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Executive Summary
Private Hospitals were in existence prior to the World War Two period, and the growth of this
sub-sector coincided with the emergence of a market economy in the country, along with the
entry into the market of the pharmaceutical industry, medical equipment industry and private
insurance. This review attempts to document, understand, and offer suggestions concerning
the Private Hospitals in some specific areas such as characteristics, distribution, incentive
mechanism for the private health sector, involvement of government and foreign doctors in the
private sector, user fees charged , medical negligence and the role of the regulatory regime.This
review has utilised published and unpublished empirical studies, reports in electronic and
print media on the private health sector, findings of survey results, interviews with professional
associations, and respective hospital authorities.
Sri Lanka's health sector is complex. It is characterised by a mixed ownership pattern, many
types of providers and different systems of medicine. In absolute terms, the size of the health
care sector is reasonably large enough but unfortunately, the distribution is lopsided with the
bulk of services (public and private) skewed toward the Western Province and main urban
areas. In Sri Lanka, it is clearly seen that there is an absence of a holistic approach in the
provision of services to the population with 13 per cent in the poverty bracket in the year
2010. The issues related to the private health sector have not been addressed substantially by
any of the Task Force Reports nor in the Health Master Plan in 2006. This has led to successive
governments focusing on delivery of public health care services, while the growth of the private
sector is not planned or promoted as part of an overall health care system. The power acquired
by Private Hospitals in curative care has now reached a new height since the end of the North/
East war and unless a strategy for public health reforms combined with the private sector is
formulated, desired results in equity in delivery of health care will become a red herring. The
government has given land at subsidized rates for setting up private hospitals, in addition to
duty waivers for the import of medical equipment. Also, it is to be noted that land offered so far
has been mainly in urban areas.
Private hospital providers utilize the best experience of the public health sector by absorbing
government doctors to work part-time in their hospitals. Most of these doctors have undertaken
their medical studies through the universal free education system that prevails in the country.
It is well known that the rural population rely on the public health facilities available with
unsatisfactory equitable service provision than the urban population, which indicates that
private hospital facilities have not penetrated much to these areas. The private sector is driven
by the desire to maximize profit, and hence concentrate their operations in densely populated
urban areas. As a result, it is reasonable to say that current medical costs for treatment at
iv
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private hospitals have contributed towards plunging those that cannot afford it, into an adverse
situation when they seek treatment which is not accessible in public facilities on an urgent
basis.
According to World Health Organisation (WHO, 2011) estimates, each year 100 million people
slide into poverty as a result of medical care payments. Another 150 million people are forced
to spend nearly half their incomes on medical expenses. That is because in many countries
people have no access to social health protection - affordable health insurance or governmentfunded health services. However, in Sri Lanka, both these facilities exist, yet people are plunged
into poverty and untold misery in the face of the enormous medical bills they encounter when
they are forced to seek treatment from private providers due to the shortfalls in delivery of
public health facilities.
While over-priced medical bills remain one area that needs to be addressed, how medical
mishaps (and unforeseen complications) associated with medical procedures in private hospitals
need to be handled, is another area needing due attention by the authorities. The patients who
seek treatment from the private sector are not necessarily the rich and well-to-do. Many of
them do so despite the issues of affordability they are faced with. They come to private hospitals
for various reasons that include the perception of better care being available in the private
hospital vis-à-vis the state sector hospitals, and non-availability of specialist out-patient care at
government hospitals in the evenings.
In this context, a review of the existing regulations under Private Hospital Regulation Act No.
21 of 2006 and Private Health Regulatory Council (2008), find that regulations have mainly
focused on the registration, licensing and issuing of registration certificates. So far, there has
been no action implemented with regard to exorbitant user fees, medical negligence or the
behaviour of private providers. Also, the government efforts to regulate were in many instances
opposed by the powerful trade union lobby of the doctors (GMOA).Secondly, even though the
regulatory body is adequately resourced they are more often reluctant to operate against their
own membership and self-interest. This situation has been seen in most Asian countries including
in India and Thailand.
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úOdhl idrdxYh
mqoa.,sl frday,a wxYh fojk f,dal hqoaOh ld, iSudjg fmr mgka mej;s w;r fuu wxYfha j¾Okh
TDIO l¾udka;h" ffjoH WmlrK l¾udka;h iy mqoa.,sl rlaIKh fj<om,g we;==¿ùu Tiafia
rg;=< fj<om, wd¾Ólhlaa u;=ùu;a iu.u tlúg isÿúh' fuu iudf,dapkh u.ska ,sms f,aLk
wjfndaOlr .ekSug W;aidy .ekSu;a mqoa.,sl frday,aj, ,laIK" fnodyeÍu" mqoa.,sl frday,a wxYh
ioyd Èß §ukd hdka;%Kh" mqo.
a ,sl frday,a ;=< rdcH iy úfoaYh
S ffjoHjrekaf.a ueÈy;aù
a u" whlrk
.dia;=" frda.S i;aldr ms<sno fkdie,ls,a, iy kshdñl mrsY%h wdYs%; N+ñldjka iïnkaO fhdackdjka
bÈßm;a lrhs' fuu iudf,dapkh u.ska m%ldYs; yd wm%ldYs; m%;HlaI uQ,sl wOHhkhka" mqoa.,sl
ffjoH wxYh ms<snoj úoahq;a iy uqøs; udOHhka bÈßm;al< jd¾;djka" iólaIK m%;sM, fiùï"
jD;A;u
S h ixúOdkhka iu. iïuqL idlÉPdjka meje;aùu iy wod< frday,a wêldÍka iu. idlÉPdjka
meje;aùu jeks oE Ndú;d lr we;'
Y%S ,xldfõ fi!LH wxYh ixlS¾K tlls' th yjq,a whs;sldr rgdjka" úúO j¾.fha iemhqïlrejka
iy fnfy;a ms<sno úúO l%uhkaf.ka iukaú; fõ' fi!LH fiajd wxYfha jHdma;sh ms<snoj ienE
kshuhka iEfyk ;rï ÿrg úYd, jqjo wjdikdjlg fnodyeÍu ms<sno fiajdjka rdYshla ^rdcH iy
mqoa.,sl& niakdysr m,d; iy m%Odk kd.ßl m%foaYhka foig we,ù me;a;lg nrù mj;S' j¾I 2010
fha ,xldj ;=<" È<sÿ fldgfia ck.ykfhka ishhg 13 lg fi!LH fiajdjka ,nd§fï§ idl,H m%fõYhlg
meñK fkdue;s nj meyeÈ<sj olakg we;' mqoa.,sl fi!LH wxYhg iïnkaO .eg¿ ioyd ld¾hh
idOk jd¾;djka iy 2006 fi!LH m%Odk ie,eiau u.ska ie,lsh hq;= ;rñka wduka;%Kh lr fkdue;'
mej;s rchka fi!LH fiajdjka ,nd§u ms<snoj wjOdkh fhduq lrñka iuia: fi!LH wdrlaIK l%uhl
fldgila jYfhka mqo.
a ,sl wxYfha j¾Okh ie,iqï fkdlsÍu;a yd th j¾Okh fkdlsÍu;a fmfkkakg
we;' frda. ksjdrK ld¾hfhaos mqoa.,sl frday,a úiska fï fjk;=re w;alrf.k we;s YlA;sh, W;=re
kef.Kysr hqoO
a h wjidkfha isg mqo.
a ,sl wxYh iu. iïnkaê; mqo.
a ,sl fi!LH m`%;i
s xialrK ioyd
Wml%uhla iy fi!LH fiajd ,nd§fï§ ysñlu ;=< wfmalaIs; m%;sM, ms<shï fh§ula l<hQ;=
w.%ia:dkhlg ,.d ù we;' rch úiska mqoa.,sl frday,a msysgqùu ioyd iyk ñ,lg bvï ,nd § we;'
Bg wu;rj" ffjoH WmlrK wdkhkh lsÍfï§ f¾.= nÿ iyk ,nd § we;' tfukau" fufia ,ndÿka
bvï m%Odk jYfhkau msysgd we;af;a kd.ßl m%foaY ;=< nj ioyka l< hq;=h'
mqqoa.,sl frday,a úiska rcfha ffjoHjreka Tjqkaf.a frday,aj, wu;r ld, fõ,dj,aj,§ fiajh lsÍug
fhoùu u.ska rcfha ffjoH wxYfha m%Yia; w;aoelSu mqoA.,sl frday,a úiska Ndú;d lrkq ,nhs'
fujeks ffjoHjrekaf.ka nyq;rhla rg;=, mj;akd iuia: ksoyia wOHdmkh ;=<ska Tjqkaf.a fi!LH
wOHhkhka ,ndf.k we;'
mqoa.,sl wxYh úiska Wmßu ,dNh ,nd .ekSfï wruqKska lghq;= lrk neúka ;u m%foaYhka ;=< wjYH
;rñka mqo.
a ,sl frday,a myiqlï me;sÍ fkdue;s neúka iy fïksidu Tjqkf
a .a fufyhqï wêl ck.ykh
iys; m%foaYj,g flakø
a .; ù we;s neúka .%dóh ck.ykh úiska kd.ßl ck.ykhg jvd wi;=go
q dhl
iudkd;aul fiajd iemhSï iys;jQ rdcH fi!LH fiajdj flfrys úYajdih ;nk nj m%lg lreKls'
fuys m%;sM,hla jYfhka" Tjqka yÈis wjYH;d ioyd rcfha myiqlï ;=<ska ,nd.; fkdyels jk
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m%;sldr mqoa.,sl frday,aj,ska ,nd .ekSug hdfï§ mqoa.,sl frday,aj,ka m%;sldr ioyd jk fi!LH
msßjeh fya;=fjka jHdikhl ;;ajhka olajd weo oeóug mq¿jka nj mejiSu hqla;s iy.;h'
f,dal fi!LH ixúOdkfha (WHO, 2011) weia;fïka;= wkqj" iEu jirlu ñ,shk 100l ck;dj
fi!LH rlaIK f.ùïj, m%;sM,hla jYfhka È<skaokaa njg m;afõ' ;j;a ñ,shk 1500l ck;djg
ffjoH úhoï ioyd ;u wdodhfuka Nd.hlg wdikakj úhoï lsÍug n,lrkq ,efí' fï ksid fndfyda
rgj,aj," ck;djg iudc fi!LH wdrlaIdj" iqNodhl fi!LH rlaIKh fyda rcfha wruqo,ska ,ndfok
fi!LH fiajdjkag m%fõY úh fkdyel' flfiafj;;a" Y%S ,xldj ;=<" fuu myiqlï foj¾.hu mej;sho"
;ju;a ck;dj rdcH wxYfha fi!LH fiajdfõ we;s wvqmdvqlï fya;= fldg f.k mqoa.,sl wxYfhka
m%;sldr ,nd.ekSug Wkkaaÿ lrjkq ,nk w;r Tjqkg ,efnk w;s úYd, ffjoH ìs,am;aj,g uqyK§u
u.ska È<sÿlug iy wm%udk ÿlaÅs; ;;a;ajhg m;a ùu fkdje,ela úh yel'
mqoa.,sl wxYfhka m%;sldr fidhk frda.Ska wjYHfhkau fmdfydi;a iy Okj;a wh fkdfõ' Tjqka
fndfydauhla tfia lrkafka Tjqka uqyqK fokq ,nk idOdrK ñ, ms<snoj f.ùï.eg¿j iys;jh' Tjqka
mqoa.,sl frday,a fj; meñfkkafka rdcH wxYfha frday,aj,g jvd mqoa.,sl frday,a ;=<§ ,nd .;
yelsjk jvd wdrlaIdj ms<sno wjfndaOh we;=¿j úúO fya;+ka iy ijia jrej ;=< rcfha frday,aj,§
úfYaI{ ffjoHjreka yuqùfï fkdyelshdj ksidh'
fï wkqj" 2006 mqoa.,sl frday,a kshduk mk;A wxl 21 iy mqoa.,sl fi!LH kshduk iNdj ^2008&
hgf;a mj;akd fr.=,dis i,ld ne,SfïoS fmkS hkafka tjeks fr.=,dis m%Odk jYfhkau wjOdkh fhduq
lr ;sfnkafka mqo.
a ,sl frday,a ,shdmÈxÑ lsÍu" n,m;% ,nd§u iy ,shdmÈxÑ iy;sl ksl=;a lsÍu ioyd
jk njhs' fï olajd" tu frday,a Ndú;d lrkakkaf.a b;d wêl .dia;=" ffjoH fkdie,ls,su;alu fyda
mqo.
a ,sl frday,a ysñlrejkaf.a wjOdkh iïnkaOfhka l%h
s d;aul lsÍu ioyd lsiÿ
s l%h
s d ud¾.h;a f.k
fkdue;' tfukau" rch úiska fndfyda wjia:dj,§ fkdfhl=;a kshdukhka lsÍug W;aidy .;a;o
ffjoHjrekaf.a jD;a;Sh iñ;sh (GMOA) u.ska fkdfhlA wjia:dj,§A thg úreoaO;ajh m%ldY lrk
,§. fojkqj" kshduk wdh;khg m`udKj;a whqßka n,h ;snqko Tjqka ks;ru Tjqkaf.a idudðl;ajhg
iy wd;aud¾;hg úreoaOj lghq;q lsÍug ls%hdldrS fkdfõ' fuu ;;a;ajh bkaÈhdj iy ;dhs,ka;h
we;=<;aj fndfyda wdishdkq rgj, oelsh yelsh'

