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ACCD  Advisory Committee for Communicable Disease
AEFI  Adverse event following immunization 
BCG  Bacillus Calmette–Guérin
CHDR  Child Health Development Record
CMO  Chief medical officer 
DTP3  Diphtheria–tetanus–pertussis
EPI VPD  Expanded Programme on Immunization and Vaccine Preventable Diseases 
EPI  Expanded Programme on Immunization 
Hib  Haemophilus influenzae type B
HIS  Health information system
GDP   Gross domestic product
IBFAN  International Baby Food Action Network
IPV  Inactivated polio vaccine
JE  Japanese encephalitis  
LMIC  Lower-middle income country
MCH  Maternal and Child Health
MOH  Medical Officer of Health
MOMCH Medical Officer Maternal and Child Health
MSD  Medical Supplies Division 
NCDs  Non-communicable diseases
NGO  Non-governmental organization
NIP  National Immunization Programme
NITAG  National Immunization Technical Advisory Group
OOP  Out of pocket 
OPV  Oral polio vaccination
PDHS  Provincial Director of Health Services
PHC  Primary Health Care
PHM  Public Health Midwife
PHNS  Public Health Nursing Sister
PHI  Public Health Inspector
PHNS  Public Health Nursing Sister
QEB  Quarterly Epidemiology Bulletin
RDHS  Regional Director of Health Services
SMO  Senior Medical Officer
SPHI  Supervising Public Health Inspector
SPHM  Supervising Public Health Midwife
SDGs  Sustainable Development Goals
UHC  Universal Health Coverage
UNICEF  The United Nations International Children’s Emergency Fund
VPD   Vaccine Preventable Disease
WER  Weekly Epidemiology Report
WHO  World Health Organization

Acronyms
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“Over the last century Sri Lanka 
has developed a strong public 
health system through early 
and sustained commitment 
to providing primary health 
care (PHC) for all. Through a 
life course approach, a person 
is provided with integrated 
packages of health interventions 
at the point of service delivery 
from the time of birth to each 
point throughout their lives. 
A key part of Sri Lanka’s PHC 
service is its strong focus on 
community engagement and 
empowerment.“
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The impact of strong primary health 
care on sustaining vaccination 
coverage 

Over the last century Sri Lanka has developed 
a strong public health system through early and 
sustained commitment to providing primary health 
care (PHC) for all. Through a life course approach, a 
person is provided with integrated packages of health 
interventions at the point of service delivery from the 
time of birth to each point throughout their lives. A 
key part of Sri Lanka’s PHC service is its strong focus 
on community engagement and empowerment.

Sri Lanka’s health system has produced strong 
health outcomes, including through sustaining high 
vaccination coverage nationwide. The use of public 
health midwives, through the community based 
Medical Officer of Health (MOH) system, brings 
health and health education to people’s front door. 
This has enabled 99.1% of children to receive their 
vaccinations in a timely, people-centred manner, 
with high-quality standards. The engagement of 
families and communities goes beyond informing 
and educating the community. Health workers 
draw upon existing community assets to ensure 
that beneficiaries are active participants in public 
programmes. As such, there is both positive health 
seeking behaviour embedded in the population, 
with good health literacy for timely age-appropriate 
immunizations, in addition to strong public demand 
for high-quality, safely delivered vaccines. 

Accompanying this progress, the nation has reduced 
its incidence of vaccine-preventable diseases.1 Sri 
Lanka has now been declared free from maternal 
and neonatal tetanus and poliomyelitis. The last case 
of virologically confirmed polio was in 1993, while 
Japanese encephalitis and congenital syphilis have 
been nearly eliminated.2,3,4     

A renewed global focus on PHC 
and the importance of community 
engagement

All Member States to the United Nations adopted 
the ‘Declaration of Astana’, in Astana, Kazakhstan, on 
25 October 2018.5 This Declaration reflects the new 
obligations of countries, people, communities, health 
care systems and partners to achieve healthier 
lives through sustainable PHC. The Astana vision 
breaks PHC into three components: Primary care 
and essential public health functions as the core of 
integrated health services; multisectoral policies and 
action, and; empowered people and communities. 
Sri Lanka is performing especially well on the last 
component - the engagement and empowerment of 
people and communities. 

It will be important for countries to capitalise on 
the momentum from the Declaration of Astana, to 
move forward with determination, solidarity and 
action. This case study will add to this global voice by 
providing a clear example of how a strong, sustained 
commitment to PHC for all has increased equitable 
vaccination coverage in Sri Lanka. The study will 
drill down to the important question of - ‘how’ by 
analysing:

• How Sri Lanka set up this system;

• How it functions at local levels;

• The key ‘human factors’ to implementation;

• The key challenges in implementation;

• The lessons learnt for other countries to build on. 

Audience 

Stakeholders with interest in strengthening primary 
health care systems and in learning how one country 
has used a community focus to strengthen the overall 
health system towards universal health coverage.
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S
ustained vaccination coverage

Engaging with people 
and communities
• Improving the public’s 

health literacy
• Supporting 

self-management;
• Engaging communities 

for service design

Maintaining High-quality 
vaccination service 
delivery
• Time-tested national 

immunization 
programme standards 

• A strong AEFI 
surveillance system 

• Safe procurement 
process 

• Strong cold chain 
management

• Efficient vaccine 
wastage

Strong guidance and 
leadership from the 
Epidemiology Unit 

Continued political and 
financial commitment
• Political commitment
• Financial sustainability 
• Coordination across 

Government and 
multi-sector collaboration 

• Leadership with 
experience at the 
grassroots

Using Strong 
accountability systems
• Unique communicable disease 

prevention strategy
• Well-functioning paper-based HIS
• Strong delineation of responsibility
• Good methods of answerability for 

transparency
• Independent advisory committee

Addressing social 
determinants of health
• Ensuring no financial 

barriers; 
• Free education for all
• Addressing any potential 

bottlenecks relating to 
geographical access and 
social barriers 

People-centred, integrated 
public care system
• Continuous care delivered to 

each child and mother at 
community-based services

• Commitment to the life 
course approach

Acting for sustainability 
and resilience
• Responding to scarcity 

in vaccines
• Sharing lessons learnt 

and gaining knowledge 
and skills 

• Investing in long-term 
training

1.

2.

3.

4.5.

6.

7.

KEY
SUCCESSES

8.

Key successes

A confluence of factors account for the success 
of Sri Lanka’s sustained vaccination coverage, 
including the high public demand and trust for routine 
immunizations. These factors are a product of a strong 
health systems structure, free health education for 
all and high female empowerment and autonomy 
over health decision-making. Important elements 
of the health system include the provision of free 
health care services, strong leadership through the 

Epidemiology Unit of the Ministry of Health at the 
central level and a well-established and time-tested 
system of integrated service delivery at divisional 
levels and community levels. Additional key factors of 
this health system include a strong health information 
system with a coverage rate of nearly 100%, political 
commitment, strong systems of accountability and 
specific actions for sustainability, including fractional 
dosage of polio vaccines. This case study goes into 
detail on the specific actions taken to achieve these 
success factors.  
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Challenges for the future

The main challenge in the future will be to maintain 
the high coverage rates in a changing world. 
Foreseeable challenges include: 

• International market forces: The side effects of 
the increasing global scarcity of vaccines, and 
pressures from negotiating with vaccine suppliers 
in a small country;

• Changing population demographics: An increase 
in uncontrollable information on vaccinations, 
increased potential for vaccine hesitancy and 
reduction in donor funding will be potential issues; 

• Lack of human resources: There are shortages at 
all levels of the health system, in particular PHMs. 
There is a needed solution to create a motivation 
for PHM job retainment in the population;  
      
 

• Improving the health information system:  
A challenge for the future will be how the health 
system can maintain the quality of the paper-based 
system whilst transitioning to an online system.

• To overcome these issues there is need for 
continued emphasis on maintaining community-
based trust and demand through the MOH health 
structure.

Key lessons learnt 

Key lessons learnt on sustaining immunization 
coverage in Sri Lanka are listed below. The key 
lessons have been categorised into five attributes 
of health systems; quality, equity, accountability, 
efficiency and sustainability. 

However, we recognise that these attributes overlap, 
and therefore some key lessons learnt will related to 
more than one of these key attributes. 

A. Improving quality and equity • Engage with the community through community groups to gain local wisdom; 

• Use Public Health Midwives to connect to the community to build up trust; 

• Develop self-management for vaccinations through strong health literacy;

• Provide people-centred training to professionals to be able to counsel families 
with vaccine hesitancy; 

• Give opportunities for the community and families to bring their voice to the 
design of services;

• Develop independent groups for vaccine quality improvement to credibility;

• Provide strong leadership at the central level, in Sri Lanka’s experience this is 
through the Epidemiology Unit;

B. Improving accountability • Ensure clear role delineation and that every health professional is accountable for 
their performance; 

• Provide regular feedback;

• Hold health professionals accountable for their data through regular reviews and 
staff meetings;

C. Improving efficiency • Integrate data use and data quality improvement training into the curriculum; 

• Make all staff responsible for their own vaccination-related data; 

• Make vital registration mandatory to ensure high immunization coverage;

• Integrate the work of NGO groups into the health system – no parallel systems;

• Maintain strong vaccine preventable disease surveillance;

D. Improving sustainability • Provide mandatory high-quality training for field level;

• Make immunization a Government-owned initiative, with dedicated budget; 

E. Beyond the health sector
• Promote the importance of female education;

• Build public belief as a mechanism for long-term political commitment;

Key lessons learnt

“The national immunization   
  programme - it is in our blood”

A 30-minute drive from the Ministry of Health 
office in Galigamuwa, Kegalle District through 
rubber trees and sloping green hills, brought us to 
a community level maternal and child health (MCH) 
clinic. The tidy, six-room building was nestled off 
the track next to a secondary school. We can hear 
children playing over their morning break. The 
clouds look as if they were about to burst, but we 
are invited inside before the on pour.

Dr. Nayakarathna, the Medical Officer for Health 
for Galigamuwa, Kegalle District, and Dr. Egalla, 
an Additional Medical Officer of Health who is 
running today’s clinic, along with three Public 
Health Midwives (PHMs), and one Public Health 
Nursing Sister (PHNS), welcome us with wide 
smiles and proudly show us around. Today’s 
poly clinic includes child immunizations. Babies 
and children are able to receive immunizations 
from this particular clinic twice per month. In 
addition to the immunization clinic, an antenatal 
clinic, postnatal clinic for newborns and postnatal 
mothers and a child welfare clinic are all 
conducted in this community centre. During the 
other days of the month, the clinic is transformed 
into a well-woman centre, a counselling room for 
newly-married couples to discuss family planning, 
an exercise centre for the management of non-
communicable diseases and a room for mothers 
to discuss child care.

As we had seen in various other community 
clinics, all the mothers and babies are waiting to 
be registered with their child health development 
records (CHDRs). Once they have been 
registered, they wait in a colour coded waiting 
room to be seen by Dr. Egalla, before being sent 
to the PHMs for the vaccination. 

It is compulsory for each child to see the doctor 
before vaccination. There are different coloured 
stickers detailing different ages on the seats in 
the waiting area. 

The youngest children have priority to see 
the doctor first. At the back of the centre are 
grandparents and other onlookers observing 
the clinic’s daily activities. Outside, the MOH 
vehicle is ready in case of any adverse events 
following immunization, a safety protocol that 
was implemented nationwide over 10 years ago. 
The PHNS is waiting to write up the record into 
the immunization register, along with each child’s 
personal CHDR.

The clinic looks after a population of roughly 
6000 people, most of whom live less than five 
kilometres away. The clinic is well connected 
to the community, through community groups 
including a mother’s group and PHMs who visit 
all households across the life course. This enables 
consistent contact across key life stages including 
marriage, pregnancy, the first days of a child’s life 
and key child developmental years. As such, the 
community groups and PHMs are well respected 
and entrusted community members. 

When we asked Dr. Nayakarathna how he is 
sustaining 100% coverage in his rural area, he 
said confidentially: 

“Because the immunization programme, it is in 
our blood. People at the clinic are very committed 
to this programme, we try to do everything to 
make this programme work... We ensure there 
are no access barriers, because the health system 
is so inbuilt and embedded, and everybody knows 
the structure and the arrangement, there is no 
problem, we treat all people as equals. When 
they come and sit, even with cultural differences, 
they sit as a stream, without any difference.” 
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Introduction

Sri Lanka’s immunization programme reaps the 
rewards from investing in primary health care 

Over the last century Sri Lanka has developed a very 
strong public health system. Sri Lanka’s early and 
sustained commitment to providing primary health 
care (PHC) for all, together with a strong focus on 
community-based engagement, education and care, 
has resulted in remarkable outcomes for health - even 
in the face of conflict.6 

The system abides by the human rights principle of 
delivering free health for all. Through a life course 
approach, a person is provided with integrated 
packages at the point of service delivery from 
the time of birth to each point of care throughout 
their lives. Preventative and curative services are 
linked through a strong continuum of care, which 
is supported by a strong divisional and community-
based health structure, as well as strong leadership 
through the Epidemiology Unit of the Ministry of 
Health at the central level. The system is time-tested 
and over time has gained increased trust and respect 
from the public.

