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Abstract
The modern primary health care system in Sri Lanka commenced in 1926. Although the organization structure of the primary health care delivery system at community level has been more or less the same since its inception, the role of community health workers and the functions of the Medical Officer of Health (MOH) system evolved over a half a century to cater the primary health care needs of the country.

The paper describes the primary health care achievements of the country with respect to the current status of the community health care workers, factors which contributed to their achievements and how their roles and responsibilities can be modified to face the future challenges. 
At community level, the primary health care services are delivered through the MOH Office. MOH heads the team with Public Health Midwife (PHM) and Public Health Inspector (PHI) as the grass root level primary health care workers. A MOH area is divided into several PHM and PHI areas. MOH is assisted by Public Health Nursing Sisters (PHNS) and Supervising Public Health Midwife (SPHM) working under her, for supervision of PHM while Public Health Inspector (SPHI) for supervision of PHI.
The paper further elaborates the role of PHM in provision of maternal care, immunization and family planning and the present situation of these services. PHM provides these services through field and domiciliary care. Her field services are offered at antenatal clinics, well baby clinics and family planning clinics. During domiciliary care she visits households to recruit, examine, conduct investigations, provide health education and motivate to utilize primary health care services
The role of PHI is described with respect to the epidemiological surveillance, water and sanitation. He monitors disease incidence, detects epidemics early and take measures to prevent the spread of disease. In the filed he visits households to trace those with notifiable diseases, and encourages continued treatment, guides contact persons for proper treatment, locate the potential source of infection and take control measures to prevent further spread in the community. Field visits are made to supervise the maintenance of water supplies, ensure proper disinfection, send water samples for bacteriological and chemical analysis, inspect private and public wells and ensure that improvements are carried out. He also supervises and assists in the construction of latrines, and recommends for financial assistance under the aided scheme of Latrine Construction. 

The contribution from the non health factors such as free education, equal educational opportunities for girls, low transport cost, availability of a widespread network of roads, free health services and minimal gender discrimination are immense for the success of community health workers. The activities of the community health workers in providing the primary health care paved the way to the improvements of health indices. This also lead to demographic, epidemiological and nutrition transition with, which emerged new challenges. 
To face these new challenges the roles and responsibilities of community health workers needs to be modified. These would include expansion of services provided by the community healthy workers, capacity building to address the new challenges, revising cadre positions, amending the training curriculum of community health workers, integrating the additional services, strengthening monitoring and supervision, reviewing and redistribution of the existing roles and responsibilities of PHM and PHI.
The Background

Sri Lanka is an island located in the Indian Ocean south east to India with an area of 65610 km2 and a population of approximately 19 million. Its history of primary health care dates back to the early civilizations which existed 2500 years ago and only the ruins exists to speak of the ancient glory today. 

The modern primary health care system began during the British rule in 1926 with the inauguration of the first Health Unit (synonymous to the Office of the Medical officer of Health or MOH) of Asia in Kalutara under the guidance of Dr. W. P. Jacocks and his local counter part Dr. Chellapa with funding from the Rockefeller Foundation. It was manned by a Medical Officer, five Public Health Nurses, ten Mid-Wives, five Sanitary Inspectors and a Secretary. A Dentist, an Eye Specialist an ENT Specialist and an Orthopedic Surgeon constituted the visiting staff. The primary function at that time was development of sanitary programs, health education, vaccination of children, maternal and infant welfare, school hygiene program and collection and study of vital statistics. It also provided limited curative services and when necessary referred patients to the local hospital. The social and economic problems that had health implications were brought to the attention of local authorities and government departments for action. Dr. Jacock’s motto “Know your area, know your people” is valid even today.
Over the next half a century and especially after the independence the system gradually expanded and evolved into a companion of the curative sector. More than 50 years later, at the Alma Ata conference, the World Health Organization (WHO) introduced the concept of primary health care as the basis of health for all. Interestingly the Health Unit System (MOH – Medical Officer of Health System) of Sri Lanka, mirrored the concept of primary health care described in the Alma Ata document.

