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1. 1Introduction

The meeting was openea by the Director General, Dr Halfdan Mahler, who emphasized the
similarities between the problems facing tuberculosis control 25 years age in developing
countries and those facing ARI control now. These included the need for appropriate
technologies for diagnosis and clinical management, the need for universal access te these
technologies, the need for integration imto the gemeral health care system and the need to
convinee a sceptical scientific world fhat these simplified approaches will indeed be
effective.

Ir Mahler acknowledged the interdependency of primary health care (PHC) programmes and
ARI contreol and the need to proceed urgently teo application of our current knowledge, even if
incomplete, to the prevention of child deaths. While vaccination approaches to primary
prevention must be vigerously pursued the centrepiece of ARIL control wmust, for now, remain
case finding and case management. National health care planners must be proviaded with the
best available information about the programme te ensable them to make the necessary difficult
choices in the use of limited resources; this includes validation of the approaches which
earlier working groups have recommended, Dr Mahler's opening address is attached as Amnex 1.

The task for the present meefing was to evaluate what has been achieved in the past fwo
years and to recommend the next steps, bearing in mind that implementation of the programme
must be the responsibility of countries themselves, which have limitea resources. The group
should identify those activities that are c¢rucial to the solution of often shifting problems
and explain how ana why they should be undertaken. The List ot Participants is attached as
Annex 2.

2. Review of the state of the WHO ARL Programme

2.} Global ARI Progyamme

The first meeting of the Technical Advisory Group on ARI, in March 1983, endorsed WHO's
strategy for reducing mortality due te ARI in children under 5 years of age (1).

A global medium term programme on ARI for 1984-8% was formulated in 1983 with the
collahoration of the six WHO Regional Offices {(2). A working group then met in April 1984 to
develop a simplified case management strategy that could be applied by village health workers
in the primary health care setting (3). Children with chest indrawing or imability Lo drink
are referred for inpatient therapy with antimicrobisl agents, children with a respiratory
rate over 50 per minule without the above signs are treated with antimicrobials in the
community setting, while children without any of these findings are given suppertive therapy
and ¢lose monitoring at home. $pecial instructions are given for children with wheeze, or
ghridor or upper respiratory infectioms, A training course for supervisors of primary health
care workers using these guidelines 1s being field tested at this time. A manual on case
management tor use in a first referral facility is under preparation. Studies are planned to
validate the use of pathognomonic signs and symptoms in the diagnosis of moderate apd severe
cases of ARI.

The impact of the ARIL control programme on mortality will be evaluated in special
prototype projects which are underway 1n 10 areas. These projects will alse study
gperaticnal aspects of the case management strategy., A group of project managers and
epidemiologists met in Geneva in November 1984 to review the study designs, the need for
obtaining adequate control data whenever feasible was stressed (4). Five of the 10 projects
have already started programme implementation.

A study of etiological agents in ARI was iniriared in Islamabad, Pakistan, in December
1984. A protocol for wmonitoring antimicrobial resistance has been drafred, so that programme
managers can verify that the appreopriate antibiotics are used in case mépagement,
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WHO Geneva has been working on approaches to morbidity and mortality surveillance to
assist WHO Regional Offices and countries. Questions on ARI have been added to the ChD
survey instrument to be used for supveillance; this approach will be field tested in 1985,
In addition, WHO has initiated a review of the classificarion for ARI in the Tenth Revision
of the Internatiomal Classification of Diseases.

Prevention of ARI by vaeccination is being promoted by the WHO Division of Commumicable

Diseases with programmes for development of new viral (Respiratory Symecytial Virus, and
parainfluenzae type 3) and bacterial vaccines, The programme on encapsulated bacteria

currently emphasizes meningococcal vaceine; an increased emphasis on pneumococcus ana
H. intluenzae vaccines is expected in the coming years.

Dissemination of technical information on the programme has been a high priority. This
has included technical documents, bibliography on respiratory infections, training materials,

and an AR newsletter, the first issue of which has just been published by the Appropriate
Health Resources and Technologies Action Group Ltd,.

Funds committed to the WHO ARI programme for the 1984-83 budget are $2 114 000, & 250%
increase compared to the 1982-83 budget. There has been a particularly notable increase in
funds committed from sources outside the regular budget.

2.2 Regional ARI Programmes

2.2.1 African Region

In the Regional Qffice the Communicable Diseases officer is responsible for the ARI
programme. Control activities are delepated to the sub-regions through inter-country
epidemiological surveillance and disease control projects in Niger (sub-region 1}; Kenya
{(sub-region II) and Zimbabwe (sub-region I1I), and te the countries through WHO
eplaemiclogists assigned to projects there.

Some countries in the Region have set up an ARL steering committee at central level
{Burkina Faso, Ivory Coast, Kenya, Tanzania, Nigeria and Senegal). A regular budget line is
available to support ARI activities at the inter-country level. Regional training courses in
epidemiology and diseases control for senicr—level persomnel (in Bamako for French-speaking
and in Nairobi for English-speaking countries) included information om the ARI programme.

The AR control programme meels a major immediate need of the Region. The validity of
the simple strategies aod their techniecal feasibility and cost effectiveness will need to be
assessed. Logistic feasibility will probably be the major problem in programme
implementation, In some countries, there is an almest total lack of access to any health
service, especially in low density rural areas such as the Sahel. With the lack of a health
infrastruecture, and mobile operations being prohibitively expensive, the neea for integration
of ARI operations with EPI, CDD and malaria control is indicated, especially as the target
group is the same and managerial processes are similar, -

2.2.2 BRegion of the Americas

In the American Region of WHO, ARI is a compenent of the programme of Maternal and Child
Health, together with Diarrhoeal Diseases, Immunization and Growth, Development and
Reproduction. Other programmes such as Research, Epidemiology, Viral Diseases ana Laboratory
Services have contributed substantially to the ARI programme. Active advocacy, dissemination
of informatiom and technical advice have stimulated implementation of case management of ARI
in children within Primary Health Care. This started in the State ot Para, Brazil, in 1982
and was extended te &ix more Stares in Brazil and two other countries - Panama in 1984 ana
Guatemala in 198%. Eight more countries (Argentina, Bolivia, Colombia, Ecuador, El Salvador,
Honduras, Paraguay and Peru) have achieved most of the preparatery
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stepst formulstion of nstional norms and plans of work, nomination of responsible officers,

training and procurement of drugs, Most of these countries will implement improved case
management getivities during 1985.

Techni¢al and financial support of UNICEF, in a joint programme for child survival,
facilitated programme development, in particular in Central America.

The Region is testing the WHO training wmodules in Spanish, for inclusion in the mid-—level
supervisors’' courses om diarrhoeal diseases, Some materials for family and community
education have been produced in Guatemala, The basis and technical contents of ARI control
have been introduced in the regiomal courses on maternal and child health and on control of
tuberculosis and respiratory infecgfions,

Until recently, priority in research was given to etiological studies. Technical and
financial support was provided for studies in Argemtina, Brazil, Costa Rica, Panama, Peru and
Urugusy. The participarion of other organizations - such as BOSTID, National Academy ot
Sciences, USA — in support of eriological studies has reinforced this field of research.

