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EXECUTIVE SUMMARY 

Communicable diseases are still at the forefront of major health problems in the Region 
despite the availability of proven successful intervention measures. This is particularly true in 
countries afflicted by poverty, civil strife and disaster. The main cause of the failure to achieve 
better results in control efforts lies in the prevailing vertical approach of these efforts. The 
vertical approach succeeds when resources, both financial and human, are abundant, and this 
is not the case in most countries of the Region. A more comprehensive and holistic approach, 
an integrated approach, is needed. 

Integrated disease control is the merging of resources, services and interventions at 
various levels and between sectors to improve health outcome. The integrated approach is 
applicable even if the diseases are dissimilar, as it combines the common, or cross-cutting, 
aspects of disease control, such as surveillance systems; drug distribution and monitoring 
systems; training and continuing education; diagnosis, treatment and patient referral systems; 
infection control and antimicrobial resistance containment systems; operational research; and 
advocacy. It promotes a more equitable distribution and optimal use of health resources to 
alleviate the disease burden and suffering of the population and is in line with building the 
health system on the basis of primary health care. 

In order to be successful, application of the integrated approach in communicable 
diseases control will have to address several major challenges, including gaining essential 
support, identifying the problems facing implementation and developing the appropriate 
solutions, setting priorities for the integration process and making sure that the integration 
process will not lead to delays in achieving the global, regional or local targets of specific 
disease prevention and control programmes. 

The Regional Office has developed the framework of a regional strategy for integrated 
disease control, the four pillars of which are: political commitment, integrating cross-cutting 
activities, scaling-up disease-specific control activities and developing synergy of the 
managerial process. It is an approach that will lead to better use of resources, wider coverage 
of intervention strategies and avoidance of duplication in efforts. Practical steps for the 
implementation of this approach have also been developed; the main steps are developing an 
essential package of services and developing the necessary human and financial resources. 
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1. INTRODUCTION 

According to the World Health Report 200l, each year 1.3 million people die of 
communicable diseases in the Eastern Mediterranean Region. The report also reveals that 
communicable diseases account for 32% of the total disease burden, measured in disability
adjusted life years (DALYs), in the Region. The problem is much more acute in countries 
afflicted by poverty, civil strife and disaster. The correlation [between communicable diseases 
and lack of socioeconomic development has been proven to be strong, to the misfortune of the 
afflicted communities. 

This is still the case despite the availability of highly successful interventions and the 
tremendous progress in public health witnessed in the past century. Every year, around 
200 000 deaths in the Region occur as a result of childhood vaccine-preventable diseases; 
80 000 deaths are estimated to be due to measles alone. Around 200 000 people die each year 
from two curable diseases, tuberculosis and malaria. Some of the diseases still afflicting 
populations in the Region have been eliminated, or are rarely heard of any more, in the 
developed world. 

Does this mean that the war against communicable diseases is being lost in the Region? 
The answer is definitely not. Success in control of specific communicable diseases has been 
achieved in several countries, and hundreds of thousands of lives have been saved as a result 
of effective programmes. However, the war is not being won, either. There is now a stalemate, 
a situation which is unacceptable, particularly when the Region is faced with an increasing 
burden of a group of diseases more difficult to control, i.e. chronic noncommunicable 
diseases. The Region is entering an era of double disease burden, and what has been done so 
far to reduce the burden of communicable diseases is both insufficient and inadequate. 

Conventional responses to communicable diseases cannot break the stalemate, 
particularly in the countries hard-hit with communicable diseases. Intervention tools should 
be used for a more effective response that makes the best use of available resources to 
improve the outcome of programmes. Large-scale disease-specific control programmes, 
which are managed through a vertical approach, have produced success, particularly in 
affluent countries and when supported by big donors; however, they have proven to be 
expensive, difficult to sustain and lacking in community involvement. These are considerable 
constraints for such programmes, particularly in resource-poor, hard-hit countries. 
Accordingly, the problem of communicable diseases must be addressed through a 
comprehensive and feasible strategic plan built on the concept of integrated disease control. 

2. CONCEPT, RATIONALE, CONCERNS AND CHALLENGES 

Integrated disease control is the merging of resources, services and interventions at 
various levels and between sectors to improve health outcome. The integrated approach is 
applicable even if the diseases are dissimilar, as it combines the common, or cross-cutting, 
aspects of disease control, such as surveillance systems; drug distribution and monitoring 
systems; training and continuing education; diagnosis, treatment and patient referral systems; 
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infection control and antimicrobial resistance containment systems; operational research; and 
advocacy. 