The Concept Framework

The concept framework is a system that delivers primary health care on the basis of individual households and the community. At present there are 280 MOH Offices in Sri Lanka. The MOH Office is the administrative and service delivery unit in a MOH area. All primary health care services are delivered through the MOH. Every household belongs to a MOH area. The recommended population of a MOH area is approximately 60,000. With the MOH as the head of the institution all services are provided though Public Health Midwife (PHM) and Public Health Inspector (PHI) who are the two grass root level workers in the primary health care setting of Sri Lanka. A MOH area is divided into several PHM and PHI areas. One PHI area should ideally contain three PHM areas. Thus within a MOH area every single household belongs to a PHM and a PHI area. The recommended population of a PHM area is approximately 3,000 while for PHI area this is 10,000. The main service focus of PHM is Maternal and Child Health (MCH), while water, sanitation and control of communicable diseases are the main focus of PHI. The Public Health Nurses were replaced by Public Health Nursing Sisters (PHNS). The PHNS and Supervising Public Health Midwife (SPHM) working under her supervise the work of PHM while Public Health Inspector (SPHI) supervises the work of PHI. The hierarchical organization structure of MOH system of Sri Lanka is depicted in Figure 01. 
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The following services are provided by the MOH Office:

· Family health services

1. Maternal care 
· Antenatal
· Intra-natal
· Post-natal care

2. Infant and child care

· Immunization against common childhood diseases
· Monitoring growth and development with appropriate nutrition interventions

· Psycho-social development including Early Childhood Care and Development (ECCD) 
· Prevention and control of childhood diseases 
3. Care of the school child
4. Family planning
5. Women’s reproductive health

· Water and sanitation

· Environmental & occupational health

· Food hygiene

· Epidemiological surveillance

· Prevention of communicable & non communicable diseases

· Health promotion of the community

· Enforcing public health legislation

· Soliciting inter-sectoral collaboration

· Soliciting community participation

· Care of adolescents

· Care of elderly population

The Maternal & Child Health (MCH) services in Sri Lanka

The MCH services are provided at field clinics (field care) and through home visits (domiciliary care). The field clinic services are provided by the MOH which include care provided by antenatal clinics, well baby clinics and family planning clinics. The field care provided by the PHM includes home visits for antenatal care, postnatal care, child care (from newborns to 5 years old) and care at field weighing centers. The public visit field clinics to receive services while during home visits service providers visit the households. The field clinics and home visits are interlinked. Identification of non utilizes of primary health care and motivating them to visit field clinics is one of the targets in field care. There is a sophisticated primary health care information system that brings information of individuals at PHM/PHI level to the MOH office. The consolidated information is sent from the MOH office to the national level medical information system. 

Case 01: The role of PHM in provision of maternal care, immunization and family planning
Maternal Care
A newly pregnant mother in a PHM area is detected through active search by the PHM and registered during home visits. Early recruitment is encouraged. This is assessed by the proportion recruited within 12 weeks of period of amenorrhea (POA). Presently pregnant mothers registered by PHM are approximately 93%. During the first home visit history on maternal and family risk factors are recorded, urine albumin (heat coagulation test) and Benedict’s test for urine sugar is done. Relevant health education is given. During subsequent visits the PHM looks for risk factors in the history, examines the mother and foetus (including foetal heart sound), investigates for urine sugar and urine albumin. She provides health education at each visit for preparation of pregnancy and delivery depending on the trimester. Field clinic and home visit schedule for antenatal care is described in Table 01. Approximately PHM does 5 home visits per mother.