Immunization is one of the interventions in the 
packages of care which is delivered at each point of 
time in life. The use of PHMs who bring health and 
health education to people’s front door, means that 
almost all children (99.1%) receive their vaccinations 
in a timely, people-centred manner, whilst assuring 
high-quality standards. The engagement of families 
and communities goes beyond informing and 
educating the community. Health workers draw 
upon existing community assets to ensure that 
beneficiaries are active actors in public programmes. 
As such, there is both positive health seeking 
behaviour embedded in the population, with 
good health literacy for timely age-appropriate 
immunizations, as well as strong public demand for 
vaccines that are safe and delivered with high-quality. 

Accompanying this progress, the nation has reduced 
its incidence of EPI-targeted diseases.7 Sri Lanka has 
now been declared free from neonatal tetanus and 
polio, with the last case of virologically confirmed 
patient in 1993, as well as nearly eliminating 
Japanese encephalitis and congenital syphilis.8,9,10  
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“ The use of PHMs who bring health and 
health education to people’s front door, means 
that almost all children (99.1%) receive their 
vaccinations in a timely, people-centred manner, 
whilst assuring high-quality standards.”
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These successes are especially credible when 
considering the low expenditure on health. In 2015, 
Sri Lanka spent approximately 2.97% of its gross 
domestic product on health. Yet, many of its health 
indicators, including immunization coverage, are 
comparable to those found in Thailand, Malaysia and 
the Republic of Korea – countries which spend 1.5 to 
10.0 times more on health per capita.11 

This is an important story to learn from. This 
case study will examine how a strong, sustained 
commitment to PHC for all has increased equitable 
vaccination coverage in Sri Lanka. The study will 
drill down the important question of - ‘how’? How 
has Sri Lanka set up this system, how does it work 
at local levels, what are the key ‘human factors’ to 
implementation, what have been the key challenges 
and what are the lessons learnt for other countries to 
gain insight from? These questions will be examined 
through the lens of immunization. 
. 

A renewed global focus on primary health care 
and the importance of community engagement

The current climate of global health reflects advances 
of non-communicable diseases, co-morbidities, 
and fragmentation of services. Health-care costs 
are soaring, and inequalities in income levels, 
opportunities and access to health and social 
services, both within and between countries, have 
reached the highest levels recorded in almost a 
century. To meet these demands, we need to do 
more. As the world moves forward in efforts for 
achieving the new Sustainable Development Goals 
(SDG) by 2030, specifically Goal 3.8 on achieving 
Universal health Coverage (UHC) by 2030, the 
question remains, how?

Far too many people fail to access quality, basic 
health services without risk of financial hardship. 
The Lancet Health Commission recently published 
a series on quality UHC, calling for a ‘revolution’ in 
health system service delivery.12 We need to reform 
our health systems to a comprehensive approach 
with greater emphasis on prevention and effective 
management of diseases, coordination of care and 
multidisciplinary teams. Strengthening PHC and 
engaging with people and communities through com-
munity-based health care is core to this reform. 

In recognition of this, all Member States to the United 
Nations adopted the ‘Declaration of Astana’, in Astana, 
Kazakhstan, on 25 October 2018.13 The new Declara-
tion reflects new obligations of countries, people, com-
munities, health-care systems and partners to achieve 
healthier lives for all through sustainable PHC. The 
adoption of this Declaration marks 40-years since the 
declaration on PHC in Alma-Ata14. With this renewed 
commitment comes determination, solidarity and a 
global belief in the importance of PHC. 

Although countries will need to move on their own in-
dividual pathways to achieving the goals of Alma-Ata, 
the use of local wisdom through strong communi-
ty-based health care will be essential in all contexts. 

In recognition of this, the United Nations International 
Children’s Emergency Fund (UNICEF) has developed 
a health system strengthening model with a key pillar 
of community engagement15, and the World Health 
Organization (WHO) have developed a Global Frame-
work on Integrated People-Centred Health Services16. 
The first strategy of this framework aims to promote 
the engagement and empowerment of people and 
communities. 

Evidence for community-based health systems 
that enable an environment for patient, family and 
community engagement shows how it can undoubt-
edly improve the effectiveness of existing pro-
grammes.17,18 But, it can do more than this, it will also 
identify new solutions without wasting resources. 
As Dr. Tedros, Director-General of the World Health 
Organization commented; 

“People and communities are at the heart of quality 
health service delivery. We cannot talk about quality 
without placing them at the centre. When people are 
actively engaged in their own health and care, they 
suffer fewer complications and enjoy better health 
and wellbeing.” - Dr. Tedros, 2018.19

Meanwhile, immunization coverage is a door opener 
to health systems strengthening as a cost-effective 
intervention delivered through PHC services. Glob-
ally, each year, 2.5 million child (<5 years) deaths are 
averted due to immunization. However, in 2017, an 
estimated 19.9 million infants worldwide were not 
reached with routine immunization services such as 
three doses of DTP vaccine.20 Some 40% of new-
born deaths globally are in South Asia.21 Furthermore, 
progress in immunization coverage is also starting to 
show a trend towards stagnation.22 

Given the long history of public health care system 
that includes the PHC concept together with strong 
community systems and engagement, it is timely to 
retain best practices from Sri Lanka’s successful NIP. 
This report analyses how Sri Lanka’s PHC system is 
supporting the implementation of timely, people-cen-
tred immunization services. 

A child receiving vaccination
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Sri Lankan context 
and the national 
immunization 
programme

Sri Lanka is an island located in the Indian Ocean. It 
has a population of 21.4 million people. Situated a few 
degrees north of the equator, Sri Lanka’s land mass 
is a total of 65,610 square kilometers, made up of 
nine provinces and 26 health districts. It has a tropical 
climate making the country susceptible to rains, and 
sometimes to floods and landslides. The island gained 
independence in 1948, which catalyzed a period of 
development that was complicated by a 30-year civil 
war and a devastating tsunami in 2004 that killed over 
30,000 people and destroyed infrastructure along the 
Eastern and Southern coastlines. Since the civil war 
ended in 2009, the country has been moving from a 
rural-based economy towards an urbanized economy 
oriented around manufacturing and services. This is 
reflected in the growth in the economy on an average 
rate of 5.8 percent a year, although this has recently 
slowed.23 

Since its independence, successive governments 
have implemented welfare-oriented policies and 
programmes24 that have enabled Sri Lanka to 
hold a unique position in the UNICEF Region of 
South-Asia as one of the first countries to provide 
free health and free education to all (91% of the 
population is literate), whilst promoting gender 
equality and providing better opportunities for social 
mobility.25  The country emerged as a lower-middle 

income country (LMIC) in 2014 and has made 
significant progress in its socio-economic and human 
development indicators, especially in-comparison to 
other South Asian countries and many middle-income 
countries. Extreme poverty is rare and concentrated 
in some geographical pockets; however, a relatively 
large share of the population subsists on slightly 

more than the extreme poverty line.26  

Health care in Sri Lanka

Sri Lanka’s health system has achieved remarkable 
progress in improving the health status of its 
population.  Like the National Immunization 
Programme (NIP) - other preventative programmes 
within the wider package of PHC services have 
observed credible improvements. For instance, 
increased health literacy and trust in the public system 
have led to nearly all deliveries (99.5%) occurring with 
a skilled birth attendant at a facility.27,28,29  Sri Lanka’s 
infant mortality rate is just 7.5 per 1,000 live births, 
which is lower than that of neighbouring countries 
such as Bangladesh, India, Iraq, Myanmar, Oman, 
Pakistan and Thailand, many of whom are wealthier 
than Sri Lanka.30 Maternal mortality decreased from 
75 deaths per 100 000 live births in 1990 to 30 deaths 
per 100 000 in 201531 and life expectancy at birth has 
increased to 75 years of age.32
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The health system is enriched by the operational 
coexistence of allopathic, ayurvedic, siddha, unani 
and other types of medicine, of which the allopathic 
system is the most dominant. Health is free for all 
in Sri Lanka, financed through general tax revenue. 
That said, out-of-pocket payments for private 
health services contributed to 40% of the health 
expenditure in 2013.33 

Sri Lanka is going through an epidemiological 
transition. The health system was developed during 
a time where health priorities were based around 
MCH and communicable diseases, however in recent 
years there has been a rise in cardiovascular, chronic 
respiratory, neoplastic and diabetic disease. In 2018, 
non-communicable diseases (NCDs) are estimated to 
account for 83% of total deaths in Sri Lanka.34 

This demographic and epidemiological transition is 
requiring Sri Lanka’s health system to be re-oriented 
for longer-term and more expensive services, in order 
to respond better to chronic NCDs (including mental 
health), elderly care and accidents and injuries.35, 
36 This changing context makes it conducive to 
initiatives for strengthening PHC with comprehensive 
community-based and family-focused care and for 
engaging and empowering people and communities, 
as the prevention and management of NCDs link very 
closely with people’s lifestyles and health related 

behaviours. 

Health service provision, with a focus on 
immunization

For health service provision, 342 divisions function 
as basic operational units under the provincial and 
regional directors of health services. Each health 
administrative division is named as a Medical Officer 
of Health (MOH) area. The MOH, together with other 
categories of public health staff, is responsible for the 
provision of integrated primary public health services 
to the community. In addition to the provision at com-
munity clinics, immunization services are provided 
in curative health-care institutions/hospitals. The NIP 
as a whole works under the supervision of the MOH 
and the Regional Epidemiologist. 

The vaccine storage facilities at district-level stores or 
MOH offices receiving vaccine stocks for divisional 
vaccine stores are responsible for providing stocks of 
vaccines to curative healthcare institutions/hospitals. 
These respective institutions are responsible for vac-
cine cold-chain and data management. The regional 
epidemiologist at the district level is responsible for 
overall immunization and vaccine-preventable disease 
programmes in the districts and is accountable for all 
immunization service provisions at MOH areas and at 
curative health-care institutions/hospitals.”37

About the National Immunization Programme

Immunization was first introduced in Sri Lanka under 
the Vaccination Ordinance for compulsory vaccination 
against smallpox in 1886. The Epidemiology Unit of 
the Ministry of Health was established in Colombo in 
1959 with the assistance of a public health consultant 
from the WHO and a local medical officer qualified in 
public health. This local medical officer went on to be-
come the first formally appointment epidemiologist in 
1961.38 The NIP - (at the time, known as the National 
Expanded Programme on Immunization (EPI)) - was 
first introduced in 1978. The NIP has since been led 
by the Epidemiology Unit of the Ministry of Health, 
which is responsible for the policy, implementation, 
monitoring and evaluation of the NIP at central level.

In 1986 the unit infrastructure was moved to the 
building which also houses the Family Health Bureau. 
This was a significant step, resembling the integrated 
nature of the implementation of preventative health 
at divisional and local levels. ln 1995, the human 
resources allocated to the unit was revised and a 
plan to implement regional epidemiologists to all 
districts. All twenty-six Regional Director of Health 
Services divisions are now served by a Regional 
Epidemiologist. Since 1959, the unit has been 
steered by the Chief Epidemiologist and Consultant 
Specialist Epidemiologists.

Aims and objectives of the National 
Immunization Programme

The NIP aims to prevent communicable disease. The 
broad objectives are:

• Eradication of poliomyelitis;

• Elimination of maternal and neonatal tetanus, 
diphtheria, measles, rubella, and Congenital 
Rubella Syndrome;

• Reduction of morbidity and mortality and 
prevention of outbreaks due to whooping 
cough, hepatitis B, Japanese Encephalitis and 
Haemophilus influenzae B disease.

Outcomes of the National Immunization 
Programme

Two years after the NIP was introduced, in 1980, Sri 
Lanka was the only country in South Asia reaching 
more than 10% of surviving children with a third 
dose of the diphtheria–tetanus–pertussis (DTP3) 
vaccine.39 Twelve years after the launch of the national 
NIP, Sri Lanka achieved Universal Childhood Immu-
nization status (coverage of more than 80%) for all 
EPI vaccines.40 Following this success, the nation 
has now nearly eliminated, among others, Japanese 
encephalitis; neonatal tetanus; and congenital rubella 
syndrome.41,42 The last case of virologically confirmed 
poliomyelitis patient was reported in 1993.43 Today, 
the programme has achieved an immunization cover-
age rate of over 99% for all childhood vaccines.44  

Vaccine 
preventable 

disease 
surveillance

Outbreak 
control and 
prevention

Strengthening 
and changes 

of vaccination 
strategies

The strategy 
for under-5 

mortality prevention 
and VPD eradication 

and elimination 

Aims and objectives of the National Immunization Programme



20 21CASE STUDY SRI LANKACASE STUDY SRI LANKA

1886 Compulsory vaccination against smallpox introduced under the Vaccination Ordinance 

1949 BCG Vaccination introduced against tuberculosis

1961 “Triple” vaccination introduced against diphtheria, whooping cough and tetanus

1962 Oral polio vaccine introduced

1963 BCG vaccination of new-born introduced

1969 Tetanus Toxoid administration to pregnant mothers introduced

1972 Last case of Smallpox in Sri Lanka – Globally eradicated in 1979

1978 Launching of the Expanded Programme on Immunization (EPI)

1984 Measles vaccination introduced 

1991 Last case of Diphtheria: almost eliminated

1991 Revision of Tetanus Toxoid schedule

1993  Last case of Poliomyelitis

1995 First National Immunization Days conducted.

1996 Introduction of Rubella vaccine

2001 Introduction of revised National Immunization Schedule with MR and aTd 

2003 Introduction of Hepatitis B Vaccine on phase basis

2008 Introduction of Hib containing Pentavalent vaccine

2009 Last case of neonatal tetanus

2009 Live JE vaccine introduced

2011 MMR vaccine introduced

2017 HPV vaccine introduced

The milestones of immunization in Sri Lanka
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These successes go beyond high coverage rates. 
Due to the nature of the NIP, which is embedded 
within community life and norms, the acceptability 
and demand for vaccines has increased vastly 
over the years. Immunization has become a social 
requirement, the public has grown a demand for 
safe and high-quality services, that are timely and 
age-appropriate are expected from the public. A clear 
indication of this acceptability is the success of HPV 
introduction in 2017, which has already achieved  
100% coverage. 