Most projects are in progress or are being analysed. Results from Pansme and Costa Rica are
in press. In support of etiological studies, regional workshops on rapid technique in
virology and bacteriology are held annually, since 1983, in different countries.

Operational research is the main priority at present. Protocols are in preparation
primarily to analyse current medincal practices on ARI in chilaren, knowledge anda practilces in
the community, and prevalence of antimicrobial resistance among the common bacterisal
pathogens,

2.2,3 Eastern Mediterranean Region

The specific objectives of the ARI programme are to promote and support the development
of national prograrmes for the prevention and cemtrol of ARI in childrem, based on provision
of etfective case management techniques and facilities through the primary health carxe
syatem, to provide for experienced national manpower at variocus levels, and to suppoxt
applied research projects in priority areas for national ARI programmes,

Two operational research projects are being implemented, one in Fakistan and cne in
Somalia, They will assess the feasibility and iwmpact of the propoged interventions on
mortality from ARL in children under 5 years of age. They also will serve as prototype
progtammes for the management of ARI. The two programmes will emphasize training of
supervisory staff, local health workers and families in appropriately recognizing and
mapaging mild, moderate and severe forms of ARI.

A Regional Scientific Working Group Meeting on ARI took place in Lahore, Pakistan, in May
1984 (5}, 1Iwenty participants including epidemiologists, paediatricians, and micreobiologists
from seven countries attended. The meeting reviewed the present situation of ARL in the
region and discussed the case management approach with emphasis on possible implementation
through the existing health services. The Group has cutlinmed the steps to be taken in the
development of a national plan for control of ARI and the main research needed to Support
control programmes. The participants formulated a draft national plan of operation for ARI
contrel.

Two countries have formulated national projects for ARL contrel. Tunisia, in
collaboration with WHO, has developed a plan to be implemented in a phased manner; it 1s
expected to be extended to the whole country in a period of 5 years. Egypt is including an
ARI component in & child survival programme, which will be supported by UNICEF, WHO ana USAID.
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2.2.4 European Region

According to official reports about 20 000 000 people suffer from ARI in Europesn
countries every year, though this is clearly an underestimate in view of the inadequacy of
the current reporting systems. More accurate data obtained from a survey on ARI in the
United Kingdom showed that about 30% of the population experienced ARI every year. In
Europe the economic loss due to absenteeism from work because of ARI exceeds 600 000 000
working days per year, or more than 3 billior dollars. During epiaemics of influenza this
fipure may be much higher.

At the present time there are no formal WHO programmes given the special characteristics
of the countries in the region. However, some Member States are being approached with a
proposal to initiate programmes on ARI, e.g. the German Democratic Republic, Greece, Motoeco,
Portugal, Romania, Spain, Turkey, and the USSR,

2.2.5 South-East Asia Region

Acute respiratory infections alone or in combination with acute diarrhoeal diseaszes and
with malnutrition have been recognized as a leading cavse of morbidity ana mortality during
childhood in most of the countries of SEAR. Following resclution SEA/RC36/R6 of the
South-East Asia Regional Committee, in 1983, and the recommendation of the South-East Asia
Advisory Committee on Medical Research, activities were initiated in the Region on research
and control of acute respiratory infections. 1In 1983 an Inter-country Scientific Working
Group on Acute Respiratery Infections was held in New Delhi which recommended guidelines for
this programme (6).

Although the activities on ARI have been initiated quite recently, significant progress
has been made during the last two years:

(1) At the Regional Office an ARI unit has been established with a medical officer in charge;

(2} Natiomal task forces have been established in 7 countries (Burma, India, Indonesia,
Mongelia, Nepal, Sri Lamka, Thailand). Burma has included am ARI control programme in
the 1986-90 Disease Coutrol Programme. Formulation and menagement of natiomal ARI
programmes are under consideration in most of the other counctries.

(3) Several countries have prepared operation manuals and health education materiall

(4) Intervention studies on & pilot scale have been initiated in India, Nepal, ana
Sri Lanka. Many research institutes in the Region have taken an interest in ARI;

(5} Liaison has been established between WHO and UNICEF on coordination of activities om ARI
at country level.

2,2.6 Western Pacific Region

The development of the ARI programme in the Region initially was focused on gaining an
understanding of the nature and extent of the ARI problem in the varicus countries. The
activiries undertaken included research on the eticlogy and the epidemiological and ¢linical
features.

Five countries have undertaken or plamned studies on etiological or operational aspects
of ART (China, Malaysia, Papua New Guinea, Philippines, Vietnam),
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The approaches for programme implementation include establishment of agreed terminology
and criteria for diagnosis of acute respiratory infections and implementarion of a prototype
programme integrated at the primazy health care level. The programme covers inmunizatifn,
health education and stamdard case management. Monitoring of bacterial resistance is
under taken for possible adjustment of the standard antimicrobral treatment.

A South-East Asia and Pacific Research—for-Development Workshop on Control and Morbidity
of acute respiratory intfections im c¢hildhood was held in Sydney in August 1984,

As part of its efforts to develop common research methodologies and standard procedures,
the Regional Office for the Western Pacific has produced guidelines for ARIL research and
programme development (7). The guidelines also have been most useful in the initiation of
4RI projects. A manual on laboratory techniques for bacterial acute reapiratory infectlons
will be published scon. Training materials on the management of ARI at the peripheral level
are being developed and tested in the field.

A regional workshop on laboratory techniques for the diagnosis of ARL was held in Manila

in November, 1983, Consultants in data management and in design of training manuals were
provided to countries in the regiomn.

3. Cowments on the WHO ART Programme

In discussing progress in the WHO global and regional ARIL programmes, the following
points were emphasized:

(a) The substantial progress made at the global level in the last 2 years has provided the
tools for effective programme implementation at the regional and country levels.
Coordination with CDD, EPFI, MCH, FHC, UNICEF and donor agencies should facilitate rapid
expansion.

(b) The ARL control programme of improved case management must be seen as an essential
component of an imtegrated PHC system. There is & strong justification for adoption of thas
approach since reduction of infant and childhood mortality is invariably amongst the top
priorities in the health programme of developing countries. Infant mortality has been
selected as one of the 17 WHO indicators to monitor the progress towards Health for All by
the year 2000. Mortality related to ARI is often due to the existence of risk factors like
malnurrition, low birth weight, diarrhoeal disease, malaria ana measles. An integrated
programme to attack these problems through a PHC approach is most likely to be successful in
reducing mortality. The adoption of an integrated approach will also save on the costs of
training and evaluation, and provide the basic framework for delivery of services. Further
development of PHC infrastructure capable of implementing the recommended measures is of
utmogt importance.

