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'Free Health' in the Face of 
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Post-1977 Sri Lanka 
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T he newly independent government of 
Ceylon adopted its 'free health' policy 
in the context of the pose-Second World 
War economic boom and renewed 

opnmtsm about Third World development. Anti
colonial movements had gained ground by the 1950s, 
and the Non-Aligned Movement, of which Ceylon 
was an active member, soon acquired United Nations 
(UN) representation as the Group of 77. As che Cold 
War heightened with the Soviet Union and China 
holding sway at the UN, in 1974, the UN adopted 
the 'New Internacional Economic Order' and a more 
comprehensive approach co development (Kumar, Birn 
and McDonough 2016). 

As part of the new development agenda, the World 
Health Organization (WHO) endorsed che 1978 Alma 
Aca Declaration. Alma-Ara supported a 'Health for 
All'2 model chat decried inequalities in health between 
and within "developed and developing countries" 
(WHO 1978). 'Health for All' was to be achieved by 
strengthening comprehensive primary health care, 
an approach chat drew on the principles of the New 
International Economic Order. Importantly, Alma 
Aca emphasized a state-led health care delivery model 
cogetherwich intersectoral collaboration and community 
mobilization co address che broader determinants of 
health. Bur che Alma Aca pledge was shore lived in the 
concexc of the 1970s economic recession. 

The rise of inflation and unemployment in the West 
saw the dismantling of che Keynesian welfare scare 
and widespread support for neoliberalism as a policy 
doctrine (Harvey 2005). A new constellation of actors, 
most prominently the World Bank, became influential 
in global health agenda-setcing. As a result, conservative 
health reform agendas, entangled in the exigencies of 
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structural adjustment, were touted for the Third World 
(Birn 2014). While they had drastic consequences for 
health systems in these contexts, chis paper explores 
the conditions under which Sri Lanka retained the 
original state-centered structure of its public system, 
and pursued a different path to privatization. 

The Beginnings of 'Free Health' 

1he foundations of Sri Lanka's western3 medical 
syscem were laid under colonialism. Until the early 19th 
century, colonial medical administrations chiefly served 
military needs while 'private' practitioners attended co 
the European and Ceylonese elite in urban settings. The 
British colonial government extended western medical 
services to the urban poor in 1819 with the opening of 
che Peccah Hospital in Colombo. Missionaries played 
a key role in the subsequent expansion of allopathic 
health services; the Anglican Church's Friend-in-Need 

· Societies set up 'pauper hospitals' in major townships 
while American missionaries established health facilities 
in the North. The 'pauper hospitals' were taken over 
by the colonial government in 1858, and would form 
the backbone of the curative arm of the public system 
Oones 2009; Uragoda 1987). 

Crucial co the development of preventive services 
was the arrival of the Rockefeller Foundation in 
1914 to assist with hookworm control efforts on 
plantations. Confronted by an intransigent Planters' 
Association, the Foundation made dismal progress 
with sanitation, and eventually shifted its programme 
co non-plantation areas. A significantly restructured 
and more comprehensive public health programme was 
established in the Western Province with support from 
the government administrative system. This sanitation 
programme laid the groundwork for the health units 
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system, which would evolve, from its beginnings 
in Kalutara, into a far reaching preventive health 
programme spanning the entire country (Hewa 1995). 

Rural expansion of healthcare accelerated after the 
malaria epidemic of 1934/35, which emerged in che 
nexus of cccession, drought, and food scarcity, and 
made visible the desperate conditions of the rural 
poor. As Srace Councillors4 and regional government 
represenrarivcs drew attention co the dire needs of their 
respective constituencies, the colonial government came 
under heavy criticism fur a half-hearted response co 
the humanitarian crisis. In che wake of che Suriya Mal 
Movement.5 a more responsive government issued free 
rice rations and school meals in affected areas, and took 
srcps to screngthen rural health services (Silva 2014). 

Ceylon's health sector flourished under a thriving 
planrarion economy in the 1940s. Healthcare spending 
grew in absolute terms and as a proponion of national 
income in the fuse decade after independence, financed 
mainly through crade tariffs (Rannan-Eliya and De Mel 
1997). Brirain's 1946 legislation of the National Health 
Service prompted the government ro commission Or. 
J.H.L Cumpston, former Australian Director-General 
of Healch Services, co assess Ceylon's health sector. The 
ensuing 1950 Cumpston Repon sec the direction for 
health reform through its recommendations Oones 
2009). The government consequently eliminated user
fees from the public system while the 1952 Health 
Services Act brought government health services 
under a cencralized departmenc.6 As international 
crade slumped in the 1960s, revenue from trade tariffs 
became insufficient ro develop the health sector. The 
government responded by intensifying the use of 
existing resources to cater to the growing population 
(Hsiao 2000). 