National immunization schedule 

When the NIP was introduced, the focus was on the 
control of childhood tuberculosis, tetanus, whooping 
cough, diphtheria, polio and neo-natal tetanus. In 
1988, the focus shifted to disease elimination. In 1991, 
a fifth dose of OPV was introduced at school entry 
to facilitate the polio eradication process. Rubella, 
Hepatitis B and Haemophilus influenzae type B (Hib) 
containing Pentavalent vaccines were introduced to 
the programme gradually over the years. Japanese 
encephalitis (JE) vaccine was introduced to high-
risk areas in 1987. Primary immunization against JE 
consists of three doses at an interval of two – four 
weeks between the first and second doses and one 
year between the second and third. A booster dose is 
given every four years after the primary immunization. 
JE immunization is offered to children below the age 
of ten years living in identified high-risk areas.46 

Age/Vaccine 0 – 4 
weeks

2 Mo 4 Mo 6 Mo 9 Mo 12 Mo 18 Mo 3 Years 5 Years 10 – 11 
years 

12 – 13 
years

Tetanus 

BCG

OPV

fIPV

Pentavalent 
DTP – Hib – 
HepB

DTP

LJEV

MMR

DT

aTd

HPV

Pregnant mothers who have not received tetanus containing vaccine according to the EPI 
schedule during infancy and child hood are immunized at 12 weeks of gestation. 

Immunization schedule
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Baseline characteristics 9–11 months 3–4 years 7–9 years 15 years TOTAL

Enrolled 100 100 100 100 400

Colombo 37 34 33 33 137

Badulla 30 32 33 34 129

Killinochi 33 34 34 33 134

Sex (% female); n/N (%) 9–11 months 3–4 years 7–9 years 15 years TOTAL

Colombo 20/37 (54%) 14/34 (41%) 13/33 (39%) 11/33 (33%) 58/137 (42%)

Badulla 11/30 (37%) 15/32 (47%) 17/33 (52%) 15/33 (44%) 58/129 (45%)

Killinochi 12/33 (36%) 15/34 (44%) 14/41 (41%) 14/33 (42%) 55/134 (41%)

Full vaccinated with OPV (%) 
according to age; n/N (%)

9–11 months 3–4 years 7–9 years 15 years TOTAL

Colombo 37/37 (100%) 34/34 (100%) 33/33 (100%) 33/33 (100%) 137/137 (100%)

Badulla 29/30 (97%) 32/32 (100%) 33/33 (100%) 33/33 (100%) 128/129 (99%)

Killinochi 33/33 (100%) 34/34 (100%) 34/34 (100%) 30/33 (91%) 134/134 (98%)

Children fully vaccinated with OPV (%) according to age, by district

High vaccine acceptance and demand from the public, 
even throughout the civil war

 In 2014 the Ministry of Health Epidemiology 
Unit, with funding support from UNICEF, carried 
out a survey to understand the retainment 
of CHDRs in displaced populations following 
the conflict situation. The survey was equally 
distributed across 30 clusters, including 2574 
households47. This population was a strong rep-
resentation of people across three settlement 
areas. The survey revealed impressive results. 
People who had been affected by the conflict 
for up to 30 years had retained their CHDR 
cards. From the CHDRs, the survey found that 
on average, over 99% of children were still im-
munized during this time period against a range 
of diseases. This is a very strong indication on 
the value of the immunization programme in 
Sri Lanka – that even in times of conflict, both 
political parties value the initiative. 

Supporting these results of the CHDR retain-
ment during the conflict, in 2014 a cross-sec-
tional community-based survey was performed 
in three districts in Sri Lanka (Colombo, Badulla, 
and Killinochchi), in which 400 children were 

randomly selected and tested for poliovirus 
neutralizing antibodies.48  Killinochchi district 
was a resettlement area after the conflict ended 
in 2009. The survey found that there were no 
significant differences in the serological results 
between children in Killinochchi and the other 
two districts, despite many of whom being 
displaced for their whole lives. “The seroprev-
alence to all three serotypes was >90% for 
the 9–11 months and 3–4 years age groups. 
For the 7–9 years and 15 years age groups, the 
proportion of seropositive children for poliovirus 
Type 1 and Type 2 remained >90%, however for 
serotype 3 it dropped to 77% for 7–9-year-olds 
and to 75% in 15-year-olds”.49 

The studies reveal high vaccine acceptance 
during the conflict situation.
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Sustaining 
Sri Lanka’s national 
immunization 
programme

A confluence of factors account for the success of 
Sri Lanka’s sustained vaccination coverage, public 
demand and trust for immunizations. These are 
all a product of a strong health systems structure, 
free health education for all and high female 
empowerment and autonomy over health-related 
decisions. Important elements of the health system 
include the provision of free health care services 
and a well-established and time-tested system of 

integrated service delivery at divisional levels and 
community levels. Additional key factors of this health 
system include a strong health information system 
(HIS) with a coverage rate of near 100%, political 
commitment, strong systems of accountability and 
specific actions for sustainability, including fractional 
dosage of polio vaccines. Part 3 will look into the key 
actions for achieving each.
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Immunization facilities are available within easy access for the parents in Poly Clinics in the community and the services are provided by the 
Public Health Midwife under the guidance and supervision of the Medical Officer of Health.

Key successes and actions
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Whilst in some settings there is a tendency for 
equity-promoting initiatives to become detached 
from overall planning systems and national policy, Sri 
Lanka has taken a systematic approach to planning 
immunization services as a part of the overall health 
system. The country has operationalised the concept 
of ‘proportionate universalism’,50 which means public 
health interventions being applied across the whole 
population whilst ensuring there is a strong focus on 
providing care to the poorest. The well-distributed 
public health infrastructure means community 
clinics are located reasonably equally between 
population groups, and the time-tested immunization 
services have built up so much trust that they are 
now demanded from the public. The health system 
structure has enabled the Epidemiology Unit to do 
this at a relatively low cost, as it is able to work 
within the strong primary health system that has a 

strong focus on community empowerment.

Provision of continuous care at 
the point of service delivery due to 
strong health systems structure 

Well-coordinated programmes at   
the national level

Health governance is led by the Ministry of Health, 
Nutrition and Indigenous Medicine, together with 
nine provincial councils. Importantly, health is a 
devolved sector whereby health at the central 
level is led by national vertical programmes that 
closely coordinate with one another. The NIP comes 
under the umbrella of the Epidemiology Unit, the 
mandate of which is to the control and prevention of 
communicable diseases. 

The unit is responsible for developing policy and 
strategies for vaccine introduction, coordinating 
the provision of logistics, supplies of vaccines and 
injection safety items, monitoring and evaluation of 
the NIP. The health information system also falls under 
the umbrella of the Epidemiology Unit. Furthermore, 
the unit involves in training medical postgraduates 
and health staff on activities related to communicable 
disease control and the NIP. It also serves as an 
international training centre on disease prevention 
and control and childhood immunization programme. 
The Family Health Bureau closely coordinates 
with the Epidemiology Unit in regard to the NIP, as 
immunization services are provided integrated with 
the package of interventions through the life cycle 
approach. This is symbolized in a way through the 
close location of the Family Health Bureau, in the 
same building as the Epidemiology Unit.  

There is a national strategy for the NIP, as well as 
provincial five-year action plans that are designed by 
the Regional Director of Health Services (RDHS), with 
heavy input from all Medical Officers for Health in 
each division. 

The national level oversees the role of non-
governmental organizations (NGOs), and although 
this is minimal in Sri Lanka, all NGOs are working 

within the national structure, unlike in other contexts 
where you may see these efforts running in parallel. 
For instance, there is a movement to promote 
breast feeding, working with the International Baby 
Food Action Network (IBFAN). The IBFAN activities 
in Sri Lanka work with the local MOH, as a part of 
nationally organized activities. 

Integrated care below the district level  

At the provincial level, there is a strong PHC system 
that focuses on community engagement and 
empowerment. The early commitment to community-
based health service providers, who are well-qualified 
and skilled, has been monumental in building up trust 
over the decades. 

The enforcement of the Provincial Councils Act in 
1989 led to the devolution of health services in Sri 
Lanka. In 1926, the Public Health Unit system was 
initiated, in response to high rates of maternal and 
child mortality, and inequitable access to services 
in rural and semirural areas. “This programme was 
designed to expand PHC and address key population 
needs throughout Sri Lanka. It specifically addressed 
the most significant health problems at the time, was 
adaptable to local conditions, and encouraged citizens 
to be active stakeholders in their health care.”51

MOH and staff at the Gothtuwa Maha Vidyalaya (School)
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Embedding immunization services within a 
people-centred, integrated primary health 
care system

1

Key actions

• Provision of continuous care at the point of service delivery due to strong health 
systems structure

• Commitment to the life course approach, where immunization is integrated into wider 
range of health services
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“Our ancestors laid the groundwork for us… Before 
the focus on immunization and the introduction of 
Alma Ata in 1978, Sri Lanka had already developed a 
strong public health structure for preventative health 
care. Our former Chief Epidemiologists and team of 
Epidemiologists have worked hard on Immunization 
services which made a very good flatform for us 
to work today.” – Dr Deepa Gamage, Consultant 
Epidemiologist, Epidemiology Unit, Ministry of Health

“From 1926 onwards, the two community-based 
MCH care providers were referred to as the Public 
Health Nursing Sister (PHNS) and Public Health 
Midwife (PHM). PHNS undergo three years of nursing 
training followed by 1 year of PHC-specific work in 
maternal and child health, diagnosis and management 
of common conditions. PHNS’ responsibilities include 
providing antenatal care in the field and school-based 
health, and supervising PHMs. PHMs undergo an 
18-month midwifery-focused training curriculum that 
included the completion of at least 20 deliveries. 
They worked in the community and provided 
health education to mothers and their families, 
prepared women for delivery, (including referrals 
for complications when needed) and provided early 
postnatal care. Positions were salaried and initially 
included additional incentives, such as one for the 
uptake of family planning in communities, although 
these incentives were later dropped. Overall, PHMs 
were and continue to be an accepted and trusted 
source of care to the communities they serve.”52

The current primary health care governance at 
decentralized levels 

Although health units have existed since the 1920s, 
more recently, they have been made more robust, 
with each one covering a geographical catchment 
of approximately 60 000 individuals. There are 26 
RDHS who assist nine Provincial Directors of Health 
Services. The area under each RDHS is subdivided 
into several MOH units, led by a medical officer, and 
comprising of a multidisciplinary team including the 
PHNS, supervising public health midwives (SPHMs), 
supervising public health inspectors (SPHIs), public 
health inspectors (PHIs) and PHMs. This is usually a 
defined geographic area with a population of 50,000 
to 100,000.53 

On average, Sri Lankans are within 1.4 kilometres of 
a basic health clinic and 4.8 kilometres from a health 
care facility.54 Comprehensive antenatal, natal, and 
postnatal care, family planning, well women services, 
immunization, nutrition services, communicable 
disease prevention, school health, NCD prevention 
and promotion activities and environmental and 
occupational preventive services are all provided free 
of charge at the MOH units. The PHMs are responsible 
for providing immunizations, maternal and child health, 
nutrition, family planning and other reproductive 
health services to a defined community of 3000-
5000. The public health inspector (PHI) is the other 
frontline health worker responsible for communicable 
disease surveillance, school health, environment and 
occupational health and food safety.55 

Organizational Structure of the Provincial 
and RDHS level health care services

Minor and 
other staff categories

• Driver
• Sanitary Labourer

• Watcher 

Public Health
Nursing Sister

Supervisory Public
Health Inspector

Public Health 
Inspectors School Dental

Therapists

Supervisory Public
Health Midwife

Public Health
Midwives

Organizational structure of a Medical Officer 
of Health (MOH) Office at the divisional level

Provincial Minister of Health

Provincial Secretary of Health

Other units under the RDHS
• Regional Medical Supplies Division (RMSD)

• Bio-medical engineering unit 

Financial Branch
• Accountant
• Clerical staff

Technical staff

Curative service
Consist of curative hospitals 

Provincial and Regional Health services

Provincial and Regional Health services RDHS

Regional Director of Health services RDHS
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1859
Established
Civil Medical
Department

