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1. INTRODUCTION

The fourth meeting of the Technical Advisory Group (TAG) of the Programme for the
Control of Acute Respiratory Infections {ARI) was held in Geneva from 6 te 10 March 1989.
The meeting was opened by Dr T. Bektimirov, Assistant Director-General, who welcomed‘?he
participants on behalf of the DHireccor-General. He drew attention to the fact that the
acute respiratory infeetions are still a serious public health problem, causing about 4
million childhood deaths each year. However, since 1983, a case management strategy has
been developed which represents s basis for rthe implementation of ARI control Programmes
that can substanrially reduce this mortality. The task of the TAG would be to guide the
Programme towards global implementation by indicating the best means of providing support
for national programmes, and priorities for research to acquire naw knowledge. Its
recommendations would be comsidered by the Programme”s contributors at the Meeting of
Interested Parties in June,

Dr J. Botgofio was elected as Chalrman.
2. STATUS OF THE PROGRAMME

The TAG reviewed thelprogress wade by the Programme in 1988, as described in deqéil in
the 1988 Programme Reporr , and noted the planned activities in 1989.

2.1 Global Programme

In 1988 the Programme undertook a revision of its managerial and clinical management
materials and the production of new operational instruments. At the come time, it inecreased
the support given fo national control activities and continued to promote and supporkt
research and development, '

2.1.1 Health services component

Correct case management remains the ceatral strategy to reduce child mortality dye to
acuie respiratory infections, particularly pmneumonia. Immunization 1s alsa recommended az a
specific stracegy to prevent respiratory infections caused by diphtheria, measles, and
pertussis (thereby further reducing ARI deaths). In addition, mational ARI programmes are
being advised to support and stremgthem nutricion and MCH/family planning programmes, since
maloutrition and low birth weight appear Lo be the most important risk factors for pﬁéumonia
in young children in developlag countries. 1In the second part of 1989 the Programme will
initiate an analysis of avallable information on the affectiveness, feasibiliry, and cost of
possible interventions that may eliminate or reduce the risk factors for acute lower ||
respirvatory infections (ALRI) in children, with the aim of identifying specific areas of
preventive activity for ARI programmes. -

In 1988 the Programme undertook a revision of its guidelines for case management, based
on new evidence available from recent research and experience gained in the use of the WHO
materials in reglonal workshops, traluing courses, and control programnes, While'thé core
protocel for the ¢linical management of pneumonia remained unchanged, a number of important
modifications or new Iinstructions were introduced concerning the classification of ARI,
diagnosis of neonatal pneumonia, management of wheéze, and reassessment of a child with
pneumonia after two days of antimieroblal trearment at home, The key elements of the
revised protocol have been condensed inte an "ARI Treatment Chart" in which the recoguition
and treatment of pneumonia is the most prominent feature. A field test of a prototype chart
carried out in 1988 ghowed that paramedical health workers could be taught to use it with
relative ease, The manual for doctors, "Respiratory infections in children: Managemesnt at
small hospitals", 4s also being revised to incorporate these changes and some others with
respect to the wanagement of upper respiratory infections. It will also contain more
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information aboub treatment with oxygen, the use of brouchodilators, and asupportive care for
the child in hosplital and at home.

The ART Programme has identified two procedures related to the prevention of mortallcy
for which appropriate technolegy is required, namely, countiug the respiratory rate for the
diagnosis of pneumonia and supplying oxygen for the treatment of severe pneumonia at small
hospitals, For the former, the Programme has drawn up specifications for a suitable
30- and 60-second timer and is distributing these, with UNICEF assistance, to potential
manufacturers. For the latter, the recent advent of a small oxygen concentrator has raised
the possibility of assuring & reliable supply in small hospitals. A meetiog of a small
group of clinicians and experts 1n the electroengineering of oxygen concentrators has baen
arranged In Londen la May 1989 to draw up specifications for a simple and robust plece of
equipment.

By the end of 1988, 23 countries, mostly in the Regions of the Americas and the Western
Pacific, had operational ARI control programmes; elght of them started operations during
the year., Only four countries reported having expanded their programme on a national
scale; in the other 19, the case management strategy has been introduced initially in a few
limited areas. Another 10 countries have {ssued technical guidelines and drafted a plan of
operation. Buring 1988, WHO staff members and consultants visited 31 countries to
collaborate in formulating technleal policies, revising guildelines, drafting plans of
operation, or conducting training courses. In 1989, it is planned to hold intercountry
meetings Lo develop case management guldelines for national ARI programmes and review other
programme policies in the Regions of Africa, the Americas, and the Bastern Mediterranean,

Tn addition, headquarters and regional office staff will visic countries to assist in
vutlining technical policies and plans of eperation.

In the area of training, the major effort at the global level during 1988 has been the
development of a training course for programme managers. The course will be completed and
field-tested in 1989. With a view to strengthening training on case management of ARI, the
Programme provided support in 1988 for the establishment of ARI Training Units (ATUs) in

large facilities in six countries, The initial experience gained in conducting courses at
these units during 1989 will help the Programme to prepare a Director”s Guide and set of
training materials for use in ATUs.

At the regional level, the Programme continued to provide available materials, such as
technical guildelines, modules on case management for supervisory skills courses and clinical
tralning, and a package of audiovisual alds, to assist in national rtraining activities.
National seminars or workshops were held in nine countries in the Regions of the Americas,
South-East Asia, and the Eastern Meditevrranean, and attended by a total of 841
participants; and 13 countries reported having conducted mid-level tralning courses during
the year. In many of these activities extensive use was made of the two ARI modules on case
wanagement, namely, "Management of the Child with Cough" and "Management of the Child with
Ear, Nose, and Throat Infection™. A revision of these modules was Iinitiated 1n 1988 and
will be completed in 1989; cthey are being combined into a single module. The availlable
audiovisual materials (flipcharts and slides) are also belng revised and new versions will
be available in mid-1989,

Activities in the area of monitoring and evaluation were malnly developmental; they
included an analysis of avallable data and a search for informatlion needed to develop
appropriate and veliable survey instruments for these activities. Visits by consultants to
a number of countries in 1988 showed rhat betrer training and supervislon of health facility
staff are required to ensure proper implementation of the techulfcal guidelines on case
management. They alsoe {ndicated that current clinlecal practlces should be assessed during
the planning of national programmes. The Programme therefore plans to prepare a health
facility survey instrument to evaluate the extent to which health providers conform to
national case management guldelines. It has also identified the maln issues involved in
developing an instrument to collect information on knowledga, artitudes, and practices of
mothers and other caretakers, with a view to developing suitable messages and health
education materials on the home management of ARI.
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The most important indicator for measuring the performance of an ARI contral programme
is likely to be a "correct use indicator", i.e., the proportion of pneumonia cases in
children managed according to standard treatment guidelines, The best way to measure fhis
is through a community-based worbidity and treatment survey; such an instrument will be
prepared during 1989, As regards mortality surveys, au attempt is belng made to improve the
definition of death from pneumonia and to develop simpler techniques to measure overall
childhood mortality.

