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The following six technical papers are presented as back
ground information for the Representatives who will attend the 
Technical Discussions to be held during the Fifth Session of the 
Western Pacific Regional Committee. Outstanding authorities have 
been i.rr"iited by the WHO Regional Office to write these papers on the 
sub-topics selected for gt'OUp discussions under the main theme of the 
Technical Discussions: 

PUBLIC HEALTH AIHlNJSTRA.TION WITH B\RTICUIAR REFERENCE 
TO THE CRGANJZATION (DEVELOFMENI') OF HEALTH DEm.R'TI1ENTS 
( SE.>l.V ICES ) • 

Each topic is dealt with by two different authors selected 
for the:ir familiarity wit..~ an experience in health work in this part 
of the world. These papers are far reference only and will not be 
read euring the technical discussions. 

The ideas expressed in these papers are those of the authors 
themselves and are not official statements of WHO. 

It is hoped that these working papers will prove useful to 
the Ilepresentatives in their preparatory thinking for the Technical 
Viscussions. Comments, either verbal or written, regarding any aspect 
of these documents will be welcomed and should be addressed to the 
Regional Director. 
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OBTAINING SUITABLE WCRKERS FOR HEALTH DEPAR'lMENTS 
By 

Hilario Lara, M•D., M.P.H., Dr.P.H. 
Dean, Institute of HYgiene, Universit.y of the Philippines 

For the purposes of this report the following definitions of the 
tems used in the title are set forth: 

(1) Obtaining(l)_ to get hold of b,y efforts; to gain possession of· 
to procure; to acquire in any way. nobtain implj.es effort directed toward 
the ac~isition of something whose possession ia desired." 

(2) 
(2) Suitable - capable of suiting; fitting; proper; becoming. 

Synorzymous to: agreeable; competent. 

(3) W~2jers - plural of worker - one that works; maker; creator, (l) 
specificall;y' the personnel of a health service from the head of the 
office down the line to the lowest employee. 

(4} Health Departments ( 2}- the plural of Health Department - a 
public bocy- or organization having charge of all public health activities 
of a stated area or district. The official health service of a country, 
district or unit of a countr,y legallf responsible for the health of the 
people. 

Personnel procurement, retention, and general improvement in standards 
of employment have always been and will ever be major problems in public 
health administration. Every enterprising and would-be successful health 
officer must have to deal with these types of problems and very maey others 
for which he would have to find satisfactory solutions if his health depart
ment is to efficientzy and most succeesfu.lzy (1) prevent the occurrence of 
diseases in the community; (2) control diseases if they occur; and (3) 
secure for the communit,y the best conditions of living which will insure 
the health and happiness of the people entrusted to its care. 

It is a truism and byword in public health administration that a 
health department, be it national, provincial, municipal or otherwise, 
and for that matter aey health organization at all, can only be as 
efficient and successful as its various units are efficient and successful. 
But other factors being equal, the efficiency of any units or services 
of a health department is vital.ly dependent on the quality of technical 
tra:illing and personal cpalifications of the men that compose its team of 
workers~ If the head of a health organization and the personnel· under his 
charge are efficient, much good can be expected to be accomplished by that 
organization. In other words the health department is efficient and 
successful o~ as the men composing it are efficient and successful. 
Hence, the importance of procuring suitable workers for the health 

(l) Webster's New International Dictionary 
(2) Author's interpretation 
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department can never be over emphasized. Of this OtBrien~~s very 
fitting}¥ said:- •For without workers the work will not be done, and 
without training it will be done poor}¥ and weak}¥ and inefficiently." 

While the importance of procuring suitable personnel for the 
different services of the health department is generalzy admitted, it 
may, however, be asked: What should be the best system of obtaining 
workers best suited for the different activities of the health depart
ment? Or what technical and personal qualifications ought to be required 
for the various personnel of a health department? 

For the answer in p3.rt to these fundamental questions, the reader 
is referred to the pertinent recommendations of the Commit~e on Profes:
Ll:tonal Blucation of the Aroorican Public Health Association, more particular
ly as ·egard.s educational qualifications set up for: (l} health officers; 
(2) public health engineers; (3) public health nursing personnel; (4) 
health educators; (5) public health dent. ists{ (6) public health laboratory 
workers; (7) pu.blic health statisticians; (8J nutritionists in health 
agencies; (9) medical administrators of specialized health activities; 
(10) industrial hygienists; (11) school physicians; (12) nurses appointed 
to public health nursing positions in industry; and (13) executives of 
volun~ health associations. 

The Expert Co~~ttee of WHO on Professional and Technical Education 
of Medical and Auxiliar.y Personnel in its Februar.y 1950 meeting, recommend~ 
ed among others: 

n ••••••• that specialists in the various fields of preven
tive and social medicine should have passedi:iTogla basic training 
in public health •••• the committee expressed the unanimous 
opinion that fellowships in special subjects should be given on 
the understanding that the,y were part of a general public health 
training ••••••• " 

The American Journal of Public Health has printed several reports 
bearing on matters of recruitment and training of public health workers. 
There is much to be learned from the stuey of these reports. Much credit 
is due to the efforts of the American Public rlealth Association in setting 
up standards of' qualification for public health workers. These standards 
app~ more particular~ to conditions in the North American continent, 
(pri.marily United States and Canada). Nevertheless the commendable 
results of these efforts are bound to exert tremendous influence on the 
practice of other countries, more especial~ such countries that have 
had direct or indirect e.:x:poBUre to American public health methods thro~ 
the work of many foreign students Who had been trained in the eleven 
American accredited schools of public health and the several state cit,y 
county and other organizations in the United States and canada t:ro~ wher~ 

* 0 1Briel;l, Henx-y .-.~he Training of Health Workers Moves Across Interna-
tional Boundaries.- Canadian Journal of Public Health December 1950 
Vol. 42, pp. 18-22. " ' 
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large~ these students imbibed the spirit and matter of modern public 
health practice. 

On the other hand it can be stated that the western standard of 
selection~ retention~ and improvement of the standard of service of public 
health personnel will not whol~ app~ to the varied conditions obtaining 
in many underdeveloped countries of the world. Hence~ while approved 
principles are well secure and are of inestimable value anywhere, there 
is still much to be done as regards bringing up to par om· knowledge of 
app~ing these pr:-inciples to the varied conditions of community needs 
and development. There are as yet no great wealth of ready made and 
satisfactory answers to many fUndamental questions of public health 
administration and this :iB due to:-

(1) The inherent imperfections of the science and art 
of public health administration, not.to mention the 
many imperfections peculiar to the several branches 
·or science frOm which public health administration 
as a discipline derives many of its facts and 
methods; 

(2) Inherent imperfections of individuals involved in 
the acquisition, development, and application of 
known public health principles and methods; and 

(3) The immensity and variety of the areas and phases 
of community life to which the facts and methods 
of public health could be applied, more especial~ 
the many factors involved in the organization, 
maintenance and operation, and direction and super
vision of much needed public health services best 
suited to the resources and conditions of a parti
cular community or region. 

This unsatisfactor,y condition of our knowledge calls for greater 
coopet"ation and co<r dination of efforts on the part of the nations of the 
world in order to provide more suitable remedies to the fundamental 
problems affecting the health and welfare of their peoples collectively 
and individual~. Ixuspite of these limitations,,however, the facts of 
observation and experience indicate that the :rra tter of procurement, 
retention, and general improvement in standards of employment of health 
deparU!lent personnel is vi tally dependent to the inevitable infiuence 
of several interrelated and or interdependent factors some of which are: 

I. Superior qualiv of public health leadership. 

II. High standard of qualification and performance required of 
health workers as to make public health a profession to be 
proud of. 

III. Adecpate system of recruitment - (up-to-date method of 
selection and emplqyment of personnel). 
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JY. Provision of adequate inducements among which are:-

(a) Adequate pay and allowances. 
(b) Security of tenure of ·office. 
(c) Sufficient opportunity for advancement in the 

service according to merit. 
(d) Adequate retirement and insurance benefits. 
(e) Adequate leave (vacation and sick) privileges. 
(f) Good organization and administration of the service 

with fine tradition - good morale, good esprit de corps. 
(g) Etc., etc. 

V. Availil.bility and adequacy of facilities for technical or 
professional training of personnel. 

VI. Sufficient supp~ Gf professional~ and personallY qualified 
applicants for public health positions. 

VII. Sufficient funds for the proper implementation of Items I, 
II, III, JY, V, and VI. 

VIII. High degree of public and official recognition and appreciation 
of and faith in the men and services of the health department. 

IX. Advanced degree of development of the community concerned -
social, economic, educational, cultural, etc.- which is bound 
to exert influence on all factors named,above. 