{c) The growth of an ARI control programme and its adoption as a natienal programme by the
Member States will require substsntial promotional efforts to develeop the national pelitical
will and financial support. These will include (i) the involvement of professionals in the
solution of rtechnical, managerial and operational problems, (ii) the circulation ot reports
and recommendations, research papers and ARI Newsletter, (iii) seminars and meetings in which
ARI is discussed, (iv) incorporatien of the improved case management in undergraduate
teaching, (v) the use of ARI manuwals and modules in the training of supervisors and PHC
workers, Support of the community must be obtained by improving awareness and understanding
through the use of mass and folk media. Special materials will be needed for this task.

(d) National programmes rely heavily on the recommendations and technical support from WHO
and UNICEF. Documents iséuéd by these organizations are often used for emlisting financial
support and political commitment.
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{e) Significapnt progress was made by the regional programmes in the past two years, in
particular in AMR, EMR and SEAR. The earlier leading role of WPR in research was
acknowledged, but it was felt that this tradition should continue by applying the research
findings in programme implementation. Activities in AFR have been hampered by logistic
difficulties; increased emphasis on implementing the ARI programme in this region is
particularly important as a means to reducing the high infant mortality.

(£) Although formal WHO programme activities are not envisaged in the more highly developed
countries, it is c¢lear that these countries all share 2 massive morbiaity problem ana that
ARY mortality in the elderly is an area of considerable interest to them. The need to enlist
the support of scientists in these countries for the development of an improved ART
technology was discussed at length. Iavolvement of the scientific community im all countries
iz jmportant in solving the complex technological problems,

(g) The first TAG meeting, while recognizing the deficiencies in knowledge on which ARI
control must be based, had emphatically declared that encugh was known to begin a programme
(1), The present group reaffirmed its commitment to the evolving programme and commended the
secretariat on the progress made with the limited resources at its disposal.

4. National implementaticn of ARI Control

National strategies must be based on a sound combination of intermationally known facts,
the specific characteristics of ARI and the circumstances in each country and indeed in
different parts of the country.

It must be stressed that the development and implementation of a programme is a2 national
responsibility and that ics effectiveness will depend on the local epidemiological situation,
the availability, skill and enthusiasm of the health personnel, and the rescurces allocated
to the programme. International cooperation will ne doubt be most benmeficial at the ocutset
but should be directed towards setting up the facilities needed to overcome obstacles to
programme development and implementation. The running of the final programme must be a
pafional affair and should pot depend on other than national inputs.

Although it must not be a vertical programme, there must be a central directing wnit with
authority to initiate and implement the measures deemed necessary. The unit should be in a
position to coordinate, supervise and evaluate the various planned activities which will
generally be introduced in a phased manner so that before the programme is expanded, the
feasibility and efficiency have been tested. The distribution of specific defined tasks to
identified individuals is the best way to secure success in this kind of complex endeavour.

Simple tools for epidemiological surveillance, programme monitoring and evaluation should
form an integral part of a national ARI control programwe from its very inception, and should
allow for regular periodic assessment of progress in achieving the programme objectives and
targets.

The success of a national programme depends heavily on the impact of family aducation
efforts, the adequacy of drug supplies, the supervision and training of PHC workers and upom
vaccination coverage. Therefore all these should be monitored, Knowing the extent to which
the programmé has been implemented and is being utilized by the population is necessary (o
interpret measurements of its impact,

Methods of surveillance used for other communicable diseases have limited value for ARL
largely because of the difficulties in identifying the etiology of pneumonia. In developiog
countries ARI are a leading cause of primary care consultations, of hospitalization and of
death. Although this is a widely acknowledged fact, in most countries there is still a lack
of adequate epidemiological and clinical informarion, A routine information system may be
used to collect gurveillance data on mortality, morbidity and hospitalization of ARI, if such
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a system already exists for the surveillance of other diseases. If this as not the case,
sutveillance should be developad on district, provimcial and national levels to monitor
mortality and morbidity attributable to ARI, and data on hospitalization; a sentinel
gurveillance system may be appropriate.

Mortality data are clearly of the greatest importance, and efforts shoula be made to
as¢ertain the contribution of ARI to child deaths. It should be emphasized that collection
ot staristics on the causes of death within a village or community will help the community to

recognize its problems and increase its motivation in tacklipg them.

Laboratory investigations for identification of etiologiecal agenta inm ARI are of lirtle
help in the clinical management of patients and they are not routinely used by paediatriciang
in developed countries. It is important, however, to obtain as unbiased & view as possible
of the spectrum of organisms invading the lungs, particularly as multiple organisms
(virus/bacteris and bacteria/bacteria) may be present. Although the establishment of
sophisticated laboratories for the clinical management of ARI alone is not appropriate, some
of the existing laboratories should be strengthened and upgraded to menitor antimicrobial
susceptibility of bacterial pathogens, and to determine prevalent respiratory pathogens. The
latter goal will be facilitated if improved diagnostic methods for pneumonia become available.

4.1 Prorotype programmes

Gince 1943, the WHO programme has progressed from an exclusively research orientation to
a phased control programme implementation in & number of areas. At this stage, the emphasis
is still mainly on feasibility and evaluative studies, but, in brazil, there has been a bold
attempt to develop statewide case wanagement programme$ and in other Latin American
countries, national norme for ¢linical management of ARI are being established.

A review of 3 of the earliest demonstratiom projects in Bohol, Philippines, Bagamoyo,
Tanzania, and Chandigarh, India, illustrates the benefits of a phased approach to
implementation. These programmes, which &re built, within the PHC system, around cake
management and upgrading knowledge, artcirudes and child care practices regarding ARI, are
alsc at the same time measuring the impact of the strategy.

4.1.1 The Bohol Project — Republie of The Philippines

An operational study on the implementaticom of an ARI intervention programme within the
context of primary health care was initiated in the island of Bohol in April 1984. It aims
at demonstrating the reduction of ARL mortality in children under 5 years of age through the
implementation of the improved ARI case management in coordination with health education, the
expanded programme on immunization and nutrition.

Deaths are monitored by two complementary methods: periedic household surveys,
unaer taken semi-annually, and continueus reparting through key informants, which is done
fortnightly. The cause of death in echildren under 5 years is ascertained through verbal
autopsy. A standard gquestionnaire is used to obtain informatien on symproms and health
conditions of the child prioxr to death from a responsible howsehold member. Baseline data
indicate mortality rates of 67 per thousand in infants and of 7.8 per thousand in children
aged l=4 years, with ARI related to 26.9% and 43% of all deaths in these age groups
respectively. The estimated ARI mortality rates are 1800 and 400 per 100 000 population in
infants and children l-4 years respectively and are about the same as in statistics from 1976.

Training manusls based on WHO WPRO ARI training materials have been developed for primary
health care workers, at peripheral and referxal units, and for course facilitators. The
wanuals are used to train health care providers in one half of the study area with the other
half remaining as 2 control area. The impact on ¢hildhood mortality will be determined one
and two years after implementation., Cost benefitr analysis will also be undertaken.
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4.1.2 The Bagamoyo Project - United Republic of Tanzania

ARI control has been implemented as an integral part of primary health care (PHC) in one
district in Tamzania. This district serves as a model for demonstration and evaluation of
PHC in the country, particularly of its potemtial for control of major diseases and reduction
of child mortality as part of the goal for Health for All by the year 2000.