The private sector ran in parallel throughout this 
period, serving a wealthy minority. The colonial 
government encouraged medical practitioners serving 
in public hospitals to engage in private practice after 
hours to maintain low wages in the state sector. This 
form of dual practice created a channel through which 
private patients gained entry to government hospitals 
Ooncs 2009). For this reason, the 1950 Cumpston 
Rcpon recommended banning dual practice to ease 
the congestion in state hospitals. This recommendation 
was resisted by the medical establishment, and only 
implemented in 1956 by the incoming Sri Lanka 
Freedom Party (SLFP) government Oayasuriya 2010). 
Subsequent trade union action by che Government 
Medical Officers As.~ciation (GMOA) led to the 
granting of some private practice privileges for 
specialists. 
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Faced by a balance of payment crisis exacerbated 
b surging world oil prices, che leftist United Prone 
g~vernment, elected into power in 1970, introduced a 
series of reforms char impacted the health sector. Ir cue 
welfare subsidies in the 1971 budget, and introduced 
a user-fee in the form of a scamp duty for out-patient 
services (Herring 1987; Rannan-Eliya and de Md 
1997). A centralized purchasing system to rationalize 
pharmaceutical imporcs, introduced in the early I 960s, 
was, in 1972, extended to the private sector (Lall and 
Bibile 1977).7 The Left alliance also banned public 
sector health professionals from engaging in privace 
practice Qayasuriya 20 l O). By 1977, when the newly 
elected United National Party (UNP) government 
adopted an 'open economy,' 'free health' was fairly well 
established and enjoyed widespread popularity. 

'Free Health' under Early Economic Liberalization: 
1977 to the Late 1980s 

The incoming UNP government embarked upon a 
donor-driven programme of economic liberalization. 
Paradoxically, despite a widening trade deficit, the 
government continued to expand che public secror 
while cutting welfare spending (Herring 1987). 
Budgetary allocations co che social sector plummeted 
from about 40 per cent between 1970 and 1977 to 11 
per cent in 1981 Uayasuriya 2010). The government 
turned to indirect taxation to finance public services 
even as revenue from trade tariffs fell steeply following 
trade liberalization (Hsiao 2000). 

This policy shift in Sri Lanka took place in the context 
of the Third World debt crisis. The World Bank and 
International Monetary Fund (IMF) negotiated debt 
relief and issued loans to Third World governments 
co finance repayment. Widely known as scructural 
adjustment programmes, these loans entailed conditions 
that promoted economic liberalization, including 
the removal of trade barriers, financial deregulation, 
privatization of state-owned enterprises, regressive 
forms of taxation, and cues co social spending (Harvey 
2005) . Implemented to varying degrees in Third World 
contexts, sweeping reforms were also negotiated for the 
health sector, including cuts to public health spending, 
privatization of public services, and introduction of 
user-fees and/or health insurance (Birn, Pillay, and 
Holtz 2017). 

The World Bank had commenced activities in Sri 
Lanka by che 1950s, long before the advent of structural 
adjustment (Lakshman 1985). On its recommendation, 
the government attempted to remove the rice subsidy 
in 1953, a move that was met with the 'Great Harcal' 
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led by the trade union movement. Although che 
government substantially cut food subsidies in 1977, it 
displayed some reluctance to dismantle the 'free health' 
policy, which, together with 'free education,' was viewed 
as sources of national pride (Herring 1987). Instead, 
che government abolished user-charges from the public 
health system, a step viewed by many as a populist gesture 
since the government simultaneously incentivized 
private healthcare expansion by removing the ban on 

dual practice; providing loans for the establishment 
of private healthcare facilities and; deregulating the 

pharmaceutical and insurance industries (Baru 2003; 
Jayasuriya 2010). 

Paradoxically, the government also endorsed the 1978 
Alma Ara Declaration and adopted a national strategy 
to achieve 'Health for All by the Year 2000.' This 
strategy aimed to build capacity at the national level, 
decentralize health services, strengthen rural structures 
for advocacy and community mobilization, and invest in 
rural infrastructure to support comprehensive primary 
healthcare (Economic Review I 987). Decentralization 
was further legislated through the 13th Amendment 
to the Constitution introduced in 1987, which 

sought to address the national question. Although the 
administration of (most) regional healthcare facilities 
was transferred to nine provincial departments of health 
under the 13th amendment, financial decentralization 
remained unsuccessful as the taxes devolved to the 
provinces were not substantial (Hsiao 2000). Taken 
together, the 1980s health reforms differed substantially 

from the World Bank's policy prescriptions, which 
included user-fees for government heal ch services, health 
insurance, 'effective' use of private sector resources, and 
decentralization (World Bank 1987, p. 5). 

In sum, having adopted an 'open economy' amidst 
a world recession, the government sustained its 'free 
heath' policy while promoting private sector expansion. 

Perhaps fearing electoral repercussions, the World Bank 
health sector reforms were not adopted in Sri Lanka. As 
opposition co neoliberal capitalism weakened after the 
dissolution of the Soviet Union in 1991, Sri Lanka duly 

accelerated healthcare privatization together with ocher 

poorer countries. 

'ln"Yating in Health' in the Second Phase of 

Liberalization: 1990s to 2009 

A major shift occurred in private health sector 
development after the establishment of the Board of 
Investment of Sri Lanka (BOI) in 1992. Having irs 

origins in the Greater Colombo Economic Commission 
sec up in 1978 to 'develop' the outskirts of Colombo, 
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the BOl's mandate covered the entire country. The BOI 
offered a range of fiscal incentives to expand private 
healthcare, including cax holidays, concessionary rates 
on corporate income tax, import ducy exemptions, and 
concessionary lease terms on state lands (Rannan-Eliya 
and Kalyanaratne 2005). Several large-scale private 
hospital projects subsequently took off, changing the 
landscape of private healthcare in Colombo (Dayaratne 
2013). 

