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WHAT CAN ASSAM LEARN FROM  
SRI LANKA’S HEALTH ACHIEVEMENTS?

TEJBIR SINGH 
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ABSTRACT

The paper talks about the health status of  Sri Lanka and Assam on three 
health indicators: Maternal Mortality Rate, Infant Mortality Rate, and Life 
Expectancy at Birth. It specifically debates about the lessons Assam, which 
has come up recently with The Assam Public Health Bill 2010, could learn 
from Sri Lanka’s health achievements. Various causes that have contributed 
to better health status in Sri Lanka include social and historical factors, policy 
interventions, health system interventions, and health financing. There were 
several inter-related social domains on which Sri Lanka paid simultaneous 
or subsequent attention, for example, gender parity, literacy, poverty and 
inequality. This paper makes the point that it is not just policies addressing 
healthcare specifically, but various social sector initiatives that contributed to 
the better health status of  Sri Lanka, and could be an input for policy makers 
and legislators in Assam.

INTRODUCTION

Health is one of  the most basic services that play an enabling role for 
enhancing the richness of  life. It has an impact on enlarging the freedoms 
which individuals enjoy. Importance of  health can be gauged from the fact 
that three out of  eight Millennium Development Goals (MDG’s) address 
health directly. The concept of  Human Development Reports (HDR), which 
came up in 1990 under the tutelage of  Mahbub ul Haq and Amartya Sen, 
has its roots in considering people as the real wealth of  nations. As was 
acknowledged by Haq, certain domains of  development have long gestation 
period and might seem invisible, but progress on those counts is as necessary 
as economic growth. Some of  them relating to health, such as, better nutrition 
and health services often go unnoticed. HDRs seek to measure development 
by combining the indicators of  life expectancy, educational achievement, and 
income. 
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Resource Group (HDRG), with Centre for Good Governance (CGG), Hyderabad. His interests lie in 
undertaking action research in the domain of  human development and related public policies. Tejbir can be 
reached at tejbir.soni@cgg.gov.in 
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This paper specifically discusses the health status of  two regions - Sri Lanka 
and Assam. Although there should have been comparisons between two 
countries or two states, this article compares a country with a state in India; 
the rationale being a number of  similarities between the two regions as stated 
below. The purpose of  this paper is to acknowledge the factors that have 
contributed to better health status in Sri Lanka. It also discusses Assam’s recent 
initiative of  introducing “The Assam Public Health Bill 2010”i as a possible 
comprehensive healthcare initiative. It then goes on to ask whether there are 
some other inter-related domains that need to be reformed simultaneously. 

This section would highlight the rationale for comparing Sri Lanka and 
Assam. First, on account of  population, Sri Lanka has a population of  
20,263,723, and further breakup yields that 48.5% of  the population is male 
and 51.5% is female.ii Sri Lanka has gender parity, and the subsequent sections 
of  this paper would support the fact that there are multiple reasons that have 
contributed to better health status in Sri Lanka. According to census 2011, 
population of  Assam is 31,169,272 and further breakdown yields that 51.2% 
of  the population comprises of  males and 48.8% is female.iii Second, both 
Sri Lanka and Assam have the majority of  population living in rural areas. 
Approximately 80% of  the population is rural in the case of  Sri Lanka,iv and 
in Assam the figure stands at 86%.v 

Third, Assam is the only state in India that has come forward with a bill to 
ensure health for all - “The Assam Public Health Bill 2010”.  It is on the same 
lines as is the case with Sri Lanka, which has universal and free healthcare since 
the introduction of  universal adult franchise in 1931.vi  This move became the 
means of  empowerment of  majority of  rural population, especially poor and 
women, so that they could demand for healthcare. Subsequently, the political 
economy of  the island in the late 1950s fostered competitive populism between 
the left-of-center Sri Lanka Freedom Party (SLFP) and right-of-center United 
National Party (UNP). Further, most of  the incumbent governments have 
lost power since 1956. This has made the government more responsive to 
the needs of  the citizens. Since 1988, there has been extensive devolution of  
government at the provincial level in Sri Lanka to check separatism, and such 
devolution has further improved access to and quality of  healthcare.  