Additional training and logistic support for control of ARI has been given to village
health workers and other health workers in the district over and above the usual PHC
provisions., Bi-monthly home visits to each child under five and mother have been organized.
Group health education is provided on home care and on discrimination of ARL symproms needing
treatment at the village health post or at higher levels of care, Information on feeding
practices and vaccinations is alse proviaed.

Baseline studies of the first 12 months revealed the following:

{g) Case fataliry ratios for cases treated by medical assistants and doctors im health
institutions are l.4% for all types of ARI, 2.5% for pneumonia, 12.04 for measles and
17.4% for measles in combination with pneumonia.

(b) Of those who died with pneumonia in the community, only 43% received antibiotic
treatment. Most severely ill c¢hildren haa grossly inadequate treatment in the community
setting.

(¢) No trearment was reported in 7.4% of families of children with diarrhoea and in 3.44 of
children with fevers, compared with 24.5% of children with coughs and 37.6% of children
with diffieult breathing. This may indicate unawareness of the dangers of cough and
difficult breathing, and underlines the importance of health education and community
involvement,

(¢) The mortality survey showed that in the community pneumonia contributed 364 of all

mortality. 27% of fatal pneumonia cases also had measles. Other major causes were
malaria (21%), diarrhoea (20%) and malnatrition (15%).

(e} Preliminary results of the mortality survey done one year after implementation of the
control prograwmme showed an overall reduction of mortality in children under five of Z8%
in the intervention arez as compared to the cgontrol area. Reduction in deaths ascribed
to pneumonia contributed 46% of the total decrease; the seasonal distribution of deaths
showed the greatest difference between intervention and control areas during the rainy
season when puneuwmonia deaths are most common. The reduction in mortality rates between

the ¢control and intervention areas was 364 for pneumonia, 37% for malaria, 20%Z for
diarrhoea, and 20% for all other causes.

The Bagamoyo project demonstrates the feasibility of ARI contrel using the existing PHC
system. It 1s also helping to define operational problems.

4.1.3 The Chandigarh Project, India

Operational studies on ARI control in children with the aim of reduction of mortality
have been carried out in a group of villages of Haryana State, India. The initial
development efforts for these studies included preparation of training and health education
material; working out logistics of supply; testing of simple evaluation instruments and
preparation of decisijon trees. The WHO case management approach for ARI was introduced in &
cohort of 199 low birth weight babies in three clusters of 21 villages followed from birth to
one year of age. Data on incidence of ARI and mortaliry in 211 low birth weight babies and
448 normal birth weight babies in neighbouring villages from a separate study were used for
comparisou. The field investigators responsible for evaluation and training were not
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responsible for providing health care. The training and service activities were undertaken
within the existing system of health care delivery. Monitoring of case management
interventions included a weekly survey for all ARI episodes and recording of all deaths, with
information on health services utilized and cause of death based on a verbal autopsy
technique.

Although the incidence of ARL inm low birth weight babies (4.79 episodes) was comparable
to normal birth weight infapts (4.7 episodes), the case fatality ratio in moderate—severe ARL
was significantly higher in the low birth weight group (24.6% vs 3.24).

Fatality of moderate and severe ARI was 8.7%Z in lew birth weight infants treated by using
the case management approach as compared to 24.6%4 amongst those not managed by this appreoach.

In November 1984 an operational project supported by WHO/AGFUND was initiated in 35
villages with 5000 children under 5 years of age fo reduce ART related mortality amnd engure
bettrer understanding of ARI among the population, particularly amengst the mothers. Cluster
sample surveys on 3000 children under 5 years of age carried out by trained village-based
enumerators, showed that moderate end severe ARI affected 7.5% of children during July 1984,
and 7.5% of children in January 1985. A census on all the houagcholds has been completed and
all deatrhs ynder 5 years of age during the preceding year have been investigated by verbal
autopsy. Monthly contacts have been iniriated.

ARI control activities have been integrated with other PHC elements like E¥I, CDD,
Nutrition, Family Planning, which are known to improve chila survival, in a district with
1.4 million population, In this health systems project, initiated at present in a population
of 400 (000, the responsibility of providing care as in other projects belongs to the statf
provided by the state. ‘The project strengthens the educational, training and legistics
efforts and promotes the use of innovarive and simple evaluation tools. This project is
addressed towards managerial and operatiomal issues. The feasibility of integration will be
invesfigated and the impact on infant — early c¢hildhood mortality will be evaluated.

4.2 The benefits of pilot and feasibility projects

The group emphasized the value of projects such as those testing and strengthening
national intervention strategies and assessing their relevance to the national needs and
resources. The broad principles surrounding an ARI intervention are quite clear. But it is
also g¢lear that there is no fixed and immutable formula, Feasibility projects can identify
local customs, attituaes and practices and test national approaches to training, health
education and standard management .

5. Current status and prospects for improvement of technologies for ARI
diagnosis, therapy, and prevention

The evolving global programme will need to review possible new approsches and to develop
methods Lo evaluate them., Thege could then be adapted ane applied by any group involved in

ARI1 research or the intreduction of programmes. Cloze collaboration and cooperation must be
maintained between WHO and the various organizations around the world which undertake
reaearch on ARI.

5.1 Field diagnosis of ARI wmorbidity and mortality

The definition of the pathognomic value of aymptoms and signs, individually and
collectively, in ARI is complicated by the large numbers of agents and the diversity of their
clinical manifestations and of the different responses of individuals to infection with the
same agent. Clinical decision trees (flow charts) with treatment end points have been
constructed to date without complete knowledge of the predictive values of the symproms and
digns on which they depend.
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A WHO Working Group on Case Management of ARI recognized that no single decision tree
could satisfy all needs (3). The Group proposed the need for plans of increasing
sophistication for use by health personmel with varying degrees of training. In general
terms , having recognized the presence of ARI, management action for village health workers is
based on recognition of critical features related to severity of illness. Plans for higher
levels of care become progressively more elaborate. In constructing these decision trees the
critical clinical features used must (a) be easy to observe by mothers and health care
workers with little training, (b) require the minimum of special equipment, {(c) be
reproducible between observers, {d)} not be subject te variation between patients, and {e)
most importantly, disceriminate reliably between the major categories of eticlogical agents,
pathologies and severity of illness.

A protocel has been developed for evaluating the sensitivity ane specificity of clindical
signs and symptoms of ARI based on comparison with a standardized case definition. It is
designed to be psed on an unselected population of patients with ARI,

A standardized, objective case definition for bacterial pneumonia is difficult to
construct, since diagnestic methods for bacterial pneumemia are unsatisfactory. In many
countries, a positive ¥-ray is used to define a case who should receive antibiotic therapy.
For the ARI programme to succeed in reducing mortality, it is most important that the
c¢linical signs £o be uged by the PHC worker be senmsitive, i.e, that a high proportion of
cases with a positive X-ray also have a positive sign, Ar the same time, a reasonable level
of specificity should be maintained, to restrict inappropriate use of antibiotics. The
pretocol can also be used with cother standardized case definitions for pneumonia, such as a
combination of X-ray and laboratory results, and clinical course.