Table 01: Field clinic and home visit schedule for antenatal care of a normal pregnancy

	POA
	Home Visit Schedule
	POA
	Field Clinic Visit

	Up to 24 weeks
	Once a month
	Up to 28 weeks
	Once a month

	24 to 36 weeks
	Once a fortnight
	28 to 36 weeks
	Once a fortnight

	36 weeks and above
	Once a week
	36 weeks and above
	Once a week


During the field clinic visit the MOH checks for risk factors in maternal and family history and examines the mother and foetus. Also at each visit the mother is weighed and it is charted, urine albumin and urine sugar tested. Body Mass Index (BMI) is checked at the first visit. Apart from these, blood grouping and  rhesus testing, VDRL and haemoglobin are also tested. The risk pregnancies are referred to the nearest Visiting Obstetirician and Gynaecologist (VOG). Provision of tetanus toxoid, micronutrients and food supplementation also takes place at the field clinics. Coverage of antenatal care is 98% while pregnant mothers immunized with tetanus toxoid is nearly 100%. 

Intranatal care is provided through hospitals by trained health personnel. Hospital deliveries are encouraged. At the time of registration the antenatal mother is helped to identify a suitable hospital for her delivery.  Every pregnant mother is prepared for the delivery at a hospital preferred by her to ensure skilled attendance at delivery and sterile safe delivery. Approximately 96% of mothers receive trained assistance (90% in hospital and 6% by PHMs at home). Maintenance of partograph was initiated on 1999 with the introduction of a National Partogram. Presently 70% of deliveries takes place in teaching hospitals, general hospitals and base hospitals while 24% takes place in districts hospitals and peripheral hospitals (MO Units) and 6% in rural hospitals and maternity units (Iry). Emergency obstetric care is available for needy mothers in every district. Figure 02 shows the changing pattern of deliveries in government institutions from 1984 to 1999.

At the hospitals early initiation of breast feeding, provision of necessary advice and instructions on breast feeding, nutrition, etc., weighing of newborns and recording of birth weight on Child Health Development Record (CHDR) and BCG immunization prior to discharge takes place. The baby is kept with mother till discharge.
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The PHM keeps track of the deliveries using her records. During the postnatal clinic visit she registers the newborn, examines the mother and the baby for identification of risk conditions and danger, supplies micronutrieints and provides information and counselling on infant care, nutrition, family planning services, immunization, early childhood care and development, legal registration of birth. The PHM makes the first home visit to the postnatal mother within 5 days of delivery and the second between 5th and 10th days of delivery. Third home visits is made between 11th to 28th postnatal day and forth one around 42nd postnatal day. The coverage of postnatal care by PHM is 80% while there was an average of 2.7 visits per postpartum mother during first 10 days. Infant registration by PHM was approximately 87%.

The success of MCH care can be seen by the coverage of these services at national level and its ultimate impact in the health indices. Over the past years maternal mortality ratio (MMR) dropped from 265 in 1935 to 5.3 per 10000 live births in 2003 and infant mortality rate (IMR) from 263 in1935 to 11.2 per 1000 live births in 2003 (Figure 03).
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The reduction of MMR with the increase of hospital deliveries in the presence of skilled attendance is revealed in figure 04.
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Figure 05 displays the trends of MMR and IMR with the development of MCH services.
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Figure 05: Development of MCH services and trends of MMR &IMR

Figure 06 displays MMR and expenditure on health as a % of Gross Domestic Product in countries that have Gross National Product comparable per capita to Sri Lanka. 
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Figure 07 demonstrates the public expenditure on the health services and maternal health care in Sri Lanka from 1950 to 2000. It is interesting to note that the public expenditure on the health services and maternal health care in Sri Lanka from 1950 to 2000 had more or less been the same and with consistent reduction in MMR and IMR during this period.
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Expanded Programme on Immunization (EPI)

Immunization in Sri Lanka commenced in 1886 with the introduction of smallpox vaccine. In 1949 the BCG vaccine for the adults was introduced. The “Triple”, Oral Polio and BCG for newborns was launched in 1961, 1962 and 1963 respectfully. The tetanus toxoid for the pregnant mothers was initiated in 1969. The EPI programme began in 1978. The present immunization schedule was introduced in 2001. It contains vaccines against polio, diphtheria, whooping cough, tetanus, hepatitis B, measles and rubella.