The concept of integrated disease control was introduced after the 1978 Conference on 
Primary Health Care in Alma-Ata, to promote primary health care and community-based 
health management. The rationale behind this concept is that an integrated approach to 
disease control will: 

• enable pooling of resources 
• ensure high quality response 
• improve the efficiency and effectiveness of the disease control system 
• enhance the skill and responsibility of staff to deliver comprehensive care 
• help populations to manage their health in a better way. 

The integrated disease approach will promote a more equitable distribution and optimal 
use of health resources to alleviate disease burden and suffering of the population. It is in line 
with building the health system on the basis of primary health care, and various models show 
that where such a system operates satisfactorily, the cost-effectiveness of an integrated 
approach is maximal. 

However, there are several concerns regarding the application of the integrated 
approach in the current setting of health systems in countries of the Region. The main 
concerns may be summarized as follows. 

• In many countries of countries of the Region, disease prevention and control activities 
are managed through vertical programmes using dedicated staff to provide specific 
services. These programmes are so well established that programme managers and 
senior personnel in ministries of health may resist any move for change towards 
integration, fearing erosion of authority and resources with subsequent negative effects 
on the programmes. 

• Several vertical disease control and prevention programmes are donor-driven. Donors 
may be reluctant to support a change towards integration as this policy might prolong 
their commitment and lead to loss in their effectiveness and accountability. 

• Several countries suffer from a poor health system infrastructure, particularly the 
peripheral health services. There is concern that integration will put more pressure on an 
already overloaded health system. Overload of the multipurpose health worker is 
already well documented in several countries in the Region, particularly those in a 
situation of complex emergency. 

• Application of the integrated approach requires strong managerial capacity within the 
health system, while several countries suffer from weak administrative capacity at the 
various levels of this system. Some countries may regard the reorganization process as 
too complex, or may not have the national capacity to develop and manage integrated 
programmes. 
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• In some instances, integration that is poorly applied may lead to the dismantling of 
disease-specific programmes, with disastrous results. Consequently, there is fear that 
valuable resources may be taken away from successful programmes dealing with 
priority diseases, leading to a reduction in the activities of such programmes. 

• Political will and motivation to change from a well-established concept to a new 
concept that calls for stronger managerial capacity and re-organization of a system may 
be a crucial concern that needs to be addressed from the beginning. 

In order to be successful, application of the integrated approach in communicable 
diseases control will have to address several major challenges. 

• Gaining essential support for the concept and process through well-planned 
advocacy/marketing activities. Support should be sought across all levels in the health 
sector, other relevant sectors and the community. Particular attention needs to be 
directed towards gaining the support of development agencies and other donors for this 
approach. 

• Identifying the problems facing implementation of the integrated approach at the policy, 
managerial and service delivery levels and developing the appropriate solutions to these 
problems, taking into consideration the developmental stage of the health system and 
current efforts for its reform. 

• Setting priorities for the integration process so that synergy between programmes for 
specific disease prevention and control is possible while the special needs of certain 
programmes are recognized. Identification of cross-cutting acti vities in communicable 
disease prevention and control, as well as general support activities where integration is 
feasible and needed, is of particular importance for a successful integration process. 

• Making sure that the integration process will not lead to delays in achieving the global, 
regional or local targets of specific disease prevention and control programmes. On the 
contrary, the integration process should take into account the need to scale up certain 
disease-specific control activities without creating more vertical programmes but with 
better use of available resources. 

3. STRATEGIC FRAMEWORK 

Background 

During the past year, the Division of Communicable Disease Control at EMRO, in 
collaboration with staff at country offices and colleagues from several countries working in 
the field of communicable disease control at national level, held discussions and undertook 
integrated field missions to several countries, with the aim of developing a framework for a 
regional strategy on integrated communicable disease control. It was agreed that such a 
strategy should also include a set of essential steps for applying the integrated approach in a 
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simple and practical way in order to assist countries in developing national plans of action for 
short- and long-term practices. It was also agreed that the framework and the practical steps to 
put it into action should take into consideration the concerns and challenges mentioned above. 
Out of these discussions the following framework was developed. 

