities. 
The only dental
 

hospital on tne island will be updated a.3 the ongoing program of
 

setting up dental clinics in major hospitals and schools will be
 

continued with assistance from New Zealand. 
 Health facilities
 

for the Manaweli Area will be developed during the plan period
 

using the provided budget of .he Mahaweli Development board.
 

in terms of improving supporting services, there are plans 

to purchase 512 ve:nicles to replace old ana inreliable vehicles 

and expand the transport capability ot the nealth care sector. 

In aodition, Rs. 114 million of electro-medical equipment and Rs. 

38 million of surgical and auxiliary equipment will oe needed 
to
 

improve treatment technology. The construction of lodgi'ngs and
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work buildings in rural areas is scheduled in order to increase
 

the availability of medical stdft. The croject is expected to
 

cost Rs. 145 million. A central drug storQ, central laundry
 

facilities and garages, at an additional .)ro~ect cost of Rs. 29
 

milion, will be provided to reduce losses and replacement cost 

7 
in these areas.
 

The improvewent of the drug manufacture, supply and 

distriotion system is another key component in the national 

health sector plan. The importation of drugs has oeen recently 

liberalized -- tne private sector now is permitted to import 

drugs directly and to distribute them. In the future, the State 

Pharmaceuticals Corporation (SPC) is to concentrate on importing 

alicpathic drugs for the State sector and to compece with other 

importers in ouying drugs for the private sector. The SPC is
 

ai.io considering local manufacture of drugs and other products,
 

perhaps in collaboration with foreign anufacturers. The
 

Ayurveda Drugs Corporation (ACC) will function somewhat
 

independently, importing, manufacturing locally and distributing
 

the drugs needed in the government ayurvedic hospitals and the
 

free ayurvedic dispensaries.8
 

Ibid.
 

8 Ibid. 
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A final cmpoaent of 1979-JA planning involves the txtcnsion 

if curative tr.i:unj an reseatcn fficilitLios for the Ayurveda 

h---i] n services. E1qnt new hospitals wiLl be orDvided during the 

plan period Wit- one existinq ones ipgrided and assistance 

proviied to tne locaily-run diiptnsuries. The number or .:eCcal 

*qraduate5 trjm the Ayurvt aic Medical '.oileges wil bt- i..creased 

ar.d stricter co=r.ols will oe placed on tne traditionul 3nd non

institutionally trained Ayurvedic PracLitioner to ensure
 

excellence ar.d to integrate them into the national timily -.ealth
 

serv.ce. 2esearcn will &e sponsored on eftfective !.ethods of
 

treat~ment, processes for extractiLon of essential plant
 

properties, and the systematic cultivation, narvestinq and
 

storage of medicinal nerbs. The expenditure on ongoing activity
 

in tre Ayurveda sector will com to Rs.6 million witn an
 

aditional Rs. 79 million set aside for new projects during the
 

planning period.9 With Ayurvedic Medicine as with each of the
 

other components of -he Government ot Sri Lanka's nutional n.ealth
 

policy, the e.nphasis is or low cost, indigenous preventive
 

medicii~e and services which can be delivered to tne entire
 

population in an equitable ar.d timely manner.
 

-ibid. 
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VI. HEALTH INFRASTRUCTURE
 

A. 	 Overview of Health Services
 

By contrast with most countries in tne region, Sri anka has
 

a large, and well-planned Government-Qperated health service
 

under the province of the Ministry of Healtn (MGHj. The
 

Government of Sri Lanka, witn the emphasis placed in improving
 

public healtn since independence, has been able to effect
 

penetration of a national health system to ai..: parts of the 

country, with me.4lcal facilities freely available to ail segments
 

of the population. Generally there is some health institution
 

available within a 5-mile radius of any given location in Sri
 

Lanka.1 This is significant in a country where the population is
 

78 percent rural. There is a broad range of services available
 

in Sri Lanka which includes both Western and Ayurvedic medicine
 

in each of the government and private sectors. According to the 

1969-70 Socio-Economic Survey, nearly 73 percent of the derrand 

for medical services is met by the Western System and about 22 

Department f State Telegram #265233, from American Embassy,
 
Colombo to Secretary of State, Washington, D.C., December 1975,
 
p. 1. 
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percent by the Ayurvedic or indigerous system. The survey also
 

st.owed tnat tne gvernment sector satistied 53.7 percent of the 

demand tor medical care (of tnat 48.6 ?ercent Western and 5.1 

the private setor catered to 41.3 percentpercent Ayurveda) and 


of the demand (with 24.8 percent Western and 16.5 percent 

Ayurveda.
 

B. Health Facilities and Services
 

1. 	Government
 

health
Administratively, the country is divided into 16 


divisions, each under a Superintendent of Healtn Services
 

(SHS). Tne SHS's oversee -he running of the health
 

are
institutions in their Lespective health divisions and 


the MOH's Director of Health Services.3 The
answerable to 


organization of health services is shown in Chart VI-1.
 