These developments in Sri Lanka coincided with the 
collapse of the 'socialist bloc' and the entrenchment 
of neoliberal ideology within structures of global 
governance. The 1990s saw the creation of the World 
Trade Organization and the adoption of numerous free 
trade agreements. A new economic regime supported 
by multilateral agencies acknowledged market failures 
and institutional constraints, and recommended state 
intervention to overcome them. Although purportedly 
seeking to address the disastrous impact of structural 
adjustment, the new framework still endorsed a marker 
order and intensified integration to global financial 
markets (Saad-Filho 2005). 

The health reform platform supported under 
rhe new framework manifested in the 1993 World 
Development Report, Investing in Health. Framing 
health as an investment opportunity co further 
economic development, the report recommended 
public provision of an essential 'basket' of health services 
with rhe remainder to be offered within a competitive 
market where "suppliers (both public and private) 
. . . [would] compete both to deliver clinical services 
and to provide inputs . . . to publicly and privately 
financed health services" in a context where "[d]omestic 
suppliers [would] not be protected from international 
competition" (World Bank 1993, p. 6) . The dominance 
of the market order remained unchallenged in che 
2000 United Nations Millennium Project. The 2001 
WHO Commission on Macroeconomics and Health 
undertook to examine the role of health in economic 
development, and reaffirmed the 1990s commitment 
to public provisioning of 'essential' health services. 
Notably, at the turn of the millennium, the influence 
of corporate actors in global health agenda-setting had 
visibly grown through numerous global 'public-private 
partnerships' (Kumar, Birn and McDonough 2016). 

The new healthcare financing strategies supported 
by multilateral agencies were not adopted in Sri Lanka, 
although a series of national health policy documents 
contained plans to increase or formalize the role of che 
private sector in service delivery in Sri Lanka (Haniffa 
2006; Hsiao 2000; Government of Sri Lanka 2002). 
While most of these policy initiatives supported the 
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introJuction of health insurance, the UN P's R'K";,,;ng 
Sri Llnkil explicitly oudin«i proposals to dism.anrle 
the 'fttt. h('.utb' policy by ra~ting the 'free' public 
~-stem to the poor tGovcmment of Sri Lanka 2002). 
Ho~-cr, public and private health sectors remained 
administrarivdy distinct while the privarc sector 
expand«! under srate patrona~. 

The B01 gr.mted m.assive subsidies to the priv.ate 
healthcare industry through the 1990s, intensified 
under rhe brief l JNP government between 2001 and 
2004, and continued unab.ued under che tenure of 
President Raj.ap.aksa.. Rdlecring chis subsidization, the 
number of privarc hospitals rose from 66 co l 23 between 
1990 and 2009 (Amarasinghe ct al. 2015). In 2002, the 
pm-arc sh.re of capital expenditure reached an all-time 
high of 29 per cent (lnsriruce for Health Policy 2015). 
H~'tt, the fiscal incentives (e.g. tax exemptions for 
impom, corporate income cax reductions, subsidized 
rares on state lands, ccc.} provided by the srace were 
noc offset by savings as anticipated by the government. 
Rather die government incurred losses (Rannan-Eliya 
and Kalyanarame 2005). 

The government's srrarcgy was essentially ro withdraw 
&om healthcare provision while supporting private 
health sector dcvdopment. Government expenditure 
on bealch as a percentage of general govcmment 
apendirure dropped from 6.8 to 5.9 per cent between 
2000 and 2009 (WHO 2012) as the government 
invested heavily on a military offensive against rhe 
Tamil Tigers. Although the public share of health 
apcndirure remained fairly conscanc ac just over 40 
per ccnc, admissions per public hospital bed rose from 
50 to 80 per year between 2000 and 2009, rdleccing 
insufficient capital investment in the public healrh 
sector (Amarasinghe ec al. 2015). In the absence of 
healch insurance, the government began co directly 
.6nancc private seccor provision. The President's Fund, 
a populist humanitarian initiative co provide assistance 
ro needy citizens, expanded ics mandate in 1995 to 
cover a portion of rhe coses of private healthcare for a 
set of pre-defined conditions. In 1997, the government 
introduced a contributory health insurance scheme 
for public sector employees, which offset che costs of 
private healrhcare. 

The World Bank's involvement in hc:alch sector 
development increased with its support of the first 
leg of Sri Lanka's Health Secror Development Project, 
which aimed to make che health sector "adapt co che 
chaJlenge:s resulting from the double burden of disease 
by improving equity, quality and efficiency of the healch 
system by 2010" (World Bank 2004, p. 3). Notably, the 
projecr proposal contained plans co assess che feasibility 

26 

of .alccrnative healthcare financing options, although 
there was no reference to such an assessment in the 
project's completion report (World B;mk 2017a). 