Fourth, both regions share a common history of  influential extremist 
movements, for example, United Liberation Front of  Assam (ULFA) in 
Assam, and Liberation Tigers of  Tamil Eelam (LTTE) in Sri Lanka. The 
nature of  conflict was different in the two regions; in Sri Lanka it was a civil 
war, and in Assam it was an insurgency movement. The civil war in Sri Lanka 
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was brought to an end in 2009.vii  

The first section of  the paper discusses the achievements of  Sri Lanka and 
India (including some southern states and Assam). The second section would 
try to explore reasons why Sri Lanka has a high health status in comparison 
to India in general and Assam in particular. The third section discusses some 
lessons for Assam with respect to policies. The fourth section sums up all the 
findings, and suggest the path that would lead to better health status for a state 
like Assam. 

1. Some Achievements of  Sri Lanka and Indian States, Especially 
Assam

Sri Lanka has performed better on the count of  HDI value in comparison to 
India in general, and Assam in particular. As the table below mentions, there 
is a huge difference in the values if  we compare it for Sri Lanka (0.658) and 
Assam (0.474) – the difference stands at 0.184 points. On this count India’s 
HDI value is lower than that of  Sri Lanka. However, states like Kerala come 
quite close to the HDI of  Sri Lanka.

Table 1. HDI Indicators for Sri Lanka and Some Indian States

Sources. Sample Registration System (2�011); UNDP (2�011).

 Sri Lanka India Assam Kerala Tamil Nadu

HDI 0.658 0.504 0.474 0.625 0.544

MMR 39.3  212  390  81  97  

IMR Total deaths 9.47  46.07   58  12  28 
/1000 live births  

(a) Male 10.44 44.71 56     

(b) Female 8.45 47.59 60    

4. Life Expectancy 75.94 67.14 58.9 74.0 66.2  
at birth (Yrs)   

(a) Male (Yrs) 72.43 66.08 58.6 70.90 65.2 

(b) Female (Yrs) 79.59 68.33 59.3 77.0 67.6 

MPI 0.021 0.283 0.316     

IHDI 0.546 0.343 0.341 0.520 0.396

GII 0.419 0.617      
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In achieving these targets Sri Lanka has outperformed India due to various 
reasons mentioned in the subsequent sections of  the paper. India stands way 
below, and this is specifically true for Assam, which has amongst the worst 
figures of  MMR in India.viii  Sri Lanka has already achieved the MDG set for 
reducing child mortality (MDG 4) to 30 by 2015.ix The position of  India in 
achieving MDG 4 is not very encouraging. Within India, the best performing 
states such as Kerala and Tamil Nadu have already achieved this target well 
before the deadline. But the figures for Assam are not promising, and it is 
categorised amongst states that are not performing well with its IMR being 
well above the national average.x Assam needs to strengthen and shape its 
policies to achieve the MDGs.

Life Expectancy at Birth (LEB) is one of  the indicators of  health status taken 
into consideration by HDRs.  Sri Lanka outshines India in this domain as 
well; Assam also compares very unfavourably with Sri Lanka in this regard. 
However, states such as Kerala and Tamil Nadu have a narrower margin of  
difference compared to Sri Lanka.  

The 2010 HDR came up with inequality-adjusted Human Development 
Index (IHDI). Percentage loss of  Sri Lanka on count of  inequality is lowest at 
17.1% in comparison to India’s 32%. For Kerala it stands at 16%. However 
Assam’s percentage loss due to inequality stands at 28% and is much higher 
in comparison to Sri Lanka.

2. Reasons behind Sri Lanka’s Better Health Status

2.1 Health System Interventions

Health indicators largely contribute to the high achievement in HDI for 
Sri Lanka, with a score of  0.866 for health index. Education index is at the 
middle with a score of  0.694, and following it is the income index with a score 
of  0.552. 