Delivery of EPI was through the MOH system. 
Immunization takes place at the antenatal clinics, well baby clinics and school medical inspection. Both the PHM and PHI are given supervised training for vaccination. All vaccines received, are stored and distributed (transported) to all levels maintaining it’s potency through cold chain until received by the recipient. Guidelines have been developed and distributed for delivery of vaccines and conduction of safe and effective immunization. Cold chain maintenance is checked through the vaccine vial monitor of the oral polio vaccine, the vaccine cold chain monitor, temperature charts of vaccine storage locations and temperature data logger. Uninterrupted supply of safe vaccines under cold chain is ensured by maintaining adequate stocks of vaccines at every level at all times while keeping the vaccine wastage minimum. The monitoring of EPI coverage is through a sophisticated record keep system that maintains smooth flow of data from the MOH Office to the national level and the EPI coverage survey using 30 cluster methodology which was carried out every year by the Epidemiology Unit in selected districts and sectors. The provision of safe immunizations is monitored through effective surveillance of adverse events following immunization. The incidence of EPI target diseases is measured through a coordinated disease surveillance system. The open vial policy was introduced in 2005 to minimize the vaccine wastage.

The EPI coverage in Sri Lanka is very high which resulted in a sharp decline of vaccine preventable diseases. Currently the coverage of measles and DPT 3rd dose is nearly 100%. Sri Lanka has eliminated Polio successfully. The last confirmed case of polio in Sri Lanka was detected in 1993. Only two cases of neonatal tetanus were reported in 2003. Laboratory confirmed cases of Diptheria and Pertussis were not reported during the recent past. Figure 08 describes the incidence trend of selected EPI diseases from 1955 to 1994 while figure 09 demonstrates the incidence of polio and its vaccination coverage.


[image: image4]
Figure 09: Incidence of polio and its vaccination coverage from 1951 to 2001 in Sri Lanka
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Family Planning

The Family Planning Association which is a non governmental organization (NGO) pioneered family planning in 1953. The following year the government gave recognition to this institution. A pilot project was carried out in 1958 on the Community attitude towards family planning and its acceptance. In 1965 the government national policy on family planning was integrated to MCH Services.  
Family planning services are currently provided through the MCH infrastructure (which include 600 medical institutions and 950 health units) and NGOs. The family planning services are integrated into the Family Health Programme (FHP). Each PHM should at least recruit 1% of population per month for family planning. A “cafeteria” approach is used for family planning in the primary health care setting. Antenatal mothers are introduced to the term in the last 3rd trimester. During the postnatal visit and at well baby clinics further counseling is provided to clients to facilitate decision making. Contraceptive methods made available through the family planning programme include, oral pills, depo provera injectables, Intra Uterine Devices (IUD), condoms, norplant, and female and male sterilization.  

Currently, contraceptive prevalence rate is 70%. Modern methods are being used by 49.5% and the natural by 20.5%. The unmet need prevalence in the country is 8%. Among total users of family planning approximately 57% prefers depo provera injectables. The tubectomy and vasectomy showed an increasing trend from 1989 to 1992 due to the relatively high incentives given. Since 1993 during which the incentives were cut down both are experiencing a decrease which is most marked for vasectomy. Figure 10 presents the trend of contraception prevalence rates of different methods from 1970 to 2000.
Figure 10: Contraceptive prevalence rates of different methods in Sri Lanka from 1970 to 2000
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Case 02: Role of PHI in epidemiological surveillance, water and sanitation