During 1988 the Programme reviewed its previcus efforts to develop a global .
surveillance system capable of monitoring the resistance of Streptococcus preumonige and
Haemophilus influenzae to antimicrobial agents, and decided to foecus ite future effores on
strengthening wational capabilities in the expectation that the aggregation of reliable
national data will provide information for a global assessment of the problem. A manual is
being developed for this purpose which will deseribe the epidemlological and microbiological
methods required for the suxveillance of antiblotic resistance; it will be field—tested in
mid-1989,

2.1.2 Research compounent

buring 1988 plans were made for an expansion of the research activities of the
Programme. An initial step was the development of draft guidelines for the management of
research activiries, In addition, in May 1988, at a meeling organizad by the Progrémme in
Hanover, Federal Republic of Germany, it was agreed that the ART Programme should focus its
support of biomedical and epidemiological research on the problem of ALRI, partlcularly
pneumonia, in young children in develeping countries. Priority research topics were
outlined in the broad areas of epidemiology, etlology, and disease prevention; case
management; and vaccine development and diagnostic tests. The Programme plans to convene a
Seientific Working Group to help establish research priorities and strategles, review
proposed projects and advise on their support, and monitor the progress and results of
supported studies. A preliminary, informal meeting of experts was held in November 1988 to
help plan this effort,

Several iaportant research questloms relating to implementation of the case management
strategy were identified as needing rapid resolution, and investigatioms were planned during
1988 to: (a) determlne whether a 30- or a 60-second measurement of rhe respiratory rate is
most sultable for the case detectlon of pneumonia, and whether it is best done when the
child is breast-feeding, awake, or asleep; (b) test the ability of first-ievel health
workers Lo observe accurately a series of clinical signs and decide on that basis whather
infants under 2 months of age have a serlous bacterial infection; and (c) determine whether
nurses can be trained to identify wheeze without the use of a stethoscope, administetr
nebulized salbutamel by footpump or metered—dose inhaler, and assess response to therapy.

A meeting of principal investigators and consulrant epldemiologists was held ia April
1988 to amalyse the results of seven ARI intervention studies which sought to determine the
impact of the case management strategy delivered through community health workers (see
section 3).

2,1.3 Programme management

’

Ia August 1987, the ARI Programme at WHO headquarters was placed administratively under
the responsibility of the Diarrhoeal Diseases Control (CDD) Programme, During 1988 three
new posts were created at headquarters and all the regional offices designated = respénsible
officer for ARI activities. ‘

The status and plans of the Programme were presented to the donor community at qhe ChbD
Meeting of Interested Parties (MIP) on 1 July 1988. The MIP warmly endorsed the Frogramme”s
plans and 1988-1989 budget, and decided that in future (1) the MIP would serve as the'donor
forum for the CDD and ARI programmes, and (ii) the funding mechanisms adopted by the donors
for CDD would apply alsc to ARI.
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2.2 Reglonal programmes

The TAG reviewed the reports of the regional advisers and noted the following major
developments in the six WHO regions (up to March 1989),

2.2.1 Africa

To date, four countries in the Region (Gambia, Malawl, Swaziland, Ziubabwe) have
undertaken ARI contrel activitles, though only those in Zimbabwe are nationwlde. Consultant
services were provided to Gambia and Malawi for programme planning, In 1988, ARI training
materfals were used at an intercountry course in Swaziland, and materials for community
health workers were tested in the United Republic of Tanzania and Zambia. Research on
indoor air quality was conducted in Kenya and Zambia.

A promorional seminar for efight English-spesking countries 1s scheduled in Cameroon in
May 198%9. As interest, commitment, and resources increase at the community, natiomal, end
international levels, it is hoped to develop a reglonal plan of action.

2:.2.2 Americas

To date, 17 ¢countries have prepared national technlesl guldelines for the contrel of
ART, 15 have a plan of operation, and 10 have started programme implementation. Advisory
services were provided by regiomal staff and consultaunts to 17 countries in 1988. Three
intercountry workshops and four national workshops on the organization and implementatfon of
ARI control programmes were held, and nine courses for mid-level supervisors were conducted
in four countries. Evaluations of ARI control activitles were carried out in Argentina,
Bolivia, and Mexico, and yielded important information for the future orientation of
programmas and pollcles.

The Regional Office comtinued to publish the bibliography "Respiratory Infections in
Children” and Lbe Spanish verslon of the newsletter "ART News'. A number of technical
documents and puidelines on ARI were translated into Spanish and/or Portuguese and widely
distributed in thege languages and in English. They included two manuals for physicians
entitled "Tratamiento de las IRA™ (10 000 coples) and "Manmejo de las IRA para Médicaes" (7000
copies), and the "Guia para Planificacldén del Programa ARI". The Regional Office also
continued to translate, adapt, and distribute educational materials.

In 1989-1990, it is planned to promote more activities to evaluate the progress and
impact of national programmes, A group of consultants will be trained in PAHO/WHO polleles
and strategles and greater use will be made of such staff for country vislts. Systematic
support activities will be developed In six countries where ARL are a particularly severe
problem. Increased support will be glven for training courses at national level and in
schools of medicine and nursing (jointly with CDD),

2.2.3 South-East Asgia

Most countries in the Reglon have established a natfonal committee, task force, or
advigory commlttee on ARI to formulate control activities. During 1988, Burma, India,
Indonesia, and S8ri Lanka prepared plans of operation and technical guldelines for case
detection and management. Bangladesh prepared a draft plan of actlion, and Nepal and
Thailand expressed an intention to develop plans by mid-1989. A staff member visited flve
of these countries to collaborate i{n formulating technical policies and drafting plans of
operation.

During 1988, more than 500 physilclans participated in seminars and workehops on ARI
organized in filve countries, and some 400 particlpants were trained in mid-level courses in
four countries. Training and informational materials were widely distributed and translated

into seven local languages.




WHO/ARY/89.4
page 9

By the end of 1989, it is expected that most countries in the Region will have
developed national plans and started implementing programmes, Training activities in! case
management have been planned, using the new materials that are belng developed. !

2.2.4 Europe

The public health importance of ARI, hoth for childrem and the elderly, has been
recognized in the Reglon, and Member States have acknowledged the need to control ART,
especially influenza and pertussis. Most countries conslder ARL control to be an integral
part of primary health care, and would be willing to take part in a programee that can be
integrated into the existing system of healrh services. However, one country (Turkey) has
launched an ARI programme, and some Mediterranean countries are considering the inclusion of
ARI control in child survival programmes or simllar activities. Interest has been expressed
in adopting the technical guldelines developed by WHO and in participating in tralning
activities aimed at improving the efficiency of ARL treatment in health care serv1ces.

2.2.5 Eastern Mediterranean

To date, naticmal ARI programmes have been formulated with WHO assistance in Oman,
Sudan, and Tunisia. Good progress is being made in developing programmes in Egypt, Moroccs,
and Pakistan, and discussions have been held on the formulation of plans in the Islamic
Republic of Iran, Jordan, and the Syrian Arab Republic. The programme in Oman was avaluared
in late 1987, and a mortality, morbidity, and treatment survey was conducted in Tunisia in
the same year.

Priority has been given to tralnlng, especilally the establishment of sub-regional
trainlng centres for clinical managemeat of ARI., One such centre has been established with
WHO support in Egypt, and 1t is hoped that two others will become functional in Pakistan and
Tunisiaz in 1989. ‘ !