Incidentally the above listed Items I to VIII are goals which 
every practitioner of the science and art of public health administration 
is called upon to secure in very full measure i.f his department is to 
fulfill most satisfactorily its share of bounden duty of enhancing the 
attainment by his cor;:nunity of an advanced state of development. So 
patentlY obvious is the importance of the role of these interrelated 
factors in the procurement, retention, and general improvement in the 
standards of employment of public health workers that no further explana
tion would seem necessary. Suffices it to say, however, that the qua.li -cy 
of public health leadership obtaining in a community will determine largely 
if not whol]J' the standard of service of its health department. The 
adequacy or inadequacy of its system of personnel recruitment will depelJ.d 
on the quality of that leadership in the individual and collective sense 
of the word. Good public health leadership will recognize merit as the 
only reasonable basis of JBrsonnel procurement ani employment; and that 
type of leadership will provide the necessary inducements as to attract 
and retain in the service the best qualified workers. A leadership such 
as that will leave no stone unturned in securing adequate facili ti.es for 
professional training and growth of the workers so vitallY essential to 
the efficient functioning and success of the department. It will see to it 
that there shpuld be sufficient supply of technically and personally 
cpa.lif'ied workers. Good heaJ.th leadership 'will obtain sufficient funds, 
which is the life's blood of the health department, and would see to it 
that theee funds are proper :cy applied to meet the basic health needs of 
the communitu. Good public health leadership will exert systematic efforts 
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to raise the standard of professional and personal qualifications of person
nel as to make public health a profession to be proud of. Such superior 
quality .of leadership nru.st have to gain the recognition, appreciation, and 
confidence of the community in its health department. If and when all of 
these requirements would have been fulfilled, sufficient funds within the 
means of the communi"'y will be provided for 1,ll'lgrudging]3 by the community. 

The state of development of the community - socia~, industrialzy, 
econOITlicaD¥, educational]¥, cultural.J.s, etc.- must inevitably affect all 
the factors listed above. On the other hand, the results of the combined 
operation of these factors are bound to enhance communi~ progress. But 
no degree of COilh11Ul1i ty progress and advancement will help the cause of the 
health department unless there is in it good health leadership - scientific 
and humane leadership that should pervade the whole of the department 
activities. 

Public health has been defined by Winslow as: 

•The science and art of ~eventing disease, prolonging life, 
and promoting health and effie iencytlrctgl organized community 
effort for the sanitation of the environment, the control of 
communicable infections, the education of the individual in 
personal lzy'giene, the organization of medical and nursing services 
for the early diagnosis and preventive treatment of disease, and 
the development of the social machinery to insure everyone a 
standard of living adequate for the maintenance of health, so 
organizing these benefits as to enable eve~J citizen to realize 
his birthright of health and longevity." 

Obviously the application of this science to community needs calls for the 
employment of no small amount of knowledge and leadership on the part of 
eve~ public health worker. This fUndamental point is recognized in the 
public health fellowship program of the Rockefeller Foundation, WHO, FOt\, 
(MSA), UNICEF, and other similar organizations. 

Advanced communities have established schools of hygiene and 
public health principally for the training of public health leaders. 
A great deal of importance is placed by world authorities on the value of 
developing such types of institutions in the interest of procurement of 
professional.:cy qualified public health workers. On this point the Third 
WHO Assemb~ •calls the attention of countries to the necessit,y of 
adeqUate preparation of medical and other personnel essential for health 
care•"* 

Three years ago (1952) WHO approved the grant of assistance in 
kind to the Institute of }Vgiene of the University of the Philippines 
in order to strengthen further its facilities in the interest of training 

* Resolutions and Decisions of the Third World Health Assembly 
WHA 3.2-4, Geneva, 8 to 27 Hay 19.50. 
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and development of public health workers. The writer takes the privilege 
of r porting here that the program envisaged in the signed agreement 
between WHO and the government of the Philippines. is now being implemented. 
The commendable action of WHO and Rockefeller Foundation authorities in 
extending support to this important project is greatly appreciated. · The 
Institute of Hygiene has by this support been able to introduce improve
ments in instruction not onJ.¥ of its postgraduate students (health officers, 
dentists, engineers, pharmacists and others) but also of its undergraduate 
students, including cross registrants from the coll,ege~ of medicine, phar
macy, dentistry, nursing, engineering, education and other units of our 
State University. B.y the very nature of its organization and objectives, 
our Institute of Jtrgiene, had to render teaching services in hygiene and 
public health to other units of our State University to the end that the 
factors of ill-health and disease might be attacked more successful:cy from 
many frontsa:d ~h the employment of a variety" of trained health workers. 

This program of public health education and training in Manila, to 
which WHO and the Rockefeller FOundation both lend much support, is a 
fundamental step toward obtaining suitable personnel for the different 
types of public health activities not exclli.ding those performed by unpaid 
health workers. The Philippines is relying on the good results of this 
cooperative project to solve maD1 of her public health problems. 

So far the program is operating very satisfactorily. Undertaken 
jointlY b,y WHO, the Rockefeller Foundation, the Johns Hopkins University 
School of ftygiene and Public Health, and the Institute of Hygienu of the 
University of the Philippines, this program is bound to exert a tremendous 
force in pushing further the frontiers of public health in this our part 
of the eastern world. It should also benefit neighboring countries whose 
health departments would avail themselves of the facilities offered by the 
project. The Republic of Korea has alreaqy sent three of her able officers 
who, together with a considerable number of health officers from the 
Philippine Department of Health, had received graduate public health 
training at the Institute of Hygiene under this project. 

Already two meml_)ers of the faculty of the Johns Hopkins Universiw 
School of eygiene and Public Health had taught at our Institute in Manila 
during the academic year 1953-54,; and six mare (four are already teaching 
now) are to teach during the academic year 1954-1955 under the·project. 
Meanwhile four Filipino faculty members of the Institute of H¥giene will 
have had advanced training at Johns Hopkins on WHO fellowship under the 
project. 

It is hoped that this joint program will be continued and tlms 
serve to pave the way toward the establishment of a Regional Training 
Center for Public Health for the Western Pacific Region. An auspicious 
beginning has been made. The next step is simply to develop the nucleus 
further through the pooling together mare of the available resources of 
this r gion of the great Pacific for the establishment and maintenance 
of a more permanent and stronger Training and Research Center for 
Public Health to better serve the needs of the region. Such a regional 
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center might be established at some convenient place like Manila where 
the headquarters of WHO "\'[estern Pacific is located, whereby: (1) the 
country where the center is located should provide the greater bulk of 
the cost of operation and maintenance as is now alreaqy in effect; 
(2) WHO, and the Hockefeller Foundation and other organizations to extend 
assistance to the project as is already being done presently; and (3) the 
other member countries to contribute, if they can, at least one member of 
the teaching staff, preferably one or more of their countryt s ablest 
specialists in any branch of public health plus whatever they can yet 
afford to supply in the interest of the project. 

The internationalized regional center such as here envisioned 
should be attached to and made part of the state institution of higher 
learning where it is established in order to invest it with the much 
desired stability and academic atmosphere and to enable i·b to secure more 
facilities for the proper performance of its academic functions in the 
interest of economy and efficienc,y. The member countries concerned can 
then send to this center gifted students for postgraduate general training 
in public health or for special training in any of the recognized special
!:d..os in eygiene and public health so that on the completion of such 
training they could return to render greater service to their respective 
communities. The existence of the Center should, however, in no way 
prejudice the establishment by any member states, if they so desire, of 
local or national training schools of public health in order to meet local 
needs. This should also not prejudice the sending of the m.ost promising 
graduates of the Regional Center to the leading schools of public health 
in the western Worlq for further specialized training in certain aspects 
of public health. The proposed Regional Training Center and the local or 
national schools of public health may establish so!ll:l convenient system of 
mutually beneficial relationshipthrouch tho oxch~go-of toac~g staff and 
students whenever necessary and practicable. Outsta~ding specialists 
from other regions of the t-rorld may also be invited to work at this Center 
to enhance more pooling together and stuqy of various regional concepts, 
methods, experiences, and philosophies - and so doing create favorable 
conditions for crystallization of very much-sought-after fundamental 
principles. 

A committee of experts designated qy WHO can work out the details 
of organization and administration of this center. 
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SUMMARY 

(l) - The importance of obtaining technical.:cy' and J:e rsona~ q.1alified 
workers for health departments is pointed out. 

(2) 

(3) 

(4) 

- The matter of obtaining suitable personnel for the public health 
service of a country is dependent on a nwnber of very important 
interrelated and or interdependent factors. These factors are 
enumerated and discussed collective~. 

- The assistance extended by WHO and the Rockefeller Foundation to the 
University of the Philippines Institute·· of 1\Ygiene in Manila in tha 
interest of development of teaching and research in public health 
is grate.fulzy acknowledged. 

- The hope is expressed that the cooperative program present~ in 
operation in Manila under the joint auspices of the WHO, the 
Rockefeller Foundation, the Johns Hopkins University SChool of 
Jtvgiene and Public Health, and the University of the Philippines 
Institute of Jtvgiene, would pave the way toward the establishment 
of a more permanent and strong Pllblic Health Training Center for the 
Western Pacific Region. 

(5) - The role of the proposed Western Pacific Regional Public Health 
~aining Center and the manner it might be operated and maintained 
is pointed out. 