Epidemiological Surveillance

Sri Lanka has several surveillance procedures. These are passive surveillance, active surveillance, sentinel site surveillance, surveillance based on secondary data analysis, special surveillance surveys and investigation and epidemiological investigation of outbreaks. The surveillance activities are carried out by primary health care workers of the MOH system and specialized campaigns such as antimalria, antifilariasis, antileprosy, antiTB, cancer control programme etc.  The surveillance activities are related to epidemic prone diseases (eg. Dengue, Japanese Encephalitis-JE, Malaria, diarrhoeal diseases, measles, diphtheria & other EPI diseases), other priority communicable diseases (eg. leptospirosis, viral hepatitis, tuberculosis-TB, sexually transmitted disease-STD/AIDS, human rabies), diseases under elimination/eradication (eg. poliomyelitis, measles, neonatal tetanus-NNT, rubella. hepatitis B, leprosy, lymphatic filariasis, vitamin A deficiency in children, iron deficiency anaemia, iodine deficiency), drug resistant pathogens (eg. chloroquine resistant Plasmodium falciparum, Staph. aureus, Neisseria gonorrhoeae, TB bacillus, salmonella and other enterobacteria), risk factors for non-communicable diseases (eg. cancer control programme carries out surveillance on cancer) and laboratory surveillance (eg. Medical Research Institute-MRI).

The notification system which is enforced by law (The Quarantine and Prevention of Diseases Ordinance Gazette No: 7481 of 1925 August 28) is a passive surveillance system carried out by the primary health care workers of MOH system. The lists of notifiable diseases are distributed to all health care personals regularly. Figure 11 describes the information flow of the notification system of Sri Lanka. 
When a patient with a notifiable disease is seen by a doctor either in a hospital or primary care setting a notification form is filled and sent to the MOH Office where the patient is residing. The notification is sent on suspicion of the disease. If it is an inward patient the details are entered in the ward notification register and the institution notification register by the ward staff and infection control unit respectively. On receiving the notification form by the MOH Office it is handed over to the relevant PHI who is looking after the PHI area where the patient is residing. The PHI visits the patient at his residence and confirms disease.
Figure 11: The information flow of the notifiable diseases of Sri Lanka


[image: image7]
Once the disease is confirmed it is entered in the infectious disease register of the MOH Office, marked on the spot map and the PHI provides a short report on the activities he had carried out to prevent the spread of disease. He ensures that the patient is taking proper treatment and encourages continued treatment. He assesses the health of the contact persons and guides them for proper treatment. He observes the environment to locate the potential source of infection and take control measures to prevent further spread in the community. He also takes measures to ensure prevention of future outbreaks/spread and provides necessary health education to relevant people. 
If it is found to be a non-notifiable disease the PHI informs this to the MOH Office and it is not entered in the infectious disease register. 
From the MOH Office details of notifiable diseases received through notification forms during a period of one week and the details of the notifiable diseases investigated by each PHI during the same period is entered in the weekly return of communicable diseases and posted to Epidemiology Unit (EU) and the Regional Epidemiologist (RE) every week. Special forms are present for investigation of certain diseases (e.g.: EPI diseases, Dengue Haemorrhagic Fever, JE, Rabies) by the MOH. Table 02 describes selected vaccine preventable cases reported through the surveillance system abstracted from the Weekly Epidemiological Report Vol. 34 No. 01, 2007.
Table 02: Selected Diseases Reported in 2005 and 2006 in Sri Lanka
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Water and Sanitation

The aspects of water and sanitation are the responsibility of PHI. He maintains records of households with and without water and sanitation and public water supplies and sanitation in his PHI area.
He supervises the maintenance of public water supplies, ensure proper disinfection, send water samples for bacteriological and chemical analysis (at least two samples per month), inspect private and public wells and ensure that improvements are carried out. He regularly also supervises and assists in the construction of latrines by recommending financial assistance where appropriate under the aided scheme of Latrine Construction. 
Presently there are approximately 70% households with water supply and sanitary facilities. The increase in clean water supply and sanitation however failed to reduce the morbidity of diarrheal diseases as shown in Figure 12. 
Figure 12: Morbidity, Mortality and Case Fatality Rate (CFR) due to Diarrheal Diseases in Sri Lanka from 1970 to 2002