.
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epiwNtw; W r; RUf; f k;
jdpahu; Jiw itj;jpag; gpupthdJ ,uz;lhk; cyf kfh Aj;jf; fhyj;jpw;F Kw;gl;l
fhyk; njhlf;fk; nraw;gl;L te;Js;sJld; ,j; Jiwapd; mgptpUj;jpahdJ kUe;J
cw;gj;jpf; ifj;njhopy;> kUj;Jt cgfuzf; ifj;njhopy; kw;Wk; jdpahu; Jiw fhg;GWjpj;
Jiwghy;; gpuNtrpj;jikAk; ehl;by; re;ijg; nghUshjhuj;Jld; ,ize;jikAk; xUq;Nf
epfo;e;jJ. ,e;j Ma;tpd; Clhf Mtzq;fis Gupe;J nfhs;tjw;F Kaw;rp vLg;gJk;
jdpahu; Jiw itj;jparhiyfspd; gz;Gfs;> tpepNahfg; gz;Gfs;;> jdpahu; Jiw
itj;jparhiyfs; njhlu;ghf Cf;ff; nfhLg;gdT Kiwik> jdpahu; Jiw itj;jpa
rhiyfspy; mur kw;Wk; ntspehl;L itj;jpau;fspd; gq;fspg;G> mwtplg;gLfpd;w
fl;lzq;fs;> kUe;Jfs; gw;wpa ftdaPdk; kw;Wk; tpjp KiwfSf;F cl;gl;l nraw;ghl;Lg;
Nghf;F vd;gd njhlu;ghf MNyhridfs; Kd;itf;fg;gl;ld. ,e;j kPsha;tpd; Clhf
ntspaplg;gl;l kw;Wk; ntspaplg;glhj Muk;g Ma;Tfs;> jdpahu; Jiw itj;jpa rhiyfs;
njhlu;ghd ,yj;jpudpay; kw;Wk; mr;R Clfq;fspy;
ntspaplg;gl;l mwpf;iffs;>
Ma; T g; ngWNgWfisf; fz; l wpjy; ; > njhopy; r hu; mikg; G f; f Sld; Neu; K f
fye; J iuahly; f is elhj; J jy; kw; W k; cupa itj; j parhiy mjpfhupfSld;
fye;Jiuahly;fis ehlhj;Jjy; Nghd;w nraw;ghLfs; Nkw;nfhs;sg;gl;Ls;sd.
,yq;ifapd; Rfhjhuj;Jiw rpf;fy; epiwe;j xU myfhFk;. mjd; $l;L cupikg;
Nghf;F> gyjug;gl;l tpepNahfj;ju;fs; kw;Wk; kUe;Jfs; gw;wpa gyjug;gl;l Kiwikfis
,it cs;slf;Ffpd;wd. Rfhjhug; ghJfhg;Gg; gpuptpd; gz;G gw;wpa cz;ikahd
xOq;Ftpjpfs; ngUk;ghYk; gue;J fhzg;gl;l NghJk; Jujp\;ltrkhf tpepNahfk; gw;wpa
gy Nritfs; ( mur kw;Wk; jdpahu; ) Nky; khfhzk; kw;Wk; gpujhd efug; gpuNjrq;fs;
Nehf;fp rhu;e;J xU gf;fk; rhu;e;jjhff; fhzg;gLfpd;wd. ,yq;ifapy;> twpa kf;fspd;
njhif nkhj;j rdj;njhifapy; 13 % rjtPjj;jpdUf;F Rfhjhu trjpfis toq;Fk;
NghJ rhj;jpakhdJk; tpidj;jpwdhdJkhd gpuNtrj;ij mila Kbahik njspthf
fhzg;gLk; epiyikahf cs;sJ. Jdpahu; Jiw Rfhjhug; gpupTld; njhlu;Gila
gpur;rpidfSf;F nrayhw;Wif mwpf;if %yk; kw;Wk; 2006 Mk; Mz;bd; Rfhjhuk;
njhlu;ghd gpujhd jpl;lj;jpd; Clhf fUjj;jF mstpy; ftdk; nrYj;jg;gl tpy;iy.
,e; epiyikahdJ eilKiwapy; cs;s muRfs; Rfhjhug; ghJfhg;Gr; Nritapid
toq;FtJ njhlu;ghf ftdk; nrYj;jp nkhj;j Rfhjhug; ghJfhg;G Kiwikapd;
gFjpnahd;whf jdpahu; Jiw itj;jpa rhiyfspd; mgptpUj;jp njhlu;ghf jpl;lkplhik
kw;Wk; mtw;wpid mgptpUj;jp nra;ahik Nghd;w nraw;ghLfs; epfo;e;Js;sik fUjj;jF
tplaq;fshFk;. jw;nghOJ Neha;fisj; jLf;Fk; nraw;ghLfspd; NghJ jdpahu; Jiw
itj;jparhiyfspdhy; ifg;gw;wg;gl;Ls;s mjpfhuk; Aj;jk; epiwtile;jjijj; njhlu;eJ
;
jdpahu; JiwAld; xUq;fpize;J jdpahu; Rfhjhu kWrPuikg;G njhlu;ghf cgha
topfis Nkw;nfhs;Sk; tiu kw;Wk; Rfhjhug; ghJfhg;gpid toq;Fk; NghJ jkJ
cupikg; gq;fpy; vjpu;ghu;j;j ngWNgw;W jPu;Tfis Nkw;nfhs;Sk; tifapy; mikAk;
tiu Gjpa fl; l j; j pid mz; k pj; J s; s J. murhq; f j; j pdhy; jdpahu; Jiw
itj; j parhiyfis epWTtJ njhlu; g hf mDruiz tpiyapy; fhzpfs;
viii
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toq;fg;gl;Ls;sd. NkYk;> itj;jpa cgfuzq;fis ,wf;Fkjp nra;Ak; NghJ Rq;f
tupfs; ePf;fg;gl;Ls;sd. mNjNghd;W> ,t;thW toq;fg;gl;Ls;s fhzpfs; gpujhdkhf
efug; gpuNjrq;fspy; mike;Js;sikapidf; Fwpg;gplg;gLjy; Ntz;Lk;.
jdpahu; Jiw itj;jparhiyr; Nrit toq;Fdu;fspdhy; mur itj;jpau;fis jdpahu;
Jiw itj;jpa rhiyfspy; Nkyjpf fhy Neuq;fspy; Nritapy; <LgLj;Jtjd; Clhf
mur itj;jpaj; Jiwapd; gue;j mDgtj;jpid jdpahu; Jiw itj;jparhiyfspYk;
gad;gLj;j tha;g;ghf mike;Js;sJ. ,J Nghd;w itj;jpau;fspy; ngUk;ghyhNdhu;
ehl;by; eilKiwapy; cs;s ,ytrf; fy;tpapd; Clhf mtu;fspd; Rfhjhu fw;iffis
ngw;Ws;sdu;.
jdpahu; Jiwapdu; cr;r ,yhgj;ij milAk; Nehf;fpy; nraw;gLk; mNj Ntis jkJ
gpuNjrq;fspy; Njitahd msT jdpahu; Jiw itj;jparhiyfs; gue;J fhzg;glhik
Nghd;w fhuzq;fspdhy; mtu;fSila nraw;ghLfs; mjpf kf;fs; njhifapdu; trpf;fpd;w
gpuNjrq; f s; njhlu; g hf ikag; g Lj; j g; gl; b Uf; f pd; w ikapdhy; fpuhkpa kf; f s;
jpUg;jpfukw;wJk; gf;fr; rhu;ghdJkhd Nritfis ngw;Wf; nfhs;sf; $ba mur Rfhjhur;
Nritfs; njhlu;ghf ek;gpf;if itj;jpUf;fpd;wik gpugy;akhd tplakhFk;. ,jd;
gpujpgypg;ghf> mtu;fs; mtru epiyikfis mbg;gilahff; nfhz;L mur trjpfspd;
Clhf ngw;Wf; nfhs;s Kbahj rpfpr;irfis jdpahu; Jiw kUj;Jt kidfspypUe;J
ngw;Wf; nfhs;tjw;F Kaw;rpg;gjd; fhuzkhf Rfhjhuk; njhlu;ghf nrYj;j Ntz;ba
epahakhd tpiyapYk; ghu;f;f ghupa nrytpdq;fSf;F twpa kf;fs; js;sg;gLtjw;Fk;
,e; epiyik toptif nra;Js;sJ vd;W Fwpg;gpLtJ rhyr; rpwe;jJ.
cyf Rfhjhu mikg;gpd; (WHO) kjpg;gPl;bd; gpufhuk;> xt;nthU tUlKk; 100 kpy;ypad;
kf;fs; Rfhjhug; ghJfhg;Gf; nfhLg;gdTfspd; ngWNgwhf twpatu;fspd; njhFjpf;Fj;
js;sg;gLfpd;wdu;. NkYk;> 1500 kpy;ypad; kf;fSf;F kUj;Jtr; nrytPdq;fs; njhlu;ghf
jkJ tUkhdj;jpy; miu thrpf;F mz;kpj;j mstpy; nryT nra;tjw;F mOj;jk;
nrYj;jg;gl;Ls;sJ. ,jd; fhuzkhf mNdf ehLfspy;> kf;fSf;F rKf Rfhjhug;
ghJfhg;Gj; Njitahd Rfhjhug; ghJfhg;G my;yJ murhq;fj;jpdhy; epjpaspg;Gr; nra;fpd;w
Rfhjhur; NritfSf;F gpuNtrpf;f KbahJ cs;sJ. vdpDk;> ,yq;ifapy;> ,e;j ,U
tifahd trjpfSk; fhzg;gl;l NghJk;> ,d;Dk; kf;fs; mur Jiwapy; Rfhjhur;
Nritapid toq;Ftjpy; cs;s FiwghLfspd; fhuzkhff; jdpahu; Jiwapd; Clhf
rpfpr;ir ngw;Wf; nfhs;tjw;F ce;jg;gLtJld; twpatu;fs; mjpfg;gbahd fl;lzq;fSf;F
Kfq; nfhLg;gjd; Clhf tWik epiy kw;Wk; ghupa my;yy;fSf;Fk; Mohfp cs;sdu;.
mjpfg;gbahd kUj;Jt fl;lzq;fs; fhzg;gLtJld; mit epWj;jg;gl Ntz;ba xU
gug;gpw;Fs; fl;Lg;gLj;jy;> Njitahd jdpahu; Jiw kUj;Jt kidfspy; kUj;Jt
nraw;ghl;L KiwfSf;F cjtp Gupfpd;w Rfhjhu KiwNfLfs; ( kw;Wk; fhzg;gl
Kbajh rpf;fy;fs;) vit vd mjpfhupfs; cupa ftdk; nrYj;j Ntz;ba Njit
fhzg;gLfpd;w ,d;DnkhU JiwahfTk; fhzg;gLfpd;wJ. jdpahu; itj;jpaj; Jiwapd;
Clhf rpfpr;iria Ntz;Lfpd;w Nehahsu;fs;; cz;ikapy; nry;te;ju;fNsh Njit
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cs;stu;fNsh my;y. mtu;fspy; mNdfkhdtu;fs; mt;thW nra;tJ mtu;fs; Kfq;
nfhLf;fpd;w epahakhd tpiyfs; njhlu;ghd rpf;fy;fis ftdj;jpw; nfhs;shikapd;
fhuzkhFk;. mtu;fs; jdpahu; Jiw itj;jpa rhiyfSf;F rKfkspg;gJ mur Jiw
itj;jpa rhiyfspYk; ghu;f;f jdpahu; Jiw itj;jpa rhiyfspd; Clhf ngw;Wf;
nfhs;sf; $ba cr;r ghJfhg;G gw;wpa Gupe;Jzu;T cs;slq;fyhf gyjug;gl;l fhuzq;fs;
kw; W k; khiy Ntisfspy; mur itj; j parhiyfspy; tpNrl rj; j pu rpfpr; i r
itj;jpau;fspd; Nritfisg; ngw;Wf; nfhs;Sk; ,aYik ,d;ik Nghd;w fhuzq;fspd;
mbg;gilapyhFk;.
,e;j cz;ikfs;> 2006 Mk; Mz;bd; jdpahu; Jiw itj;jparhiyr; rl;lk; kw;Wk;
jdpahu; Jiw kUj;Jt xOq;FKiwg;gLj;jy; rigapd;
(2008) fPo; fhzg;gLfpd;w
xOq;Ftpjpfs; gw;wpa kPsha;tpd; Clhf njspthfpd;wJ. mt;thwhd xOq;Ftpjpfs;
njhlu;ghf gpujhdkhf ftdk; nrYj;jg;gl;bUg;gJ jdpahu; Jiw itj;jpa rhiyfisg;
gjpT nra;jy;> mDkjpg; gj;jpuq;fis toq;Fjy; kw;Wk; gjpTr; rhd;wpjo; toq;Fjy;
Nghd; w d njhlu; g hfthFk; . ,J tiu> mt; t hwhd itj; j pa rhiyfis
gad;gLj;Jfpd;wtu;fspd; mjpf fl;lzq;fs;> itj;jpa ftdaPdq;fs; my;yJ jdpahu;
Jiw kUe;J tpepNahj;ju;fspd; elj;ij njhlu;ghf filg;gpbf;f Ntz;ba xOq;F
Kiwfs; njhlu;ghf ve;jtpj Kd;ndLg;Gf;fSk; vLf;fg;gl tpy;iy. mNj Nghd;W>
murhq;fj;jpdhy;> mNdf re;ju;g;gq;fspy; ,tw;iw xOq;FKiwg;gLj;Jtjw;F Kaw;rpfs;
vLj;j NghJk; itj;jpau;fspd; tYthd njhopw;rq;fq;fs; (GMOA) Clhf mt;thwhd
Kaw;rpfSf;F vjpu;g;Gf;fs; ntspg;gLj;jg;gl;Ls;sd. ,uz;lhtjhf> xOq;FKiwg;gLj;jy;
epWtdj;jpw;F Nghjpasthd mjpfhuk; ,Ue;j NghJk; mtu;fs; epjKk; mtu;fSila
gpuj;jpNaf nraw;ghLfs; kw;Wk; Raeyj;;jpw;F vjpuhf eltbf;iffis Nkw;nfhs;tjw;F
tpUk;Gtjpy;iy. ,e;j epiyik ,e;jpah kw;Wk; jha;yhe;J cs;slq;fyhf mNdf
Mrpa ehLfspy; fhzf; $bajhf cs;sd. jha;yhe;jpy; Rfhjhuj; Jiwghy; nry;thf;Fr;
nrYj;Jfpd;w gue;j rl;lq;fis cUthf;Fjy; mtu;fs; mr; rl;lj;jpidg; gad;gLj;Jk;
NghJ xOq;F Kiwahd tpjpKiwfs; kw;Wk; tYT+l;ly;fs; njhlu;ghf nraw;gLfpd;w
rpwpa msthd gjtpazpapdhy; mr; nraw;ghLfs; jilg;gl;Ls;sd.2
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1. Introduction
While there are numerous studies available on the Public Health Programme, there is a dearth of studies
on the private health sector, and it is only in the recent past that an interest has been shown in the media
about this most important crucial health sub-sector. For this study, the author had to mostly depend on
data collected by the Health Economic Policy Unit of the Institute of Policy Studies of Sri Lanka, which is
engaged in conducting a "Census of Private, Co-operative and Estate Hospitals" once in every two years to
elicit vital information in this regard, and which is not documented in its news bulletin "Health Statistics"
mainly for preserving respondent confidentiality.
The socio-political context and commitment to welfare provisioning in the early post-independence period led to health status indicators of the country being on par with developed countries.
From the time of independence, the successive governments provided universal and free welfare services
which included free education and health services, and subsidized food. From 1948 through to the 1960s,
there was a considerable growth of welfare services supported by maternal and child health services and
expansion of health services at the primary, secondary and tertiary level. With the restructuring of the
economy in 1977, food subsidies were largely withdrawn while other welfare programmes such as free
education and free health care continued to remain in force. During the same year, there was a shift in
government policy on health and it allowed medical officers and other technical officers within the state
health sector to practise privately, outside their official working hours. This was the first instance that
boosted the privatization of the health sector in the country.
While Sri Lanka completed its demographic transition from high mortality and fertility rates to low
mortality and low fertility in a period of sixty years, it maintained total national health expenditures at a
level of US $ 50 per capita per annum, on average, during 2004 to 2009.
During the last decade, there have been an increasing number of diseases such as ischemic heart disease,
cerebrovascular conditions, lung cancer and diabetes which belong to the category of non-communicable
diseases, mainly among the ageing population of the country, whereas most EPI (Expanded Programme on
Immunization) diseases are almost eradicated (e.g., polio,TB, tetanus, diphtheria, etc.). The only notable
exceptions to these trends in recent years have been infections for which there had been a dearth of
effective vaccines available, and for which environmental or socially complex interventions are critical,
e.g., dengue viral fever. With demographic ageing, it is expected that morbidity and mortality from agerelated diseases such as ischemic heart disease, cerebrovascular disease, diabetes, osteoporosis, etc., will
increase substantially, as mentioned before.
At present, Sri Lanka's two tier health system - comprised of a heavily subsidized public sector and a user
charged private sector - has produced a progressive health care delivery system to face the health challenges
indicated above. Expansion of publicly-financed medical services in the early stages provided the whole
population with ready access to modern medical services. Over time, the household demand for modern
Western medical services increased, and demand for traditional forms declined or remained unchanged.
Household preferences having shifted to Western or allopathic medicine, once again began to shift to
preference being shared with public health services and private Western services. Although demand for
1
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Western medical
services
dramatically, it was not accompanied by an increase in the ability of the
Identification
of the
Poor inrose
Sri Lanka
public sector to meet the health needs of the whole population, which paved the way for sections of the
population to seek treatment from the private sector, determined by their ability to pay for the service.
This situation led to the establishment of a private hospitals network in Sri Lanka, which spread islandwide during a period of around 150 years since the inception of the first private hospital. From 1980, there
was a continuing shift toward private medical services, which appears to have stabilized during the 1990s.
In 1990 there were 44 private hospitals in operation, which increased to 87 hospitals in 2008, and further
to 145 actively operating hospitals in 2013 out of 200 registered private health institutions in the Private
Health Regulatory Council. With the waves of liberalization measures introduced since 1977, Sri Lanka's
health sector has seen the beginning of the growth of private hospital capacity assisted by State sponsored
investment incentives, and was boosted further with the ending of the North/East war situation in 2009.
Their investment in cutting edge technologies and the modernization of medical facilities has certainly
contributed to the expansion of health facilities for the affordable income earning segment of the society.
In this context, it is imperative to identify the key processes that influence the shaping of the private health
sector. Among these processes are the growth of the middle class and their influence on both the supply
and demand side of private health services; role and effectiveness of the government and the Ministry of
Health (MOH) especially in terms of investment in uplifting, expansion and modernizing public health
facilities; and the role and influence of medical equipment and pharmaceutical industries as major
contributors in this process.
In the case of the private hospital industry, it remains highly concentrated in densely populated areas
where the rich and urban middle class are congregated. Distribution of private hospitals are mainly seen in
the cities. It is important to point out that both the suppliers and consumers of private health services are
largely drawn from the upper and middle classes. Data have revealed that there is an abundance of biomedical equipment and technology in urban areas, as compared to rural areas, leading to excess capacities.
Between 1990 and 2013, over 100 private hospital centres entered the market with an investment of over
Rs.50 billion.
Although the private health insurance has gradually improved, it lacks the potential to expand beyond the
small affluent sector as it is still voluntary by nature. Insurance plays a major source of finance in many
countries in which private health is the key provider. In Sri Lanka, the private health insurance covers only
around 1 per cent of the total health expenditure, and as a result remains totally out of the reach of the
majority of households. This suggests that the utilization of the private sector is related to income levels.
While there is a marked preference for allopathic medicine, choice of medical facilities utilization shows
variations across classes.1 The IPS survey reveals that the urban middle class used private facilities more
than the government facilities, while the urban poor utilize the facilities of government hospitals depending on the accessibility. Greater availability of general private practitioners in rural areas is filling the void
of private hospitals.