By the end of 1989, 25% of the countries of the Region, including those with the
largest populations, will have developed natiomal ARI prograwmes. In the next two ye&rs
increased emphasis will be placed on planning, operational, and training activities as new
and revised manuals and training modules become avallable. Current training curricula for
different categories of health staff will be reviewed and adapted, and ARI training units
established in designated health facilities. The problem of antimicroblal dreg r251stance
in 5. pneumoniae aud H. influenzae will be monitored in selected laboratories,

2,2.6 Western Pacific

In 1987-1988 technical support was provided to 1l countries with a view to establishing
national ARI comtrol programmes, Of chese countries, seven have a plan of operation and
have initiated training activities on case management for staff at the provimeial, district,
and community levels. Support was provided for the development of an ART clinleal -
management training unlf in the Philippines, and courses will start there in June 1989.
Various WHO materials were distributed in 2] countries or areas. China and the Philippines
developed their own training and health education materials, and WHO materials were
translated into local languages in Laos, Republie of Korea, and Vier Nanm.

Health systems research was carrled out in four countries to ldentify and seek -
solutions for operational problems. One of the main findings was that the majority of
health workers at the periphery can have difficulty in following the WHO~-recommended '
protocel for case management. Efforts to strengthen supervision should help to improve
tyeatment practices. The development of programmes has been hampered in some countries by a
shortage of antiblotles at the periphery, and inadequacies Ln the drug procurement and
distribution system.
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TIn 1989-1990 the Region expects to provide support for the planning of national
programmes 1n a further eight countries, while plans of operation will be finalized and
programmes Implemented in three others. Existing programmes will be expanded through
training activicies In seven countries, and evaluarions will be carried out by various means
in 10 countries. ARI training units will be established in five countries, and antibiotic
sensitivity monitoring will be carried out in 13 countries.

3. RESULTS OF THE ARI INTERVENTION PROJECTS

WHO established the ARI Programme in 1982 with a view to combating pneumonia as an
lmportant cause of mortality in children. Studies in the 1970s in Punjab State, India,
demonstrated that paramedical health workers could recognize pneumonia and treat it with
antiblotice. Other studles during the same period in Papua New Guinea showed rhat the
diagnosis and treatment or ARI could be simplifled by using the respiratory rate to
discinguish preumonia from milder resplratory Iufectilions. These studies also documented the
predominance of 5. pneumoniae and H, influenzae as causes of serlous prneumonia Lfn children
and developed case management protocols.

To further investipgate the efflcacy of a community-based case management strategy the
Programme inltiated a series of studies in 1982Z. Out of 10 studies begun with WHO support
batween 1983 and 1983, six were fully implemented and their results were reviewed at a
meeting convened by the Programme in April 1988, Preliminavy results from one addicional
study in Jumlz, Nepal (supported by USAID) were also reviewed.

These intervention studies had in common the recognition of the signs of pneumonia and
the provision of antiblotle treatment. In four of the seven studies immunizations were
implemented as part of the ARI intervention and, in =ome, other elements of primary health
care, such as management of diarrhoea and nutritional problems, were also begun
simultaneously. The study populations varied in a number of aspects, including their level
of c¢hildhood mortality, prevalence of malnutrition and other health problems, avallability
and quality of health services, and sccioeconcmic level. The studies also varied in their
research design (having concurrenf control areas or before-and-after comparisons, or both),
method of identification of cases of pneumonia, treatment protocol, and choice of
antiblotic. They generally used infant and childhood mortality rates to evaluate the impact
of the intervention and further attempted rto determine the cause of dearh by questioning
family members of children who died about the signs and symptoms observed prior to death,
the so-called "wverbal autopsy" procedure. This information was then used to calculate the
ALRI-specific and total mortality rates.

Three of the saven studies were able to evaluate the case management strategy alone
since other interventilions, such as ilmmunizations, were lmplemented to the same degree in the
case management Lotervention and control areas. One of these studies, in Abbeotrabad,
Pakistan, targeted children under 5 years and sought to identify pneumonia by household
visits every two weeks, Cases of pneuponia identified by community health workers (CHWs)
were treated with co-trimoxazole, The study demonstrated a reductlon in total and
ALRI-specific wortalicy, both in Iinfants and in all children under 5 years of age. A second
study in Bohel, Philippines, utilized passive case-finding, but to date has provided 1ittle
maternal (or even family) education on the signs of pneumonia and the reasons for seeking
medical attentlon. Thus, the study has probably succeeded in providing treatment to only a
emall number of cases needing therapy and, not surprisingly, has so far had only a modest
and non-significant effect on childhood mortality. However, a reduction of borderline
slgnificance in non-measles—associated ALRI mortality has been found.

In the third study, in Jumla, the intervention was gradually introduced In a population
of 75 000. Afrer a rwo-=year period of evaluation rhere appeared to be no reduction in total
or ALRI-specific childhood mortality. However, during this peried the coverage of the
intervention may have been limited owing to the reliance on active case—finding by household
visits carried owt only every two weeks, which resulted In therapy being Inltlated late orx
not at all in many cases. It should also be noted that the population included in this
study was characterized by an exceptionally high childhood mortality level, severe
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malputrition and poverty, and poor availability of other health services, A third year of
intervention is under way to determine whether earlier detection and treatment of cases,
including the large proportion of caszes (and deaths) occurring in the first three months of
life, will have a greater impact on mortality.

Fach of the other four studies in which ARL case management was combined with ipcreased
immunization coverage had a significant impact on mortality rates in the target population.
A gtudy in Bagamoyo, United Republic of Tanzania, provided gommunity education on ART . and
detected and treated with co-trimoxazole the cases that were brought to health workers. A
glzable drop 1in total and ALRI-specific childhood mortality was found. 1In a second study in
the Kathmandu Valley, Nepal, in which cases were detected by household vislts and treated
with ampleillin, & significant reduction in toral and ALRI-speclfic mortality was found in
both children and fnfants . In & third study in Harvana, India, which focused on the
management of pneumonia in low-birth-weight infants, ALRI-specific ianfant mortality was
found to be 60% lower in the intervention than in the control areas. ¥Finally, in a fourth
study in Kediri, Iadonesia, in which case-finding was done by household visits and
co-trimoxazole was provided by CHWs, total childhood mortallty decreased and ALRI-specific
mortalicy £ell by about 75%. Although the Iimpact of the case management Iatervention!in
these studles cannot be fully separated from the effect of immunizatlons, especially against
measles, it is likely that the treatment of pneumonla accounted for a substantial proportion
of the mortality reduction. This was concluded from subanalyses of data from these studies,
which indicated that a swmall fraction of the ALRI deaths, even in the contyel populations,
was assoclated with measles and that the wortality reduction was seen in children in the
first six months of life, an age when measles vaccine could not have had any effect.

In summary, these studies indicate that an AR] case management intervention, as
generally delivered in these studies — i.e., with household visits for case-finding and
provision of therapy by CHWs - could have a substantial impact on ALRI-specific and Lotal
childhood mortality. It seems reasonable to conclude from these studies that paramedical
staff working in the community and at first—-level health facilities can be trained to!
recognize and successfully treat pneumenia. Tt must be taken into account, however, that
thase studles were not lmplemented as an ARL contrel programme within a nmational health
infrastructure, witlch would need fo rely on comfunlty educatien activities to teach
caretakers how ta recognize illnesses needing: therapy (not household visits) and on the
aefforts of multi-purpose health workers, While the studies provide additiconal evidenée to.
justify the development of ARI contrel programmes on & wider scale, it will be important Lo
evalyate such programmes as they are implemented, in order to improve their performance and
determine their effectiveness in achieving service targets and possibly in reducing
mortalicy.

