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1. INTRODUCTION

All scientific work is incomplete - whether it be
observational or experimeral. All scientific work is
linble to be upset or modified by advancing knowledge.

That does not confer upon us afreedomto ignore the.

knowledge we already have, or to postpone the
action that it appears lo demand at o given time,

Sir Austin Bradford Hill

Acute respiratory infections (ARI) are responsible for
one quarter to one third of all deaths in infants ang
young children. The vast majority of these dealts
oceur in developing countries. In absolute figures,
some 4 million young children succurmty every yacr
to pulmoenary infections. In addiion, ARl account
for 30%-50% of visits by children to health facilifies
and 20%-40% of hospitalizations. They are the
conditlons for which antibiotics are most frequently
used, oftfen unnecessarily, in cutpatient services, The
anhudt incidence of pneurmonia, the most severs
manifestation of AR ranges from 10% fo 20% amaong
children below & yaars of age in developing couniries,
reaaching levels as high as 80% in rural craas whete
relevant risk factors such a8 malnutition and low
kirth welght are highly prevalent.

The global Programme for the Control of Acute
Respiratory Infections (ARl was officiclly initiated in
1984 as a distinct programme under Disease
Prevention and Contrel in WHO's Seventh General
Programme of Work coveting the period 1984-1989,
The Weord Hedlth Assembly has approved ifs
continuation within the Eighth General Programme
of Work for the period 1990-1995,

Because of the magnitude of the problem. the AR
Programme must be seen as an important part of
efforts directed towards child survival. The central
objective of the Prograrmme is to reduce the severity
of and maortality from ARLL in particular pneumaonia,
in childran, This objective is endorsedin the Declara-
fion of the World Summit for Children, New York,
30 September 1990, which establishad the goal of
reducing by one third the deaths due to AR in
children under 5 years during the years 1990-2000,

Other objectives of the Programme are: to reduce
the saverity of and prevent complications from acute
uppear raspiratory infections (AURY in children; to
raduce the inappropriate use of antibiotics and
other drugs for the freatment of ARl in children:; ane
to reduce the incidence of acute lower respiratory
infections (ALRD) in children.

To meet its objectives, the Programme has baen
built up on two components: {Q) o health services
(ot control) component, which is concemed with
the planning. implementation. ond evdluation of
natienat ARl programimes, including the fransfer of
available knowledge on confral strategies through
the dissemination of information and the fraining of
national staff in technical and managerial skills; and
(b) aresearch componeant, which s concemed with
the promotion, support, and evaluation of research
to develop new or improved control tocls and
approaches for application in countries. While for
conveniance thase fwo components are described
separately below, thera is a close inferrelationship
between the health services and the research
activities. The research focuses on prionities indicated
by the needs of the services activiies, and
consequently the research findings can be rapidly
applied in control programmes.




fmmunization is a specific strategy to preavent AR
coused by measles, pertussis. and diphtheria.
Other casaes will be prevented by the infroduction,
when available, of effectiva, safe, and inexpensive
vacceines against the organisms that are the most
cormmon causes of pneumeonia in children. In the
long tatrn, morbidity will be prevented by the gradud
reduction of relevantrisk faators for pneumoniasuch
as malnutrition and low tirth weight.

The most immediately available measure to avert
most preumonia deaths is freatment with an
appropricte antibiotic, Therafore, case management
iz the central WHO strategy for the control of ARL
Activities are addressed fo increasing the access
of the population to haalth workers who are able
to provide corect care to children with pneumoenia,
and to enhancing the knowledge of parents and
motivating them to seelk care for their children as
500N as thay perceive the signs of pnaumonia. Any
progress that is made in Implementing these aclivities
will confribute fo reducing maortality from preumonia
in ehildren,

The achievements of the health senices and
research components of the Frogramme since 1984,
and the curent stahus of activities, are to be examined
by the Executive Board crd the World Health Assernbly
in 1991, The report subrmitted to these organs also
oullines the oction that needs to be taken by
Member States, in collaboration with WHO, in order
to achleve the targets set for 1995, The Programme
will take note of the views of the Executive Board
and the World Health Assembly on fhe work
accomplished to date and wil follow their
recommendations asto future policy and directions,

in 3eptember 1990, at the 40th session of the
Reglonal Committes for Aftica in Brazovile, the
Member States of that Region collectively committed
themselves to designating ARI as a major pricrity
areq for action and to applying known effective
measures for controlin the context of primary health
care. The regional ARl programma will be discussed
at the 413t Regional Committee in Bujumbura in
1991.

This report is an Interim summary of the senvices,
research, and development activities undertaken
by the ARl Programime in 1990, the first veor of the
1990-1991 biennium. A more detallad biennial report
will confinue to be issuedin even-numbered yearsin
line with the reporting and budgeting cyclss of the
WHOQ regular prograrmme and regular budgedt.,




2. HEALTH SERVICES

Technical policies and
guidelines

The WHO protocol for the manogement of cases of
acute respiratory infections by staff in first-level
health faciliies ond by community-based health
praciifionars focuses on identifying coses of
pneumonic among the many children with cough
or difficult breathing in order {o atwure that they
receive antibiotic therapy. Recognition of pnaumonia
is based on two clinical signs, fast breathing and
indrawing of the lowar chaest wall. The combination
of these signs. s defined by WHO, has high sensitivity
and specificity for the diagnosis of prneumonia. The
presanca of chest indrawing indicates severs
prsumonia and, If  feasible, a child with this sign
should be urgently referred fo a hospital where
imjectable antibiotics, oxygen, and more intensive
medical and nursing care are available, The guide-
lines provide special instructions for the recognition
and treatment of pneumonia in young infants (less
than 2 months of age), becouse the eficlogy and
clinical manifestations In these infants differ from
those in older children,

Al the beginning of 1990 the Programme completed the
revision of its technical guidelines on case management.
On the basis of recent rasaarch information and
fleld experence changes were infroduced in the
recammendations  relating fo  terminclogy  for
classifying AR} eplsodes, signs of pheumonia in
young infants, definifons of fast breathing and
chest indrawing <s signs of pneumaonia in older
children, and the management of wheeaze. The new
ediion of the guidelines haos been printed in
English under the title " Acute respiratory infectionsin
chlidren; Cose management in small hospitals in
daveloping countries, A manual for doctors and
other senior hedlth workers™ (document WHO/ARI/
90.7), French and Spanish versions are under
preparation, A manual for firsklevel health
facilities has bean complated and will be published
in 1991 under the tifle “The management of the
young child with an ccute respiratory infection.
Practical guidelines”.

A coloured AR Case Manoagement Chart was
produced which presents the key alaments of the
ravised clinical protocol for the management of a
child with cough or difficult breathing. This s
supplomented by a second chart on the

managsment of a child with an ear or throot
problem. These charls were designed for use In
training courses and to serve later asjob alds (as wall
postars or desk displays) at first-level health facilities.

A saries of technical review papers was initiated
in 1990 with the cim of disseminating infermaotion on
the technical bases of the WHO policles on case
management. The first paper — “Antiblotics in the
reatment of acute respiratory infections in young
children” — was issued under the reference WHO/
ARIf90.10. The subjects of other papers that are
under preparation and will be avallakle by mid-1991
are: sclantific bases of the ARl case management
strategy. use of bronchodiators in the freatment of
wheeze in young children. cough ond cold remedies,
oxygen therapy in young children, technical
justification for oge-specific definffions of fast
bredthing. a review of the technical aptions for AR
control programmes, and an annotated Bitlograshy
on the case management of pnaumoniain chifdren.

Uritil now the Programme has not made any specific
racommendations on measures to reduce the risk
of pneumcnia. Although there i some information
onanumber of risk factors, their relative importance
and the extent to which they can be pravented
through feasible and cost-effective sirategies have
not yet been determined. The Programme hos
secured tha collaboration of the Matemal and Child
Epiderniclogy Unit, London School of Hygiene and
Trapleal Medicine. in undertcking an analysis of
available information on the effectivensss, feasi-
bility, and cost of interventions that seek to prevent
risk factors for pneumnonia (and alse bronchiclitls),
with the ultimate goal of identifying fecasible
strategles for the prevention of these infactions.

Development of appropriate
technology

In the 1988-1989 blennium the Programme identified
anumber of technologies that could play animpor-
tant part in the delivery of ARl case management in
daeveloping counfies. It confinued In 1990 to
collaborate closely with UNICEF in developing
several of these. Significant progress was madein threg
main arens.

Respircitory rate timers

In order to identify children with fast breathing, heaith
workers must count chest movements over a half- of
one-minute-period and therefore a reliable fiming
device is required. Specifications for a oneg-minute
timer that can produce an audible alarm after 30
ond 40 seconds and is robust, accurate of exirema
temperatures and high levels of humidity, waterproof,
and noncomrodable were distibuted to interested
manufacturers. Treee profolype rmodels wete received




through UNICEF from companies in Denmark.
Singopore, and the United Kingdom. To assass the
performance of these prototypes. to identify problarrs
related to timer design, and to study their ecse of usa
when operated by paripheral haalth workers, three
fisld-tests were caried out. These tock place in the
Gambla with the collaboration of The Johns Hopkins
University and UNICEF; India with the collaboration
of the Survival for Wormen and Children Foundation
(SWACH), Chandigarh: and Nepal with the
collaboration of John Snow Intemational/Infercept,
Boston. In addition, prototype timers were assessed
by consultants in Bolivia and Egypt. In each of these
sfudies community-based health workers were
successfully trained to operate the fiming devices.
The audible clam proeduced by these devices allows
health workers fo focus their visual attention on the
respiratory movements of the child. Comparisons
with watches showed that while hedlth facility staff
could be trained to use both timing devices and
watches, community-based health workers (such as
village health workers in the Gambia and village
heatth workers and auxilicry nurse midwives in India)
found it much ecasier to learn to use the timing
devices: dlso. fraining in thelr use was substanticlly
shorter and less complex than that required for
the use of awatch with a digital display or a second
hand, The timing devices appecred to be wall
agccepted by mothers. In the Indian field-test,
mothers called the timer the “pneumonia-
recognizing Instrument” In thelr local langucagea. The
comimunity-based heaolth workers at all sifes
unanimously preferred the timing devices to eithara
watch or a sandglass, The field-fests suggested a
number of improvernents In design feahures,

A lahoratory-test protocol was prepared together
with Ashdown Consulfants in the United Kingdom to
confirm the functional adequacy and safisfactory
parformance of these devices and to identify areas
for improvement in design or construction. After a
review of possible test houses the Brifish Stendards
Institute  In  Hertforcshira, United Kingdom, was
selacted fo conduct the laboratory testing in
accordance with the WHO/ARI “Test schedule for
electronic respiration fimers”. This schadule examines
petformance, reliabilty in adverse climatic condifions,
and physical robustness. In 1991 the Programme
will consider the findings from both laboratory- and
field-tests ond make recommendations for
improvements to the manufacturers. UNICEF will
take action to procure a supply of iming devices for
use by ARI programmes in developing countrles,

Oxygen supply equipment

Oxygen administration s a lifesoving supportive
rnacsure for children with severe prneumonia or severe
wheeze. In 1989, experts drew up specifications for
an oxygen concentrator that would perform
satisfactorily under the working and environmental

condflons encounfered In small hospitals In
deaveloping countries. More than 20 manufacturers
from seven counties were invited to submit machines
for testing ot an independent laboratory In the
Unitad Kingdom selected by WHO.

In 1990 four of these manufacturers submitted
oxygen concentrators for laboratory testing. After
Inificl follures with twe machines, the oxygen
concentrator manufactured by Puritan Bennett,
Hounslow, United Kingdom, was rasubmitted with
modifications and was found to meet the WHC/ARI
internal standard. The testing of models from the
other three manufacturers will be completed in
eary 1991.

In view of the need for adequate training materials
to support the intreduction of this technology In
developing countries, the ARl Programme, in
collaboration with Ashdown Consultants, undertook
the preparation of a product information ledflet, a
wsermanual, and maintenance andrepalrmantals,
Thesa documnants will be dishibuted widely to
developing countries. Close contact with the WHO
Ciinical Technology Progromme and the World
Faderafion of Sociefies of Anaesthesiologists hos
confinued througheout this period In recognition of
the potential applicability of oxygen concentrators
in other crecs of clinicol medicine (e.g., ancesthelics)
in developing countries. In 1991, models of oxygen
concentrators that meet the WHO/AR! standard
and can be made avdilobie of reasonable cost will
be stocked (each with a two-year supply of spare
parts and relevant training materials) by the UNICEF
Package and Assembly Centre (UNIPAC). Anumber
of developing countries have contacted UNICEF
exprassing interestin this technology, Receant studies
have shown that, apart from its potential to increase
the availability of axygen therapy in small hospitals
in developing countrias, this mathod of delivering
oxygen can produce substantial cost savings
compared with delivery from corwventional oxygen
cylinders.

The Programme also begon to investigate the
possible ufility of oxygen pressura faillre dlarmns,
These devices sound an alarm when the pressure in
an oxygen cylinder falls below o crifically low level,
thus signalling to health staff that the oxygen supply
is about to run out, An Australian manufacturer has
been contacted and examples of this device will be
assessad In hospitals In developing countriesin early
1991,

Devices for nebulizing
bronchodilators

The Prograomme recommends the use of nebulized
salbutameol when o rapid-acting bronchodilator is
clinically indicated (e.g.. for o chid with wheeze
andrespiratory distress). An electric air comprassor s




generally used to nebulize the bronchodilators.
However, since most first-level haalth focilifes In
developing counfries are not equipped with this
expansve insfrument, or cannot always use it
bacausa of slectricity failures. oltemative methods
of nebulization have been explored,

A study conducted jointly by the University of
Colorado and the National Jewish Center for
Immunoclogy and Respiratory Medicine in Denver,
USA. showed thatf, despite the pulbsatie flows
generoted by foot- and hand-pumips. they could
succasfully dive jet nebulizers and were not
inferior to continuous flow devices such as an air
compressor. Care must be taken 1o selaect the most
efficient combination of purmp and nebulizer so os
torninimize the considerable physical effort required
to deliver a clinically effective dose of broncho-
ditator. This studly exarmined the ability of different
combinations of four pumps and three nebulizers to
generate a given volume of approprictely-sized
particies {less than 5 micrometers in diameten that
will reach the peripheral cirways and thus be
clinically effective.