In terms of  Maternal Mortality Rate (MMR), there have been significant 
achievements for Sri Lanka, which is a role model for countries like India 
in general, and for states such as Assam in particular. Some of  the reasons 
for such a low MMR in Sri Lanka are a well-trained cadre of  Public Health 
Midwifes (PHM) which provides domiciliary care. PHMs serve a population 
ranging from 3000 to 5000, and they live within the local area. Their duties 
entail visiting pregnant women, registering them for curative care, and 
encouraging them for ante-natal checkups. PHMs undergo a professional 
training of  18 months, and they are under prompt supervision, the chain 
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of  command being well integrated up to the medical officer. They act as a 
bridge between citizens seeking healthcare and the healthcare units. PHMs 
are the key to sustain confidence and satisfaction of  the public with maternal 
healthcare services. Having a cadre of  PHMs is the forte of  Sri Lanka’s 
strategy to bring healthcare closer to the people (Padmanathan et al 2003). 
The success of  this can be gauged from facts such as 98% of  births take place 
in public health institutions.xi Skilled healthcare professionals, amongst whom 
74% are doctors, attend more than 98% of  births.xii More than 95% of  the 
women get anti-tetanus injections during deliveries.

There is very high use of  ante-natal, post-natal, and obstetric care along with 
measures to control hookworm and malaria that have contributed to check 
anemia. The referral system is also quite efficient in Sri Lanka. With respect 
to vaccination and immunisation (except for measles), immunisation coverage 
is 100 percent. There is also a very effective continuum being maintained in 
Sri Lanka that has checked maternal mortality. 

Taking into account the figures for maternal and child health in Assam, 
according to National Family Health Survey-3 (NFHS-3), the picture that 
comes forward is stated in the table below.

Key Indicators for Assam    Residence

from NFHS- 2005-06 NFHS 3 Urban Rural  
 (2005-06)  

Mothers who had atleast 3  36.3 68.9 32.3 
antenatal care visits for  
their last birth (%)

Birth assisted by doctor/nurse/ 31.2 62.4 27.5 
LHV/ANM/other health  
personnel (%) 

Institutional births  22.9 59 18.6

Mothers who received postnatal 13.8 37.1 10.9  
care from a doctor/nurse/LHV/ 
ANM/other health personnel  
within 2 days of  delivery for their  
last birth (%) 

Table 2�. Some Maternal Health Indicators for Assam

Source (NFHS 2�005-06) 
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The political economy of  healthcare in Sri Lanka can be gauged from the 
spending and policies that have been in place. Although most governments 
are reluctant to invest on healthcare since it has a long gestation period, its 
impact on several counts are not that visible, and it involves coordination 
with various ministries, this is where some of  the policies of  Sri Lanka have 
done wonders. For example, the National Nutrition Council, which was set 
up to uplift the nutrition standards of  women and children in the country, 
has been working well due to synergies between the ministries of  education, 
agriculture, environment, and trade.xiii  

There has been a well-integrated system of  healthcare from the bottom of  the 
pyramid consisting of  cottage or rural hospitals, which take care of  primary 
health and maternity care, leading to secondary hospitals that include district 
hospitals, going all the way up to the tertiary level of  hospitals with specialist 
services, teaching services, and specialist maternity hospitals. There is also 
an optimal referral system in place, and the demand for services is also 
adequate.

2.2 Health Financing

The political economy of  healthcare in Sri Lanka has been favoring 
substantial investments. Total expenditure on healthcare has been around 4% 
of  the Gross Domestic Product (GDP) from 2000-2008, which is almost half  
compared to global average of  around 8%. Total expenditure on healthcare 
was close to 100 billion during 2005. Of  the whole expenditure, government 
spending contributes for 46% and the rest 54% is being provided by private 
sector. 

In India health is a low priority area and the investment in healthcare is barely 
above 1%. This fact itself  explains that more than 70% of  the spending on 
healthcare in India is out of  pocket expenditure of  which approximately 70% 
is spent on drugs.xiv There are various suggestions for stepping up investments 
in healthcare as a proportion of  GDP. The High Level Expert Group (HLEG) 
set up by the Planning Commission has recommended raising the investments 
in health to 2.5% of  GDP by the end of  12th five-year plan. HLEG also 
recommended that public sector should be the foundation of  health care 
reforms. 