As of 1975 there were a total of 2,055 puDlic health
 

institutions in Sri Lanka under the supervision of the
 

SHS's. They consist of three levels of care: hospitals -

2 Selected internatLonal organizational sources.
 

3 S. Nissanga, "Incidence and Pattern of Cancer in Sri Lanka," 

in T. Hirayama, Cancer in Asia, GANN Monograph on Cancer Research, 

18, 1976, p. 259. 
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including teaching, provincial, base, dist:ict, and 

peripheral hospitals -- clinics, and health centers.4 Map 6
 

shows the 3eograpnical distrioutior. of todchiny, provincial 

and oase hospitals in Sri Lanka. While the nor-n and 

soutneast have few large hospitdls, they also are rather 

sparsely Populated. The composition of government-operated 

hospital facilities is as foliows: at the top of the tiered 

hospital structure are two teachinq hospitals, one in 

Colombo and another located in Kandy. These institutions 

are provided with a full spec.ialist staff ant a library. At 

the next level are the provincial hospitals of which there 

were ten in 19-5. Each of these nave a full specialist 

staff, out no library. Under the provincial hospitals are a
 

series of base hospitals staffed with a single physician, 

surgeon, oostetrician or pediatrician. There were reported
 

to be 12 such base hospitals as of 1975. On a slightly more
 

local level come the district hospitals, of wnhch there were 

96 staffed oy a ncn-speci.alist medical officer and a house 

officer. At the lowesL level ot the hierarcny are the
 

peripheral hospitals, 94 in number, which are staffed either
 

Department of State Telegram 4265233 from American Embassy,
 
Colombo to Secretary of State, Washington, D.C., Dec. 1975, p. 1.
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Map 7
 

Geographical Distribution of Teaching, provincial
 
and Base iospitals, Sri Lanka
 

-,q
,, D~.-..- .310-104'fl 
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Source: Brian Senerviratne, "Post. Graduate and Continuing

.edical Education in a Developing Country," British
 
Medical Journal, Vol. 3, 1975, p. 214.
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by a single doctor working alone or assisted by an
 

apothecary, 5 or oy an apothecary alone. 6
 

Family nealth secvlces are provided thtough the clinics
 

and rural health cent.rs which tojether comprise 1,174
 

facilities. The Ta]ortij of them are polyclinics which 

integrate neiltn, nutrition and family planning services.
 

Combining c,rative, preventive, and educational services to
 

the patients and the community at large, they are linKed by
 

an ambulance service. 
 Their primary concern is witrw
 

maternai and child healtn. 
 The centers offer routine
 

prenatal and postnatal, as well 
as infant and preschool
 

care. This 
includes treatment of illness, distribution of
 

free milk, and health education as staffing permits.
 

The health center usually consists of a dispensary, a
 

medical aid station, a small hospital, and a maternity home.
 

The healtn units of the 
centers are responsible for
 

environmental sanitation and 
mass disease campaigns. 7 "'he 

5 An apothecary is a medical worker who, 
in terms of training,
 

is a mixture of nurse and intern.
 

6 Brain Senerviratne, "Post Graduate and Continuing Medical
 
Education in a Developing Country," Lritisn Medical Journal,
 
Vol. 3, 1975, p. 214.
 

7 Richard F. Nyrop, Area Handbook for Ceylon, Washington,
 
D.C.: The American University, 1971,-p. 134.
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sanitation inspectors attached to the health units are
 

responsinie tor the construction and maintenance of clean
 

dells and latrines in schocls, publLc buildings, and private
 

homes.8
 

As with any area, be it developing or industrialized,
 

in Sri Lanka there is somewhat of a concentration of goods
 

and services in the urban centers. Table VI-! contains the
 

geographic dittribution of medical institutions ny
 

administrative division of the country. The bed strength, a 

rough indizator of the availability of medical services, 

ranges between ZO and 35 per 10,000 population fOL all 

regions of the country, with the ,:xception of Colombo where
 

the principal metropolitan teaching hospitals are located.
9
 

Forty-two million patients are treated annually at
 

state hospitals and maternal and child health, tiberculosis,
 

leprosy, cancer and mental health outpatient clinics.1 0 An
 

average of 5.7 visits are made per person annually to
 

8 Ibid., p. 134.
 

9 The Marga Institute, Particioatory Development and 
Dependence, The Case of Sri Lanka, Colombo: The Marga 
Institute, Oc-. -9 ,, -p.-. 

10 B.H.S. Jayewardene, "Doctors for Export," Far Eastern 
Economiz Review, Hong Kong: Vol. 89, :o. 47, November 25,
r-977, p. 52. 
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government and private, Western, and Ayurvedic medical
 

facilities. The typical Sri Lankan regards the hospital as
 

the proper place to go for care in the event of serious
 

illness. In fact, many who couid be cared tor at nome enter
 

the nospitals, thus, causing serious overcrowdinq of these 

instituticns. The clinics also tend to be very crowded with 

reception areas often full .)f people waiting hours to see 

the doctor.11
 

The htalth services of ;ri LanKa are Pla;ued by
 

overcrowding of large hospitals, unJer-utiLizati.n of the
 

small medical institutions, and generally poor out-patient
 

services. Specialist facilities are concentrated in the
 

provincial and base hospitals which are not accessible to
 

the vast majority of tne rural population. This creates a
 

situation of overcrowding by 50 percent in some 60 medical
 

care institutions and under-utilization by 50 percent of
 

another 100 hospitals. (See Table VI-2) Overcrowding of
 

out-patient services (peripheral hosiitals report as many as
 

1,500 to 3,000 patients per day), and resultant admission of
 

-many patients to in-patient departments to be treated,
 

coupled with an inadequate level of operating, X-ray and
 

[I Richard F. Nyrop, p. 133. 
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pathology facilities, often has resulted in excessive
 

12
 average lengths of stay.
 

With the current imoalance in overseas trading and the
 

consequent shortage of foreign currency in Sri Lanka,
 

availability of equipment and drugs is seriously limited and
 

is thought to have caused a decline in health services in
 

the couritry. 13 In the past the Government of Sri Lanka is
 

purported to have obtained cheap, non-standardized drugs
 

from the People's Republic of China with a barter agreement
 

14

for rice.
 

2. Private Sector
 

The private sector operates many hospitals and nursing
 

homes, though the majority of health institutions in both
 

urban and rural areas, are Government-run.
 