1860
Assistant
medical
practitioners for
rural areas

1934-1935
Malaria 
epidemic

1945
1000 hospitals
and dispensaries

primary care units

1949 TB control
1940 Leprosy/VD

1930
Free health
care for all

1953
Health
Service Act

1848
Welfare
services
provided free

1931-1951
Expanded access to health
services, built a network in
rural areas with direct
government provision

1920
Free antenatal clinics

1920
Medical Ordinance

1926
First health unit Kalutara

1927
Sanitary Engineering
Division of Dept of Medical
& Sanitary Services

1928
Public health nurses midwives
Free child welfare clinics

1953
Family
Planning
Assoc.

1967
Family
Health
Bureau

1978
Expanded Program
of Immunization

1978
Signing of 
Alma-Ata Dec.

1992
National
Health Policy

2006
Private Health
Services
Regulatory
Council & Act

2007-2016
Health
Master Plan

2012-2017
National Health
Development plan

1989
Decentralization

2005-2007
Recategorization
of hospitals,
4 types –
teaching/
provincial, district
general, district
base, divisional/

1977
Economic
liberalization

1979
National Institute of Health
Sciences, premier training
center for public health
personnel

1970-1977
Abolished private
practice

1970
Introduced
user fees,
abolished
in 1977

1997
Adoption of
TB DOTS

2014
Healthy
lifestyle
centers

2015
National
Medicinal
Drug
Regulatory
Authority

2015
National
Alcohol and
Tobacco
Authority

2009
NCD policy

2010
National

Nutritional
Policy

2016-25
National Strategic

Framework for
Development of
Health Services

2017
Shared

care cluster
system

2009
National MCH
policy

Key events and policies in relation primary health care 
and community engagement 56 
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The importance of the public health midwife in 
establishing mutual trust for immunizations

The PHM’s role is to provide coherent person-focused 
care over time across different care encounters and 
transitions, for the area they are based within. This 
is usually between 3000 – 5000 people. The PHM’s 
connection with the community is not a short-term 
programme, it has been embedded into the health 
system structure since the start of the 20th century. 
This long-term relationship is based upon mutual 
trust and it facilitates continuity of care across the 
life course. The PHM carries out regular door-to-door 
visits, usually by motorbike, to ensure all people 
in their area are up to date on health, including 
immunizations. She provides care to pregnant 
women, infants and pre-school children and family 
planning services to couples in the reproductive age 
within her area. When a new-born is brought home 
from the hospital, they register the baby within 
the first five days. She also provides necessary 
education and advice to adolescents on reproductive 
health where needed and educates women on the 
importance of screening for reproductive organ 
malignancies thus motivating them to attend the 
‘well women clinics’ for necessary checkup. 

The PHM also assists the areas maternal and child 
health/family planning clinics that include vaccination 
services, which are conducted either weekly or 
fortnightly (depending on the level of need), linking 
the community with the institutional health system. 
If a mother or father fails to bring their child to a 
vaccination session, the health worker visits their 
home and, in some cases, personally accompanies 
the child to her clinic for immunization. They also 
hold regular community group meetings to raise 
awareness of antenatal care, immunization and 
maternal and child health. 

“The PHM is the link, but after empowering the 
community, they will decide what to do. The PHM 
will empower the community. Now without the PHM, 
the community are doing things by themselves.“
-Dr Indika Ellawala, Additional Medical Officer of 
Health, Ratmalana MOH, Colombo District

Because the PHM is able to get to know families on 
a personal basis, growing especially close to parents 
during the antenatal period, she (currently all PHMs 
are female) is able to take into consideration the full 
physical, mental and social circumstances that could 
be affecting immunization services, including being 
trained in addressing vaccine hesitancy.    

“The platform we have laid down in this country 
is absolutely key for immunization. Everybody is 
educated and everybody trusts the PHM’s knowledge, 
they follow the instructions for timely vaccinations”. 
- Dr Samitha Ginige, Consultant Epidemiologist, 
Epidemiology Unit, Ministry of Health

This engagement on the ground with families 
is important for surveillance and response to 
communicable disease notifications and outbreaks. 
PHMs and PHIs are able to respond quickly because 
they already have well-established links with 
households.

The benefits of a strong health structure 
fostering community engagement

The health structure enables good coordinated 
service delivery across the whole spectrum of health 
services, from the community clinic, to the central 
clinic, to hospitals and returning. Referral systems 
are in place and the strong paper-based health 
information system (HIS) decreases the risks at 
transitions points (such as repetition of vaccination). 

For example, there is integrated care between 
institutions when a baby has just been born. If there 
is a complication, requiring immediate referral of the 
baby to a more specialised facility, the CHDR will 
travel with the baby, and the doctors will call the 
previous facility to ask if a BCG vaccination has been 
administered. To ensure the baby is administered, if, 
for whatever plausible reason there is no medical 
history (such as the child coming from abroad), and 
there is no scar, the child will be given the BCG as a 
precaution.

Commitment to the life course 
approach, where immunization   
is integrated into wider range   
of health services

One key success for Sri Lanka’s sustained high 
immunization coverage is the integrated system of 
service delivery at the divisional levels, where MCH, 
immunization, environmental health and others, are 
all integrated into one combined service delivery. The 
Government of Sri Lanka is committed to providing 
a comprehensive system of health care to its people. 
This is reflected in the national policy on MCH.57 

Policy Goal 3 is to ensure the reduction of 
perinatal and neonatal morbidity and mortality 
through provision of quality care (including timely 
immunizations). Policy Goal 4 is to enable all children 
under five years of age to survive and reach their 
full potential for growth and development through 
provision of optimal care, strategy ‘F’ of which is to 
ensure age appropriate immunization. 

The continuum of care across the health system 
includes the levels at which interventions are 
delivered: home and community, first-level health 
facilities (field clinics and medical institutions up to 
divisional Hospitals) and referral facilities (hospitals 
with specialist facilities).

Antenatal 
care and 
deliveryContinuity 

of care through 
PHC and 

community-based 
services

Infancy

Adulthood, 
marriage and 

pre-conception

Adolescence 
and youth

Childhood 
and school

The life course approach and immunization within this
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Adulthood, marriage and pre-conception

Couples are registered after marriage into the eligible 
couple register by PHM. All married women receive 
pre-pregnancy care (including a rubella immunization, 
preconception folic acid supplementation, screening 
for medical condition and nutritional assessment and 
if required necessary family planning services).

During pre-pregnant care, couples are educated 
regarding pregnancy symptoms and importance 
of early initiation of antenatal care. They are also 
educated when to and how to inform PHM once they 
get pregnant. 

Antenatal care

Antenatal care is provided at MCH clinics conducted 
in health centers both in the field and in medical 
institutions. These clinics are usually conducted once 
a fortnight. In addition, domiciliary care is provided 
by Public Health Midwives through routine home 
visiting. Pregnant women are registered for antenatal 
care early and ‘Pregnancy record’ is maintained to 
facilitate proper follow up. Since the early 1990’s, 
a home based ‘Pregnancy Record’ was introduced 
which is kept and carried by the mother so that vital 
information regarding the pregnancy is made available 
to the attending doctors and the health staff at any 
facility she visits. ‘High risk’ mothers are identified, 
and special attention is given throughout pregnancy 
and delivery. An organized system of referral exists 
for cases that need special care and attention.58

The antenatal period is particularly important as it is 
the time when the mother is seeking help and advice. 
It is during this period that the rapport between 
parents and the PHMs is developed strongly. This 
helps ensure the mother is well-prepared for childbirth 
and post-natal care, including immunizations. 

Interventions at the home from PHM include:

• Training on the CHDR, so the mothers are aware 
of its use, including how to keep the immunization 
record up to date;

• Educate and support for compliance with 
preventive treatment, including immunizations.

Tetanus immunizations during pregnancy will be 
provided. The number of doses required and timing 
of boosters during pregnancy will depend on the past 
immunization history of the pregnant mother with 
tetanus containing vaccines.

Delivery

With thanks to improved education and health 
literacy, and the PHM antenatal classes, the number 
of mothers having institutional deliveries has more 
than doubled since 1948. Currently approximately 
99 percent taking place in medical institutions (95 
percent in Government institutions and 4 percent in 
the private hospitals). This is important as it means 
the babies are registered and can receive their CHDR 
and BCG vaccine within the first 24 hours of life, in a 
controlled and safe environment. 

BCG vaccine is administered before leaving the 
hospital, preferably within the first 24 hours after 
birth. If a scar is not present a 2nd dose could be 
offered after 6 months up to five years. The checklist 
before discharge includes ensuring the infant is 
immunized with BCG vaccination.59  

After delivery the mother and child are followed at 
home by the area PHM with necessary post-partum 
care (including advice and guidance) being provided 
during these visits. 

“The antenatal period is particularly 
important as it is the time when the mother 
is seeking help and advice. It is during this 
period that the rapport between parents and 
the PHMs is developed strongly.”

Sustaining Sri Lanka’s national immunization programme: Key successes and actions

Infancy

Postnatal care model consists of two home visits 
from the PHM during the first 10 days, one visit 
between 11 - 28 days, and one visit around 42 days 
(altogether 4 visits). This model also includes a 
postnatal clinic visit at 4-6 weeks, where the qualified 
medical doctor sees the baby for an overall health 
check. The PHM will ensure reporting of birth (vital 
registration). 

Childhood and school age

At two, four and six months, the child receives 
pentavalent vaccine, OPV, and fractional inactivated 
polio vaccine (the latter only at two and four months); 
at nine months of age, the first done of MMR vaccine 
is given, at 12 months one done of JE vaccine where 
appropriate, at 18 months a single dose of DTP 
is given, and at three years the child receives the 
second dose of the MMR vaccine. All vaccinations 
are recorded in the CHDR. After five years of age, the 
child receives vaccinations and check-ups at school. 
This health provision comes under the ‘school health 
programme’.  

The school health programme commenced in 1918 
in the Colombo Municipality area by the Ministry 
of Health. With the establishment of the Health 
Unit System in 1926 at National Institute of Health 
Services (NIHS), school health was identified as a 
duty of the Medical Officers of Health. 
The goal of this programme is “Ensuring that children 
are healthy, capable of promoting their own health 
and health of the family and community; and are able 
to optimally benefit from educational opportunities 
provided”. The Ministry of Health and the Ministry 
of Education act together to achieve this goal, by 
converting schools into “health promoting settings/
centers,” according to WHO criteria.

At the implementation level, the focal points for the 
programme at the district level are Medical Officers 
for Maternal and Child Health (MO-MCH) and at 
divisional level are Medical Officers for Health, while 
Senior Medical Officers (SMO) and Chief Medical 
Officers (CMO) supervise the municipality areas. 
Under their supervision, the Public Health Inspector 
is responsible for organizing and coordinating health 
programmes in the school. The Supervising Public 
Health Inspector, Public Health Nursing Sister, 
Supervising Public Health Midwife and PHM should 
all support school health activities.
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School Medical Inspection 

The relevant Medical Officers of Health and Chief 
Medical Officers of the related municipality areas 
allocate one day for school health activities, which 
includes providing immunizations. The Regional 
Epidemiologists always hold meetings with the school 
principals before the induction of a new vaccine, 
such as HPV in 2017, to explain the importance of the 
vaccine, the disease it is preventing, and to answer any 
common questions. After this meeting, the PHI meets 
with the principals and teachers to discuss the plan. 

Activities carried out during the school medical 
inspection include:

1. School medical inspection for children in grades 1, 
4, 7, 10;

2. Treatment of Identified ailments and referral;

3. Immunization programmes;

4. Awareness programmes and lectures;

5. NCD clinic for teachers;

6. Recording school health data and giving records to 
the school;

7. Also monitoring the implementation status of the 
following programmes:

8. Weekly iron, folic acid, vitamin C supplementation 
programme;

• School dental services;

• Mosquito control programmes;

• Supervision of school canteens.

For the immunization programmes, the PHI together 
with other public health staff including PHMs conduct 
vaccinations during the day. A person trained in 
managing vaccine induced allergy or anaphylaxis 
is always available in case of an emergency. There 
is also an emergency tray and oxygen available on 
standby, as well as a vehicle to transfer the child to 
the nearest hospital.60 Children are required to sit for 
20 minutes following the vaccination, where they will 
receive health education from the PHI on the usual 
after effects following immunization.

The school immunization programme includes:

• DT/ OPV should be given to Grade 1 if not given 
before;

• HPV should be given at Grade 6;

• aTd should be given at Grade 7.

Vaccinations are given after consent is provided 
from the child’s parents or guardians (through a 
signed piece of paper that the child will bring to the 
immunization day). All immunizations are recorded 
in the CHDR. To ensure equity in access, all children 
who are absent on the day of the SMI are seen later 
at the school or at the central clinic held at the MOH 
office on Saturdays. 

One challenge is attaining compliance for school 
immunizations from private schools. To overcome 
this, the PHI ensures all children in their area - 
whether they are at public or private school - fully 
receive timely vaccinations. The role of community 
engagement and health promotion is important 
here (see Section 2), as all parents now know the 
importance of immunization and demand it from the 
private or public schools.  