4. THECHNICAL GUIDELINES ON CASE MANAGEMENT

The main task of the ARI Programme is to focus attention on the aspacts of case-:
management that will reduce under—5 mortality. Since it is estimaced that 60-80% of'ARI
deaths in developing countries are due to bacterial pneumonia, case management should focus
on the detection and treatment of that disease,

Key elements in reducing c¢hild mortalicy from pneumonia are early case detection,
prompt delivery of anrtibiotic treatment using a drug effective against H, influenzae and
5. pneumoniae, assurance of compliance, and follow-up to detect treatment failures. ' The WHO
case management guidelines recommend that pneumconia case detackion be based on clinical
signs alone, without auscultation, chest X-ray, or lahoratory diagnostic ctests, - The:.only
equipment required i a simple timing device. Careful tralning is needed to eusure correct
counting of the resplratory rate and recognition of chest indrawing and other signs of
severity in children with cough or difficult breathing. This approach — empiric uge of
antibiotics for suspected pneumonia hased only on a physical examination — iz justified in
settings with a sigunlficant risk of bacterial pneumonia. Tt is less appropriate in settings
where this 1s not true; for example, In countrles with an IMR of less than 40, Wi
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At the primary-care level (the first—level facility and community health workers),
gtandard pneumonia case management ag cutlined in the new ARI Treatment Chart 1s
recomnended. However, most children presenting with cough do not have pneumonia. The
mothers of these children should receive home-care instructlons, which Include advice to
continue feeding (and Lncrease feeding after the illness 1f welght has been lost), to clear
a blocked nose if it impedes feeding, to increase the amounts of fluld given during the
i1liness, and ro soothe the throat or relieve the cough with simple, safe remedies, avolding
commercial cough or cold remedies. The most important home-care lastruction is to watch the
child for signs indicative of pneumonia: breathing bacomes faster or more diffieult, or the
child is unahble ro drink or generally becomes more 111. These instrvuctions must be adapted
to the local siruation to ensure that children with possible pneumonis will be recognized by
the mother and brought for care. In addition, in some programmes, health workers will be
trained and equipped to provide specific management for acute and chronic otitis medla and
to treat streptococcal sore throat.

At the primary-care level, all children under 2 months of age with suspected pneumonia
or gepsls and chlildren ? months through 4 years with signs of severe lafection should be
referred when feasible, Programmes will need to improve the access to small hospitals that
are able to manage severe cases of pneumonla and other ALRI. How elaborate the care will be
at this level will vary from place to place. Tdeally, four parenteral antibiotles, namely,
benzylpenieillin, chloramphenicol!, cloxacillin, and gentamicin, should be available at this
level to treat children adequately. Simple instruections for administering these
antiblotics, oxypgen, fluid therapy, and bronchodilacion, and for reassessing the child
during therapy, will be provided in the revised version of "Respiratory infections In
children: Management at small hospitals".

In areas where wheezing is a significant problem and healrh workers at first—level
facilities ave supplied with broachodilators, a section canm be added to the standard
Treatment Chart which provides advice on the trial administration of a rapidly acting
bronchodilator in wheezing children presenting with cough or difficult breathing. Thie
protocol ensures that antibfotic¢ treatment is provided for children with wheezing who may
have pneumonia, and that rthe child with significant airway obstruction who has a poor
response to a bronchodilator or danger signs (cyanosis, inabllity teo drink, or a resplratory
rate greater than 70) 1is referrad. Nebulized salbutamol is recommended, since It Ls both
gafe and effective. This approach should reduce the number of children referred who could
be safely treated a2t home on a broncheodilator.

The case management protocel for infants uader 2 months (extended neonatal period)
differs from that used for older children for several reasons. In the former, pneumonia or
another serfous bacterial infection may present with non-specific signs and, since thelr
treatment is basically the same, it is not necessary to teach health workers to distinguish
betwaen them. The normal respiratory rate is higher and more variable in neonates; mild
chest indrawing is common, and many neonates with pneumonia do not cough. The efficacy of
ftome antibiotle treatment has not been established for neonates with pneumonia or other
forms of sepsis, and thus haspital referral and parenteral treatment with penicillin and
gentamicin are recommended. If referral 1= impossible or refused, an coral antibiotlc can be
tried. Supportive care Iinstructions also emphasize the importance of thermal control in the
very young.

5. RESEARCH MANAGEMENT PLAN AND PRIORITIES

5.1 Research management plan

The goals of the research component are, first, to improve the content and delivery of
the ¢ase management strategy and, second, to develop other tools and appreoaches for the
control of ARI. The former will require ¢linical, behavioural, and survey-related research
and develapment of applied technologies; the latter will invelve epidemiological and
etlologleal research, studies to improve diagnostic tests, and vaccipe development and
testing.
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It ig planned to manage & part of this research through the creatlon of a global
Scientific Working Group composed of experts from cutside WHO. They would review and
support research that is a longer-term undertaking, is often developmental, and addresses
complex questions that require consideration by a uumber of recognized experts. Much of
this research will involve specilalized biomedical sclences, e.g., microbiclogy and
immunology. Examples of such research might be: improved clinlcal criteria for neonatal
pneumonia and its etiology, clinlcal trials of simplified antibiotic schemes, and
field-testing of an H. influenzae type b vaccine,

Research that is of a2 more short—term nature, Lo areas where rTesulls ave required
quickly, would be managed directly by the headquarters Secretariat. Such reseatrch will in
general be of a practical nature, highly focused, and address well—defined operational
problems. All such research will be commissioned and undertaken at readily identifiable
tnstitures, It will include, for example, decermination of the best means of counting the
respiratory rate and assessing the response of wheezing children to salbutamol, research
intg mothers” perceptions and ability to recognize the signs of pneumonia, and studies of
the ¢correlation of the antibiotic resistance patterns of invasive and nasopharyngeal stralnsg
of H. influenzae and 5. pneumpniae,

Small-scale research projects that address the problems and constraints of specific
national ARI programmes will be supported by the regicnal offices through the services
componant .

5.2 Research priorities

The following is a brief overall summary of research needs in the area of ALRI " tha
Programme will need to define its prierltles among these.

5.2.1 Case management research f

{a) Case detection: In the infant aged less than 2 months, studies are needed to
determine the simplest set of clinical signs with the best sensitivicty, specificity, and
predictive value for neonatal pneumonia or other sepsis. Studies are also planned to
determine the feasibility of training fivst-level health workers to recognize these ‘'signs
and gecurabely manage such cases, Studies are required in older children at first-level
facilitles to further assess the eriteria for deciding which should be examined for possible
pneumonia and which have severe pneumonia, Studies of the ¢linical signs of pneumoniz are
neaeded also in severely malnourished chilldren, who have a particularly high risk of
mortality. OStudies of respitratory rates measured by health workers and by continuous
recordings are planned to determine the relative accuracy of 30~ and 60~second measurements
and the effect of breast~feeding and fever on the respiratory rate. The results of these
studies will help in formulating optimal recommendations for health workers on accurate
measurement of the respiratory rate.