12 Ministry of Planning and Employment, The Five Year Plan,
 
1972-76, Coiombo: The Government of Ceylon, 1971, pp. 113-114.
 

13 "Russian Delecation to Sri Lanka," Journal of tne American
 
Medial Association, Vol. 230, No. 8, Nov. 25, 1975, pp. 1205
1206.
 

14 Selected U.S. Government Soures.
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The Government has oegun officially recognizing
 

ayurvedic, or traditional practitioners, fr use 
in the
 

private and purdic sectors. 1 5 
 The Department of Ayurveda,
 

functioning under tne Ministry of Healtn, oversees 10,000
 

independent Ayurvedic practitioners, &44 Ayurveda 

dispensarles, six Ayurveda hospitals, and an Ayurveda
 

Researn Institute. Ayurvedic medicine 
is especially
 

important in the rural 16  
sector. This indiqenous system of 

herDal nedioine is stili favored by many, and is seen by tne 

Government as a r7otential solution to the shortage of
 

medical practition..z. Some feel, tnough, that the Health
 

Mi-nistry his done nothing suostintial to popularize
 

ayurvedic treatment 
in Sri Lanka. Acupuncture, however, is
 

growing rapidly even without overt government backing.
 

Acupuncture clinics 
nave emerged as appendages to many
 

hospitals, the staft of which 
nave completed special
 

training in China.17
 

Op cit ., p. 1206.
 

16 S.D.M. Fernando, pp. 131-132.
 

17 B.H.S. Jayewardene, p. 52.
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C. Manpower
 

1. Physicians
 

The overall manpower situation in Sri Lanka 1971
as of 


is detailed in Taole VI-3. 
 The current .)ctor/population
 
ratio 
is 25.7 doctors per 100,000 population, excluding
 

ayurvedic practitioners.18
 

Nearly two-thirds of the doctors in Sri Lanka work in
 
the municipal sector, as 
every newly qualified intern is
 

compelled to join the Government Health Service and serve
 

the State for five years. There were approximately 1,000
 

physicians in private practice in 1975.19 
 As a concession
 

to doctors' demands, and in order 
to ease the shortage in
 

tne private sector, the Government has re-introduced private
 

practice for Government doctors. 
 They are now allowed to
 

practice medicine in private nursing homes and dispensaries,
 

though not in tneir residences, and no longer have to pay a
 
share of their earnings from consultations 
to the State as
 

they did under tne Channelled Consultation Practice
 

8 Annual Budget Submission, FY 1980, Sri Lanka, Annex C,

"Comment on Low-Cost Health Delivery Systems in Sri 
Lanka,"
USAXD, Department of State, May 1978, p. 1.
 

19 "Russian Delegation to Sri Lanka," 
pp. 1205-1206.
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Scheme. 20  These conce ; 
 -ns on the part of the Government
 

are 
an attempt to pacify the currentiy-practicing Government 

d-ctors, and to attract o~ck to the country so me of the 857 

Joctors aho resigrned from t:nt Spate nealtn services during 

Mrs. Bar.daran,- ke's ru'le ()7u- 7 ,.21 Str'.anka's i c
 

-nedizal -ducation facilities grauuatt approx matey ,.). 

doctors every year. howev r, jue tz oetter ;ots aoroad an 

average of 1 6 L OUt Of t:nese 25U ieave tne country eac. year. 

The healtn-Ministry admitted in Octooer of 1977 tnat it was
 

short of 133 specialists "ad ±41 medical officers for t.ie 

country.- Apart from the prooletr of emi(jration of trained 

i.edical personnel, there are not enough pujple electi-g to 

apply to medical school. AitLough the tilition is free 

throughout the university levels, students prefer gvernment 

positions foc wnich they can train two to four years instead
 

of the five required for i medical degree. 23 Expev'ts have
 

proposed shortening the medical course with emphasis to oe
 

placed on preventive medicine more relevant to the needs of
 

20 B.H.S. Jayewardene, p. 52.
 

'I Ibid.
 

22 Ibid. 

23 Richard Nyrop, p. 134.
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the country. sucn 
a move would be consistent with the 

Ministry of 4ealth's empnasis on preventive medicine, and 

,p-rhaps slow down the "orain jr-in" of Sri Lank,'-3 meoizal 

ersonnel wnile making the medical school experieice shorter
 

and more appe.-alirng ftdr incoiiny studentz.24 

2. 	Nurses
 

In contrast to doctors and dentists w.ficn in short
are 

supply, nursing is a branch of med'cine that is extremely 

attractive in Sri Lanka. In 1976 there were 100 nurses 

being trained annually in schools of nursing ator 


hospitals. 
 There were at that time five applicants for each
 

slot, with half of 
tne nursing students graduating out of
 

every class.25
 

3. Assistant Medical Practitioners and other
 

Auxiliaries/Paraprofessionals
 

Health Minister Granini Jayasuriya has initiated a new
 

scheme to comoat understaffing in health services. 
 He has 

proposed a shortened 2 1/2 - year training course to prepare 

assistant med:cal practitioners to work in rural and
 

24 On. cit.
 

. cit.., p. 134.
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difficult areas. 2 6 
 Qualitied pharmacists who have had
 

elementary training 
in medicine and surgery 
are alsi serving
 

as substitute joctors in rural 
ar-eas 
3nd as directors of
 
rjr a I his p Itj Is a rd d ii| .i: r 	 , . V:, t'j' ,I ."1 t 'j i.4): 01 a I$ 

Medical Practitioners and Voluntary Community Healtn 

Wor.ers, 
tr.ere is a growing core of Pb.ic Health Midwives 

that are i;;tegral to the nealth delivery system. They 

account for 3-4 million annual home v.sit3i providing 

pre'natal 
care, childbirth assistance, immunlzatioi.s, and
 

family planning information and couiseling. 2 7
 

D. 	Community Partic-pation
 

In addition to 
the cadres of auxiliary health personnel and
 

the ayurvedic practitioners, there 
are local groups that act in
 

an innovative fasnion 
to promote general public health. 
 The
 

Sarvodaya Shramadana Movement and 
the Lanka Mahila Samiti are two
 

such groups that work toward community participation in
 

identifying needs 
at th: village level and orga.-.izng projects to
 
meet 	these needs. 
 The emrhasis is on utilization of village
 

iaoor and resources 
for projects such as 
the construction of
 

B.H.S. Jayewardene, p. 52. 