Determination of mortality due to ARI has been attempted by use of the '"verbal autopsy"
method. Imvestigators in Papua New Guinea have used a standard questionnaire administered by
the same staff member to relatives as soon after the death as possible. The data are then
reviewed with a physician who may request further informationm prior to assigning a fioal
diagnosis. 5Studies in whieh results of verbal autopsies can be comparea to subsequent or
hospital data autopsy would be useful for evaluation of the technique.

5.2, Etiologicsl disgnosis of ARI

Since the last TAG meeting, at least 1l studies have been designed, funded, and in some
cases already initiated, to investigate the bacterial and viral eticlogical agents of ARI.
The studies are Llocated in 1l countries (Argentina, Guatemala, Uruguay, Kenya, Nigeria,
Bangladesh, India, Pakistan, Papua New Guinea, Philippines, and Thailand) and inelnde
patients drawn from populations with varying mortality rates and a wide range of geographic,
cultural and economic backgrounds., In an effort to ensure that results are comparable
between studies, the National Research Coumeil of the US National Academy of Sciences has
coordinated development of virology and bactericlogy manuals, workshops for procedures to be
used in the studies, and design of study forms and methods for data mansagement. These
studies should answer the question of the importance of viral agents in ARl in a wide variety
of settings; the studies are alse designed to assess interaction of etiological agents with
clinical and epidemiclogical variables,.

Results of studies of ARI etiology in Papua New Guinea since 1979 are derived from

hospital— and population-based research carried out by the Goroka ARI Unir and the Tari
Research Unit. Both are working in areas of the highlands region where infant mortality is

of the order of 70/1000.

The geverest forms of ARI and the highest case-fatality ratios are assocliated with
bacterial pueumenia. MH. influenzae and 5, pneumoniae are the major pathogens. Of the 52
pneumococel isclated from blood cultures or lung aspirates, 71% were included in the 14
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valent pneumococcal vaccine formulation and 83% were included in the 23 valent formulation.
Of the H. influenzae isolated from blooa cultures, 44% were type b, 219% were encapsulated
strains other than type b, and 274 were nom-serotypable. The H. influenzae icolated from
lung aspirates showed a different profile, with only 16% type b, and 594 non-serotypable,

The ability to define the zrole of bacteria such as §. pneumcniae and H. influenzaeg in
etiological studies is limited by the current methodology available. Elood cultures are most
useful in defining the role of bacteria, but they must be cobtained im patients betore
antibiotics are administered. Sensitivity of blood cultures can vary by the methoed used) 1o
the Papua New Guines study, as many as 30% of patients could be daagnosed with a positive
blood culture, using Trypticase Phosphate Broth and screening specimens for antimicrobial
substances, compared to the 6% positivity with the initial method. Evaluation of current
methods such as latex agglutination and coagglutination for polysaccharide capsular antigen
detection in serum and urine, and development of improved methods for antigen detection are a
high priority, to ensure that studies can include semsitive and specific disgnosis of
bacterial agents. It is also suggested that proper specimen storage and ¢catalogulng be
encouraged to evaluate new diagnostic tests as they are developed, and to use Validated tests
tor retrospective testing of specimens.

Finally, eticlogical studies have been conducted primarily in the hospital setting owing
to comstrainte in obraining and transporting specimens. However, to cobtain an accurate
picture of etiological agents in the community, emphasis needs to be placed on development of
transport methods and technigues apprapriate for field settings, to increase information on
etiological agents in moderate cases of ART.

5.3 Antimjcrobial therapy

Antimicrobial susceptibilities of invasive strains of §. pneumoniae from ARI cases in
Papua New Guinea have been determined; 47% of .the 55 strains were fully sensitive to
penicillin, 49% were partially resistant (MIC 0.1-1 mecg/ml), and 4% were resistant to
penicillin. fTreatment of pneumonia due to partially resistant strains with benzathine
penicillin may not be successful. Additiomal studies of serum levels achieved by currently
recommended antimicrobial regimens are needed, as well as continued moemitoring of
antimicrobial resistance.

The challenge for the future is to clarify which patients have bacterial infections. In
developed countries, the factors which mow guide the clinician in identifying these patients
are the gnatomical site of the infection [larynx (croup), trachecbronchial tree
{tracheobronchitis), bronchioli (bromchiolitis) and alveoli (pneumonia)], suppurative
complications, severity of infections and host age, If studies in developing countries show
that acute lower respiratory tract infeections can be classified similarly, croup,
tracheobronchitis and bronchiolitis, which are caused primarily by viruses, would not require
antibiotics. Ppeumonia and suppurative complications would continue to remain as the
troublesome entities,

5.4 Vaccines for prevention of ART

5.4.} Bacterial vaccines

Recent developments in immunization against pertussis, phneumococcus and
Haemophilus influenzae are of immediate relevance to the ARI control pregramme.

Although they are undoubtedly efficacious, concern at their neurotexicity has led to
decressed acceptability of whole cell pertussis vaccines in some countries and a new
generation of acellular vaccines is on the horizom. The first of these 1s now being used
nationally in Japan and plams for evaluation of efficacy in Sweden are well advanced. It now
seems that pertussis is a toxin mediated disease and, although some debate continues as to
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the critical toxins, as well as to the role of IgA in impairing the attachment of the
bacterial cells te the mucous membranes, the next stage in vaccine development will be even
purer preparations of rtoxoid. TFurther evaluation of toxicity and efficacy in large
populations 1s needed to determine whether the newer preparations are superior to whole cell
vaccines which are currently in use in most countries.

Folyvalent pneumococcal polysaccharide vaccines are now widely used in adult populations
of developed couniries and they have an excellent safefy record. Efforts to prevent
pneumococcal ofitis media in infaney with these preparations have foundered on the fact that
the most impertant paediatric serotypes are relatively non—immunogenic in children under 5
years of age. However, two trials in Papua New Guinea have now ¢emonstrated the efficacy of
the vaccine in changing respiratory and total mortality in this age group. While current
efforts to improve the immunogenicity of these vaccines im early childhood must continue, the
present vaccine decreased ARI mortality by 604 in the Papua New Guinea trial, am area where
childhood mortality is high. While it may be some time before the new covalently linked
pneumoccccal preparations are available for field testing in developing countries, efforts
should now begin to evaluate the effects of the present preparations in 2 number of field
settings.

Till now, efforts to develop vaccines against Haemophilus influenzae have concentrated
exclusively on type b encapsulated organisms bacause of their undoubted importance ip
meningitis. But, for respivatory infections, other serotypes of encapsulated haemophilus and
unencapsulated strains are equally if not more important. The type b vaccine suffers the
same disadvantage as pneumococcal vaccines - that it is poorly immunogenic in early
childhood. Efforts to change this by covalent linkage to various carrier proteing appear at
this stage to be successful, and 2 second generation of these vaccines is currently being
evaluated in field trials in Alaska. Assuming this strategy is successful, there is the
possibility that type b vaceine could become a routine childhood immunization. But efforts
must now begin urgently to explore vaccine approaches to the other serotypes and also to the
unencapsulated variants which are very important respiratory tract pathogens.