{b)} Treatment: Studies that compare the standard oral regimens for the treatment of
pneumonia with shortened or simplified schedules are needed, both to demonstrate the
efflcacy of the curreat recommendatrions and Fo evaluate regimens that might be cheaper and
simpler. There is zlso a need for pulse oximerry studies to help determine how oftfen
children with severe pneumonia are significantly hypoxic. 1In addition, studies are required
to confirm the adequacy of co—trimoxazole in clearing P. falciparum parasitaemia in children
under 5 years of age., This would support the use of this drug without an additional
antimalarial in children with suspected pneumonia and a fever in a falc1parum-malarious area
(in the absence of signs suggesting cerebral malaria).

{c) Behavioural research: Of critical importance to early pneumonia case detection
and prompt treatment are knowledge about mothers” ability to recognize the signs of ©
preumonia, the sequence and timing of care—seeking, and compliance with treatment. -
Behavioural research is needed to develop simple methodologies to identify the signs ‘that
mothers recognize as severe and to determine their relationship to clinical pneumonia.
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Naticnal programmes need efficient metheds te determine the signs that are best, both for
developing home-care advice and for survey lustruments. In addition, in—depth ethnographic
gtudies are needed to ldentlfy significant, modifiable risk factors for pneumonia incidence,
severity, or outcome.

{d) Survey-relared research: In order to develop credible household morbidity,
mortality, and treatment surveys, research is needed to validate interview techniques for
detecting ALRI episodes and deaths. More needs to be known at the community level about the
relatlionship of clinical signs and mothers” perception of them to radiographically diagnosed
pReunonia.

Research 1s planned to compare the antibiotic sensitivity of nasopharyngeal and
Invaslve strains ¢f 5. pneumoniae and H. influsnzae. If there is good correlation the
monitoring of antibiotic sensitivity in national programmes would be simplified.

(e) Applied technology: The Programme is promoting the development of simple timers,
field=durable oiygen concentrators, and robust otoscopes. The adequacy of flow and
salbutamc] particle size achieved with a footpump nebulizer are being determined.

5.2.2 Other research

(a) Epidemiological research: Although ARI are prevalent in practically all areas,
the factors responsible for variations in disease severity are poorly understood.
ldentification of the factors that are potentlially modifiable would have important
implications for disease control. Other epidemiological research should ingluds
{1) population-based studies to document the incidence of invasive §. pneumoniae and
H., iafluenzae disease (an essential prerequisite for vaccine trials), and (ii) an analysis
of 8. pneunon pneunconlae serotypes in young children in developing countries, to guide the
development of relevant conjugate vaccines,

(b} Etlology research: The most important need in this zrea is for studiag of the
etlology of ALRL and sepsis in young infants in the extended neonatal period {under 3 months
of age) as a basis for determining optimal therapeutic regimens and orienting future vaccine
assessments, Etlological studies are also needed in maluourished children, who may have
disease caused by a different spectrum of pathogens, including some that might require
special therapeutic approaches.

(e) Diagnostic metheds: Improved clinical and laboratory methods for dlagnosis could
lead to improved treatment and prevention of ALRT, and would be especlally useful for
determining the etiology of disease. Etiology-specific tests (e.g., an fmmunological test
to detect bacterial antigens in urine or serum, or antibody responses) will be particularly
valuable in trials of candidate bacterial vaceines.

Guidelines need to be developed for interpreting chest radiographs of young infants for
use in studles to define cases of pneumonia.

{d) Vaccine trials: In preparation for vaccine trials, there 1s a need for
population~hased studies to establish case definitions for pathogen-specific diseases (e.g.,
prneumonia, bacteraemis, meningitis); this iaformation is oeeded to determine their
frequency, and hence sample sizes and the feasibility of conducting trials, In populatioas
being considered for trials, candidate vaccines should be trested first for safety and
immunogenicity in the target age group.

5. pneuamoniae appears to be the most important pathogen causing severe ALRI, although
multiple serotypes are involved. A second field trial in a developing country (Gambla) of
the available polysaccharide vaccine is being planned. It is ilmpervative that any new
pneunococcal conjugate vaccine incorporates serotypes relevant to young children in
devaloping countries.

Promising H. influengae type b conjugate vaccines exist, bur it 1is not ¢clear how much
disease is caused by this organism in developing countries. Once this 1s known, an efficacy




WHO/ARI/B89.4
page 15

gtudy of rhe most promising vaccines should be undertaken in a developing country. Vaccines
for non—typeable H, influenzae are in the early developmental stages and are not likely to
be available soom.

f. REVISED 1988-1989 BUDGET AND PROFOSED PROGRAMME BUDGET FOR 1990-1991

The TAG reviewed revised estimates for the financial peried 1988-1989, which had been
prepared taking into consideration actual obligations for 1988 and revised estimates of
activities in 1989. It noted that the revised budget, amounting to US$53 980 000 for the
biennlum, represents an B8.7% decrease compared with the original estimates, which had
asgsumad a more rapld development of recommendations and guidelines for programmes than had
in fact beeun the casa.

The TAG also examined the proposed programme budgeb foy 1990-1991, which totals US§9
107 000. Yt noted that this budpet represents a 324 Iincrease over the 1988-1989 biennium,
which is distributed over the health services and research components., It is envisaged thac
the developmental activities started in the previous hiennium will continue, but that more
emphasis will be given to the implementation and expansion of national control programmes.
Enmphagis will also be given to the support of priority tesearch toples.

7. CONCLUSIONS AND RECOMMENDATIONS

The following are the conclusions and recommendations of the Technleal Advisory Group
based on its review of the status and planned activities of the Progranmme.

7.1 Objectives and strategiles

7.1.1 The reduction of ¢hildhood mortality is one of the top priorities in the health
programmes of developing countries. Pneumonia is consistently one of the three main causes
of death in infants and young children. The TAG emphasizes, therefore, that reduction of
mortality from puneumonia should be the primary objective of the Programme. Additional
secondary objectives should be: (1) reduction of the inappropriate use of antimicrobials and
other drugs for the treatment of ART in children, (2) prevention of acute lower respiratory
infections, and {3) reduction of the severity of and complications from acute upper
regpiratory infections, ‘ g

7.1.2 The TAG reaffirms that appropriate case management should be the ceuntral contrel
strategy of the ART Programme. Intervention studies supported by the Programme in several
developing countries have provided further evidence showing that proper case management can
contribute greatly to reducing child mortalicy,.

7.1.3 The TAG recognizes that immunization against measles and pertussis s an loportant
means of preventing pneumonia., IF stresses the need to suppert initiatives to analyse
avallable information on the effectiveness, feasibility, and cost of other preventive
interventions for ARI programmes.

7.2 Health services gomponent

7.2.1 FPlanning

7.2.1.1 Recogaizing that it is not usually feasible to implement a national ARI programme
simultaneously throughout a country, the TAG recommends that programmes be lmplemented in a
phased manner. Geographical areas that are representative of the varying conditions in a
country can be chosen Lo gain experience and make appropriate improvements and adaptations
in the implemaatation process. A time~frame for extending the programme throughout .the
entire country should be formulated durlng the planning process. While the TAG endorses a
sequential approach to planning the access to and use of services, it urges that flexibilicy
ba encouraged in the timing of successive stages of the programme depending on a country’s
development policies, health infrastructure, and the availability of material resources and
personnel.
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7.2.1.2 ‘The TAG suggests that, within each geographical area (a region or a provinge), the
programme should ensure acgess o corvect standard case management for ARI in firsc-lavel
health facilities and at firvst rveferral levels within the health system. Full access for
the population will, however, usually require the involvement of community-bazed health
providers, such as CHWs, tradlicional healers, and birth attendants. When possible, priority
should be given to segments of the population that are at greatest risk for pneumonia,

7.2.1.3 Onge the entire health system is in a position to offer standard case managemant
through trained personnel and a regular supply of drugs, a3 systematic process should be
developed to promote demand by edecating all families through all appropriare channels.