Richard Nyrop, p. 134.
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community kitchens, health clinics, and improved water
 

supplies.2
 

E. Healtn Sector Financing/Expenditures 

In order to support its extensiv., infrastructure of free 

outpatient and nospitalization services, the Sri Lankan 

Government spends six percent ot trt, national oudget on nealth. 

This amounts to a relatively hiqr dnnual per capita expenditure
 

on health.'4 According to Tdb1t VI-4 tne per capita annual 

expenditure on healtn servi~es 
for 1974 was RS 24.97 (oased on a 

mid-year population of 13.44 million). 

During the previous Government's rule, a token fee of Rs. 

.25 or US $.02, was charged for outpatient visits, including
 

medicine, in an attempt to meet the country's enormous health
 

till. However, the new Prime Minister, Julius Ricnard
 

Jayawardene, abclished even this minimal charge 
as inconsistent 

with the policy of a welfare state. 30 

Currently, 80 percent of the health budget is spent on 

Patient Care Services and 20 percent on Community Health 

23 Annual Buaget Submission, USAID, Annex C, p. 357.
 

29 Ibid., p. 353.
 

30 B.H.S. Jayawardene, p. 52.
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Tabl.i VI- 4
 

llo lip
i t lb , F 1.., , ['t , l.l 1, Pat ient-:;, 'rt.. tLI Jd
E.Xpund itLire on II(.a Ith 1;er i,, 

19701 
 19711
No. of 1972 1h73 
 1971
-ospi 3i5 338 345No. of bed. 3 37, 75J 3b ,521 
 38, 172 38, 44 3 3H, 562
No. of doctors 

1,9J2 
 2,120 
 2,038 
 2 1'4 

No. of asbistdn niedijr lpract itione rs 
 1,225 
 ,205 
 1. 161
No. nu *S2 tet 4 1.178 1,125

5,542 5,005 
 4,935 b 346 5, 28No. of in-paticnLs treated 
 2,053,346 
 2,006,763 
 2,052,295 
 2,038,195
No. of central dispcerj.;aries 332 

1,926,400
 
336 
 349No. of ,ut-platient visits1 

343 356
 
29,689,905 29,472,e;67 2
22,029,459 
 20,333,187
 

Exp[,ndituru on 
health services
 
Ms i11 on) 
 230.0 
 240.9 
 311.56 
 8 .335.7
 

21or thli yea2 ExcluI(fe en.e i 30th September.tnatcr-iiit.y hornes4 Includes only thos;u 
in thu Department of Health Services
5 Thes. 
tigures do zioL indicate the number of patients6 Expe.iditure over 15 months 
(October 19 7 1-December 1972).
From 1971 onwards figures relate 
to the calendar year as ended 31 Decemi.
7 15.60 Rupees =1
Source: .. Dollar
Department of Census and Statistics, Statistical 
P(,cket jbok of
of "iri La;nika t-t epublic
((ce o , 1975. , Co 19-75, p.-2-. ... 
 . . .
 



Services. The maority of 
-he health cdpital, 71.5 percent, goes 

to western medical services, as zcmared wt.n .4- percent for the
 

Ayurveda component oi 
the sectr. 5ecdluse f its relatively low
 

cost to the Gover:iment ind niqh acc ptdnce ry the populcZe, it Is 

understanddbie that th? 3overnment is p)romctirn expansion of 

Ayurved.c health servlces. 3 1
 

In additin to medical 
care services, te Government 

finances five disease-spec.fic campaigns, a supplementary feeding 

program and a Maternal Child Heaitn Program all under the 

Supervision of tne Ministry of Health.
 

31O. cit., P. 354.
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VII. INTERNATIONAL ASSISTANCE
 

A. 	 Introduction
 

Sri Lanka nas had 
a long and varied history of foreign aid
 
involvement. 
Since reaching independence in 
1948, Sri LanKa has
 
received apprcximately $1 billion 
in external economic
 

assistance, tne majority 
in the form of long-term loans and 
food
 
sales on concessional 
terms.1 The necessity for foreL'tr aid rose
 
sharply when, 
in 1973-75, 
the world prices for petroleum, food
 
commodities, and fertilizer increased. 
 Sri Lankan products could
 
no longer keep pace with the 
rising cost of 
imported goods.
 
Coupled with three severe droughts that cut domestic food
 

production and increased the country's dependence on 
food
 
imports, the situation strained Sri 
Lanka's economy and has
 
called for greater foreign economic and tecnnical assistance. 2 

I Department of State, Background Notes, Sri Lanka, Washington,
D.C.: 
 U.S. 	Government Printing ofT ice, Dcember 1976, p. 7. 