Since this study showed that the parformance of the
iet nebulizer unit was very impeortant In detemmining
overall performanca. the Progirarmme undertook an
extensive review of the kerature on 20 currently
cvailable jet nebulizer units in order to identify the
most appropriate one for use with hand- or foot-
pumips, The resulls of this investigalion were
communicated to UNICEF so that It could reassess
the nebulizer unit stocked by UNIPAC,

In parallel with this activity, the Programme
collaborated with Ashdewn Consultants in drawing
up @ laboratory-tost procedure for hand- of foot-
purnps. The test schedule includes examination of
the following parometers: physical robusiniess,
reliability in adverse climatic condifions. pressure/
flow perfornance charactenstics. and energy required
to operate the pump for 10 minutes.

In 1991. the Programme should be in a pasifion to
recommend an efficient and effective foot-pump
and nebulizer combinafion. and willmake availoble
supporting technical data,

Planning and implementation
of national control
programmes

Durng 1990 emphasls was placed on: () the
preparction of revison of national technicet guidkelines
for case management. consistent with recent
advances in sclentific knowledge and WHO
recommendations; (i) the preparation of national
plans of operclion leading to a phased

implementation of the cose management strategy,
Inificlly thvough the network of fistHevel health
faciliies and firshrefarral hospitals, then through
community-based hadalth practitioners, and finally
through increased involvement of the community:
ond (i} the elaboration of annua workplars focused
on feasible subtargets for activities addressed in the
inifial stages of the programme to increasing the
occess of the population to comect case
management, The prorty activities at these stages
include the fralning and supervidon of health staff,
and the provision of drugs and equipment to hedlfh
facilities,

The criteria for determining that a nationdl
progromme s operational have been defined (see
Table 7 on pagel6). One of the major targets of
the Programme is for operationol contral pro-
grammes to be established by 1995 in alf countries
with an infant rortality rate (IMR) greater thon 40 per
1000 liver births per year. In these countries most
community-acquired pneumonics in chidren are
the bacterial infections targeted by the Programme's
case management strategy in order fo reduce
maorclity. The United Nations Weorld Population
Divistor in 1988 listed 88 countries with can MR that
exceedead this lavel (Figure 1),

By the end of 1990, plans of operation for ARI control
programmes had been prepared in 39 such countries
in the six regions (Table 1, Annex 1). In 34 of these,
stage I activities have been implemented at least in one
province or region in such a way that they meet the
criteria for operational programmes (Figure 1). Thus,
39% of the Programme’s main target countries had
operational programmes by the end of 1990. Twelve
started aoperations duing 1990 (a 50% increase over
the 1982 figure} and six have reported national
coveragewithstage | activilles (raining. supendsion,
and supplies in fist-level haalth faciiities and first-
referral hospitals): Oman, Zmbabwe, and four
countries in the Americas: Colombia, Guaternaia.
Honduras, and Paragucy,

Table 1 and Annex 1 show that operational programmes
have also been established in 13 non-target countries,
including China and Thailand where an IMR greater
than 40 per 1000 can be found in large sections of
the population.

In fotal, by the end of 1990, 59 counties had
designated a national programme manager and
issbed technical guidelines on case management,
54 had prepared plans of operation, and 47 had
opeafiondal programimes.

' programme for the Control of Acute Respiratory
infactions. Fourth Programme report, 1988-89. Document
WHO/ARIRO.7 (1990).
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Table 1: Number of countries and territorles with technical guidelinas,
plang of operation, and operatishal programmas, December 1990

Region Tachnical Pian of Oparational
guidelines operation programmes
Main target countries®

African Region (AFR) 10 9 6
Region of the Amaricas (AMR) 12 1" 1
South-East Asia Region (SEAR) 5 5 4
Europaan Region (EUR) 1 1 1
Eastern Mediterranean Region (EMR) 9 9 B
Woestern Pacific Region (WPR) 4 4 4
Sub-Total 41 39 34

Other countries and territories

Region of the Americas (AMR) 7 5 4
South-East Asia Region (SEAR) 2 2 2
Westemn Pacific Ragion (WPR) 9 8 7
Sub-Total 18 15 13
Total b9 54 47

* Countries with an infant mortality rate greater than 40/1000 in 1988. Source: United Nations Population Division, Worlkd
Popdation Chart, 1988, United Nations, New Yark,

Figure 2 shows the increase in the number of | Durng 1990, 10 WHO staff members and elght
operational prograrmmes each year from 1983 (when | consultants visited 39 countries and tarmitorles to
the first programme started in Pard state. Brazid to | collaborate in formulating AR! programme policies.

1990, revising technical guidelines, and preparing plans of
operation, The countries and territories visited are as
foltows:

Figure 2 . i
Operational ARI programmes Affica: Eiﬂr::gg:;n\;va Namibia, and
1983-1990
Numiber of countries Americas: Argenting, Belize, Bolivia,

Brazll, Dominican Republic,
Ecuador, Guatemaia,
Mexico, Niceragua,
Paraguay, and Uruguay

South-East Asia: Bangladesh, India,

donesia, Myanmer, Nepcd,
Sri Lanka, and Thailand

Eastermn Diiboutl, Egypt, kan Jedamic
Mediterranaan; Republic of), rag, Moroccao,
and Pakistan

Waestern Paciic: China, Cook Islandts, Fifl,
iLoos, Malaysia, Northam
Marana klands, Papua New
Guinea, Palau, Philippines,
Samoa, Vonuatu, and
Viet Nam,

EEE with AR » 4079000 E253 With 1M = 4075000




Efforts to plon and implement control programmes
need to be accelerated in tha next three years. The
Programme will assist countries that have already
inflated activities in taking stock of their inlficl
achisverents and failures, and in making
adiustments in thelr guidelines and operational
procedures that will guoaraniee @ sustainable
expansion of the programme in order to Increase
the access of the population to comrect cose
management. Target countriss that have not yet
started activities, especially those with a high IMR,
will be encouraged to begin the planning process
and receive all necessary assistance.

Training

Managerial and supervisory
materials

The development of managerial and supervisory training
materials has been a priority area of activity at the global
level. A course designed for managers of national
ARl programmes was  developed with the
collaboration of ACT Interngtional, Atlanta. USA,
and printed In English and Spanish at the beginning
of 1990, The French and Portuguese versions have
been completad, and will be tested in 1991, The
course includes flve modules covering the know-
ledge and skills needed by programme managers
te formulate naotlongl policies, set programme
targets and subtargets, plan and monitor activities,
estimate the cost of drugs. and evaluate progress
in the achisvement of fargets.

A module for supervisory skills courses named
"Management of the young child with an acute
respiratory  infection” was produced with the
collaboration of ACT Intermnational, and printed In
English, Portuguese, and Spanish. The French version
has been completed and will be printed In 1991,
The module provides the knowledge ond skills
needed fo qssess, classify, and freat children with
ARl focusing on the Identification and treatment of
pneumonia. it places emphasis on practical exer-
cises, in particular counting the respiratory rate and
identitying lower chest Indrawing. it includes the
viewing of avideoshowing childrenwith and without
a vaxiety of dgns of ARl The parlicipants are expected
fhen fo practise the skils they have leamt by examining
healthy and sick chiltdrenin an out-patient clinic and
a hospital ward. The module is used not anly for the
fralning of mid-level supervisors but also in clinical
fralning programmas for doctors and parameadicaol
staff working at first-level health facilifies, and it is
included in the progromme maonagers” course.

To asslst countiles In organizing the clinical practice
recommended in the medule, a guide for clinical
instructorshas been preparad and testedina course
in Addis Ababa, Ethiopia. The clinical instructor has

to prepare for the health facility visit by identifying
children with the signs of liiness described in the
module. damonstrate how to assess and classify the
illness of children with ARI, and meniter parficipants
as they practise case manogement, Guidance is
given on how to parform these tasks,

A new videotape entited "Assessment of the child
with cough or difficult breathing” was filmed with
the collaboration of government hospitals In India,
Papua New Guinea, Thalland, and Zmbabwe: the
technical production was assured by Chris Dent
Publicity, Sheffield, United Kingdom. The videotape
shows awide range of exarnples of respiratory signs
in children (normal and fast breathing, false and true
chestindrawing. wheeze andshidan, itwillbe made
avdilable in 1991 for use in conjunction with the
supervisory skils module on coase management,
and in clinlcal fraining courses,

Clinical materials

A national prograrmme will be able to achieve the
reduction of ARl mortality and its other goals only if
doctors and other hospital staff, staff in health
faclities. ond community-basaed health practiioners
all proctise appropriate stondard ARl case
management, Therefore, anaticnal ARl pregramme
neads to frain large numbers of health staff in
standard ARl case mancgement occording 1o Ifs
own guidelines. An impaortant step Is the establishrment
of one or more AR| fraining units,

An ARl fraining unit (ATU) Is & ubif In < large hospital
{such as at the national, provincial. or state level)
that treats outpatients and inpatients with ARI and
conducts fraining in sfondard ARl case managemant,

Each ATU will frain dectors from large and small
hospitals to manage poediatic oultpatients and
inpatients with AR These doctors will then Implement
stondard case management in thelr own hospltals,
by introducing appropriate policies, obtaining the
necessary equipment and supplies, training staff,
and monitoring  standard case  management
procedures, Selected districtHevel hospitals, orlarge
health facitiies, will train health staff from first-leval
health facilities to manage children with ARl who
can be freated at home and fo refer children with
ARl who need hospital care.

The Programme has worked in collabarafion with
ACT International in prepaning packages of materdals
to support clirical training in ATUs and ot district-
level hospitals or large heclth facilities. Preliminary
discussions defined the purposes, torget audience,
requirernents, and fraining objectives. Considerafion
of the priority AR! skills and knowledge to be faught,
and of the mast appropricte teaching methods to
be employed, led to a selection of methods to be
developed. These two packages will conslst of
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lectures with accompanying slides, trainingmodules
with a guide for faciitators, guidslines to ceslst clinical
instructars in organizing clinical practics sessions,
video presentations, drills, case studies. and guide-
lines for the course director, Further development of
these materials, including fleld-testing, will continue
in 1991,

Materials for community-based
health workers

The initial thrust of national ARl programmes hos
been to ensure thaf stanciard ARl case management
is implemanted in health faciliies, However, since
many children with pneurnonia may never attend g
hedalth facility, some national AR programmes rmcy.
at an appropriate fime, expand their activities to
include ARl case manacgement in the community
using the services of various types of haalth workers
who spend all or a substantial proportion of their
fime In the community rother than ot a health
facility. The Programme has contracted Health
Manpowet Systems of the United Kingdorm to begin
the daveloprment of matericls to support the fraining
in ARl of such health workers. The fraining materials
to be developed will be modular in design so that
an appropriate fralning programme for a varety of
situations and categories of health worker can be
asembled. They will consist of visual materials (@.9..
fiipehant and pamphie!) for use by health workers In
the community to support their health education
and case management activities, materials for use
by health workers during thelr training, a teacher's
guide totraining, and a guide to assistin the adapta-
Hon of matericis to the local cultural contesd.

In order to gather information for the development
of this project the Prograrmme contacted the
principal invesfigators of community-based AR
intervention shudies in Bangladesh, India, Indonesia,
Nepal, Pakistan. Philippines, and the United Republic
of Tanzania, and national AR programme managers
in Colombia, Lesotho, Viet Nam. and Zmbabwe, to

obtain details of their experences in taining
community-based health workers and to collect
samples of training matetals used.

Programme managers’ courses
and workshops

Since the ARl Prograrmme Managens’ Couwrse was
first made availoble ot the beginning of 1990,
considerable interest hasbeenshown by theregions
and countries in erganizing training courses using
the WHO matericls. Table 2 summarizas the courses
conducted during the year: the details can be seen
in Annex 2. Thete were seven intercountry courses
affended by 199 participants from 62 countties, cand
19 national courses in 15 couniries for 697 partick
pants. The national coursas were mainly aftended
byintermeadiate-levelmanagers, Inseverdlcountries
(ran (slamic Republic of), Pakistan, Philippines,
Viet Narn) the courses combined the study of the
WHO modules with exarnination of the national
plan of operation, In this wey the parficipants becarms
acquainted with the principles and process of
planning ARl activities as presented in the WHO
Programme Monagets’ Course, studied thoroughly
the national plan of operation and elaborated their
own provincial of state plans for 1991, This experence
indicated that the avallability of a national plan of
opetation should be o pre-condition for organizing
national courses for provincial or state programme
managers: there are substantial benefits to be
geined from leaming the planning process by working
with one’s own provincial or staote data, guided by
the policies, chiectives, and targets defined by
the national plan.

The SouttrEast Asia Reglon crgonized on infercountry
workshop on the pravention and confrol of ARl in
Jakarta, Indonesia, from 23 to 26 October: it was
altended by 14 programme managers from sight
countries. The meeting reviewed the stctus of the
national confrol programmes and discussaedin detall
the training plans. the establisbment of ATUs, the

Table 2: Programme Managers' couraes held in 1990

Inter-country courses National courzes

Region Ntrrrber of Number of Number of Numbar of Number of

courses countries patticipans courses paricipants
AFR 1 17, 30 - -
AMR 4 30 128 5 195
SEAR 1 2 14 4 67
EMR - - - 3 99
WFPR 1 13 27 7 336
TOTAL 7 62 199 19 897

* Some countries were representad in two or even three courses, This figure represents the total number of different countries
represented.




development of materials for face-to-face
communication activiies, and methads of supervision
and monitoring. Problems and constraints in these
areas were identified and possible solutions
recornmended.