5.4.2 Virus vaccines

In the last few years there have been great advances in analysing the immunogemicity of
viruses at the molecular level and in expleiting this knowledge Lo produce experimental
vaccines. For instance by genetic reassortment it is possible to produce candidate live
attenuated vaccines containing 6 genes for "internal" peptides from a cold adapted parent and
2 penes for "external" peptides from an epidemic strain.

The genomes of RSV and parainfluenza viruses are being cloned and sequenced and the
protective antigenic¢ sites are being identified with monoclonal antibodies. When these are
known it will be possible to develop new antigens, perhaps expressed in E. coli or yeast or
oligopeptide ansglogues of the epitopes which could be used as vaccines, Such oligopeptide
antigens have been made with a picornavirus {(foot-and-mouth disease virus) and shown to
protect animals against infecrion with the virus. It would be possible to try the same
techniques with rhinoviruses, although any vaccines made would be difficult to employ.

The melecular penetics and bigchemistry of adenoviruses are being studied in great
detail, but no applications to vaccine production have been reported, though it is clear that
the akility has greatly increased t¢ manipulate the genome to produce attenuation, and also
to define peptides and amincacid sequences likely to be significant immunogens.

The current iafiuenza vaccines are used for prevention of ARI morbidity and mortality in
a number of developed countries. However the lack of data on the importance of influenza in
paediatri¢ mortality in developing countries, and the expense of the vaccine, do not warrant
recommending its use in the ARI programme at the present time.
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The c¢current measles vaccine has an important role in prevention of ARI mertality.
Efforts to improve its immunogenicity in younger children are important to increase its
effectiveness in reducing ARI mortality.

6. Environmental determinants and respiratory infections

A large segment of the urban (30%) and rural (%0%) populations in developing countries
utilize so-called biomass fuel, such as wood, leaves, agricultural waste and dried animal
dung. The combustion of these fuels is primitive and inefficient, causing both the depletieon
of the available sources of fuel and very high levels of smoke and gaseous c¢ontamination
indoors. Women and children particularly are exposed to high concentrations of smoke and
potentially toxic gases, such as carbon monoxide and formaldehyde, which are known to have an
irritant action and to impair pulmonary defense mechanisms, It would be reasonable to expect
under these conditions an exacerbation of respiratory illness caused by certain bacteria and
viruses.

1t has been shown in several studieg that there exists a relationship between the
presence of smokers in the home and the inereased incidence of persistent wheezing and
possibly an excess risk of respiratory infection. Also, cigarette smoke and smoke from
biomass fuels are quite similar in their composition and both contsin several hundred
potentially toxic substances. However, the conmcentrations ot these substances im c¢igarette
smoke are in the order of 10 to 100 times less than has been measured in rural homes in
developing countries, The presence of elevated concentrations of smoke stemming from the
combustion of biomass fuel is therefore likely to affeet the health of rural children in
particular.

The extensive use of biomeas fuel will continue well into the next century. The following
activities nead to be undertaken:

- implemgntation of geveral epidemiological strudies, representing different exposure
settings, to determine and evaluate the contribution of environmental factors teo the
incidence and severity of ARI in children; the methodology of such studies will be

complex and may require development of metheods for measuring exposure)

- dissemination of information and raising the awareness of authorities concerned with
rural development about the risk of incressed respiratory disease, particularly among
children, as a result of improper wtilization of biomass fuels.

7. The shape of the future programme

ARI is probably the most prevalent and one of the most significant causes of 1llness,
disability and econcmic less in all age groups in all countries of the worla, This burden

should be lightened by prevention, where possible, and effective treatment to speed recovery
and reduce the risk of permanent damage to health., The general objective of the programme
should be, therefore, to stimulate the development of AR] control activities in all Member
States. For the immediate future the main emphasis of the ARI programme and the principal
commitment ¢f the resources at its disposal - financial spd staff - should be on primary
health care in developing countries. Within this context measures to reduce infant and early
childhood mortality are the top priority.

The risks of fragmentation of effort inherent in promoting isolated planning, L(T&iDiRE,

supervigion and evaluation of ARI activities should be avoided from the start. At the same
time, ARI must aleo have a c¢lear identity, as the complex problems of ARL must be clearly
articulated in order to be sure that the programme can be evaluated and improved.

Objectives will be achieved only by active administrative and professional collaboration
between the various programmes involvea in primary health care activicties. Vigorous
promotion of the priority of the ARI control programme will be necessary in order to obtain
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the political and financial commitment and to mobilize professional and public concern and
invelvement. It will require broad as well as detailed planning, the identificatrion and
development of appropriate technologies, and evaluation of the effectiveness and efficiency
of interventions.

Three majer components fo the programme ¢an be identified: the health service component,
concerned with application of the present state of the art to the prevention and treatment of
ARI in rhildren; the research component directed to strengthening the scientific basis of
the programme and salving problems raised in the Implementation of services; and the
promotional gomponent, which will ensure the necessary commitment of resources — finanecial,
personnel, and equipment = and professional and public support. The programme will grow on
firm ground if these three components are pursued with vigour and guccessfully harmonized.

7.1 Activities in develeping countries

The zim sheould be for all countries in each Region to construct and implement a national
plan for ARI control. WHO can assist in this by drawing up agreed prototypes such as that
proposed by the Eastern Mediterranean Scientifiec Working Group, Lahore, 1984, which can be
adapted to coyntry needs (5), The programme will be introduced in a phased manner, so that
the effectiveness of the variocus elements can be tested gradually, and then built up at
various levels. Initially the programme should be in areas where PHC services are strong,
and it can be integrated with EPI and CDD.

Matters related to gervice implementation requiring particular attention will includes

- the need to establish or strengthen health information systems to assist in the
planning and evaluation of services and maintaining surveillance;

- the training of health workers at all levels, including docters, in the use of
standard management plans;

- the preparation or adaptation and tranmslation of technical handbooks and manuals for
local use;

- the preparation and translation of training and health educational material;

- the streugthening of technical services (laboratory, radiclogy, data handling) in
resource and reterral centres,

The activities of countries can be further strengthened through WHO support by, for
example’

- providing technical support by short-term consultants for service planning and
evaluation;

- establishing in each Region a Collaborating Centre for ARI Training and Health
Systems Research;

- organizing Regional Workshops on programme management or for technical training
(e.g. of laboratory workers);

- supporting the development of both operational and etiological research projects in
Member States;
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- asgistance in the setting up of demomstratiom projects in selected areas which will
test the feasibility of plans in a local context:
- advising on recent developments in electronic data handling and on recording ot
epidemivlogical data;
- encouraging the incorporation of ARI contrel theory and practice in medical and other

professional education.