Framework of the Regional Strategy for Integrated Disease Control 

1. Political commitment. The integration process cannot start without the existence of 
strong political will that is both action-oriented and sustained. Commitment at decision
making levels within the health sector, both public and private, and in other relevant 
sectors is an important basis for initiating the process, overcoming reluctance and 
resistance by vertically minded programme directors and allocating the necessary 
financial resources. Integration requires reorganization of the existing structures to 
accommodate the new approach. Countries undergoing health sector reform need to 
adopt this approach, and the concept of integration should be built into the reform 
process. 

2. Integrating cross-cutting control activities. There are common aspects of disease control 
that cut across disease-specific control programmes. These acti vities are being repeated 
by the different programmes, leading to overload of work and loss of valuable 
resources. Integrating these activities is not only feasible but is also the most cost
effective approach to their implementation. These cross-cutting control activities are: 

Communicable disease surveillance. Surveillance is an essential tool for 
communicable disease control. It is used for prioritization, decision-making, 
planning, implementation, monitoring and evaluation of communicable disease 
control programmes. Surveillance is also a tool for prediction, forecasting and 
early detection of epidemics. Surveillance activities are more or less the same for 
most diseases, and an integrated disease surveillance system will minimize cost, 
improve overall efficiency, reduce the burden on data sources and concentrate the 
focus on priorities. Integrated disease surveillance (IDS) is now the accepted 
approach for revising and upgrading surveillance systems in countries of the 
Region. 

Epidemic preparedness and response. Establishment of an early warning system, 
an epidemic preparedness plan with contingency stock and a rapid response 
capacity are essential for mitigating the impact of epidemics. All these activities 
are common and one system is needed for their implementation. Such systems are 
being developed in several countries of the Region which are in a situation of 
complex emergency. 

Infection control and containment of antimicrobial resistance. These are major 
issues in most countries of the Region. Both issues require measures that are 
common for almost all diseases. Infection control of high quality will playa major 
role in preventing the spread of infectious agents in health settings and in the 
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community at large, while containment of antimicrobial resistance will address a 
major threat to the control of communicable diseases in general. 

Training/capacity buildinglhuman resources development. Use of an integrated 
approach in capacity building will ensure the optimum utilization of human 
resources and the availability of competent staff at all levels of the health system 
with adequate managerial skills, good public health perceptions and basic 
epidemiological skills. Current training programmes on communicable diseases 
suffer from overlapping, repetition and loss of resources. In spite of efforts to 
coordinate communicable disease training programmes, it is still customary for 
disease-specific programmes to conduct training according to a vertical approach, 
even in areas which are common to all communicable disease programmes such 
as managerial skills, programme development, basic epidemiology and 
surveillance. 

Health education and advocacy. Health messages for disease-specific control 
programmes might be similar in many situations, particularly when the mode of 
transmission is similar or common preventive measures are applicable. Integrating 
health education efforts makes dealing with the media and using available 
resources more efficient and productive. Social mobilization campaigns, when 
conducted properly, are essential for the successful implementation of an 
intervention strategy. However, such campaigns are exhausting and if conducted 
repeatedly (e.g. for each disease-specific programme) may defeat their purpose by 
over-saturating the community. Accordingly, mobilization efforts should try to 
cover common aspects of communicable diseases. Coordinated and combined 
advocacy for communicable disease control is much more proactive and 
productive than disease-specific advocacy. Coordination of activities in the field 
of advocacy should lead to the formation of one Interagency Coordinating 
Committee (IACC) for communicable diseases. 

Operational research. The Regional Office has effectively promoted operational 
research on specific communicable diseases through the EMROITDR* Small 
Grants Scheme since 1992. This scheme was revised recently to include other 
communicable diseases and to promote the integrated approach in designing and 
conducting control-oriented operational research in communicable diseases. 

3. Scaling up disease-specific control activities. The integrated approach is expected to 
lead to better use of resources and avoidance of duplication in efforts. It will have a 
positive impact on the development of the health system, particularly in the periphery, 
and hence result in wider coverage of intervention strategies. It should not lead to 
disruption in the main thrust of programmes already proven to be successful, and 
accordingly all disease-specific programmes should attain their global and regional 

• TOR: UNOP-World Bank-WHO Special Programme for Research and Training in Tropical Diseases 
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targets. Routine immunization should achieve higher coverage rates, close to 100%. 
DOTS should be made available to all populations in the Region. Malaria control 
strategies should reach all areas where the disease is present. Scaling-up does not mean 
creating more or bigger programmes, but consists rather of re-grouping existing 
communicable disease programmes so that they are more streamlined and 
comprehensive. In this way it will be possible to achieve a broad spectrum of objectives 
for certain groups of diseases, such as vector-borne diseases (e.g. malaria, leishmaniasis, 
Rift Valley fever), food-borne diseases and zoonotics. 