I colicbarotion with the School of Public Health,
University of Zograt. Yugaslavia, the WHO Regional
Office for Europe held an intercountry workshep on
246-28 Sepltember. The purposes ware to review the
situation of pneurmnonia in children and discuss
the fecsiblity of organizing control programmes In
areas of Europe with high infant mortality rates,
There were nine participonts from five countries
{(Albonta, Remania, Turkey, USSR, and Yugeslavia).
Currently at leqst 50% of births in the Europedn
Ragion occur In countries where the IMR is above
20 per 1000 live births. ARl mainly pneumaonia, is the
first or second cause of death in young children.
These countries include areas with o fotal pepula-
flon of approximately 113 milion where the IMR is
higher than 40 per 1000. The workshop concluded
thert an infersive effort should be made to accelerate
the reduction of mortdlity from preumaeniain these
areds, and recognized that the WHO policles and
strategies for the control of ARl were perfactly suited
to the prevalling conditions,

National seminars and workshops

National seminars and workshops were held, with
collaboration from WHO. in 18 countries. Annex 3
presents a detailed list of 746 such meatings: these
are summarized in Table 3. Most meetings were
organized to review the ARI situation and present
the new or ravised guldelines on case mandagement
to haalth services taff, Some of the meetings that
were attended by a large number of participants
werte organized as awareness-raising conferences
to promote the objectives and strategies of the
national ARl programme and enlist the support of
specialists in public health, paediahicians. and the
medical profession In general; such meetings were
heldin Cuba, Egypt, India, Iran (slomic Repubilic of),
Myanmar, Pakistan, and Sudan. The meetings in
Indonesia, Orman, and Zimbabwe reviewed the
progress made In the implementation of the
programme and planned s future development
and aetivities,

Training of first-level supervisors

The Pragramme provided supprort to 117 courges on
case management which ware heid in 20 countries
for a total of 3222 participants with responsiblity
for training and supervising health staff af first-level
health facilities (Table 4). in most of these coursas
the revised WHO supervisory skills module on case
management of ARI (in English or Spanish) was Lsed:
in some, the two earlier modules were used, A field-
test varsion of the French transiation was used in
Morocco, and a frangdation infe the natlonal
linguage (with local adaptation) was used in Papua
New Guinea and Viat Nam. The module has beaen
rranslated info the national lkanguages {and in most
cases adapted according to national guidelines
and local condifions) for use In training activifies in
1991 in Bangladesh, China, india (Hindi and Tami,
Lacs, Myanmar, Nepal. 51 Lanka, Sudan. and
Vanuatu,

Training in case management

Complete data on the numbers of workers ot
first-level health focilities who have received clinical
fraining is not avallable fo the Programme. In 1991
a data reporting system ("country programme
profiles”) will be established that will include this
information. The Programme confinued to prormote
the establishment of ATUs with responsibility for
clinical training on apermanent basis, By December
1900, 38 units had been established in 10 countries
(Table 5). The staff of the ATUs established in three
provincesin the lslamic Republic of ran were trained
by @ WHO consultant at a workshop af Pakdasht,
hiecy Teheran, on 5-8 Mareh. The ATUs in Latin America
organized 33 courses for 393 parficipants. and
those in the Western Pacific organized 12 courses for
180 participants.

A Reglonal Training Course on Clinkcal Management
of ARl wais organized by the ATU at San Lazaro
Hospital. Manila, Philippines, from 18 te 22 June. The
course was attended by 11 parficipants from nine
countries, The objectives ware to train particlpants
to givestandard case management to chitdren with
ARI, and fo prepare thern to establish ATUs ond

Table 3: National seminars and workshopsa held In 1930

Ragion Number of Number of Numbar of

countries maatings participants
AFR 2 9 129
AMR 2] <] 348
SEAR 5 49 1886
EMR 4 11 448
WFR 1 1 25
TOTAL 18 76 2836

[1¢]




conduct fraining courses, The coursa included a fow
lectures; however, most of the ime was devoted to
a selfdearning module on case management, a
clinical exaercise using o video film, fechnical
demonstrations (oxygen therapy. administration of
bronchodiators, use of the otoscope). and clinical
practce In an outpafient department, an emer-
gency ward, an inpatient ward, and a neonatal
unit. The course provided useful experence to guide
the furher davelopment of the materials for ATUs
described on page 8.

Communication

Modificafion of tha bahaviour of familles lsnecessary
to reduce mortality from predrmonia in developing
countries. Pnaumonia can kil young children in a

few days, and delays in providing care can result in
the Infection becoming so severe that the child
cannot be saved. The effectivenass of the cose
management sirategy depends on the recognition
of signs by the mother and promipt care-seeking
from a tained health coare provider. In some
counhies, a sipnificant proportion of pneurnonica
deaths may be athributable to ingppropriate orpoor
household responses to a child with signs of
pneumonid. These may include Inabliity to mcog-
nize the aarly signs of pneumonia, treatment with
horme remedies, other causes of delay in seeking
care, having recourse to inapproprate health care
providers, or poor complionce with tharapeutic
recommendations.

Table 4: National supervisory skills courses hald In 1980

Regicn Number of Numbar of Number of
countrias® COUrses participants
and territorfies
AFR 2 10 300
AMR 7 18 636
SEAR 1 1 40
EMR 3 8 158
WFR 7 80 2088
TOTAL 20 117 3222
® AFR  Ethiopla, Nambia EMR Egypt, Morocen, Sudan
AMR  Argentrs, Brazil, Colombia, Daminlean WPR  Cook Islands, Northen Mariana Isiands,
Republic, Mexico, Paraguay, Uruguay Fiji, Palau, Papuia New Guinea,
SEAR India Philippines, Viet Nam

Table 5: ARI tralning units established by December 1890

Region Country Number of City
o units
AFR Zimbabwe 2 Harare, Bulawayo
AMR Argentina 1 Sante Fe
Brazi} 2 Belem, Porto Alagre
Colombla 7 Armenia, Bogota (2)
Bucaramanga, Cartagena,
Manizales, Madellin
Mexice 5 Guanajuato, Jalisco, Mexico,
Nuevo Leon, Zacatolas
EMR Egypt® 12 Assiut, Alexandria, Cairo,
lsmailia, Manoutia, Sohag
Iran (Islamic Rep. of) 3 Mashad, Shahrekord, Tabriz
Sudan 2 Khartoum
WPR Laos 1 Vientiane
Philippines 1 Manila
TOTAL 10 38 -

* Ther unit at El-Chatby Hospital, Alexandria, has been designated EMA Regional Training Centre for the Clinical Management of

Acute Resplratory infections
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In the Initial stoges of a national programme, In
which emphasls ke laid on increcsing access to comect
ARl case management through firstlevel hedith
facilities and community-based health practitionsrs.
afforts should focus on face-fo-face communication
betwaen health workers and families. especially
mothers. Mass media activiies aimed at promating
sarvices should be implemented at a later stage,
after cotract cose management through trained
health providers who are regularly supplied with
drugs has been made available countrywide,

A kay slement of the ARl case management sirategy
is teaching health workers how o communicate
affactively with mothers, The WHO technical guide-
lines on coese management. and the faining modules
for programme managers and first-level supervisors
contain home care instructions fo be communicated
to mothers. These will alse be included in the
materials for AR fraining units and community-based
hadlth practitionars,

The most important part of the home care instuctions
is advice on the signs that indicate when the mother
naads to seek care from d trained hedlth care
provider for a child with an acute respiratory infection.
in the WHO materials the general instruction is that
maothers should be gdvised to bring a child for care
If s/he has fast or difficult breathing, or is not oble to
crink. of bacomes sicker, Howeavaer, thaseinstructions
are not approprigte for dl mothers. Since some
understanding of the household management of
ARl is necessary for all national ARl programmes
and involves collecting country-specific infermation,
the Programme has given priorty to the develop-
ment of a protocol for focused ethnographic studles
{see page 20). The data collected can be used
by national ARl programmes to identify the
communication oppreoaches that are most likely
te change community and family behaviowr and
lecd to an increase in the use of comect case
rmanagermnant,

The Programme revised the prototype visual matericls
prepared n eadier years (flipcharts. set of slides,
poster) to make them consistent with the revised
technical guidelines on case management. The
new vearsions will be prinfed in 1941,

With support from WHO ond other agencies,
particulary UNICEF, many countries have developed
health  educalon materials  for  face-to-face
communication based on the WHO flipchart
“Children with coughs”. National fipcharts were
produced in Fiji, Laos, Sudan, Vanuatu, and Viet
Nam. Leaflets and posters depicting the signs of
pneumonia for mothers and other caretakers were
producedinBolivia, China, Colombiaq, Loos, Mexico,
Myanmar, and Thailand,

Togetherwith UNKZEF, the Programme co-sponsored
ameeting on Houwsehold Management of Diarhoea
and Acute Respiratary Infactions, organized by The
Johns Hopkins Univarsity School of Hygiene and
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Public Health. Balimore, USA, on 4-6 Aprl 1990,
and presented a background paper on the house-
hold management of AR in children. The rapart of
the meeting® provide: an ovenview of the guide-
lines for the howehold management of AR
including recognition of the signs that suggest
preumania, care-seeking, compliance with case
managemant recommendations, suppotiive home
care, communication activities, and strategies for
changing behaviowr.

Monitoring and evaluation

in the Programme Managers” Course, the
Programme propases 14 prority indicators from @
list of 38 possible ones to awess the achievernent
of operational targets: seven to defermine the rate
of access to comect case management and seven
to measure the rate of use of cerrect case
management. One module of the course ls devoted
fo evaluation; it describes the Indicators, identifies
the data needed to measure them, suggests possible
sources from which the data con be obtained, and
provides guidelines for the analysis and interpreta-
tion of the results.

Routine reporting systems

Mest counfries that have Initiated control activifies
have established asimple system forcollecting data
to monitor operations based on & regular review of
ragistry records. In practice, the records are rarely
accurate and complete. Neveartheless. countries
are being advised to establish or improve the routine
recording of essenticl information and periodic
reporting since an analysis of the data may be useful
tor broadly characterizing the quality of case
management in health facilities, and estimating the
access indicator,

From an analysis of such data reported recently by
national programmes and consultants’ reports some positive
changes in clinical practices as a result of training
undertaken by the Programme were identified. A fow
axamples ara os follows:

0 InPaopuaNew Guineag, acormparkonwas made
of children with ARl referred for hospitalization ot
two hacith cantres before and offer tralning of
the haalth staff (Table 6). In the pedod January-
September 1987, 2929 children with signs of ARI
were reported and 406 of them — 13.9% —were
refarred for hospitalization. After the staff of the
health centres had been frained to use the new

¥ Household Management of Diarrhoea and Acute Respiratory
Infections. Occasional poger No, 12, The Johns Hopkins
University Schoal of Hygiene and Public Health, Insthute
for International Prograrms, Baltimaore (1990).




Tabla 6: ARI cazas treated and referred to hospital before and after programme Implementation
In Kerowagl and Kup Health Centres, Papua New Gulnea

Cases referrad to hospital

Pariod® Total AR| cases
in childran Number Patcantage
Before programme implemeantation
January-Septembar 1887 2929 406 13.9
After introcuction of the programme
January-September 1988 5765 311 5.4
October 1988-June 1989 5869 125 2.1

% standard ARI case management was introducad in the pariod October-December 1987, during which the staff

was frained.,

guidelines for case management, in which precise
indications for referal fo hospital are defined, a
rmarked reductionin the number of children with
signs of ARI haspitallzed was observad: among
5765 cases ftreated in the perod January-
September 1988, 311 children — 5.4% — were
hospitalzed: this percentage was further reduced
10 2.1% in the subsequent period, from October
1988 to June 1989, No modifications had been
imfroducedinthereporfing of cases andreferrals
that could have biased the comparability of
these data. It was noted that although the total
number of childran with signs of ARl attending
the health centres increased affer the personnel
had been trained, the implementation of the
guidelines resulted in a significant reduction in
both the percentage and the absolute number
of hospitalized cases.

infroduction of the fechnical guidelines for the
frectmant of pneumonia in Tacloban City Medicd
Centre, a referral hospital of the Phifippines.
produced dgnificant changes in clinical practices.
Figure 3 shows the use of several therapies in
hospitalized children with pnaurmonia during a
3-month period immediately before the
infroduction of tha programme in 1989, in
cormparnson with d similar periad one yedr iater,
In accordance with the naflonal guidelines.
ampicillin was replaced by banzylpenicillin for
the ireatment of severe pneumonia, and
gentamicin-containing  combinations  were
replaced by chloramphanicol for the treatment
of very severe pneumoenia, i.e., there was a shift
from expensive to less expensive, but equally or
more  effective, injectabla  antibiofcs, For
instance, the ddaily cost of a course of
benzylpenicilin ls two to three fimes less than
that of injectable amplcillin, The use of intra-
vanous fluids, which may be hamiful in a child
with pneumcnia, decrecsed from 98.0% to 14.3%.
The use of oxygen therapy, which is expensive
and unnecessary in children who are not very
severely ill, was raduced from 76.0% to 23.4%.
The changes in therapeutic measures should
ot be seen as an effort designed primarlly to

reduce hospitalization costs; they also resulted
in a significant improvement in the quality of
clinical management of severs coses of
pneumonia admitted into the haspital.