Adolescents and youth

Adolescence and youth continue to receive health 
education at schools and they are linked with the 
PHM for vitamins, hygiene, as well as community 
seminars on health-related matters. 
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“Children continue to receive health 
education at schools and they are 
linked with the PHM for vitamins, 
hygiene, as well as community 
seminars on health-related matters.”
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“Ultimately, health care fails the most basic test if it’s 
not organized around the needs of people.” 61

“It is all about trust, support and respect, in both direc-
tions” Dr P. U. Handagala (Medical Officer of Health, 
Gothatuwa MOH Area, Colombo District

Sri Lanka’s health system supports the engagement 
of parents and communities for improved vaccination 
coverage through various key actions at all levels of 
the health structure. 

The system enables parents to be literate and vigilant. 
Despite there being no patient’s rights charter, the 
rights of clients and the importance of their voice is 
embedded into the system. A policy would do little 
to change this in the realm of vaccinations, which are 
now demanded by the public. This is important, as 
positive engagement leads to empowerment and 
autonomy over an individual’s own health, leading to 
patient demand for quality and safe services. 

Improving clinical outcomes 
and decreasing errors; clients 
engaging in their own care has 
been found to report “higher-
quality care, fewer errors and 
more positive views on the 
health system”;

Better clients and family 
experience; Clients experience 
is positively associated with 
self-rated and objectively 
measured health outcomes; 
adherence to medication and 
treatment; preventative care 
such as use of screening and 
immunizations;

Lowering healthcare 
costs at the individual 
and organizational level;62 
Engagement strategies such 
as health literacy, shared-
decision making and self-
management improve patient 
adherence to treatment and 
reduce healthcare utilization 
and cost;

Higher healthcare worker 
satisfaction and motivation; 
Human connection and 
compassionate engaging 
relationships creates 
motivation and satisfaction 
with health professionals 
work, reducing possible 
de-motivation, burn out and 
compassion fatigue.
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Evidence has found four direct impacts on your health service from people 
and community engagement can include:

Key actions

• Improving the public’s health literacy on immunizations

• Improving the efficiency of vaccination services through community engagement

• Supporting self-management of immunizations

• Bringing the community voice to service design and processes

Engaging with clients, families and 
communities for sustained coverage and 
vaccine acceptability

2

“The system enables parents to be literate 
and vigilant. Despite there being no patient’s 
rights charter, the rights of clients and the 
importance of their voice is embedded into the 
system. A policy would do little to change this 
in the realm of vaccinations, which are now 
demanded by the public.”
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PURPOSE OF ENGAGEMENT KEY ACTIONS

Improving the public’s 
health literacy on 
immunizations

• Disseminating information to the youth and the community through the school 
immunization programme

• Using community health groups to engage with families and raise awareness on 
important issues such as age-appropriate immunization, new vaccines (such as HPV 
introduced in 2017) and changes to clinic times 

• Sharing knowledge on the NIP and collecting and retaining local wisdom through 
monthly meetings in every division in the country 

• Bringing together people and families living in the same street or area for health 
discussions relating to communicable diseases. This is especially important if there is an 
outbreak or notifiable disease case

• Providing the opportunity to communicate one-on-one with a trained public health 
midwife who can listen to any concerns, answer any questions such as why vaccines 
are important, how they work, the clinic schedule, etc. PHMs are available 24/7 through 
mobile services. All PHMs mobiles are available on a public board at the central clinic

• Designing and disseminating audience-appropriate print content such as posters/leaflets. 
The print content is always available in Sinhala, Tamil and English. The communications 
materials are not done by an external agency, but by the Epidemiology Unit, whom 
people trust

• Engaging with national and local media at times of concern for adverse events following 
immunization (AEFI)

Supporting self-
management of 
immunizations

• Distribution of the home based ‘child health development record’

• Disseminating and using the mother’s card during antenatal period

Improving the efficiency 
of vaccination services 
through community 
engagement

• Enabling awareness of and easy access to antenatal classes – through the lifecourse 
approach, all mothers are made aware of antenatal classes, and from these are prepared 
for child birth and the necessary immunizations (such as BCG in the first 24 hours)

• Displaying common questions and answers related to vaccinations in the clinic, such as 
what to look out for following a vaccination. 

• Navigating families or guardians around the clinic through clear waiting areas, numbering 
systems and colour coding. This is not mandatory, but most clinics use their own local 
innovation to improve the quality and efficiency of the service. 

• Enabling a people-centred clinic through the use of the patient voice for improvement – 
for example, through feedback boxes. 

• There is no patient’s rights charter in Sri Lanka, however the rights of patients to 
immunization is known in every household, community and schools

Bringing the community 
voice to service design 
and processes

• Engaging beyond the health sector: Public health inspector engagement with local 
administrative systems

• Empowering communities to have a voice through community groups and monthly 
meetings with the health service delivery teams

• Providing health professionals knowledge and skills on the importance of engagement

Key actions for engagement in Sri Lanka Improving the public’s health 
literacy on immunizations 

Disseminating information to the youth and the 
community through the school immunization 
programme 

As already explained, school children have a ‘School 
Medical Inspection’ where they receive a full health 
examination and vaccinations (if they are at the 
correct age). Beyond the physical examination, the 
School Medical Inspection and the curriculum at 
school are important to raise the child’s awareness 
and understanding on the importance of vaccinations 
and the diseases they are being immunized against. 
Each child must obtain parental consent before a 
vaccine is administered, which is sent home with 

an information slip on the disease being immunized 
against – another outlet for parental health literacy. 

It is not only the school children who are educated, 
Regional Epidemiologists hold meetings with the 
school principals to discuss the importance of 
immunization too, the purpose of different vaccines 
and why a vaccine is important when it is being 
introduced. This adds to the credibility of a vaccine 
when it is first introduced, as parents can also ask 
the teachers questions if they are concerned. Further, 
the public health inspector holds meetings with 
teachers, the students and parents or guardians 
to discuss the vaccines before and during the 
vaccination day. 

School children learning health as a subject
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Sustaining Sri Lanka’s national immunization programme: Key successes and actions

Using community health groups to engage 
with families and raise awareness on important 
issues such as age-appropriate immunization, 
new vaccines (such as HPV introduced in 2017) 
and changes to clinic times 

Parents – or any community member who is 
interested – can join community groups, such 
as mother’s groups, who carry out information 
dissemination throughout the community. Although 
these activities are focused on the range of packages 
in the life course, not only immunization, if a new 
vaccine is introduced or there is need for information 
dissemination, these groups will help the PHM 
to disseminate key messages throughout the 
community.

The group sessions are held at the community clinic, 
where the immunization clinic takes place one to two 
times per month. 

Bringing together people and families for 
health discussions relating to communicable 
diseases. 

Public health inspectors often call community 
meetings to discuss matters relating to 
communicable diseases, which includes discussions 
on the importance of immunizations. 

This is especially vital if the PHI receives a notification 
for vaccine preventable disease (VPD) (see section 3). 
If the PHI receives this notification, his 
responsibilities make it mandatory for him to visit 
the household to understand how the patient got the 
disease and take necessary measures to mitigate the 
spread of the disease at the community level. The 
embedded trust and faith in the PHI at this point is 
crucial, for the credibility in his advice to prevent an 
outbreak.

Providing the opportunity to communicate one-
on-one with a trained PHM 

The value of inter-personal and social communication 
to change behaviours is frequently undervalued 
in immunization, leading to a lack of community 
accountability. Sri Lanka is an exception from this. 
The PHM is on call to listen to any concerns, answer 
any questions such as why a child needs a vaccine 
at the correct age or the clinic schedule. PHMs are 
available 24/7 through mobile services. All PHMs 
mobiles are available on a public board at the central 
clinic. 
 

Community members attending a health meeting with the PHM

Designing and disseminating audience-
appropriate print content 

All health facilities across the countries are draped 
in posters and leaflets. The community and central 
clinic, where most people go to receive vaccinations 
have information on the walls including the clinic 
schedule and the correct times and days for different 
vaccinations (to enable age-appropriate vaccinations), 
as well as informative posters with key questions 
for parents to ask themselves before their child is 
immunized. The questions include:

Things you should know before immunization:

1. Today, is the baby ok, are there any other 
health issues?

2. Have you ever had a bad reaction after a 
previous immunization?

3. Any drug allergy?

4. During last month, has there been any other 
vaccinations given?

5. If the child is getting continuous medication 
for any other disease?

6. Any cat/dog bite, and any vaccines given for 
these?

7. Any blood transfusions?

Things to be aware of after an immunization? 
– If any of these things please seek medical 
assistance.

Engaging with national and local media at 
times of concern for AEFI

Although the media can be a possible source of 
negative information on the danger of vaccines in 
some countries, most media outlets in Sri Lanka have 
a good relationship with the Epidemiology Unit and 
health promotion team. In times of urgency a press 
conference is held where the Ministry of health that 
brings together all of the key media outlets at the 
national level, to discuss the issue and answer any 
questions. 

Furthermore, during the 1970s and 1980s when 
vaccinations were being rapidly introduced, the 
media used social marketing for sustained high 
coverage rates. Celebrities were employed to discuss 
health and the importance of vaccinations, with 
slogans such as “immunize today, tomorrow is too 
late”. These were found to be very successful for 
pubic acceptability. 

Supporting Self-Management of 
Immunizations

Distribution of the home based ‘child health 
development record’ (CHDR)

All CHDRs are issued at birth when the child receives 
the BCG vaccination. This is made easier as 99% of 
deliveries are in institutions. 

Immunization records are integrated with other child 
health services in the CHDR. The CHDR comes with 
a portion ‘A’ for parents and a portion ‘B’ for the PHM. 
All new-borns are examined at postpartum home 
visits by the PHM, which is when the PHM will take 
their portion B for their own records.  

Disseminating and using the mother’s card 
during antenatal period

During the antenatal period all mothers receive a 
pregnancy card with the safe preparatory actions 
for childbirth. This helps the mother prepare and be 
knowledgeable to expect the BCG vaccination, the 
CHDR and the PHM home visit. The continuity of 
care through patient empowerment is central to 
these principles.  
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Improving the efficiency of 
vaccination services through 
community engagement

Enabling awareness of and easy access to 
antenatal classes

Through the guidance of the local PHM, all mothers 
are made aware of and attend antenatal classes as 
well as regular check-ups with the PHMs and the 
MOH at the community clinic. These sessions are 
further opportunities for the mothers to become 
knowledgeable on what to expect once the baby is 
born (for instance, the BCG vaccination). 

Navigating families or guardians around the 
clinic through clear waiting areas, numbering 
systems and colour coding

This is not mandatory, but most clinics use their own 
local innovation to improve the quality and efficiency 
of the service, to make it easy for patients and 
parents to navigate around the clinic. 

Enabling a people-centred clinic through the 
use of the patient voice for improvement 

Suggestions and feedback through experience 
surveys for field clinics are innovative practices 
of some field level divisions of MOH offices. The 
feedback boxes reflect high-level commitment to 
quality and the importance of the service users 
voice from MOH offices for public health.

Bringing the community voice to 
service design and processes

Sharing knowledge on the NIP and collecting 
and retaining local wisdom through monthly 
meetings in every division in the country 

Every month a conference is held at the MOH office 
at the divisional level for public health staff working 
at the field level as well as those attached to the 
MOH office. In addition, community members, 
local government authorities and community group 
leaders may be invited to attend as required. 

These meetings are a good opportunity for field 
level public health staff to provide feedback on their 
functions, to share information on new or updated 
guidelines, to seek advice on any specific community 
health issues and to meet and discuss experiences 
of health professionals working in the same 
geographical area. 

Because of the health literacy gained from 
the initiatives above, the wider community 
is educated enough to hold local officials 
to account – they are a demand generation. 
Hence, community engagement in Sri Lanka 
is not just about information sharing and 
awareness raising but also on a dialogue 
that enables public health professionals 
to understand the needs and concerns of 
caregivers and community leaders. This is 
important in ensuring the NIP is delivered 
in a people-centred manned.

Case example: Possession of children’s immunization cards after the 
tsunami showing the value of health literacy

 

Three examples of community engagement from across South Asia63

On December 26, 2004, a tsunami hit and 
devastated Sri Lanka, killing over 30,000 
people. Remarkably mothers who lost 
everything as a result of the 2005 tsunami 
which devastated the south, still possessed 
their children’s immunization cards. 

This reflects the recognition by parents on the 
importance of guaranteeing immunization for 
a better life of their child. It also demonstrates 
how the health literacy techniques explained in 
this chapter are making people highly aware of 
the benefits of preventative care. 

Systematically using communication and 
advocacy activities to change parental 
behaviour, counter vaccine hesitancy, and 
increase demand for vaccines:
In recent years in Nepal, district public 
health offices have used female community 
health volunteers to initiate discussions 
about the benefits of immunization at village 
and community levels.64 Awareness-raising 
campaigns aim to declare the district ‘fully 
immunised’ with over 90% coverage. Since 
2014, around 1,500 villages have been 
declared fully immunised, with all remaining 
villages in the country to follow by 2017. 
Demand generation activities such as this can 
foster dialogue about vaccines at policy and 
community levels, increase social approval and 
political support for immunization, and improve 
knowledge of the risks of infectious disease and 
the means of prevention.65

Community based approaches and 
partnerships
From the mid-1980s, Bangladesh reinvented 
its EPI and invested heavily in infrastructure 
and training.66 In addition, a new system 
for systematic outreach was introduced, in 

which community health workers (health 
assistants) provided almost all vaccinations, 
significantly improving access to routine 
immunization.67 Communities were mobilised 
and awareness and demand generated locally, 
through partnerships between government, 
NGOs, and the private sector.68 In Bangladesh, 
DTP3 immunization coverage increased 
from 69% in 1990 to above 90% from 2005 
onwards.69 This provides learning for the 
whole region that investment in immunization 
and cultivation of multi-sectoral partnerships 
produces results.