Health in India is a concurrent subject in which both the union government 
and the state government can legislate. Assam’s allocation on health and family 
welfare increased from 6617.6 million rupees in 2009-10 to 8869 million in 
2010-11.xv This shows impressive improvements in investments in healthcare; 
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but, this still needs to be stepped up taking into consideration the prevailing 
levels of  low achievements in health indicators.  Although there has been an 
increase in allocation from 0.63% (2009-10) to 0.79% (2010-11), it would be 
ideal if  it is further increased along the lines of  Sri Lanka. 

Although the out of  pocket expenditure is quite low at 2% in Assam, this does 
not reflect the true picture. People in the state spend less on health due to low 
health seeking behaviour and poor availability of  health services. As a result of  
healthcare spending, only 0.3% of  Sri Lankan households are pushed below 
the international poverty line.  In contrast, in India, due to low investments on 
healthcare, a large number of  people fall below the poverty line as a result of  
their expenditure on healthcare. This is not just limited to poor families; this 
process impacts the middle class as well (Garg and Karan 2005). 

2.3 Social Conditions

2�.3.1 Inequality

The purpose of  coming up with HDIs is to be informed of  the domains 
in which specific countries are performing well, or not so well, and make 
a comparison amongst countries. It is a means to an end to help influence 
public policies and programmes, and empower citizens. HDIs ideally should 
pave the way from analysis to action.    

IHDI was framed to highlight the inequalities that get overlooked in HDI. This 
index specifically addresses the issue of  distributional dimension of  human 
development. IHDI is extremely relevant for South Asia where experiencing 
inequality is an everyday phenomenon. As it has been cited in various HDRs, 
HDI is ‘potential’ achievement whereas IHDI is ‘actual’ achievement. 

The HDI value for India is 0.504 against global average of  0.624. However 
the loss due to inequality in India is 32%, which is quite high in comparison to 
global average of  22%. By comparing the inequality in the three dimensions 
of  HDI in India and Sri Lanka the following picture emerges.
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Table 3. Inequality Adjusted Human Development Index for India and Sri Lanka 

Table 4. IHDI for India and Sri Lanka

Source. UNDP (2�011)

Source. UNDP (2�011)

Inequality Adjusted Human Development Index 

 India Sri Lanka

Income Gini Coefficient 36.8 40.3

Loss due to inequality in life expectancy (%) 27.1 9.4

Loss due to inequality in education (%) 40.6 17.9

Loss due to inequality in income (%) 14.7 20.8

Inequality adjusted education index 0.267 0.558 

Inequality adjusted life expectancy index 0.522 0.785

Inequality adjusted income index 0.433 0.442

Inequality adjusted HDI Value 0.392 0.579

IHDI for 2011 

 IHDI Overall Loss due to Loss due to Loss due to 
 Value Loss % inequality inequality in inequality in 
   in life education % income % 
   expectancy 
   at birth%

Sri Lanka 0.579 16.2 9.4 17.9 20.8

India 0.392 28.3 27.1 40.6 14.7

Difference  12.1 17.7 22.7 -6.1

Taking into consideration the above table, what can be seen is that in general 
there is greater inequality in India in almost all counts except income. It is 
important not just to focus on health policies but also on other interlinked 
social dimensions that impact development are prerequisites for improvement. 
Considering the IHDI for health within India, the average loss in this 
dimension due to inequality is 34% and for Assam this loss stands at 40%.
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Figure 1. Loss in Health Sub-index due to Inequality: India and Assam 

Figure 2�. Loss in Education Sub-index due to Inequality: India and Assam



Figure 3. Loss in Income Sub-index due to Inequality: India and Assam
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If  we compare India’s position with Sri Lanka in terms of  inequality, India’s 
position is grim. The three graphs presented above clearly highlight that 
within India the position of  Assam is even worse on various fronts, especially 
related to the dimensions of  health, education, and income. IHDI should 
be an indicator to policymakers that just coming up with structural policies 
related to the domain of  health would not yield results. Rather, what is needed 
is to address other interlinked social issues such as inequality, and education.