7.2.144 The ARI programme should be fully Integrated Into the hegalth care sysfem at the
community and district levels, The TAG stresses, however, that the programme needs to be
headed by a full or part-time programme manager at the central level Lo ensure proper
planning, implementation, and evaluation of control activities. Coordination with other
components of primary health care and with the activities of donots, NGOs, and the private
sector should be sought whenever possible,

7.2.1.3 The TAG emphasizes thar paediatricians and the medical profession in general should
be assoclated from the beginning with the planning process, in particular with the
formulatfon and adaptation of technical policies and guidelines on case management. The WHO
Programee should provide guidance to country programmes on ways of fostering contact with
and enlisting the support of the medical profession.

7.2.2 Technical poligies

7.2.2.1 Having reviewed the modifications and additions that the Programme has introduced
in the case management guidelines, based on recent research and fleld experlence, the TAG
welcomes the new emphasis given to the diagnosis and treatment of pneumonia and sepsis in
the extendsed neonatal period and the plan to prepare guldelines for the management of
pneumgnia In severely malnourished children.

7+2.2.2 The TAG recognizes that the case management of ARL is relatively complex due te the
large mumber of conditions of different etiology and the many c¢linical manifestatioms. It
commends the Programme for achieving the difficult task of condensing the key elements of
the clinical protocol 1in a2 simplified Treatwent Chart. Although some technical refinements
may still be necessary, €.%+, in the management of severe cases, as a result of Programme
experience and research findiungs, the TAG considers that the Chart has been optimally shaped
as & practiecal job—ald for first-level health facilities, It realizes that it may need ro
be modified to meet local circumstances and capablliries.

7.2.2.3 The core of the case management strategy is the early 1identification and treatment
of pneumonia. Thus, at community level, the case management protocol should be focused
mainly on the early diagnosis of pneumonia using a few objective signs. At the first—level
health facility, the protoecol could include, 1n addition, diagnostic indicators for ear and
throat i{nfeectlons and wheeze, The specliic conditions covered will depend on the
capabilities of the staff and the resources available. The TAG notes with satisfaction the
modular, graphical presentatlon of the Treatmenmt Chart, which facillitates its adjustment to
the varying complexities of case management.

7.2.2.4 The WHO guidelines recommend that severe cases of pneumonia be referred to hospital
for treatment with injectable antimicrobials and, 1in some cases, with oxygen. It is
recognized, however, that referral is not alwayvs feasible in rural areas of developing
countries. The TAG stresses the need to include in the WHO guidelines the most practical
and useful information for the management of severe pneumonia under these circumstances,
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7.2,3 Operations

7.2.3.1 The TAG recognizes that the Programme has greater iatringlc complexity rhan either
the EPI or the CDD Programme: services must be continuously available because of the rapid
progression to death, the diagnostic crltexrla vequire special training, and the
antimlerobials used in treatment demand preclslon In theiy administration and care to
prevent overuse, These facts should be recognized in the planning and implementation of ARI
DProgramnes . ‘

7.2.3.2 The TAG emphasizes that, more than most programmes, ARI requires reliable
logistical arrangements to ensure the provision of adequate and regular supplies of
antimicrobials to all service levels. A distribution system that is able to deliver
supplies regularly to the periphery i1s essential because pneumonia cases often die within
3-5 days after onset of Illness. The drugs for ARI should be provided as part of a
wall-functioning essential drug delivery system. Support from UNICEF in supplying
antimicrobials and other supplies, especially in the early stages of programmes, would be
welcone.

7.2.3.3° The TAG notes the problem caused by the faet that antimicrobials provided for the
treatment of ARI in children are used to treat other infections, such as sexually
transmitted diseases. Also, mothers may not complete a full course of Lreatment if the
child”"s condition seems to have improved. For both of these reasons, it is recommended that
the most commonly used first-line drug (co-trimoxazole) be provided in paedilatric doses with
a2 c¢lear indicarion on the packape that it 1s for a five-day course of treatment. Tt could
be labelled as a children”s pill for pnsumonia, -

7.2.3.4 The TAG encourages coordination with other domors in standardizing the packaging,
labelling, and doses of antimicrobials for the treatment of ARI in children.

7.2.3.5 The TAG emphasizes the high priority that will have to be given to supexvision to
ensure effective implementation, There will be a greater nead for conslstent technical
supervision in programmes that tely on community involvement and CHWs because of the demand
in the communlty for antibiotics for various health problems.

7.2.4 Tralning

7.2.4.1 The TAG places high priority on the provision of training courses for programme
managers. Those selected to attend such courses should be individuals responsible for
programue Implewentation at the national and provincial levels., A major part of this
training should be in the methodology of planning, management, and evaluation. An immediate
need ia to finalize the training materials for this course. o

7.2.4.2 The TAG feels that the training of staff at 21l levels in ARI case management is an
essential component of ARI pregrammes. Short courses of up to one week will cause a minimal
disruption in routine work. If possible, the training should be provided close to the site
of the participants” work and should include varlous members of the health team. Training
should be practical, invelving the actual care of cases. Participants should also learn
realistic approaches to solving problems such as helping mothers to recognize the early
slgns of pneumonia and obtaining their compliance in completing treatment. A major effore
will be needed to prepare prototype training materials that can be adapted for local use.

7.2.4.3 The TAG encourages the development of ARL Training Units (ATUs). The first units
ghould be established at reglonal and national level; training should then be extended Lo
the distriet level. ATUs should be located in facilities where many cases of pneumonia are
geen go that trainees can be glven practical experience in diagnosis and care. They can
also be used ag effective means of advocacy and publicity.

7.2.4.4 The TAG urges thar craining programmes include regular opportunities for periodlc
retraining and in-service refresher courses. Such training will be most needed for workers
in remote areas.
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7.2.4.5 The TAG recognizes that, for national programmes to be sustalinable, up—to-date
information about ARI has to be included in the basic training of new hegalth personnel.
This will he especially needed in medical and nursing schools, and will require
rearientation of the teaching faculty through seminars and presentations at professional
meetings. Such activities should also reach teachers in schools for other health workers
and private practitionmers. Seminars organized by paediatric socleties for their members
should assist in promoting the active Involvement of paediatricians in the programme. A
systematic effort should be made in teaching activities to promote the judlicious use of
antibliotics for respiratory infections.

7.2.5 Communication

7.2.5.1 The TAG recognizes that the first step in the system for providing improved casze
management for ART in children is to help mothers and other family members to recognlze the
danger signs that should lead them to seck care. This requires well-designed communlcation
with mothers through channels that they trust, It must be based on an understanding of
local bellefs and traditicnal perspectives on causality, and preferences for patterns of
CATE .

7.2.5.2 The TAG stresses the importance of face-to—face communication between health
personnel and community workers and local opinion leaders as am initial step in producing
change in care-secking behaviour. The first stage in communication should be to reach local
agents of change and people to whom parents turn for advice on health care.