Using local wisdom for health planning
The ‘reaching every community’ approach 
has been used in South Asia as a strategy 
to strengthen immunization systems and 
improve coverage. In some states of India and 
in Pakistan, several districts have developed 
micro-plans to identify local problems 
and adopt corrective solutions.70 Those 
planning immunizations have worked with 
local stakeholders to identity underserved 
communities and to revise service delivery 
to overcome barriers and increase access to 
immunization.

Best practices: Implementing and sustaining health 
literacy and community engagement to maintain high 
immunization coverage and vaccine acceptability
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Sri Lanka’s sustained immunization rate is also reliant 
upon its transparency and accountability. Vaccine 
preventable disease (VPD) surveillance ensures that 
the country is delivering high quality vaccination 
services to the entire population. Evidence-based 
vaccine-related decisions are made by the Advisory 
Committee for Communicable Disease (ACCD) 
comprised of national experts and chaired by the 
Director General of Health Services. Electronic 
data management systems have been initiated to 
improve the efficiency of VPD surveillance and EPI 
management.

Developing and implementing a 
unique communicable disease 
prevention strategy

High-quality data are critical to identifying children 
who have not been vaccinated, reaching those who 
have ‘dropped out’ between doses and getting the 
right number of vaccines to the right place at the 
right time.71 In Sri Lanka, disease surveillance, AEFI 
surveillance and immunization monitoring are all 

done through the Epidemiology Unit. 
The disease surveillance system consists of routine 
notifications of communicable disease, special 
surveillance on selected communicable diseases 
and sentinel site surveillance. The notification of 
communicable diseases is a legal requirement in 
Sri Lanka since 1897. Every medical practitioner or 
person professing to treat diseases, who attends 
on any person suffering from any disease in the 
list is required notify to the proper authority. The 
mechanism for notifying a disease is as follows 

• The hospital, general practitioner and all health 
services are required to send a notification card 
(by post or email) (H544) to the MOH of the 
patient’s residence.     
 

• When the notification for VPD arrives at the MOH, 
the relevant PHI will add the case into the register 
for all notifiable diseases. The PHI will then go to 
the household to confirm the case and to speak 
to other households in the area is necessary 
(risk of outbreak).     

The PHI will aim to understand what the disease is 
(confirm the case type), identify the risk of spread 
and investigate how the patient got the illness. If 
the disease is confirmed, the PHI will then add the 
case to the ‘infectious disease register’. It is in the 
PHI’s mandate to follow up with the case for two 
incubation periods. 

• The MOH will notify the Epidemiology Unit and 
Regional Epidemiologist of the relevant district 
through the weekly return of communicable 
diseases which is a web based “e-surveillance” 
system.

• Feedback and updates on notifiable diseases are 
disseminated through the weekly epidemiology 
report (WER) and the quarterly epidemiology 
bulletin (QEB).

On average, the Epidemiology Unit will receive 
over 95% of the consolidated returns of weekly 
notifications from MOH offices within 7 days. There 
are in-built monitoring systems at the divisional, 
district and national levels. 

Special surveillance is carried out for cholera, all EPI 
diseases (TB, diphtheria, pertussis, measles, polio, 
neonatal tetanus), Japanese encephalitis, dengue 
fever, human rabies, hepatitis and leptospirosis. 
The strength in this system is its coverage. The 
national network covers the whole island, and there 
are technical experts available at each level in the 
health system to support close monitoring and 
evaluation, as well as to disseminate feedback. 

Due to the strong community-based system, when 
there is a notifiable disease the community are 
alerted, and the PHI visits the households whom 
already have trust in the health system, and are 
complicit to answer the questions or take any 
necessary actions. 
However, while VPD surveillance in Sri Lanka 
is strong enough to detect outbreaks, a review 
conducted by WHO in 2015 found several areas 
requiring further strengthening,”. 

The country is now in the stages of moving data 
online. In 2015, all 341 MOH areas were able to enter 
EPI data to the Web Based Immunization Information 
System (WEBIIS).  

Ensuring strong delineation of 
responsibility 

Role delineation at the health facility level is strong 
to ensure each professional fully understands their 
role and responsibility. Of particular importance is the 
clarity in data collection, analysis and use, whereby 
the whole team takes responsibility and are mutually 
accountable. Data is discussed in weekly meetings, 
and due to the data analysis being a part of health 
professional training, most professionals know how 
to use data to improve their health service delivery.

Key actions

• Developing and implementing a unique communicable disease prevention strategy

• Practicing well-functioning methods of answer ability for transparency

• Ensuring strong delineation of responsibility

• Developing an independent committee on vaccines: The advisory committee on 
communicable diseases (ACCD), in which the National Immunization Technical Advisory 
Group (NITAG) is incorporated

Sustaining the immunization 
programme through strong 
accountability systems

3
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On average, the Epidemiology Unit will receive over 
95% of the consolidated returns of weekly notifi-
cations from MOH offices within 7 days. There are 
in-built monitoring systems at the divisional, district 
and national levels. 

Special surveillance is carried out for cholera, all EPI 
diseases (TB, diphtheria, pertussis, measles, polio, 
neonatal tetanus), Japanese encephalitis, dengue 
fever, human rabies, hepatitis and leptospirosis. 

The strength in this system is its coverage. The na-
tional network covers the whole island, and there are 
technical experts available at each level in the health 
system to support close monitoring and evaluation, 
as well as to disseminate feedback. Due to the 
strong community-based system, when there is a 
notifiable disease the community are alerted, and the 
PHI visits the households whom already have trust in 
the health system, and are complicit to answer the 
questions or take any necessary actions. 

However, while VPD surveillance in Sri Lanka 
is strong enough to detect outbreaks, a review 
conducted by WHO in 2015 found several areas 
requiring further strengthening,”.73 

The country is now in the stages of moving data 
online. In 2015, all 341 MOH areas were able to enter 
EPI data to the Web Based Immunization Information 
System (WEBIIS). Forty-four hospitals, out of 71 
hospitals where births take place enter data to the 
system online at the time of registration of births.74 

Ensuring strong delineation of 
responsibility 

Role delineation at the health facility level is strong 
to ensure each professional fully understands their 
role and responsibility. Of particular importance is the 
clarity in data collection, analysis and use, whereby 
the whole team takes responsibility and are mutually 
accountable. Data is discussed in weekly meetings, 
and due to the data analysis being a part of health 
professional training, most professionals know how 
to use data to improve their health service delivery.

Practicing well-functioning methods 
of answerability for transparency

Vital registrations

Policy-makers and health programme managers 
need strong health information systems (HIS) with 
quality data for informed decision-making. In Sri 
Lanka, where over 99% of the population give birth in 
institutions, effective reporting of civil registration and 
vital statistics (CRVS) is helping to ensure enrolment 
of every child into immunization programmes. Sri 
Lanka’s CRVS reporting system dates back to 1867. 
It is mandatory for civil registration reporting at 
birth. Sri Lanka has taken many steps to improve 
the system since it’s conception, including engaging 
with communities through a nationwide network of 
over 6500 community-based health workers; raising 
awareness among parents and caregivers of the 
importance of birth registration; involving children 
and communities in the design of birth registration 
interventions; securing political support; and 
investing in long-term training.

Feedback and supervision

Information is made accessible to the public through 
health bulletins and monthly meetings. Furthermore, 
citizens’ voices are represented at almost all state 
primary care hospitals by a committee consisting of 
members from the community. The functioning of 
these committees depends on the leadership of the 
institutional managers at primary care level. Field 
officers in the preventive health system have greater 
ability to mobilize civil society involvement than their 
counterparts in primary care hospitals because of 
their close relationship with the families that they 
follow up.

Regular reviews and supervisions provide guidance 
for sustaining high vaccination coverage. For 
instance, there is an annual Epidemiology unit 
vaccine preventable disease (EPI VPD) review at 
each district by the central Epidemiology unit, the 
Regional Epidemiology and a provincial consultant 
community physician. In the district, data is collected 
and presented from all levels, including from the 
PHMs. Each MOH is asked to explain their health 
information, for instance, why a child was not given 
an age-appropriate vaccine. 

Mechanism of notifiable disease data collection72
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Beyond the district level, weekly meetings are 
conducted at the MOH clinic with PHIs and PHMs 
to discuss that week’s work, including any notifiable 
diseases or other issues. Monthly meetings are 
also conducted at the MOH clinic, where all staff 
from that division attend. During these meetings the 
community (including local authorities and teachers) 
are invited to attend, to ask any questions or raise 
any issues of concern over health service delivery. 
Quarterly reviews are conducted for the whole 
district at the RDHS office, where all MOH staff 
attend and discuss their data and any challenges 
needing solutions. Furthermore, there are institutional 
reviews and public health reviews that are conducted 
by provincial health directors, with more focus on 
preventive health services including immunization. 

To further incentivize good performance, awards are 
given to districts, divisions and health professionals 
annually for outstanding performance. 

Within hospitals, outpatient department meetings 
(which include BCG nurses) are held monthly. This 
meeting is an opportunity to discuss any issues, it is 
a forum for feedback. 

Beyond meetings, each health professional has a 
supervisory role who carries out regular reviews 
of performance, including on vaccination-related 
activities. For example, each PHM has a supervisory 
PHM who carriers out monthly reviews of PHM 
performance 

This feedback, monitoring and evaluation has 
improved the capacity for health managers and 
policy-makers in the NIP to make evidence-based 
decisions in schedule changes and in new vaccine 
introductions.

“It helps us to improve our coverage and to discuss 
the problems with the central level, including 
challenges in human resources” - Medical Officer of 
Health, Puttalam district.

On the call senior consultants at the national 
level

Regular feedback and support is available between 
divisional and central levels through a telephone link. 
The central Epidemiology Unit senior consultants are 
on call 24/7 to answer any questions from MOH level 
staff or doctors administering vaccinations. Despite 
this being very time consuming, this feedback is 
found to improve the health professional’s motivation 
for work in a ‘risk’ environment.  

Developing an independent 
committee on vaccines: the advisory 
committee on communicable 
diseases

To promote transparency and increase the quality of 
immunization services, Sri Lanka has developed an 
independent Advisory Committee on Communicable 
Diseases (ACCD) with a range of national experts, 
who are responsible for making evidence-based 
decisions concerning all major changes in the NPI, 
including the introduction of new vaccines. 75 The 
committee is chaired by the Director General of 
Health Services. This has been an evolutionary step 
in the development and sustainability of the country’s 
immunization programme, in ensuring the adaptabili-
ty of the committee to the changing situations in the 
country. 

The overall role and mandate of the ACCD

The ACCD was established in the mid-1960s and is 
responsible “for reviewing the status of communica-
ble diseases – both vaccine-preventable and those for 
which there are no vaccines – on a regular basis and 
for making all legally binding policy decisions related 
to their control and prevention in the country. All 
policy decisions related to the NPI in the prevention 
and control of vaccine-preventable diseases come 
under the purview of the ACCD.”76 These decisions 
include disease surveillance, approving new vaccines 
that are being introduced, reviewing existing immuni-
zation strategies or any impending threats to the NIP 
(including follow-up from AEFI), and recommending 
health system improvements to help ensure the 
success of immunization and other disease control 
measures are also functions of the ACCD.77

Structure and composition of the ACCD

The ACCD consists of a wide range of stakeholders. 
The Director General of Health Services is the 
Chairperson of the Committee and the Chief 
Epidemiologist – who head the Epidemiology Unit – 
serves, by designation, as the ACCD secretary. “The 
Secretary convenes the ACCD, prepares the agenda 
for the meetings, and is responsible for updating 
members on progress in the national implementation 
of the Committee’s previous recommendations”.78 

The other members of the ACCD consist of 
academics and experts in a range of disciplines 
related to communicable diseases, as well as 
representatives of health education, community 
medicine, maternal and child health, family health, 
general practice, paediatrics, microbiology, virology 
quarantine services, national drug regulation, medical 
logistics, and health administration. The public sector 
is represented by relevant agencies and departments 
of the MOH and public universities. Key international 
partners in immunization, namely the WHO and 
UNICEF are invited to the committee on a needs 
basis. All stakeholders must declare any conflict of 
interest before attending a meeting. 

Procedures of meetings

The ACCD has regularly scheduled quarterly meetings, 
as well as emergency meetings to address urgent or 
priority issues. The agenda of the quarterly meetings 
includes:

• a discussion of issues remaining from the previous 
meeting, 

• a situation update on immunization and priority 
communicable diseases in the country, 

• a review of the implementation and effectiveness 
of current prevention and control strategies, 
including recently enacted recommendations. 

• Any new issues related to communicable diseases 
and immunization. 

• Any other matters, as well as correspondence 
from outside agencies or individuals.