2�.3.2� Gender
One of  the measures used to assess the existing inequalities is Gender 
Inequality Index (GII). It highlights ‘un-freedoms’ which women face related 
to three domains – reproductive health, empowerment, and labour markets. 
It’s score ranges from 0 to 1, 0 standing for maximum equality and 1 standing 
for maximum inequality. Prevalence of  these inequalities limits the choices 
and opportunities which women enjoy. The GII score for Sri Lanka is  
0.565.xvi This is relatively high in comparison to majority of  countries in 
medium human development category. Although Sri Lanka performs quite 
well on maternal mortality and educational achievements of  women, but the 
areas which have majorly contributed to this inequality figure are: low labour 
force participation of  women (34.4%) and parliamentary representation of  
women (6%).
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Gender Inequality Index (GII) 2011 

 GII GII MMR Adolescent Female Population Labour 
 Value Rank  fertility seats in with atleast force 
    rate parliament % secondary participation 
       education % rate

 F M F M

Sri Lanka 0.419 74 39 23.6 5.3 56 57.6 34.2 75.1

India 0.617 129 230 86.3 10.7 26.6 50.4 32.8 81.1

Difference 0.198 55 191 62.7 5.4 -29.4 -7.2 -1.4 6

Source: UNDP (2�011)

The above table highlights the inequalities or disadvantages that women 
face in India and Sri Lanka. Almost on all counts in the above table  
Sri Lanka outperforms India. If  we take into consideration health indicators 
in the above table, we find that MMR in India is quite high in comparison to 
Sri Lanka. Further, within India, if  we consider the case of  Assam, we find 
that Assam has the worst MMR in India. According to Sample Registration 
System (SRS) 2007-09, MMR for Assam stands at 390 in comparison to 
the all India figure of  212. Although there are various reasons cited for this, 
insurgency in Assam is given as a major explanatory factor. Sri Lanka, which 
has had a similar history of  insurgency compounded by civil war, has still 
performed exceptionally well in terms of  health indicators. Therefore, in the 
case of  Assam, it is difficult to accept insurgency as an explanation for its high  
MMR.xvii  

Although the north-eastern states in India enjoy a relatively better position 
on count of  gender parity, Assam is the exception. Gender difference on 
account of  work-participation in Assam is quite high at 29, which reflects the 
state of  deprivation. According to the National Human Development Report 
(NHDR) 2001, Gender Equality Index for India is 0.620 for the 1980s and 
0.676 for the 1990s but for Assam it was 0.575 in 1991, which highlights the 
fact that gender inequality in Assam is much higher compared to the national 
average (Planning Commission 2001). 

Access to healthcare is influenced by not just economic reasons or supply-side 
factors, but also by gender-related issues. Gender disparity impacts access to 
healthcare. For example, the need for permission to go to the health centres 
and the concern whether there would be a female service provider at the 
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health center or not are factors that influence access to healthcare by women.  
Women in general have limited freedom of  movement, and this is also 
influenced by factors such as, a) income and status of  the women’s household, 
b) distance to the healthcare center, c) age and marital status of  the women, 
d) rural and urban setting, and so on. It has often been noted that on the first 
count if  women approach the healthcare center and experience the absence 
of  female health providers or drugs, her chances of  revisit are bleak (NFHS 
2005-06). 

The table below highlights the access of  three kinds of  public spaces for 
women, including health facilities for some of  the states in India.

Table 6. Access to Health Facility for Women

Source. NFHS 2�005-06

Percentage of  women in the age group of  15-49, who are allowed to go 
alone to three public places  

(market, health facility, and outside the community).

