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I.

INTRODUCTION
Historically the developent of health services in countries of the Eastern

Mediterranean Region did not keep pace with the advances in medical sciences.
Despite the upsurge of social and economic development in most of the coun'tries,
there still is a considerable gap between the need for health services and the
available facilities.

The extent and quality of these services in each country

vary according to the stages of its social, economic and educational develop.
ment and to the availability of financial, technical, and manpower resources.
As a corollary of historical development, the countries in this Region are
predominantly rural with a high proportion of the population being under fifteen
years of age.
countries.

The birth rates and fertility ratios are high in most of the
The maternal mortality and infant mortality rates and the propor-

tionate mortality among infants and children under one year and five years of
age are high.

The expectation of life at birth is lower than in western

countries.
The health problems in this Region are predominantly those associated with
demographically young populations.

These are concerned with intercurrent infec-

tions, communicable diseases, endemic parasitic infestations, nutritional deficiencies, poor environmental health and problems of inadequate medical care.

In

addition, the problems of chronic and degenerative diseases related to the gradually aging population, urbanization and industrialization are assuming importance
During the last twenty years health facilities, including hospitals, dispensaries, health centres and maternal and child health services, have increased
considerably in number1.
most of the countries.
over wide areas.
is not very high.

They are, by and large, located in urban areas in
In the rural areas, facilities are few and are spread

As a result the provortion of population usiw these facilities
The qaucity of professionally qualified physicians, nurses,

engineers and other paramedical personnel has been overcome, to some extent, by
"orld Health Statistics Annual, Vol. 111, Health Personnel and Hospital
Establishment, 1962, Geneva.

'NH0,

the training of auxiliary medical workers of various categories in some of the
countries.

Moreover, the lov: standard of living in some of the countries is

also an im~edimentto the utilization of the existing health services by the
general population.
There has been a noticeable increase in the number of training institutions
for medical, nursing and other categories of professional and auxiliary personnel
during the last twenty years in this Region.

Consequently the number of trained

personnel has increasedl, although not sufficiently to meet the staffing requirements of the health services in the countries.
stay in the urban areas.

Qualified personnel tend to

Poor means of communication and lack of social, educa-

tional and cultural amenities in rural areas often are hindrances to the proper
staffing of rural health services.
Specific disease control programmes for the eradication of malaria and
smllpox, for control of leprosy, venereal diseases, communicable eye diseases,
bilharziasis as :.re11 as BCG vaccination, immunization against certain diseases
have been organized in most of the countries of the Region.

Some of the

countries concerned about the high rates of increase in their populations have
also organized campaigns for family planning.

In the absence of a well organized

basic health service most of the disease control programmes had to be organized
as mass campaigns employing a large number of single-purpose technicians or health
auxiliaries, trained for a specific purpose, who are working under some form of
professional supervision.

The organization of these campaigns, in relative

isolation from existing permanent health services in the country, has led to
complexity and fragmentation in administration, increase in expenditure, overlapping of functions and lack of cohesion in the services.

A number of countries in the Region are deeply concerned about the technical,
organizational and administrative implications as well as the training problems
associated with co-ordination and integration of the mass campaigns with their
permanent health services.

'!~Ho, World Health Statistics Annual, Vol. 111, Health Personnel and Hospital
Establishment, 1962, Geneva.

The purpose of this paper is to review briefly the requirements for the
integration of mass campaigns in the field of health into the basic health
services of countries in the Eastern Mediterranean Region.

Attention will be

focussed specifically on mass campaigns such as malaria eradication, smallpox
eradication, tuberculosis control, trachoma control, family planning and their
inclusion in the ~onnalfunctions of permanent basic health services.

11. DEFINITIONS AND CONCEPTS
1.

Basic Health Services
Basic health services is understood to be a "network of co-ordinated peri-

pheral and intermediate health units with a central administration capable of
performing effectively a selected group of functions essential to the health of

an area, and assuring the availability of competent professional and auxiliary
peraonnel to perform these functionsl

."

These services provide the minimum essential health care, both curative and
preventive, for the population of the country, including maintenance of malaria
or smallpox eradication and of control of other diseases.

They commence at the

periphery with basic health establishments appropriately staffed, and proceed by
stages through institutions both larger and better equipped, to a centre or centres
with extensive hospital facilities and specialist staff, where the services
offered are more comprehensive and more specialized.
The functions of the basic health services are very flexible.

Certain

values and standards of performance are accepted, these change with time, and
the institutions are required to change accordingly.

These services adjust

themselves according to the changing demands of society, the changing professional views and the available facilities.

2.

Mass Campaigns
A mass campaign is understood to be asscheme for the control or eradication

of a particular communicable disease on a community-wide basis, carried out by

l ~ ~ E ! ? / h rJoint
~ ~ C-ittee

on Health Policy document No. ~~14/WICE%'-kr~0/2.65.

machinery operating with that precise objective"

... it is "recognized that the

methods of mass campaigns are applicable to both the comrmnicable and to noncommunicable diseases1", and programmes such as family planning.
In the organization of mass campaigns the complete coverage of the population
of a country, region or community is important.

The mass campaign against some

diseases should follow a defined pattern of planning, operation and consolidation,
having then a starting and an anticipated end point.

Moreover, some campaigns

usually follow a vertical, military type of organization.

They are directed

against a single disease or group of diseases of importance to the countw.
Their organization varies in different countries as a result of epidemiological
considerations, availability of services, trained personnel and of financial
resources.
In fighting disease it is easier to set an operational goal and to achieve
the anticipated end by the use of a mass campaign.

However, this approach

does not take into consideration the new problems that may be created or the
negative consequences that may arise.

The implicit assumption in the mass

campaign approach is that social and professional institutions will adJust to

the prograwse and its results, only the positive gains being considered; if
new problems arise and are solvable, a similar approach is made to each new
problem in a serial fashion:

one campaign follows the other.

In this manner a number of diseases can be controlled and health problems
solved.

However, by their introduction mass campaigns create a simultaneous

demand for a more permanent type of health institutions, which are broadly. based
in concept and function, requiring greater technical, manpower and financial
resources for their establishment. There is thus the overriding responsibility
of the public health administration for the development, operation and cocrdination of appropriate health services according to the demand.
l~ntegrationof Mass Campaigns Against Specific Diseases into General Health
Services, WHO Technical Report Series No. 294.

The above considerations can be profitably illustrated by describing some
of the salient features of a malaria eradication campaign, since such campaigns
are important and are operating in many countries in the Region.
An eradication campaign against a communicable or vector-borne disease aims
at the extermination of the causative agent.

It depends very much on the re-

production pattern, host specificity and in general on the manner in which the
causative agent (germs, ~rotozone)maintains itself in nature.

In the case of

malaria eradication campaign the basic principle is to interruptthe transmission
of the disease by killing the potentially infective anopheles throughout a
period long enough to clear out the parasite reservoir in man by applying antimalarial drugs to known parasite carriers.

As not all the parasite carriers

are known,the concept relies on the natural life span of plasmodia which in
most cases of P.falciparum is fourteen tc sixteen months and in eases of P-vivax
approximately thirty to thirty-six months.
While the above principles are equally applicable to the "control" of
malaria, the concept of eradication includes two other very important components,
namely: the "space" and the "time".

Thus a malaria eradication campaign

requires timely application of all measures at regular intervals all over the
originally malarious area.
A malaria eradication campaign requires a specific organization to apply

attack measures to ensure interruption of transmission, ana to undertake case
detection operations for depleting the parasite reservoir in terms of "total
coverage" of originally malarious areas at regular intervals.

This in turn

depends on the type of endemo-epidemicity of malaria in any given area.
In the early stages it was considered that in most countries the creation
of quasi autonomous organizetions was necessary for organizing malaria eradication campaigns,

This was suggested in view of the precise requirements of the

campaigns and as at that time ministries of health were not equipped for this
purpose.

In different countries the degree of "autonomy" has varied according

to the stage of development of general health services and with the policies of

the country regarding orovision of medical care to and health protection cf its
population.

Thus, for example in countries of Soutj--easternEurone, the execu-

tion of malaria eradication campaigns was carried out by the existing general
health services of the country guided by a specialized body, technically prepared
for such an undertaking.

In countries of the Eastern Mediterranean Region, se-

parate national malaria eradication organizations have been established for the
execution of the malaria eradication programmes with a specifically allotted budget.
The operational part of a malaria eradication campaign aiming at interruption of transmission, by applying attack measures to break off the chain
fected person, vector, uninfected person (recipient)

- in-

- is essentially a field

activitg usually carried out by temporarily engaged personnel, specifically
trained for this purpose.

Consequently, the execution of all attack measures

in a-malaria eradication campaign do not, necessarily, require personnel with
general professional medical education.