These twe documented exomples illustrate the
potentict banefits that can be derived from ARI
programmes: a reduction in hospital costs through
more apprepicte cose mancgement, Although they
refer to only a few hecith units, the same results have
been observed in other health services in which Al
programme activities have been introduced, such
as training and supenvsion of staff and adequate
logisfic support, Another immediate programme
benefit that has beean docurnented through the
axamination of records in some countries is g
reduction in the use of antibiotics for mild foms of
ARl {coughs and colds). as reported in the Fourth
Programme Report for 1988-1986%,

Figure 3
Treatment of pheumonla before and atter
inftiation of the ARI Prcgramme*

Parcont of casos
Banzylpaniciilin :

Chigramphaniool

Ampigillin [

Gentamicin o

Other antidtotion [eg—

iz B8

Intravenous tulds

Dxyoen tharapy

I EH tatare  [5W After I

+ Taploban Clity Medloal Centre, Fellppives, H3-1000

Programme for the Control of Acule Respiratory
Infections, Fourth Programme report, 1988-89, Dacurnant
WHO/ARI/S0.7 (1790},




The Programme has developed o questionnaire
seaking information for a country programme profile
to help programme managers to gather annually
the infarmation resded to measure the indicators
related to the achlevement of operational targerts.
The form contains questions on the access of the
poepulation to standard case management, which
canbe answered through an examinafion of clinical
recorcs and reports, and registers ot provincial
and central levels. No questions on use indlcatars
are included since their measurement requires
special surveys for which the Programme has not
vet developed the appropricte instuments. The
country programme proflle was tested in Colombia
in January 1991

Health facility practices survey

The Programme has begun to prepare a health
facility survey instrument that will enable pro-
grammes to evaiucts training activifies systematically
by documenting the practices of hadlth staff in the
assessment and treatrnent of cases of AR The
method is designed to determine the extent to
which health providers conform to national case
management guidelines In assessing patients
with AR, administering antiblotics and other drugs,
ond providing advice on the home care of children.
The guide will include several questionnaires for:
inferviewing health personnel, interviewing mothers
and other caretakers, reviewing clinical records,
checklng the drugs and equipment needed for
casé management, and directly ebserving health
staff while they assess and treat children with ARL
Praliminary informnation for the preparation of
the guide has been collected In India. A set of
questionnaires to evaluate health waorkers’
performance In outpatient services was prepared
and will be tasted in India in the first holf of 1991,
Expetlence gained in this field-test will be used
to guide the further development of fhis survey
frstrument. The questionnaires and guide for in-
patient services will be developed kater in 1991,
once the ATU materials for the teaching of hospital
<are have been complated.

Household morbidity and frectment
survey

Since the AR| cases seenin hedlth faciliies reprasent
only a fraction of actual cases occurring in the
community, g community-based survey isnecessary
to ossess ARl morbidity patterns and treatment
practices. In the early stages of prograrmrmes it will
be parficularlyimportant to assess the proportions of
mothers and other caretakers who know when it s
appropriate to seek coare and who actually seek
eare when they see the relevant signs in their children.

it s not yert claar whether the incldence of pneumonia
can beé medasured through simple, feasible and
relicble cross-sectional surveys that can be used
by al programmes. In January, the Programme
convened a meating of experts in ARl surveys and
social scientists fo discuss methodological issues
relafing to the measurement of eplsodes of
preumonia through home visits and to develop
protocols for several fleld studies to oddress these
issues. Preliiminary studies to test the survey
quesfionnaires and to solve certain methodological
problems were conductadin 199010 Ghanawith the
collaboration of the London School of Hygiene and
Trapleal Medicine, United Kingdom:; in Pery with the
collaboration of the Institute of Nutritional Research,
Lima; andin the Philippines with the collaboration of
the Centers for Disease Control, Aflanta, USA, (sea
page 23} In view of the complex issues involved in
the development of thismethodology, furtherexpert
opinion and advice will be sought in 1991,

Measurement of ARI-associated
mortality

The measurement of ARl mortality poses even greater
challenges than the development of morbidity
fuveys, since problers related to matemd perception
of the signs of pneumonia are augmented when
mothars need to recall events that happenad
durlng the past 12 months or longer. A simple and
reliable survey guide to measure overall childhood
mortality has been developed and valldated in the
Gambia, Peru, and the Philippines in collaboration
with the Centre for Population Studies, London School
of Hygiene and Tropical Medicine. This guide is
avdilable for use by interested countries, though
provides only limited Information on specific
causes of mortality. A verbal autopsy questionnaire
that seeks to achieve a more accurata estimata of
ARlassociated morfality is still being tested.

Assessing the use and cost of drugs

Country programmes naed certain infornation in
order to evaluate the progress made in achieving
the targeted reduction in the inappropriate use of
antibiotics and other drugs {(cough and cold
rmedicines) in the reatment of ARL. With the assistance
of ahealth economist from the United Kingdom. the
Programrme analysed the issues involved in mecsuring
the use and cost of drugs. Three approaches were
adopted for the preparation of the guidelines:

O Information on drugs prescribed by first-lovel
hecith facilities will be gathaered through surveys
of practices in health facilities (see above),
Experts on assessing the use of drugs will revise
the perinent questions. Although the sample
used in thase surveys is not representative of the




whole hedalth Infrastructure of the country, the
information will previde araugh estimate of the
general situation.

o  Inforrmation on drugs used in the community for
ARl (those that are prescribed by hadlth workers
in first-loval facilities. private practifioners. and
community-bosed health practifioners; and
those that are self-prescribed) will be gathered
through household freatment and morbidity
surveys (see page 14).

a Information needed to estimate the cost incurred
by the health authoriiies in providing drugs for
ARl in children will be collected of different
levels of the hedalth system: procurement of drugs
at the central level. distribution of drugs by the
cenfral pharmacy, reperts from phammacies at
first-lavel health facilities, and reviews of clinical
records. A guide for the collection and ancitysis
of this informafion will be prepared in collabora-
tion with the WHO Actlion Programme on
Essential Drugs.

Evaludtion of national programmes

As nationdl programmes move towards countrywide
coverage, a programme review is recommended
to determine the progress made fowards achieving
the operalional targets, establish where the
activities can beimproved, and make mora specific
plans for the continuation of the programme. As
noted on page 5, six main target counfries have
reported achieving national coverage in
implementing stage | activities in  their AR
programme. A countrywide survey was conducted
in one of these 1o assess the diuation. A fotal of 108
health facilities were visited and 202 health workers
werg inferviewed. The most important findings as
regarck AR wera as follows: () despite the corsiderable
efforts invested in fraining since 1987, less than 50%
of the haalth workers said they had received kaining
I AR fhe lowest percentages were found in hospitals;
(i’ most large hedlth insfitufions did not keep a
record of staff who had aitended a fraining course,
and were unable to ensure a correct rotation of staff
for courses; (i} frained bealth workers had a fairly
pgood knowtedge of how to clasify and freat children
with slgns of AR, but often failed to put their know-
ledge into practice; the training courses had been
mainly thecretical, ond insufficient to transfer new
skills ond change incomect habits and practices: (V)
the performance of halned hedlth workets was
markedly better In areas with regular supervision
than in other areas; (V) cotimoxazole had been out
ofstockin 40% of the health faciifiesin the sixmonths
prior to the survey, This evaluation highlighted sericus
weaaknessas in the quality of the delivery of ARl case
management. The recommendlations gave emphcs
o “hands-on” lecrming in training courses, better
supearvision of hedlth staff, and a regular supply of
essentict antibiotics to ensure proper implarmentation
of the technical guidelines for case management.

Surveillance of antibiotic
resistance

Since community-acquired bacteriol pneurmnoniain
children is mostly caused by Streptococcus pneumoniae
and Haemophilus influenzaz, o logical concem i
that the standard antimicrobial teatment
{cofrimoxczola, amplicilin, amoxycillin, or procaine
peniciliin) might become increasingly ineffective in
places where there is a mounting prevalence of
stralns  resistant o these anfiblofics. There i
therefore a clear need to establish national drug
resistance surveillance systems that are able to
assess the current situation and monitor future frends
and changes,

With the collaboration of the Division of Bacteral
Diseases, Centers for Disease Conirol, Aflanta,
USA, the Programme has developed a manual for
the surveillance of antimicrobial resistance, which
describes the epidemiclogical and microbiological
procedures that are essentfial for national AR
programmes,

Whiie daveloping the manual anumberofimportant
gaps in knowledge were Identified, the most
important of which Is the comslation of antibiotic
resistance between nasopharyngeal and invasive
olates of 5. pneumoniae and H. influenzae. Othet
quastions that require investigation are the comrelation
of the results of disk diffusion tests (usudally used by
laboratories to determine bacterial drug resistance)
with minimum inhibitory concentration (MIC) values,
and the definition of criteria for interpreting the drug
rasistance data that can guide national programmes
in deciding their policy on standard antimicrobial
freatment,

Before finalizing the manual, the Programme
convensd a maeting of speciolists In paediatic
respiratory diseases and anfimicroblal therapy, as
wall a8 bocterlologists and epidemiologists. fo
andalyse and advise on these technical issues, review
the epidemiclogical and laboratory chapters, and
suggestways of introducing the manual and starfing
survellance activities in developing countries, The
maeating which tock place in Geneva in December
1990 fook info aecount the research findings descrived
on page 25. The manual has been revised in
accordance with the recommendations of the
meaeating and will be fisld-tested In severd countries,
including Pakistan and the Philippines, In 1991,

In the Westem Pacific Region a consultant visited
the Sclomen lslends, Tonga, and Vanuahu to review
the laboratory activifies and train staff in the solation,
identification, and susceptibility testing of
8. pneumoniae and H. influenzae.
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Current status of the
Programme

The majar fargets of the Programme relate to couniries
having aninfant mortality rate (IMR) greater than 40
per 1000 live births per year (see page 5). Table 7
presents targets for the years 1995 and 2000, and an
astimation of their level of achievernent when the
Programme starfed in 1984 and af the end of 1890,

The number of eperational programmes ot the end
of 1990 procesads from o known baseline and
assumes gradual growth until achievement of the
full farget In 1995, This would mean that, by then, all
the countries in the developing world that in 1988
had an IMR greater than 40 per 1000 live births wil
have an operationdl prograrmme, at laast in some
reglions or provinces,

Animportant Programme target concerns the training of
facility-based case management providers; some 10 000
had been trained by December 1990. It is expected that
this nurmber will rise to 100 000 by the end of 1995
and to 300 000 by the end of 2000, Although these
arelarge absolute figures, they wouldrepresant only
a fraction of the facility-based staff who provide
headlth care for children. Training is proving tobe one
of the most challenging activities of the Programme.

The rate of access of the population to a health provider
(health staff or community-based practitioner) who is
adequately trained in the correct case management of
preumonia and regularly supplied with free or affordable
antibiotics was estimated to be 5% in 1990; this is based
on the number of health workers who havereceived
fraining in cose management and on the assumption
that the relationship between training and accessin
the case of AR| is similar to the relationship that
axisted between ftraining and access to oradl
rehydration salts of a dmilar stage in the development
of the Diarhoed Disecse Confrol Prograrmme.
Access is expected to increase to 50% In 1995 and
75% in 2000 in the target counties,

The estimated vate of childhood cases of preumonia
treated with recommended antibiotics was 12% in 1990
and is expected to increase to 40% in 1395 and 60% in
2000.

The Programme is developing insfuments fo measure
the above targets, which will be revised annually
according to the progress made by country
Rrogrammes,

Tablae 7: ARl programmes In countrias with an infant mortality rate graater than 40/1000,2
Progress and targets for 1995 and 2000

Catagory of target Total Status in _Targets for
o 1984 1990 1993 2000
Ganeral Programme Target
Countries with operational®
ARI control programme:  Per cent 100.0 2.0 390 100.0 100.0
Tralning Targat
Facility-based staff trained
in case managernant; Number 2000 000 1000 10000 100000 300000
Per cant 100.0 - 0.5 5.0 150
Access Target
AR! standard case management
access rate:® Per cent 100.0 - 5.0 50.0 75.0
Use Target
Childhood pneumonia cages treatad
with recommended antibiotics:
Per cent 100.0 80 120 40.0 60.0

® Source: United Matlons Population Division, World Population Chart 1988, United Nations, New York.,
In 1988, 88 countries had an infant mortallty rate greater than 40/1000 live births. Status in 1984 and 1980 is calculated using

this denominator which may change in future years.

® Operational: Having a well-formulated plan (with targets, specified activities, a description of monitaring and avaluation
methods), technical guidelines on case management, a designated programme managet, planned activities being carried out
and monitared in at kast one pan of the country, and a furided budget.

¢ Access of the population t a health provider (health staff or community-based practitoner) who is adequately trained in the
correct case management of pneumonia, and regularly supplied  with free or affordable antibiotics for the treatment of

pheumonia,




3. RESEARCH

Research policy and
management

Establishing research priorities

The FProgramme’s research pricrities, funded
projects. and research workplan were reviewed by
the Tachnical Achsory Group (TAG) af its fiffh meeting
in March 1990 (see page 29). The TAG requesiad
that priority continue to be given fo important case
management topics, o behavioural research, and
to the valldation of evaluation methaods in view of
the nead for these in national programmes.,

Research management

The TAG reviewed the research managernent plan®
implemented in 1989, which is designed to focus
rasearch onpriority topicsidentified by an analysis of
the neads of the sernvices component of the
Programma. The TAG encouraged the Programme
to mainfain this close inter-relationship between
services and research activities, which is consonant
with the recent recommendations of the Commission
on Health Research for Davelopment.

Projects supported in 1990

In total, 17 new projects received financial support in
1990; in addition, nine projects initiated prior to 1990
were given further support (Table 8 and Annex 4).
These projects are being carmed outin 17 deveioping
countries (Figure 4). In addition, three projects in
Egypt (funded by the Ministry of Health/USAID Child

4 Guidelines far the managerment of research activitles,
Dacurnant ARYRES/E2.1 Rev.1 (1990}

Survival Project), and o project in Haiti (funded by
USAID), which is part of the WHO mulficentre study
on ¢inical signs and eficlogical agents of pneumonia,
sepsis. and meningitis in young infants (see page19),
were given technical support and provided with
dicgnesfic reagents ond reference laboratory senvices.