A BASIC HEALTH UNIT IN AREAS WHERE UMITED 
OR NO HEALTH SERVICES EX:IST 

Dr. S. F. Chell.appah 
Deputy Regional Director, WHO, SEARO 

1. What is a Basic Health Unitt 

The terms "Health Unitn; and "Health Centre"' are often used 
intercha.ngeabzy in regard to the provision of health care to rural 
populations. In this paper, "Health Unit" will represent an area, often 
a recognized political unit of the lower denomination in a country; and 
"Health Cent.re" a building within the health unit from which the basic 
health services are provided to the population immediatezy in its 
neighbourhood. There would be established a sufficient number of health 
centres conveniently located to serve the population not far from their 
homes. Generally, they should be at least at the rate of one per 
10,000 of population; with sub-centres at the rate of one per 51 000 
of population. 

A basic health um.t will, therefore, be the smallest political 
area in which could be organised an integrated health service with an 
adequate trained staff commensurate with the area and population to be 
served. 

2. General Principles of Health Unit Work 

These aret 

a) The area of work should be defined; 

b) An adequate trained staff commensurate with the population 
to be served made available; 

c) The cooperation of the officials and people to be securedJ 

d) The area to be surveyed and on the ba is of the survey a 
plan of work to be prepared and carried out according to 
priority that will be established; 

e) Progress of work to be evaluated periodically for which 
necessary minimum recqrds should be maintained; 

f) Curative and preventive work should be integrated; 

g) There should be a desire on the part of the people to 
want this work. 

/J • Requirements 
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'· Requirements 

The conduct of work would requires 

a) Trained personnel; 

b) Accommodation for 1) work, and ii) residences; 

c) Equipment, including transport. 

a) Trained Personnel 

The staff provided should be trained and adequate in number to 
meet the health needs of the area and the population to be served. Ex
perience has shown that where possible, the unit should be in charge of a 
medical man trained in public health, assisted by sanitarians, public health 
nurses or health vi~tors, and midwives, plus clerical assistance. 

The population for inclusion within a health unit will vary 
according to circumstances; but a popalation of about 401 000 has bean found 
convenient to be handled by ore doctor, four sanitarians at the rate of one 
per 101 000; four public health nurses doing specialised work, via., MCH, ar 
four health visitors at the rate of one per 10,000; and midwives at the 
rata of one per 5,~ dependent on the birth-rate in the area. 

b) Accorrmodation 

Accommodation would be needed for work and for residential 
purposes. For work, there would need to be a central office serving also 
as a health centre, and other health centres throughout the area and sub
cent..res as required. It has been stated that the cooperation of the people 
is a sine qua non for the success of the work. The provision of health 
centres and sub-centres by them would be indications of this cooperation. 
The main office would be provided by government. The staff should live 
in their areas of work, and necessary residences should be provided. They 
should form part and parcel of the life of the conmunity. 

c) J9:iui~nt, including transport 

All personnel should be mobile and each of them should be provided 
with suitable transport~ All necessary equipment should be available. 

4. Basic Services 

These services generally consist oft 

a) Care of mothers and childrenJ 

jb) Control of 



b) Control of communicable diseases; 

c) Environmental sanitation; 

d) Health education; 

e) Medical care. 

5. Procedure 
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Page 3 

"KNOW YOUR AREA - KNOW YOUR FEOPLE"1 is a slogan used in health unit 
work in Ceylon. These basic health units are in direct contact with the 
people and the need for the slogan is obvious. The first thing, therefore, 
for the health officer to do is to carry out a health survey of his area 
by which he will get to know his area and his people and their meds. 
Even if he does not get to know everybody, more or less everybody will get 
to know him. The same will apply to nurses, midwives and sanitarians in 
respect of their more limited areas. 

On the completion of the survey, the findings should be carefu~ 
studied and a definite programme of work prepared. The findings of the 
survey will serve as a base line for .future canparison. 

Health education is the basis of modern public health work. Accord
ingly, arrangemmts should be made for it to permeate all phases of work 
and the work of all the staff who should consider themselves as teachers. 
Securing the cooperation of the people is very fundamental to the success 
of the work. They should be enabled to take part in the work· by organizing 
themselves into health leagues, health welfare societies, etc.; one for 
each convenient restricted area -village, sub-centre, health centre. It 
can be truly said that without the active cooperation of the people, no 
lasting development can take place. 

The activities of the health unit should be organised, the main 
sections beings 

a) Care of Mothers and Children 

While this appeals most to the people, experience has shown 
that it should not be allowed to dominate the total picture of health 
work. It should take its due share along with the other activities. 

b) Control of Go:mmunicable Diseases 

Control of the more important diseases, such as malaria and 
tuberculosis, will, no doubt, be organized centrally because of their 
magnitude and the need of special arrangements. The oontrol of the bowel 
diseases, hookworm, smallpox and minor infectious diseases will be under-
taken locally • 

/c) Enviromnental 
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c) Environmental Sanitation 

This important public health activity - and perhaps the most 
important one in areas with limited or no public health services - is re
quired for the promotion of health and the control of some of the communicable 
diseases. This will need considerable funds for the provision of adequate 
and wholesome water supplies and sanitary disposal of excreta. Central 
assistance will be needed. 

d) Health Education 

It is considered adequate if the health unit staff, viz., doctor, 
nurses, midwives and sanitarians, are suitably instructed to provide it in 
the course of their work qy their personal contact with the people, arid b,y 
other accepted methods. 

e) Medical Care 

In the past, preventive work had been divorced from curative 
work, and the former was not appreciated by the curative worker. Where the 
two were combined in one individual, the tendency had been for him to con
centrate more on curative work rather than on preventive work. Now it is 
recognized that at least in the health unit, both. curative and preventive 
work would come under the purview of one person, viz., the Medical Officer 
of Health. The nature of the curative work to be undertaken should be 
limited and should consist in attention to the common ailments and the 
emergency conditions with arrangerents for making av.ailable specialized 
care at a higher level of the health organization. 

It must be recognized that for the establishment of health work 
in new areas often the interest and cooperation of the people can be secured 
only through treatment. It is only when some physical disability has been 
relieved such as by treatment for hookworm, malaria, VD, yaws, etc., will 
the individual, who cannot see immediate results of preventive measures, 
come to take an interest in what is to1d to him about prevention. Further, 
treatment of certain communicable diseases, such as hookworm, yaws, VD, 
filariasis, malaria, is an important part of prevention. The most that can 
be provided in the nature of institutional care would be a couple of emergency 
beds till the patient is removed to a hospital, and a few maternity beds. 
With adequate supervision, therefore maximum ~ffective use of health unit 
personnel could be secured by the functioning of the same individuals in 
curative and preventive work. · 

Periodic stock taking of the work carried out is a regular 
feature of the programme. The workers must know whether they are achieving 
their objectives. If they are not, they must try and .find out the reason 
why and change tactics. In this, record keeping is very necessary. This 
should be as simple as possible, and only such information as will be made 
use of in evaluation should be gathered. Suitable arrangements for 

/registration 
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The foregoing is based on the personal experience of the writer, 
and now attention can be focussed on the application of these principles 
to areas where limited or no health services exist. 

The basic difficulty that has to be overcome is the provision 
of trained personnel. Training has, therefore, to be undertaken of the 
doctor in public health work as well as·of sanitarians, public health 
nurses or health visitors, and midwives. 

As stated earlier, the tendency in the developnent of public 
health work is the integration of curative and preventive work. 

In countries general.:cy there is an acute shortage of I!Edical 
personnel for extension of health protection to rural areas. It will take 
quite a long time before adequate numbers become available to meet the 
needs of countries. During this long interim period the situation has to 
be met. In macy fields, there is an inadequacy of the recognized,gride of 
trained personnel. Accordingly, as a temporary measure, reliance is being 
placed on auxiliary personnel suitably trained and working under the 
supervision of ful~ ~rained p3rsonnel. 

In countries with limited or no health services, two require
ments should be provided for. One is a national health orgaaization 
composed of basic personnel to carry out the necessary planning, super
vision and guidance for the health unit work; and the other, the training 
of health personnel, including auxiliary personne~, for work under the 
supervision of fully trained medical officers of health. Unless there is 
a framework of a national and provincial health organization, it would 
not be possible to make the basic health units by themselves, successful. 
Countries are not prepared to wait today till fully qualified health 
personnel become available. If the best cannot be provided, the second 
best will have to take its place. 