2 Bureau of Asia, USAID. Development Assistance Program
Assessment for Sri Lanka, Washington, D.C.: 
 Department of

State, July -- 7- ,p. 5 
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B. 	Technic.l Cooperation/Assistance
 

Foreign aid in-ut 
to Sri Lanka has consisted of development
 

assistance fro-m multilateral organizations, bilateral groups, and
 

private voluntary crganizations. The approximate am-urnt 
ot
 

foreign technical cooperation to Sr' Lanka for 1977 was U.S. $22
 

mill~on. Table VII-l provides a 
summary of externally-financed
 

technical cooperation in 
5ri Lanka in 1977, oy donor agency and
 

sector of involvement. As can be 
-een from the table, the
 

agricultural and irrigation sector was given primary importance
 

by the Government and donors. It received $9 million or 41
 

percent of the total technical cooperation input. Other sectors
 

of involvement in descc.nding order of magnitude of assistance
 

were education (14 percent), population (12 percent), and health
 

3
 
(II percent) .
 

3 Development Assistance Report, Sri 
Lanka, Colombo, UNDP,
 
June 	1978, p. 1
 



*rahIe VII-I
External fsaiic.J Tet'Iwlt.l Co-operilJf- li Sri lska 1917
 

Sectur UNDI 
 1N Syste Other 2) T,tdl 
Other than U'n? 1) 

o j o oo 2 L 000 2 j ooo 
Agr., forestry o
 
.ld fIalaerleb 2.857 54 
 lJl' 3 6.401 51 9,096 41
 
tucation 
 553 11 
 312* 7 2,100 18 
 3,025 14
 

Gen. econ. and 
soc. pol. & plan 832 16 
 20' 
 473 4 
 1.325 
 6
I1.t Lh 83 2 
 921 
 44 
 117 1 
 2.460 
 11
 

WHJO
 

1.338*
 
Industry 
 49 


273 2 
 322 1
 
lit. Trailie 33 


330 3 
 363 2
 

Lsbor mit. aiid 
esmp. 
 454 9 
 816 7 
 1,270 6
 
N-At. Resources 
 150 
 3 
 66 
 216 1
 
Populationt- UNEP
-Ion-_- 2,164 43 
 72 6 
 2.587 
 12
 

,_ _ _ UNFPA
 
Science & Techn. 
 53 
 1 
 88
 

Soucal sec. andother soc. serv. 53 
 1 
 82 1 
 135 91
 

TZdaisport and
Comm. 346 7_ 

TOTAL 7,1 6 .. _.1.107 5
-,2 5.0100 
 100 11925 100 
 22,294 100
 
*UNICEF, Estimated Figure
Source$ DIVEclop2ent A48lstan e Report. SriLnka. Coalw4Ibu UND. 1977. p.4. 



Total captal investments from the doaor communi-y of 
more 
tnan US 53K mill:on were commtted to Sri lanka for 1977 and 

SuLsequent y.ars. 

Among tne multiiaterals, the Worli Bank disbursement figure 

for 1977 was US S13.8 million. The ma~or projects involvea 

Agricultural Credit, Mahaweli Ganji, Irriqation and Dairy
 

Development. The Asian Developmrent Bank disbursed, during the
 

same time period, WS $7.7 milliQn for a total project commitment
 

at US $77 million. 
Major projects included area fertilizer
 

development and minerai sands. 4 
 The UNDP financed U.S. $83,000
 

in technical assistance during 1977.
 

Table VII-2 snows the 
foreign aid component in health
 

pro]ects as 
 related to total expenditure by type of project
 

involvement. 
 It will oe seen 
that foreign aid is concentrated on
 

Community Healtn Services projects whereas locally financed
 

capital pro]ec-s have been concentrated 
on Patient Care Ser,ces. 

During 1977, US $2.46 million went to health and US S2.837
 

million to population-related assistance. 
WHO contributed US 

$922,000 and ",I:EF supported an estimated US $1.338 million in 

technical cooperation to Sri Lanka. Tecnnical assistance in
 

4 Ibid., p. 3. 
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Table VII-2 

Foreign Aid and Total Expenditure, Foreign Assisted Projects
 

?rogram 


Recurrent:
 
1. General 


l ,rinistration
 

2. 	 Oatient Care 

St vices 


3. 	Community Health 


Services 


Capital 
1. Gener3l 


Administration 


2. Patient Care 

Services
 

3. Community Health 

Services 


for Health, 1979 

Project Activity 


General Administr3tion 


3 Training & Scholarships 


Provincial and Base 

Hospitals
 

2 Family Health 


3 Health Education 


6 Malaria Control 


Total, Recurrent (above) 


101 Construction of Perma-

nent Improvements
 

102 Purchase of Vehicles 


102 Purchase of Vehicles 


Rs. '000"
 

S1973 Total

Foreign Expendi-


Aid 
 ture
 

'1 5,061
 

70 13,396
 

89 97,783
 

1,862 33,361
 

368 1,553
 

33,000 82,045
 

35,430 233,209
 

452 452
 

100 723
 

900 28,906
 

101 Construction of Permanent 3,000 3,000 
Improvements 

102 Purchase of Vehicles 178 1,746 

Total, Capital (above) 4,630 34,332 

*Rs 15.65 = U.S. S1.00 according to official exchange rate of October 1973. 

Source: Comilation of selected international organizational sources. 
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neal:n oftered oy other multilateral ana oilateral organ.zations 

%quailej US 5ii7,i 600 for 17, tnis figare representing only one 

percent of tne total budgetary outlay zor country assistance of 

the.se rultllteri and cilaterai ,rganizatLons. 

Te t~rnJal assilstanc-, loan,. and grants to Sr. :.anka 

nealtn sect~r ictivities is or .977 are detailed in Table VII-3. 

While tnis gives a fairly ceamprenensive picture of the types of 

pro~ects 6upported ny multilateral, oilateral ind private 

voluntary orianizations, there is considerable incomparabilit in 

tre uudgetary .ij-ures cited. A significant omission from the 

list of foreign assistance programs is that of the United States 

Ngency for International Development. For tnis reason, Table 

Vi-4, is included, which illustrates the planned USAID assistance 

program to Sri Ldnka for FY 77-8. 