The resecrch being camied cutwith support from the
Programme is summarized in the following sections.

Table 8: New research projacts supportad by the
ARI| Programme, by resaarch area, 1988-1880

Number of projects supported in

Research area

1588 1989 1990
Case managamant 2 7 7
Behavioural 0 4 5
Heafth systems Q 2 L]
FPravention 1 1 o
TOTAL 3 14 17

Case management research

Mecasurement of the respirctory rate

Experience in fraining health workers fo count the
respiratory rate has been analysed in several projects
and examinad In saveral field-tests of sounding
fimers (see page 3). Research workars in Ghana,
Peru, and the Philippines performed numerous counts
in infants and young chiidren at home. In the
Philppines, the hedlith waorkers” counts for 60 seconds,
using a sounding timer, were within 10 breaths per
minute of counts by supervisory staff on repeat
exarminations on the same day in 92% of children. In
Ghang, workers were taught to count to the
thrashold of 50 bredths per minute. then look back
at their watch to see how long this has taken.
This method was successful, though fedious, since it
tock more thah o minufe in children without fast
breathing; supervisors suggested counting fo the
30-second threshold to speed up the measurement
and avoid episodes where the count had to be
abhorted because the child bacame agitated.

Prelimtinary results from studies at several institutions
indicate that both a 30- and a 60-second measurement of
the respiratory rate are adequate in children 2 months of
ageand older. Either oplion canbe chosen by national
programmes. Sounding timers currently being field-
tested have both a 30- and a &0-second alarm.
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Pneumoniq, sepsis, and meningitis
in young infants

Ability of first-level health workers to
assess and decide whether young infanis
have a serious bacterial infection

A} Kenyahta Hospital and two matéemal and child
health clinics in Nairobi, Kenya, three high school
graduates without previous medicd fraining and
three nursing students assessed and classified the
Hiness of 207 infants 7 to 84 days old affer several
days” fraining using draft WHO materials. The same
infants were also exarmined by a paediatrician with
five years’ postgraduate training, and 40 were
admitted with o diagnosis of pneumcnia (23),
sepsis (7), maningitis (7) or possible malaria (3): six
(15%) of these infants died, The minimally trained
heatth werkers woulkd have admitted 36 of the 40
infants and 19 other infants who were corgidered by
the paediaticiannottorequire admission, However,
of the four infants "missed” by the health workers,
three were febrile and three had chest refractions,
The health workers’ ability to estimate that a sick infant
“appears ill” correlated well with the paediatrician’s
classification of degree of illness. Amulfivariate analysis
is currently being parformed.

Clinical signs and etiological agents of
pneumonia, sepsis, and meningifis in
young infants

The WHO multicentre study on clinical signs and
eficlogical agents of pneumonia, sepsis, and
meningitis in younginfantsstarted enrolling infants of
two hospitals in the Gambia in Seaptember 1990 and
will start enrolment in February 1991 in Ethiopia
(Ethio-Swedish Children’s Hospital, Addis Ababa),
Haiti (Hospital Justine, Cap Haitien). Papuc New
Guinea (nstitute of Medical Rasearch. Goroka),
and the Philippines (Phillppines General Hospital
and the Research Institufe for Tropical Medicine,
Maniia). All sites (shownin Figure 4) will send isolotes
(or smears from nasopharyngeal aspirates or swabs)
to reference iabaratories.

Standardized clinical evaluations, based on detalled
clinical definitions, will be performed following
fratining aned monitoring of refiability In the observartion
of clinical signs. Laboratory methods have been
agreed upon for the bacteticlogical and virclogical
studlies, To optimize the bactericlogical yvield, botled
commercicl media for blood culture are being
supplied to oll sites.

Pharmacokinetics of
cofrimoxazole and
chloramphenicol

Tha phamacckinetics of inframuscular and oral
chloramphenicol is heing investigated In young
Infants at Quezon City Hospital in the Philppines. in
the Gambia. the pharmacokinetics ofinfromuscular
chloramphenicaol is being studied also in saveraly
malnourished children.

Sites in Sudan and Tukey ore being explored for a
study of oral cotimoxazals in young infants. The
assays for fimethoptim and sulphamethoxazole
will be performed at the Children’s Hospital in
Helsinki, Finland.

Pneumonia and malaria

Overlap in clinical presentation of
pneumonia and malaria

Both malaria and pneumonia are imporfant
contibutors to  chitdhood mortality in many
communifies. The ARl case management shategy
and the current case management
recommenddtions of the WHO Malaria Cantrol
Programime both rely on case detection by clinieal
signs and empirical treaiment with an  andi-
rmicrobial. Clinica overlap may result in some chiidren
being misclassified and subsequently being given
the wrong freatment, or freatment thatistoo narrow,
i.e., anfimalarial therapy ony when anfibacterial
therapy is neaded as well. The overlapin the clinica
presentation of the two diseases was studied in
Malawi. Atotal of 1605 children were enrolledin the
study based on the presence of a cough (69%), o
fever within 48 hours (85%), or both cough and fever
{63%). All subjects received a clinical assassment,
blood smear, oxygen saturation meadsuremeant by
pulse eximetry, and haemoglobin determination,
Those with fast breathing or o positive malara smear
alsc had achestradiegraph. The results are currently
being analysed. in April 1991, the Programme will
convena a meeting to review the resulls from this
investigation and another study In the Gambia; in
particular, it will examina the comelation of high
fever and rmalaria with radiographic abnomnalities,
fost breathing, and other clinieal signs of pReurnonio,
TheFrogramme’sradiclogy working groupisreading
the X-rays from both studlias,
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Efficacy of cotrimoxazole as an
antimalarial drug

in malorious areas, children presenting with signs
suggesting pneumonia and with fever are offen
treated with both an antibictic and an antimalarial
drug. If cotrimoxazeole is efficacious in the freatment
of malariain young children, then this drug couldbe
wed alone (n the absence of signs suggesting
savere orf cerebral malara). To examine this
question, the Programme provided support to a
study in Malawi in which 44 children with a cough
and fast breathing ond Plasmodium  falciparum
parasitaemia (>2000 asexudl parasites/mm®) were
trected with a 5-day course of cofrimoxazole. All the
children rapidly achieved a parasitiological and clinical
cure, which was maintained during 14 days of follow-up.
In a study supported by the Medical Research Council
in the Gambia, cotrimoxazole proved to be an effective
antimalarial in 65 asymptomatic children with
P. falcipariom parasitaemia (»2500 parasites/mm?®), three
with otitis media who also had malaria, and in seven
children with pneumenia. Research proposdls will be
considerad by the WHO Special Progromme for
Research and Training in Tropical Diseases on
investigating the impact of the use of cotrimoaxazole
and on the sensitivity of . falciparum to cofr-
moxazole and pyrimethamine-sulfadaoxne (Fansican.
The effectiveness of colrimoxazole s an anti-
malarial when a full 5-day course is not completedis
also a topic of interest.

Wheezing

For most children under 5 years with wheeze, no
cbjective measure of the severty of dirway
chstuction is avillabsle, Ta manage wheedng children,
heath workers must be able 1o asoss the resporss
to bronchodilator therapy and decide which children
require hospitalization. Astudy af Bt Chattyy Hospital,
Alexandria, Egypt. and Tha Johag Hopking University,
Bdlfimora, USA, will explore @ clinical scoring
systfemn and compare the efficacy in infants of
salbutamel administered by foot-pump nabulizer
and oral salbutamel, The study i Alexandria will
also try to avaluats the role of viral and bacterial
agents In first episodes of wheezing. It is being funded
by the USAID-supported Child Survival Project of the
Ministry of Hedlth, Egypt. Monoclonal antibodies
for the detection of viral pathogens and reference
laboratory and technical support have been provided
by WHOQ,

Standard definitions of clinical and
radiological findings

For studias on the clinical signs that predict pneuﬁonicl, ,

reproducible detection of thase signs is a necesslity.
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Tor this end, standardized definitions of clinical signs
ware used to frain clinicians who will enrol infants
In the multicentre study (see page 19). Demanstra-
fion of the sipns wsing video and cudio tapes and
physical assessments of hospitalized children will
help to improve the reliability of clinical observations.
A study is belng cared out to assess the inter-
observer variability of the four radiclogists who are
raviewing oll chest X-rays from studies supported
by the Prograrmmea.

Alternative antibiotic freatment
regimens

Less expensive antibiotic regimens consisting of
two doses a day are being explorad for home
treatrment of pneumonia. Currently colrimoxazole i
chosen by mest nafiondl programmaes becausa it is
inexpensive (U5 0.16 per S-day course) and is given
twice daily. In contrast, three doses o day are
recommended for amaoxycilin and the cost per &-
day course i USS (0.47. Adding probenecid to
amaoxycilin would boost the peak serum level and
extend the duration of gction. permliing two doses
& cay with a reduced totd daily dose. The Programme
s reviewing the pharmacokinetics of prabanacidin
infants and young children. and plans fo obtain a
combined formulation for further evaluation.

As part of the study on clinical signs and etficlogical
agents of pneumonia in severely undemourished
children in the Gambia, cral cotrimoxczole and
chloramphenicol are being compared.

Behavioural resecrch

Focused ethnographic study of ARI

The Programmae has given priority to the development of
a focused ethnographic study protocel which details
research procedures fo be usad to generate
descriptive ethnographic dafa on bellefs and
proctices related to pneurnonia and other respiratory
condifions that can be used in the implementation
of national programmes. Specifically, the data are
irtended to be wsed for the following purposes:

o To develep effective home care advice and
othar recommendations for appropriate
communication with rmothers of young children.
Of particular importance is the documentation
of signs and symiptorns (and associated terms)
by which mothers recognize liness and which
comespond, in whole or in part, to clinlcally
diagnosed pneumonia,

7 To identify factors that facilitate or constrain
prompt sesking of care from a trained provider
of standard case management for praumeonia,




o To identify reievant matemal expectalions
concerning antibiotic and other drug therapy
and to anticipate commeon problems affecting
compliance with freaatment,

0 Teidentify other relevant cuttural characteristics
and conditions that are likely to have a strong
infiuence on community responsas to progromme
activities,

O Toimprove household mormbidity and freatment
survays, the questions and terminology of which
canbe adaptedte take account of community
perceptions and practices.

Data  collection uses ethnographic research
procadures. including more formal technigques, such
as:interviews with key informants and a sample of 30
mothersin the home using scenarios; sorting tasks (to
comelatellinass names with signs and symptoms and
to sorf these by severly): examining mofher's
preferances betweon pairs of haalth care providers;
and epen-ended intendews about past ARl episodes
using & checklist of topics. Both key informants and
maothers are shown a video presentation of children
with pneumonia and other acute respirctory infec-
fions, in order to cotrelate terms used by mothers
with the clinicadt signs of pneumnenia, Mothers bringing
children with ARl to a clinic and to a traditional
hedler are interviewed and their reports of signs and
symiptorms are corelated with the findings of a physicd
exarmination of the child, Otherresearch procedures
include presentations of scenarios to phamacists.
hoemea inventories of medications for children. and
interviews with practitoners and mothers of children
who have died frorm pneumenia,

The study abisctives dermand a level of sfructure
and focus that is unusual in the experience of
medical anthropologists. To facilitate the task, the
protocol provides forms forrecording and tabulating
the results of the research procedures and guidance
for the analysis of the data. The findings of the study
are presented in the form of answers to g set of
Questions to ensure that the ethnographic data are
transloted and communicated In o fashion that
facilitates their application. An exampls of culturally
medified home care advice, defived from astudyin
Navrengo. Ghana, is presentsd in Box 1.

The profocol isinfended for use by researchens frained
in anthropology or other social scientists with
interviewing skills and experence in community
based research. In preparation for the field work, the
tesearcher leams the man features of the case
management policles recommendad by WHO
and is frained to recognize the two key signs, fast
breathing and chest indrawing, for the clinical
ciagnesis of pneumonia. Experience in the inifial
field-tests has demonstrated that, in the hands of
exparianced fieldworkers, the study con be
completedin 5-6 weeks. Key results from studies that
used the protocol In Haiti, Honduras and Turkey
are summarized in Box 2,

Studies in several societies have suggested that the
following generalizations may be useful, though
further research is still needed;

g Pneumonialthought fo be caused by matamal
nagligence: either the mother’s failure to avoid
conditions that give rise to illnass or het failura to
provide proper care for a mild iliness. Maternal
fear of crificism or public exposure of her child's
ilinassray delay care-seeking outside the hame
and increase the time spent frying home remedies.

g Preumonia is belleved to ocowr only as the
endpoint of o progression that baging with o
milled Mmess. In such settings, it Is possible that
care-seeking may be delayed if a child develops
preumecnia rapidly without an antecedent upper
respiratory illness.

a  Signs of preurnania and asthma overop. Chilcken
labelled as asthrmatics may be less fikely to be
taken for care in o timsly fashion when they
develop signs of fast or difficult breathing,

A group of consultants and social scientists from
Bolivia, Indonesia, and Mexico were frained in the
use of the focused ethnographic study protocolata
workshop held In Solis. Maexico, on 4-10 Novernber,
The study protocol is currently being field-tested,
with the help of comsultants and national social
sclentists frained in the use of the research tech-
niques. Many of the ethnogrophic methods
developad will be useful for subseguent “basic”
behoviourcl resecirch studies.
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Basic behavioural research

The facused ethnographic study cannot adequately
describe the distribulion of perceptions, behaviours,
and household management practicesin a country
or identify householdt characteristics and other risk
factors thal are associated with adverse practices
and outcomes. Little is curently known abeout the
determinants of household management and
madifiable risk factors. The Programme is currently
saeking advice from experts on the design of studies
o identify:

0 moedifiable determinants of behaviours and
household management practices that resuitin
tailure 1o give children with pneurnonia fimely,
correct case management. Thase key elements
of household manoagement have mulfiple
deterrnincnts, only sorme of which canbe modified
by ARl programme activities. It is likely that a
number of factors ara common o diverse cuthural
sattings,

maodificitle behoviourd risk factons for pheumonia
Incidence orseverity,i.e. key practices (besidas
lack of recognifion of preurnonia, delayed care-
saeking. or poor compliance) that are cssocicted
with either an incraased incldence of preumonia
or pariculary severs or fatal episodes®,

For example. at the present time, it s not known
whether specific hygiene behaviours or other
childcare practices contribute to the early

5 Behavioural research priorities.

Document WHO/ARYRES/90.2 (1990).

nosopharyngeal cariage of respiratory bacterdal
pathogens (H. influenzae and S. pneumoniae) ot to
he incidence and severity of pneurnontc and othear
sefious bacterial infectiorsin young infants Gess thon
2 meonths of age). The importance of hand-washing
before handling a young infant or allowing only the
maother to handle the neconate lsnetknown. Inmany
societies the mother and the neonate are kept in
saciusion for the first 1-2 months, The variation in
these culfural practicas, their chonge over fime,
and the perceived benefit in preventing serious
lness will be reviewad.