 Percentage allowed to Percentage with a bank  
 go alone to all or savings account 
 the 3 places they themselves use

Assam 35.3 11.7

Kerala 34.7 27

Tamil Nadu 54.2 15.9

India 36.8 16.2

2�.3.3 Poverty

Poverty is one of  the major factors that limit choices and opportunities that 
people enjoy. But poverty is not just limited to income and has multiple 
dimensions. The Multidimensional Poverty Index (MPI) highlights this 
broader dimension of  poverty, which assesses poverty as experienced in three 
most basic dimensions – health, education, and living standards.  The objective 
of  introducing MPI is to address the paradox of  poverty despite increasing 
income. MPI captures poverty by ten indicators. It talks about combination of  
deprivations that work to make life miserable for people. The criterion used 
to label someone as multi-dimensionally poor is that when she is deprived in 
combinations of  indicators exceeding a weighted sum of  30% of  the total 
deprivation. Sri Lanka’s achievements on MPI are remarkable amongst 
SAARC countries. Its score on MPI is 0.018 and it has a multi-dimensional 
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Table 7. Multidimensional Poverty index for Sri Lanka and India for 2�011

Table 8. Multidimensional Poverty in Assam, Kerala, and Tamil Nadu

poverty headcount index of  4.7% for 2009-2010. The score highlights the 
success of  welfare programmes undertaken by the government.

Multidimensional Poverty Index 2011 Sri Lanka & India 

 MPI Head Intensity of  Population Population in Population  
 Value Count deprivation Vulnerable to severe poverty below income  
  (%) (%) poverty (%) (%) poverty line  
      (%)

Sri Lanka 0.021 5.3 38.7 14.4 0.6 7

India 0.283 53.7 52.7 16.4 28.6 41.6

Difference 0.262 48.4 14 2 28 34.6

Multidimensional Poverty in Selected States of  India  

Regions Percentage MPI Incidence Average Percentage Percentage 
 of   of  poverty intensity of  population of  population 
 population   across the vulnerable in severe 
    poor to poverty poverty 

Assam 2.7 0.316 60.1 52.6 18.4 32.5

Kerala 2.6 0.051 12.7 40.2 22.3 2.1

Tamil 5.5 0.13 30.5 42.7 20.2 8.7 
Nadu

Source: UNDP (2�012�)

Source: OPHI (2�011)

The above table highlights poverty prevalent in India and Sri Lanka as 
calculated by MPI. It clearly shows the highly unfavorable position of  India 
in comparison to Sri Lanka, especially in terms of  the percentage head count 
where the difference stands at 48% and for population below income poverty 
line where difference with Sri Lanka is 35%.

Taking into consideration the above table, it emerges that there is quite 
high incidence of  poverty in Assam along with very high average intensity 
across the poor. The high percentage of  population in severe poverty is of  
serious concern. This highlights the case where poverty impacts access to 
healthcare.



Table 9: Poverty Estimates in Assam and other States, 2�004-05

Poverty Estimates in Assam and other States, 2004-05  

States Combined Rural Urban Estimates of  Population 
    Below the Poverty Line,  
    2004-05 (Planning Commission)

 Abject Poor Abject Poor Abject Poor Combined Rural Urban 
 Poor but not Poor but not Poor but not 
  abject  abject  abject  
  poor  poor  poor 

Assam 23.1 36 25.7 35.2 12.8 39.4 19.7 22.3 3.3

Kerala 1.2 14 0.9 13.5 1.6 15.1 15 13.2 20.2

Tamil 13.4 32 11.8 33.2 15.2 30.6 22.5 22.8 22.2 
Nadu

India 20.1 31.6 23.4 33.4 13.3 27.7 27.5 28.3 25.7

Source: Planning Commission (2�007)

Poverty has an impact on the utilisation of  healthcare services. More than 
half  of  the children among the abject poor in Assam did not have a health 
card. 

Table 10. Percentage of  Births that Received Medical Assistance by Poverty Level of  Households in the 
States of  India 2�005-06

Percentage of  Births that Received Medical Assistance by Poverty Level  
of  Households in the States of  India 2005-06 

States Abject Poor Non-Poor All Ratio of  Non-Poor 
 Poor but not   to Poor 
  Abject Poor    

Assam 14 31.6 49.5 31 3.5

Kerala 100 98.1 99.7 99.4 1

Tamil 79.1 87.8 95 90.6 1.2 
Nadu

India 23.8 45.6 66 46.6 2.8

Source: Planning Commission (2�007)

The above table shows that there is very low health assistance received by 
people who are abjectly poor in Assam in comparison to other states and the 
national average. There is an urgent need for Assam to step up on various 
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counts. This table specifically highlights that even after the provision of  
healthcare by the state, there are factors such as poverty, which limit the access 
to healthcare facilities.