The personnel needed in a basic health unit consists of a 
medical officer of health, sanitarians, public health nurses or health 
visitors and midwives. The medical man is scarce, and his place will 
need to be taken by an auxilia:cy, a number of whom in charge of basic 
health units can be supervised and guided by a fully qualified medical 
man. In some countries, this medical auxiliary has been a feature for 
some considerable time, but they have always confined their attention 
to curative work only. This is understandable, as till recent times 
assistance given to rural populations has consisted of medical care only. 
Now countries are considering the training of an auxiliary who would 
provide in the health unit both preventive and curative care. A matri
culate in one country, under the name of Health Assistant, in order to 
carry out health unit activity, is being provided with 2 years training 
in both curative and preventive work to be pl~ced in charge of basic health 

fimits urrler 
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units under a qualified medical man who will be in supervisory charge of a 
number of such health units. Where medical men are available, they, with the 
necessary training in public health, would be the ideal, but pending their 
availabili w, the health assistant under the supervision of the medical man 
should be tried out. He would req~e constant supervision and guidance, 
and this should be made available.· He would be responsible for the work 
generally, and specifically for certain phases of it such as envirorunental 
sanitation, minor medical care, control of minor eommunicable diseases, 
immunization against smaJ.lpox, typhoid, cholera, as meded. In this immu
nization programme, he would be assisted by the public health nurse or health 
visitor, and in his immunization against smallpox, if it is a major problem, 
by special vaccinators. In dQaling with malaria, tuberculosis, VD and 
yaws, the work will be organized central.ly and the part the health unit will 
play will be indicated. In handling environmental.ISClitation, it may be 
that he would need assistance as there would be no sanitarians provided. 
This would be met by the appointment of additional heaJ. th assistants. 

Another member of the staff is the public health nurse or health 
visitor. The public health nurse would be desirable, but she would not 
be available in areas where limited or no health services exist. If she 
was available, a certain amount of difficulty would be created, on accomt 
of seniority and wider experience, in placing her under a health assistant. 
Under the circumstances, the communit,y health visitor would be more suitable 
with the public health rmrse providing guidance and supervision to health 
visitors of a number of health units. The health visitor will be responsible 
for the MCH work and the supervision of the midwives. Midwives come in very 
intimate contact with the mothers and a properly trained midwife can, in 
addition to delivering the mother, assist in health education, clinic work, 
vaccination of new-borns, registration of births, etc. The number of health 
visitors and nti..dwives to be· provided to a health unit would depend on their 
availability. There should be at least one health visitor (in the context 
of existing state of affairs in ITia.lW countries), more, if available~ on the 
basistlf'-one per 1~1000 population with midwives at the rate of one per 
5,000 of population. 

In many countries, even these numbers are not available, but some 
standard should be maintained if results are to be secured. Health units 
should be staffed to carry out multiple activities to enable a total health 
programme to be established to meet the need of the population. Work should 
be limited to areas which could be ful.:cy" serviced with available staff. This 
would be satisfying to the worker and results could be better d.emnstrated. 

Organization of the different activities will be as indicated earlier, 
and will be in accordance with the findings of the survey and the priorities 
set. 

Where they have been tried out, basic health units have been found 
suitable for providing health care to rural population, and have yielded results. 

flla,ss disease 
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Mass disease control programmes are in operation in some countries, and 
may be initiated in others. For the consolidation of these programmes, 
these health units will be found to be very necessary. As far as pos
sible, health units should be organized in areas where neasures for 
economic developnent are in operation or are to be initiated. The 
effect will be reciprocal. .A.ttention to health will assist in economic 
development, and vice versa. Thet'e are countries, with large populations 
and without adequate personnel, trying to meet their problems with a 
thinly spread out staff. This will not give results but they are better 
than nothing at all. It is the beginning of an organization and, as 
time goes on, can and will no doubt be improved. What has been attemP:, ed 
is to depict a rural health unit which, under the conditions of operation 
will provide a needed service to the population and at the saJOO time 
produce reasonable results. 

****** 

New Delhi, 13th July, 1954 
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'l'HE BASIC HEALTH UNIT WHERE LIMITED OR NO HEALTH SERVICES EXIST 

Introduction 

Jerome S. Peterson, M.D. 
World Health Organization 

The public-health movement originated in the Germanic countries in the last half 

of the 18th Century along rather rigorous enforcement lines. The modern concept of 

public health developed later in England, largely through the efforts of community

minded, non-medical men, and considered the causes which affect health a product of the 

total environment. 1 Later advances in bacteriology and the germ theory and the 

development of new tools to deal with epidemic and communicable diseases again narrowed 

public health to dealing with specific health hazards. There has been a growing 

realization of the relation of health problems to socio-economic environment and health 

as a social responsibility. 

services along these lines. 

The last decade has seen the development of health 

Health services were first developed around urban communities where rapid 

industrialization had brought problems of overcrowding, long hours of work, inadequate 

wages and bad housing. This was the area of unhealthy living. The activity of 

community leaders in the cities and their better financial resources as compared with 
2 rural areas changed the situation. In the 1920~s in Finland, infant mortality rates 

declined for urban areas and became lower than those of rural areas . Urban-centred 

"improvements in sanitation such as safe water supply, waste disposal, housing, insect 

control, and the control of milk and food depend on community action for their success 

and this has, in the past, limited their benefits to urban areas". 3 " ... the natural 

advantage of comparative isolation which rural living affords is largely offset by the 

difficulty of providing modern sanitary amenities. 113 Low national income in many parts 

of the world impedes public-health development. This is especially true of rural 

areas where economic development is at a particularly low level and health facilities 

practically non-existent. 

Even in developed Western countries like the US, rural health services are not at 

the same level of development as in urban areas. "Counties that lack organized 

public-health services include less than 1/4 of the national population and are 

MH/ AS/89. 54 
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? 
predominantly rural." "A few rural areas lack even fairly elementary sanitation 

practices and facilities."5 Efforts in these countries to improve rural health is a 

natural consequence of recognizing that health needs are fundamental to economic 

progress. 

In under-developed areas great accomplishments have been made, especially since 

the last war, in developing public-health organization and services on national, 

provincial and even local levels. The benefits of these programmes are for the most 

part in large cities where health activities are greatest. The great need to extend 

these services to rural areas, where little and often no health facilities exist side 

by side with poverty, disease and ignorance has stimulated action consequent to 

alleviating the burdens of the rural population. 

The magnitude of the problem is glimpsed when it is conservatively estimated that 

2/3 of the population of the world (about 1,500,000,000) is rural in character. 3 It 

is said that in China 80 per cent. of the population are farmers and 88 per cent. live 

in communities of less than 10,000, while in India6 87 per cent. live in villages. 

The situation in rural areas is further complicated by the often scattered nature of 

population, and the paucity or total lack of means of cormnunication. A system of 
7 . 8 

travelling doctors in the Belgian Congo, mobile field units in Nigeria, the servicing 

of posts, mainly first aid in character, through radio and plane facilities in the 

NorthernTerritory of Australia9 are some examples of means evolved to overcome the 

geographic problems of bringing health services to this large segment of world 

population. 

The First Expert Committee on Public Health Administration defined Public Health 

as "the science and·art of preventing disease, prolonging life and promoting mental and 

physical health and efficiency through organized community effort for the sanitation o~ 

environment, the control of communicable infections, the education of the individual 

in personal hygiene, the organization of medical and nursing services for the early 

diagnosis and preventive treatment of disease~ and the development of social machinery 

to ensure every individual a standard of living adequate to the maintenance of health, 

so organizing these benefits as to enable every citizen to realize his birthright of 

health and longevity". 10 The development of health units is bringing to rural areas 

the reall.za"tton o£ these principles. The Sooond Expert Committee Report on Public 
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Health Administration agreed that the "rural health unit should be regarded as the 

nucleus of the rural health service in any area". It is the smallest health 

administrative unit1 providing basic health services in direct contact with the people, 

and to cover the entire area may be organi2ed into centres and sub-centres. The 

health unit should function in close contact with the people and much of its support 

and leadership must come from a local Health Committee. This may be composed of the 

chief of the village or tribe 1 the notables and natural community leaders who can be 

profitably given assistance in health matters by staff of the health unit. It should 

correspond closely to some political administrative unit and its activities closely 
', 

co-ordinated with other local services, such as education and agriculture. It must 

be part of a broader programme of social and economic rehabilitation for the area to 

be efficient and have long range and lasting effect. It must operate economically 

and efficiently and meet professional standards relative to the country. Since it 

functions on the simplest level and cannot provide all the health services the area 

will need, it must have relationships with higher levels of health organization in 

the country for more complex and specialized services. Support in financing, 

direction and supervision where staff is not fully qualified must be provided at 

intermediate and higher levels of administration. The health unit is not an isolated 

project sprouted at random but one in a system of overall planning to provide health 

services to all areas of a country. An illustration of this concept is shown in the 
11 Bhore report, an informative document on survey of health needs with recommendation 

for a national health service based on a system of health unit organization for India. 

Some examples of health unit planning and operation can be found in the Bandung Regency 
12 2 6 13 of Indonesia, Finland, Singur, Viet-Nam. 

Services: Scope and Function 

What services should be given through the basic health unit when little or no 

he&lth services exist? This discussion will be centred round initial targets of 

essential and practical activity for a low level area. 