7.2.5.3 The TAG recognizes the potentially equal importance of the use of mass media
channels for public educatiom about ARI treatment. The timing of such messages

muskt, however, be carefully adjusted to start only when services are actually available. If
demand is created before supply ls available and staff are trained, there can be
repercusalons that will set back the development of the programme.

7.2.5.4 For long-term ARI control, the TAG suggests that the Programme explore wherher
public education could he used for preventive interventions. Suech activities should be
consldered when more is known about the causal factors influeneing paeumonia morbidiry and
the feaaibility of influencing these factors.

7.2,6 Evaluarion

7.2.6.1 An early priority for anm ARL programme is to establish an informatlon system that
will facilitate programme monitoring and evaluation. Because the existing data collection
system in health facilitles is usually overloaded, only a few key items of information
should he collected. A sugpgested approach is to colleet data from health faciliries on
services provided, the avallabllity of drugs, and utilizariom patterns, and information on
ARI treatment by all sources of care through community surveys in areas whare the programme
has bean lmplemented. This informacion can guide the nationwide extension of the
programme. The TAG recommends that only a few indicators of services and programme
performance be used and requests the Programme to formulate these for application in
countries.

7.2.6.2 All programmes should plan te monitor the quality of activities and measure
progress towards thelr objectives and targets. In view of the great importance of obtaining
data on programme achievements, the TAC attaches high priority to the development of the
planned guldelines and survey methods.

7.2.6,3 The TAG acknowledges the serious constraints of morbidity surveys for measuring the
incidence of pneumonia, and of mortality surveys for measuring deaths from ALRI. It urges
that studies be conducted to find feasible techniques to overcome these problems. 1In the
meantime, emphasls should be placed on surveys to measure correct AR case management in the
home and at health facilities.
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7.2.6.4 The TAC welcomes the plan to prepare guidelines for surveys of the knowledge,
beliefs, and practices of families velevant to ART in children as a basis for prometing
garly recognition of pneumonia and care-seeking, and evaluating health education activities.

7.2.6.5 Of logical concern to the ARI Programme is the emergence of bacterlal resistance to
the standard antimicrobial treatment. The TAG notes the difficulties faced by the Programme
in setting up a global surveillance system and endorses the decision to focus efforts on
strengthening national capability to monltor antimlerobial resistance. It notes the
research that 1s being carried out ko simplify surveillance methods and the plan to prepare
a manual describing recommended epldemlological and laboratory methods for survelllance.

7.3 Research componant

7.3.1 Introduction

7.3.1,1 The TAG recognlzes the substantial effort that was required of both investigators
and the Programme to conduct intervention studies to evaluate the impact of the case
management strategy on childhood mortality. It notes with satisfaction the lmpact .
demonstrated in some of thess studies. The TAG urges that additional information of direct
relevance to the case management strategy be derived from them by further analysis of
ewxigting data and by continuation of the intervention research in selected sites (g-g-,
Jumla, Bohol}.

7.3.1.2 The TAG appreciates the Programme”s efforts to define and focus research |
activities, and welcomes the opportunity to review the document "Biomedical and
epidemiological research priorities of the global Scientific Working Group" and hear the
preseatation by the Programme about the revised priorities. It requests that the Programme
consider on a more limited number of focused priorities, as recommended hereunder, and
prepare a new document reflecting the revised priorities. o

7.3.1.3 The TAG considers that, as a first priority, the resegarch supported by the
Prograsmme should address the imporrant questions that remain with regard to delivery of the
¢case managewent strategy, Such research falls in the areas of case management and health
systems, The TAG feels that, as a second priority, the Programme should engage iv a limited
way in the evaluation of vaccines that have potential for the control of pneumonid.

7.3.1.4 The TAG 1z aware of the difficulty of identifying investigators with an interest in
undertaking studies on prierity subjects. Although it realizes that the initiation of
research activities will necessarily be gradual, it is confident that the Programme will be
able to identify and ccllaborate with researchers in the needed studies,

7.3.2 Research prioritieé

7.3.2,1 Case management reseatrch

The term "case management research" is used here to cover a group of research issues
relacted to the management of clinlcal problems in pneumonia and sepsis. For some of these
issues there is currently. little information avallable. The TAG emphasizes the importance
of addressing thess lssues in the community and in first—level and referral facilities,
through studies carried out in a number of different sites,.

7.3.2.1,1 The TAG identifies pneumonia and sepzis in the extended neonatal period as being
among the highest priority areas for research. It emphasizes the need for studies to
determine the microbial etiologies and assess the value of clinical symptoms and signs in
predicting the presence of pneumonia or sepsis,

7.3.2.1.2 The TAG recognizes that the Programme”s guldelines for the Creatment of pneumonia
in the age group 2 months t¢ 4 years reflect the current state of knowledge in this area
based on expert opinion and a limited number of clinledl studies. 1t considers
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that research relating clinical signs and symptoms to aspeclific outcomes, such as:
radiologically confirmed pneumonla or measures of severity of pneumonia, should be pursued
as a high priority to strengthen the basis for current recommendations.

7.3.2.1.3 The TAG emphasizes the importance of behavioural research and its relevdnce to
many aspects of case management, It recommends that the highest priority be given to
studlies in thie area, in both neconates and older children. Such studles would include a
degeription of the methods used by caretakers to detect severe {llness, c¢hild care practices
in the home, reasons for delayed care—seeking, and compliance with recommended treatment
reglmens,

7.3.2.1.4 The TAG notes with satisfaction that studies to determine whether health workers
are able to count the resplratory rate acecurately and recognize other signs of pneumonia and
neonatal sepsis are to be developed in the near future. Tt affirms that such studies ave of
highest priority for programme implementation.

7.3.2.1.5 The TAG recognizes the lmportance of establishing the efficacy of recommended
antiblotie regimens, particularly in high-risk groups such as neonates and severely
malmoutished children., It notes that such studies in neonates may have to follow an inicial
evaluation of the pharmacodynamics and safety of the antibiotics being considered., It
conglders the above studies to be of primary interesr, and evaluations of simplified or
shortened schedules, or the relarive efficacy of alternative antibiotics, to be lmportant
but of lower priority.

7.3.2.1.6 The TAG feels that research to estimate directly the mortallty reduction
attributable to the provision of oxygen at referral facilities may not be possible; on the
other hand, a serles of pulse oximetry studies to estimate the prevalence of severe hypoxia
among children with pneumonla would be important to gulde national programmes In the use of
OXYZET .

7.3.2.1.7 the TAG considers that the initial efforts of the Programme to standardize
methods of radiologlcal interpretation and assessments of pulse oximetry are worthwhile and
will facilitate comparisons between studies.

7.3.2.1.8 The TAG welcomes the efforts being made by the Prograsme to standardize the
methodology for assessments of antibiotic sensitivity. Such surveillance activities will be
essential to guide recommendatlons on the use of specifle antibloties.

7.3,2.1.9 The TAG recognizes the importance of research into the efficacy of co-trimdxazole
as an antimalarial agent and awaits with interest rhe results of the studles that are
currently being supported by other agencies,

7.3,2,2 Health systems research

The TAG realizes that a number of important health systems research lssues have bacome
apparent following the initial implementation of national ARI programmes. These concern the
feasibility and efficiency in practice of appropriate techmologies, tralning of health
workers, strategies to promote early recognition of pneumonia and early care—secking
behaviour, and wmethods of assessing programme performance. It feels that some of these
issues may be most appropriately addressed within the services cemponent ¢f the Programme,
while others may require a motre detailed research effort. Tt considers that the latter must
be carried out within a national programme that 1s being implemented 4m & vealistic manner,
and that therefore will require close collaboration between the Programme’s services and
regsearch staff on the one hand, and between Programme staff and those implementing ARI
activities at the country level on the other.