3. Lessons for Assam  

3.1 Access

In Sri Lanka most of  the people have access to healthcare facility within five 
kilometers from where they live. On the same lines, Assam has come up with 
a unique concept by the name of  boat clinics.xviii These clinics specifically 
provide outreach services to isolated islands on the Brahmaputra River. 
Further, the Government of  Assam has taken several initiatives to reach remote 
and inhospitable regions. For example, it has set up 50 riverine public health 
centers, provided boats with operation theatre facility, and has provided boat 
ambulances. The state government approached the North East Council with 
the purpose of  setting up floating hospitals. The government is considering 
coming up with a policy measure to ensure that the doctors posted at rural 
regions stay where they are posted.xix 

Both Assam and Sri Lanka are predominantly rural, but Sri Lanka has 
relatively less rural-urban disparity. There are PHMs who live in rural areas, 
and provide domiciliary care to the people. But in contrast to that, we find a 
huge disparity in terms of  the presence of  health practitioners in rural and 
urban areas in India. According to Census 2001, there is a tenfold difference 
in the presence of  qualified doctors in rural areas in comparison to urban 
areas. Whereas a qualified doctor caters to 885 people in urban areas, the 
figure of  a qualified doctor per number of  persons stands at 8333 for rural 
areas.xx 

There was a mid-level clinical cadre named “Licentiate Medical Practitioners” 
(LMPs), which was abolished after independence. These LMPs essentially 
had three years of  training and comprised two-thirds of  qualified medical 
practitioners in rural areas. Doctors did not fill the vacuum that was created by 
abolishing this cadre. This resulted in the absolute neglect of  rural populations. 
However, Assam has come up with the policy that permits clinicians with 
around three years of  experience to serve government rural health clinics.xxi  

Assam has also come with an executive order which mentions about compulsory 
rural posting of  doctors. This essentially includes signing of  bonds to ensure 
that after completion of  the course the doctors would serve a rural healthcare 
unit for a certain period of  time. This would address the issues of  access and 
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quality for majority of  the rural population.

3.2 Training

Special importance has been given to upgrading the skills of  PHMs in Sri 
Lanka. Almost all the provinces in Sri Lanka have one regional training 
center where maternal and child health care training is being provided to 
PHMs to ensure that they provide quality services. They are being provided 
continuous professional development despite their posting in remote corners 
of  the island.xxii  

In Assam, Accredited Social Health Activists (ASHA), under National Rural 
Health Mission (NRHM), are provided with refresher courses via a radio 
programme. ASHA radio programme is developed in collaboration with All 
India Radio (AIR), and this programme is supposed to develop the knowledge 
and skills of  the ASHA cadre.xxiii 

3.3 Policies Related to Behavioral Change 

One of  the strengths of  Sri Lanka’s policies has been its focus on behavioral 
modification of  its citizens towards greater sensitisation to healthcare and to 
demand it from the state. This has shaped the focus of  successive governments 
to prioritise social sector, especially for the weakest sections of  the society.

To ensure that PHMs provide services in rural areas, Sri Lanka has adopted a 
policy named as “bonding mechanism”. Under this PHMs wish to serve the 
rural areas for a minimum duration in exchange of  ensured scholarships for 
higher degrees, career paths, and monetary incentives. This strategy works 
specifically well for middle-income countries (Henderson and Tulloch 2008). 

“The Assam Public Health Bill 2010” needs to empower citizens to demand 
for services and not just ensure the provision of  services. It is essential that 
people are aware of  the importance of  healthcare. Experiences from Sri 
Lanka highlight the important role of  not just the provision of  public services 
(such as healthcare units), but also of  empowering citizens so that they demand 
these services. 