In the areas under consideration where the population has had little or no health 

resources, the health unit must provide services to meet the health. needs of the area 

and high priority given to those services the people themselves want and value most 

highly. Where disease is widespread the demand will be for curative services. This 
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will call for a preliminary survey as part of the planning phase. The Technical 

Discussions at the Fifth World Health Assembly report" •.• that in the less-developed 

areas where the population had not had the advantages of much education and was 

exposed to the urgency of the great epidemic diseases, the smallest local area ought 

to deal with both medical care and prevention. This was necessary not only as policy 
14 but also because of the scarcity·of medical and nursing personnel". Medical care 

is not the primary objective of the basic health unit and in rendering curative 

services the preventive aspect of ill health must be stressed. Only elementary 

medical care to emergency and urgent cases can be provided on a dispensary basis or in 

home visits. This will require setting up a simple diagnostic laboratory. Even 

such care may involve the setting up of a small number of beds at the health unit 

headquarters to deal with seriously ill medical 1 surgical or gynaecological cases 

awaiting the visiting physician or transfer to a district, regional or provincial 

hospital. Adequate hospital care should be available at higher levels of health 

organization in the country and transport facilities must be provided. Curative 

serv~ces may well absorb the attention of the staff to the detriment of preventive 

services and such an event must be stringently avoided. However, personal medical 

care and the opportunity it offers of knowing the people can be the instrument of 

establishing community rapport and confidence so it will later accept and co-operate 

with a seemingly more remote programme of preventive health services . 

High priority should also be given to the prevention~ control and treatment of 

communicable diseases, especially those like smallpox .and yaws susceptible to mass 

action, and to the most widespread diseases having a high mortality~ like cerebrospinal 

fever and trypanosomiasis. Impact programmes achieve dramatic and immediate results 

with a minimum of cost and are a most effective means of selling public-health services 

to the community. Prophylactic measures 1 such as smallpox vaccination and residual 

insecticidal spraying are simple and efficient procedures for demonstrating the 

effectiveness of the health programme, especially when interpreted in the light of 

economic gain (life and man-hours saved) to the community. Such mass impact programmes 

must be organized and administered, however, on a central basis, although implementation 

may take place in part through the basic health unit. The first steps of general 

sanitation like the provision of a potable water supply, refuse and night-soil disposal, 
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and insect control result in comfort and convenience for a community and can be effected 

without much cost through village workers. Sanitation affords an excellent means of 

developing community health consciousness since the people can be made to recognize the 

value of these measures, so that they will not only help in providing them but also 

participate in their use, application and upkeep in the community. This is to say 

that health education, at all staff levels from the highly-trained Public Health 

Medical Officer (if he is present) to the auxiliary and village workers performing at 

the simplest level, is an important and continuing function of the basic health unit. 

The programme of health education must have direction and supervision from higher levels 

of the country's Health Organization, and its content and purpose directed to bring the 

advance of technical medical science to the service of the community. Health education 

bridges the gap between expert knowledge and the mores of the people15 and in this 

connexion, health education materials developed locally and by the people themselves 
16 are often more effective than those developed elsewhere for a different audience. 

Improvement in environmental sanitation will be reflected in morbidity and 

mortality of intestinal diseases. malaria, eye diseases. infant mortality but will not 

achieve lasting results if it does not go with other improvements in agriculture, 

housing, economic up-grading. In Egypt after analysis of data collected Weir found 

that the installation of sanitary water supply and latrines alone did not alter infant 

mortality or crude death rates and that it was unlikely that any great improvement 

could be made in health through water and waste disposal without parallel improvement 

in housing, economy and social habits in the v1llage. 17 

In under-developed areas high priority must also be given to infant and maternal 

care and nutrition, especially of the infant at the weaning period. Here again it is 

necessary .to have staff oriented to the cultural beliefs and patterns of behaviour of 

the community to achieve effective results. If local customs are outraged, the 

programme of the unit will be shunned and even actively opposed. Only a two-way flow 

of knowledge from local citizen to staff, and staff to citizen, will bring about the 

proper understanding to provide services in an acceptable form to the people and to 

influence long-held beliefs inconsistent with modern health knowledge. 

The most rewarding services in the long-term view are those aimed at the young. 

School health services, in those areas where the level of community development makes 
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such a service possible, is a basic function of the health unit since it develops a 

second generation health-conscious individual. It provides opportunity to detect, 

prevent and treat communicable diseases, teaches the children healthy and sanitary 

habits, and makes use of the school as a demonstration area for sanitary environment. 

Teachers must be trained to carry out a major part of this service. Not only does 

the use of teachers solve a personnel problem, but as responsible and respected members 

of the community they will also carry these teachings into the wider community. They 

will foxma reserve of informed and partly trained workers who can participate in 

programmes if occasion demands it. 

The keeping of records should be a function of the basic health unit. They 

should be simple, and as accurate as possible. An initial survey done before the basic 

health unit is established provides a good base for keeping up such records. Only the 

simplest data, such as population census, births, deaths, and certain communicable 

diseases should be attempted. They can be gathered through the midwife, health 

inspector, village elder or health committee. These data can serve as measure of 

effectiveness of health programmes and guide to planning for the future. 

Public Health Nursing is a most important function of a health service. In most 

communities the problem is that of availability and degree of training of nurses. 

The aim should be a fully-trained public-health nurse at headquarters, or lacking this 

a qualified nurse with some training anq/or experience in publ~c health and midwifery 

for the basic health unit headquarters. who will supervise nursing services and 

midwifery in the homes and centres of the area. Full use must be made of less well 

trained nurses, assistant nurses, midwives, aUxiliary workers and "local practitioners" 

like dais. This implies adequate supervision from the basic health unit or from 

higher levels of the health organization, together with a programme of training outside 

the local area, as well as in-service training. 

will be taken up later. 

This important subject of training 

The extent to which other services such as VD control, TB control and BOG campaignsA 

leprosy control, is provided for will depend on the presence and seriousness of these 

diseases in the area. Many basic health units will have to depend on higher levels of 

health organization for diagnostic laboratory services other than the simplest, X-ray 

services~ hospitalization for medically sick and complicated maternity cases, surgery, 
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dental care, veterinary services. Mobile units may be effectively used to bring some 

of these services to the more remote areas. Mental hygiene, occupational health and 

rehabilitation of the physically handicapped may be available only at high operational 

health organization levels. 

As Dr. Marcel, the Director-General of Public Health of Viet-Nam has said, public

health service is a paying service, and from the economic point of view provides human 

capital.l3 This contribution the basic health unit seeks to make to rural areas. 

Problems of OrS!nization, Staffin~ and Training 

Development of health services in many countries has proceeded from the national 

governments down through the lower levels, arriving last in rural areas. There is no 

universal administrative organizatio~ to satisfy all situations in all countries; 

however, certain relationships hold in spite of different conditions and political 

organizations and sub-divisions.18 The Second Expert Committee on Public Health 

Administration has drawn up an organizational plan for local health units.l9 In 

countries where health programmes are developing there will be at least two higher 

levels of authority in the health organization represented by a national ministry or 

department of health and provincial or state departments of health which provide policy 

and executive direction within which the local health unit operates. To get the 

services to people scattered over wide geographical areas systems of centres and sub

centres may be created, often represented only by a village worker with some little 

training in health and sanitation functioning under the supervision of the basic health 

unit. 

The Second Expert Committee on Public Health Administration recommends that the 

local health unit be under the charge of a physician. It would be desirable if he had 

experience in medical and field work, environmental hygiene, disease cpntrol and 

administration. In areas we are considering, this may not be attainable and a less 

medically and public health qualified person may have to be in charge of a basic health 

unit, adequate supervision and direction coming from a higher level of health organization 

If possible, until local staff of approved calibre can be trained, aid in staffing may 

come from the highest level and even possibly international agencies, especially when the 

unit is to serve as a demonstration project for the area. WHO has signed an agreement 
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with the Republic of Guatemala and with the Republic of Nicaragua for the development 

of rural public-health services along the lines outlined above. 

In the Technical Discussions of the Seventh World Health Assembly, after considerin~ 

health units already functioning, Brockington states "a minimum complete team might 

consist of one physician with special training in public health and preventive medicine, 

with 5-10 nurses {including midwives) at least half of whom should have special training 
. 20 

in public health, several sanitarians and twice this number of auxiliary workers". 

This obviously would depend on many factors, including population, area, etc. 

Where the fully-qualified nurse, nurse-midwife or midwife and sanitarian are 

lacking, use .will have to be made of the personnel available. Responsibility must be 

assumed at higher administrative levels for training the staff and to make more trained 

staff available as the work increases and the services expand. The degree and 

quality of training will depend on the degree of development in the area, availability 

of personnel or persons to be trained, and the extent of their educational background. 

Where the educational opportunity of the people is on a low level the aim in some areas 

is the production of a team with all-round basic training leaving to a higher level of 

the organization the specialist staff needed to deal with particular problems. 

Indi~enous practitioners may be utilized in bringing services to the people at 

centre and sub-centre levels. With training and adequate supervision their practice 

is no longer a menace to community health, and they provide a source of very useful 

auxiliary workers - practitioners of good public-health techniques and health educators 

with invaluable knowledge of the community stemming· from common language and cultural 

background. This is especially true of midwives, dais and village workers through 

whose contact with the women good health and sanitation habits can be put to work in 

the home. 

McLetchie stresses the point that training acquired in the field under experienced 

medical officers is most valuable and aids the selection of recruits for higher training. 

It should be "simple, practical, restricted in content to meet essential rural needs, 

devoid of frills, and gradual enough in its application to be absorbed by the average 

standard VI boy. At the same time it must be continually broadened for those who gain 
" 8 by experience and show real ability despite their initial educational handicap . 