However, the planning, supervision and

assessment of attack measures require highfy qualified and experienced malariologists, entomologists and sanitary engineers.
The "obJective" to interrupt transmission, although the most important one,
cannot by itself lead to the final eradication of malaria unless parasite carriers
are detected and the parasite reservoir in human beings is depleted.

To deal

with the second facet of the "ob~ective"of a malaria eradication campaign, a
regular surveillance is established utilizing "fever" as a screening device for
the detection of parasite carriers amongst human beings.

This operation again

requires specifically-trained auxiliary personnel carrying out "active case
detection" regularly at monthly or fortnightly intervals by collecting blood
smears form "fever cases" and cases with "history of fever'' among all inhabitants
in the malarious areas.
These two main o~erationsof a malaria eradication campaign may appear to
Justify in themselves the set-UD of an autonomous organization.

However, the

role of the existing health services in a given country to support the malaria
eradication programme cannot be neglected.

The role of health services throughout different phases of a malaria eradication programne can be sunrmarized as follows: during the preparatory phase the
ellisting health services may provide data on the incidence of malaria and its
epidemiological trend; during the attack and consolidation phases their contribution towards eradication of malaria is through detection of parasite carriers
and their treatment (depletion of parasite reservoirs).
As soon as a malarious area reaches the maintenance phase, the basic health
services should take over the responsibility for maintaining the eradiaation
achieved.
(M.E.S.)

Combining the efforts of, or integrating, the specialized service
and the basic health service (with all diagnostic and treatment facili-

ties) is the most economic way of eradicating malaria In any country.

3.

Integration

By integration is meant "a series of operations concerned in essence with
the bringing together of otherwise independent administratfve structures, functions and mental attitudes in such a way as to combine these Into a wholel."
The question of "integration of mass campajgns against specific diseases
into general health services" was the subJect of a TJHO Study Ciroupl which was
convened in Geneva from 27 April to 2 May 1964.

The Study Group arrived at

the following conclusions which will be of great value in guiding national health
authorities in organizing their health services:
i.

The relationship of mass campaigns with general health services at any
given time or place d-epends on a large number of factors.

Many of

these are purely technical, but others, often interrelated, are social,
economic and administrative in character.

It is therefore impossible

to formulate recommendations which can be applied generally in every
situation.

Each situation has to be studied separately, and dealt

with as a special case.

'WHO Tech. Rep. Ser. No. 294.

ii.

The availability of potent technical media and of increasing skill and
n

know-how" in their large-scale application has rendered possible the

more rapid control and even the eradication of some of the major
comunicable diseases.

These facts, together with the incentive of

international collaboration, have stimulated countries to develop
mas campaigns in order to solve expeditiously certain of their most
pressing health problems without the delay which is Implicit in the
more gradual process of creating a system of general health services.
iii.

Mass campaigns are useful, indeed indispensable, in breaking the
vicious circle of excessive sickness, low productivity and poverty.
There are still countries in which mass campaigns against major
comnunicable diseases should be launched, even though there is not
as yet a satisfactory sfstem of general health services.

iv.

Accepting this point of view some countries will be amply justified
in devoting a substantial portion of their available resources to
certain mass campaigns which would constitute the initial operation
in the creation of a balanced national health programne.

However,

in doing so they should not forget that such an approach must be
considered as a temporary expedient within the long-range health
development, and that the ultimate goal must be the establishment of

a permanent scheme of general health services.
v.

General health services are important not only because of their intrinsic value as an essential contribution to the health and welfare
of the community, but also because of the valuable basis they can
provide for mass camnaigns.

Despite the fact that it may occasionally

be justifiable to launch a mass campaign in the absence of general
health services, it is obviously desirable, indeed imperative, that
every country should have at least a minimum provision of the basic
services which

has constantly been advocating as an integral part

of national programmes for general economic and social development.

Mass campaigns can and should be used as an instrument for the development of general health servic~s. There are several ways in which this
can be done.

Among the possible alternatives, special attention

should be given to two organizational patterns known as It sequential
campaigns" and the "pre-eradication nrogramme".

In the former the

early stage of mass campaign against a given disease is followed by
the consec~tive'indertaking of activities against other diseases,
maintaining nevertheless the necessary surveillance of the earlier
campaigns.

In this vay, as the process eontinue6the single purpose

interest of the campaign staff at the outset will be gradually
broadened to comprise several additional functions, and they will
thus become gradually multipurnose health workers.
The "pre-eradication" programme, as applied to malaria, can be defined
as an operation aiming at the concurrent development of two basic
features of the future malaria eradication programme.

These are

the national malaria service itself and the health infrastructure.
which as its name imnlies is a suoportin;, scheme of general health
services at an elementary level of efficiency, designed however to
undertake definite responsibilities during the late stages of the
malaria eradication programme.
vii.

The concept of integration is easily stated and understood, but the
translation of the idea into reality is not so easy.

The first

desideratum is a psychological one, namely that amongst all health
workers there should be a firm conviction that the two approaches,
i.e.,

general health services and mass campaigns, are not mutually

exclusive but complementary.

Their progressive convergence and

ultimate merging must be sought in order to comply with the accepted
view that all problems and programmes in the health field are so
interdependert that they must be considered together.

m/Rc17/Tech.Disc ./2
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viii.

In certain areas where mass campaigns ir, oceration are nearing or have
reached the terminal stages, but where there is not an adequate system
of general health services to undertake full responsibility for the
residual tasl:s,
of urgency.

the ~roblemof integration has often become a matter

This urgency, houiever, must not lead to precipitate

action which may cause the oossible less of the benefits gained so
laboriously.

The transfer of duties to the general health services

in the stages of mass campaigns must be precede? by a careful and
detailed study of the situation, using the pilot survey and trial
to obtain the necessary facts and experience.
ix.

The logical annroach would be to ensure the particiwation of the general
health services from the outset of the camnaigns, and to plan accordingly.
The extent of such participation denends on many circumstances, related
to the characteristics and the time schedule of the particular campaign
and to the degree of development of the several levels of the general
health services.

Such involvement, no matter how modest it might be,

should comply with the following basic principles.

It must be es-

tablished as early as feasible, and progressively expanded.

It must

be regarded as a definite responsibility and not as a form of simple
and perhaps somewhat casual collaboration.

It must comply with the

technical and operational requirements of the campaigns, especially
with regard to coverage of the population at risk.

And finally, it

must be supervised, stimulated and evaluated.

x.

The training of health personnel, at all levels and in all disciplines,
must be given the highest priority, and should be realistically conceived and carefully organized, in order to enable all health workers
to carry out their duties in accordance with the changing trends in
health needs.

lM/FC17$Tech.Disc ./2
page 11
Training programmes which aim at fostering a broader outlook in public
health should be encouraged and sup~orted. They should benefit both
the professional and auxiliary staff of mass campaigns an? those working at the various levels of the general health services.

The former

group should be provided with the knowledge required to enable them
to feel that they are an integral part of the health team and to prepare them for the eventual undertaking ox oxher functions within the
health organization.

The latter need to have a better understanding

of the justifications for mass campaigns and the type of activities
which they require, in order to obviate any possible mental reservations regarding the need for such an approach.

The reorientation of

existing staff should be conducted on similar lines, asing the 11 inservice training" approach as well as organizing some type of formal
instruction, according to the particular needs of the various categories
of personnel.
xi.

The great lack of information regarding many aspects of the relationship of mass campaigns and general health services also calls for
field and owrational research.

Some of the subjects For inquiry

include the acquisition and analysis of data on the staffing needs
of mass campaigns and general health services in terms of both general
and specialized gersonnel, the financing and organization of campaigns,
the methodology of training, and the evaluation of results in terms of
economics and of benefits to the health of the people.

111. WIG HEALTH SERVICES IN COUNm(IES OF THE E4STEXN MEDIYEFWlNEAN RWION
It is not intended to review in detail the basic health services in countries
of the Region.

However, the following points are of interest while considering

the integration of mass campaigns into basic health services:

1.

-

Organizational Structure at the Central Level
1.1

General
In a majority of countries the Ministry of Health, assisted by a varying

number of under-secretaries and assistants, is responsible for the overall
technical direction and ccoordination of national health services and programmes.

In addition, there are organizational units responsible for

specific fields of ectivity such as maternal and child health, tuberculosis,
malaria eradication programme, etc.

In some there are units for public

health, rural health, hospital services, environmental sanitation, etc.
The number and size of these units and the scope of their functions varies
greatly from one country to another, according to the country's health
needs, to its degree of development and to the availability of qualified
professional staff.

It is widely recognized that such units, to be

effective, must be headed by competent and experienced specialists.