In sum, despite weakened opposition to neoliberalisrn 
at che global level, the 'free health' policy remained in 
place during che 1990s, muggling under putative 
resource constraints. With the aim of attracting foreign 
capital, the government opened the health sector for 
investment through che BO1, which led to the spread 
of private hospitals, primarily in Colombo. Numerous 
national health policy initiatives attempted to formalize 
rhe role of che private sector in healthcare delivery, 
but were not implemented by the Ministry of Hcalrh. 
Instead, the government supported private healthcare 
expansion while underinvescing in the public system. 

Post-Civil War Development in the Age of'Universal 
Health Coverage': 2009 to the Present 

As the civil war came to an end in 2009, che Rajapaksa 
regime embarked on a massive wave of liberalization 
caking advantage of the inflow of foreign capital. 
Embracing rhe rhetoric of pose-war development, che 
government spearheaded a programme char sought 
to make Sri Lanka the "Wonder of Asia" under the 
Mahinda Chinthana Vision for the Future. For the health 
sector, Mahinda Chinthana ouclined plans co expand 
hotel-style stace-of-rhe-arc facilities through 'public
private partnerships'. These services, to be covered 
by health insurance, were expected co support the 
burgeoning medical tourism industry (Department of 
National Planning 2010, p. 150-153). 

The National Health Development Plan 2013-2017 
(NH DP}, designed when President Sirisena was Minister 
of Health, included several strategies chat targeted che 
private sector. Among rhem stand out, "promoting and 
regulating the private sector co deliver affordable and 
quality services; improving public-private partnerships 
in providing healthcare services; . .. promoting medical 
tourism; [and] ... promoting alternative financing 
options for healthcare" (Ministry of Health n.d., p. 9). 
A few proposals contained in che NHDP's action plan 
also spelled out danger: outsourcing deaning, laundry, 
security, ambulance, and ocher transport services (p. 
306); developing sections dedicated co medical tourism 
in government and private sector hospitals (p. 338) and; 
introducing social insurance and fee-for-services (p. 
344), all by 2017 (Ministry of Health n.d.). Although 
some facility services have already been out-sourced co 
the private sector, che government has still not moved 
forward with che ocher strategies contained therein. 
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The .second phase of the World Bank-supported 
Health Sector Dcvdopmenc Project, launched in 2013 
in conjunction with NHDP and valued at USO 5 
billion. aimed to "upgrade the standards of performance 
of the public health system and enable it to better 
respond to the challenges of malnutrition and non
communicable diseases" (World Bank 2013, p. 17). 
Notably, a second component of the project addressed 
•innovation, results and capacity building" (World Bank 
2013, p. 18-22). A private sector review was undertaken 
before the commencement of the second phase to 
address "the significant knowledge gaps on the private 
health sector ... and foster a dialogue on opportunities 
for collaboration between the government and the 
private scccor" (Govindaraj ct al. 2014, p. ii). Yet, the 
Second Health Sector Development Project did not 
allude co health insurance, and all loan disbursement 
indicators associated with the project remained linked 
co interventions targeting the public sector (World 
Bank 2017b). 

As the NHDP neared the end of its timeframe, the 
Ministry of Health unveiled the National Strategic 
Framm1ork for Development of Health Services 2016-2025 
(MiniscryofHealth 2016). Evidently not associated with 
a World Bank credit facility, this framework has been 
ckvdoped following multi-stakeholder consultations 
ac che national level. It includes a number of initiatives 
chat seek co harness the private sector's contribution 
co service delivery, particularly in relation co primary 
healthcare. As with previous policy initiatives, the 
section on health financing contains plans co introduce 
a national health insurance scheme co provide financial 
security for "certain healthcare problems" (Ministry of 
Healch 2016, p. 71). 

Although these national health policies seem 
inconsistent and even conrradiccory, there appears co 
be wide consensus on che need ro introduce national 
health insurance. Both the United People's Freedom 
Alliance (UPFA) and che UNP underscored che need 
for health insurance in their respective 2015 election 
manifestos (Deshodaya Movement 2015). Moreover, 
che incumbent UNP-dominanc government's 2017 
budgec proposals included a health insurance scheme 
for all school-going children alongside a series of other 
proposals that promoted private health sector expansion 
(Ministry of Finance 2016). Although che GMOA 
objected to chese budget proposals, they have remained 
silent on che privatizing health reforms contained in 
narional health policy documencs. 

The widespread support for health insurance draws 
on the 'universal health coverage' (UHC) framework 
embraced by international health and development 
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agencies in recent years. UHC was formally introduced 
to che global health agenda in che 20/0 World Health 
Report where its definition underscored 'finwci:,J 
risk proreccion' (WHO 2010). The Unircd Narions 
endorsed UHC by including it as rarger 8 of the third 
Sustainable Development Goal (Ensure healthy livu and 
promote well-being for all at all ages). Nocwirhscanding 
the broader approach envisioned by rhe United 
Nations, recent interventions char have rheir basis in 
the UHC framework have focused rather singularly on 
expanding health insurance and diversifying provision 
through private secror 'collaborarion.' The emphasis on 
'financial risk protection' has diverted attention from 
the face char rising our-of-pocket expenditures are a 
manifestation of weakening public systems (Sengupta 
2015). Indeed, the experiences of countries with 
publicly financed and delivered health systems, such 
as Cuba and Sri Lanka, receive lirde attention in these 
deliberations. Rather than investing in the 'free' public 
system, policymakers in Sri Lanka have uncritically 
accepted che UHC framework routed by global health 
gurus with licde consideration for the implications of 
healthcare privatization for equity. 