7.2 Activities in developed countries

The problem of ARI in developed countries is very different from that in developing
countries. ARI remains one of the 10 leading causes of death, mortalicy in older adults
cauging subtantial numbers of premature deaths. The major problem in younger people is
sickness with absence from work and school. The consequent economic loss and industrial and
sogial disruption is considerable, Childhood respiratory infections are not witheut dangers,
cause much misery and impose comsiderable burdens on families and health services. Vaccination

coverage is poor in many countries. Developed countries cannct afford te be complacent about
the total cost of ARI to them in both heslth and ecomomic rerms.

fhe major emphasis of the programme in thesa countries, therefore, is likely to bes

- ensuring that coverage with the EPI vaccines is complete among their child
populations;

- under taking measures to reduce the nonm—specific factors which have adverse effects on
ARL, such as atmospheric pellution and tobacco smoke)

- using influenza and pmeumccoccal vacclnes where appropriate in vulnerable groups of
the population.

These countries can alsc contribute substantially to the ARI programme in other ways, for
example:

- the development and improvement of ARI vaccines

- the development ot simple diagnostic techniques for eticlogical diagnosis)

- the provision of standard reagents;

- providing technical training facilities and contributing to Regional Workshops;

- participating in field research with develeping countries and providing expertise teo
assist programme planning and development.

7.3 Health education and community involvement

lnvolvement of the community through the use of health educational material and

communication strategies is an important component of the programme. The objective is to alter
community behaviour, including improvement of utilization of health services and modification
of life styles to decrease harmful environmental exposures (tobacco smoke, smoke fxrom wood and
other traditional fuels). WHO can assist by the development of prototype educatiomal material
which can be adapted to the local cultural comtext. Similarly, programmes for use with special
media (such as video tapes and films) can be eftective in enlisting public support for the ARI
control programme, In addition, the use of traditional and folk media should be encouraged in
areas where there is no access Lo modern mass media.
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Child care practices snd life styles which are related to the dccurrence and severity of
ARI should be evaluated, The programme should establish links with social scientists and
experts in this field. GBocial and behavioural research directed toward increasing community
invelvement zlso needs to be initiated.

7.4 Role of pgovernmental and nongovernmental organizations

Effective promotion of the ARI programme has started through collaborative efforts of WHO
and UNICEF. A joint WHO-UNICEF statement on the programme has been issued (8}, and UNICKF has
been instrumental in programme implementation in the Region of the Americas.

Active ¢ollaboration and partnership has alsc developed between WHO, governmental agencies
and non-governmental organizations in the areas of research, communication and advocacy of the
ARI control programme. Examples of these emerging collaborative efforts imclude research
efforts on eticlogy and case management 0f AR] promotiomal activities, production ©f the
ARI Newsletter, and the availability of technical support are examples of these emerging
collaborative efforts. The technical and financial gupport provided by ADAB, AGFUND, BOSTID,
GTZ, IDRC, IUAT, Sasskaws Foundation, SIDA/SAREC and UNICEF, have been instrumental in the
progress made over the last two years, and is even more important for further implementat:ion
and evolution of the programms, Support in organizing international meetings and workshops
will help in building advocacy for the ARI control programme, Development of suitable health
education material, technical and consultant support, and help in programme evaluation are
possibilities for further joint effort.

5. Funding

Te provide adequate funding for the ARI programme, the programme must define clear and
achievable objectives, which can be implemented according to the realities of the different
countries. The currently proposed case management programme is a rational approach to
antibiotic therapy of ARI, 25 has been demonstrated by the substantial reduction of mortality
observed in the Tanzanian preoject., Such information provides a strong basis for obtaining
financial and political support of the ARI programme. Support of programme implementation does
not preclude the need for support of operational and epidemiological studies to improve
programme activities ana develop preventive approaches for the future,

Funding of WHO's ARI programme should be increased gradually according to the progress
reported. A balanced combination of health service and applied research activities should be
maintained, It is mandatory to obtain extra-budgetary sources of funding, mainly through
coordinated gefforts with UNICEF and bilateral mechanisms, The experience ¢of the last biennium
shows that these extrabudgetary funds have increased from US$ 172 000 in 1932-83 to
Us$ 1 049 000 in 1984-85, with the donations of agencies from seven developed countries. These
contributions must continue, and increase if the objectives of the programme are £o be
achieved. The ARJ] programme represents a2 special opportunity to strengthen primary health care
delivery because of its potential for providing an obvious treatment service to communities, as
well as the expected decrease in paediatric mortality.

The coordination and collaborative activities with EPI, CDD and the essential drug
programmes are another way to obtain and efficiently use resources Lo provide maximum benefits
for the health of the community, and to ensure integration of the health programses.

Fimally, the erucial issue is that funds necessary to sustain the ARI programme must come

from the national health budget of the Member States involved in the ART control programme,
because it is their decision and responsibility to do so. Member States should show their
political will to support and establish the basis for a permanent programme.
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9. Conclusions and recommendations

9.1 General

9.1.1 The problem of ARI is global. It 1s & major cause of morbidity and mexrtality in all

Member States. The primary aim of the ARI programme is the reduction of mortrality from ARI in
children in developing countries. Improved case management within the context of primary
health care 15 recommended to decrease fatality and disability from ARI. Preventive measures

to reduce ARI morbidity should be applied, and new preventive measures developed.

9.1.2 The scope, compoments, objectives and strategies set for the ARI programme in the farst
report of the TAG continue to be valid.  However, more emphasis should be plared on health
education and community involvement activities designed fo upgrade knowledge, attitudes, and
child care practices among mothers and health workers.

9.1.3 WHO in collaboration with many Member States has made important progress in the ARI
programme in the past two years, notably:

{a) in the successful implementation of programmes for ARI comtrol in some developing
countries and the initiation of plans in others;

(b} in basic and operatiomal resesrch, which justifies optimism that implementation of the
programme can significantly reduce mortality in infants and young children;

{¢} in the elaboration of specific material for the programme, including:
- guidelines on case management and health education

- training modules on the management of a child with cough, and of children with ear,
nose and throat infections, which are scheduled for field testimg

- the ocutline of a handbook on ARI for doctors at district hospitals

= collection of data from feasibility projects at the community level on supply needs,
health education methods, and other operational aspects of ARI comtrol getivities.

9.1.4 It is opportune to proceed vigorously with further implementation and development of
the programme. All Member States should be urged to review the problem of ART and their
present activities for ARI contreol. Based on this review they should formulate plans to
initiate or to develop an ARI programme appropriate to their needs. At the start of a
national ARI programme it must be ensured:

(&) that the country has defined the size and nature of the problem in terms of mortaliry and
morbidity in the population;

{b) that the importance of ARI is recognized and that the programme is accorded appropriate
prioricy within the national health care system;

c) that the required financial, manpower, and other resources have been committed to AKRI
contrel activities,

9.7 Health Services

9.2.1  Efforts should continue to be concentrated on the promotion of case management and
health education as regular activities of the primary health care system.
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9.2.2 The specific elements of an ARI programme that each country should devise include;

(a)

{b)

{c)

{d)

{e)

(£)

(g)