They

already exist to a greater or lesser degree in some of the countries and
their number is steadily increasing.
In a number of countries the organizational units in the ministries
of health are responsible for the management and execution of respective
programmes in their fields such as maternal and child health, tuberculosis,
environmental health, hospitals, etc.

In these cases the administration

of programmes is centralized.
In Iran, Pakistan, Sudan and the United Arab Republic, the ministries of
health have a hierarchical or scalar structure.

A system of channels of

communicatlon and of delegation of authority and responsibility has been
established.

The administrative organization for programme planning and

execution is structured as below:
National

- Responsible for formulating policy, establishing
directives and maintaining supervision and evaluation.

Intermediate

-

(Provincial, regional, district, etc.)
Responsible for co-ordination of programmes for
which authority has been delegated, supervision
and provision of specialized services through
special institutions, etc.

Peripheral or local

- Responsible for execution of programmes.

There are some variations in the distribution of responsibilities at
the three levels within these countries.
Malaria eradication organizations, wherever they exist, have virtually
been placed outside the setting of the ministries of health.
separate budget and a separate staff.

They have a

The degree of autonomy given to

these organizations varies according to the ccuntry.
parallel organizations to ministries of health.

They are more or less

At the central level the

decision-making body is the malaria eradication programme directorate:
the intermediate executive level, the zone malaria eradication offices

at

-

parallel to the provincial and district health offices of the ministry:

at

the peripheral level the malaria agents parallel to the public health workers.
1.2

Curative and Preventive Services
The extent to rihich health services, oarticularly medical care, are

being provided by derartments other than the ministry of health, such as
the ministries of labour and social welfare, education, municipalities and
local governments, universities and voluntary organizations, is quite large
in some of the countries such as Iran and Israel.

The multiplicity of

independent organizations with their duplication of services and expenditure
are both the cause and the effect of the various complex solutions to the
problem.

The differences in political organization, local governments,

administration, social Security systems, further make the administration of
health services in some of the countries more complex.

The administration of public health services in a majority of countries
in the Region is by and large concentrated in the ministry of health.

The

ministry of public works may be responsible for some facets as, for example,
the construction of water supplies, sewerage and refuse disposal plants,
housing, etc.

The day to day activities as supervision of water supplies,

refuse and sewage disposal, vector control etc., are usually the function
of the local authortties.

The co-ordination of mass campaigns with ot:?er

health services is invariably of a vertical order and starts at the central
level being carried through at the intermediate and peripheral levels.

The health services in mo?t countries have developed in general without
any specific planning or co-ordination.

The degree of multiplicity of more

or less autonomous and unrelated administrations of hospitals, health institutions, disease control programmes and mass campaigns varies from country
to country.

This occasioned little criticism when health services were

first established to meet the pressing needs.

Progressing developments,

however, are forcibly drawing attention to the necessary planning and coordination.

In some countries, inter- and intra-departmental committees

have been established, to co-ordinate health services and programmes of the
country at all levels.
1.3

Health Planning, Co-ordination and Integration
Most of the Governments of the Region are now thinking in terms of

planned socio-economic development and have prepared periodic plans for this
purpose.

Special health planning committees have been established to assist

in the premration of national health plans.

The objectives of such com-

mittees are in general:
1.

Selecting and integrating projects proposed by the operating organization into programmes of defined duration.

ii.

Submitting programmes to, and defending them before, central
planning and fiscal authorities.

iii.

Recornending technical policies and administrative and other
measures required for carrying out the programne.

iv.

Reviewing, evaluating an? adjusting the programmes.

In the planning and organization of health services, adequate regionalization should be the guiding principle in order to achieve maximum technical, functional and economical efficiency.

Regionalization of health

services, i.e. co-ordination of all health (and related) services within
a given geographical area and with a well defined referral system of special

services, hospitals, laboratories etc., avoids duplication, waste of qualifie& manpower and of material and financial resources.

No country with

limited personnel and economical resources can afford a more or less uncoordinated agglomeration of health services not permitting maximum utilization
of manpower and means.

On the basis of a practicable regionalization, as a horizontal structure, the vertical structure of technical and administrative authorities
and responsibilities up to the higher echelons will have to be established.
An adequately regionalized system of health services offers itself as the
most appropriate superstructure to which any mass campaign service at any
level can be attached

- into which mass campaigns can be integrated.

1.4 Budgeting and Fiscal Management
It is not easily possible to establish any objective criteria for the
allocation of national funds for health purposes.

The decision on the

amount to be spent on health services is, perhaps inevitably, a political
one and in a limited sense can be said to reflect the felt needs of the
country.
In most countries of the Region the methods of allocating funds and the
system of their accountancy and control are no more quite up-to-date.

Health

budgets in particular rarely permit adequate recording of all funds devoted
to specific parts of the health programme.

m/RC17/Tech.Disc ./2
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One of the strong reasons for the creation of semi-autonomous bodies
for undertaking mass campaigns is the desire of the administration to shortcircuit cumbersome procedures for appropriation of government funds.

A

revision in the budgeting system and the financial control in a majority
of the countries would greatly improve the effectiveness of health services.
The governments should give particular attention to the principles
underlying what is often called "perfcrmance bu&getingf'.

As these princi-

ples aim at relating planned and incurred expend-itureto the individual
project and activities, they can provide indications for the more active
use of budgeting in the planning and evaluation process than is uossible
with tradihional budgeting techniques.
Earmarking of funds according to the services rendered or technical
operations performed will, in the long run, help in bringing together the
technical and administrative operations, permitting integration of services
and better utilization of the financial and manpower resources.
1.5

Training of Staff
As indicated in the introduction t3 this paper, considerable effort is

being made by the countries of the Region in the training of orofessional
and auxiliary personnel and great strides have been made in this field
during the last twenty gears.

It is not proposed to discuss in detail the

training requirements for the various categories of personnel in each
ciuntry.

It may however be pointed out that in view of the continuously

changing health needs of the cnuntries and of the technical advances, there
is a need for continuous review of government policies for the training of
various categories of staff before their employment and for their re-training
and orientation during the period of their emuloyment.
At present in countries of the Region thousands of single ourpose health
auxiliaries are em?loyed in the health services, in specific disease control

programmes like trachoma, leprcsy, and parasitic diseases and in mass campaims
such as malaria eradication and family planning.

The usefulness of this

class of personnel as well as the chances of their promotion in present
positions are limited.

It is, therefore, necessary that due consideration

be given to the additionai training of this class of aersonnel so as to
increase their usefulness and to widen the scope of their utilization in the
national health services by increasing their technical skills.
In order to undertake effective training programmes, it will be necessary
clearly to define the duties or tasks which this class of personnel will be
required to undertake in the integrated health services.

Moreover, in some

countries, arrangements will also be require6 to train or recruit an adequate
number of arofessional staff of various categories for supervision of the
auxiliary workers.
There is clearly a need for extended training of government officials
in health administrations in the princi~lesof public administration.

There

is room for improvement of administrative procedures in the day-to-day administration of health services.

Administrative weaknesses may have serious

repercussions on the execution of plans and programmes.
2.

Organizational Structure at the Intermediate Level
The administrative structure at the intermediate level (state, provincial,

regional, district) varies from country to country according tc its size, political organization and legislation.

In some cases there are more than one tier

of intermediate levels, depending upon the system of civil administration, therefore the technical, supervisory and administrative roles at this level are different in each country.
2.1

Curative Services
Most of the large general and special hospitals and laboratories which

provide the specialist services are located at the district, regional and

BI/h~l7nech.~isc./2
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provincial level.

The hospitals are often used as referral institutions

for the peripheral units.

The concept of regionalization of medical care

and laboratory services although receiving acceptance, has not yet been
applied to a national scale in any country.

The main obstacles are in-

adequacy of facilities, shortage of personnel and absence of communication
between the peripheral health units and the referral institutions.

Very
often there is a lack of co-ordination among the health institutions organized by various agencies in the area.
Planning and organization of curative services should follow the pattern
of regionalization as mentioned above (page 15) permitting close co-ordination
among themselves, as well as with the available preventive services.

Each

region should represent a single, administratively streamlined system, selfsufficient as needs require and possibilities permit.

Services of non-

governmental, voluntary bodies should also have their prover place in this
system.

It should include facilities for intra- and extra-mural care

(out-patient, home and institutional care) operated by qualified personnel
with a thorough knowledge of health promotion, of prevention and cure of
disease and of rehabilitation.

It should guarantee a flow of patients

from the periphery to the centre and a flow of services from the centre to
the periphery.

Each region should have a population that fully justifies

the effort.

2.2

Preventive Services
Usually medical officers qualified in public health are in charge of

the preventive services at this level.

The number of qualified public

health administrators is still not sufficient to meet the requirements in

many countries.