1

Pieris, I.(1999), Treatment and Health Behaviour in Sri Lanka. Oxford University Press, New Delhi.

2

Introduction

As per IPS Sri Lanka National Health Account 2009 estimates, the private sector provides 6 per cent of
overall in-patient admissions, and around 50 per cent of total out-patient treatments which includes OPD
treatment by General Practitioners.
Private health care services are largely ambulatory. Approximately,5,000 full-time private general practitioners provide out-patient care from private clinics on a fee-for-service basis in addition to private hospitals. The major portion, however, is delivered by government doctors in their private capacity, who work
from home, clinics or private hospitals. The operations of private GPs who dispense out-patient treatment
are faced with competition from private hospitals through the networks of channelling services, and would
gradually decline over time, as this is not so profitable for the doctors concerned.
The emergence of private hospitals is driven by the demand of affluent members of the population, who
expect high quality health services.As a result, the standard of care at private facilities was perceived to be
of high quality. Consequently,newly built private hospitals are equipped with large, ultramodern and high
quality bio-medical technology. By doing this, fee levying private hospital providers are attracting customers by taking advantage of the gaps that prevail in the free medical services provided by the government.
Private health providers who focus on curative services, exist in a variety of sizes (with the number of beds
ranging from 5 to 500 ). In 2012, there were 145 private hospitals in the country (with a total capacity of
4,500 beds), and an estimated 5,000 private general practitioner clinics (providing a range of primary
health services).
According to the IPS survey, demand for curative care has been growing rapidly and reached a new height
after the end of the war. As a result, new private hospitals have come up in war ravaged areas, and many
existing hospitals in the rest of the country, especially in Colombo and suburbs, engaged in expansion and
modernization of the infrastructure to meet the challenge of intense competition among providers.
Private hospital providers have rightly identified the health needs of the new upper middle class and their
quality of life that is rising along with emerging growth in the development process. They have embarked
on introducing new bio-medical technologies at a high cost, alongside newly built hospital infrastructure
characterized by utmost cleanliness and adequate car parking facilities. Nevertheless, the reality is that it
is not only the rich and the middle classes in urban cities that visit Private Hospitals for treatment, but the
poor households too are forced to seek treatment from private facilities as a last resort at an unaffordable
cost to the family budget.
On the demand side, the out-of-pocket expenditure of households clearly indicates an increasing financial
burden of health care on the population. As per IPS National Health Account 2009, private Household
Out- of-Pocket payments account for 45 per cent of Total Health Expenditure and 83 per cent of Total
Private Health Expenditure.These expenditures are not confined to medicine alone. Currently, the households are experiencing a very high increase in Consultation fees, Hospital Charges, laboratory and investigation fees, therapeutic charges and other systems of medication by private providers.
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2. History of Private Hospitals
The history of the establishment of private hospitals in Sri Lanka goes back to the 19th century when
missionaries from the West arrived in Asian countries, including Sri Lanka, to propagate their religious
doctrines. Hence, they focused their missionary activities mainly in the field of education and health. In
1819, several American missionaries came to Ceylon and started several schools, religious organizations
and medical activities.
The Green Memorial Hospital (1847) which is located in Manipay, was founded in 1847 by Dr. Samuel
Fiske Green, a young medical graduate from New York, United States.
This mission hospital was the first medical school in Sri Lanka, taking in the first batch of students in
1848. Manipay hospital has already completed more than 165 years and its main objective is to provide
medical services to the surrounding communities. When the American Missionaries left Sri Lanka (Ceylon),
the Jaffna Diocese of the Church of South India (JDCSI) was set up, and it took control of the running of
this hospital. It is run by a Board of Governors.
Following the establishment of the Green Memorial Hospital, another hospital by the name of Mclord
Hospital was established in 1898. When IPS Health Policy Programme launched the Private hospital
survey in 2000, it was reported that the hospital was not in operation. Since the end of the war this
hospital has been renovated, and is now back in operation.
The oldest hospital in Colombo is the Ratnam Hospital established in 1904 in Slave Island, and which has
completed more than 109 years in operation. It had 74 beds in 1990 with 8 permanent physicians and 50
nurses.
Joseph Fraser Memorial Hospital (1923) in Colombo has a history of 90 years, and was operating with 4
physicians, 24 consultants and 11 nurses. This hospital is located in an isolated area away from the
crowded environment, and is unique in maintaining its status as an aristocratic hospital. From the very
inception, this hospital has been patronized by Judges, the Diplomatic Corps, and the elites of plantation
companies under Agency Houses.
Grand Pass Maternity and Nursing Home, popularly known as the Sulaiman Hospital is over 70 years old,
having been established in 1942. In 1990 the hospital was operating with 87 beds, 6 physicians, 12
consultants and 45 nurses.According to the owners, this hospital was primarily opened to care to the needs
of the Muslim community, and it was the reason that the hospital was built on Moors Street in Colombo
10.
Durdans Hospital which was established in 1945, was a converted army hospital (1939) serving British
Army personnel during the Second World War period. In 1990 the hospital was operating with 92 beds, 20
physicians and 98 nurses.
Asha Central Hospital established in 1947, is another pioneer hospital in Colombo city. In the year 1990,
this hospital maintained a bed strength of 112 with 7584 admissions and 18,200 out-patient visits which
increased to 190,732 in 1997. In 1997 the hospital was served by 19 physicians and 150 nurses. Asha
4
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Figure 2.1
Number of Active Private Hospitals by Province - 2012

Central ceased operations in 2008 due to transfer of ownership to SoftLogic Holding PLc, and in turn
SoftLogic Holding Plc sold the properties to reinvest in the construction of The Central Hospital at Norris
Canal Road.
Almost all the other hospitals in the island have been established in the late nineties with a history of less
than 20 years. Among these hospitals, Oasis Hospital at Narahenpita (2000) operates with a 170 bed
capacity, 45 visiting consultants, and 150 nurses. This hospital has joined hands with Forties Malar in
Chennai, and opened a dedicated heart centre managed by Forties. However, its location has become an
impediment to the growth of the hospital, as three other popular private hospitals are operating in the
same location.
Apart from the location of many hospitals in the Western Province, the most noteworthy feature among
other provinces is the expansion of the number of hospitals in the Northern and Eastern Provinces, which
can be identified as dividends of post-war developments. In 2009, the Nothern Province had only 2
partially operating hospitals while the Eastern Province had 4 hospitals. In 2012, the number of Northern
Province Hospitals increased to 11, and the Eastern Province to 14. Among these new hospitals is the
renovation and opening of a state of the art 80 bed hospital in Jaffna named, Northern Central Hospital,
at Palaly Road, Thirunaveli. It is the largest fully equipped private secondary health care centre in Northern Sri Lanka with 21 Medical Personnel including surgeons, specialists and physicians. Figure 2.1 above
shows the distribution of private hospitals by Province in 2012.

3. Key Players
It is noteworthy to mention that a few hospitals in Colombo have become the key players or a dominant
force in the private hospital network in the country. These hospitals are namely, Nawaloka Hospital,
Durdans Hospital, Asiri Hospitals, Lanka Hospitals and Hemas Hospital located in Wattala. These five
hospitals are reported to have a bed facility strength of over 1,500, which is 42 per cent of total private
5
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hospital bed facilities in the island. Out of the total reported 8.2 million laboratory tests performed in
2011, IPS Survey data revealed that 65 per cent of all laboratory tests have been performed by these five
hospitals. Also, 50 per cent of them have been performed by two players namely, Asiri Group of hospitals
and Durdans hospital. Salient features of these five key players are given below.
Medical Directors or representatives of these key institutions serve as members of the Private Health
Regulatory Committee, established under the Private Hospital Regulatory Act No.21 of 2006.

3.1 Nawaloka Hospital
It was established in September 1985, with the objective of serving as a centre of excellence in high
technology diagnostic and curative facilities. Located at Union Place, Colombo 02, it is in very close
proximity to the business centre and within easy reach of the National Hospital and many other commercial establishments. Nawaloka Hospitals have many "firsts" to their credit, the introduction of Intensive
Care Units, Coronary Care Units, Laparoscopic Surgery and Thoracic Surgery being some of them. Nawaloka
Hospital has been at the forefront of bringing the latest in medical technology to Sri Lanka. Further, the
hospital was the first to locally operate a dedicated Intensive Care Unit (ICU) in 1985, and Coronary Care
Unit (CCU) in 1994, as well as being the first to introduce Laparoscopic Surgery (1993) and Thoracic
Surgery among private hospitals. Starting with 175 beds, it reached 430 beds in 2011. In respect of Inpatient admissions, the hospital reported 11,054 admissions in 1990 which reached 33,200 in 2011. As
for the Out-patients treated,the number has increased from 234,100 in 1990 to reach1,141,937 in 2011.
During the last few years, Nawaloka hospital has reached a zenith in sophistication of health service
delivery. At present, 30 types of service delivery and medical packages are offered to health seekers.
Nawaloka hospitals has a network of branches in Battaramulla, Kandana,Kiribathgoda, Kottawa and Mount
Lavinia. With more than 400 beds and 600 visiting medical consultants, Nawaloka Hospital is one of the
largest local private hospitals in a single location and the country's first fully fledged private healthcare
institution. The hospital was responsible for the well-being of over 1.5 million patients during the 2011/
2012 period, during which it also carried out close to 15,000 surgeries. The hospital currently features 14
operating theatres, including dedicated operating theatres for Orthopaedic, Neurosurgery, Cardiac Surgery,
Maternity and Gynaecology. The hospital has also established a Transplant Centre, which has already
carried out live donor liver and live donor lung transplants locally. This makes it the first and only private
sector healthcare centre to carry out live donor liver and live donor lung transplants in Sri Lanka. Nawaloka
Hospital has launched a new home medical service making it possible for anyone to access a doctor from
their own home with the launch of the Home Ambulance Service.
The Nawaloka Hospital Nursing School currently comprises about 200 trainee nurses, all in either their
first, second or third year of study. The nursing school, which was also inaugurated in 1985, admits about
50 students twice a year. The hospital recently opened a 15 floor new wing with a multi-storey car park
with the lake in view.Nawaloka is listed in the Colombo Stock Exchange.

3.2 Durdans Hospital
A military hospital serving British military personnel, eventually became Durdans Hospital, situated where
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the present hospital now stands under the name of Ceylon Hospitals Limited. A special focus was given to
maternity care from 1968 when Durdans opened its first maternity care facility, as well as an Out-patient
facility.
The hospital gradually offered more services and a modernisation and remodelling programme was initiated. In 1997 a strategic alliance was formed with a regional centre of excellence in cardiology. The
Durdans Heart Centre was opened in 1999, bringing unmatched and dedicated cardiac care to patients for
the first time in Sri Lanka. Ceylon Hospitals Limited was listed in the Colombo Stock Exchange in 2003,
followed by a phased expansion programme which commenced in 2004 with the second phase commencing in 2007.