The Futwc of'Free Health'? 

The growing dominance of the private healrh sector is 
evident in its rapid expansion in Colombo, ics suburbs, 
and other urban settings. Unlike a couple of decades 
ago when stare-of-the-art facilities were introduced 
to che health sector by che Ministry of Health, today, 
che country's most advanced biomedical technologies 
are housed at private hospitals. While the merits of 
medicalizacion and commercialization of healthcare 
may be questionable, the government's policy of 
supporting private healthcare expansion while investing 
inadequately in che public system has wide-ranging 
implications for equity in healthcare. 

Stace policies have s~pporced the creation of a 
two tiered health system with growing stratification 
of services between the wealthy and poor. For one, 
commercial hospitals are used by a wealthy minority 
and remain virtually inaccessible co the rest of the 
population. Even wealchier users generally access private 
(our-patient) services while exploiting the government's 
'open door' policy at public facilities co enter rhe public 
system for in-patient care and ocher resource-intensive 
procedures. Dual practice allows private ht:alrhcare 
users co essentially pay to receive priority within public 
facilities, compromising service for disadvantaged users 
who cannot afford private healthcare. On the other 
hand, large sections of poorer users pay out-of-pocket 
co access che private sector for our-patient care owing ro 
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gaps in public services. This situation is compounded by 
ddi.cits in medicines, diagnostics, and medical supplies 
at public facilities, which compel even the poorest to 
access the private sector. 

The present situation perhaps reflects a health system 
in limbo. Fee-levying sections have already been 
opened in some tertiary care centers and a number 
of faciliry services, most recently ambulance services, 
are outsourced to private companies. The incumbent 
government proposes to worsen this situation by 
providing health insurance to some sections of the 
population, perhaps to diminish reliance on the public 
health sector. Other proposals co privatize the health 
sector contained in the 2017 Budget Proposals include 
upgrading public facilities through 'public-private 
partnerships,' establishing (more) paying wards together 
with the private sector in state hospitals, and inviting the 
private sector to establish laboratories in state hospitals 
(Ministry of Finance 2016). As the private sector grows, 
public sector health professionals are increasingly 
opting out of government employment to take up 
fulltime positions in the private sector, causing a dearth 
of human resources for health in remote, disadvantaged 
areas (Dayaratne 2013). 

One might ask why this longwinded approach to 
privatization? Why was the 'free health' policy not 
dismantled in Sri Lanka under structural adjustment 
along with public health systems of other poorer 
countries? The reality is that 'free health' is etched in 
the public imaginary. As Hsiao (2000, p. 57) pointed 
out over a decade ago, healthcare is a highly contentious 
political issue "so much so that (user-fees] will not be 
debated in public". In ocher words, the notion of paying 
for healthcare remains unacceptable among a fairly 
literate population. 

The widespread appeal of the 'free health' policy 
manifescs in its endorsement by high-ranking 
politicians. 111e incumbent President's 2014 Election 
Manifesto articulated a commitment co strengthen 
"free health," and promised a "unified state service" that 
would "coordinate Western, Eastern and indigenous 
systems of medicine" and provide "all medical drugs and 
tests" through "appropriate state institutions" (Sirisena 
2014, p. 35). Moreover, any pronouncements on health 
insurance made by the present government have been 
couched in the language of puhlic financing. In the 
l0 17 Budget, for example, the government proposed 
a govtrnmmt-fin11nud health insurance scheme for all 
school-goers (Minisrry of Finance 2016). 

Although plenty of evidence supports the assertion 
1h.u publicly-financed and -ddivercd hcalih sys1ems 
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are more equitable and economical in the long-term, 
they are presumed unf~ible . fo~ P?~rer co~nt~ie~. 
Health insurance with its basts m nsk shanng 1s 
the recommended model. le is presumed co improve 
'efficiency' of service delivery through the separation 
of che purchasing and providing functions of a 
health system (or the 'purchaser-provider split'). 
While inefficiency has not been identified as a major 
concern in Sri Lanka's health sector (Hsiao 2000), 
the experiences of ocher poorer countries suggest that 
expanding insurance increases healthcare coses for 
governments (while ensuring a fixed and lucrative 
market for private health insurers and providers), and 
widens inequity. Health insurance schemes rolled out 
in poorer settings are generally not single-payer models, 
but consist of several pooled funds that differ in their 
comprehensiveness. They often cover a pre-defined 
package of'essential' services for the low-income bracket 
while the wealthy enjoy superior coverage (Bien, Nervi, 
and Siqueira 2016). 

The national health policy documents formulated by 
successive governments in Sri Lanka suggest chat the 
future of 'free health' is bleak. However, che reluctance 
on rhe part of the government to move forward with 
privatization strategies prescribed by multilateral 
agencies is evidence of che potential electoral 
implications of dismantling che 'free health' policy. The 
public system still provides healthcare without user
charges and covers a large section of the population's 
healthcare needs. Changing che structure of financing 
and delivery of healthcare in Sri Lanka would necessarily 
lead co widespread protests and social unrest. As the 
incumbent government attempts co rollouc market
based health reforms co revamp the health sector, rhe 
fare of 'free health' remains in the hands of the people. 