The role of medical officers at this level varies conside-

rably and depends largely on the facilities available and or: the composition
of the assisting staff.
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In some situations the technical efficiency of medical officers at
this lwel could be greatly increased by provision of some professional
staff to assist in the supervision of and technical guidance to environmental sanitation, health promotion and preventive and curative work in the
peripheral d t s .

At present in most of the countries, their responsibili-

ties with regan3 to specific disease control programmes or mass campaigns,

to curative services and environmental sanitation, particularly in the
urban areas, are limited and very flexible.

On the whole there is a need for reviewing the technical responsibilities and the progratmne of work of the medical officers at this level, with

the ultimate aim to increase their technical efficiency and proper utilization.

2.3 Administration
The proper Mctioning of the peripheral health units depends on the
support they receive from an efficient system of administration at the
intermediate level.

The medical officer in charge at this level should

be responsible for the organization and the general administration of the
work of a group of ~eri~heral
health units.

His functions in addition to

the technical supervision and guidance should include:
i,

The co-ordination of priority programmes in the area including
mass

campaigns.

ii.

Liaison with other government departments and voluntary bodies.

iii.

Provision of transport and other facilities for the supervisory
etaff.

iv.
v.

Provision of consultant and npecialist services.
Management of stores and distribution of medicines and equipment.

In most of the countries of the Reglon, medical officers are normally
appointed, with a few exceptions, for the administration of public health
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orogrammes at this level.

The authority delegated to these officers m d e r

nationtal rules, administrative and financial laws and regulations varies
considerably.

Inadequate delegation if authority has a considerable bearing

on the effectiveness of the health administration at this level.
In some countries the authority and Qowers given to regional directors
or provincial medical officers are very wide and they are able to participate
actively in the co-ordination and develo~mentof health programmes in their
area.

In others, very little authority is delegated to this level which

greatly reduces efficiency and undermines the discipline of the staff.

If

health programmes are t3 expand successfully further delegation of technical,
administrative and financial authority would be required.

This would

greatly facilitate and improve the organization and quality of health services
provided to the people.

2.4 Co-ordination and Supervision
For the qurnose of co-ordination of the various curative, preventive,
disease control servrces of mass cam~aignsand social nrogramnes, this level
is a very important one.

Considerable dunlication, fragmentation and in-

efficient utilization of resources can be nrevented by givins the necessary
technical and administrative supnort at this level.

C?-ordination between

government, voluntary and r:rivate agencies engaged in ~rovidinghealth and
welfare service at this level is necessary.
The co-ordination of field activities of the various technical divisions
in the ministry of health should largely take place at this level.

It has

been noted that when programmes, particularly mass campaigns, are directly
administered from a central level the medical officers at the intermediate
level have little role to play in co-ordination of the programmes, as direct
communication is established between the peripheral and central levels.

This

practioe greatly undermines the efficiency and also the confidence of field
staff in the administration at the intermediate level.
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The amount

ji

supervision required by health persgnnel depends upon their

professional training and pre~aredness.

In situations where auxiliary health

personnel are bein&,user? at peripheral level or in camnaigns, it is essential
that they work under the supervision of ~rofessiollallyqualified staff.

In

these situations a judicious use of auxiliary staff working under close
supervision of the professionally qualified can, to a large extent, comuensate for a lack of ~rofessionalpersonnel far field activities.

Supervisory

staff should conveniently be located at the intermediate level.

Provision

of adequately prepared supervisory staff would also give the medical officer
at this level time for his proper duties within the development of health
services in his area.

2.5 Distribution of Services and Population Coverage
Proportionately a large number of health institutions, including hospitals and "peripheral health units", are located in urban areas.

The shor-

tage of services in rural areas become more marked if the population s e w e d
by each unit in the two areas is compared.

There are many rural areas in

countries of the Region which, in practice, are without any health services.
This of course does not refer to the nomadic po~ulatlon,which poses a
special problem.
The variations in the distribution of peripheral health units and the
po~ulationcoverage r-ithinrural areas vary from country to country, and
within each country from one region tc another depending upon many factors
which are outside the scoue of the present discussion.

In urban areas the problem is one of co-ordination and concentration
of activities.

A rational distribution of health facilities would go a

long way towards the provision of com~rehensivehealth services to the
population in well-defined urban areas.
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MASS CAMPAIGNS IN COIJMXIES OF THE E4STERN MEDfTHiRANEAN FEZION

1.

Malaria Eradication
In pursuance of the World Health Organization Executive Board and World

Health Assembly Resolution in 1955'

and in collaboration with certain bilateral

agencies, malaria control programmes in a number of countries of the Eastern
Mediterranean Ftegion2, have been converted into malaria eradication programmes.
The development in the field of malaria eradication in the Region during 1957-1967
as indicated below has been significant:

1957
-

million
Total population of the Eastern Mediterranean Region 180 1YJ

-

-

-

1967
million

244 861

in areas where malaria eradication has been
achieved

1%

67,7%
2.4%

in areas under attack phase

8%

29.1%

in areas under consolidation phase

%

12.%

35%

under active programme

in areas where no programme is planned yet

5%

0.0%

In all countries of the Eastern Mediterranean Region the national malaria
eradication services or organizations are semi-autonomous as far as the execution
of programmes and their financing is concerned.

The National Malaria Eradication

Service in Pakistan is serhaps the most autonomous one.
1.1

Number of Personnel employed and Annual Expenditure
The national malaria eradication services are employing a significant

number of personnel ~ihohave had special training prior or after their engagement.

In nine countries of the Region where malaria eradication programmes

are in progress, 63 685 permanent and temporary staff are employed in protecting a population of 106 988 000.

A significant number of trained personnel

is being employed by national malaria eradication services and the expenditure

'WHO Resolutions EB15.R67 and WHA 8.3
*Iran, Iraq, Israel, Jordan, Lebanon, Libya, Pakistan, Syria and recently Ethiopia.

on malaria eradication programmes constitutes a substantial proportion of
the budget of the ministries of health in these countries.

As a matter

of fact the expenditure ranges between 1.2 to 46% of ihe ninistries budget
according to available data, and this depends on the proportion of the
~opulationthat is exposed to the risk of malaria.
It is reasonable to state that the average Der capita cost of a malaria
eradication campaign in the Region should not cost more than about US $ 0.50.
However, in programmes which have had investment expenditures in 1966, and/or
where combined additional attack measures are being undertaken, the cost of
the campaign per capita of the population protected has increased.

While

the per capita cost of eradication campaigns does not appear to be beyond
the resources of any given country, the question of its relation to the
overall expenditure of the government for health protection requires consideration.

According to the available data from countries of the Region,

per capita on medical care and health protecLibya spent in 1966 US $ 10.6 tion, while in other countries the per capita 3overnment expenditure on
general health services in the average ranges jetween US $ 1 and 3.

Of

course in countries where the overall expenditure for health is very low,
the additional expenses incurred by malaria eradication campaigns may be
quite a burden.
The analysis of the cost made in the previous paragraph calls for a
realistic approach in organizing a malarih eradication campaign or any other

mass campaign.

This apwroach should include consideration of the involve-

ment and participation of all health services personnel in the campaign by
distributing responsibilities to health institutions according to their
related function.
1.2 The Present Role of Health Services
The contribution which health services are making towards the eradication
of malaria in any country can be assessed amongst others by the following
indicators:

i.

by number of slides collected from "fever" cases and malaria
suspects in health institutions (diswensaries, health centres,
hospitals), as well as by the technical skill and competence
shown in microscopic diagnosis of malaria in these institutions;

ii,

by the alertness of the health institution in detecting malaria
cases imported into areas which have been freed from malaria,
thus preve~tini;the transnission and consequently the reestablis7ment of malaria endemicity in the area.

The exuerience ~ainedduring the past six years indicates that there
was a steady trend towards increased involvement of General Health Services
in the detection of malaria parasite carriers.

In six countries, where

malaria eradication programmes are in progress, the number of slides
collected by health centres, clinics etc.,

increased tenfold during the

last six years, although the total number of slides collected during 1966
does not cover more than 1.6% of the population under protection, and the
"active case detection" has still to be carried out by the specialized
malaria eradication service which is carrying the main load of the population
examined.

In order to improve the so-called institutional "passive case

detection" in some countries, a number of agents are being engaged to visit
dispensaries and hezlth centres at regular intervals to collect blood slides
from out-patients attending these health institutions.

As far as the second indicator is concerned,the vigilance activities
carried out in Jordan and Lebanon in the maintenance phase areas indicate
that the health services in these areas were able to maintain the achieved
eradication.

In -the last two years a number of imported cases have been

detected in maintenance phase areas of Jordan and Lebanon, but no secondary
cases occurred, whick means that the timely de-tectionof positive malaria
cases facilitates tlie elimination of potential parasite reservoirs.