3.3 Lanka Hospitals
Lanka Hospitals Corporation Limited commenced operations in Sri Lanka on 7th June 2002, under the
brand name Apollo Hospitals, a part of the chain of Apollo Hospitals founded by the renowned Dr. Pratap
C. Reddy in India. Apollo is a 350-bed multi-specialty tertiary care hospital spread over 350,000 square
feet, with 7 acres of landscaped gardens, which is a unique feature among private hospitals. Apollo is a
11-storey structure complete with a helipad, and is the only private medical facility in Sri Lanka equipped
for air-ambulance services. Apollo Colombo revolutionised Sri Lanka's healthcare service offer, and was
the benchmark in introducing latest bio-medico technology based treatments, which were followed by
other leading hospitals mainly located in Colombo. In 2007 Apollo Hospital Limited transferred it ownership to Sri Lankan entrepreneurs led by Sri Lanka Insurance Corporation Limited through a share transaction. As a result, Lanka Hospitals Limited was formed. Over the past decade, Lanka Hospitals has revolutionized the healthcare industry in Sri Lanka through infrastructure development and advancement of its
products and services, through sizeable investments, with a view to deliver healthcare that is on par with
global developments in bio-medical technology. In 2003 there were 1.9 million Out-patient visits which
grew to 2.8 million in 2011. As for in-patient treatment, there were 45,000 admissions in 2003 which
reached 58,000 in 2011.2
World renowned Forties Global Healthcare Holdings Pvt. Limited holds a 29 per cent stake of Lanka
Hospitals PLC (Apollo Hospital), with an investment amounting to Rs.4 billion. The major share of the
350 bed hospital is owned by Sri Lanka Insurance Corporation Limited, with a stake of 55 per cent.

3.4 Asiri Group of Hospitals
Asiri Hospitals Group is the largest private medical care provider/largest Private Hospital Operator within
Sri Lanka. It has 5 hospitals including 3 in Colombo and 2 in Matara, with a total bed strength of
approximately 700 beds, and 25 Operating Theatres.
The Group caters to 75,000 out-patients per month and carries out approximately 450,000 laboratory tests
per month, which is approximately 45 per cent of the market share of the private sector laboratory testing
within the country.

2
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The Group which commenced in 1980, has expanded rapidly over the last 5 years and has plans to begin
construction of another regional hospital in Kandy shortly.
Asiri Hospitals Group is a subsidiary of Softlogic Holdings PLC. Softlogic Holdings PLC is a diversified
conglomerate listed in the Colombo Stock Exchange (CSE) with interests in Retail, Information and Communication Technology, Travel & Leisure, Automobile, Finance and Healthcare.
Asiri Group of Hospitals consists of five hospitals. Three are Asiri Hospital PLC , Aisri Surgical Hospital
and Central Hospital situated in the City of Colombo, while the fourth, and fifth are located in Matara.

3.4.1 Asiri Hospital
Located in Colombo and widely recognized as having the best equipped and most reliable laboratory in Sri
Lanka, it has 110 beds and 3 operating theatres, along with CT scan diagnostic facilities and a state-of-theart Neonatal unit for infants with special requirements. It has become a hub for OPD and channelling
services. Asiri Hospital boasts of an average occupancy rate of over 90 per cent, and has become one of the
cornerstones of the Group's revenue-generating services, with approximately 7,000 - 8,000 laboratory tests
performed daily.

3.4.2 Asiri Surgical
A 14-storey specialized surgical hospital located in Colombo, Asiri Surgical has 156 beds and 9 operating
theatres. It also offers a comprehensive cardiac care programme, encompassing all areas of cardiology,
vascular medicine, acute heart attack services, invasive and interventional cardiology, as well as all forms
of adult cardiac and thoracic surgeries.

3.4.3 The Central Hospital
Considered to be the most modern multi-specialty general hospital in Colombo, the Central Hospital has
272 beds, and 12 operating theatres. It has the most technologically advanced neurosurgical unit in the
country.The hospital has more than 250 Consultants consisting of all specialties and super specialties in
medicine and surgery. The Central Hospital Laboratory functions together with the Asiri Hospital Laboratory chains.
In the first year of operation, the Central Hospital treated over 450,000 patients and the estimated
turnover for the year was Rs. 1.7 billion.

3.4.4 Asiri Hospital, Matara
Asiri Hospital, Matara has 50 beds and a modern laboratory. The hospital is equipped with an emergency
treatment unit, a 24-hour pharmacy, and X-ray, mammography, and ultrasound facilities.

3.4.5 Matara Medi House
The Asiri Group acquired the Matara Medi House in 2010. After undergoing significant development, this
hospital has some of the most modern facilities outside Colombo. Situated in the heart of the town of
Matara, it has 80 beds and a flourishing channel practice.
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Asiri Group of Hospitals is the first in devolving laboratory services outside Colombo mainly in Kandy,
Kurunegala and Matara.

3.5 Hemas Hospital
The Hemas Hospital, Wattala which opened in 2008, is equipped with state-of-the-art facilities, has 100
beds, over 100 Specialist Consultants, 05 operating theatres, MRI and CT Scanning, 24/7 lab, and an ICU.
Hemas Hospital Thalawatugoda with 50 beds was completed by March 2013 and became the 3rd Multispecialty Hospital of the Group.
In 2009, Hemas group opened its second hospital in Galle with 50 beds, two operation theatres, two
labour rooms, an Endoscopy unit, an ICU, a modern medical laboratory and a modern radiology unit. This
hospital is strategically located within 45 minutes of the Hikkaduwa tourist resort.
Hemas Hospital is owned by the Hemas Group, a leading conglomerate in Sri Lanka with a focus on five
key sectors - FMCG, Healthcare, Transportation, Leisure and Strategic Investment.
Figures 3.1 & 3.2 below, provide market share as a percentage of revenue of major players in private health
care providers. It is noteworthy that within a period of 1 year, Hemas Group of hospitals increased its share
of revenue from 1 per cent to 4 per cent.
The private sector industry size is estimated to be about US$ 200 million, consisting of 5 hospital chains
amounting to 1500 beds capacity and enjoys 75 per cent market share.

Figure 3.1
Market Share as a Percentage of Revenue
2008/2009

Figure 3.2
Market Share as a Percentage of Revenue
2009/2010

Hemas Hospital Group

Source: Company Annual Reports, Durdans, Nawaloka, Asiri Group, Hemas Group, Lanka Hospitals and IPS Private
Health Data Base.
Murtaza Esufally, Presentation at Economic Summit: Ceylon Chamber of Commerce 2011.
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4. Government Doctors Working in the Private Sector
Private Health Care providers , as part of their competitive behaviour, indulged in the use of public sector
resources, particularly the experience of physicians in public hospitals. According to the National Census
Identification of the Poor in Sri Lanka
of Health Manpower 2006 conducted by the Ministry of Health (MOH), it was estimated that 1,200
government doctors were engaged in working part time at private hospitals.
There are around 17,000 government doctors working in government hospitals today. The large percentage
of these doctors employed in the public sector, practise privately as GPs or in private hospitals after their
official duty hours. This number is complemented by a further 1,000 retired doctors. Most of the doctors
practising in private hospitals are engaged as specialists or non- specialists, and they work mostly in urban
areas. Privately practising government medical officers are independent with no formal organization
structure, but most of them are affiliated to the Government Medical Officers Association (GMOA) trade
union as they are employed permanently in Government Hospitals.
Also at present, there is a ‘cold war’ between MBBS doctors in government hospitals and the specialist
doctors practising in private hospitals with regard to purported changes to the Medical Ordinance by the
Sri Lanka Medical Council (SLMC). The Government Medical Officers' Forum accused the SLMC of
manipulating to introduce lesser duties to the medical officers who have been well-trained to treat any
patient. The proposed amendments to the Sri Lanka Medical Ordinance were based on making all the
MBBS qualified doctors, assistant medical practitioners by reducing their responsibilities to handle patients. It claimed that the SLMC has decided to remove surgery and midwifery components from the MBBS
degree, because the practising Consultant would have more opportunities than the general practitioners, to
engage in channel practice in the private sector.
The involvement of government doctors working in private sector hospitals blurs the distinction between
the public and private sector, since the same individuals operate in both. There are various problems
associated with this form of dual practice. It is believed that the physician seeing the patient privately
would provide more time and better care for a patient, than in the public sector. The public health care
services are further affected as one finds that the care provided by the doctors are hurried and impersonal.
It is assumed that there are wide differences in pay for government doctors, and the amounts doctors could
make while engaged in the private sector depending on the hospitals they are practising in. Although there
are no documentary evidence available, it is well known that all surgeons and specialists in teaching
hospitals are engaged in private practice after official duty hours in government hospitals, and some are
engaged as part time consultants. There have been many complaints that many specialist doctors pave the
way for their patients in government hospitals, to opt for private hospitals care. While these arrangements
work well with those can afford private care, it is much to the detriment of the poor who approach
government hospitals for free health care. Amidst this situation, it was reported that three of the 12
specialist Heart Surgeons currently working in government hospitals have left government service and are
working in private hospitals full-time. This situation has aggravated the already serious condition of the
dearth of specialist heart surgeons in government hospitals, and also it is felt that specialists in other fields
too may be poised to leave for employment abroad, or in private hospitals.

10

Foreign Doctors Working in Private Sector Hospitals

The private sector charges user fees for patients for utilizing health services in order to operate and maintain their facilities, while offering lucrative remuneration packages to medical practitioners for their services. Access to private health services is inevitably limited to the richer segments of the population that
can afford to pay high user fees as out-of-pocket payments or co-payments (with coverage of private
insurance).

5. Foreign Doctors Working in Private Sector Hospitals
There had been various news items related to foreign doctors, mainly those of Indian origin, practising in
Sri Lankan private hospitals. When Apollo Hospital began operations in Colombo in 2003, it was reported
that Indian doctors, nurses and paramedic staff were employed in the hospital as it was an Indian
Investment and was agreed upon by the Board of Investment (BOI). When the hospital management
changed in 2007 the situation changed, but the precedent was established for other major hospitals to
utilize services of Indian doctors, including those doctors who served at the Apollo Hospital earlier. At
present, all major hospitals in Colombo have employed Indian doctors as specialists in Cardio Vascular
and Hip Transplant procedures. According to the GMOA, the Indian qualified doctors are registered in the
Sri Lanka Medial Council as medical officers and later change the title to consultants or surgeons. In 2007
the MOH suspended the registration procedure of foreign doctors because those doctors do not have the
required qualifications to perform surgeries. The GMOA had strongly objected to the registration process
of foreign doctors by SLMC because several patients that underwent cardiac surgery at private hospitals,
were admitted to the Colombo National Hospital as they had developed post-surgery complications. Also,
it was reported that if patients died due to the medical negligence of foreign doctors, the relatives of
patients and the government blame Sri Lankan doctors, thereby making Sri Lankan doctors scapegoats for
the errors and omissions of foreign doctors. At present, about 184 Indian registered medical practitioners
have become consultants in private hospitals although they do not possess the required qualifications, and
is a flagrant violation of the Sri Lanka Medical Ordinance, according to the GMOA.
There were serious health issues that had emerged with reports of surgeries that had been carried out by
unqualified Indian doctors resulting in six patients being transferred to and treated at the National
Hospital of Sri Lanka (NHSL) and the Lady Ridgeway Children's Hospital in Colombo, post-surgery.3 These
patients were admitted to hospital for heart surgery, the costs of which was Rs.600,000 per operation.
However, these surgeries were failures and the doctors in question have reportedly fled the country. One
such patient was forced to get himself discharged from the hospital in which he underwent surgery as he
could not continue to pay the bills, which were mounting. He had to therefore seek admission at the
National Hospital, and has since incurred a further Rs.1.5 million for treatment.
In another case, a child who had a heart ailment and whose heart surgery was not successful, was transferred for treatment to the Lady Ridgeway Hospital. At the private hospital when the child's parents were
advised that she would need a heart transplant, they had sought the services of an Indian doctor. When the
outcome of the surgery was not successful, the Indian doctor who had operated on her had left the country.
It therefore poses the question, how such a large number of foreign doctors, without the requisite qualifications, have been able to serve in these hospitals. What is also cause for concern is that the majority of
them have obtained registration with the SLMC. What is more aggravating is that none of these Indian
3

Ibid.
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doctors are even registered with the Indian Medical Board. There are no links between any of the Indian
state medical bodies and any Sri Lankan medical body. It is therefore a mystery as to how these doctors
obtain appointments in Sri Lanka. However, it was learnt that if the registration of such specialist doctors
are rejected -- these doctors could still seek registration as general practitioners (GPs). This would enable
them to continue to treat innocent patients who unknowingly will seek treatment, and maybe even surgery.
According to the SLMC, opportunities have been granted to these Indian doctors to serve in private
hospitals, as there was a shortage of such doctors to treat heart patients in the country. As per medical
norms, no surgery can be performed by a single doctor. It has to be performed by a group of specialist
doctors, systematically and methodically. Furthermore, performing a surgery is a very serious job. It is in
this light that the SLMC has given them registrations, and absorbed them as assistant surgeons.
Private Hospital Association (PHA)which defends the service of foreign doctors in private hospitals claims,
that it is the accepted norm as per the recommendations of the Ministry of Health, that a foreign Specialist
can be contracted in the event that the post cannot be successfully filled by a local Specialist. Section 67A
of the Medical Ordinance stipulates that a temporary registration of such a foreign medical practitioner
can be made for a period of 1 year. This procedure was followed strictly and the Private Hospitals successfully infused the know-how of an international medical team to uplift their medical services.
Also, they argue that the local specialist does not favour the "resident-doctor" service model and does not
join a hospital on full-time basis. For hospitals having dedicated centres in super specialist core disciplines
such as Neurology, Nephrology, ENT, Eye, Surgical Care and for cardiac surgical procedures, especially for
open heart surgery and other invasive and interventional cardiac procedures, it is imperative to have fulltime competent dedicated teams of specialists for 24 hour coverage.
To meet the challenge of working full-time in private hospitals by government doctors, GMOA has
requested that government medical officers and consultants be allowed to provide round-the-clock health
care services at private hospitals, instead of allowing unscreened Indian doctors to do so. If the proposed
concurrent practice is allowed, it is bound to affect the quality and productivity of services offered at state
hospitals, resulting in a gradual erosion of free health services the public are entitled to at state hospitals.
It would also give rise to a plethora of similar requests from other grades in the health service and
elsewhere which the authorities would be hard put to resist. Also among demands, GMOA requested that
the government allow government doctors to work in private hospitals, utilizing their earned annual leave,
and also to utilize the services of Sri Lankan consultants between 8:00 a.m. and 4:00 p.m. in private
hospitals if they have earned leave. At present, government doctors are eligible to utilize earned leave for
educational purposes or to go overseas.