7.3.2.2.1 The TAG recognizes the importance of studles to evaluate programme effectiveness
and cost. Correct performance of ARI programmes in terms of their ablility to deliver the
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recommended case management guidelines 1s considered to be a sultable indicator of
affectiveness. While assessments of mortality and other health outcomes ave also of value,
they may be possible in only a few national programmes. o

7.3.2.2.2 The TAG sees a need for research to define effective communication strategies Lo
improve early recognition of pneumonia and neonatal sepsis and encourage sarly carerseeking
behaviour., These studies will become a high priority after the completion of those,outlined
in paragraph 7.3.2.1.3.

7.3,2.2.3 The TAG endorses the efforts of the Programme to develop and evaluate the use in
ongoing uatlonal programmes of appropriate technologies such as simple timing dEViCEs,
robust oxygen concentrators, durable otoscopes, and foot-pump nebulisers.

7.3.2.2.4 The TAG highlights the importance of adequate distribution of antibiloties and
other drugs to the periphery of the health system and appropriate use of drugs in the
management of ARI. It recommends that the Programme should support research on the latter
and encourage the Action ‘Programme on Essential Drugs to continue working actively in the
area of drug availability and distribution.

7.3.2.2.5 The TAG requests the Programme to continue to identify similaf health systems
research lssues by monitoring carefully the problems facling naticnal ARI programmes.

7.3.2.3 Disease prevention research

o

7.3.2.3.1 The TAG recognizes the general importance of certain risk factors of a biologieal
{@.g., low birth weight and malnutrition) or environmental (e.g., air pollution from biomass
fuel consumption) nature and the possible role of selected behavipural risk factors ino
detarmining pneumonia incidence and severity, However, it feels that studies of the risk
factors for pneumonia are unlikely to yield results that would be useful to the Programme at
the present time. This is because some of the risk factors, such as nutritional problems or
inadequate breast-feeding, are already of recognized importance for other rveasons and in
genaral lend themselves to intervention, while others, even if they are found to be
significant, would not be amenable to ifatervention, The TAG recommends that, in the area of
risk factor intervention research, high priority should be accorded only to assessments of
the impact on pneumonia incidence of pexledic prophylaxis with high doses of vitamin A in
areas where vitamin A deficlency is prevalent. s
7.3.2.3.2 The TAG endorses the initial selection of invasive disease due to H. influenzae
and 5. pneumoniae as the prime target for vaccine development and evaluation. It calls
attentlion to the important role that WHO can play in providing technleal and policy
leadership in evaluating the saitability of vaccines against these diseases for usg in
developing countries. It also emphagizes that, while the Programme may be unahle LD fully
fund large-scale vaccine field trials with 1irs available or anticipated rescurces, it has a
role to play in guiding vaccine-related research on these two diszases.

7.3.2.3.3 The TAC gupports the efforts of the Programme to initiate a limited number of
studies in order tu have appropriate methods and = field area ready for an efficacy study of
an H, iafluenzae type b vaccine in one to two years time. To evaluate the efficacy of this
vacelne it is first necessary to establish case definitions for use in field trials.
Accovdingly, one or two studies should be done to determine the frequency of H. influenzae
bacteraemia and pneumonia, using specific culture methods. Following such studles, a
descriptive investigation should be conducted in a petential vacclne trial area to .assess
the incidence, at health-facility level, of H. influenzae disease documentéd by culture.

7.3, l 3.4 The TAG recognizes that prOmlSing candidate vaccings against H. influenzae type b
are now available which may be suitable for evaluation in field trials in develeping
countries in the near future. 1[, on further consideration, these vaccines meet the
expectations of compatibility with the BEPI schedule, low cost, and high immunogenicity in
the target population of young infants, Lt is expected that the Programme will play a role
in Jesigning and supporting such frials,
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7.3.3 Research management

7.3.3.1 The TAG notes that the Programme proposes to fund some research through a
Scientific Working Group and some by more divect contractual arrangements, It appreciates
the reasons for this, but wonders whether it might not be preferable ro urilize 2 number of
small task forces te help puide specific elements of the research. Once a decision on the
funding mechanisms has been made, procedural guidelines should be prepared.

7.3.3.2 The TAG recognizes that Programme staff and outside consultants will need to spend
a considerable amount of time and effort on identifying investigators and assisting in the
design and implementation of research in priority areas. It also notes the value of
identifying mulcidisciplinary groups of investigartors at selected institutlons and of
providing support teo these groups to enhance their ability to carry out priority research.
Thus, the Programme may wish to cousider providing limited research support funds to a small
number of institutions ia the near future., The experience of CDD in this area may be of use
to ARI.

7.3.3.3 The TAG recognlzes the important role that the Secretariat can play in the
development and management of research projects and expresses concern at the limlted number
of staff availahle for this task, given the important research agenda to be accomplished.
It anticipates that consultants may need to he used extensively, at least in the early
stages of research development, and that the Programme may need to increase the staff
working in this area in the future.

7.3.3.4 The TAG feels that the funds available for research in 1989 are adequate, but that
the amount allocated for research contracts in the proposed 1990~-1991 programme budget is
insufficient to support even the high-prigrity research activities. It estimates thar about
US51.5 million will be required for contracts during the biennium, representing an
additional US5450 000.

7.3.3.5 The TAG recommends that the research outlined in paragraphs 7.3.2.1.1 to 7.3.2.1.4
be accorded highest priority, since the results of these studies will provide the
iaformation needed to improve the case management approach. Furthermore, it feels that
steps should he taken to estahlish a plan and initial activities for the evaluation of
programme effectivenesa (paragraph 7.3.2.2.1), since this is eritical to establish the
feasibility and effectiveness of the case management strategy.

7.4 Budgetarz mattaers

7.4.1 The TAG approves the revised budget for 1988-1989. It notes that the Progratme
obligated approximately 253% of its budget during 1988, and carried over the remalander into
1989, It notes that many activities have developed more slowly than was originally
anticipated, but that more rapld development is expected in 1989, when it 1s anticipated
that the full budget will be required.

7+4.2 The TAG approves the proposed programme budget for the 1990-1991 biennium, which
represents a 52% lncrease over that for 1988-1989, believing that it is the wiolmum requited
for the planned activities. It notes that there will be a significant Ilncrease in
activities at the country level and in research.

7.4.3 While it approves the 1990-1991 budget, the TAG feels that it may provide
insufficient support for research activities. Tt recommends that a revision of the budget
be consldered by the Programme, in consultation with the TAG Chairman, based on the TAG™s
guldance with respect to regearch priorities (section 7.3). Such a revision may require
significant {ncreases for research.
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7.4.4 The TAG recommends that efforts be pursuved to secure the necessary finaneial support
from the donor community and to increase, if possible, the allocations from the régular
budget of WHO. The TAG recommends that the Programme develop a plan for budget reductionsg
for presentation to the donor community in the event of a shortfall in funds., '

8. NEXT MEETING OF THE TECHNICAL ADVISORY GROUP

The TAG agreed ro hold its next meeting on 11-15 March 1991 at WHO headquarters in
Geneva.