In

another country the health services were not as successful as in Jordan and
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Lebanon, thus enzbling the development of active foci of transmission of
malaria.

The prospects of malaria eradication programmes in countries of

the Eastern Mediterranean have been discussed in several documents Dresented to the Regionel Committee and are in general encouraging.

Technical

difficulties in the form of resistance of vectors to insecticides, together
with operational defects, have hampered the smooth crogress of programmes
as originally planned in Iran, Iraq and Syria, but set-backs also occurred
in Jordan.

Nevertheless, the chances for successful eradication of malaria

in all countries undertaking countrywide campaigns are good.
1 . Integration of Malaria Eradication Services into Basic Health Services
In the past few years many discussions have been held on the possibilities, ways and means for the integration of malaria eradication services
into general health services in countries where malaria eradication campaigns
are in progress.

In some countries like Iran, Jordan and the Syrian Arab

Republic, serious steps are being taken towards integration.
The question now remains: how and at which stage the integration of
a malaria eradication campaign with general health services is advisable,
and then what contribution a national malaria eradication service can make
to the development of general health services of the respective country.
Malaria eradication services can certainly provide additional personnel to health services.

From available data it appears that while the

number of professional staff (medical doctors) is not very significant, the
number of trained personnel of auxiliary categories is very important.
There is no doubt that 1 185 trained microscopists in eight countries, with
some additional training, could easily serve as laboratory technicians for
health centres and hospitals.

Surveillance agents, squad leaders and field

supervisors would need a few months' additional training to prepare them for
other duties as village health visitors, sanitary overseers or inspectors

as well as technicians for environmental sanitation or vector control.

In

addition, the staff with professional academic and post-graduate qualifications like malariologists, entomologjsts and sanitary engineers may take a
leading part in initiating and guiding activities for the prevention and
control of comunicable and vector-borne diseases.
To illustrate the above, one may quote the experience gained in two
countries where the personnel of malaria eradication services contributed
very efficiently in the control of cholera epidemics.
Besides the qualified staff employed by malaria eradication services,
equipment and means of transport are the much needed tools which malaria
eradication services can provide, after integration, to the basic health
services.
1.4

Process of Integration of Malaria Eradication into Health Services
As far as the first question is concerned, namely how and at which

stage of a malaria eradication campaign service should be integrated with
existing general health services, it will be appreciated that there can be
no general guideline applicable to all countries due to the different circumstances prevailing in each country.

However, it is certain that no

harm can be done to either service if the integration is carried out in
phases, this would include the early involvement of general health services
in the execution of malaria eradication campaigns, particularly by assisting the malaria eradication senice in case detection and the evaluation
of the progress made.

This aoplies also to the responsibility for the

supervision of field activities by the local health authorities.

As the

prograrmoe progresses, the health administrators should prepare an additional
orientation programme for the retraining of auxiliary personnel of the
malaria eradication services, enabling this group of personnel to perform
additional duties within the general health services once alaria has been
eradicated.
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The above concept is applicable to countries where the malaria eradication campaign is reaching its final stages.

In countries where a malaria

eradication campaign is in the early stages the planning and organization
of malaria eradication programnes should be carried out f r o m the beginning
in such a way that early integration of the two services occurs without
difficulty.

The concept of integrated health services has been developed

in order to ensure health protection of the whole population in an economic
way, keeping in view the lack of trained personnel and of adequate financial
resources.

There is no doubt that in countries of the Eastern Mediterranean

Region integration of malaria eradication programnes into basic health services would be beneficial and would contribute to the further development
of comprehensive health services.

The integration should be stimulated

by active co-operation and collaboration at all levels.

2.

Tuberculosis

- BCG Vaccination

Tuberculosis is one of the major public health problems in the countries of
this Region and despite the technical advances made during the last twenty-five
years its control still remains a serious and difficult problem.

In many

countries, the epidemic proportion of tuberculosis, the lack of qualified personnel and the limited financial resources have rendered the development of
mass BCO vaccination campaigns necessary.
Since 1951 this orozrannne has been assisted by WHO.

A large number of

single purpose technicians or auxiliaries are still working in this campaign
in some countries of the ~egionl.
2.1

Patterns of E4X Mass Campaigns

In the *st.

BCG mass campaigns in the Region have developed a c c o d n g

to different patterns:

i.

National BCG Campaigns, which are planned, organized, supervised
and assessed from a Central BCO Unit.

'1ran

and Pakistan.
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Regional, Provincial or Divisional BCG Mass Campaigns, which are

ii.

a decentralized form of the national mass campaigns and cover a

iii

limited part of the national territory.

.

Combined Mass Campaigns, Smallpox/BCG, Yellow ~ever/BCG,etc

.,

which halre appeared more recently, and have developed at national
or regional level.

2.2

Problems of BCG Campaigns
Although special surveys conducted in the Region have shown large and

satisfactory results of these different campaigns, it should however be
recognized that whatever be the type of campaign adopted, experience in
different parts of the world has shovm that mass vaccinations campaign
cannot be maintained satisfactorily as a relatively autonomous campaign
for a larger period.

Early integration into health services would be

required.
The campaigns are not easy to develop and offer three main problems
in their conduct:
i.

The vaccination coverage of the susceptible ~opulation,in m a w
countries, has not been sufficient.

ii.

The vaccination of subsequent generations, after the "total coverage"
which has taken place, has been difficult.

iii.

Even amongst the population vaccinated, the level of "imunity"
produced has not been satisfactory due to perhaps inaequate
technique, poor storage of BCG vaccine or exposure to light.

The impact of mass BCG vaccination necessarily varies with the freqCBncy
of exogenous infection and the proportion of posulation infected in the
community.
accordingly.

The strategy of its apnlication, therefore, has to be adjusted
In countries of the Region with a high level of transmission,

the widest possible coverage with BCG vaccination should be ensured in early

life.

The vaccination programme should cqntinue at least until tuberculosis

has been eliminated as a serious public health problem.

The growing pow-

lation can be reached as part of the vaccination programme through the basic
health staff (e.g. maternal and child healtn and school health).

In order

to maintain the vaccination coverage of the community, a high proportion of
the new population should be covered regularly.
2.3

Assessment of SCG Campaigns
The BCG prozramme should be assessed continuously by sampling so as

to check its operational and technical performance (coverage, potency of
vaccine at the time of injection, post-vaccination allergy, vaccination
lesion), to ensure that it is maintained at the highest possible level.

In countries where BCG vaccination is essential to the effective control of tuberculosis, where cost is of major importance, and where prior
tuberculin testiw r!ould considerably reduce coverage, direct BCG vaccination is recomendedl.

However, before this procedure is a~pliedthroughout

a country, a pilot study should be conducted in order to determine its
acceptability and the age groups in which it will be carried out during
the subsequent country-wide Dragramme.
2.4

Integration of BCG Vaccination Campaigns into Health Services
The WHO Expert Committee on Tuberculosis considered that simultaneous

BCG vaccination and smallpox vaccination can be given in countries where

this will lead to appreciable economic and e~erationalgains.1
The combination of two vaccination campaigns is already a desirable
step towards integration of services for the prevention of disease.

The

further integration into health services is a logical step particularly in
the case of tuberculosis control which has closely interwoven preventive
and curative facets requiring complete integration into health semices at
all levels.

WHO Expert Committee on Tuberculosis, !dHO Tech.Rep.Ser. No.290.

3.

Smallpox Eradication
There is no doubt that smallpox, one of the most devasting ddseases of the

past, can be eradicated in an endemic area if the coverage of the population by
vaccination and regular re-vaccination is as high as possible, preferably 1 m .
Reliable vaccines are available in sufficient quantities.

Even mass vaccina-

tion campaigns in remote or tropical areas are no more a technical problem,
freeze-dried vaccines being available.
In the Eastern Mediterranean Region smallpox is still endemic in Ethiopia,
Pakistan, Saudi Arabia, Somalia, Sudan and Yemen.

The main difficulties in the

eradication of the disease are scattered populations, nomadism,periodic immigration and inadequate coverage of tihe country by basic health services.

The

latter particularly results in inadequate coverage of the population by vaccination and re-vaccination and insufficient surveillance, and maintenance activities.
Pakistan and Sudan are currently launching nation-wide smallpox eradication
proipmmes, requiring employment of additional vaccinators and supervisors to
augment the existing smallpox control staff.

Direction and co-ordination will

require the collaboration of the basic health services which will have to undertake in addition case detection, confirmation of diagnosis, isolation of cases
and surveillance of contacts during the campaign period.

9uring the maintenance

phase of the campaign, orevention of reintroduction of the disease into the
country will be the responsibility of the basic health services.