The meetings usually include technical presentations 
by relevant experts, event-based surveillance reports 
from various sources, research study findings, 
field supervision reports, AEFI investigations, or 
disease outbreak reports. In contrast, the agenda 
of emergency sessions is limited to a discussion of 
specific issues.79 

Ensuring equity in access to vaccinations: Strong 
commitment to addressing the social determinants 
of health 
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Ensuring no financial barriers to 
health 

As already mentioned, Sri Lanka practices free 
healthcare for all. To ensure immunization services 
remain free of cost to the public the Government has 
self-funded all vaccines in the NIP since 1990, with 
occasional support from Gavi, the Vaccine Alliance 
(see section five for more information on how the 
Ministry of Health is achieving sustainable financing). 

Improving the public’s health 
Seeking behaviour through 
governmental commitment to Free 
education for all

Sri Lanka benefits from exceptionally high health 
literacy rates due to free education for all. Free 
education was introduced in Sri Lanka in 1948. 
Health education has been seen to increase the 
public’s trust and demand for safe and high-quality 
services as a part of people’s human rights. Health is 
incorporated into the children’s school curriculum. 

“Our people are educated. Our mothers are educated 
on the immunization programme and the health 
system. That is why they are requesting for the 
immunization because they don’t want to get any 
diseases. They know about the diseases, from their 
education and they request the services from the 
PHM.”– Dr. Pramitha Ratnayake, Regional Director 
Health Services, Puttalam district

“It is not just the trust, it is education. Because, if 
people can read something, or hear something on 
the radio, they interact with the MOH, the health 
worker, there is an understanding, it is more than 
trust it is an understanding of the importance of 
health. 

Also, because we have a network of field level people, 
there is nothing like physical interaction, people 
are educated this way. The public health midwives 
are change agents in this way. In a lot of countries, 
people do not have that, they do not have easy 
access for the public to ask questions. 

The PHMs provides motivation for people to have a 
motivation too.” - Dr Hiranthi Wijemanne

Sri Lanka’s health system promotes inclusion and 
gender equality. It is also culturally accepted in 
Sri Lanka that the mother has autonomy over the 
child’s health and they can make the decisions on 
health care. Women’s education and autonomy are 
important success factors. 

“Any child is precious, whether they are a girl or a boy” 
(Dr Dhammica Rowel, UNICEF).

In the past, generally the father’s involvement in the 
child’s health was less, and expectant father’s health 
literacy was found to be limited.80 However, recently 
there has been a societal shift and an increase in 
father’s involvement in child care, which will have 
further benefits on ensuring access to children for 
vaccinations. 
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“Any child is precious, 
whether they are a 
girl or a boy” 

Dr Dhammica Rowel, UNICEF

Key actions

• Ensuring no financial barriers to health

• Improving the public’s health seeking behaviour through

• Addressing any potential bottlenecks relating to geographical access and social barriers 
including cultural acceptability of vaccines, through health systems strengthening 
initiatives the government’s commitment to free education for all

Ensuring equity in access to vaccinations: 
Strong commitment to addressing the 
social determinants of health

4
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Addressing any potential 
bottlenecks relating to geographical 
access and social barriers including 
cultural acceptability of vaccines 

Cultural acceptability

The training for the health professionals incorporates 
counselling for patients or families with vaccine 
hesitancy. Although vaccine hesitancy is not common 
in Sri Lanka, there is a system in place in preparation 
for any challenges: 

Firstly, the PHM will follow-up with the individuals 
and families, to educate them on the importance of 
the vaccine, in efforts to bring them to the clinic. The 
PHMs are trained and have flashcards to support 
the counselling sessions. Secondly, if the PHM is 
unsuccessful, the supervisory PHM, or the PHNS 
will get involved, (or if it is in a hospital, the senior 

registrar will get involved) and if there are still 
difficulties the case goes to the Medical Officer for 
Health and then the Regional Epidemiologists. 
All of these professionals have been trained through 
workshops and role plays and use specialised 
communication techniques to engage the targeted 
families. The accountability system ensures that 
there is always somebody who is responsible for 
those who refuse vaccination. Regular follow-up on 
the issue and what has happened is done. 
Importantly, Sri Lanka’s traditional medical system 
promotes vaccination, which is a vital success factor 
in ensuring population trust and demand. 

Geographical access

To ensure equity in access, the EPI VDP annual 
reviews assess how well-distributed the health 
infrastructure is in each division. If there are any gaps, 
the team work together to find a solution. 

Example community meeting on health

Case study: The National Immunization Programme promotes 
inclusion to all - providing vaccinations to refugees and migrants

Sri Lanka receives thousands of migrants 
every year. In 2017 alone, the country attracted 
over 40,000 international migrants, many of 
whom were labour migrants. Understanding 
the complex migration flows and their impacts 
on health has increasingly been a focus of the 
Government, and a National Migration Health 
and Development Programme was launched 
in 2010. Subsequently in 2013, a National 
Migration Health Policy was developed by the 
Ministry of Health. 

The National Migration Health Policy recom-
mends a comprehensive series of strategies to 
promote the health of outbound and inbound 
migrants, as well as internal migrants, and 
the families left behind by outbound migrants, 

including the strengthening MCH services and 
the provision of free vaccination services on 
arrival.81

The National Migration Health Policy has 
enabled Sri Lankan refugees who return from 
South India to directly access the PHC system 
upon their arrival. Health screening facilities are 
provided and early treatment for malaria, HIV 
and TB are available, as well as MCH services 
and immunization. A coordinated Child Health 
Protection Plan has been developed and im-
plemented, targeting vulnerable children of mi-
grant workers, with a special emphasis placed 
on identifying psychological and mental health 
needs of migrant populations and providing 
access to services.82
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Health education to mothers at their door step by the Public Health Nursing Sister and the Public Health Midwife
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Political commitment

The Sri Lankan Government gives the highest 
priority to the health of women and children and has 
always had ownership and pride over the NIP. This 
political and financial commitment has been key 
to the sustainability of the NIP. Since vaccinations 
began, and due to the embedded nature of the NIP 
within the health structure, there has always been 
an implicit policy for immunizations. Monumental 
political commitments that have supported 
immunization have been made along the way, such 
as commitment to free education, to Primary Health 
Care through the Alma Ata Declaration and the Child 
Survival Revolution that was introduced by UNICEF in 
the early 1980’s. This was composed of universal and 
cost-effective interventions to reduce preventable 
infant and under five mortality and morbidity, 
accelerating Sri Lanka’s already declining under 5 
child mortality and morbidity as well as maternal 
mortality and morbidity.

To strengthen this, the National Immunization Policy 
was introduced in 2014, guaranteeing every citizen 
the right to vaccination. The NIP is so embedded 
into Sri Lankan life now that it is demanded by 

the public. Due to this, it makes it untouchable in 
politics. Successive Sri Lankan administrations 
have prioritised free health and education, placing 
heavy importance on sustaining the immunization 
programme. As many Sri Lankans have been heard 
saying; “the country is bound to change with the 
politics and changing world, but two things that will 
never alter; our health and our education systems. 
They define who we are, we all believe in them”. 

To help maintain political commitment between 
2012 - 2015, several meetings were held between 
the Ministry of Health and key stakeholders from 
different political parties to advocate for immunization. 
However, these meetings were found to be 
unnecessary, politicians already understood the 
value of the immunizations having been through the 
continuous care approach themselves when they 
grew up.  

Financial sustainability 

In 2015, Sri Lanka became a Gavi-transitioned 
country. Although spending on health is relatively 
low in Sri Lanka, the health system and structure 
is efficient and effective to achieve good health 
outcomes. Before 1990, all NIP vaccines were 
donated by UNICEF (TT, BCG, DPT, OPV). However, 
due to continued political commitment, the Ministry 
of Health quickly developed a separate, dedicated 
budget for vaccine procurement, enabling the 
country to not be dependent on external funding and 
preventing stockouts.83 
Since 1995, the Government has self-funded all 
vaccines in the NIP, except for three; Hepatitis B 
vaccine (between 2004 – 2007), the Pentavalent 
vaccine (between 2008 – 2014) and currently 
inactivated polio vaccine (IPV) (between 2015 – 2018), 
when Gavi has offered to provide financial assistance. 
The private sector contribution to immunization 
services remains relatively significant at a maximum 
of five per cent. 

Strict financial guidelines including tender procedures 
have to be adhered to in the procurement process. 
Although this ensures transparency in purchasing, it 

is a time-consuming procedure.84

Coordination across government 
and multi-sector collaboration 

At the national level, the Epidemiology Unit is 
working very closely with other stakeholders such 
as the Family Health Bureau, Ministry of Education, 
UNICEF and WHO to ensure immunizations are 
provided in a safe and timely manner across the life 
course. 

Leadership with experience at the 
grassroots

The high-level leadership at central and district 
levels are experienced and knowledgeable on the 
grassroots levels, through frequent field missions 
and conferences. Most of these professionals have 
themselves worked at divisional levels, and therefore 
they do not talk in abstract, they understand the 
reality and respond to it. 

“The Sri Lankan Government 
gives the highest priority to the 
health of women and children 
and has always had ownership 
and pride over the NIP. ”

Key actions

• Political commitment

• Financial sustainability

• Coordination across Government and multi-sector collaboration

• Leadership with experience at the grassroots

Ensuring political commitment and 
financial sustainability for the immunization 
programme

5
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Time-tested national immunization 
programme standards implemented 
to the grassroots

Standards, guidelines and handbooks have been 
disseminated and implemented throughout the 
country’s health structure, down to each community 
clinic. These standards are the minimum requirement 
for quality and safety. All health facilities follow the 
same structure and processes. For instance, there 
are guidelines and protocols at every clinic across 
the country to keep vaccines safe in case of power 
outages. Most clinics will not have generators, but 
they have a plan in place to transfer all vaccines to 
the closest hospital with a generator. Often MOH 
clinics go above and beyond to further enhance the 
quality and efficiency of services based on their local 
context. 

A strong AEFI surveillance system 
and response has been developed 
and is in place

The surveillance system of AEFI is an integral 
part of the EPI in Sri Lanka since 1995. It provides 
an example for other countries in the region. 
Institutional medical officers and the field staff are 
requested to report all AEFI detected to the area 
Medical Officer of Health (divisional level) and the 
Regional Epidemiologist (district level) monthly. 
Additional information is collected by using a detailed 
investigation form in respect of all serious adverse 
events. This information is evaluated systematically at 
district level and central level and remedial measures 
taken whenever there is a programme failure. In 2010, 
notification of AEFI was nearly 100% for all districts, 
but detailed investigations of selected adverse 
events were not conducted optimally. This is partly 
due to limited resources at the divisional level.85

The National expert committee on AEFI use to 
perform the causality assessment on all reported 
severe AEFI. The National expert committee on AEFI 
which consists of Epidemiologists, Clinicians, Judicial 
Medical Officers, Vaccinologists and Immunologists 
meets quarterly. Sri Lanka is one of the early 
countries to share vaccine safety data with WHO 
Uppsala collaboration center and maintaining vigi flow 
data base link.

This triggered new guidelines for for initial 
management of anaphylaxis at field settings, which 
were introduced in 2008. These guidelines make it 
mandatory to have an emergency tray and portable 
oxygen at the vaccination session. To support this, all 
staff have been trained on dealing with emergency 
adverse events at the clinic level, including their 
referral to health care institutions for further 
management.

Furthermore, the National Institute for Health 
Sciences conducts a training programme for all MOH 
officers. When the MOH officers are trained for their 
role, the AEFI procedure is included in this training. 

Using a safe procurement process 
and maintaining a buffer stock

“We do not sacrifice quality for price, ever. We have 
never had an incident of vaccine safety failure”.
- Dr Samitha Ginige, Consultant Epidemiologist, 
Epidemiology Unit, Ministry of Health 

All vaccines are supplied by the Medical Supplies 
Division (MSD) of the Ministry of Health. These 
vaccines are procured through the government-
owned State Pharmaceutical Corporation of Sri Lanka. 
This is carried out through a process of world-wide 
restricted tenders. The quality of vaccines is assured 
by obtaining vaccines from suppliers qualified by 
the WHO for bulk purchase for United Nations 
agencies and by looking into the criteria of “good 
manufacturing practices” as laid down by the WHO. 
Only when the Ministry is satisfied with the quality 
will it consider the best price.

As a routine, the Epidemiology Unit maintains a 
minimum buffer stock of NIP vaccine adequate for 
more than six months at central level, four months at 
each district level and two months at each divisional 
level.86 
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AEFI management system

Key actions

• Time-tested national immunization programme standards implemented to the 
grassroots

• A strong adverse event from immunization (AEFI) surveillance system and response has 
been developed and is in place

• Using a safe procurement process and maintaining a buffer stock

• Strong cold chain management

• Efficient vaccine wastage

Focus on quality in vaccination 
service delivery

6
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Strong cold chain management

“Quality has always been the focus in the NIP, 
which has been another factor for improved public 
trust. When we said we wanted universal child 
immunization, we had to make sure the vaccines 
were available and safe, which included cold chain 
management…

…Suppose the cold chain didn’t work, and somebody 
got polio, you cannot do a campaign like that. 
Credibility is the core of the campaign. Quality and 
credibility was core to the public trust.”
- Dr Hiranthi Wijemanne

Scarce or poorly maintained refrigeration infrastruc-
ture is an issue in many countries in South Asia, as 
it is globally.87,88,89  Again, Sri Lanka goes against this 
norm. The country recognizes that having a policy is 
not enough and has developed and excellent system 
for cold chain management and monitoring, with 
good transport links. 