9.2.3

the content of case management plans for each level of health care, namely the community
health worker, the first health care facility and the first referral level or district
hospital. Guidelines on case management should be inserted as chapters in primary health
care manuals;

the content of health education on ARI at the commuinity level and the production of
locally relevant material to be used in conveying the essential messages;

preparation of training modules on case management and health education for inclusion in
the courses currently organized for senior and mid=-level supervisors in relation to other
priority programmes, such as immunization and diarrhoeal diseases;

adaptation and field testing of simple integrated training wodules for FHC workers on
activities related to child survival, such as EPL/CDD/ARI. These should be addressed to
the PHC worker who has limited educarion and should be appropriate for short training
courses (two-three days' duration)};

estimation of the drugs and clinical examination equipment needed to implement the case
management strategy so that the programme of essential drugs and other medical supplies
can plan the purchase and distribution;

definition of the operational information on ARL services which should flow from the point
of delivery to the management level as part of the primary health care information system;

establishment of an effective first level referral system to support and complement the

peripheral services and strengthen facilities tor the management of severe ARI cases.
This includes planning for transport of patients and provision of skilled statf, waith
appropriate investigation and treatment facilities,

Development of the health service component of the ARI prograwme at the global level

should continue, with emphasis on the preparation of:

(a)

an operational manual for central level managers oo the ARI elements to be incorporated in
the planning and evalugtion of primary health care programmes, This manual should gave
guidelines on how Lo:

- define the ARI problem

- formulate programme objectives and targets

— eollect basic information for planning ARI control activities
- train and supervise health care personnel

- astimate supply needs

- lmplement case management plans

- gupervise and egvaluate ARL control activities

- monitor wmorbidity and mortality

- provide periodic evaluation of the programme,
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{b) a rechnical manual on surveillance of bacterial sensitivity to the sntimicrobials which
gre included in the standard plan of case management. Projects to define prevalent
respiratory pathogens, including the use of simplified diagnostic methods, should be
impiemented as the methods become available;

{¢) prototype health education material in various forms (with legends, and language free) for

mothers and the pgeneral public, to promote acceptance and endorsement of ARI control
activiries,

9.2.4  Surveillance of morbidity and mortality from ARI at country level is regarded as
essential. Where the existing information system is unsuitable or not available, the sample
survey method may be used in conjunction with surveillance of EF1l target diseases and

disrrhoeal diseases. The WHO programmes concerned should coordinate their activities (in
countries that wish to conduct combined surveys).

9.2.5 Current systems for the classification of ARI are unsatiafactoryy further steps shoula
be taken to develop a standardized classification appropriate both for programme management and
research purposes. The classification of ARI should be based on ¢ritical symptoms and signg of
disease severity related to management decisions in a tiered manner appropriate ta difterent
levels aof care.

9.2.6 Immediate utilizstion of ARI training modules in case management of ARI should be
encouraged in all countries that have initiated an ART programme aond ave planning o conduct
supervisory skills courses in EPIL and CDD,

9.2.7 Vaccination for EPl diseases such as measles, diphtheria and pertussis is an essential
part ot the prevention of ARI. Collaberation with EPI in achievement of high levels of
vaccine acceptance, should be stressed.

94.2.8 Important non-specific measures to prevent severe disease and mortality from ARI
include amelioration of low birth weight and poor nutrition. In this connection the ARI
programme should be clesely integrated with Maternal and Child Health Nutrition Prograumes.

9.2.9 The adverse effects of atmospheric pollution on the susceptibility of imfants and young
children te AR] are well recognized but not well defined. Health education should be directed
to the reduction of exposure to tobacco smeoke, and, where feasible, (o smoke from fuels usea
for ¢ooking and heating in the home by the use of improved methods of combustion and smoke
ventilation.

9.3 Research

Research remains an essential and high priority part of the ARI programme. Many elements
of the programme developed earlier by research are now being implemented but research ip
several areas is still needed to improve the functioning ot the programme and to define methoas
for progress in the future., The standard plan for case management is based on extensive
clinical experience and current scientific information. Methods for wmonitoring the programme
should be incorporated into the national programmes as discussed in the recommendatioms for
programme implementation. However, studies on improving programme operations, evaluation of
the techniques and measuremeuts of the progremme's impact on mortality should be done in
special research projects. Prototype ARI programmes are under way in several developing
countries. These research projects provide opportunities to develop new methodolopies.

Research activities in ARI involves many disciplines., Coordination of research activities
should be emphasized to facilitate rapid progress,

Research should be directed towards the topics listed in the Annex 3.
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9.4 Promotlon and resgurcas

Promotion of ARI programmes will depend largely on the available information aund on the

effective use of this information in enlisting the support of those responsible for
gevelopment, and financing of national programmes. Progress towards control of ARI wmortality
also requires commitment of financial and tecnnical resources on a regional and global level.

9.4.1 For pational programmes, support should be enlisted from:
{a) government officials responsible for decisions on policy and budgert,
(b) medical and associated health care professional groups,

(¢) managers of the public health system, especially those responsible for primary health
care,

(d) community leaders who need to participate actively in the programme.

All of these groups need Lo receive appropriate technical and seientific information that
provides g sound basis for ascceptance.

The programme particularly meeds the support of the local public health and wmedical
community, Draft national plans developed in each region should be available to the Member
States so that the lecal political and medical bodies can participate in adapting the plan to
specific local needs and circumstances. FProfessicnals should also be inveolved in the
solution of managerial, technical and operational problems. Their constructive involvement
in the programme 1% best achieved through an effe¢tive exchange of publications, scientific
presentations, seminars and workshops,

ARI control strategies and methods should be included in vocational training and
continuing education programmes for doctors, and other health workers caring for children,

Promotien ef the programme in the community should utilize all available approaches,
including mass media, Public relations and educational techniques should be developed in the
field of health. They should not just provide information, but should effectively encourage
practices leading to impreoved child care.

9.4.2 On a regional and global level, promotion of the programme is necessary to provide
financial and technical support. The United Nations Agencies, and governmental ana
nongovernmental agencies can all help to ensure successful implementation of the programme,

These agencies can assist by providing:

(a) bilateral agreements with individual Mewber States for training and programme
implementation activities, including the support of local and regional seminars ana
workshops, fellowships, development of manuals and audio-visual aids, and institution
strengthening. In some instances the minimal ¢linical examination equipment and drugs
wmight have to be provided for initially.

Most funding agencies require formal applications for support. The WHO secretariat at
Headquarters or Regional Offices can assist in developing theze documents:

{b} institutional strengthening through the establishment of WHO Collaborating Centres with
specific reference to epidemiclogy, behaviour and health educatign research, clinical
research, promotion of training activities, and dats management;

{¢) support for progress in control and prevention of ARI morbidity and mortality through
epidemiological, eticlogical and intervention studies.

9.4.3 The publication of the ARL Newsletrer is of importance for providing an interpational
exchange of information on the programme. There should be continuous updating of the WHO
mailing list.
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ANNEX 1

Opening Remarks

by

Dr Halfdan Mahler
Director-General
World Health Orgsanization, CGeneva

Monday, 23 March 1983, 10h00, Salle A

Some 23 years age I was leading & research team that had the task of formulating a
tuberculosis control programme for developing countries, Faced with tremendous limitations,
in almost every respac