The Lessons Learnt

Family Health Programme

The success of the Sri Lankan FHP lies on certain characteristics which it possesses. The development of the health care delivery system (field and institutional) to reach remote/rural areas, the unique organizational structure (MOH system) for provision of primary health care, the integrated approach (eg. family planning integrated into MCH services), the in-built system of monitoring and supervision and the primary health care information system. The integrated approach had been cost effective.
The favorable government policies which had been continuously present since the inception of primary health care system in Sri Lanka is one of the main reasons for its success. Some of the key policy decisions that helped for present accomplishments are: the delivery of an integrated MCH package through health units, replacement of traditional birth attendants (TBA) by trained midwives, discontinuation of TBA training, promotion of institutional deliveries, family planning and population policies (Family planning & MCH integration) and human resource deployment policies. 
The contribution from the non health factors had been crucial for the sensational achievements of the primary health care system in Sri Lanka. These include introduction of free education and equal educational opportunities for girls, high female literacy (87.9%). increasing age at marriage of girls (25.5 years 1994), high health literacy level, low transport cost to improve access to health care, availability of a widespread network of roads providing better access to health facilities, free health services and minimal gender discrimination.
The present primary health care system in Sri Lanka facilitated to the demographic, epidemiology and nutrition transition of the country. There is poor progress to accommodate the new challenges that have emerged (eg. non communicable diseases, emerging and reemerging diseases) and expansion of services to the more needy (eg. elderly, disabled, children with disability and neurodevelopment disorders) within the primary health care system. Ways to reach the under privileged groups and to accommodate other health issues within the existing MCH services needs to be explored without disrupting the system.  
The situation has lead into deliveries mainly taking place in larger institutions (70%) thus under utilization of available facilities in intermediate institutions (24%) and smaller institutions (06%). Presently Sri Lanka does not have a referral system. As a result many in urban settings bypass the primary health care system.  Shortage and inequitable distribution of human and other recourses is another problem needing to be addressed. Most of resources are centered in urban settings while rural is neglected. The human resources in the primary health care system are not adequate to cater to the increasing population in the urban setting. In view of this sustaining MCH services while maintaining quality of services in these settings have become a challenge. 

Epidemiological Surveillance

This is a long standing and well established surveillance system. The list of notifiable diseases is available and it is being amended as necessity arises. The system is backed by the legal system. A good organizational structure is present to deliver the epidemiological surveillance system and with the public health staff is well trained on this aspect and their dedication responsibility is present through out the hierarchy. The surveillance is weekly reported including active and zero reporting which can be used to monitor the functioning of the system. The periodic (weekly and quarterly) feedback to all data providers including private practitioners, private hospitals, universities, libraries and NGO’s (WHO, UNICEF etc.) is continuously done by the EU thus keeping everyone on the alert. Regional emergency action committees and rapid responses is available at district level to act in disease outbreak situations. The passive surveillance system is well supported by the special surveillance activities for several diseases of public health importance namely acute flaccid paralysis, measles, whooping cough, diphtheria, cholera, rabies, JE, etc. There is good support from the international organizations.
The data is mainly from government hospitals. General practitioners’ data almost never 
obtained inspite of the legal back up. There is less participation from the private hospitals and out-patient departments of government institutions (except insentinel surveillance) mainly due to lack of time, motivation and a mechanism. Even within the functioning system there is significant under-reporting due to poor understanding of the utility of the system by the practitioners. Late reporting often due to late notification of diseases and also when the provisional diagnosis is not made. There is late investigation of the disease and is mostly due to delayed posting and lack of adequate number of trained staff at various levels. Inaccuracy and incompleteness of data with regards to the name, addresses and diagnosis of the notification forms received by the MOH Office is a commonly faced problem. Another major problem in ascertaining the diagnosis is the inadequate laboratory support especially in the remote areas. Data analysis in the region is done manually and together with inadequate human resourse adds to late responsiveness in an emergency situation. Also sustainability of trained human resources is not easy.