It proposes activities in rural development, water resource
 

identification and management, expanded research, and self-help
 

projects in irder to ennance tne country's economic situation and
 

achieve agricultur3l self-sufficiency.6
 

U.S. aid to Sri Lanka has been terminated twice since
 

independence: once for bartering its rubber to Mainland China in
 

5 See -aole .IA-l. 

6 Development Assist-ice Program Assessment for Sri Lanka, 
Bureau for Asia, AID, July 1976, p. 34. 
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LTble V|!-3
 

Foreign Assistance ProJects in the Health Sector, ]C)77
 

A. Assistance 

Assistdnce Duration of Nature of AssiL!,;'e and 

Project/Activity 
(Title) 

Source of 
Assistance 

Coiruitted 
for 1977 

(US$ Equivalent) 

Total Project 
Beqin-end

dates 

Location 1977 

Family Health Services 
MCH Care and Nutrition 

UNICEF 76/78 $ 563,000 1976-1972 Supplies & [quip:;,et, Trdining, 
Resedrch, TrdflSport for 16 AHS 

Strengthening of the 
Estate MCH Polyclinic 

Sys tem 

UNICEF 76/77 $ 77,000 1976-1978 

Division - 14CH polydilinics 

Supplies, equipment, drugs, vita
mins for 10 family Health mobile 
clinics 

Expanded Programme of 
Iiiuni zation 

UNICEF 76/78 $ 181,000 1976-1978 Vaccines, supplies, equipnent, 
a(.shfor training & EPI manual, 

Production of Freeze 

Dried vaccines 
UNICEF 76/78 $ 22,000 197E-1977 

transport 

Supplies arid equipment 

Nutrition and the 
University of Sri Lanka 

Rural Women's Develop-
ment Project 

Development of Nutrition 
Education Centers in the 
Colomnbo Municipality 

UNICEF 

UNICEF 

UNICEF 

76/78 

76/77 

/6/77 

$ 25,00 

$ 75,500 

$ 30,000 

1976-1977 

1976-1977 

1976-1977 

Transport dnd Supplies, equipment 
and Cash fur surveys 

Supplies and equip, ent anid cash 
for training 147 centers 

Supplies, equipment. transport
and training st.pends, 5 Nutri
tion Educatior, Centers within 

Urban Nutrition Survey UNICEF 76/77 $ 80,000 1976-1977 

Colombo Municipatl Council 

Cash, supplies for nutrition 

research, Colombo Urban 



2 

Project/Activity 

(Title) 


Rural Community Water 

Supplies Phase 1 


Rural Community Water 
Supplies Phase 11 


Groundwater Supplies for 
Rural Commuiities 

Ayurvedlc Medicine 


Expert in Vaccine Pro-

duction 


Source of 

Assistance 


UNICEF 


UNICEF 


UNICEF 


India 


UK 


Table VII-3 

Assistance 

Committed 

for 1977 


(US$ Lquivalent) 


72/.6 $1,000,000 


77/80 $2,969,300 


77/79 $ 583,600 

(Cont'd) 

Duration of 

Total Project 

Begin-end

dates
 

1972-1978 


1977-1980 


1977-1979 


1977 


1977 


Nature of Assistance and
 
Locdtion 1977
 

Supplies, equipment, transport for
 
55 scheines for rurdl Conmunities 
throughout Sri Ldnkd
 

Supplies, equipment, transport,
 
training for 58 schemes serving 
rural conmunities with popula
tion of 3,000 each, throughout
 
the Country 

Supplies, equipiment, transport,
 
trainitig for two pilot demon
stration projects-one in
 
Hambantota area, the other in 
the Anuradhapura/Mannar area. 
A total of 200 villages will be 
selected
 

To assist the Government in 
promoting ayurvedic medicine as 
a complement to we..tern redical 
care. Two advisers and training 
awards. 

Two weeks assignment completed
 
late September
 



Project/Activity 

(Title) 


Medical Center Project 


Fellowships In Medicine 


SRL/73/PO2Workers Popu-

lation Education and Fami-

ly Planning (Plantation 

Sector) 


SRL/73/P04 Communication 

Strategy 


Source of 

Assistance 


Seventh Day 

Adventist 


World Service 

USA 


World Rehabl-

litation Fund 


USA 


UNFPA 


UNFPA 


Table VII-3 (Cont'd) 


Assistance Duration of 

(US$ Equivalent) 

Committed 
for 1977 

Total Project 
Begin-end
dates 

1977 $ 97,296 

1977 $ 20,000 

Total $ 260,649 1973-1977 
1977 $ 61,320 

Total $ 477,672 1972-1977 
1977 $ 133,359 

3 

Nature ot Assistane and
 
Location 1977
 

To support the Lakeside Medical
 
Center in Kandy and to provide
assistance to individuals dis
placed by the Tamil/Sinhalese
 
corifl ict 

Three trainees tor five months
 
basic, prosthet.iL/orthotic course
 
i. India. Assistance to work
shops in Sri Lanka
 

To create 'n awdr-nes' of popu
latlo,, problems amnig workers, 
managemenit and pruprietory groups
 
in the Plantation Sector.
 