6. Payment Method to Doctors
Typically in payment methods three parties are involved: Patient, physicians and hospitals.
In general,the fees for physicians are fixed by the hospital to the satisfaction of the doctors. The fees are
fixed for consultations, and the patient pays first directly to the hospital. As a result, data of total fees
collected against individual physicians are available with hospital authorities. At the end of every month,
by arrangement a fixed percentage of this total is paid to the concerned physician. In addition, he or she
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may get some incentive amount based on the volume of patients. The remainder goes to the hospital
account. A special payment method is applicable for surgeries, which depend on the nature of the surgery,
and the time spent on the surgery.
It was evident recently that most of the hospitals in Urban areas, mainly in Colombo, do not include the
doctor’s fee in the main treatment bill, and insist payment of the doctor’s fee separately in cash. Under
these circumstances, the patient pays the physician's fee directly, while the hospitals also charge the
patients directly. When discharging patients from rooms or wards, doctor's fees are excluded from the bill
but they insist on patients paying doctor's fees in cash, with no receipts being provided.

7. User Fees and Other Charges and the Regulatory Regime
The private sector charges user fees on patients for utilizing health services in order to operate and maintain
their facilities.Capital investment in large private hospitals in Colombo reveals that investment in biomedical equipment can be viewed as a competitive strategy for increasing market share. Under these
circumstances,one would expect large private providers to have competitive charges for services they offer.
According to the IPS survey, charges for comparable services among key players in private hospitals in
Colombo city showed that although there are different pricing systems involved, there were no significant
differences among them but there is a marked difference in the charges between Colombo and Outside
Colombo facilities. Access to private facilities is inevitably limited to the richer segments of the population that can afford to pay high user fees as out-of-pocket expenses if not reimbursed by private insurance
facilities. As there is no proper mechanism or caps to control the user fees charged, the competitive
atmosphere has led to over-use and misuse of techno based facilities for over-charging. Also, it was
reported that there were some variances between charged fees reimbursed by Insurance, and those directly
paid by Out-of-Pocket.
The private facilities are not monitored although regulation has been enacted by the government to ensure
quality service and cost control. The regulatory environment has not been strengthened due to the inactive
implementation of the Private Hospital Regulatory Act No.21 of 2006 enforced on the private sector. The
Act expresses specific requirements for facility standards and the assurance of quality services and rates and
charges .
Although the Private Hospital Registration Act was passed in Parliament in 2006 it appears that the law
is not being implemented for obvious reasons, and most private hospitals have become big business
operations with some of them imposing unreasonable charges.
Clause 18 of the Regulatory Act says (See Annexure).
(1)

The Minister may make regulations in respect of all matters required by this Act to be prescribed or
in respect of which regulations are authorised to be made.

(2)

Without prejudice to the powers conferred by subsection (1), the Minister may on the advice of the
Council make regulations in respect of all or any of the following:
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(b) the rates, charges and any other expenses, which shall be recorded or received for any services
rendered or performed in terms of the Act;
(h) charges for accommodation, drugs and services rendered by Private Medical Institutions.
The above regulations have specifically mentioned that the Act has provided provision for the Minister to
make necessary regulation with regard to the rates and charges to be levied by private medical institutions.
User fees and charges in Private Hospitals are classified information that are not available in the public
domain. Time to time, the information appeared and was highlighted in the media, which was never
denied by Private Hospital providers. Some of the relevant and reliable information which were conspicuous and which appeared in the media with regard to user fees and medical negligence as compiled by the
author, are given below.
Today, medical bills are exorbitant and surpass even the affordable limits of the upper middle-class. The
privatisation of the health sector began in a small way about 40 years ago, when the Government allowed
doctors to engage in private practice. At that time, when a patient wished to channel a doctor at a private
hospital, the charge was Rs.20 - Rs.25 for the doctor and Rs.5 for the hospital. Today the fee has swelled
to between Rs.1000 and Rs.2000 for a consultant and at least Rs.600 as the hospital fee.
In major Colombo hospitals, normal charges for one day’s stay is a minimum of Rs.100,000 inclusive of
medicine and nursing care, and exclusive of surgical or other procedures.
Also, there had been various reports regarding the charges for blood transfusion for patients in these
hospitals. Medical Bill for a patient for blood transfusion is Rs.50,000 per pint of blood, while the private
sector purchases 450 ml blood packs from the National Blood Bank at a price of Rs. 1,500 a pack.
In recent years, a couple of hospitals have introduced In Vitro Fertilization for couples looking to conceive.
Those who are seeking conception through the In-Vitro fertilization process needs to spend around
Rs.500,000 as a non-refundable deposit, while the success rate is 20 per cent.
One leading hospital runs a dedicated ward for eye surgeries conducted by a renowned eye surgeon in the
country, at a cost of Rs. 56,000 per eye surgery lasting only 15 minutes using laser technology. On
Saturdays this particular surgeon conducts a minimum of 20 such surgeries.
In another instance, according to family members, a patient having walked into the hospital for an endoscopic test as an out-patient procedure, has been subjected to an emergency operation in which the
patient did not recover consciousness, necessitating artificial ventilation in the ICU for the next few
remaining hours of his life. This whole scenario, which took barely 26 hours to unfold, culminated in the
dead patient's family getting a bill amounting to Rs. 2 million. However, with some internal influence
within the hospital, the bill was slashed by Rs. 800,000. Finally, a Rs.1.2 million bill had to be settled
before the body was released. For a private hospital to waive off no less than Rs. 800,000, amounting to 40
per cent of the original bill, speaks volumes for the margins of profits they make.
Another incident reported was that of an old patient who while undergoing a simple investigative procedure at a private hospital suffered cardiac arrest, for which emergency cardiac surgery was performed. The
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surgical intervention was futile as the patient died, but it left a thumping bill amounting to over a million
rupees which left the kith and kin at a loss of how to generate such a huge amount in a matter of hours.
Refusal to release the body by the hospital authorities without the due payment, made settling of the bill
to the last cent a necessity for the dead body to be released from the hospital morgue.
While over-priced medical bills remain one area that needs to be highlighted, how medical mishaps (and
unforeseen complications) associated with medical procedures in private hospitals need to be handled is
another area needing due attention by the authorities.
One example is when on 6 Feb 2013, a five-year-old admitted to a private hospital with symptoms similar
to epilepsy died due to alleged medical negligence, caused by the explosion of an oxygen tube in a
Magnetic Resonance Imaging (MRI) Scanner at a private hospital in Colombo. In this instance, the hospital management vehemently denied the allegation that the child died inside the scanner, but insisted that
she died at the Scanning Intensive Care Unit.
In another incident, the death of a 38-year-old female patient due to alleged medical negligence at a
private hospital in Colombo,resulted in her 13-year-old daughter being detained under hospital custody
until the bill was settled. The deceased had been transferred from the private hospital to a government
hospital in a critical condition while her 13-year-old daughter was detained inside a hospital room until
the hospital bill amounting to Rs.1 million was settled. The patient had died due to medical negligence
of the gynaecologist and obstetrician who performed a surgery into an ovarian cyst, in April 2012. The
condition of the patient had started to deteriorate even after the second operation was performed. The
doctors in the hospital have accepted the fact that her intestines had been damaged due to the surgery and
that it would have taken a long time to heal.
According to the national body in charge of regulating private sector health services The Private Health
Regulatory Council (PHRC), it was advisable for those who visit private sector health service institutions
to make sure the establishments were registered with the Council before going for treatment. Although
there is a Complaint Committee, there was hardly any evidence to support any verifications related to
User Fees and medical negligence. At the same time, SLMC’s concern on negligence by medical professionals in government hospitals are not the same with private hospitals. According to SLMC, they are not
provisioned to take action against institutions, they are only able to take action if complaints are filed
against individuals who violate the standards of the medical profession.
Although the patients are willing to pay for the services they seek, they may not be prepared or resourceful
to pay for the mishaps and complications that may arise in the process of attending to their needs.
Furthermore, it is really unfair for the patients to be charged for the medical mishaps that occur due to the
negligence of doctors and complications that occur due to no fault of theirs; despite that the small print on
the agreement prior to the medical procedure that the patient signs in haste and without reading, may
mention otherwise.
If the medical bills remain exorbitant then the MOH needs to intervene through the powers vested in it
through the Private Medical Institutions (Registration) Act No. 21 of 2006 mentioned above. In areas
where the existing regulation needs more teeth, Section 18 of the Act provides for the Minister bringing in
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further regulations and sub-section 2 (h) specifically identifies charges for accommodation, drugs and
services, etc.
But the issue here is that the Ministry of Health's slow response to rapid private sector growth has made
the applicability of regulations more difficult as the private sector is larger and more complex, and the user
interest is more established and diverse. Although there is a Director for Private Sector Health Services,
apart from the existence of the Private Health Regulatory Council, insufficient administrative resources is
a constraint when carrying out his functions of overlooking the private sector. After the enactment of the
Private Hospital Registration Act, MOH made an initiative by requesting doctors doing private practice to
register with the Regulatory Council, but faced a vehement protest made by the GMOA, the initiative
ended in failure. The fact was that most private providers are government doctors, and being members of
the GMOA, reduced the perceived need and pressure for registration. Even at present, MOH doesn't have
an overall strategy, or clear objectives directed at the private sector.

8. Functions of Private Health Regulatory Council (PHRC)4
The Private Health Regulatory Council (PHRC) is a Council established to exercise, perform and discharge
its powers, duties and functions under the Private Medical Institutions (Registration) Act No.21 of 2006,
which was certified on 14th July 2006 by the Parliament.
PHRC, which was established in 2008, meets once a month and is Chaired by the Director General of
Health Services. The committee is constituted by the Provincial Directors of Health of all Provincial
Councils, and Medical Directors or their representatives of major private hospitals in Colombo i.e.
Nawaloka,Asiri,Durdans, Lanka Hospitals, Central and Hemas Hospitals. Further, PHRC has a separate
Complaint Committee to look into various complaints made against the private sector.
PHSRC, is aimed at the development and monitoring of standards to be maintained by the registered
Private Medical Institutions, and acts as a method of evaluation of standards maintained by such Private
Medical Institutions. It is further aimed at achieving the objectives of ensuring that the minimum qualifications for recruitment, and minimum standards of training of personnel are adopted by all Private Medical Institutions and to ensure the quality of patient care services rendered or provided by such Private
Medical Institutions.
The Council is empowered to exercise, perform and discharge certain specified powers, duties and functions in the formulation of quality assurance programmes for patient care in Private Medical Institutions.
It is also empowered to monitor the same and to ensure the maintenance of minimum standards for
recruitment of all staff engaged or employed in such Private Medical Institutions. It is responsible for the
collection and publication of relevant health information and statistics and the implementation of a
method of grading, according to the facilities offered by the respective Private Medical Institutions.
Additionally,it has the responsibility of performing any other functions as may be necessary to achieve its
objectives.

4

Source: Private Health Regulatory Council.
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9. Private Hospital Curative Care
Curative care or curative medicine is the kind of health care directed towards seeking a cure for an existent
disease or medical condition. Curative care differs from preventive care, which aims at preventing the
appearance of diseases through immunization or exercise. Sri Lanka's private hospitals concentrate and
engage in curative care by providing treatment and therapies to patients with an intent to alleviate symptoms and cure the patients' medical problem for a fee.
The treatment constitues mainly of Nursing Care, Medication, investigations, laboratory tests and surgical
procedures when necessary for In-patients, and laboratory tests, investigations and medication for Outpatients through medical consultation.
In this process, the key players have opened up dedicated operating theatres for Orthopaedic, Neurosurgery, Cardiac Surgery, Maternity and Gynaecology.
With regard to Out-patient treatment, consultancy services and laboratory tests have become the major
revenue sources among other services.
The patients who seek treatment from the private sector are not necessarily the rich and well-to-do. Many
of them do so despite the issues of affordability they are faced with. Patients come to private hospitals for
various reasons that include, the perception of better care being available in the private hospital vis-à-vis
the state sector hospitals, availability of insurance cover to a few and non-availability of specialist outdoor care at government hospitals in the evenings. Private hospital industry has exploited this situation to
such a level that they have created hundreds of employment opportunities, with more than 45,000
servicing the sector directly and over 100,000 indirectly. According to the National Census of Health
Manpower 2006 conducted by the MOH, it was estimated that 1,200 government doctors are working
part-time in private hospitals. IPS Census of Private Hospitals conducted in 2006 estimated that 4,700,000
patients (out-patients and in-patients) had been treated in 2006, amounting to 0.226 physicians per 1000
patient population in private hospitals, compared to 0.6825 physicians per 1000 patients in government
hospitals. Also, IPS survey carried out in 2012 estimated that private hospital in-patient admission for
1000 population was 11.05, as opposed to 230 per 1000 population in government hospitals. Similarly,
out-patient visits in private hospitals were 255 per 1000 population, as against 2,152 per 1000 population
in government hospitals. In 2007 out of a total of 43.5 million out-patients treated in public and private
hospitals, 12 per cent had received treatment in private hospitals; while out of a total of 4.8 million inpatient admissions, private hospitals accounted for around 5 per cent of admissions.
Figure 9.1 below, depicts the growth of curative care by private hospitals over the years 2000-2011. Out of
the total out-patient care, around 75 per cent have been treated in Western Province hospitals, mainly in
Colombo. The main reason for this situation is that out of 145 private hospitals in active operation, 64 are
located in the Western Province mainly, Colombo City as the hub. Also, the effectiveness in channelling
doctors in Colombo could be seen as the major reason for the influx of in-patients to Colombo hospitals.
With regard to In-patient admissions, Colombo hospitals monopolized the intake of patients, mainly
because of the availability of specialist consultations and the modern facilities offered. In addition, the
5
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Figure 9.1
Private Hospital Curative Care, In-Patients and Out-Patients 2000-2011

Source: IPS Private Hospitals Data Base.

Colombo hospitals maintain around 65 per cent of total bed strength (of 4200) in all private hospitals in
the country.

9.1 Laboratory Tests and Investigations
Table 9.1 and Table 9.2 below provides the growth of major services and laboratory investigations in
private hospitals between 2000 to 2010. All these services, mainly Coronary Artery Bypass Graft,Renal
Transplant,Knee replacements are being attended to by Colombo based, major private hospital players.
Growth of these curative procedural areas are an indication of the demands that were growing over the
years, which could be attributed mostly to the illnesses of old aged patients.
In Sri Lanka, CT scans were first introduced in 1987, Mammograms in 1992, Cardiac Catheterisation in
1994, MRI scans in 1995, laser eye surgery in 2005, and 3.0 Tesla MRI Scanner in 2010.