4.

Campaigns against other Endemic Diseases
Programmes for combating endemic diseases such as venereal diseases, trachoma,

leprosy, parasitic infestation and bilharziasis, are being undertaken in almost
all countries in the Region.

These programmes are mostly being undertaken by

the ministries of health through specialized units, except in the case of leprosy
where voluntary agencies are also participating.
tensive and employ a large staff.

In some cases, they are ex-

These campaigns have been t e forerunners of

organized h e a l t h s e r v i c e s and f a c i l i t i e s i n many countries.

The evolution of

h e a l t h s e r v i c e s i n t h i s manner should be considered a s a n a t u r a l development.
This i s i l l u s t r a t e d by t h e following example:
I n 1955 a programme f o r mass treatment of endemic d i s e a s e s i n t h e two provinces i n t h e United Arab Republic was s t a r t e d .

The objectives of t h e programme

are:
i.

ii.

E f f e c t i v e treatment of a l l infected individuals.
Destruction of vectors of diseases.

Services a r e urovided through moveable wooden shacks, which could be t r a n s f e r r e d from one v i l l a g e t o another.

E3ch u n i t serves about 10 000 persons and

i s s t a f f e d with one doctor, a laboratory techniciac, one a u x i l i a r y nurse, a clerk,

two female attendants, one overseer and four labourers.

The functions of t h e

u n i t are:
i.

ii.

iii.

Complete medical survey of a l l inhabitants.
E f f e c t i v e treatment cf a l l persons a f f e c t e d with endemic d i s e a s e s .
Thorough s a n i t a r y survey of t h e a r e a including water treatment, streams,
uonds and r i c e f i e l d s .

iv.
v.

Vigorous t r e a t m e l t cf infected foc5,
Health education of t n e public.

The programme aims a t treatment of endemic diseases i n a l o c a l i z e d a r e a i n
t h e s h o r t e s t possible time with minimum expense.

On completion of t h e worlr i n

an a r e a t h e u n i t i s s h i f t e d t o another area.
I n 1962 t h e r e were 168 u n i t s i n t h e country.

I n t h e subsequent development

of rural h e a l t h s e r v i c e s t h e functions of these u n i t s have been enlarged t o pro-

vide basic h e a l t h s e r v i c e s and s p e c i f i c s e r v i c e s f o r t h e c o n t r o l of d i s e a s ~ ss ~ c h
a s bilinarzis, tuberculosis, malaria.

5.

Family
Planning
-

Campaigns

Most of t h e countries i n t h e Region a r e engaged i n socio-economic develonme~t,
Some of them, faced with a high r a t e of ~ o p u l a t i o ngrowth, have accented limitntior.
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in increase of their populations as a national policy.
being made zo reduce the present annual birth rates.

Strenuous efforts are
In Pakistan, Tunisia and

the United Arab Republic active measures are being undertaken towards this eld.
The programme organized by the Family Planning Council in Pakistan is the
largest in the Region.

Although the Minister of Health is the chairman of the

Family Planning Council, the programme is under the administration of the Family
Planning Commissioner and the Family Planning Boards in the two provinces on
which the health services are represented.

The magnitude of the programme can

be appreciated by the fact that on 31 March 1967 tine staff employed for this
programme, including those working with the healti:? services and facilities, vras
as follows:

Family Planning
fficersfI'hana
amily Planning
fficers

Medical and paramedical personnel
(including those
employed part-time)

Union Council
secretaries/
Family Planning Assistants

Dais

Agents for
distributiol
of conventioml contraceptives

32 612

51 883

I

Medical

797

II

Para-medical
472

3 325

The family planning programme is very closely related to the maternal and
child health activities in the basic health services.

It vrould be highly

desirable if the single purpose auxiliary workers now being employed in the
family planning campaigns could be given adequate training in other aspects
of maternal and child health work to increase their usefulness to the programme.
The family planning centres then can be used as nuclei for the development of
basic health services to provide comprehensive health services in the future.
Countries with demographically young populations will have to carry on
family planning for at least two or three decades.

The intended repercussions

of family planning on the age structure of a population become apparent only
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after the size of the majority of the reuroductive age groups has been reduced
by family planning.

T'lc jcsirable change of the shape of the "population

nyramld" will take at least the lifetime of a generation, a lifetime of consequent effort.
Experience with other mass campaigns has shou-nthat it is difficult to
maintain a seDarate campaig? over a long period of time, thinking in terms of
twenty to thirty years would logically require the integration of family ~lanning into permanent services which are able to carry the programme over a
longer ueriod of time as part of their normal functions.

This would further-

more mean integration of family nlanning into basic health services as early
as possible in order to avoid unnecessary efforts, costly experiments and
unsatisfactory results.

V.

INTEGRATION OF MASS CAMPAIGNS INTO BASIC HEALTH SERVICES IN TI33 REGION

In the WHO'S Fourtn General Programme of J.!ork Covering a Specific Period
(1967-1971)'

it was stated that "experience has shown that for the success of

mass campaigns it has becn frequently necessary to assimilate their machinery,
with its limited objectives, into the more comprehensive general health services,
wkiicil at times had to be develoned fcr the purDose.

This ir:;egration

of the

mass campaign orga~izetionwithin the general health services facilitates the
extension of these services tr, the peripheral areas of a country and avoids
t;?e centralization whit!,. tends to prevent isrogress in territories with rural
characteristics and a scattered distribution of population.

Health services

should reach the peoole in a constellate pattern of organization, in which
hospit~lsare extended to health centres and healt., units staffed in accordance
with the manpower resources available to provide preventive and curative services
of diminishing organizational complexityN.
The relationship of mass cam~aignsto general health services in countries
of the Region depends on a large number of factors.

Many of these are purelp

technical, but others are economic and administrative in character and are related

'
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to the level of develonment of health services and availability of personnel.
It is therefore, impossible to formulate recommendations which can be asplied
generally in every situation.

Each situation has to be studied separately

and dealt with as a s~ecialcase.
1.

Administrative, Organizational and Tectmical Considerations
1.1

Central Level
Most mass campaigns are being administered by and technically directed

from technical units in the ministries of health at national level and by
malaria eradication boards.

There is a manifest trend to develop vertical

lines of communication and co-ordination between the central and operational
level, with the result that specific disease control programmes have developed, grown and exnanded in relative isolation from one another.

The

tradual integration of health programmes and mass campaigns can be stimulated by establis;:.ingan effective system for co-ordinated health programming and evaluation witi-in the minist~jof health.
In some countries co-ordination committees have been established in
the ministries of health for this Durpose.

This may help in resolving

some of the problems, but it does not lcnd to integration of programmes.
In a number of countries health planniw committees for pre~aring
national health plans, have been estahlished.

Tne responsibilities of

these committees should include integration of projects proposed by the
operating units and preparation of a "comnrehensive rlan" for providing
a total coverage tc the oo~ulationwithin the available technical and
manpower resources.

It should also regularly evaluate the various cro-

grammes of the ministries of health with the object of developin; integrate5
health programmes on regions1 or local basis.
Annual and develonment budgeting is another imnortant administrative
tgol for co-ordinating an3 integratinb various related health programmes
and activities.

Regionalization cf he-lth services at the provincial, regional and
district level would contribute towards total coveragt of the po?ulation
by introducing such limited services which can be provided within the
available national resources for the whole population.

These services

can be extended as and when technical, urofessional and financial resources
permit.
A clear definition of fhnctirns and resqonsibilities of all functiona-

ries involved at tile central, intermediate and peripheral levels is essential for the success of any hcalth urogramme.

The aim should be that tie

formulated programme for the perinheral level should be an integrated comprehensive whole.

This would require prejarati~ncf man-~als,standards

of uerformance and detailed technical guidance.

These management tools

si-~ouldbe revised as frequently as necessary.
The establishment of e~idemiologicalintelligence units at the intcrmediate and central levels can be of great assistance in guidi~y,the various
specialized units at the central level regarding the prevailing health conditions and performance of the services at peripheral and intermediate
levels.

These units would help in improving the efficiency of the health

programmes by appraisal and assessment of field programmes.
Considerable technical and sunervisory work which is now being undertaken by the specialized units at the central level can be more efficiectly
and effectively undertaken by qualified staf; at the intermediate level.
This would give time to the central unit to undertake investigations and
formulate uolicies and programmes in greater details to avoid errors of
ad hoc programme planning.

The respcnsibility for efficient performance of any activity rests vi%i
the constitutod authority in the government and all authority flows from it,.
If adequate delegation to lowei. echelons is not made, all decisions, technical as well as administrative, financial and legal, shall have to be made by
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the central authority

This is perhaps one of the many reasons for the

slow devcloument of basic health services in some of the countries of the
Region.

On the other hand malaria eradication boards or organizations

have been allowed edministrative and financial powers which have so far
%een denied to regular health services.

It can, therefore, be argued

that the successful development of the malaria eradication cam~aignscan
largely be attributed directly to the delegation of authority t,o the
Boards for decision-making and of authority to implement these decisions.
In view of tnis experience it is recommended that the governments of
the Region consider the question of decentralization of authority commensurate with res.nonsibilitiesto various levels in the ministry of health.
This would go a lor.; :%layin im:croving the teck?ical and administrative
ef'ficiency of integrated health services.
The finaccial needs of various health programmes vary a great deal.
Some of the programmes which are labour intensive, such as malaria eradication (in the attack nhase), building of water supplies and sanitation crnjects, which employ large unskilled labour, require a certain degree of
financial autonomy to facilitate the payment to labourers and to obtain
material.

It has been observed in some of the countries of the Region

that the existing financial regulations are sometimes a hindrance to the
successful execution of health programmes because the staff at the intermediate level does not have the authority tc rurchase services, goods,
medicine, chemicals, etc

.

It would., therefore, be desirable that some

authority under well defined financial rules be given to the staff at the
intermediate level in order to facilitate proper performance of their
functions, and integration of campaigns.
Personnel management policies, like financial rules, affect the morzlc
and performance of the staff employed.

In some cf the campaigns such 2s

malaria a large staff has often becn em?loyed on a temoorzry basis.

There

is no nrogramme for the develspment of a career for them in tlie health
services.

The insecurity of service seriously affects the morale of the

staff and their performance.

It vrould be desirable to establish a system

for absorption of the temporary staff into the permanent health services
according to their qualifications, performance arid professional experience.
The development of an integrated service cedre should not prejudice the
ri8ht of promotion and advancement of the ~ermanentemployees to avoia
discontentment in the services.
The staff at the intermediate level now engaged in a supervisory
capacity in the mass campaigns should be assimilated at the corresponding
level of basic health services.

Most of the supervisory staff are pro-

fessionals or well qualified auxiliaries and further training enabling
them to assume additional responsibilities would not be difficult.

For.

example, malaria me5ical officers, after adequate training in public health,
can effectively be used to assist the district regional health officers in
t"e supervision of smallpox and malaria eradication and family planning
.programmes.

In the same manner, entomologists can be given additional

training to participate in other parasitic disease control programmes.
The laboratory technicieqs ~micro~ocpietn)
in the malaria programme, after
the necessary additional training, can help in strengthening the clinical
laboratories at tile peripheral units or the centi~lpublic health laboratories where they can assis-tin the maintenance phase qf malaria eradication
programes and in passive case detection.

The qualified sanitarians

employed in the malaria eradication programme would of course be helpful
in supervising the environmental sanitation programmes at large in the
area.
1.2

-

Intermediate Level

A core of personnel capable of providing a combination of different

skills and experience and able to direct and guide the operhtions and organization of all aspects of basic health services, including mass camnaign

activities should be avallzble at tile ir.termediate level.

They should he

able to undertake evaluation and appraisal of local programmes and epideminlo;,ical studies.

They should be ca~ableof maintaining regular, refres:!er

and in-service training programmes for all staff.

The senior professional

staff required at this level vrould include medical officers, sanitarians,
specialist staff for malaria, tuberculosis, nublic health, maternal and
child health, nursing, environmental health and health education.
health laboratory services should also be availeble.

Public

The referral h o w i t a s

in the area should !.or-k in close collaboration with the administrative a:?'
technical staff of ti:!is

level.

All the personnel should be responsible to

the medical officer in charge of the programme at this level.

This officcr

should have the necessary delegation cf authority under the various nrovisions of administrative, legal and financial laws to enable him to dischargchis responsibilities in a satisfactory manner.
At present the auxiliary workers in mass camnaigns are being closely
supervised by professional or by other highly specialized staff, which is
necessary to maintain efficiency.

It would be necessary to maintain this

supervisicn from the intermediate level after the integration of campaigns.
The basic health worl;ers shall have to be sa?>ervisedby various categories
of professional staff such as sanitarians, qualiPied midwives, malaria
sunervisors and others who are adequately prepared for undertaking this
work under the overall direction of a qualified public health officer.
Supervision and guidance in the field involves considerable travel
to the peripheral units.

It would be necessary to maintain transport,

su~pliesand logistic sup~ortwhich have been organized for malaria eradication and other camnaigns.
1.3

Peripheral Level

The ultimatc aim cf basic health services is to provide cornnrehensive care -kc. iilclude matern-1 and child ccre, control cf c9mrnunicnble
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diseases and curative services.

l'hile all these could not be provided

to the desircd extent in the immediate future, in some of the countries
the integration of mass campaigns such as malaria and smallpox eradication, family planning and basic health services would provide a method
whereby at least a modicum of preventive and curative care could be
given in a rapid and effective way to the whole community.
A major advantage to the basic health services in integrating,

for example, malaria and basic health services at peripheral level
would be "total domiciliary coveraget'by regular and continued visiting
of every household in former malarious areas.

Integraticn of the

various mass campaigns with basic health services would ~rovideomortunities for expansion of community health care services by i n c r e a s i ~
population coverage, epidemiological intelligence for control of other
diseases and personnel to undertake other health programmes.
The integrated health services shall have to concentrate on the
following:
i.
ii.
iii.
iv.

m~leriaand smallpox vigilance,
health intelligence,
control of communicable diseases,
immunization and participation in immunization programmes
such as BCG, etc.

v.

health education within the limited scope of functions
includiri education sani-tarypractices,

vi.
vii.

elementary medical aid within the scope of functions,
simple maternity services and family planning activities
where this has been accepted as a government policy.

1.3.2

Population Coverage and
--

Workload

The basic health services units at +.he peri:>heral level should
have a well defined population to be served.

The number of this

~opulationwould deped apon worXlosd and local conditions.

It may

be necessary to undertake integration and co-ordination studies of an
,I

operational research" type in selected pilot areas in each country.

These studies ;iould determine the workload, population coverage and
functions which can be effectively performed after integration by the
various categories of workers engaged in the various campaigns.
The additional training required by the various categories of
personnel naturally will depend upon their educational background and
the work which is expected of them.

The concept of additional work

does not mean that the worker who is fully occupied is to be given
work in addition to that in which he is fully occupied

It only

means that his responsibilities would be increased and the workload
consequently adjusted.
1.3.5

Tralning of Mass Campaign and Basic Health Services Staff
It would be necessary to establish programmes for re-trainin3

of workers <>rhocan be trained to undertake additional activities.
The training programmes would involve'
i.
ii.
iii.

Auxiliary workers engaged in mass campaigns.
Auxiliary workers engaged in basic health services.
Professional staff engaged in mass campaigns and basic
healti: services.

Arranz-m-nts regarding the training of the various categories
would depend ugon local circumstances.

The training can be given

progressively tliro~ighseveral exposures to formal education at intervas
or by organizing special courses of sufficient duration for this purnose.
The period of training would depend unon how long the i.;orkers could be
spared from their jobs, as well as on the nature of the skills in which
they are to be trained.
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The senior auxiliaries in rr~alariaprogrammes could be provided
with formal professional training to perform their extended responsibilities in relation to the basic health services.
2.

Integration of Specific
--- Mass Campaigns with Basic Health Services
2.1

Malaria Eradication
The present role of health services? Experience in countries of tile

Region during the j?ast six years shows that there was a healthy steady trend
towards increased invc~.vemer:t of basic health services
health centres, haspitals

-

-

dispensaries,

in the detection of malarial parasite terriers.

The vigilance activities carried out by t h e health services in Jordan end
Lebanon in the areas which are under the maintenance phase were able to
maintain the achieved eradication.

In the last two years a number of

imported cases have been detected in these countries, but no secondary
cases occurred due to timely detection and elimination of potential P a m site carriers.
In order to maintain the results achieved an? the efficiency of the
prolramme, the follofling requirements are considered necessary befi;re integration of malaria eradication services with basic heal.th services coul& b e
successfully implemmted:
i.

Total population coverage in regard to space and time-domiciliamf
visits at a minimal rate of one per month and passive detectim
includirg nresumptive treatmect.

ii.

Speedy confirmation by the laboratory.

iii.

Adequate means for treatment of cases.

iv.
v.

Follow-uc of cases.
Existence at different levels of skilled personnel to prevent s,~rea-?
and to deal with focal outbreaks.

vi.
vii.

Adequate communication between the peri~heraland other echelons.
Adequate supervision at all levels.
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Further, the fir,,l

,.i,,,A~tio,.

the consolidation nhase.

she..:' r.3t take place before the end of

It should be in the maintenance phase.

In Tucisia and the United Arab Republic which have a well levelo~ed
network of peripheral health services, all phases of the malaria eradication can be successfully undertaken through the existing netwcrk of basic
health services.

Tiie services will of course have to be augmented by

additional trained i.crsonr?l, specialized supervisory staff and logistic
support which are considered necessary for the success of malaria eradication.
In Iran, Iraq, Jor$an, Syrian Arab Republic and Pakistan, where malaria
eradication camnaigns are in advanced stages in some areas, development of
integrated health services should be considered under the following auspices:
i.

Priority should be given to those areas which are in the maintenarce ghase.

ii.

The basic health services siiould carry out continued vigilance
against malaria as a priority.

iii.

They should assume a broader scope to undertake wider programmes
of cornunity care after intepration of all ot1.ar campaigns such
as family ulanning, smalloox eradication, etc.

In Saudi Arabia, Somalia and Yemen, where a malaria eradication progranune is not beix undertaken and the network of basic health services is
not very extensively developed, malaria control activities will have to be
limited to measures for treatment of diagnosed cases, and to local malaria
control measures.

In the Sudan, where it may be difficult to undertake malaria eradication
due to epidemiolo;;icnl, ceographical and demographic reasons, the development
and strengthening cf bsic health services at the ~eripherallevel is being
undertaken prior to

I

full scale malaria. eradicetion si-ag--rr=n,-.

2.2

Smallpox Eradication
Smallpox vaccination has been undertaken systematically for a long time

in most countries of the Region.

In some countries, the staff at peri-

pheral health units is already engaged in smallpox vaccination.

In deve-

loping programmes for its eradication in Pakistan and Sudan, the basic
health services at the periwheral level have an important role to play.
The implementation of small~oxeradication programmes would be greatly
facilitated if they were integrated at the earliest nossible stage in basic
health services.

In fsct, most of the activities involved by such pr3-

grammes in their various 9,Liases (preparatory, attack and maintenance) could
be carried out by tlhe personnel of these services to get he^ rrith their other
duties.
During the pre-mratory phase, the basic health services could provide
information regarding number of villages and po?ulation, existing transport
and refrigeration facilities, etc., needed by the smallpox eradication rrsgramme in this phase.

They could als? ensure the training of the vaccina-

tors required to carry out the project.
During the attl-clr phase the basic health services
to ensure a good coverage of the population

- if enough developed

could carry out vaccination

and/or revaccination of tine whole ptipulation.
blhen the necessity of vaccination has been pr~perlyemphasized throvg:~
effective and far-reaching health education activities, vaccination coul3 he
carried out by the local health centres, health stations, MCH clinics, etc.
In tininly populated areas with widespread populations, mobile units
could be established to carry the campaign from village to village.
During the maintenance phase, the basic health services would be responsible for:
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i.

vaccination qf che new-born (in PICE clinics or any other static
health centre or health station);

ii.
iii.

vaccination of immigrants and newcomers;
gradual revaccination of the whole oopulation at three to four years
interval.

Surveillance activities, which are of major importance for the success
of any smallpox erad-icationprogramme, could not be carried out without the
active participation of the basic health services.

Such activities in-

clude:
i.

Regular and prompt reporting of smallpox cases and deaths to the
higher structural level.

Minimum information needed (name, sex,

age, place of residence) could be recorded easily even by low-level
health auxiliaries vrhile ~erformingtheir routine duties;
ii.

Case finling.

Smallnox being highly contagious, the presence of

one case normally indicates that more cases have already occurrec'
or are liable to occur in the future.

The task of the basic

health services would be to spot the unknown cases in order to
eliminate the source of infection:
iii.
iv.

Strict isolation of cases and active surveillance of their contacts:
Treatment and hospitalization of cases.

As to assessment activities, aimed at ascertaining proper vaccinaticn
coverage and vaccine potency through examination of sample population groups,
they could be carried out in a supervisory capacity by higher level staff a-t
the intermediate level of the basic health services (if available), after
receiving adequate training.
2.3

Tuberculosis
The control of tuberculosis should be considered in relation with

?tier

community health problems and as far as possible should bc planned an3 ors?nized as an integral part of a comorehensive health service.

Facilities f-r

diagnosis and ambulatory treatment should bc extended.

After careful

analysis of technical and logistic problems in a BCG immunization campaign,
it is recornended that the BCG vaccination programme be integrated with
the basic health services.

It is realized that in view of the ~roblems

involved in storage and distribution of BCG vaccine the integration, t~
begin with, would be limited to areas where well developed peripheral basic
health services exist.

It could, however, be introduced immediately in

the institutions in urban areas, where necessary facilities for storage of
vaccine exist and personnel for training in BCG technique are available.

2.4 Family Planning
Some of the staff engr-ged in the family planning campaiy are already
working in collaboration with maternal and child health centres and maternal
and child health clepartments in hospitals.

There is still a very large

number who are worklr~in relative isolation from the basic health services,
particularly in rural areas.

Iitilization of the female workers (dais)

engaged in the camneign for extending midwifery services and care of the
infants would considerably increase their usefulness.

It will of course

be necessary to re-train them for this purpose in simple 3idwifery and child
health care methods.
VI.

SUMMARY AND CONCLUSIONS

1.

To approach urging health problems on a co'mtrywide scale in this Region and

in particular to combat certain devastating diseases, mass oampaigns have b e ~ nand
are still being developed as relatively autonomous crganizations within or besides
existing health services.
2.

Mass campaigns have their advantages and disadvantages.

They permit a uni-

form, speedy, consolidated.and efficient approach to one specific health problem.
On the other hand they absorb funds, personnel and facilities at times to the
detriment of a sound development of general health services even leading towards
uneconomical duplication of efforts.
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3.

./2

Ideally even mejor healin p2.ugramrnes sliuuld. be borne by tne technical and

administrative framework of basic health services.

In case this framework has

not yet been sufficiently developed, the compromise of a separate and autonomous
campaign has to be accepted.
4.

Such compromise should, however, be accepted only with a view t~wardsthe

ultimate aim of integrating the separate health programme, e.g. a mass campaign,
into the basic health services as early as feasible.

5.

Mass campaigns, particularly in their later stages, would benefit from their

integration into basic health services.

The development of basic health ser-

vices on the other hand can draw considerable benefit from the manpower and
material resources of mass campaigns.

This mutual benefit would lead to bettcr

utilization of funds and manpower, and last but not least, to the improvement 31
the services rendered.

6.

Integration as a continuous functional process has planning and operational

facets.

When and where immediate operational integration of mass campaigns intc

basic health services is not yet feasible, integraticn should be planned simultaneously with the planning of the campaign and of basic health services.

7.

The countrywide @lafining ai; Che cenLrai ievel of administration of integratim

of mass campaigns into basic health services appears to be of particular importanci.
The supreme planning aut:?ority will be concerned if and when departments other
than health are involved.

The planning of the different stages of integration

at the various administ~ativelevels, the budgetary and manpower requirements as
well as the onerational implementation and the required programme for the trzining of personnel will have to be considered at this level.

8.

The intermediate level of administration (wrovincial, regional, district)

with its manifold ramifications will have tc assist in the overall planning by
pinpointing technical and administrative requirements and devising means and ways
of practical implementation of integration.

Main concern at t12s level, however,

will have to be the oneratio,,&

i~.'gieme~l!,stionaccording to nlan and ths continuous

supervision and evaluatisn of operations.

9.

Actual implementation of operations and the required co-ordination of inte-

grated services will have to be executed at the local level.

It is at this

operational level, at the frontline, that the battle against disease is won or
lost.

Therefore the whole machinery of planning and administration at all

levels should serve actual operations and should be geared towards integration
of mass campaign services into basic health services at local level.
10. As to the question when integration of mass campaigns into basic health
services should preferably take place the answer should be:

as soon as feasible

and if the required technicel and administrative criteria can he m t .

If local

conditions do not permit immediate operational integration, the planning of
integration should direct the further development of the services concerned.
This would also apply to the integration of mass campaigns already in full
operation, e.g.

malaria eradication campaigns.

11.. Another major obstacle towards successful integration of mass campaigns

into basic health services is the general scarcity in the Region of adequately
trained medical and auxiliary ?ersonnel

Plannine of integration would there-

fore also mean plannir~of broad-scale and long-term training and re-training
programmes.
12.

No country, well developed or still developing, rich or of limited resources,

can afford to continue spending considerable pro~ortionsof the health budget for
the financing of costly mass camnaigns consequently slowing down the prouer development of its basic health services.

Pooling of services, :jf available re-

sources, of manpower and efforts, as economically and as early as possible, is
the answer to the question of integration of mass campaigns into basic health
services.