Although the focus should be on provision of  public services related to 
healthcare of  citizens, what needs to be kept in mind is that many other 
domains have impacts on the outcomes related to health. All these domains 
need to be either sequentially or simultaneously catered to through public 
policies.  
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4. Conclusion

So now the question arises, what can Assam learn from Sri Lanka’s health 
achievements? The answer to this question is not just limited to policies 
related to health but needs inter-ministerial synergy, gender parity, high 
literacy, political willpower, and a sense of  dedication towards improving the 
status of  health.

First, Sri Lanka’s achievements in healthcare are a result of  various factors, 
which include cultural, social, and historical reasons. For example, high level 
of  women’s autonomy, relative gender equality, and a democratic system 
based on universal adult franchise are all relevant factors.xxiv 

Second, there is general consensus related to national priorities in the domain 
of  social services that includes free and universal education, which has been 
there since 1947, and consequently a high level of  female literacy. 

Third, there are important policy decisions taken by the government which 
include an institutional mechanism for the training of  public health midwifes, 
emphasis on public financing with respect to health care, focus on in-patient 
care, and rejection of  cost-recovery as a policy to finance healthcare. The 
work force is also trained and motivated, and enjoys prestige and respect in 
the society.

Sri Lankan government’s commitment towards healthcare and achieving 
MDGs is visible from its policies, like “Mahinda Chinthana - Vision for 
the Future” and the Health Master Plan 2007-2016 based on “Strategic 
Framework for Health Department”.xxv  There have been efforts taken by 
the government to strengthen democratic institutions, for example, Provincial 
Councils as a part of  the policy of  decentralisation. The policy orientation is 
inter-sectoral, and not just focused on silos related to health. 

Fourth, presence of  a strong network of  health facilities and the referral system 
has been effective. Emphasis has been laid equally on western and indigenous 
facilities – the former were available within an average distance of  2.2 miles 
from every home and the latter within an average distance of  0.9 miles. 

Fifth, most women in Sri Lanka are aware of  the necessity of  institutional 
deliveries due to higher level of  literacy among women, and the relative 
equality that women had in the society. Consequently, there was greater 
demand by women for institutional deliveries, and supply from the system was 
also taken care of.  In contrast, what we find in India is a lack of  awareness 
of  rights and entitlements. Usually what we find is that due to low levels of  
literacy and high incidence of  poverty people either do not demand services 



or accept sub-standard services. 

As stated previously, health is one of  the domains that are inter-ministerial in 
outlook and the need exists for proper synergy between the ministries. It is also 
one of  the domains that can show improvements only after consistent efforts 
have been put in place over a period of  time. Therefore, what is required is 
coordinated thinking and coordinated actions to reap synergies of  interrelated 
policies, to achieve the broader aim of  developmental effectiveness, and to 
ensure accountability and transparency.xxvi 

Developmental policies related to health, education, and other domains of  
the social sector should focus on four basic values as enunciated by UNDP – 
equity, efficiency, participation and empowerment, and sustainability. The key 
to Sri Lanka’s success in terms of  health status, as highlighted by indicators 
such as maternal mortality rate, infant mortality rate, and life expectancy, 
is not just restricted to interventions in the single domain of  healthcare. It 
has been made possible by affirmative action in multiple domains such as 
education, gender equality, and universal adult suffrage.  There has also been 
a sense of  dedication towards improving health status, and a sense of  pride 
attached to its achievement. This might be a result of  empowerment efforts 
taken by the government. 

What is observable from the above analysis is that if  there exists gender 
inequality and low literacy in the society, then there might be low utilisation 
of  services. Poor and rural societies generally do not prioritise access to 
healthcare, and ignore it, unless it is absolutely urgent. Most of  the policies 
in Assam are sectoral in nature, and consequently have failed to address the 
multiple deprivations or disadvantages that poor people face. This calls for 
having a synergistic approach because in social sector most of  the aspects 
of  development are interrelated to each other, and neglect in any one aspect 
would hinder the achievement of  results in the other. This is one of  the 
reasons why Sri Lanka has a better health status compared to India in general 
and Assam in particular.  
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