- 9 -

Governments should give consideration to the development of courses for training in 

their own territory for which they may need outside help. Short-term vocational 

training to the village worker will fit him for specific jobs so he can do insect 

control, provide potable water supply, vaccinations, etc. 3 Many types of health 

worker {villageJ auxiliary, midwife, sanitarian, nurse) can be made more effective after 

short courses since, in rural areas where health and personnel needs are so great, it is 

better to have a larger number of health workers trained for a shorter time than a few 

at higher standards. It is important that the administrative organization as well as 

the worker himself recognize his function as strictly an auxiliar-y person and confines 

his activities within the limitation of his training and capability. The success of 

a programme depends not only on plan or material but ultimately on ntimber and quality 

of the workers, 13 and training programmes with refresher courses must be conceived to 

meet immediate necessities as well as to provide the minimum adequate and later optimum 

health unit staff of the future. A programme of government scholarships and fellowships 

for study abroad might be developed for training key personnel for the higher levels of 

public-health work. 

How will the cost of the basic health unit be met? 

Since in most cases rural health schemes are a part of national health organization 

development, much of its funds will come from central government. This is particularly 

true in the initial stages of development. Funds may also come from outside sources. 

Programmes should not be undertaken if the financial resburces to carr.y them through are 

nbt assured. Provision of effective and practical health services to the rural 

community should be Within the level of expenditur~ that the country can afford. In 

principle the cost of the local health unit should be supported by the community served 

and must not exceed the total economic possibility of the community. This might mean 

the collection of taxes through the smallest tax collecting unit, and hence another 

important reason for having the support of the village leaders and health committee for 

the health unit work. In many rural areas support may be in the form of self-help, in 

which the people actively participate in health activities and provide local free labour 

to realize a public-health project. In Eastern Nigeria an MCH Centre was built by 

village labour. Similarly self-help can provide local free labour for sanitation 

projects. Continuing funds for health services are important. It would be harmful 
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THE UTILlBATION OF MULTI AND BilATERAL ASSISTANCE=F<R 

COUNTRY OR TERRITORIAL HEALTH PROGRAMI'I!ES 

By 

s. M. Keeny, Director, Asia Regional Office, UNICEF 

This is a big title for a little paper. All that I, as a layman, 
have to offer under it are a few suggestions that I hope are practical 
as to how a health department in a country in Asia can make the best use 
of help that is available from foreign sources. 

If I am a bit more daring in mentioning points usually tactfully 
avoided even in this little world of shirtsleeve diplomacy, let it be 
remembered that I knew that when this body meets I should be in New York. 
Many a hunter is brave when the lions are far away. Even then, I feel 
that I should add the usual self-protective phrase that one finds on the 
back of title pages in books~ "the characters in this book have no 
relationship to any living person." 

THE FmsT TJME IN HJSTCRY: 

In the last ten years a wholly new situation has arisen in Asia. 
For the first time in history, mere money from abroad has been avaiJa ble 
than could be spent in the time that the foreign agencies wanted to spend 
it - of course, under their own conditions. This rather s.ynthetic crisis 
is passing. But it can be generally said that even now there is no sound 
shcrt-term health progr-amme that has to go unfinanced for lack of imported 
supplies if proper steps have been taken in time to meet the conditions 
that accompany the aid. 

This new situation is especially important for public health in 
Asia because of the amazing advances in medical and chemical discoveries 
in the last ten years, which now make it feasible for even poor countries 
to bring under control in a few years such age-long enemies as malaria 
and yaws. 

MEN IN A HURRY : 

This combination of new money and new techni~es has made for 
impatience on the part of many western administrators sent to the East; 
but one needs to remember that they must report to political boards, 
and committees of lcwmen, who, in turn, must show results to their 
constituencies, who expect every dollar abroad to do the work of ten or 
a hundred at home, especially where ''miracle drugs" are used. 
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THROUGH AGENCY EYES: 

The problem of the public health officer in Asia would be 
difficult enough if all the aid came from one source; actually, it 
comes from maey, each with its own ~sterious conditions. One could 
understand the attitude of such an official if he occasionally felt 
that the cure is sometimes worse than the disease. 

The representatives of the foreign agencies and of the 
governments in Asia are just beginning to get acquainted. In the 
process, a lot of misunderstandings are gradual~ being cleared away. 
From IT\Y own experience in contacts with about a dozen baalth min• 
istries, and IT\Y conversations with Countr,y Officers of UNICEF and 
members of other agencies, I have listed some of the first ( usual:cy 
wrong) impressions that foreign representatives have sometimes picked 
up about official public health departments: 

a. They have been lUlsure as to what theu could do. 

b. They have been slow in presenting their reqlests for money after 
being told that it was available. 

c. They have been even slower in producing definite lists of supplies 
and equipment wanted, with specifications, and, above all, with 
adequate justification. 

d. They have been casual in meeting deadlines. 

e. They have not prepared plans in advance for using eq1ipment that 
they had asked for, and they have been slow in starting urgent 
programmes even after the equipmen-& arrived. 

f. They have sometimes been over-sure of the competence of their 
staffs to use new methods; more frequently, they have been 
reluctant to adopt new and cheaper methods that were sharply 
different from their traditional practice. 

g. In countries where most of the people live in villages, they 
have too often thought first about their cities, particularly 
their capitals. 

THE EnS OF ASIA: 

On the other hand, health officials in Asia have occasionally 
confided something about how we foreigners look to them. In their 
darker moments they seem to think of us as: 

a. Ck-eedy for quick results. 

b.. Too reliant on "impact progr-a.mm.es 11 , without thinking through the 
consequences. 
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c. Wanting long-term commitments from the Asian government against 
short-term commitments b,y themselves. 

d. Inconsistent, with proposals varying from year to year according 
not only to availability of funds, but to changes in political 
temper in their own countries. 

e. Over-reliant on their own imported personnel, who have been slow 
in arri v:i.ng, know next to nothing of the country they are coming 
to, or even of life in the tropics, and who too often go away just 
about the time they have begun to learn. 

f. Unfamiliar with goverrnnent procedures and not always taking the 
trouble to find out what they are. 

g. Expecting the impossible in the way of supplementary budgets. 

h. Asking for the immediate assignment of non-existent trained 
personnel. 

i. Unawa£e of the difficulties in getting skilled staff to live in 
the village, and slow to realise that they usually cannot be sent 
there s:imp4'" by giving orders. 

j. Assuming that local officials understand without explanation what 
is required for their ~sterious ritual of justification. 

k. Insensitive to the language difficulty often faced by the local 
official who speaks English imperfectly, if at all, although we 
seldom understand ar seriously undertake to learn the local 
language. 

1. Expecting as a rna tter of course the production on req1 est of non
existent statistics. 

m. lmpatient with the administrative facilities of the coun~, and 
assuming that every Asian official has an English-speaking 
stenographer at his beck and call. 

Happizy, by 1954, mutual understanding has advanced a long way 
from the melanchozy picture I have just sketched. 

IF I WERE M:lliJSTER OF HEALTH: 

The practical question is how a national health department can, 
in spite of all the difficulties, make use of the new opportunity 
to speed up the fight against diseases that can be brought under 
control qQickJy by the new techniques; · and how to consolidate these 
gains into improved public health programmes - particularly those that 
will improve the health of the rural population. 
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If I were a minister of health I should tackle the situation 
somewhat as follows: 

a. I should start with the assumption, with which most people will 
agree, that the public health budgets of most Asian Governments 
are too small, even in comparison with the limited incomes of the 
governments, and that the best way to increase them is to show 
the skeptics in Finance that the combination of foreign aid and 
rew techniqullB, plus a rela tive4'" small amount of local money, 
make it good business to get rid of some of the diseases, such as 
malaria and yaws, that can now be prevented or cured so cheap4'". 
The familiar phrase, "Poor countries cannot afford the luxury of 
malaria," applies now to other diseases as well. 

b. I should ask the foreign agencies to state their policies clearly, 
and to tell me about how much money I might reasonab~ expect 
for the next three years. 

c. I should get some of the money I need by postponing expensive 
building campaigns. Good services depend less on buildings than 
on trained personnel and the right tools for them to work with. 

d. With the assistance of the best specialists I could get from rrry 
own government, from WHO, ar the bilateral agencies, I should 
make up a ten-year plan as to what seems feasible, and I should 
summarise it in a pamphlet that I would put into the hands of 
everyboczy- who is l:ikely to have anything to do with getting the 
money for the plan, or making it operate. Within this broad 
plan I should indicate more precise~ what seems feasible in 
the next five years; and I should try to persuade my government 
to make the plan firm for not less than three. 

e. Within the larger plan, I should establish priorities determined 
both by the urgent needs of rrry country and by the size of the 
available help that is needed to get the job done: 'Whether that 
help be in new drugs or in personnel. I should give priority in 
time to pro granunes for which aid is read~ available. This is 
as good a priority as anyi except for the musts, such as 
protection from plague or smallpox. When in doubt, I should 
begin with programmes that promised to save the most lives or 
cure the most people for the least money. 

f. I should develop an active campaign to serve tbe villages, making 
it an honour for the staff to be assigned to rural areas, 
especially if they are difficult; and I should adjust their 
wages and allowances to make life tolerable for them. 

g. I should not start too macy pr-ogrammes• at the same time, rarti
cuJar~ those that will cost rrry government a lot about the same 
time i£ thsy are sucoeeefuJ.. 



h. 

i. 

j. 

k. 
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I should put the best man I could find on liaison w~rk with ~e 
foreign agencies - and have him learn all about thelr funny ~deas, 
and how to deal with them. 