Table 9.1
Growth of the Selected Major Services in Private Hospitals 2000-2010
No. of Hospitals
Services/ Year
Coronary Artery Bypass Graft (CABG)
Renal Transplant
In Vitro Fertilization
Laparoscopic surgery
Chronic Haemodyalisis
Total knee and hip Replacement
Source: IPS Private Hospitals Data Base.
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2000

2002

2004

2006

2008

2010

4
4
1
2
4
2

4
4
1
2
4
3

5
4
2
4
6
3

6
5
3
4
8
5

6
6
4
5
10
6

7
6
4
5
10
6
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Table 9.2
Selected Major Laboratory Investigations in Private Hospitals 2000-2010
Investigation/ Year
Sophisticated hematology, urine and biochemical
tests(bone marrow tests,24 hour urinary proteins)

2000

No. of Hospitals
2002
2004 2006
2008
6

7

2010

3

5

8

10

MRI scanner

2

3

5

6

6

7

CT scanner

3

3

20

20

21

22

Endoscopy: Upper gastro intestinal tract

2

5

9

9

10

10

Colonoscopy

2

4

6

6

7

7

Lung Function Tests

3

5

8

8

8

10

Autonomic Function Tests

2

4

5

7

7

9

Bone density

2

3

6

6

8

12

Source: IPS Private Hospitals Data Base.

The Radiology and Imaging departments of healthcare have recorded a significant increase in Radiology
investigations during recent years.One of the leading hospitals in Colombo has recorded an increase in
Radiology investigations, to 100,000, for the twelve months ending in August 2012. This has led to many
major hospitals introducing Computed Tomography (CT) and Magnetic Resonance Imaging (MRI) scanners, as there is a growing demand coupled with increased earning potential to providers.
Among private hospitals, there is a division in the range of services and quality of care offered between
small and large hospitals in terms of investment, equipment and facilities and the user fees charged. In the
case of Coronary Bypass surgeries (CABG), it is the Colombo major hospitals that conduct CABG and
have been maintaining a lower mortality level that has attracted the group affected with heart ailments,
who are in need of open heart surgery and other invasive and interventional cardiac procedures. According
to the Private Hospital Association, at any given time, there are approximately 50 patients admitted to the
Heart Centres as in-patients and are awaiting surgical procedures to be performed. This is in addition to the
monthly schedules in the waiting list which may run to well over 160. A fair number of patients belong to
the high risk category. On an annual average, the Centres referred to above, perform 2,800 open heart
surgical procedures and approximately 10,000 invasive and interventional procedures, in addition to the
hundreds of different surgeries and procedures performed in non-cardiac speciality areas. Yet, quite a
number of patients travel overseas, especially to seek heart related medical care and support. According to
hospital sources there is a dearth of cardiothoracic surgeons to meet the demand. Accordingly,there are
less than ten cardiothoracic surgeons and only 38 cardiologists in Colombo. There are at least 600 Sri
Lankans travelling to India, annually, for surgical treatment.
Intense competition among private hospitals to increase their market share in curative care delivery is seen
among major hospitals located in Colombo and suburbs. To meet the challenges among competitors,
hospitals indulge in three main strategies as given below.
•

Improve and expand the existing infrastructure with modified spacious facilities, multiple operating theatres, and with at least two car parks;

•

Introduction of state-of-the-art medical technologies;
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•

Opening of networks of Chanelling centres for appointments with specialist doctors;
and

•

Establishment of networks of laboratory test sample collection centres.

Among these strategies, are those related to upgrading their standard of delivery by introducing state-ofthe-art technology into the interventions of Neurology, Gastroenterology, Neurosurgery, laparoscopic surgery and Plastic and Reconstructive Surgery. The latest addition is the Capsule Endoscopy technique, that
allows non-invasive endoscopic examination without sedation. On the government's part , it has granted
100 per cent tariff concessions to private hospitals on the import of life saving equipment under BOI
facility.
As a section of curative care,most private hospitals in Colombo have their own medical laboratories and
sample collection centres opened all over the island. Laboratory tests had become the second major
source of revenue for key players of Private Hospitals, because these hospitals dominate the laboratory tests
all-island through a network of collecting centres. Some hospitals have samples bar-coded throughout the
entire process from collection to issuing results. IPS survey revealed that there had been 8.2 million
laboratory tests carried out by private hospitals in 2011 and around 65 per cent of these tests had been
performed by the hospitals in Colombo. Of these tests, 45 per cent has been accounted for by Durdans,
Asiri, Nawaloka and Hemas Hospitals.It was reported that the bulk of tests were related to Urine and
blood count samples for prior testing, for continuous diagnostic procedures. In most government hospitals, doctors recommend that patients obtain prescribed medical tests from private laboratories for accuracy and to expedite the treatment process. On the supply side, private medical laboratories offer 10 per
cent discount to the original bill if the prescription for tests has come from government hospitals. Further,
it could be seen that most of the private hospitals have opened medical labs in the close vicinity of
government hospitals such as the Colombo National Hospital, Castle Street Children Hospital, De Soyza
Maternity Hospital, and Lady Ridgeway Hospital for children, to facilitate the laboratory tests for patients.
Charges levied for medical tests range from a minimum of Rs.600 depending on prescriptions.
Out of all hospitals in Colombo, Durdans Hospitals is on record by maintaining an extensive all-island
coverage of laboratory test facilities with 16 satellite Labs, 4 Medical Centres and 263 collecting centres
spread island-wide.

10. Health Tourism Initiative by Private Hospitals
Unlike general tourists needing medical attention, medical tourists are people who cross international
borders for the exclusive purpose of obtaining medical services. Medical tourism has increased in part
because of rising health-care costs in developed countries, cross-border medical training and widespread
air travel. The medical tourism industry has been growing worldwide. It involves about 50 countries in all
continents and several Asian countries are clearly in the lead. In Asia, medical tourism is highest in India,
Singapore and Thailand. These three countries combined comprised about 90 per cent of the medical
tourism market share in Asia in 2008, and have invested heavily in their health-care infrastructure to meet
the increased demand for accredited medical care, through first-class treatment process.6
6
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Medical tourism is not without its critics. Many professional organizations in the West advise against the
idea of travelling abroad for surgery, due to concerns about long-term follow-up and the development of
possible complications during the travel home.
In Sri Lanka over the last decade more than 60 per cent of tourist arrivals have come for pleasure, with India
(19 per cent) and UK (18 per cent) taking the lead.7
Along with the peaceful environment that prevails in the country after the end of the conflict, the hospitality trade has targeted 2.5 million tourist arrivals in Sri Lanka by 2016. Already, it has recorded 1 million
tourist arrivals by the end of 2012. While development of necessary infrastructure has been at a rapid rate,
it is not only the infrastructure but the availability of trained human resources to meet the above target,
that has become the concern of the tourist trade.
According to the Private Hospital Association, private hospitals have targeted a 20,000 medical tourists
by 2015, and to increase it to 100,000 by 2020. Already, many hospitals in Colombo have initiated
programmes to promote medical tourism, taking advantage of the growth of tourism in the country. As an
example, Durdans has joined hands with the world renowned Healing Journey programme and Ceylon
Tours to promote medical tourism. The Healing Journey is a programme for people who want to learn how
to help themselves when they have cancer, or other serious chronic diseases.Durdans has already appointed an International Patient Coordinator, and arrangements have been made for on-line payment in
advance for potential medical tourists. Healing Journey says that for individuals without insurance or those
needing medical procedures that insurance may not cover, medical tourism offers an attractive alternative
to rising healthcare costs. Medical tourism has been traditionally associated with selective procedures
such as cosmetic, dental and plastic surgery. The Company works with Sri Lanka's world-class hospitals to
offer international patients the best of medical care. Though the medical tourism industry in Sri Lanka is
still in its early days, major private hospitals in Colombo are well geared to provide services to international clients.All of these are equipped with state-of-the-art technology and equipment.
When analyzing Sri Lanka's geographical location and the rates charged from medical tourists, there
appears some comparative advantage against Thailand , Malaysia and other neighbouring countries.Table
10.1 provide comparative rates for medical tourism without taking into account air fares and cost of
accommodation or room charges.
The economic benefits of health tourism could be outweighed when limited resources are drawn away
from national health priorities, towards serving foreigners. As an example, in Sri Lanka there is now a two
tier health system: the public sector where services are provided free at the point of delivery, and a private
sector, particularly in Colombo and a few capital cities in the provinces. In the private sector, the services
are provided for a fee by medical personnel (consultants) from the public sector. There is a general
perception among the public that this system, in which consultants who are full-time public sector officials, divide their time between the two sectors, has a negative impact on the public sector services. If
health tourism increased, it would lead to a three tier health system by creating a third segment which
caters to wealthy foreigners, and services of all three tiers will be provided by the same medical professionals, many of whom are full-time employees in the public sector. This will naturally have a further negative
impact on the public sector services.
7

Sri Lanka Tourism Development Authority, Annual Statistic Report 2010.
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Table 10.1
Rates in Health Tourism in the Region and US in 2010 (US$)
Surgery

India

Korea

Thailand

Heart Bypass

5,200

28,900

15,121

Angioplasty

3,300

15,200

Heart Valve replacement 5,500
Hip replacement

Sri Lanka

USA

11,430

6,220

144,000

3,788

5,430

3,110

57,000

43,500

21,212

10,580

6,220

170,000

7,000

14,120

7,879

7,500

4,440

50,000

Hip resurfacing

7,000

15,600

15,152

12,350

4,440

50,000

Knee replacement

6,200

19,800

12,297

8,500

7,000

3,550

50,000

Spinal Fusion

6,500

15,400

9,091

6,150

6,000

2,665

100,000

Dental Implant

1,000

4,200

3,636

354

1,330

2,800

Gastric Sleeve

5,000

13,636

Gastric bypass

5,000

16,667

Lap Band

3,000

11,515

Liposuction

2,800

2,303

2,850

Tummy tuck

3,000

5,000

3,850

Breast implants

3,500

12,500

2,727

3,850

Rhinoplast

4,000

5,000

3,091

2,100

1,293

8,000

Face lift

4,000

15,300

3,697

4,150

3,440

15,000

Hysterectomy

2,500

11,000

2,727

500

6,000

1,818

7,000

1,800

850

10,200

4,242

3,000

530

3,250

2,180

9,091

3,819

3,530

Lasik (both eyes)
Cornea (both eyes)
Retina
IVF Treatments
Note:

Vietnam Malaysia

8,250

28,700
9,540
2,299

32,927
3,200

30,000

2,220

9,000
9,750

2,220

10,000

5,250

1,155

15,000

477

1,155

4,400

1,640

530
14,500

The above prices except Sri Lanka are taken from the Medical Tourism Association 2010 Survey and are not
inclusive of airfare or hotel accommodation for the patient or companion.

Source: Murtaza Esufally: Economic Summit : Ceylon Chamber of Commerce 2011.

There is a possibility that the medical and paramedical personnel who have been trained using the tax
payers' money may be tempted to leave the public sector for higher paid positions in private hospitals
serving foreign patients, leading to an acute shortage of health personnel in the public sector.
It is also very unlikely that by promoting health tourism, the additional incomes from foreign patients
could be harnessed to benefit the national health system, since all the profits will go to the private sector
which serves the foreign patients.

11. Some Weaknesses Highlighted in Private Hospitals Health Care Delivery
In fairness to the private healthcare institutions, it needs to be said that they too make huge investments in
installing and upgrading facilities. All the state-of-the-art facilities now most of the private hospitals are
equipped with, are not second to the facilities found elsewhere in the world despite, of course, being
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expensive. On the government's part too, it has done its bit by granting 100 per cent tariff concessions to
private hospitals on the import of life saving equipment, with the expectation that it would ease the cost
factor to be borne by the patients. Yet the medical bills remains exorbitant. Today, medical bills are
exorbitant and surpass even the affordability limits of the upper middle-class.
It has been observed that the doctors have a financial interest in continuing treatment and to exploit the
situation as long as the patient is ignorant. IPS Private Hospital Surveys have shown that there is an
abundance of bio-medical equipment and modern technology in Colombo hospitals, as compared to areas
outside the Colombo District. In many hospitals, doctors are under pressure to see that the beds are
occupied all the time and the equipment utilized fully. Many hospitals have fixed the minimum amount
of business a physician or surgeon has to bring over a certain period , to qualify for performance based ex
gratia payments. The above statement cannot be backed by empirical data ,since the IPS limited study has
not covered these issues. However, discussion with key persons both in the public and private sector
revealed the prevalence of such practices.
Often the media reports that beside high consultation fees and the prescription of expensive drugs, many
specialists are also encouraged or persuaded by hospital authorities to prescribe non-essential tests for
patients. The media also reported that one big hospital did something outrageous, when it wrote to
cardiologists saying they would get a commission of 10 per cent if they recommended a patient for heartbypass surgery at that hospital. Fortunately,the matter was exposed to the media, and the unethical practice was stopped. The same hospital, some years ago, installed an expensive scanning machine and the
specialists were told that about 50 scans would have to be done each day for the hospital to regain the
money it had spent to buy the scanning machine. So the specialists had no option but to prescribe scans,
and a hospital official admitted that about 50 per cent of those scans were not essential and were intended
to increase the profits of the hospital instead of ensuring the well-being of the patient.8
It was also revealed that in order to save costs patients were discharged early in order to ensure quick
turnover. According to industry sources, improved facilities and new technology contributed towards
shorter patient stays in hospital. Actual findings were that private hospitals often discharge patients even
before they are ready for it, in order to maximize patient turnover and increase intervention. It is only
during the first few days of hospitalization that a hospital makes profits on beds,after which profit margins
tend to fall. It is during the first few days of hospitalization that all procedures, both surgical and nonsurgical are completed. There is little scope thereafter for charging patients more than bed and routine
check up charges.The only charges that the hospital is likely to derive profit from during the recovery phase
are on drugs and nursing care. Early release of mothers after the caesarian procedure is a case in point in
this regard.
Apart from routine curative treatment, they are also opted for communities during an epidemic situation.
During the dengue epidemic in late 2011 in urban areas mainly in Colombo, the private hospitals have
been unable to respond to crisis situations and were found to be ill-equipped to meet the challenge.
Running back and forth between private hospitals and public hospitals led to the loss of valuable time and
the unnecessary death of children. Finally,it was public hospitals and doctors who treated the patients.
8

http://www.dailymirror.lk/opinion/172-opinion/22548-deadly-rates-in-private-health-sector-editorial.html.
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Also in the Sri Lanka private hospital system, there is no specific separation of primary care, secondary care
and tertiary level care, as in government hospitals.It is to be noted that in Sri Lanka there is only very small
presence of private institutions at the secondary and tertiary level.
There have been many incidents in small private hospitals where treatment offered for common ailments
are often irrational, ineffective, and sometimes harmful. Apart from routine treatment, the private sector
has been unable to respond positively to a crisis situation during an epidemic and is ill-equipped to avert
death. Also,there is a variability in the cost of services provided by these institutions. Very often the
patients or consumers have no information regarding the costs he or she is likely to incur when they seek
care.