Notes 
1 'lhc ideas c.xprcsscd in this paper benefited from discussions 
with Peggy McDonough and Anne-Emanuelle Birn. I thank the 
anonymous reviewers for their helpfol suggestions. This work was 
funded by the International Development Research Centre, Canada, 
the Ontario Graduate Scholarship Programme, and the University of 
Toronto. 
2 "A healthcare delivery system that provides equal services for the 
entire population regJrdless of an individuJl's or f.unily's financial 
resources" (W.,itzkin 2015, p. 93). 
3 Ayurvcda, Unani and Sidda medical systems functioned in pre
colonial times and ran parallel 10 Western medical services under 
colonialism and after independence (Uragoda 1987). Indigenous 
medicine still constitutes an important component of the health 
system. While priv:itiz.atlon has encroached upon the indigenous 
medical system and merits attention, in this paper. I focus on the 
allopathlc medical system. 
4 'the 19 31 Donoughmore Constitution gr.meed univcml lr•nchisc 
and established the Srntc Council, a unicameml lcgisl.tmrc, comprising 
fifry clmcd state councilors (Wkkrama<inghc !006). 
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5 Initialed in 1932 10 pro1es1 che sale of poppies on Remembrance 
Day, 1hc Suriy.a Mal Movement evolved in10 che Trotskyite Lanka 
Sama Sarnaja Pariy, launched in 1935 (Wickramasinghe 2006). 
6 Exiant work on hcal1h policy in Sri Lanka docs not clearly map out 
a rimeUnc or provide an analysis of the aaors and forces behind ihe 
adoption of che 'free healch' policy. Some sources indica1e chat user
fees were removed from the system in 1950 (Perera 1985; Hanilfa 
2006) and ochers 1951 (Rannan-Eliya and de Mel 1997). 
7 The Bibile and Wickramasinghe pharmaceutical reforms, laier 
endo1scd by che World Health Organizarion as a model for poor 
countries, faced che wra1h of transnational pharmaceutical companies, 
and were abandoned by 1he government in 1976 (Lall and Bibile 
1977). 

References 

Amar:uingbe, S, De Alwis, S, Saleem, S, Rannan-Eliya, RP & 
Dalpadaru, S 2015, 'Private Health Sector Review 2012', viewed 11 
June 2017, http://www.ihp.lk/publica1ions/docs/PHSR2012.pdf 

Barn, RV 2003, 'The Privatiza1ion of Heal1h Services: A Sou1h Asian 
Perspective', &anomic and Political Wttkry, vol. 38, no. 42, pp. 4433-
4437 

Birn, AE 2014, Philan1hrotapi1alis111, Pas, a11d Pmmt: Tht 
Rockeftlkr Fo11ndation, tht Gatts Fo,mdation, and 1ht Sttting(s) of the 
lnttrnationaVGlobal Health Agenda, viewed 11 June 2017, http:// 
www.utsc.utoronto.ca/ ccds/ sites/ u tsc. utoron to.ca.ccds/ files/ docs/ 
Bien%20and%20Richter%2020 l 7%20Philanthrocapitalism%20 
and%20the%20Global%20Hcalth%20Agenda.pdf 

Bien, AE, Nervi, L & Siqueira, E 2016, 'Neoliberalism R.cdux: The 
Global Health Policy Agenda and the Politics of Cooptation in Latin 
America and Beyond', Development and Change, vol. 47, no. 4, pp. 
734-759 

Bien, AE, PiUay, Y & Holtz, TH 2017, Textbook of global health (4th 
ed.), Oxford Universiiy Press Inc., New York 

Dayarame, GD 2013, Private Hospital Health Cart Delivery in Sri 
Lanita: Some lss11ts on Eq11ity, Fairness and Regulation, lns1irute of 
Policy Studies, Colombo 

Department of National Planning 20 I 0, Mahinda Chinthana Vision 
for the F11t11rt, Department of National Planning, Colombo 

Dcshodaya Movement 20 I 5, 'Summary of UNFGG, UPFA, JVP and 
TNA manifestos: Parliamenrary elections 2015', Co/,,mbo Ttkgraph, 
viewed 11 June 2017, htcps://www.colombotclegraph.com/index. 
php/summary-of-unfgg-upfa-jvp-ena-manifestos-parliamentary
dections-2015/ 

Economic Review 1987, 'Heal1h and Medical Services', Economic 
Rninll, vol. 12, no. 12, pp. 3-13 

Government of Sri Lanka 2002, Regaining Sri Lanka: Vrsion and 
Stmt,v for Acctlrrated Development, viewed 11 June 2017, https:// 
www.imf.org/External/NP /prsp/2002/lka/O l / 120502. pdf 

Govindaraj, R, Navaracne, K, Cavagnero, E & Seshadri, 
SR 2014, 'Health Care in Sri Lanka: What Can the 
Private Health Secror Offer?', World Ba11k, viewed 11 June 
2017, https://openknowledgc. worldbank.org/bitmeam/ 
handle/ I 0986/200 J 8/ 8 99540WPO Box380th0Ca reOinOSriO Lanka. 
pelf 