I should humour the foreigner by keeping his deadlines promptly -
and use my performance to get the same kind of action from him. 

I should pay special attention to the bottlenecks - the points where 
prompt action on small things will have large results, and I should 
make sure that I had enough trouble shooters to see, for example, 
that imported supplies move quickly through customs, are delivered, 
assembled, and put to work prompt]¥. Also, as soon as they are working, 
I'd tell the agencies. , 

I should insist that no official in my department leave his desk with
out giving his deputy authority to act in his absence. 

1. 'Where doctors are scarce (which is nearly everywhere in Asia), I 
should stuey carefully the possibility of using technicians :instead, 
assigning doctors only to top supervisory and planning jobs - and even 
there only if the job really requires a medical backgc-ound. 

m. I should make sure to strengthen my supervisory staff ·to keep pace with 
the expansion of new programmes. 

n. I should look ahead as to the number of trained personnel that I must 
have, including technicians as well as doctors and get them trained in 
time; and I should make sure that the men who get special training are 
kept and used for the purpose for which they were trained. 

o. I should arrange with Il'lif colleagues in education to ~peed up health 
education in schools, adult classes, and, through press and radio, to 
prepare the way for new programmes. 

p. Where a new programme requires new skills, I should arrange refresher 
courses for all field workers who are going to be asked to use new 
methods. 

q. I should make sure that the supplies I get from abroad are well used, 
and that machines are not put into a back room whan a part breaks. 

r. I should develop indices of progress both for rrry own guidance and to 
help foreign agencies explain to the tax-payers of their countries 
that they are really getting value for their money~ 

s. I should refuse aid far schemes that are too expensive for my country, 
even though it is read~ available and is particularly attractive 
to some of my specialists. In plrticular, I should look ld. th 
suspicion on elaborate x-ray equipment for mass work, on expensive 
mobile field units if my country does not have roads on which they can 
move readily, and op transport for which I could not provide the petrol 
and spares to keep them running efficiently. I should press for aid 



to local plants to manufacture hi~ complicated drugs or chemiCals untll 
I was sure I had both competent technical staff available, a certain source 
of the necessary components, and the prospect of r-easonable production 
costs; and I should go warily even then in fields where new discoveries 
are being made every year, necessitating rapid technical changes • 

. . . .. ·-· ..... . 
The 'WHO Regional Director's letter of invitation said the purpose of nv 

paper shol~ld be "to provoke sorre thinking." I trust that I have provoked some. 

One of the first comments I should expect would be that some of the things 
I have proposed are far too risky. If I were present to reply, I should say 
that we are talking about big problems, and that people who tackle them must 
take big risks, and should be allo-wed a quota of fairly big mistakes. More
over, the people, at least in my country, are ready to forgive a few mistakes 
by a man who rea)4r accomplishes sonethingl. Fiorella'la Guardia Wa.s a great 
mayor of New York primarily because he fought for efficiency, and against 
corruption, and always for the little men, who are in the majority everywhere. 
But he was beloved of t~ people, perhaps as much as for anything else, for his 
classic candid admission: "When I make a mistake, itt s a beaut. 11 

On rereading what I have written, however, I find my suggestions less 
daring than when I was dictating them. It may well be that if I were a 
minister of health and took rrry own advice I should not be minister for long. 
But I doubt that I should be fired for doing the things I have suggested; there 
is no defense like results. 

Prepared for the WHO WffiO 
Conference, September, 1954. 

BANGKOK, 5th July, 1954. 

• ••••••••••• 
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THE UTJLJZATION OF lvlULTI AND BJLATERAL ASSJBTANCE FCR COUN'IRY OR 
TERRITORIAL HEALTH PROCRAMMES 

By 

o. R. McCoy, H.D., Rockefeller Foundation 

lliTRODUCTION 

Definitions: Multilateral Health Agencies are understood to include 
particularlY the World Health .Organization and also certain international 
agencies such as UNICEF and the Food and Agricultural Organization which 
operate to some extent in the health field. The International Red Cross 
through the assistance it gives for disaster relief may perhaps be consid
ered in this category, too, although these operations are temporary. 

Bilateral Health Agencies are understood to include those agencies 
which even though operating internationally make separate arrangements for 
their operations in individual countries. Examples are governmental agen
cies, such as the Health Section of the United States FOreign Operations 
Administration, also private foundations such as the Rockefeller Foundation. 

Since the activities of both the multilateral and bilateral agencies 
overlap, discussion of their relationships to gover~~nt health departments 
cannot readi~ be separated. However, because bilateral agencies usuallY 
are more flexible, they sene times can assume functions which are not 
possible for a multilateral agenqy which may be bound by agreements affect
ing many countries. 

FIELIS OF UTILJZATION 

Technical Advice and Assistance: There are various levels of need 
for technical advice and assistance. Even the countries most advanced in 
health improvement can benefit from technical advice b,y experts of other 
countries. Therefore, arrangements are desirable by Which periodic visits 
will be made by consultants in the various health specialties. This is a 
function most suitable for a multilateral agency -- e.g. WHO. It is a 
convenient means of liaison and for cpickly sharing experiences in other 
countries. Also, personal contacts often are more effective for the spread 
of new information than printed reports. 

Countries·less advanced in health matters will need technical help 
of greater scope. So!IE times assistance can be limited to the survey and 
planning stage of the project to be undertaken. In other instances, aid 
must be given during the operational phase -- a cornplete team to conduct 
a demonstration or perhaps selected technicians to supplement local person
nel. In any event, a definite term should be set for the outside assistance 
with a goal whereby the recipient countr,y can continue the project on its 
own resources. This involves training of replacements for the outside 
experts -- an activity which .should be regarded as a hi~ important 
function of technical assistance. 



-2-

Another important function of outside technical heln should be the 
evaluation of performance of disease prevention and health PrOmotion 
activities. This function seems not to be employed as much as it might 
be -- probab~ because governmental agencies usually are sensitive to 
criticism by outsiders. Certainly, though, it is the outside experts 
who are best able to make impartial eva:W.ations, provided full cooperation 
is given local~. If left entirely in local bands, political considerations 
may influence the conclusions. 

Material Assistance: Fpnds from multilateral and bilateral health 
agencies can be most usefully employed to provide tech.."lical assistance, 
special supplies ~nd equipment for new projects. Use of outside funds 
for local operatior.~l expenses should be avoided as far as possible and, 
when employed for .mr'., purposes, should be designated for a limited 
period. The aim of using outside funds is not only to fill initial 
gaps in starting a health project but, more important, to stimulate 
budgetary support on a permanent basis. 

Material assistance may also be considered to include felloviship 
funds for study or observation in other count.ries. Use of outside funds 
to subsidize training within a country is not desirable because such train
~g should be clearly recognized as a local responsibility. Fellowships 
fQr study abroad may be for specific projects planned or under ~' or may 
be for mare fundamental purposes such as training for positions in teach
ing or administration. Some balance between these purposes should be 
sought. Private foundations as a rule are more flexiblw in their prog
rammes and can help to achieve such balance. Organizations awarding 
fellowships and agencies receiving them should have a mutual interest in 
the impartial selection of candidates. Otherwise favoritism and awards 
to unqualified and unsuitable persons are apt to result. A prime 
requisite in selection of candidates is the assurance that the individual 
will return to and be apt to remain in a position to utilize to full 
advantage the training that is to be received. 

Technical Information: The provision of technical information 
is a function of the multilateral health agencies, particularly WHO and 
FOA rather than bilateral health agencies. Since the world-wide organiza
tions have regular systems for disseminating information, the member 
countries should in turn have a regular eystem to disseminate such 
information to the various branches and the various levGls of their 
health organizations. It is particularly necessary that the reports of 
such bodies as the vfHO ~~ert Co~~ittees reach promptly the persons who 
are in a position to ma.ko the best use of them. Certain of these rcpcrts 
may have special uses in planning health work or in the establishment of 
standards of p; rformance of health activities. il.ll are important to those 
engaged in tho teaching and training of health workers .• 

Health educational materials may also be· considered within the 
category of technical information. Since these materials must be adapted 
to the local situations in individual countries, indiscrL~te distribu
tion is not desirable. Appropriate agencies should first consider their 
applicability and make adaptations if necessary. Health informati on, on 
the other hand, generally has universal interest. General reports of 
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activities and accomplish~ents elsewhere serve as a stimulus and a 
source of new ideas. ThEY should have wide distribution among all health 
workers. 