12. Foreign Investment
Apollo Hospital Chain in India invested a sum of USD equivalent of Rs.400 million to put up a 350 bed
multi-facility hospital, and was the first major foreign investment made in the country's private health
care sector.
Fortis Healthcare, which entered Sri Lanka acquiring 29 per cent of Lanka Hospitals Plc (Apollo), established a joint a collaboration with Oasis Hospital in Colombo to set up a state-of-the art cardiac section.
Oasis Hospital, entered into an agreement with Fortis Malar Hospital in Chennai, to set up a 24/7 cardiac
centre. Subsquently, Fortis Malar Hospitals Limited has taken over the operations and management of the
Cardiac Centre at the Oasis Hospitals Limited. Oasis Hospital is a 170 bed facility which provides tertiary
level treatment and care in Cardiology and Cardiac Surgery . The total network of Fortis Healthcare consists
of 55 hospitals in 13 states in India.

13. Conclusion
The hallmark of the Sri Lankan private sector is its strong dependence on the state sector for medical
personnel. Apart from the decision in 1977 to permit private practice for state medical officers, the growth
of the private healthcare sector has occurred by and large, within a policy vacuum. In general,the policy
towards the private sector has been passive, encouraging private hospital growth through financial incentives. The major government policy intervention with respect to the private medical sector was a programme
of incentives in 1990s which offered to private hospital providers tax holidays, and exemptions for qualifying investments through the Board of Investment (BOI). Although medical services were not originally
identified as an area needing support, investment incentives were later offered and modified, by extending
the criteria for eligibility, generally making it easier to qualify.
The private hospitals in allopathic medicine have expanded in number and size during the last two
decades and are mainly located in urban areas. Around 145 hospitals are in active operation with a total
bed strength of around 4,500.9
In a dual health system, equity and fairness in delivery of health care cannot be seen when society is highly
iniquitous. Therefore the State policy towards the private sector has to be addressed within a system of
inclusive perspective, covering not just providers of health care services but also beneficiaries and other
9

IPS. Private.Co-operative and Estate Hospitals data base.
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related components in the health care system. This integrated approach is necessary for evolving a policy
towards private hospitals, because the piecemeal effort now being proposed10 by the Minister of Health
(New Regulation for Private Health Sector) might lead to a fragmented, ineffective and adverse outcome.
This has been amply demonstrated by the American experience, where there was initially an effort to only
regulate provisioning but, during the seventies, the growth of bio-medical technology and corporate hospitals gave rise to an increase in medical cost. Subsequently, the federal government had to set up offices for
technology assessment and boards for regulating technology in order to prevent its over-use or even misuse.
Also, regulatory authorities set up ceilings for the number of high technology equipment per given population.11
It is common knowledge that the utilization of the Private Hospital facilities is related to the income
level.There is a higher utilization of the private sector among the urban upper middle class and above,
while the urban and rural poor utilize government facilities. The richer group voluntarily chooses to use
insurance or direct payment for private providers while the poorer section uses out-of-pocket payments by
households to purchase medical care from the private providers.This imbalance in mode of payment
through household out-of-pocket, creates a void among the poorer section to access higher facilities
offered by private providers for serious illnesses. Seeking the same medicare from public facilities is a long
journey on a waiting list. At present, over 5,000 patients needing heart surgery are on the waiting lists of
the State-run hospitals.12
It is imperative that the government intervenes through various means in the private health sector.While
the private sector has created a permanent space in the country's health care system, it needs to be defined
by the State where the principles of equity and fairness stand. It must be kept in mind that efforts at
regulation were considered in 2006 after the private sector has grown over the last 100 years, only after the
foreign funded Apollo Hospital came into operation in 2003. The State has a responsibility to ensure that
health services are available to the whole population. The State aims towards equitable service provision,
and the private sector is driven by the desire to maximize profit. The challenge therefore is to develop and
evolve partnerships that serve the public health goal. Such arrangements could help to overcome the
current situation where the private health sector should get involved in preventive care and community
health because comprehensive health care includes not only curative services, but also preventive and
community health services.
The regulation of the private sector needs revisiting, and needs to be articulated within the fundamental
reforms strengthening existing universally accessible health care with high quality, and which is financially fair and responsive to people's interest. Growth of the private health sector has already penetrated
the public sector by absorbing its experiences. Unregulated or weak regulatory mechanisms will enhance
the growth of the private sector that could dissipate public health programmes by disrupting curative
inputs. Inactivation of referral system in government hospitals is the best example.
Further,the government offers subsidies to private hospitals for the import of high tech bio-medical equipment, but there is no information on initiatives to regulate the flow of medical technology. As a result,
10

http://www.dailymirror.lk/news/26296-new-regulations-for-private-hospitals.html.
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Iglehart, John K. (1977), The Cost and Regulation of Medical Technology. Health and Society.
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http://www.island.lk/index.php?page_cat=article-details&page=article-details&code_title=74821.
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there is an abundance of medical equipment and technology in metropolitan areas, mainly in Colombo
city. It is important for the state to provide guidelines and structures for licensing the use of equipment.
The danger is that higher the demand for modernized hi-tech medical establishments, the lesser equipped
might be closed down. It was reported that many hospitals in sub-urban areas are faced with this predicament.
The influx in technology may well have led to the irrational use of bio-medical equipment services. Yet
unnecessary investigation, and hospitalization inevitably occurs in settings where profit making is the
primary concern. In this context, it needs to be highlighted that very often, private providers are not in a
position to do justice to patients because the cost is inaccessible, and that makes a larger number of users
seek transfers to public facilities.
Historically, government has given lands at subsidized rates for setting up private hospitals. These lands
offered were mainly in urban locations.13 It is ironic that governments were providing incentives to set up
institutions in urban areas instead of rural areas where the provision of services to the poor in government
facilities are weak.
In areas where the existing regulation needs more teeth, Section 18 of the Act provides for the Minister
bringing in further regulations and sub-section 2 (h) specifically identifies charges for accommodation,
drugs and services and such areas. The Ministry of Health having established a separate directorate on
private health sector development, now needs to act proactively to redress the grievances of the public
with regard to rip-off charges made by private hospitals. Further, it can make a case that it is on the side of
the general public and not on that of business.
At the time of conclusion of this study,the media announced that the Ministry of Health (MOH) intended
to introduce far-reaching amendments to the Private Health Services Regulatory Council Act of 2006
including the introduction of a fixed price formula for medical care, drugs, medical equipment and tests.
Further, it has identified the main weakness of the current Act, such as that the MOH has no power to
enter a private hospital and conduct an inquiry. It also does not have power to put a ceiling on the
exorbitant prices charged through channel practices and private hospitals/nursing homes. The amendments
are expected to bring the prices charged for drugs, medical equipment, inward patient care, surgeries and
medical tests, to an affordable level; but it would vary on the rankings of the hospital, based on the
facilities provided by each private hospital. The amendments are expected to give more legal teeth to the
PHSRC Act, enabling the Director General of Health Services or his deputy to entertain public complaints
against private hospitals, nursing homes and private medical practitioners /specialists and take legal action
against them.
In this instance, it is reasonable to remember that a similar attempt was made to introduce a National
Medicinal Drug Policy (NMDP). In October 2005, the MOH succeeded in getting the approval of the
Cabinet with an undertaking to present the NMDP for ratification by Parliament. For the past eight

13

26

Ravi Rannaneliya, Ajantha Kalyanaratne, G. D. Dayaratne, Tharanga Fernando -Report of the Study on Fiscal Incentives for the Development of Health Sector in
Sri Lanka 2004. National Commission on Macroeconomics and Health, Institute of Policy Studies of Sri Lanka.

Conclusion

years,various excuses have been given, but for various reasons including pressure from vested interests, the
legislation has not been brought before Parliament yet.
With growing demand for health by the people, amidst an ageing population,increased lifestyle related
illnesses, growth of the private sector, constraints in financial provisioning to maintain and improve the
public health sector, it is imperative that policy makers focus attention on a far reaching policy drive to
introduce a public private partnership to maintain reasonable equity and fairness in health care delivery to
the whole population.
As concluding remarks, it is suggested that the following areas need immediate attention of policy makers:

14

•

Abolish incentives given to private hospital providers to purchase lands in metropolitan areas
especially in Colombo, as Private hospitals have reached an over crowded level in the city.
Private providers are not interested in moving out to rural areas because the main criteria
such as Population Density, close proximity to Teaching Hospitals and a growing middle
class are absent.

•

BOI should introduce some rationale when allowing a 100 per cent duty free facility for the
import of bio- medical equipment. Already the Secretary MOH has released a statement in
this regard.14

•

“The government has allocated over Rs.2,000 million for bio-medical equipment (BME)
required by government hospitals. He said the government might have to form a partnership
with the private sector when acquiring BME. A committee, headed by Director General
Health Services, Dr. Palitha Mahipala,was appointed to formulate a BME policy for Sri Lanka.
He said the policy would have to assess the feasibility and demand of BME in various parts of
the country prior to acquiring it for government hospitals.”

•

Government doctors’ request for more working hours in private hospitals needs to be viewed
carefully. They are wholly opposed to Indian Doctors working in these hospitals despite the
fact that there is a dearth of heart specialists in the country. At the time when the now
abandoned Comprehensive Economic Partnership Agreement (CEPA) with India was in the
discussion stage, GMOA managed to get the health sector out of the CEPA agreement mainly
to safeguard the interests of the local doctors, and in fear of the influx of Indian doctors to
work in private hospitals. Now the pressure is mounted to increase their working hours,
while opposing Indian doctors working in private hospitals, indicating their business interests are placed higher than the health needs of the people.

•

It is imperative that policy makers look into a comprehensive public and private partnership
with private sector providers. At present there is an unofficial partnership existing in laboratory test procedures, between government hospitals and private laboratories. Evaluation of
the current situation where 5,000 patients are in the waiting list for heart surgeries in government hospitals, ring the alarm for urgent government action in this direction.

http://www.island.lk/index.php?page_cat=article-details&page=article-details&code_title=74821.
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Private Medical Institutions (Registration)
Act No.21 of 2006
L.D. — O. 37/2003
AN ACT TO PROVIDE FOR THE REGISTRATION, REGULATION
MONITORINGAND INSPECTION OF PRIVATE MEDICAL
INSTITUTIONS; TO PROVIDE THE NECESSARY
INFRASTRUCTURE FOR, AND FOSTER THE
DEVELOPMENT OF, PRIVATE MEDICAL INSTITUTIONS;
AND TO PROVIDE FOR MATTERS CONNECTED THERE
WITH OR INCIDENTAL THERETO.
WHEREAS it has become necessary for the government, in the interest
of providing a safe and efficient medical service to the public, to set out
a national policy in relation to the provision of medical services through
private medical institutions and to identify the manner in which such
services are to be so provided in order to achieve its objectives :

Preamble.

NOW THEREFORE BE it enacted by the Parliament of the Democratic
Socialist Republic of Sri Lanka as follows :—
1. This Act may be cited as the Private Medical Institutions
(Registration) Act, No of 2006 and shall come into operation on such
date as the Minister may appoint by Order published in the Gazette
(hereinafter referred to as the “appointed date”)
2. (1) No person shall—
(a) establish or maintain on any specified premises; or
(b) operate or permit any other person to operate,

Short title
and date of
operation.

Private
Medical Institutions and
persons
operating them
to be registered.

a Private Medical Institution, except under the authority of a
Certificate of Registration issued in that behalf in term of the provisions
of section 4 of this Act.
(2) Any person who contravenes the provisions of subsection (1)
shall be guilty of an offence.
3. (1) Every application for a Certificate of Registration shall be
made to the Private Health Services Regulatory Council through the
respective provincial Director of Health Services in the prescribed form
and shall be accompanied by the prescribed fee, and all other relevant
documents.

Application
for
registration.

31

Private Hospital Health Care Delivery in Sri Lanka

Private Medical Institutions (Registration)
Act No.21 of 2006

(2) On receipt of the applications under subsection (1), the Private
Health Services Regulatory Council shall where the Private Medical
Institution and premises to which the relevant application relates satisfies
the criteria as may be prescribed, inform the Provincial Director of Health
Services of the respective Province that it has no objection to the registration
of such Institution and premises and direct the respective Provincial Director
of Health Services to—
(a)
register the Private Medical Institution (hereinafter referred
to as an “Institution”) and its premises with the Private Health Services
Regulatory Council and register the applicant as the person registered to
maintain such Institution; and
(b)
forward to the applicant the Certificate of Registration in the
prescribed form.
(3) A Certificate of Registration granted under this section shall be
valid for such period as shall be specified therein.
(4) A Certificate of Registration shall be renewed on application being
made in that behalf in the manner specified in subsection (1), prior to one
month of the date of expiry of such Registration, and on payment of the
prescribed renewal fee.
(5) Fifty per centum of the fees collected by each Provincial Director
of Health Services under this section shall be remitted to the respective
Provincial Council.
(6) The Provincial Director of Health Services of the Province shall in
carrying out his duties, action in compliance with such guidelines as are
prescribed under this Act, relating to the registration of Private Medical
Institutions.
4. (1) Where any Private Medical Institution is being operated or
maintained by any person on any premises without being registered as
required by section 2, the Provincial Director of Health Services shall inform
the Private Health Services Regulatory Council of such fact and the
Regulatory Council shall thereupon issue a directive to such Institution to
forthwith register such Institution with the Regulatory Council within such
period as shall be specified in such directive.
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(2) Non-compliance with a directive issued by the Regulatory
Council under subsection (1), shall be an offence under this Act.

(3) Where any person or institution convicted of an offence under
subsection (2) continues to commit such offence after a period of one
month from the date of such conviction , the Magistrate Court may upon
application for a closure order being made by the Regulatory Council,
order the closure of such Private Medical Institution being maintained in
such premises, until the institution or person convicted complies with the
directive issued by the Council under subsection (1).

5. (1) Any person or body of persons who is on the appointed date,
operating or maintaining a private medical institution at any premises shall,
within three months from the appointed date, take such steps as are
necessary to register himself and the premises concerned with the Private
Health Services Regulatory Council.

Registration
of existing
Private
Medical
Institutions.

