
A summary of the Alawwa Health project in Sri Lanka

Background

The Alawwa Health Project offers a bottom 
up example of a Health in All Policy (HiAP) 
approach, despite the lack of a national 
mandate. The project shows the strength of 
a community driven participatory response 
to health - a defining feature of HiAP. 

The project was initiated in the rural Alawwa 
Division (whose 63,000 people were 
primarily dependent on agriculture for their 
income) with the goal of reducing health 
inequities through coordinated actions 
on social determinants of health and the 
revitalization of the primary healthcare 
(PHC) approach. It had the political will 
of local government authorities and the 
international support of the WHO. The 
projects overview is provided below.

Examples of activities of the wider 
community, health and non-health 
sectors

1. Some retired public servants joined 
the project and produced a play on the 
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health promotion of services for NCDs, in 
particular motivating villagers to attend 
primary care services and maintain 
treatment compliance. The play has 
been staged in schools, government 
offices and in adjoining villages.

2. Every Saturday a NCD screening clinic 
is conducted by the MOH at various 
accessible sites. The clinics are funded 
by the Provincial Health Authority. 
Approximately 15-20 patients are seen 
and where necessary, patients are 
referred to hospitals.

3. As an active member of the organizing 
committee, Pradeshiya Sabha 
(divisional councils) have made a major 
contribution to the project including the 
facilitation of a NCD clinic at its offices. 
The Cooperative Society conducted 
programs for mothers of pre-school 
children including information on 
nutrition and the distribution of food 
supplements. 
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Objectives:

To address health inequalities 
in Alawwa Division through 
coordinated action on social 
determinants of health and 
revitalization of the PHC 
approach by:

 • Identifying the disparities 
and inequalities in health 
service delivery and 
utilization and health 
outcomes, particularly 
in relation to NCDs, 
malnutrition, tobacco and 
harmful use of alcohol, 

 • Analyzing the social 
determinants that have 
caused these disparities 
and determining the 
potential areas and 
pathways for intervention

 • Introducing a health in all 
policy centered within the 
PHC model, at policy and 
implementation levels that 
will reduce and mitigate 
the inequalities caused by 
social determinants

Activities till date:

1. Review of available information on current 
inequalities and their causes in the Alawwa 
division, using a SDH lens.

2. GIS Mapping of all households with layers 
of SDH to be used as a baseline to compare 
intervention results 

3. Analysis of the health system barriers that 
influence the delivery of the necessary 
services and utilization patterns

4. Rapid assessments to determine the 
actual social determinants that are causing 
disparities in health services and outcomes 
related to NCDs, malnutrition, tobacco and 
harmful use of alcohol. 

5. Analysis of the current inter-sectoral 
programmes (health in all policies model) at 
divisional level that contributes to address 
these inequalities and disparities in health 
services and outcomes.

6. Introduction of interventions that will address 
the modifiable social determinants causing/
contributing to these inequalities and 
disparities through inter-sectoral action 
within the PHC model.

7. Development of a model, based on the 
lessons learnt and the results from other 
similar interventions, which will have wider 
application in the country.

Anticipated results:

1. A database on the social 
determinants of health from 
the area which could be used 
to reduce inequalities and to 
monitor the progress,

2. Empowerment of the 
community through better 
participation in health related 
activities, improved knowledge 
and attitudes on behaviors 
that promote health and better 
interactions

3. Development of a model of 
interventions that will include 
potential pathways and a 
comparative analysis of 
similar interventions in other 
areas, and will have wider 
application in order to address 
the inequalities and modifiable 
social determinants of health.

WHO Evaluation

Lessons learned by introducing a HiAP 
approach to a PHC model (based on 
case-study interviews):

1. It is easy to get other sectors involved 
in health related projects as was the 
case in this study. This may be used as 
an entry point to consider “health” in all 
policy development

2. There is the potential to engage 
the health sector in the policies and 
activities of other sectors, though these 
are not pursued in the normal day to 
day activities at local government level.

3. PHC is an excellent medium to get 
other sectors involved as sectoral 
improvements have an impact on 
health. 
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4. PHC at grassroots level is closely 
engaged with the community. 
Community ties and bonds at a village 
level can be harnessed to show results 
and potentially may be sustainable. This 
may also be used to sensitize policy 
makers on the need to, and the benefits 
that can be accrued by, considering 
“health” in all policies.

5. Working with local government 
authorities is relatively easy as less 
coordination is required. Most of the 
time coordination of activities is done 
by an interested and motivated person.

6. Good leadership, governance and strong 
political commitment are essential. This 
project had the support of the local 
government authority. The commitment 
is also evident in the Pradeshiya 
Sabha allocating approximately 23% 
of the annual budget for health related 
activities. 

7. Trust between sectors has to be 
established. This is easily done at 
grass roots level. The PHC approach is 
likely to assist in its success and as a 
stepping stone in the consideration of 
“health” in all policies.

8. The community has to create the 
demand for services that would benefit 
them as individuals and as a community. 
This requires empowerment of the 
community. Community demand for 
consideration of health in all policies 
may be a better option for considering 
health in all policies as opposed to a 
top-down approach. 

9. The pioneer of the project is generally 
an extremely motivated person. In 
these situations it is usually individuals 
who pioneer activities. In order to 
ensure sustainability, institutionalization 
is required. This is much easier at the 
grass roots level.

Recommendations:

1. A formal mechanism at the national 
level to foster a HiAP approach to 
health should be established and 
would include the mandatory inclusion 
of health concerns in policies to be 
addressed. 

2. Trust between sectors has to be 
established and officials from other 
sectors need to be sensitized to the 
importance of HiAP. The health sector 
should take the lead role in this regards. 
Inter-sectoral committees at the local, 
district, provincial and national level 
governments would facilitate this. Strong 
political commitment and leadership is 
required to ensure that these strategies 
are sustainable.

3. Demand for services has to be created 
through community empowerment and 
to ensure HiAP. This needs to be done 
through education, such as schools. 
Community groups should be provided 
with sufficient information to identify 
problems and solutions with assistance 
from all sectors. 

4. The PHCs approach should be used 
as an example to promote HiAP, 
particularly as an entry point to engage 
other sectors.



Note: The information for this summary is based on the case study commissioned by WHO-
SEARO, written by Professor A.R. Wickremashinghe and Dr A. Kasturiratne. The case study 
included information from direct observations and interviews with key informants in Sri Lanka. The 
case study was presented at a WHO meeting in Helsinki in June 2013. This is simply a summary 
of the case study and uses much of the original content. Summary prepared by Elizabeth Owen, 
MPH of Gharkamai Health Consultants.
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