Polity I Volume 7, Issue 2 

Hanilfa, R 2006, 'Is HC31th a Righr or Commodiiy? - Pm II, Why 
Sri Lanka Needs a National HC3lth Policy!', The !tland, viewed I I 
June 2017, http://www.island.lk/2006/04/l 9/fcarurcs3.hrml 

Harvey, D 2005, A brief history of ntoliberalism, Oxford Universiiy 
Press, Oxford 

Herring, RJ 1987, 'Economic Liberalisation Policies in Sri Lanka: 
International Pressures, Conmaints and Suppons', Economic and 
Political Wttkry, vol. 22, no. 8, pp. 325-333 

Hcwa, S 1995, Co/,,nialism, tropical Distast and imperial mtdicint: 
&clteftlkr philanthropy in Sri Lanita, University Press of America, 
Lanham 

Hsiao, W 2000, A Preliminary Asmsment of Sri Lanlrai Health Sector 
and Sttps Forward, Harvard Universiiy, Cambridge 

lnstirute for Health Policy 2015, Sri Lanka Health A(Cor,nts: National 
H,alth Expmditurt 1990-20U, viewed 11 June 2017, h11p://www. 
ihp.lk/publicarions/docs/HES 1504.pdf 

Jayasuriy.a, L 20 I 0, Taking social deve/,,pmtnl ttriozrsly: tht txptrienct of 
Sri Lanita, SAGE Publications, New Delhi 

Jones, M 2009, 7ht hospi1al Syrttm and health care: Sri Lanita, 1815-
1960, Orient BlackSwan, New Delhi 

Kumar, R, Birn, AE & McDonough, P 2016, 'Agenda-Setting in 
Women's Heal1h: Critical Analysis of a Quarter Ccnrury of Paradigm 
Shifts in International and Global Health', in Gideon, J (ed.), 
Handbook on Gendu and Htalth, Edward Elgar, Cheltenham and 
Northamp1on 

Lakshman, WO 1985, 'The IMF-World Bank Intervention in Sri 
Lankan Economic Policy: Hisrorical Trends and Patterns', Social 
Scientist, vol. 13, no. 2, pp. 3-29 

Lall, S & Bibile, S 1977, 'Political Economy of Controlling 
Transnationals: Pharmaceutical Industry in Sri Lanka, 1972-1976', 
Economic and Political Weekly, vol. 12, no. 33/34, pp. 1419-1436 

Ministry of Finance 2016, B11dgtt Speech 2017, viewed 11 June, 
http://www. treasury. gov. lie/ article/-/ a rticle-viewer-portlet/ render/ 
view/budget-speech-2017 

Ministry of Health 2016, National Strategic Framework for 
Deve/,,pment of Hea/Jh Services 2016 - 2025, viewed 11 June 2017, 
http://www.health.gov.lk/ en Web/HMP20 ! 6-2025/National%20 
%20S1rategic%20o/o20Frameworko/o20%20.pdf 

Ministry of Health n.d., National Health Deve/,,pment Plan 2013-
2017, Ministry of Health, Colombo 

Perera, PDA 1985, 'Health Care Systems of Sri Lanka', in Halstead, 
SB, JA Walsh & KS Warren (eds.), Good Health at Low Cost, The 
Rockefeller Foundation, New York 

Rannan-Eliya, RP & de Mel, N 1997, Rtto11ru Mobili2:ation in 
Sri lankai Health Stctor, viewed 11 June 2017 hrtps://www.hsph. 
harvard.edu/ihsg/publications/pdf/No-42.PDF 

Rannan-Eliya, RP & Kalyaratne, A 2005, Fiscal incentives for the 
deve/,,pmtnt of health services in Sri Lanka: evalr,ation of BO/ incentives 
for private health stc1or invtmntnts, lns1irute for Health Policy, 
Colombo 

Saad-Filho, A 2005, 'From Washington to Post-Washington 
Consensus: Neoliberal Agendas for Economic Development', in 

29 



ESSAY---------------------------_, 
SuHllho, A e,c D J h Pluto Press Lo J O nJtnn lcdi.), Ntnli/1mil/1m: A (,iltlc11/ lit111l,r, ' 11 on and Ann Arbor 

Sengupta A20l5 'U I . Subsian,;' . ' n vrrul I l"lrh Covcr~ge: 'lhe Rh~11,rlc ,ml rho • 111/rd Wrir/,J Rt11t~(t11l't, vol. 2%/ l97' pp, 7 -12 

Silva1, l<T 20 I 4 Dtcoln 1 of tn/1£ . '. n Jt1tlnn, tlrt1tb1p111tnt ,in,/ 1llst11Jt: 11 sor/11/ /,/story "'" In Sri l.,mlta, Orient LllackSwAn, Nc:w Ddlil 

Slriscn:i, M 2014 A C G • omp,mlon,111 Mnlthrl Co11tr1111nct: A S1t1/1/t ,uumry, MaltlulpJla Sirbcna, Columbo 