Water and Sanitation

The reduction observed in mortality and CFR of diarrheal diseases (Figure 12) are due to improvements of the curative sector in correct case management and MCH care practices. Environmental health measures such as supply of safe adequate water and improved personal and domestic hygiene also have contributed to some extent. 

Possible reasons for continued high morbidity are difficulty in changing attitudes and practices, cut down of the government subsidy to construct toilet, lack of inter and intra sectoral co-ordination, lack of proper water supply and waste disposal infrastructure.  
Proposal for Regional or Global Actions
1. In provision of primary health care services the community health workers of the MOH system has succeeded well. One of the main reasons for success is that the focus of community health workers in the MOH system is provision of primary health care rather than curative care. Integration of primary health care services into the curative sector in mid sixties and early nineties resulted in failure of primary health care delivery. Therefore one action would be to examine how these integrated services could be delivered at the peripheral level without creating a deleterious effect on the preventive services, by keeping the focus of community health care workers on primary health care.
2. In Sri Lanka all primary health care services are delivered through PHM and PHI, thus having only two categories of community health workers at grass root level. Even vertical programmes of special campaigns targeting prevention of communicable diseases such as antimalaria, antifilariasis, and antirabies campaigns function though PHM and PHI rather than creating additional community health worker categories. As mentioned earlier Sri Lanka faced an epidemiological and demographic transition leading to new challenges. To counteract the new challenges such as facing epidemic of non communicable diseases, and expansion of services to children with disabilities it is important to utilize the PHM and PHI rather than creating new categories of community health workers. To accommodate this, capacity building of PHM and PHI and revision of PHM and PHI training curricula is mandatory. Redistribution of existing roles and responsibilities of PHM and PHI would also be needed. Integrating theses new services into the existing system (eg. integrating of family planning to MCH services) would be the most cost effective way.

3. It is important to continue domiciliary care as a main component of the primary health care delivery system because the community health care workers can reach people who really need the services and those who are ignoring the services. Even introduction of mechanisms to counteract new challenges should also contain domiciliary care as a main component. The challenge would be to maintain and ensure such domiciliary care of acceptable quality.
4. Presence of a satisfactory monitoring and supervision system integrated into the service delivery system is equally important for the success of a primary health care system. The present monitoring and supervision system is inadequately utilized and needs to be further strengthened. Training the middle level managers of MOH system (eg. MOH, PHNS, SPHM, SPHI and district level managers such as Medical Officer Maternal and Child Health, Regional Epidemiologist and Medical Officer Planning) on monitoring and supervision, and developing a computerized database at MOH level to utilize primary health care information would be some aspects to consider.
5. When resources are being developed peripheries (remote areas) should be given equal prominence as the centers. If the peripheries are not provided with adequate and appropriate resources there would be under utilization of peripheral health care delivery system and over utilization of central health care delivery system as seen with the disparity in the proportion of deliveries taking place in tertiary and primary health care levels of Sri Lanka. 

6. Application of methods to increase the community participation is important. PHM and PHI has to build and maintain the capacity of health volunteers in the community. Effective methods of using these health volunteers possibly with implementation of village health committees would make the work of community health workers easier.
7. At a regional level it would be useful to study and document how the different countries have organized the relevant workforce in the delivery of primary health care services. There will be many lessons that could be learnt from each other.
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Figure 04: MMR and percentage of live births with skilled attendance, Sri Lanka, 1930 – 1996
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Figure 06: MMR and expenditure on health as a percentage of Gross Domestic Product











Figure 07: Public expenditure on the health services and maternal health care in Sri Lanka from 1950 to 2000
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