4. Developing synergy of the managerial process. Synergy of the managerial process, 
including planning, budgeting, implementing, monitoring and evaluation, is essential to 
the success of the integrated approach. It is crucial that all activities in communicable 
disease control are coordinated under one leadership that provides objective guidance 
and assumes accountability. Integration requires strengthening the public health 
infrastructure and referral system, defining responsibilities of health workers at each 
level; making supervision supportive and problem-solving; maximizing intrasectoral 
and intersectoral collaboration; and above all, ensuring community involvement. 

4. PRACTICAL STEPS FOR APPLICATION 

Application of the strategic framework for integrated disease control will not follow a 
single formula. There is still much to be learned about the practice of integrating, coordinating 
or merging programmes and activities. However, the experience gained from the initiation of 
the process in several countries can provide guidance on how to implement the integrated 
approach in different situations. Proposed practical steps for application of the strategic 
framework of integration are as follows. 

1. Political commitment for the whole process of integration should be action-oriented. 
This can be expressed by several actions including the following: 

A clear statement by Ministry of Health expressing its desire to use the integrated 
approach in communicable disease control. 

Reorganization of the health structure with a clear statement of responsibilities 
and functions of health workers at each level. The organization should take into 
consideration the creation of one strong leadership for the integration process. 

Reallocation of resources, particularly financial, and development of an 
appropriate financing system. 

Clear protocol for effective cooperation within the health sector and among 
relevant sectors. 

A practical invitation for community participation in this process. 
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Development of the needed partnership by fonning one Interagency Coordination 
Committee (IACC) to support the process of integration of communicable disease 
control at the country level. 

2. Setting priorities. Well-targeted integrated disease control focusing on priority problems 
will have a greater impact than an overstretched control agenda. Accordingly, one of the 
early steps in implementating the new approach is to conduct a realistic situation 
analysis of the communicable disease burden in the country and to identify the priority 
diseases. The main criteria for identifying priority diseases is the burden of the disease 
as measured by its morbidity, mortality and disability; the availability of proven and 
feasible intervention strategies to prevent and control it; its epidemic and reemerging 
potential; and whether it is targeted for international or regional specific control 
objectives. Priority-setting is not an easy task; lists may differ among countries and are 
usually established through a comprehensive in-depth review of the epidemiological 
situation in each country, and sometimes in different localities within the same country. 
The selection procedure of the priority list of communicable diseases should be 
exercised through a well organized review and should take into consideration, in 
addition to the above-mentioned criteria, the availability of resources, both human and 
financial, and the capacity of the health sector to initiate action as well as the current 
control programmes with their strong and weak points. The consent of the community 
and its leaders should be sought for the support of this list. The length of the list of 
priority diseases depends on several factors and as such will differ among countries. The 
shortest list would be expected in countries in a situation of complex emergency and 
with few resources. 

3. Development of an essential package of services for the prevention and control of 
priority diseases. Most activities for the prevention and control of communicable 
disease depend on the health services delivered at the periphery, where the. first contact 
between the patient and the health system occurs. The multipurpose peripheral health 
worker, whether a community health worker or a physician, is the real implementer of 
the integrated approach. Other levels are mainly responsible for coordination, 
supervision and guidance. Accordingly, one of the main practical steps for application of 
the integrated approach is to develop an essential package of services for the prevention 
and control of priority diseases which should be delivered by the primary health worker 
under all conditions. The package would consist of simple, clear, accurate and 
technically sound guidelines on what the health workers should do for these diseases 
regarding diagnosis, reporting, management of cases, referral of patients, and measures 
to be taken for contacts and the community at large. It would also include interventions 
directed towards the environment. Although such packages might be developed in the 
form of a generic prototype (e.g. the IMCI prototype), they should always be adapted to 
the local situation, taking into consideration available resources and the level of training 
of the peripheral health worker. The package should focus on essential services rather 
than simply include all the services required by the vertical approach. Such a package is 
intended not to increase the load of the health worker but to relieve the worker from 
redundant activities. The introduction of integrated disease surveillance, for example, 
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has relieved the primary health worker from spending time collecting data and filling in 
unnecessary forms. 