Other risk factors that may be modifiable include
chilling and habils that increase exposure to indoor
Qir pollution.

Hedalth systems research

Measuring episodes of pneumonia

Althoughitisimpossible to maasure the incidence of
pneurnania accurately on the basis of a mother’s
recall of her child’s illness, several methodological
studies are attempting fo validate methods of
identifying particularly serious ARl episodes for which
hadlth care should have been sought. This would
cdiow national programmes to  estimate, from
household survey datd, the proportion of caretakers
who sought freaiment for a recent episcde of AR
when needed: this is refarred to as an “ARI eplsode
of concern”. In the home care insfructions, mothers
are told to seek care for a child with an ARl who has
fast or difficult brecthing, whe is not abile to drink, or
who becomes sckar, bacaiuse some of these chilckan
will have pneumonia,




Threa studies (in Ghana, Peru, and the Philippines)
are comparing the frequency of ARl episodes of
concermnwhen different questioning frames are used
(prompted versus unprompted guastions about ARI
signs and symptoms. 2- versus 4-waak recall, and
the effect of using cultural ilness categories to
describa recent ARl episodes. Validation of matemal
reporting is belng sought by companing the frecuency
of reported episodes with incidence data from
ongeing surveilance for pneurnonia eplsodes, by
comparing the mother's report of fast or difficult
braathing with the child's resplratery rate and other
clinledl signs. by returning to gquestion o mother 2
and 4 weeks affer an eplsode of pneumonia or a
simple cough or cold {idenfifted during a pravious
home or clinic visit), and by repeat interviews, The
results of these studies and several others to explore
maternal recall of past ARl eplsades will be reviewed
at a meeting In July 1991. The results will be used to
complete the development of the ARl household
morbidity and ftreatment survey instrument and
rmanual,

ARl intervention studies

Further evidence that the AR case management strategy
hias an trmpact on preymortia mortality has become available
in the last year. The design and results of several AR|
intervanfion shudies have been summarzed in previous
Programme reports and other publications®®,

In the projectin Kedid, iIndonesia, reductions in total
and AlRl-specific mortality were sustained in the
third aind final intervention year (Figure 5) despite a
higher rate of measles deathsin thatyear. During the
last two Intervention years, 433 children were classi-
flad O% severe cases baosed on chest indrawing,
Inakility to drink, or cough for longer than 30 days,
All thesa children were referred by the community-
based kaders for freatmant af the hedlth centre,
which resulted In o very low case-fatality rate (8
deaths - 1.8%). Traditional birth attendants, healers,
and other practitioners confinued to be the most
common sources of care for children who died. This
azpactwill belnvestigatedin 1991 using the focused
ethnographic study protocal (sse page 20).

4 Cose management of acute respiratory Infections n

chiidren: Intarvention stucies. Document WHO/ARI/B8 2
(1788).

T Khan, A Khan, JA., Akbar, M. et ol. Acute respiratory
infections In childran: A case monagement intervention
in Abbottabad District, Pakistan. Bulletin of the World
Health Organization, G8: 577-585 (1950).

Programme for the Contral of Acute Respiratory
Infections. Programme Report 1988, Document WHO/
AR82.3 (1989),

Progrormme for the Control of Acute Respirafory
Infections. Fourth Programme report, 1988-1989.
Document WHO/ARI/ID.7 (1990),
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Figure 5
Causes of under-3 mortality
Kadir, Indonesia, 1958-1950
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The project supported by the Deutsche Gesellschaft
flr Technischa Zusammenarbeit (GTZ) InBagamoyo,
United Republic of Tanzania, has provided primary
health care services (including ARl case mandage-
ment) and followed couse-specific morality in
approximately 20 000 children. Figure & summcrizes
gx years of mortality surveilance in the project.
Improvaments in the supply of drugs to the village
health workers in 1988 probably confributed to the
further declines in total, ALRI-, and malaria-specific
maortality recorded in 1988-1989.

Figure &
Causges of under-5 mortality
Bagemoyo, Tanzania, 1883-1989
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From: 0. Neuvians & F.D, Mitango, Longitudinal study of monality in childran
uncher five yoars of age in a rural district of Tanzania. Paper presented at the
Xilth Bqinntitic Meating of the Intamational Epidemiclogion| Axsocution, Les
Angalos, USA, 5-8 Augimt 1990.




In the USAID-supported study In Jumia, Nepal. in
which ARl case managament deliverad by specially
frained commurify agents was the sole hedlth care
intervention, d dramatic impact on mortality was
documanted. A trend analysis over three years,
taking into account the length of fime the project
had been in progress in each area and stondaraiz-
ing for other temporal changes. showed o statistically
significant decline in total mortality of 28%. WHO
provided support for the analysis of the data,

Additional evidence of a significant impact on
mortality has recently become available from
anothar intetvention study cared out in Gadchirol,
India. Hedalth workers from government prirnary
hedth cenfres and vilage health workers were tfrained
to manage children with cough using the WHO
profocolwith a single respiratory rate threshold of 50;
children with pneumonia were freated wiih
cotrimoxazote syrup. Tradifiond birth attendants who
had difficulty counting were trained to use their
visucl impression of fast breathing, utilizing the WHO
training video. Parents were instructed to seek
freatment for signs suggesting preumoeonia. After a
year of intervention, ioth the ALRlspecific and the
total mortality rate were significantly lewer in the
intervention area compared with control villages'°.

Surveillance of antibiotic resistance

Two studies In Pakistan have explored the sultability
of nasopharyngedl isolates for national surveillance
of antibiotic resistance in 5. preumonize and
H. influenzaz. Nasopharyngedl swabs and blood
cultures were obtained from three groups of children
210 59 months of age who presented to hospital with
cough or difficult breathing: children with chest
indrawing or danger signs (“severs pneumonia or
other severe disease”), children with fast breathing
but no chest indrawing (classifled as "pneumonia™),
and children without any of thase signs and arectal
ternperature of 39°C or greater. Figure 7Ashows the
highrates of bacteraemia due to 8. preumoniae and
H. influerzas found in these children (the three groups
cre combinedin this andysis), Nasophanymgeal swabs
weare also obtdinad from a group of healthy children
presenting for immunization. An additional study
collected nasopharyngedl samples from agroup of
children with ARl or ne disease in a rural grea,

The rasults of the studly Indicate that the prevalence
of dug reststance was simitar for invasive isolates
ond uppear dirway isolates oblained from dck children
when data from the three group were combined:
pneumococed serotypes were also similar for both

% 8ang, AT, Bang. RA. Tole, ©. et al. Reduction in
preumonia monality and total childhood mortality by

means of community-bosed  Infarvention fhal in
Gadchirall, India, Lancet, 1: 201-206 (1990).

isolate types (Figure 78). These data suggest that
nasopharyngeal swabs from children with signs
suggesting pneumonia con be used fo estimats the
prevalence of antimicrobial resistance among strairs
causing invasive disease,

Thase data, and reviews of the published literature
ard unpublished dafa from the Gambia, Popuag
New Guinea, and the Philippines, led the expert
group convened by the Progromme in Genevain
December 1990 (see page 15) to conclude that
surveillance systems can be initiated based primarily on
nasopharyngealisolates from childrenwithclinical signs
of pneumonia {a saller somple of invasive isolates
being collected, where feqsibla, fo confim the
nasopharyngeal results), Further research and an
andlysis of the existing data will be conducted in
several countries as surveillance systems are storted,
o confimthe adequacy of the correlation between
nasopharyngedl and invasive isolates and to further
simplify the laboratory procedures.

Despite laboratory evidence of high rates of
cotimoxazele resistance In 8. preumonice and
H. influenzae. faw reports of clinical failures in the
treatment of preumonia with cotrimoxazole have
been received; the altemative drug (amoxycilling
would be much more expensive for the national AR
programmes, A study will be iniiated in 1991 in
Pakistan to evaluate the clinical efficacy of
cotimoxazole therapy for children with preumonia
as afunction of the antimicrobiol susceptibiity of the
organism found oh bleod culture. The study will
dlso compare the effectiveness of cotrimoxazote
and amoxycilin in a setting with apparent high
levels of resistance to cottimaoxazole. It will be jointly
supported by WHO, USAID/Management Sclences
for Haalfh, the Centers for Disease Control, Alanta,
USA. and the Minishy of Hedlth of Pakistan,

Appropriate technology

The Programme’s developmental work in the
area of appropriate technology was supported by
reseqrch on sounding timers and foot-pump nebull-
zars (sea page 3).

Disease prevention research

Risk factors for pneumonia

A population-based case-control study of death in
young children was cared outin Bagamaoyo, United
Republic of Tanzania, with joint support frormm GTZ
and WHO. Overall, 56% of childrern who died had not
utilized any kind of allspathic or non-raditional care
(village health worker, dispensary. hacith centre, or




Flgure 7
Bactericlogical studles In children with cough and
fast breathing, chest Indrawing, danger signs, or fever
In Rawalpindl and Islamabad, Pakiatan, 1383-1590

A. Rates of bacteraemia with 5. preumoeniae and
H. infivenzae by age
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B. Distribution of pneumacoccal sarotypes in invasive and
nasopharyngeal (NP) isolates, compared with NP isolates
from healthy urban chitdren and all rural children
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hosplital). The main reasons given wede preference
for fraditional medicines, absence of drugs, and
distonce frormn such care. Verbal autopsy ascribed
25% of deaths to prneumonia; 39% of these deaths
occurrad in the first & months of life. In g multivariate
analysis, significantindependent assoclafions of the
following factors with death from all causes were
found: the mother being the sole decision-rnaker for
trectment: use of water from a village well, pond, o
river rather than fap water; the chiid eating with
others; and the child sleeping in the room where
cooking is dona’’,

Data collection has been completed in a study of
risk factors for pneumenia in young childran in Brazil,
The rasults cre expected by tha end of 1991. The
Programme is also providing technical support for
an ethnographic study In Indramayu, West Java,
indenesia, prior to a case contral shudy (funded by
the Thrasher Research Fund) on risk foctors for
pneumonia which will take advantage of ongeing
cormmunity surveillance of alarge cohort of children,

Preparations for an H. influenzae
type b vaccine trial

A shudy in the Gambia. supported by the Programmae,
is defining age-specific ottack rates for Invasive
cdisease caused by H. influenzae type b (Hib), bosed
on survellance at mgjor hospitals and dinics. This is
apreparatory Investigation for a il of the efficacy
of an Hib-conjugate vaccine that is proposed to be
carried outin that country. During 8 months, 52 cases
of invasive Hib disecse were identified (mostly
meningitis). The median age was 7 moenths, and 18%
of cases were younger than 4 months. This age
distribution, affecting younger groups than in developed
countries, emphasizes the need to immunize early in
infancy, giving the first dose of vaccine at about 2 months
of age, probably in combination with DPT. It also points
to the need for a vaccine that evokes appreciable protection
after the first dose. so that any delay in further
immunization would have a minimurn effect on the
prevention of Hib disecse, Studies are alse under
way In the Gambia to compare the safely and
immunogenicity of candidate Hib conjugate
vaccines, onthebasis of which the most appropriate
one will ba selected for ficl, Plans for furthar studies
to evaluate the Hib-conjugate voccines in the
Gambia were discussed ot a meeting of inftemational
advisers in Veldhaven, Netherlands, in September.

' Miengo. F.DE.. Neuvians, D., Broome, C.V. et al. Risk
factens for childhood deaths in children <5 years old In
Bogomoyo District, Tarzania. Submitted for publication.




4. INFORMATION
SERVICES

World interest in the control of acute respiraiory
infections has increased considerably. This Is reflected
in the growing demand for technical and managerial
information from ministies of health. International
agenacies, and non-govermmentdl erganizations.

The global newsletter ART News. produced by the
Appropricte Health Resources and Technologies
Action Group (AHRTAG) in London, United Kingdorm,
with support from WHO ond UNICEF, remains the
main vehicle for the dissemination of informartion on
ARl to staff in ministries of hedlth, hospitals, first-level
heaith facilifies, and teaching institutions in develop-
ing countries. During the year thres issues in English
were distibuted: number 14, on pertussis; number
17, on the relationships between vitamin A deficiency
and AR!: and number 18, on cough medicines and
mixtures. The circulation figure was increased from
25000 copies in 1989 to 40 000 in 1990, The WHO
Reglonal Office for the Americas translated four
ssues (numbers 13 to 16) into Spanish, and distributed
therm as twe volumaes in 40 000 copies (Noticias sobre
IRA, Volumes 6 and 7). The WHO Regional Office
for the Eastern Mediterranean inifiated an Arabic
version containing selected arlicles from past issues
and 1000 copies of the first volume wera distributed.
Atternpts were made to recommence the publica-
tion of the French version, which had been inferupted
due to lack of funds in 1988: AHRTAG obtained
auotations for the translation work from institutions in
Paris and Dakar, and requests for financial support
were sent to several agencies. It is hoped that this
varsion will appecr again in 1991,

Duiing the year the Programme issusd 17 documents
and papers for general distibution (Annex 5). The
maling list currently containg about 900 addresses
of institutions, public health managers, teachers of
paediatrics, and scientists who are interested in AR,
maest of whormn are in developing countries,

An ilustrated brochure (document WHO/ARIS0.17)
deseribing the purposes. strafegies, and components
of the Programme was produced for distibution to
ministries of hedlth, the media, and other agencies.