1. Experts m/m 8.3 
2. Incentive Payments $ 11,076 
3. Trainiy $.18,065 
4. Lquil,.::. nt $ 3,763 
5. Miscelioneous $ 1,565
 

The employment or inass media 
for effective family planning 
cuiwunication, and the trainitg 
of department officiaIl in commu
nication techniques and the 
production uf tedching materials 
1. Incentiv,- pay'nsfnts $ 10,552 
2. Sub-centracts $ 24,000
 
3. Training $ 6,042
 
4. Equipment $ 92,725 
5. Miscellaneous $ 50 



Table VII-3 (Cont'd) 4 

Asslstdnce (Duration of Nature of Assistance dnd 

Project/Activity 
(Title) 

Source of 
Assistance 

Committed 
for 1977 

(US$ Equivalent) 

Total Project 
Begin-end
dates 

Location 1977 

SRL/72/P06 Demographic 
Training and Research 
Unit 

UNFPA Total 
1977 

$ 331,573 
$ 126,161 

1973-1977 To provide: (a) dmuugraphic 
training to under and post
graduate students dnd jovern

ment officials (b) research 
facilities and (c) to give 
advice to tte government. 
1. Experts /,/m 16.1 
2. Admiln.Support $ 810 
3. Training $ 27,819 
4. Equipment $ 4,324 
5. Miscellaneous $ 32,908 

-

SRL/72/PO2 Training of 
Women Workers in Rural 
Development and Popula-
tion 

UNFPA Total 
1977 

$ 19,833 
$ 7,399 

1976-1977 To give women in rural areas better 
uniderstanding of health nutrition, 
family planning and to train them 
in setting up viable economic 
activities liie poultry farm, 
orLhid cultivation .tc. 
1. Experts 1il/ll 1 
2. Incentive Pay- $ 1,158 

merits 
3. Training $ 2,106 
4. Equipmnent $ 700 
5. Sundry $ 1,O00 



Table VII-3 (Cont'd) $ 

Assistance Duration of Nature of Assistance and 

Project/Activity 
(title) 

Source of 
Assistance 

Connitted 
for 1977 

(US$ Equivalent) 

Total Project 
Begin-end
dates 

Location 1977 

SRL/73/PO3 Teaching of 
Human Reproduction, 
Family Planning and Popu-
lation Dynamics in Medical 
Schools 

UNFPA Total 
1977 

S 
S 

506,552 
284,044 

1972-1977 

SRL/73/PO5 Family Health 
,Education (WHO) 
.&. 

UNFPA Total 
1977 

S 
S 

197,408 
100,984 

1972-1977 

To train students of Medical
 
Faculties in Colombo and
 
Peradeniya in the field uf health
 
education, coniunity mtedicine
 
and pOpuldtion dynamics
 
1. Experts n//m 18.0 
2. Admin. Support $ 9,131 
3. Incentive $ 44,785
 

Pdyments
 
4. Training $ 64,327
 
5. Equip40 ent $ 120,401 

The aim ot the proj(ct is to
 
inform the people about the
 
significance of family health
and fdnmily planning. Recently,
 
the project has started to con
centrate on volunteers to bridge
the serviLt gap between health 
extension workcr ind tht people 
1. Exper..s m/rn 27.0
 
2. Incentivc Pay- $ 1,550
 

ments
 
3. Training $ h, 70L 
4. Equipment $ 18,8/1
5. Miscellaneous $ 1,392
 



7 Table VII-3 (Cont'd) 

Project/Activity 
(title) 

72/P02 Strengthening 
of Nursing/Midwifery 
Vocation (WHO) 

Source of 
Assistance 

UNFPA 

Assistance 
Cnmmitted 
for 1977 

(US$ Equivalent) 

Total $ 369,035 

Duration of 
Total Project 
Begin-end
dates 

1973-19/7 

L/72/P02 Strengthening 
of Nursing/Midwifery 

Vocation (UNICEF) 

-JSPI/73/P06 Population 

Education in Schools 

UNFPA 

UNFPA 

Total 
1977 

Total 

$ 264,700 
$ 67,792 

$ 475.019 

1972-1977 

1973-1977 

Nature of Assistance md
 
Lo(:atlrn 1977
 

The project envisagcs to support 
the trainirnj of nuri.es ar#,, mil
wives in such a way that they 
will become familiar with popi
lation problems in jeneral aind
 
with family planning services
 
in particular. 
1. Admiri. Support 
2. Training 
3. Miscellareous 

$ 6,200 
$ 58,100 
1 3,446 

1. Equipnent $ 32,201 
2. Miscellaneous $ 35,771 

The project envisages the
 

inte:gration of population
 

education in the curriculum of
 
grades, 6,7,8, and 9 in
 
make the pupils familiar with
 
population problems dnd to
 
train the teachers acccordingly.
 
1. Experts 111/m 8.0
 
2. Training $ 115,818
 
3. Equipment $ 70,584
4. Miscellaneous $ 6,650
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Project/Activity 
(title) 

Source of 
Assistance 

Assistance 
Committed 
for 1977 

(US$ Equivalent) 

Duration of 
Total Project 
Begin-end

dates 

Nature of Assitance dnd 
Location 1977 

SRL/73/Po5 Family 
Health Education 

(UNIC F) 

UNFPA Total $ 250,046 1972-1977 1. Admin. Suppnrt 
2. In:etitive Pay-

menits 

$ 5,483 
S 2,025 

72/P04 Family 
Ileal th/WHO 

UNFPA Total 
1977 

$ 643,013 
$ 158,796 

1972-1977 

3. Sub-contrdct $ 1,753 
4. Training $ 11,050 
5. Equipment t 99,120 
6. Miscellaneous s 9,699 

To project intends to provide 
family planning services to 
people to provide orientation 
courses to medical personnel 