~1tda
1
' CG 1987, A history of 111,tllclltt In Sri l.,mltn, Sri Lanka c ca Auodation, Colombo 

Wai1zki11, H 2015 'U I I l.( I I . or •
11 

', n •e.m r CJ 11 C:ovcr,1~c: Ilic Srr;111gc Ronmrce 
ie Lmcet, MEDICC, and Cuba', Sucl11/ Mtdlrl11t, vol 9 no 2 pp. 93.97 ' ' . ' 

WHO 1978• ·r,,, /Julnr,1tiu11 ,,f A/11111 Att,, viewed 11 June 2017 h1tp://www.who.ln1/p11bllca1lons/almura_dcd~rntlon_rn,pdl?ua• I ' 

~HO 2010, l l,11/rl, Sy1tt1ns N11,111ci11,(: '/Ii, /',,rl, t11 U11ium,1/ G'nuer,1r.1, vrcwcd 11 June 2017 hnp://www.who,lm/wlu/lOlO/cn/ 

WHO 2012• World l-!t.1/tl,S1111istics 2012, viewed 11 June 2017 hrtp:// 
~~r·who,lnr/lris/bimream/ 10665M-l84411/978'J24 I SM44 l_cng. 

Wlckram;uinghc, N 2006, Sri Lnnlt,, in tht modrrn ,tgr: ,, l,i,10,y of 
con/tstttl idtntititt, Hurst ;md Company, Lon,lun 

World 14,nk 1~117, /11n11rtrlnt 1/,11/th .'11ftl/m In llf11'/11/1lflt, 1.'1tHnlt/A/, 
1111 Ar.t111l11 for H,farm, vif\l(fcl 11 Jrw: 7Jll7, htrj,'/ltl1-,wlrlf'"'♦• 
worldbink,nrKfwuml/en/4(,14fl')l4(,lll .'7}7'J(h7/p,lf/m11lt1-·~ , 
pdf 

World lt~nk 19?:S, Wnr/J !111,1"1pmml Pt/WI' ffJ'1.J: fnv,;t/'11, it, 
f/,11/1/,, vlewrrl 11 Jum- ZIii 7, h11~ //,,pe11kn1,wl!dp-.,.,,,rf1U,4r,lr.1>1r/ 
hu,Jlc/ I O'JHr.lS91<, 

World Bank :ZOM, ffll}fct Appt,11111/ I J11r11wn1 M II /'mJ,•lltl '"""' 1n tht A111n11nt of .Wit 10,J Mil/Inn ((Af (,fJ Mil//1111/'111111111/,nJJ1111hr 
/)rmnrt,11/c Sor/11/ krp11/1/ir of Sri l.11nlfll fot II I l,11/1h '>r,w I ,,v,/,111mmJ 
l'mjtct, viewed 11 lune ZOl'l h11r,/lwww-w1kw111Ml,,,n~.111!;f 
mcrnalhlcfaulr/Wf'Jq( :t,n1cn1~c,vrr/WI IW/1 l',/7.1/11/4/fl',/ J/,/tJl)l,/J{, 
00 I 6_20MOS:U, I 07.IJ~J/l(cnclmd/l'I Jl1/2H'J I ~,J'(Jr 

World 11~11k 20 I J, 1,,,,,,,11t/on,1/ IJtulnJ,mrrtt AM,lllt/,,,, 
Pm/tr/ ANrll//11/ I Jor11mmt nn // /'rnpn,,tl r;,,,l/1 In 1/,1 Am1,111t/ 
of S/J/1 WI,// Mil/Jqn (USS 2fJIJ Mil/Jon f!IJ11lv11f#n1) Ill 1h, 
/Jm1om11/c !i11r/11/lst /1,pul,/ir of Sri J,ar,l,11 for II 'trulflll I lt,1/Jh 
Sfl'/or {}t11t/np111ertl /'rojtcl, vkwc1I 11 June 7,1)17, hu,r.// 
1loc11111c1m,worltlh~nk,orK/curAWlfrn/S~llllff I /4(,ij 1(){,'J 111(,/41/ 
pclf/7Srnmi'AI >01' 11 HOC Jffii~ilOIJttO( Jnly(l'J/1.l"J( 

WurlJ flank 2017a, Sri /.11,,ltn: l/"1/11, 5tttnr I Jrvtfn/'mtnl, viewr~I 
11 June 2017 h11p://p111jcco,worlcllY•nb,rg/l'O~fT7/4()/~al1h-14r,11, 
Jcvclupmen1?la11g.•c11 

World 11.u,k 2017h, Sri l.11nlt11 - Srruntl H111/1h ',,aqr /Jrv,/1111=,,1 
f'r,ijm, viewed 11 Junt 2017 h11p://pmjci~1.wl)rl1flnnk.1,ri-J 
I' 11 HH06/moncl-lroahh-\Cecror-dcvclupmcn1-p111;«1:lan~"cn 

SSA's Outreach 

The SSA periodlcally organizes discussions with university students on democr~cy ·u ti d lti h' f II 
, , .. , I s ce, an c zens 1p. To o ow our work with un1vers1ty students visit www.ssalanka.org 

JO 
Policy I Volume 7, hsue 2 

J 



{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }

