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Annex 4 

RECOMMENDATIONS ARISING OUT OF THE TECHNICAL DISCUSSIONS 
ON INTEGRATED CONTROL OF PRIORITY COMMUNICABLE DISEASES, 

USING PHC  INFRASTRUCTURE^ 

1. Introduction 

Under the chairmanship of Drs Soekaryo, Secretary-General, Ministry 
of Health, Republic of Indonesia, technical discussions were held on 
the "Integrated control of priority communicable diseases, using the 
primary health care infrastructure". Dr Suniti Acharya (Nepal) was 
elected Rapporteur. The annotated agenda approved by the Regional 
Committee was the basis of the discussion, which was planned as 
follows : 

(1) Review of the advantages and disadvantages of 
vertical programmes, and the need for integration; 

(2) Development of a conceptual framework, including the 
concept of integration, primary health care 
infrastructure, operational levels, and the setting 
of priorities and targets for the control of 
rommunicable diseases; 

(3) Review of the dimensions of integration; 

(4) Analysis of constraints; 

( 5 )  Proposals for strategies and their implementation; and 

(6) Formulation of conclusions and recommendations. 

The discussions were aimed at assessing the present situation 
regdrd*rlg the integrated control of priority communicable diseases 
using the primary health care infrastructure in the Member Countries 
of thc WHO South-East Asia Region, the constraints that are being 
faced and the steps and strategies that are being adopted Eor the 
implementation of integrated disease control. 

- - 
l~riginally issued as document SEA/RC38/19, on 26 September 1985. 
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2. Chairman's Opening Address 

In his opening remarks, the Chairman noted that this topic had been 
selected by the thlrty-seventh session of the Regional Committee in 
September 1984 as it was felt that communicable diseases were a 
major health problem in the countries of this region, as regards 
both morbidity and mortality. This was a priority for research and 
was included as one of the essential elements of primary health 
care. Since the control of communicable diseases was being 
implemented as a vertical programme in most countries using a linear 
or fragmented approach, there was clearly a need to promote the 
integration of communicable disease control activities and their 
implementation at the community level. The Chairman emphasized that, 
while the need for integration was quite apparent, the integrated 
control of priority communicable diseases using the primary health 
care infrastructure should be developed in such a way that the 
successes achieved in the past through vertical programmes were not 
compromised. The encouragement of community participation deserved 
to receive the priority attention of the Member Countries, since 
this was a cornerstone of the primary health care approach. The 
methodology of delivering the technology through the primary health 
care approach, with the active participation of the community and 
the cooperation of the non-health sectors, should be given due 
consideration. Innovative approaches to involving the community that 
had been explored successfully in the Member Countries should be 
pursued vigorously and developed further. 

In order to ensure the effective and efficient delivery of 
health services, a satisfactory blend of appropriate technology, 
health services infrastructure and community involvement was 
essential. The Chairman invited the participants to consider the 
issue and to formulate some practical suggestions that could 
facilitate the effective implementation of an approach to the 
integrated control of communicable diseases using the primary health 
care infrastructure. 

3. General Principles for the Integrated Control 
of Priority Communicable Diseases using 
Primary Health Care Infrastructure 

In the 1950.5, vertical programmes for the control of priority 
communicable diseases were launched to counter the high prevalence 
and mortality resulting from some of these diseases. In many 
countries, the health infrastructure was poorly developed. As a 
result, they were unable to control these diseases through their 
existing health infrastructure. In the context of the situation 
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prevailing at that time, the vertical programmes were justified, as 
they were able to achieve reductions in the prevalence of certain 
diseases to a reasonable extent within a short period of time. As is 
well known, remarkable success was achieved in the eradication of 
smallpox through such a programme, although it should be noted that 
this achievement was greatly facilitated by the fact that technology, 
resources and the epidemiology of the disease were highly complemen- 
tary. In the case of most other communicable diseases, however, owing 
to various factors, the available technology could not be applied on 
a scale wide enough to produce an appreciable epidemiological impact. 

The vertical programmes launched during the 1950s were mostly 
supported by external resources. When external resources were 
withdrawn, many countries could not adequately support these 
vertical programmes. The extent of community cooperation was 
encouraging in the initial phases of the vertical programmes, 
chiefly as a result of their dramatic results, but, with the passage 
of time, cooperation tended to dwindle away as the progress of the 
vertical programmes slowed. 

Considering the demerits of the vertical programmes and the 
advantages of the integrated approach, health planners, as early as 
the 19606, contemplated the integrated control of priority 
communicable diseases through the basic health services. However, 
commi~nity participation was not considered as an essential component 
of such activities at that time, and the absence of this key element 
resulted in the inadequate implementation of integrated disease 
control. 

The present concept of the primary health care approach was 
outlined in the Alma-Ata Declaration of 1978. This approach is based 
on the active participation of the cornunity right from the very 
beginning of the planning phase of the control activities. The 
integration of activities for the control of priority communicable 
diseases through primary health care would be particularly suited to 
the concept and practice of primary health care. With the 
achievement of reductions in disease morbidity and mortality, the 
community would tend to participate more and, in course of time, 
would become accustomed to the additional load that would devolve on 
it during the implementation of various disease control programmes. 
The integrated approach would thus be cost-effective. 

Health infrastructure is a vital component for the integrated 
control of priorlty communicable diseases. The integrated approach 
is feasible and economical in a reasonably well developed health 
infrastructure. If the health infrastructure is not adequately 
developed, the integrated approach may disrupt the achlevements made 
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in the control of some communicable diseases - this may be true in 
the case of malaria control activities in some countries, for 
example. In such a situation, the integrated disease control 
strategy may need to be modified. 

Support services, including laboratory facilities, the 
provision of drugs and insecticides, and technical supervision, are 
essential and are important factors to be considered when 
contemplating integration. 

In planning the integrated control of priority communicable 
diseases through the primary health care infrastructure, 
consideration should be given to grouping control activities in a 
cost-effective manner. Activities could be grouped according to 
technol.ogy (e.g., immunization is the technology for the delivery of 
services for all the EPI target diseases), target population (e.g., 
for the control of EPI target diseases, acute respiratory 
infections, diarrhoea1 diseases and tuberculosis, the activities 
could concentrate on children, and could easily be delivered through 
the maternal and child health component of primary health care), or 
control methodology (e.g., vector-borne diseases could be grouped 
together for effective deljvery). Similarly, some activities (e.g., 
health education) that are aimed at the promotion of health and 
prevention of diseases may be similar for different communicable 
diseases; such diseases could be grouped together for the 
cost-effective implementation of control measures. 

4. Present Situation in the Member Countries 

The participants, after discussing the general principles of the 
integrated control of priority communicable diseases using the 
primary health care infrastructure, reviewed the present situation, 
the constraints encountered and the strategies adopted for the 
implementation of integrated control in their countries. It was the 
consensus of opinion that there was no need for a debate for or 
against the concept of and need for an integrated approach. The 
task, therefore, was to develop a clear understanding of what Lo 
integrate, where to integrate and how to integrate. It was stressed 
that integration should be introduced at a measured pace. 

In their comments, the participants focused on the existing 
health infrastructure and its development. In some countries of the 
Region, all the health programmes against communicable diseases had 
already been integrated. It was also evident that many countries 
were tending to integrate more and more vertical programmes in a 
phased manner. 
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During the discussion, it was clarified that the list of 
priority communicable diseases in the South-East Asia Region given 
in the working paper had been determined on the basis of information 
supplied by the Member Countries in response to questionnaires. 

The participants felt that the primary health care approach 
would be successful if appropriate technology, community involvement 
and multisectoral coordination could be fully implemented. 
Programmes for the control of communicable diseases should only be 
integrated after studying the feasibility of such integration 
through experimentation, pilot projects, or research and development 
studies as appropriate to the situations obtaining in individual 
countries. The technological, managerial, social and epidemiological 
aspects should be given due consideration while studying the 
feasibility of integrating communicable disease control programmes. 
It should be ensured that the gains achieved through the existing 
vertical programmes were not disrupted by haphazard integration. 

The group felt that a blend of epidemiological and 
socio-anthropological. approaches should be considered in order to 
improve the delivery of integrated control through the primary 
health care infrastructure. The community should be involved at all 
stages, beginning from the planning stage. The "bottom up" approach 
would be beneficial for the effective delivery of the programme. In 
order to attract community participation, income-generating 
activities and other incentives could be considered. 

5. Issues 

The following issues emerged out of the discussioo: 

(1) While quantified indicators are available to evaluate 
disease control activities, the indicators for 
evaluating the socio-anthropological elements of the 
primary health care approach were not quantifiable. 

(2) The needs expressed by communities are not 
necessarily the same as those determined by technical 
considerations. 

(3) The allocation of priorities among several 
significant health problems may be difficult. 

(4) Within the general principle of encouraging community 
involvement in primary health care, it is necessary 
to develop flexible models to suit local conditions. 
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6. Constraints 

The participants discussed the constraints experienced in their 
countries. The reluctance and resistance of unipurpose health 
workers to undertake multipurpose activities even after retraining, 
was a matter of concern. In the transitlon from unipurpose functions 
to multipurpose functions, the health workers' accountability often 
decreased. 

In general, the community health worker, who is a vital link 
between the community and the health services, tends to show a bias 
for curative activities rather than preventive activities. In some 
cases, the community health worker is overloaded with various 
functions, and this can result in an unsatisfactory performance. A 
high drop-out rate among trained community health workers leads to 
an increased training load. CHWs are also often inadequately 
supervised. Other managerial constraints being faced in the Member 
Countries include: shortages of professional staff at different 
referral levels; inadequate intersectoral and intra-sectoral 
coordination; inadequate coordination with nongovernmental 
organizations and donor agencies; inadequate provision of transport, 
logistics, drugs and insecticides, and inadequacy of funds for 
travel. The manpower constraints faced also include the inadequate 
training of unipurpose workers for multipurpose activities. 