(2) In giving effect the provisions of subsection (1), the provisions
of section 2, section 3 and section 4 of this Act shall, mutatis mutandis,
apply to and in relation thereto.

6. (1) There shall for the purposes of this Act be established a
Private Health Services Regulatory Council (in this Act referred to as
“the Council”), which shall consist of—
(a) the following members appointed by the Minister (hereinafter
referred to as “appointed members”) :–

Private
Health
Services
Regulatory
Council.

(i) a representative each to represent each of the associations
hereinafter set out, nominated by the respective association;
(a) the Independent Medical Practitioners Association;
(b) the Sri Lanka Dental Association;
and
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(c) the society of General Medical Practitioners;
(i)

one person each to represent the fields of
Accountancy, Management and Nursing provided
such person is a person who has rendered
distinguished service in his respective field;

(ii)

nine representatives from the Association of
Private Hospitals and Nursing Homes; and

(b) the following ex-officio members :—
(i)

the Director General of Health Services;

(ii)

the Director in-charge of development of the
Private Health Sector;

(iii)

the Registrar of the Sri Lanka Medical Council;
and

(iv)

the Provincial Director of Health Services of
each Province.

(2) The Director-General of Health Services shall be the
Chairman of the Council, and the Director of Private Health
Sector Development shall be its Secretary.
(3) An appointed member of Council shall, unless he
vacates office earlier by death, resignation and removal or
otherwise, hold officer for a period of three years.
(4) An appointed member shall be deemed to have vacated
office if he absents himself from three consecutive meetings
of the Council without any reason, which the council considers
as being an acceptable excuse.
(5) (a) The quorum for any meeting of the Council shall be
seven members.
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(b) The Chairman shall preside at all meetings of the Council
and on the absence of the Chairman, the members present shall elect
one from amongst them to preside at the meetings.

(6) The Minister may at any time after assigning reasons
therefore, remove an appointed member of the Council from office.

(7) An appointed member of the Council may at anytime resign
from his office by letter to that effect addressed to the Minister.

(8) In the event of the vacation of office by an appointed member
by death, resignation, removal, the Minister shall, having regard to the
provisions of paragraph (a) of subsection (1), appoint another person
to succeed such member. The member appointed to fill the vacancy
shall hold office during the unexpired period of the term of office of
the member whom he succeeds.

7. The Council shall, by name assigned to it under section 6, be
a body corporate and shall have perpetual succession and a common
seal and may sue and be sued in such name.

Council to be a
body corporate.

8. (1) The Seal of the Council shall be in the custody of the
Secretary of the Council or any other member authorised by the
Council.

Seal of the
Council.

(2) The Seal of the Council may be altered in such manner as
may be determined by the Council.

(3) The Seal of the Council shall not be affixed to any instrument
or document except in the presence of the Chairman of the Council,
and one other member, both of whom shall sign the instrument or
document in token of their presence:
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Provided that where the Chairman is unable to be present at
the time when the seal of the Council is affixed to any instrument or
document, any other member authorized in writing by the Chairman
in that behalf, shall be competent to sign such instrument or document
in accordance with the preceding provisions of this subsection.
(4) The Council shall maintain a register of the instruments or
documents to which the seal of the Council is affixed.
9. The Council shall exercise, perform and discharge its powers,
duties and functions under this Act in such manner, as the Council
considers best calculated to achieve the following objects :—

Objects of the
Council.

(a) the development and monitoring of standards to be
maintained by the registered Private Medical Institutions;
(b) the method of evaluation of standards maintained by such
Private Medical Institutions;
(c) to ensure that minimum qualifications for recruitment and
minimum standards of training of personnel, are adopted by all Private
medical Institutions;
(d) to ensure the quality of patient care services rendered or
provided by such Private Medical Institutions.
10. The Council shall exercise, perform and discharge the
following powers, duties and functions:—
(a) the formulation of quality assurance programmes for patient
care in Private Medical Institutions and monitoring of the same;
(b) the maintenance of minimum standards for recruitment of
all staff engaged or employed in such Private Medical Institutions;
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(c) the collection and publication of relevant health information
and statistics;
(d) the implementation of a method of grading according to the
facilities offered by the respective
Private Medical Institutions; and
(e) such other functions as may be necessary to achieve the
objects as referred to in section 9.
11. The Council may where it considers it necessary, delegate
the performance and discharge of its duties and functions under this
Act to any member or members of the Council or a Committee
consisting of members of the Council who shall perform and discharge
such duty or function, subject to the general direction and control of
the Council.
12. (1) The Council shall have its own Fund.

Council to
delegate its
duties and
functions.

Fund of the
Council.

(2) There shall be paid into Fund of the Council—
(a) all such sums of money as may be voted from time to time
by Parliament for the use of the Council;
(b) all such sums of money as may be received by the Council
by way of fees, rates, charges or otherwise in the discharge of its
functions;
(c) all such sums of money as may be made available to it by
way of grants or donations.
(3) There shall be paid out of the Fund such sums of money as
may be required to defray the expenses incurred by the Council in the
exercise, discharge and performance of its powers, duties and functions
under this Act.
13. (1) The Minister may on the advice of the Council, by Order
published in the Gazette, formulate and enforce schemes of
accreditation for private medical institutions. Such Order should carry

Accreditation
of Private
Medical
Institutions.
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all the details specifying the facilities, services and any other factors
constituting the criteria for accreditation :
Provided however, that period of nine moths shall be given to
concerned interests, before the implementation of such schemes of
accreditation or subsequent changes that may be made thereto.
(2) Notwithstanding the Order published under subsection (1), a
Private Medical Institution shall continue to offer its services until such
time, the final decision of the Council on accreditation shall be made
known to such Institution:
Provided however, in the event of a Private Medical Institution
not qualifying for accreditation, sufficient time shall be given in writing
to such institution, to achieve the standards specified by the Ministry of
the Minister in charge of the subject of Health to qualify for accreditation.
(3) The Council shall where necessary, call upon a panel of persons
who in their opinion possess the necessary knowledge, expertise, skill
or learning to assist and advice the Council in working out the details in
the schemes of accreditation and to help, examine and evaluate the
applications made in terms of such schemes.
(4) The Council may implement the schemes of accreditation in
stages or in such other manner as the Minister may determine.
(5) An accreditation of a Private Medical Institution under this
section shall not restrict such institution from attending to life saving
emergencies.
14. (1) It shall be lawful for any authorized officer, without prior
notice, at any time by day or night, to enter any Private Medical
Institution, or any premises appertaining thereto, and do all such acts as
may be reasonably necessary for the purpose of carrying out any
inspection, examination, investigation or survey, for the purposes of this
Act.
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(2) Nothing in the preceding provisions of this section shall be
deemed or construed to authorize any person to inspect any medical
record relating to any patient in an institution unless there is a special
authorization by the Council to inspect any records, other than
confidential information which requires the sanction of Court.
(3) Every person who resists or obstructs such authorized
officer by the Council in the exercise of the powers conferred by the
preceding provisions of this section shall be guilty of an offence under
this Act.
(4) For the purpose of this section “authorised officer” means
the Provincial Director of Deputy Provincial Director of Health
Services of the respective Provincial Council or any other officer, as
may on the recommendation of the Council be appointed by the
Minister by Order published in the Gazette.
15. (1) Any registered person or body of persons who—
(a)

contravenes or fails to comply with the provisions of
this Act or any regulation or rule made there under, or
any order or direction lawfully given;

(b)

contravenes or fails to comply with any condition or
provision contained in any Certificate of Registration,
issued under this Act, shall be guilty of an offence under
this Act.

Offences.

(2) Any person who—
(a)

attempts to commit an offence under this Act; or

(b)

aids or abets another person to commit an offence under
this Act,

shall be guilty of an offence under this Act.
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(3) No prosecution for an offence under subsection (1) or
(2) shall be instituted except with the written sanction of the Council.
16. (1) Any person who is convictes after summary trial
before a Magistrate, of an offence under this Act, shall be liable on
such conviction—
(a) where such offence involves the causing of injury to
human life or seriously jeopardizing public health or public
safety, to a fine not exceeding fifty thousand rupees;
(b) for any other offence —
(i)

in the case of a first offence, to fine not exceeding
ten thousand rupees;

(ii) in the case of second or subsequent offence, to a
fine not exceeding twenty thousand rupees; and
(iii) in the case of continuing offence, to a further fine
not exceeding one thousand rupees for each day
on which the commission of the offence is
continued after conviction or to imprisonment of
either description for a term not exceeding six
months or to both such fine and imprisonment.
(2) Where a person convicted of an offence under this Act
is convicted for a second offence of like or similar nature, the
Magistrate’s Court convicting him for the second offence shall cancel
any certificate, authorization or permit granted or issued to such person
or body of persons under this Act, or any regulation made thereunder
and shall cause notice of such cancellation to be notified to the Council.
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17. Where an offence under this Act or any regulation or
rule made thereunder is committed by a body of persons, then—

Offences
committed by a
body of persons.

(a) if that body is a body corporate, every person who at
the time of the commission of such offence was the
Director, General Manager, Secretary or other similar
executive officer of that body;
(b) if that body is not a body corporate, every person who
at the time of the commission of the offence was the
Chairman, General Manager, Secretary or other similar
executive officer of that body;
shall be deemed to be guilty of that offence, unless he proves
that the offence was committed without his knowledge or
that he exercised all due diligence to prevent the commission
of that offence.
18. (1) The Minister may make regulations in respect of
all matters required by this Act to be prescribed or in respect of
which regulations are authorised to be made.

Regulations.

(2) Without prejudice to the powers conferred by subsection
(1), the Minister may on the advice of the Council make regulations
in respect of all or any of the following matters:—
(a) the guidelines to be complied with by Provincial
Directors of Health Services in the registration or
renewal of registration of Private Medical Institutions;
(b) the rates, charges and any other expenses, which shall
be recovered or received for any services rendered or
performed in terms of the Act;
(c) the layout, construction, illumination, additionsand
improvements and the maintenance of cleanliness of all
the buildings and premises of registered Private Medical
Institutions;
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(d)

the circumstances in which cases of infectious
diseases may be admitted for treatment and
the precautions to be taken in such event;

(e)

the adoption of universally recognized
precautions for the prevention and control of
infections;

(f)

the classification of Private Medical Institutions
into categories, depending upon services being
rendered or functions discharged by such
institutions;

(g)

the procedure or practice to be followed in
entertaining any complaint against any Private
Medical Institution or person attached thereto
from any interested or aggrieved person, and
the final disposal thereof;

(h)

charges for accommodation, drugs and
services rendered by Private Medical
Institutions ;

(i)

the appointment of competent officers to
prosecute actions instituted under this Act.

(3) Every regulation made by the Minister shall be published
in the Gazette and shall come into operation on the date of such
publication, or on such later date as may be specified in the
regulation.
(4) Every regulation made by the Minister shall as soon as
convenient after its publication in the Gazette be brought before
Parliament for approval. Any regulation, which it is not so approved,
shall be deemed to be rescinded from the date of it’s disapproval,
but without prejudice to anything previously done thereunder.
(5) Notification of the date on which any regulation made
by the Minister is so deemed to be rescinded shall be published in
the Gazette.
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19. (1) The Council may make rules in respect of all or any of
the following matters :—
(a)

the maintenance of records, books, registers, bills, receipts,
returns, statements, forms and other documents by a Private
Medical Institution;

(b)

the reports, returns, statements and other information
required to be furnished periodically by a Private Medical
Institution to the Ministry of the Minister;

(c)

the minimum size of wards or rooms and the minimum floor
space, which should be allotted for each patient;

(d)

the provisions of adequate latrine and bathing facilities for
in-patients and personnel employed in Private Medical
Institutions;

(e)

the machinery, equipment, devices, utensils, apparatus,
crockery, fittings, furniture and other requisites of a general
or special nature ;

(f)

the immunization of personnel employed in Private Medical
Institutions against specified diseases;

(g)

the prohibition or restriction of admission of midwifery cases,
except to a maternity home or to such other Private Medical
Institution having separate and exclusive facilities for the
reception and treatment of such cases;

(h)

the prohibition or restriction of the admission of cases other
than midwifery cases to a maternity home or to such other
Private Medical Institution having separate and exclusive
facilities for the reception and treatment of maternity cases;

(i)

defining staffing patterns including minimum qualification,
induction and in-service training and refresher courses that
should be followed by such personnel;

Rules.
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(j)

the definition of the specialized departments and ancillary
services that should be maintained in terms of special fields
of treatment;

(k)

the disposal of refuse and waste matter;

(l)

the provision of sinks, taps and outlets in wards, kitchens,
bathrooms and latrines in proportion to the ratio of patients
and personnel employed therein;

(m)

the provision of housing, residential quarters or transport
facilities required for maintaining the health of patients; and

(n)

the provision of adequate expertise for the maintenance of
all institutional assets, machinery and equipment.

(2) No rule made by the Council shall have effect unless it
has been approved by the Minister and published in the Gazette.
20. In this Act, unless the context otherwise requires —
“accreditation” means a process that is adopted for the
purpose of certification of the technical competence
and quality of service and facilities of a Private
Medical Institutions; and
“Private Medical Institution” means any Institution
orestablishment used or intended to be used for the
reception of, and the providing of medical and nursing
care and treatment for persons suffering from any
sickness, injury or infirmity, a Hospital, Nursing
Home, Maternity Home, Medical Laboratory, Blood
Bank, Dental Surgery, Dispensary and Surgery,
Consultation Room, and any establishment providing
health screening or health promotion service, but does
not include a house of observation, Mental hospital,
Hospital, Nursing Home, dispensary, Medical Centre
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or any other premises maintained or controlled
by the State, any private dispensary or Pharmacy
or drug stores exclusively used or intended to be
used for dispensing and selling any drug, medical
preparation or pharmaceutical product, or any
Institution or premises registered for any purpose
under the provisions of Ayurveda Act, No. 31 of
1961 and the Homeopathy Act, No. 7 of 1970.
21. (1) The Nursing Homes (Regulation) Act
(Chapter 220) is herby repealed.

Repeals.

(2) Notwithstanding the repeal of the Nursing
Homes (Regulation) Act, the registration of any Private
Medical Institution registered thereunder shall be deemed
to be valid and effectual and shall continue to be so valid
and effectual for a period of three months from the
appointed date, within which period such medical institution
is required to apply for registration in terms of the
provisions of this Act.
(3) Where any Private Medical Institution referred
to in subsection (2), fails to obtain a registration under this
Act as required by that subsection within the period
specified therein, the registration obtained under the
repealed Act shall cease to be valid and effectual from
and after the expiry of such specified period.
22. In the event of any inconsistency between the
Sinhala and Tamil texts of this Act, the Sinhala text shall
prevail.

Sinhala text
to prevail in
case of
inconsistency.
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