The Regional Office for the Americas published a
review in Spanish of the magnitude of the problem,
and advancas in the control of AR in the Americas;

it wes prepared with the collaboration of the National
Institute of Epidemiclogy, Santa Fe, Argenting. The
review provides detailed information on mortality
from all causes and from pneurnonia (and influenza,
according to the Infemnational Classification) in
infants and children 1-4 years old (for the years 1970,
1986, and the mostrecent year in which theinforma-
tion was available) for each country of the Region.

The Regional Office for the Eastern Meditarransan
produced a paper entiled Acute respiratory infection
in relation to children in Arab world and Arab child’s
health, which was published by the Arab Council for
Childhood and Development,

Staff of the Programme participated in the plenary
sesslon on ARl in children and in a symposium on
ARl Intervention studies during the World Confarence
on Lung Hedlth. held in Boston on 20-24 May. The
Director-General of WHO highlighted the magnitude
of the ARl problem in developing countries and the
possibilities for its control in his address af the clesing
sesslon of the Conference 2,

12 Address by Dr Hiroshi Nakagjime. Ditector-General of the
World Heclth Organization. Bulletin of the International
Union Against Tuberculosis and Lung Disease, 65: 10-11
(1990).
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5. PROGRAMME
MANAGEMENT AND
RESOURCES

Organization

Since 1 October 1990, the AR| Programme at WHO
headquarters s administratively a unit of the Division
of Diarrhoeadl and Acute Respiratory Disease Control
{CDR). The establishment of this new Division
changed the de juresitugtion of the ARI Proegramme,
which had until then bean under the administrative
responsibility of the Directar of the Diarthoeal
Diseases Control (CDD) Programme. The Director of
the Divislon and his staff provide general direction
and managerial support to the global Programme.
At headquarters, the ARI staff is composed of four
professionals (Q programmea mandger, d programme
development coordinator, g research component
coordinctor, and d services component coordinaten.
an administrative assistant (this post was established
in 1990), and three secretaries.

The ARI Programme at headquarters is responsible
for the planning and implementation of develop-
mental and resecarch activities, and for global
coordination of the services cormponent. The regional
offices are responsible for all collaborative activi-
Hles with countries that are implementing AR| prog
rammes. Each regional offices has designated a
full-fime or part-time officer for ARI activities within
its prograrmme for Disease Prevention and Control,
with the exception of the Region of the Americas
where ARl (fogether with CDD and EPY) forms part
of the Matormal and Child Hedlth Programme.

Programme review bodies

Technical Advisory Group

The sclentific and technical review of Frogramme
activities is the responsibility of a Technical Advisory
Group (TAG) composed of six leading experts in
public health and six scientists from outside WHO.
The Graup has met avery two years since 1983, In
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1989 the issue of the perodicily of the TAG meatings
was considered by the Meeting of Interested Parties,
which recommended that. In even years. ¢ smaill
group of TAG members meet instead of the entire
group.in order to review the annual report, follow up
on the recommendations of the previous meelting.,
and advise on specific matters including budgetary
issues. The first such meeting fook place in Geneva
an 5-6 March 199013, At this meeting the Group:!

0 endorsad the target of a ona-third reduction
in mortality from pneumenia in young children
by the vear 2000 recommended by the
Prograrmme and adopted by the Bellogio IV
Confarence organized by the Task Force for
Child Survival in Bangkok on 1-3 March 1990

0 encouraged the Programme to maintain the
close inferrelationship between services and
research activities, which had led to the
formulation of focused resaarch priorties related
to important policy questions on ARl control;

o welcomed the close collaboration between
WHO anc UNICEF and endorsedin particular the
joint support given to national programmes and
the uriform recommendafions In respect of drugs
and equipment;

o noted with concemn that insufficient progress
had been made in the Afican Region In the
planning and implernertation of national contrel
activities. and urged the Programme toincrease
the efforts and resources required to ensure a
more rapid development of control activities in
that Region;

o reaffirmedits view that highast priority should be
given to research in the areas of case
management and behaviour, and to the
validation of evaluation methods for national
programmens;

0 endomsed the targets proposed by the Programme
for 1995, and the efforts being made to develop
instruments to measure progress In the
achievement of those targets,

13 peport of the fifth meeting of the Technical Advisory
Group. Document WHO/ARI/S0.6 (19%0).




Management Review Commitiee

At its tenth meeting in New York, USA, on 30 March
1920, the COD/ARI Management Review Comirnittee
{(MRC) was informed of the status and approaches
of the ARI Programme and ifs plans for 1990, The
Committes:

O welcomed the close intagration of the services
and research aclivities ond endomsed the
rasaarch management plan:

O recognized the complexities of the technical
issues involved in the case management
shategies, and encouraged the Programme to
identify ways of effectively cormnmunicating
thesge lssues to non-specialist audiences:

B endorsed the revised 1990-1991 budget. nofing
the substontial incredse in contributions to the
Programme. and commending the open
budgeting and accounting proceduras:

0 endorsed the budget projections for the finoncial
period 1992-1993, racognidng that the proposed
funding level might be raised in the future if
funds became available ond effective shategies
could be identifiad for the prevention of ARI.

Meeting of Interested Parties

The status and plans for developrment of the
Programme, and a review of recent rasearch efforts
in the area of case management, were presented
to the donor community at the tenth Meeting of
interested Parfies (MIPY of the CDD and AR
Pragrarmmes on 28 June 1990, The MIP expressed
saisfaction with the Fourth Programme Report for
1988-198% and with the considerable progressmade
by the Frogramme; accepted the revised budget
for 1990-1991: requesied that the distibution of
resources between the services ond the research
component be kept under constant review; indicated
ifs general approval of the projections for the 1992-
1923 biennium; and appedled o other possible
contibutors fo provide support to the Programme,

Resources and obligations

The Programme s financlal position at the beginning
of 1991 is shown in Table 9.

4 Report of the tenth mesting ofthe Management Review
Comrittes. Document COD/ARIMRC/90.1 (19900,

Tabla 8: Financlal position of ARl Programme
as of 1 January 1991 {US$)

Balance avaliable on 1 January 1990 1 859,991
Amount recelvad since 1 January 1990 5 200 164
Armount pledged since 1 January 1990 280 185
Total available and pladged 7 340 340
Estimated obligations 19590-1991 9 338 000
Estimated shortfalt 1990-1991 1 995 660

Theresources available fo the Programme by source
of funds for the periods 1982-1985, 1986-1987, 1986~
1989, and 1990-1991 are given in Takbles 10, Durng
1990, contributions were recelved from or pledged
by 11 countries and agencies.

Table 11 is a surmmary of the actudl cbligations of
the Programme for 1988-1989, and revised esfirmated
obligations for 1990-1991,




Table10. Resources recelved by the Programme 1982-1991
{as of 31 Decambar 1990)

1990-1991

SOURCE 1982-1085 1986-1987 1988-1989  Available Pladged
REGULAR BUDGET UsSE uss uss uUss uss
Global and Interreglonal 857,008 624,365 601,924 498,400
Reglons 808,636 560,211 1,072,837 1,528,400
TOTAL REGULAR BUDGET 1,665,642 1,184,676 1,674,761 2,022,800
OTHER SOURCES
Australia 291,215 172,350
Danrmark 243,984
Finland 220 489 203,647
Germany 31,828
ltaly 641,802  B5602 36,704
Japan 145,000 70,632
Netharlands 175,951 357,850 468,257
Sweden 216,336 547,140 653,432 396,845
United Kingdom 1,154,780 278,250
United States of America 56,391
Pan American Health Organization 68,800
United Nations Childran's Fund 100,000 100,000
Unitad Natlans Deavelopment Pragramme 390,316 904,000
Arab Gult Programme for United Natlons

Developmant Organizations (AGFUND) 320,000
Federation of Finnish Lung Disease

Associations (FFLDA) 167,579 243,481
Kellogg Foundation 34,000 68,000
Sasakawa Health Trust Fund 385,854 156,300
Interest 169,600 156,850
TOTAL OTHER SQURCES 956,190 1,161,191 4,156,525 3,177,364 280,185
TOTAL 2,621,832 2345867 5,831,2B6 5,200,164 280,185




Table 11: Summary: Actual obligations incurred In 1988-1989 and
ravised estimatad obligations for 1990-1391

Actual Ravised
Programme Compaonent obligations estimates
1988-1989 1990-1991
Uss US$ %o
. HEALTH SERVICES
Glebal and interregional 843,992 1,509,000 16.2%
Regional 1,951,291 4,750,000 50.9%
Sub-total 2,795,283 §,259,000 67.0%
iI. RESEARCH
Global and interregional 733,067 1,945,000 20.9%
H. PROGRAMME MANAGEMENT AND SUPPORT
Global and interregional 740,123 1,128,000 12.1%
TOTAL
Giobal and intarragional 2.317,182 4,588,000 49.1%
Regicnal 1,951,291 4,750,000 50.9%
TOTAL 4,268,473 9,336,000 100.0%
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ANNEX 1: 5TATUS OF NATIONAL CONTROL PROGRAMMES, DECEMBER 1990

Region and MOH unit Technical Plan of Year in which
country® responsibla® guidelines operation implementation Cavarage
started
AFRICA (AFR)
MAIN TARGET COUNTRIES
Bofswang FHE Yas Yes 1989 1 district
Ethiopia FHE Yo Yes 1990 2 clistricts
Gombia EFD Yes Yos 1989 1 region
Lesotho MCH Yes Yes 1990 3 arecs
Malowi TRD Yes Yeos - -
Mamibia CHE Yes Yes 1990 4 raglons
Swazland MCH Yas Yas - -
U.R. of Tanzania EPD Craft Dreft - -
Zambia DCO Yas - - -
Imbabwe MCH Yas Yas 1987 national
AMERICAS (AMR)
MAIN TARGET COUNTRIES
Bolivia MCH Yes Yes 1985 14 crecs
Brazil MCH Yos Yoz 1982 3 states
Colombic MCH Yas Yeas 1984 nctlonal
Dorminican Rep. MCH Yens Ve 1990 1 area
Ecuador MCH Yens Yers 1089 & raglions
£l Salvador MCH Yes - - -
Guatemala MCH Yas Yas 1985 national
Hoenduras MCH Yas Yes 1984 nofionol
Mexico £PD Yeas Yeais 1986 4 states
Nicaraguao MCH Yas Yas 1990 1 reglon
Paraguay MCH Yes Yo 1985 national
Peru MCH Yes Yas 1989 4 departments
OTHER COUNTRIES
Argentina MCH Yas Yes 1989 4 provinces
folize MCH Yeas Yeas - -
Chile EPD Yas . - -
Costa Rica MCH Yas Yes 19864 national
Panoma MCH Yas Yas 1984 national
Uruguay MCH Yos - - -
Venezuela MCH Yeas Yas 1984 4 stestes

SOUTH-EAST ASIA (SEAR)

MAIN TARGET COUNTRIES

Bangladesh EFD Yes Yes 1990 8 upazilas and 2
wurban shirms

India MCH Yeas Yes 1990 15 districts

Indonesia EPD Yeos Yeos 1987 800 puskasmas
in 27 provinces

Myanmar EFD Yas Yes 1989 7 townships

Nepal MCH Yoy Yes - -

% Target countries are those with an infant mortality rate greater than 4071000 in 1988, Source; Unlted Nations Population Divisior:, Weorld
Population Chart, 1988. United Nations, New York.

b CHE: Child health FHE: Family health
CH3: Child survival MCH; Maternal and child health
DCO: Disease control FHE: Public heaith or primary heaith sarvices

EPD: Epidemiciogy TRD: Tuberculesls and respiratary diseases

32




ANNEX 1 - ¢continued

Reglon and MOH unit Technlcal Plan of Year in which
country* responsible® guidelines opearation Implementation Coveroge
started

SOUTH-EAST ASIA - Cont.