In 2008, a central cold room complex was built at 
the Epidemiology Unit, providing adequate vaccine 
storage facilities at national level for up to six months 
buffer stock. 

The Government spent US$ 1 million on building this 
store room, so it need not depend on private cold 
room facilities to store vaccines at central level. This 
cold central room complex is equipped with modern 
temperature monitoring equipment with alternative 
power supply. 

All NIP vaccines are delivered from central vaccine 
stores to 26 Regional Medical Supplies Divisions 
(RMSD) in the country once in every two months. 
Walk-in cold room complexes have been installed in 
all the districts. From the RMSD, the vaccines are 
distributed to every MOH central clinic where there 
is an Ice line refrigerator (ILR). Each ILR has a dial 
that takes automatic daily recordings of the fridge 
temperature. As a back-up to this, the PHNS takes 
two manual recordings of the fridge temperature 
daily.90 There are no other sub-stores beneath MOH 
central clinic level. The vaccines are transferred 
from the central clinic in vaccine carriers for the 
community vaccinations clinics, and any spare 
vaccines are brought back to the central clinic in the 
same day. The vaccines that were taken out of the 
Ice Lined Refrigerator that day go into a specific area 
of the same.  

Efficient vaccine wastage 

With a view to reducing vaccine wastage, Sri Lanka 
has introduced “open vial policy” in 2005. Before that, 
opened multidose vaccine vials were discarded at the 
end of immunization sessions. Currently, open vial 
policy is operated for all liquid vaccines. At present, 
the average wastage for all liquid vaccines is less 
than 10%. This is a reduction from the estimated 
25 - 40% before the implementation of the open vial 
policy.

The issue of vaccine wastage has acquired 
importance due to high cost of new vaccines. 
Vaccine wastage can be considered as an indicator of 
programme efficiency. 

Sri Lanka Ministry of Health, in its Comprehensive 
Multi-Year Plan for Immunization suggest two critical 
requirements for reducing vaccine wastage:

• Reducing the vial size, ideally for one or two 
doses (although this has implications on cold chain 
capacity at all levels of storage);

• Careful microplanning to ensure that optimum 
number of children is immunized at each 
immunization session. 

“We do not sacrifice quality for 
price, ever. We have never had an 
incident of vaccine safety failure”.

- Dr Samitha Ginige, Consultant Epidemiologist, 
Epidemiology Unit, Ministry of Health
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Responding to a global scarcity in 
vaccines: national introduction of 
fractional-dose inactivated polio 
vaccine in sri lanka following the 
global “switch”

As part of the Polio eradication and endgame 
strategic plan 2013–2018 to achieve and sustain a 
polio-free world, the use of OPV must eventually be 
stopped. This process started in April 2016, with the 
worldwide, planned synchronized “switch”, whereby 
use of OPV containing poliovirus type 2 ceased. Prior 
to the switch, in line with international guidance on 
risk mitigation, Sri Lanka had introduced a single full 
dose (0.5 mL intramuscularly) of inactivated polio 
vaccine (IPV) into routine immunization. However, 
the two global suppliers of WHO-prequalified IPV 
had significant challenges in scaling up production to 
meet the new demand, resulting in a global shortage 
in April 2016. The WHO Strategic Advisory Group 
of Experts on Immunization recommended that 
countries should consider a two-dose schedule of 
intradermal fractional IPV (fIPV).” 91

After rapid consideration of the programmatic 
cost and logistic implications, Sri Lanka was 
the first country to roll out this dose-sparing 
schedule nationwide. The country ensured smooth 
implementation of fIPV use, reaching out to all 
eligible infants, maintaining equity and sustaining the 
IPV vaccination. Key actions included:

• Evaluating the required elements of the schedule 
change from a full intramuscular dose to the 
alternative intradermal fIPV, considering the 
programmatic cost and logistic implications of this 
option in the context of an IPV shortage.

• Providing fIPV within the regular immunization 
programme schedule at eight and 16 weeks. The 
country opted to take the initiative of off-label use 
of the vaccine at the time of decision-making, and 
relevant strategic decisions were successfully 
implemented.

• Undertaking expedited refresher training in 
intradermal vaccination. 

• Ensuring team work through confident, well-
trained and dedicated health-care staff, from the 
field up to provincial levels. 

• Addressing the challenges of accurate 
documentation of the vaccinations and vaccine 
stock balance through arrangements to re-collect 
additional vaccine stocks resulting from the change 
from 5-dose vials to 25-dose vials. Relevant 
changes in the dose schedule for IPV were 
incorporated into the web-based immunization 
information system, and related training of health-
care professionals was successfully carried out to 
implement the flow of information to the central 
level.

Health authorities at all levels reported that public 
acceptance of the additional injections of the new 
schedule was high.92 

‘Twinning is winning’: sharing 
lessons learnt and gaining 
knowledge and skills internationally 
through country partnerships, 
workshops and trainings 

Sri Lanka is considered a model example of how to 
build a sustainable immunization programme. The 
Epidemiology Unit functions as a WHO training 
centre for training on immunization activities in the 
South East Asia Region. In 2017, the Governments of 
Sri Lanka and Timor-Leste signed an agreement for 
Timor-Leste’s immunization programme to draw on 
lessons learned from Sri Lanka’s successful transition 
out of Gavi support. “The programme will facilitate 
the transfer of programme management skills 
including planning and budgeting, vaccine logistics, 
use of data to track progress and improving coverage. 

It will also provide opportunities for exchange visits 
between both EPI teams and build a coaching plan 
that will incorporate distance mentoring”.93 

This function allows the unit to frequently learn 
from and transfer skills with other countries, and 
to share knowledge for improvements. In addition 
to the partnership with Timor-Leste, in 2015 there 
were teams from Bhutan, Nepal, North Korea and 
Bangladesh who were trained on activities related to 
the NIP and AEFI.   

Investing in long-term training for 
health professionals related to safe 
vaccinations

The Ministry of Health recognizes that the 
sustainability of the immunization programme lies in 
its credibility. Currently, the public respect and trust 
the PHMs and all other professionals, and this will 
be important to maintain in the future. Therefore, all 
relevant health professionals receive high-quality, 
comprehensive basic public health training at their 
initial recruitment. Further to this, the Epidemiology 
Unit continuously conducts regular training on all 
aspects of the National Immunization Programme for 
both preventive and curative sector staff. Moreover, 
the immunization activities are being reviewed and 
guided by the Epidemiology Unit at field level on 
regular basis.94  

Key actions

• Responding to a global scarcity in vaccines

• Twinning is winning’: Sharing lessons learnt and gaining knowledge and skills 
internationally through country partnerships, workshops and trainings

• Investing in long-term training for health professionals related to safe vaccinations

Making the national 
immunization programme 
sustainable and resilient

7

“Sri Lanka is considered a model example of how 
to build a sustainable immunization programme. 
The Epidemiology Unit functions as a WHO 
training centre for training on immunization 
activities in the South East Asia Region.”
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Future challenges 
and key points of 
learning

The main challenge for Sri Lanka in the future will 
be to maintain the high coverage rates in a changing 
world. To overcome this challenge there is need for 
continued emphasis on maintaining community-
based trust and demand through the MOH health 
structure. Other foreseeable challenges include:

International Market Forces 

Global scarcity in vaccines: This will have 
immediate and long-term effects. Immediate negative 
impacts will be on poor coverage. Long-term, the 
public’s confidence in the NIP could be reduced.  The 
community will not understand why a vaccine is not 
provided.

International market: Sri Lanka is a small market 
in comparison to other countries and therefore 
faces difficulties in negotiating for low prices with 
vaccine suppliers. To manage this, Sri Lanka is always 
maintaining six months in buffer stocks. 

Changing Demographics

Increase in uncontrollable information: Sri Lanka 
is moving from a LMIC to a middle-income country, 
and the demographics are changing. There is also 
an increase in immunization information which is 
uncontrollable to the Epidemiology Unit. The trust 
of the public in the NIP has been monumental to its 
success, hence these developments may require the 
health system to re-orient its approach to maintain 
its credibility and acceptability in the public eye 
(for instance, through employing more PHMs). The 
consequences of this are being prepared for.

Potential for vaccine hesitancy: Although refusal 
of vaccination is marginal, if present at all in Sri 
Lanka, the phenomenon of ‘vaccination hesitancy’ 
may be an issue in years to come as it will be less 
obvious why a vaccination is needed if there is no 
disease in the country due to previous eradication or 
elimination. “This is consistent with the experience 
in South Asia. In India, the reasons that caregivers 
most often give for non-participation in routine 
immunization is that the need is not obvious and that 

they do not know enough about the vaccines”.95,96

Challenge for the future: 
How to maintain high coverage in a 
changing world?
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Lack of human resources 

There are temporary shortages in human resources 
in some districts, however the Ministry of Health 
regularly monitors and responds to such shortages. 
One particular challenge to human resources is 
shortage of PHMs at the divisional level. Informants 
described how the role of a PHMs has become “less 
attractive” over time due to changes in population 
demographics and urbanization. Stakeholders noted 
the need to research opportunities to incentivise the 
younger generation to move into the PHM role: 

“15 – 20 years ago, in a village, the PHM was 
considered as an important person – they were 
highly regarded in the community. If there was a 
marriage – the PHM was invited. This image needs 
to keep on par with the developments in population 
demographics.” – Dr Vijith Gunasekera, Regional 
Director of Health Services, Kegalle District

“We have to keep tabs on our visits and have a very 
strong advocacy to be aware of this immunization. 
This is why the PHM qualification should not be 
reduced (despite the shortages in workforce) – 
because people need to have trust and respect 
for the PHM – to trust what she is saying over 
other sources.” – Dr. Deepa Gamage, Consultant 
Epidemiologist, Epidemiology Unit, Ministry of Health

Sustaining quality whilst moving immunization 
information systems online

Sri Lanka is currently going through a long-process 
of updating its HIS to being online. A challenge 
for the future will be how the health system can 
maintain the quality of the paper-based system whilst 
transitioning to an online system. This will require 
government commitment and leadership, intense 
training, solutions to overcoming hardware issues.

Beyond the
Health
Sector

Improving
Accountability

Improving 
Quality and

Equity
Improving

Sustainability

Improving
Efficiency

Points of
Learning

1. Engage with the 
community through 

community groups to 
gain local wisdom. 2. Use community health 

workers as a connection 
to the community to 

build up trust. 

3. Provide strong 
leadership at the central 

level, in Sri Lanka’s 
experience this is through 

the Epidemiology Unit.

4. Develop 
self-management for 
vaccinations through 
strong health literacy. 

5. Provide people-centred 
training to professionals 

to be able to counsel 
families with vaccine 

hesitancy. 

6. Give opportunities for 
the community and 

families to bring their 
voice to the design of 

services.

7. Develop independent 
groups for vaccine 

quality improvement to 
credibility. 

8. Ensure clear role 
delineation and that every 

health professional is 
accountable for their 

performance. 

9. Provide regular 
feedback.

10. Make vital 
registration 

mandatory to ensure 
high immunization 

coverage. 

11. Integrate data 
use and data quality 

improvement 
training into each 

health professional’s 
curriculum. 

12. Make all staff 
responsible for 

their own 
vaccination-relate

d data. 

13. Hold health 
professionals accountable 

for their data through 
regular reviews and staff 

meetings.

14. Integrate the work of 
NGO groups into the 
system – no parallel 

systems.

15. Maintain strong 
vaccine preventable 
disease surveillance.

16. Provide mandatory 
high-quality training 

for field level.

17. Make 
immunization a 

Government-owned 
initiative, with 

dedicated budget. 

18. Never 
underestimate 

the importance of 
female education.

19. The 
commitment and 

belief of the people 
can ensure 

long-term political 
commitment. 

The key point of learning from Sri Lanka’s experience is the 
importance of a strong public health system and structure, 
connecting facilities across the country at all levels. There are 
also more specific points of learning:

“We have to keep tabs on our visits and have a very 
strong advocacy to be aware of this immunization. This 
is why the PHM qualification should not be reduced 
(despite the shortages in workforce) – because people 
need to have trust and respect for the PHM – to trust 
what she is saying over other sources.”

– Dr. Deepa Gamage, 
Consultant Epidemiologist, 
Epidemiology Unit, Ministry of Health

Key points of learning for 
other countries
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This case study is a product of a consultative and 
engaging process involving a range of stakeholders in 
Sri Lanka and beyond. Everyone we spoke to about 
the national immunization programme, the primary 
health care system and community engagement in 
Sri Lanka was highly enthusiastic and supportive of 
its impact. 

UNICEF Regional Office for South Asia is grateful 
to Gavi, the Vaccine Alliance for providing financial 
support for the documentation of the experiences 
and lessons learned. Other countries in South Asia 
and globally will benefit as they develop or sustain 
similar systems. 
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