Ab 

on family planning and to provide
medical equipment to the health 
institutions.1. EAperts 

m/in 14.0 
2. Admin. Support $ 4,;?z7 
3. Incentive $ 1,000 

Payments 
4. Training
5. Equipment 

$ 110,522
$ 1,107 

72/P04 Family Health UNFPA Total 
1977 

$ 2,063,639 
811,396 

1973-1977 

6. Miscellaneous 

1. Admin. Support 
2. Incentive Pay-

$ 1,081 

$ 2,850 
$ 67,801 

ments 
3. Training 
4. Equipment 
5. Miscellaneous 

$ 195,671 
$ 455,064 
$ 90,010 
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Project/Activity 
(title) 

Source of 
Assistance 

Asistance 
Con nitt id 
for 1977 

(US$ Equivalent) 

Duration of 
Total Project
Begin-end-
dates 

Nature of Assistance arid 
Location 1977 

Family Health Project
in Batticaloa District 
YMCA 

Sweden 

World 
Neighbors 

(USA) 

Total $ 2,8?0,000 
77-78 $ 645,000 
Fiscal yedr 

Total $ 1,250 

1975-1978 

1977 

Financing Family Halth Bureau
construction of building for 
the Family Health Center. Con
sultants and Contraceptives 

Motivated and Educational 
Progranmme for Family Planning 

Family Planning Total 
Intern 1977 

Assistant 
(USA) 

$ 8,5--
$ 2,529 

1977-1978 Motivational and educational 
program for Family Planning, 
Nutrition aiid Health Care 

,-a 
CD 

Pupulation and Family 
Services Project 

Campaign for 
Breastfeeding 

Association 
For Volun-
tary Sterili-
zation (USA) 

Planned 
Parenthood 

Total 

1977 

$ 34,700 

$ 97,226 

To establish headquarters for a 
National Association for Volun
tary Sterilization. To train 
physicians in the minilaproscopy 
technique. 

To initiate a female steriliza
tion program in the Maternity 
Home, Colombo. 

To support and advertising 
campaign to make public aware ot 
the benefits of breastfeeding and 
child spacing. 
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Project/Activity 

(title) 


Sri Lanka Institute of 

Occupational Safety 

and Health and environ-

mental Pollution 


Center for physically 

handicapped 


Homes for Orphans 


.Sri Lanka Fortified 
Food Programme (SLEP-
Thriposha) 


Applied Nutrition 

Service 


Source of 

Assistance 


IO 
Danida 

Denmark 


Catholic 

Relief 

Services 

USA 


Christian 

Children's 

Fund USA 

CARE 
USA 

CARE 

USA 


Table VII-3 (Cont'd) 


AssistanLe Duration of 
Conunitted 
for 1977 

Total Project 
Begin-end-

(US$ Equivalent) dates 

Total $ 395,380 1976-1978 
1977 $ 205,590 

1977 $ 4.418 1977-1979 

1977 $ 66,000 1977-1978 


$4.236,000 1977 

$ 165,000 1977 


Ndture of Asistance and
 
Location 1971
 

To establish an, Institute to
 
undertake the systematic iden
tificatiori an~d control of
 
health and safety hazards in 
work places
 

To support a center for the 
physically handicapped in
 
Ceysawl and to assist poor
 
families in Chilaw 

Provides three homes for orphans 
and neglected Lhildren in 
Colombo, Kandy and Nuwara -
Eliya. Also helps to fund two
schools and rehabilitation 
centers for blind and deaf 
childrer, in Colombo 

MCI Nutrition supplement for 
400,000 Infants pre-school 
and school children and Dregnant 

mothers 

Nutrition, Education Materials
 
and Equipinent
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B. Loans 

Nature an(! Commitment '77 Nature of Assistance 
Project Source of and Subsequent years Sector Location 

Finance US 

Water Supply IBRO Total $ 9.2 m Social The existing piped Wdter system 
Security 
other 

used by 1.? million people in 
Colombo and five towns south of 

social 
Services 

the capital will be linprovel; 
new water supply systems will 
be provided to 410,000 people
in towns north of the capital 
and in two towns on the south
west coast 

Malathion Netherlands S 0.94m Health Malaria Control Program (WHO) 

Equipment and 
,,.Materials for the 
o"Health Sector 

Netherlands $ 2.4 m Health Department of Health for 
Primary and Secondary health 
care sectors 
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C. Grants
 

Project Source of
Finance Commitment '77
and Subsequent Sector 
 Locdtion
 

years US
 

Construction of Teaching Japan 
 $4.2 m 
 Health To establish a Medical Teaching
Hospital 
 (total pledge) $7.5) 
 Hospital at Peradeniya and
 

supply of equipment under the 
medical cooperation assistdnc.e 

Malathion Netherlands 
 $4 m Health Malaria Control Program (WHO)
 

Foot & Mout Disease UK $608,700 Animal Equipment for new laboratory
Vaccine Production 
 Husbandry at Polgolla
 
Laboratory
 

Malaria Control 
 UK 
 $1.28 m Health Supply of 50 reconditionedProject 
 (total pledge) 4.3 m) 
 and 70 new Landrovers to trans

port personnel insecticide and 
equipment to the spraying 
areds - anti Malaria Campaign 

Source: Compilation of various ir,ternational organizations sources.
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For reference 
Source: Develoemen LAssistance Program Assessment for Sri Lanka, Bureau 

for Asia, Agency for international Development, July 1976,p.35. 
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return for rice, and 
the second time for expropriation of
 

American procErty. 7 
 Since 1974 U.S. AID funds supporting
 
programs 
in Sri 
Lanka have averaged approximately US $32 million
 
a year, $22 million of which is 
in dollar-repayanle P.L. 430 
Food
 
for Peace loans. 8 
 (P.L. 480 monies do not constitute part cf the
 
foreign technical cooperation figure cited).
 

Ibid., p. 6. 

8 Department of State, Background Notes, Sri Lanka, Washington,
D.C.: U.S. Government Printing Office, December 1976, p. 8.
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