4. Capacity-building. The development of human resources needed for implementation of 
the integrated approach may take several directions depending on the performance 
expected at each health care level. Strengthening or introducing epidemiological as well 
as managerial know ledge and skills is needed for workers at the central and 
intermediate level. However, the main direction is to train peripheral health workers on 
the essential package. In developing training materials for this package, steps should be 
taken to ensure that the integrated approach is always prominent and to guard against 
the old style of compartmentalized disease-specific training to which workers were 
previously exposed. In addition, the training modules should be developed in such a 
way to be used for reference purposes as well once the training has been accomplished. 
Training on the package will be more difficult in countries and localities where the 
vertical disease-specific programmes are deeply rooted; this issue may require special 
attention when developing the training courses. Training should be a continuous rather 
than one-time process and should be based mainly on assessment of worker 
performance and need. 

5. Strengthening supportive activities. Supportive activities include supervision, laboratory 
and logistics. Supervision plays a major role in ensuring that workers are able to 
perform their duties with the expected quality. Workers need to understand their new 
roles in order to carry out the tasks effectively, and supervision needs to be supportive 
and problem-solving. Laboratory backup is essential in communicable disease control; 
this will include the ability to perform simple tests in the periphery or the availability of 
an efficient sample referral mechanism with good support from higher levels in the 
system. A good logistics system is also important to ensure availability of essential 
supplies (e.g. vaccines, syringes, drugs). Lack of supplies or periodic interruptions 
might have serious implications on several interventions in the essential package. 

6. Community participation. The integrated approach is community-oriented. It empowers 
communities to implement sustainable preventive and control measures such as 
environmental management, distribution of impregnated bednets and dissemination of 
information. Almost all preventive and control measures require for their success the 
consent of the community and its active participation. Currently this is sought through 
social mobilization campaigns done for specific aims at a definite point in time, e.g. 
social mobilization campaigns for national immunization days. Enthusiasm for 
community involvement often dwindles afterwards until another specific activity arises 
again. A more sustainable and active role for the community is needed for the success of 
the integrated approach to communicable diseases control, and this can only be 
achieved if the community is involved in the entire process from the beginning. The role 
and specific actions expected from the community should be clear and simple, and its 
supervisory and monitoring function should be respected. The interaction between the 
health system and the community should be well defined at all levels, based on local 
and national culture 
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7. Appropriate financing. Without sufficient financial resources, the integrated approach 
will fail in achieving its objectives. The public health system will have to reallocate 
resources directed towards specific conununh:able disease programmes In a merging 
process. At the same time, the community should participate, either directly or 
indirectly, in supporting investment in health infrastructure development and in bearing 
the cost of implementing measures directed towards changing hazardous behaviour, 
environmental management and provision of essential supplies. External donors 
currently in favour of disease-specific programmes will need to be well briefed about 
the process, and will be more committed when the first glimpses of success appear. 
Such donors might prefer that the approach be piloted in certain localities, particularly 
in areas in situations of complex emergelKlY. 

8. Supporting operational research. Another step in the application of the integrated 
approach is strengthening operational research on the different issues and challenges 
that face this approach. Research to resolve these issues should be conducted jointly by 
academic and research institutes and communicable disease control programmes in the 
Region. Such research, as proven by the Small Grants Scheme, can be successful and of 
relatively low cost. 

9. Programme evaluation. An evaluation mechanism should be built in from the beginning. 
Indicators that apply to all levels and incorporate a broad range of outcomes by type of 
delivered services should be developed in consideration with the views of the different 
stakeholders. 

S. RECOMMENDATIONS 

5.1 To Member States 

1. Member States should accept the integrated approach in principle and agree to take 
initial steps for its piloting or full-scale implementation when tools are made available. 

2. Member States should take the necessary steps to create one Interagency Coordination 
Committee (or country coordination mechanism) for communicable diseases. 

5.2 ToWHO 

3. The Regional Office should develop a generic prototype for an essential package of 
services, which then will be nationally or locally adapted through joint action by 
countries and the Regional Office. 

4. The Regional Office should develop training modules on the essential package and 
support the efforts of countries to develop and conduct national training of trainers on 
these modules. 

5. The Regional Office should develop the basic tools by the end of 2003 and report 
regularly to the Regional Committee on implementation of integrated disease control in 
the Region. 