The social constraints include ineffective training and 
orientation in the integrated approach of both the urdpurpose 
workers, owing to their limited academic qualifications, and the 
community, owing to the low lcvelfi of literacy prevailing in many 
Member Countries. The fact that those in the health infrastructure 
are rarely conversant with the application of the 
socio-anthropological approach hinders the development of community 
participation in primary health care. The low levels of hygiene, 
malnutrition and diet in some countries were some of the other 
constraints faced. 

The technical constraints that hinder the efficient 
implementation of the integrated approach include: inadequately 
developed health laboratory services in the peripheral areas, and 
inadequately developed epidemiological services, which made it 
impossible to use the primary health rare approach to carry out 
certain activities that required specialized attention. 

The participants concluded that the most significant of the 
constraints being encountered in this region were managerial and, to 
a lesser extent, financial. 
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7. Strategies 

It was evident from the discussions that many countries were trying 
to overcome the constraints by implementing measures such as the 
ones listed below. 

(1) Training facilities are being augmented in some 
countries in order to train more and better 
multipurpose workers and community health workers. 

(2) In order to reduce the workload of the community 
health workers, some countries have defined a 
specific area of operation, such as ten households, 
for their community health workers. 

(3) Some countries have taken up the integrated approach 
in phases, as resources allow. 

(4) Some countries are training and utilizing influential 
members of the community, such as monks, imams of 
mosques and school teachers, to facilitate community 
participation in disease control programmes. 

(5) In some countries, village committees have been 
started in order to deal with health problems. 

(6) Mobile health teams are being deployed to provide 
sustained health care to scattered populations in 
some countries. 

(7) The involvement of health workers and workers from 
other sectors in cooperative community organizations 
in some countries of the Region has helped in the 
development of primary health care activities, as 
well as facilitating the decision-making process. 

The participants suggested the following for inclusion among 
the basic strategies: 

(1) Development of a clear policy and plan for the 
integrated control of cormnunicable diseases using the 
primary health care infrastructure; 

(2) Development of the health infrastructure at all 
levels; 

(3) Strengthening of the information system for improved 
disease surveillance; 
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(4) Development of appropriate, simple technology; 

(5) Mobilization and reallocation of resources for the 
implementation of the integrated control of 
communicable diseases using the primary health care 
infrastructure (including resources from national, 
international and nongovernmental sources as well as 
from the community itself, in the form of a revolving 
fund, for example); 

(6) Close monitoring, continuous review, and appropriate 
reorientation of strategies; 

(7) Stimulation of community participation in the 
integrated control of communicable diseases. 

8. Recommendations 

(1) The integrated control of priority communicahle 
diseases using the primary health care infrastructure 
is a valld concept and efforts should be made to 
promote it. 

(2) No single formula can be prescribed for all countries 
as regards integration. Each country should decide on 
the method of integration to adopt, taking into 
account the prevailing conditions and resources 
available. 

(3) The areas, levels clod extent to whicti integration is 
feasible in a given health system should be decided 
by each country and will depend upon the existing 
techoological, financial and managerial situation. 

(4) In order to implement integration in a cost-effective 
manner, c-ountries should take stock of available and 
affordable technology, operatjonal capabilities, and 
social factors, and should then design a clear and 
flexible strategy. 

(5) Where there are simple, well-established and 
inexpensive technologies available for use in 
programmes for the control of specific communicahle 
diseases, then priority should he given to the 
integration of these programmes. 
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(6) Political commitment at all levels is important for 
the implementation of the integrated control of 
priority communicable diseases using the primary 
health care infrastructure. This commitment should be 
supported with appropriate resource allocations. 

(7) Community involvement is an important prerequisite 
for sustaining control activities. In order to fulfil 
this prerequisite, the intersectoral and intra- 
sectoral involvement of social scientists and 
economists in the planning of integrated disease 
control programmes should be stimulated. 

(8) Countries should undertake research and development 
studies to operationalize the concept of integration 
keeping in mind that pragmatic approaches should be 
adopted so as not to disrupt programmes that are 
giving recognized benefit in an efficient and 
economic manner. 

(9) The service load of health workers at various levels, 
particularly at community level, should be reviewed 
carefully to create an optimal balance between 
curative and preventive work. 

(10) WHO should support: 

(a) training workshops to strengthen the competence 
of all levels of the health infrastructure in 
disease control activities and to permit the 
exchange of information and experience, 

(b) the development of guidelines for the optimum 
service load of individual health workers, 

(c) research and development, and 

(d) the development of methodology to evaluate 
components of the primary health care approach, 
in particular community involvement, that would 
facilitate the integrated control of 
communicable diseases through the primary health 
care infrastructure. 