OTHER COUNTRIES

S Lanka EPD Yes Yes 1988 4 provinces

Thailard TRD Yes Yes 1989 13 sub-dliskicts
EUROPE (EUR)

MAIN TARGET COUNTRIES

Turkey MCH Yes Yas 1987 16 provinces

EASTERN MEDITERRANEAN (EMR)

MAIN TARGET COUNTRIES

Djitroudi MCH Yeas Yas - -

Egypt CHS Yas Yas 1990 & governorates

Iran (slamic Rep. of) FHE Yeas Yas 1990 3 districts

Iragq EFD Yes Yas 1920 1 govemorate

Moroceo EFPD Yas Yas 1990 3 provinces

Cman MCH Yen Yes 1987 natfional

Pakistan MCH Yas - Yeas 1990 4 divisions

Stcdan EFD Y Yes 1989 1 region

Tunisia MCH Yes Yes 1984 3 govemorgtes
WESTERN PACIFIC (WPR)

MAIN TARGET COUNTRIES

Laos MCH Yeas Yes 1988 £ provinces

Papua New Guinea DCO Yeas Yeus 1988 4 provinces

Philippines MCH Yes Yes 1988 16 provinces

Viat Narm RD Yes Yos 1984 126 dlistricts

in 37 provinces

QTHER COUNTRIES AND TERRITORIES

Americon Samod PHE Yes Yas 1990 4 disfricts
Cook lslands PHE Yeas Draft - -
China MCH Yas Yas 1988 327 counties
in 30 provinces
Fiji PHE Yes Yeas 1988 national
Malaysia EPD Yes - - -
Samoa MCH Yes Yeas 1990 4 districts
Solomon lands PHE Yas Yos 1990 national
Tonga DCO Yes Yas 1989 3 districts
Vonuatu MCH Yas Yes 1988 national
TOTAL

MAIN TARGET

COUNTRIES - 41 39 34 -

OTHER COUNTRIES - 18 158 13 -

AND TERRITORIES

GRAND TOTAL - 59 o4 47 “
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ANNEX 2: PROGRAMME MANAGERS' COURSES HELD IN 1990

Number of
Reglon and place Month Language Number of participants and
countries focliitators

INTER-COUNTRY COURSES
AFR

Kadoma. Zmbabwe May English 17 30
AMR

Santa Fe, Argenting Mary Spanish 12 24

Guaternala, Guatemala June Spanish 10 az

Matamores, Mexico® July Spanish 2 a7

Bridgetown, Barbados Octfober English 164 30
SEAR

Colormko, Sri Lanka October Engiish 2 14
WFR

Suva, Fiji Cctober English 13 27
Sub-total 7 - &2 199
NATIONAL COURSES
AMR

Buenos Alres, Argentina July Spanish 3¢

Caxtepec, Mexlco August Spctnish 48

Caracos. Venazuela October Spanish 43

Girardot, Colombia November Sponish 40

Managua, Nicaragua December Spanish 25
SEAR

Delhi, India Janucry English 22

Madras, India February English 23

Jakarta, Indonesia March English 10

Rangoon. Myanmar August English 12
EMR

Cdlro, Egypt June English 28

Shahrekord, Iran August Farsl 25

lslamabad, Pakistan September English 46
WPR

Cavite, Phillppines March English 50

Vientlane, Laos October Laotian 4

Tianjing. China October Chinese 45

Namijin, China November Chinese 47

Viet Nam (3 courses) - Vielnamese 180
Sub-Total 19 - 697
TOTAL 26 - - 896

& Course for the Mexican-American horder statos,

Some countries from the Americas were represented in two of even three courses, This figure represents the total number of different

countries represanted.




ANNEX 3: NATIONAL SEMINARS AND WORKSHOPS HELD IN 1990

Reglon Country  Numberof  Number of Comments
aclivities participants

AFR Lasotho 8 a4 2-3-day serminars for staff of 3 health service areas
Zimbabwe 1 a5 1-day seminar on programme activities
AMR Bolivia i 28 Revision of guidelines on case management
Colombia 1 35 Case management for teachers of paediatrics
Cuba 1 80 Workshop on case managament during National
Cangress on Epidemiclogy
Ecucdor 1 25 Revision of guidelinas on case managemant
Mexico ; 180 Workshop on AR| by the Division of Contfinued
Medical Education, School of Medicine
Peru i 30 Workshop for leachers of paediatrics
SEAR Indic 1 40 Workshop for nationgl experts on ARl Confrol
1 12 Seminar on menitoring of ARl activities
2 150 Seminar on AR| for Schools of Nursing
40 1400 Meatings on ARl of the Paediatric Associations
Indoneasic i 54 National workshop
1 50 Maeting with paediatricians of leading universities
Myanrmar i 100 Maating on ARl of the Medical Association
Sri Lanka 1 30 Consultative meeting with the Pasdiatric
Association
Thafland 1 80 Meefing of regional ARl progremme managers
EMR Egypt i 45 National workshop on AR| drugs
Orman 2 250 Workshops for regional MCH staff
Pakistan 7 125 Workshops for hedlth managers
Sudan 1 28 Workshop for provincial managers
WPR Fiji 1 25 Nationdl wotkshop on AR
TOTAL 74 28346
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ANNEX 4: NEW AND CONTINUING RESEARCH PRCJECTS FUNDED BY THE ARl PROGRAMME
{1 JANUARY 1990 10 31 DECEMBER 1990}

Project No.

Title

Principal Investigator(s)

A. FINANCIAI AND TECHNICAL SUPPORT

1. CASE MANAGEMENT RESEARCH

HQB2040

HR89037

HeF0005

HQ89024
Continuing

H&88157
Continuing

HQE025
Continuing

Multicentre study of clinical signs and eficlegical agents of pneumonia, sepsis, and meningitis in young

infants
H;Ee039

Pneumonia in malnourshed
children

The relationship of malaria and

acute respiratory fract infections

and the efficacy of colimaoxczole

for freatment of Plasmodium falciparum
malaria

Phamacokinetics of oral and
inframuscular chioramphenicol In
young infants

Pradicting seveara lower
respiratory fliness in infants:
The Bables’ Breath Study

Epidemiclogy of acute respiratory
fHiness in o community-based
prospactive study of Paruvian
children 0-24 months old

Clinical detection of pneumonia,
seplicaemia or meningitis in
infants less than 3 months of dage

The cetiology of sepsls in
Garmbian infants less than 3
manths eld

]

Dr K. Mulholand

Medical Research Council
Fajara

Banju

Sambia

Dr J. Wirima

Kamuzu Central Hospital
P.O. Box 149

Lilongwe

Malawi

and

Dr &, Redd

International Health Program Office
Centers for Disease Control
Atlanta, GA

USA

Or L. Abraharn
Suezon City Hospltal
Manila

Philippines

Dr P. Margolis

University of North Caroling
at Chapel Hil

Chapel Hill, NC

UsA,

Dr C, Lanata

Instifuto da Investipacion Nutricienal
Lima

Peru

Dr J. Brady &

Dr F. Onyango

Kanyatta National Hospital
Nairoki

Kenya

Dy K. Mulholland

Medical Research Council
Fojara

Banjul

Gambia




ANNEX 4 - confinued

Project No. Title Principal Invastigator{s)
H&89039 The diagnosis of pneumonia, Dr 8. Gatchalian
sepsis and meningitis in Research Institute for Tropical Madicine
filiwine infants 0-2 months Alabang
of age Muntinlupa
Mefro Manila
Philippines
H&8%039 Clinical signs ond etiological Br D. Lehrnann
agents in preurmonia. sepsis, Preurmonia Research Program
and maningitis in children Papua New Guinea Institute
under 3 months of age in PNG of Medical Research
oroka
Papua New Guinea
HEB89039 The eticlogy of phneumoenia and Dr L. Mube
sapsis in infants below 3 monihs Department of Paediatrics
of age and accuracy of dicgnostic Faculty of Madicine
criteria Adldis Ababa University
Addis Ababa
Ethiopia
2. BEHAVICGURAJ RESEARCH
HES0C01 Field study of the ARI Dr R. Bourdeay
ethnographic protocol, Jérémie, Child Survival Qutreach Project
Heittt Jérémie
Hati
HEPOCO2 Field study of the AR Dr L. Lohfeld
ethnegraphic protocel, Erzurum, Ankara
Turkey Turkey
and
Er A, Czer
Ataturk Univessity
Erzururn
Turkay
H90C03 Field study of the AR Cr P. Hudelson
ethnographic protocol, Honduras The Johne Hoplins University
Baltimore, MD
USA
HEROC04 Field study of the AR Dr §. Saenz de Tejada
ethnegraphic protocol, Navronge, Division e Nuticion y Salud
Ghang INCAP
Guatermala City
Guatemala
HQPOC0s Field test of the AR Dr H. Martinez
ethnographic protocol, Solis, Institute Nacional de Nutricion
Mexico Tlalpan
Mexico
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Project No. Title Principal Investigator(s)
HQB2001 Perceptions of mothers and Br M. Fukumoto
Continuing heaqlth personnel about ggns Instituto de Investigacion Nutricional
of severity in ALRI Urma
Peru
HoEeCo2 Devealopment of ethnographic Dr G. Pelto
Continuing protocal University of Connacticut
Stoms, CT
UsA
3. HEALTH SYSTEMS RESEARCH
H@R0C0b - Household survey methods study - DrE. Deryrlt
Orlentdl Mindoro, Philippines Department of Health
Maniic
Philippines
and
Or G. Himschall
Intemational Health Program Office
Centers for Disease Control
Aflanta, GA
USA
H&SRC Q7 Field test of profofyioe sounding Mr L. Brown
timer in Nepal One Elderbemy Lane
Worthington, MA
USA
HEP0C08 Field test of prototype sounding Er V. Kumar
timear In India House No. 66, Sector 24A
Chandigarh
India
H&ROC09 Study of alternative methods to Cr D. Ross and
obtdain population-based Dr F. Binka
infoermation on childhood AR Ehana Vitamin A Supplementation
Study
Navrongoe
hana
H&B9019 Surveillance of anfimicrobial Dy A, Ghofoor
Confinuing resstance of 5. pneumoniae Executive Director
and H. influenzae in klamabad Public Health Division
Nationdl Institute of Hedlth
llamabad
Pakistan
HER0001 Supplementary study of the Dr A. Ghafoor

surveiliance of antimicrobial
resistance of S.pneumoniae and
H.influenzae in Poklstan
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ANNEX 4 - eontinued

Project No. Titte Principal Invesligator(s)
SN:561 ARl intervention study in Dr R, Runizew
Confinuing Kedir, indoneasia Ministry of Health
Jakarta
Indonesia

4. DISEASE PREVENTION RESEARCH

HE89038 Surveillance of H. influenzae
Confinuing dizsedse in the Gombia
H&B8112 Risk factors for pneumoniain
Confinuing young childran

8. TECHNICAL/REAGENT/REFERENCE LABORATORY SUPPORT

Management of wheezing in infancy

Clinlcal signs and syrnptoms
associated with pneumonia and
hypoxia

HE89039 Study of the clinlcal fectures
and efiologies of infection in

young infants

Or B. Greenwood

Medical Research Council
Fajara

Banjul

Garmbig

Dr C. Victora

Universidade Federal dePelotas
Pelotas

Braizil

Dr &. Aref
E-Chatby Children's Hosplital
Alexandria

Egypt
and

Dr A. Gadornski
Child Survival Project
Caira

Egypt

Dr G, Lerebours

Imstitut Haitien de VEnfance
Port-au-Prince

Haiti

and

Dr B, Schwartz

Ceanters for Disease Condrol

Aflanta, GA
UsA
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ANNEX 4 - contihued

Organism

Reference Loboratory

C. REFERENCE LABORATORIES

Ancerclbes

Chlamydia trachomatis

Gram-nagative organisms/staphyliococsl/
streptococcl

Haemophilus influenzae

Immunoflucrescence — adenovirus,

influenza A and B, measles, parainfluenza, and RSV,

{using monodclonals provided by WHO/CDC, USA
(Or A, Kendah and National Bactarological
Laboratory, Sweden {Cr E. Nomrby)

Mycoplasma preumoniae and hominis,
Ureaplasma urealyticum

Streplococcus pneurmoniae

Ancercbe Reference Laboratory

(Dr L. Moore)

Polytechnic Insfitute and State University
Blacksburg, VA

LUSA

Chlamydia Laboratory

Departrment of Labaratory Medicine
{Dr J. Schachter)

University of Californic

San Francisco General Hospital

San Francisco, CA

UsA

Laboratory Section
Raspiratory Dissases Branch
{Dis Facklam and Tenover)
Division of Bacterial Diseases
Cantars for Dkaase Confrol
Aflanta, GA

UsA

Dapt. of Pathology and Laboratory Medicine
(Dr Beverly Metchock)

Grady Memarial Hospital

Allanta, GA

USA

National Public Health Institute
(Profassor H, Makeald)

Healsinki

Finland

Deapartment of Virclogy

{Dr Monica Grandien)

Department of Virology

National Bactericlogical Laboratory
Karclinska Instihute

Swedsn

University of Alabamg
{Dr Gail Cassell)
Birminghaom
Alabama, AL

USA,

The Streptococcus Deparment
{Dr Jorgen Henrichsen)

Statens Seruminstitut
Copanhagen

Denrnark




ANNEX 5: NEW PUBLICATICNS AND DOCUMENTS - 1920

Management and genercl intorest:

Fourth Programme Report 1988-1989. Document WHO/ARI/S0.7.

Report of the fifth meeting of the Technical Advisory Group, Geneva, 56 March 1990, Document WHO/ARIS
0.6,

Acute respiratory infections — general:
Acute respiratory infections, Document WHO/ARI/S0.7 (brochure).
Case managemaent:

Acute respiratory infections in children: case management in small hospitals In developing counties — a
manual for doctors and other senler hadlth workers. Document WHO/ARI/S0.5,

Supervisory skills: management of the young child with an acute respiratory infection (fraining module) 1990,
Management of the child with cough or difficult breathing. A case management chart, 1990,
Management of the child with an ear problem or sore throat, A case rmanagement chart, 1990,
Anfibietics In the treatment of acute respiratory iInfections in young children, Document WHO/ARI/$0.10.
Case management research priorities. Document WHO/ARI/RES/90.1,

Clinicat signs and eticlogical agents of pneurnonia, sepsis, and meningitis in young infants. Document WHO/
ARI/P014, ‘

Report of a meseting of the radivlogy working group, Geneva, 27-28 October 1989, Document WHO/ARIY/
90.13.

Epidemlalogy:

Qutcome measures in prospective studies of childhoed diarhoea and respiratory Infections: choosing and
using them. Document WHO/CDD/EDP/90.2 - WHO/ARI/RES/90.4.

Control programmes:
ARl programme management. A fraining course (5 modules), 1990,

Khan, A.J. et al. Acute respiratory infections in children: a case management infervention in Abbottabad
District, Pakistan. Bulletin of the World Health Organization, 68: 577-585 (1990).

Pio, A. Public hedith implications of the results of AR intervention studies. Bulletin of the International Union
agmnst Tuberculosis and Lung Disease, 65: No 4 (1990), In press.
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