DISCUSSION 

An important handicap in the utilization of assistance ~~om 
multilateral health agencies is the difficulty of coordinating budgets 
for projects which require mutual contributions, especially 11b.en the 
budgets must be planned for several years ahead. The actions of govern
ments in providing funds more than a year in advance are unpredictable 
with certainty, and definite plans cannot be made until money is assurad. 
This interferes particularly Hith the recruitment of technical personnel. 
Now that international cooperation in health projects is becoming an 
accepted procedure perhaps government health budgets coulc regularly contain 
an item for local contributions to international health projects to be 
carried out within the:ir country. Such a fund should not be rigicl.:cy' 
restricted in specific amounts t.o specified projects. This arrangement 
would ·anow flexibility in utilization of assistance from international 
health agencies; sometimes it might permit acceptance of opportunities 
Hhich would have to be passed up if local contributory funds were not 
immediately available. Use of such a budget item pTobably would have 
to be limited to the matching of outside cont.ributions, but even so it 
would be very helpful for planning and administrative purposes. 

The provision of outside assistance has advantages and disadvan
tages in the local financing of healt~ projects. Initial contributions 
stimulate local support and make it possible to start activities which 
otherwise could not be attempted. On the other hand, outside contribu
tions, if continued beyond the initial period, may in·oorfere with provision 
of permanent budgetary support. · This is particularly apt to be true if the 
project is identified too closely in the public mind with the contributing 
agency. From the begirming the mutual aspects of the endeavor should be 
stressed and dependence upon the outside agency minimized. 

Governmental health departments are handicapped in utilizing out
side assistance vlhen the cooperating agency cannot contribute to the 
employment of local personnel. The establishment of new positions in a 
governmental organization usually is not ea~. If the cooperating agency 
can provide salaries for local personnel during the initial stages of a 
project~ the work can be started more promptly; also it is easier to 
establish permanent positions supported by local fUnds after the project 
has proved its worth. Another important consideration is the extra 
expense involved when outside technicians must be imported in a situation 
where e~ally competent local talent already is available. 

Utilization of assistance from outside agencies is improved by 
close integration of the personnel of cooperating agencies with local 
health department personnel. Counterpart positions are not apt to 
function effectively if there is phYsical separation of the places of 
work or if the interest of one of the parties is diffused. into other 
activities -- e.g. administrative responsibilities unrelated to the 
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project of mutual concern. This poillt should especially be borne ill mind 
when bilateral assistance is arranged. 

A final point to be mentioned is the barrier of language in the 
utilization of outside assistance~ In situations where persons cooperating 
on a project are handicapped because they cannot converse freely in a 
common language, ample provision shouJ.d be made for help by interpreters. 
This should be done whenever there is aey doubt about the smooth working 
of a project because of language difficulties. The cost should be regarded 
as an integral cost of the project and should be accepted by one of the 
parties concerned. 
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PROCEDUaES AND TECHNWJF,S FOR THE TECHNICAL DISCUSSIONS 

The topic which has been chosen for the 1954 Technical 
Discussions is: 

PUBLIC H&\LTH AilHNJST.aATION WI'IH PARTICULAR REFERENCE 
TO THE CR{]I.NJZATION (DEVELOPMENT) OF HEAL'IH DEPARTMENTS 
(SEiWICES). 

This topic will be considered in three sessions~ two being of 
three hours duration each and one of six hours duration. 

(See attached chart, Page 5) 

Fm3T TECHNICAL SESSION 

This session will be conducted in two main phases:-

Panel Phase 

A panel discussion will be held in the presence of the 
Representatives and Observers. It will last about one hour and a half 
and will provide the keynote for the Discussions. The panel will have 
approximate:cy- six members and will be under the direction of a moderator. 

The panel discussion will start with brief statements by each 
panel member on a particular phase of the Technical Discussion theme. 
Next, there will be a discussion among the panel members on the various 
points raised. This will be followed b.r a short open discussion in 
which the Representatives and Observers will be invited to participate. 

The word "session" used throughout this document means one of the 
time periods of the Tech!lical Discussions and does not refer to any p1.rt 
of the Regional Committee Meeting as a whole. 

/Group Discussion Phase 
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Group Discussion Phase 

This will immediate~ follow the Panel Phase. There will 
be three discussion groups and each one, insofar as possible, will 
have an equal number of Representatives, panel members and interested 
Observers. Where there is more than one Representative from a country, 
each will be placed in a separate group. The membership of the groups 
will remain intact throughout the gt>oup discussion periods. It is 
planned that the discussion groups will be held in Freooh and English. 
If possible, facilities for simUltaneous interpretation will be made 
available, Each Discussion Group will meet in a separate room. 

The Discussion Groups Will be asked to use the panel discussion 
as a point of departure, and w.i th the aid of the DlSCUSSION CUESTIONS 
(\vP/RC5/TD5) pursue according to their interests and desjres the 
discussion of the sub-topics designated. 

Each group will be responsible for preparing and submitting 
a written repart of its conversations to the Technical Discussions 
Steering Committee. (see page 4) ,as well as to present an oral report 
to the entire gt>oup dwing the final session. 

A leader for each of the Discussion Groups will be appointed 
by the moderator and each group will be asked to select its own 
rapporteur. 

SECOND TECHNICAL SESSION 

This session will last for six hours or one complete day 
(Friday, 10 September). It will be entirely devoted to group 
discussions and will be a continuation of the latter part of the 
preceding session. At the end of this session each group should 
agree on: 

1. 'lhe nature and content of its final written report; 

2. The convent and methods of presentation of its oral 
report at the last general session. 

The written report should contain working principles, recommendations 
or resolutions which the groups wish to have considered at the final 
session or to have brought before the Regional Committee. 

THJRD TECHNICAL SESSION 

The last session will be conducted as a general session. 
Approximately two hours of this time will be devoted to the oral 
reports from each of the three discussion groups, followed by an 

/open discussion 
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open discussion of the reports. An equal amount of time will be 
allotted for each group report and the method of presentation will 
be determined by each group. 

The session will then be devoted to a general consideration 
of these reports, to be followed by a discussion to clarif.y, s,rnthesize 
and reach agreement on a~ recommendations and to draft a~ resolutions 
approved by the entire group. 

An evaluation of the Technical Discussions will be the final 
phase of this session. The Representatives will be asked to meet in 
small groups to carry out this procedure.. Each group will be given 
a series of short questions to guide its thinking and in addition will 
be requested to select a spokesman to conve.1 to the general session 
the ideas of each small group. 

A brief general discussion after these reports will end the 
Technical Discussions. 

LEA.DEl1SHIP 

The members of the Introductory Panel will be asked to join 
Qne of the small discussion groups and continue with this group 
throughout its deliberations unless called upon b.Y another group to 
assist as a resource person. 

The moderator will select Representatives to act as leaders 
for the three Discussion Groups. 

In order to coordinate effectively the work of the panel, a 
briefing session will be necessary. The time of tbis meeting will be 
announced earlY in the Regional Committee Meeting. 

The Moderator and Group Discussion leaders will be asked to 
attend a coordinating meeting shortly before the Technical Discussions 
begin, and again at the end of the F:ffiST SESSION. The time and place 
of this meeting will be announced. 

STEER Jlii G CG:It·1ITTEE 

A steering committee will be established to facilitate the 
smooth conduct of the Technical Discussions. This committee will 
consist of the moderator of the Technical Discussions, group leaders 
and members of the Regional Office, and will meet from time to time. 
The time and place of these meetings will be announced. 

/LANGUAGES 
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LANGUAGES 

Provision will be made if possible for aimultaneous inter
pretation of English into French and vice-versa during the general 
sessions. Both languages will also be used during the grou.p 
discussions. 

EVALUATION 

The final part of the last general session will be devoted to 
obtaining an evaluation of the Technical Discussiom and will be aimed 
at a consideration of their effectiveness as well as teclmiques used, 
so that subsequent discuss:Ums can be improved. 

RECORDING AND FINAL REPORT 

The panel discussion and final session will be summarized arxl 
included with the written reports ef each discussion group in the final 
report of the Technical Discussions. 
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CHART FO!l. TECHNICAL IJISCUSSIONS 

FlRST SE::>S ION 
Thursday 1 9 September 

2:30 P.l1. 
(Three hours) 

SECOND S:re5 ION 
Friday 1 10 September 

9:00 A.M. 
(Six hours) 

TH lRD SESSION 
Saturday 1 11 September 

9:00 A.N. 
(Three hours) 

PANEL PHASE 
Two hours 

Six members on Panel 

CROUP DISCUSSION PHASE 
One hour 

Three groups 
Each group 12-17 members 
Gl:'oups meet in separate 
rooms 

l CROUP DISCUSSION PHASE (contd.) 
• Six hours · 

Three groups 
Each group 12·17 members 
Groups meet in separate 
rooms 

GENERAL SF.SS ION 
Two hours 

Oral Reports 
General Discussion of Reports 
Agreement on Resolutions and 
Recommendations 

SMALL CROUPS 
Half hour 

Each group 7-10 members 
Consider Evaluation questions 

-
GENERAL SESSION 

Half hour 
Evaluation Reports made 
General Discussion 




