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Introduction 1

The most widespread and fatal of all acute diseases, pneumonia, is now Captain of the Men of Death
Sir William Osler, 1901

There was a precipitous decrease in mortality from influenza and pneumonia in the 1940s, largely
as a result of the introduction of sulfa drugs in the thirties and antibiotics a few years later
Metropolitan Life Insurance Company, New York, 1976

Introduction

The rapid decline in the death rates from pneumonia after the introduction
of antimicrobial chemotherapy has been remarkable in developed countries,
but the benefits of this therapeutic progress have not yet reached many
children of the world. Despite the tremendous advances in health
technologies, managerial sciences and socioeconomic development during
the twentieth century, pneumonia is still a leading cause of death in
children in the world, as it was for all ages in Europe and North America
one hundred years ago. The widespread morbidity and the high toll of
young lives in developing countries make pneumonia one of the priority
health problems - and certainly the most important respiratory illness -
among children.

The most recent global estimates of causes of death in children under
5 years of age are shown in Figure 1. Of the estimated 12.9 million child
deaths that occurred in the developing world in 1990, around one-third was
attributed to or associated with acute respiratory infections (ARI), mostly
pneumonia. In absolute figures, an estimated 4.3 million children died from
these conditions. This includes deaths from neonatal pneumonia, respiratory
complications of measles and pulmonary complications of pertussis. A large
number of pneumonia deaths are associated with severe malnutrition and
low birth weight.

The Programme for the Control of Acute Respiratory Infections (ARI) has
emerged as the response of the World Health Organization and its Member
States to the great challenge that mortality from pneumonia presents to
child survival efforts.

Preventing deaths from pneumonia is the main objective of the ARI
Programme. If children with pneumonia are recognized and treated early,
death is usually preventable. Where diagnosis and treatment have been
applied at the community level by non-professional workers using a simple
clinical protocol, there has been a significant reduction in mortality from
pneumonia in children.! Case management is thus the central strategy of
the Programme.

! Sazawal S. & Black R. Meta-analysis of intervention trials on case management of

pneumonia in community settings, Lancet, 2: 528-533 (1992).
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Figure 1. Causes of death in children under five in developing countries, 1990 (%)

Diarrhoea 24.8

ARI pertussis 2

Other 12.3 ARI measles 3.7

Neonatal pneumonia 6.2

ARI (mostly pneumonia) 21.2

TOTAL DEATHS : 12.9 million

ARI DEATHS

4.3 million

The definitive approach to the reduction of mortality will come when
effective methods of morbidity prevention can be applied on a world scale,
and particularly when suitable vaccines can be developed, produced and
administered to children at risk at low cost. At present the vaccines against
measles and pertussis are widely used by national immunization
programmes and have made an important contribution to the reduction of
respiratory deaths from these causes. The Programme’s emphasis in the area
of vaccine research is now on technical support to the field-testing of
conjugated Haemophilus influenzae and Streptococcus pneumoniae vaccines in
infants in developing countries, as these two agents are the most frequent
causes of bacterial pneumonia in children.

Further progress will eventually be made in reducing cases and deaths
through the worldwide application of effective, feasible and affordable
strategies for the prevention of risk factors. The identification of such
preventive measures is an important area of the Programme’s research
component.

Despite increasing disparities of resources among the countries of the world,
and even within countries themselves, reductions in child mortality have
been reported in almost all areas of the developing world during the last
15 years. The estimates of the United Nations Population Division indicate
that 13.5 million children under 5 years of age died in developing countries
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in 1985, and 12.9 million in 1990, a decrease of 600 000 deaths despite the
increase in the childhood population.? The preliminary estimate for 1992 is
12.6 million deaths.

There is no doubt that the worldwide implementation of the ARI
Programme will accelerate the declining trend of mortality, in particular in
areas with high infant mortality rates. The Programme is facing up to the
challenge of reducing by one-third, compared with 1990 levels, the deaths
due to pneumonia in children under 5 years of age by the year 2000. This
target was established by the World Summit for Children, held in New York
in September 1990. WHO, UNICEF, UNDP, the World Bank and other
agencies for international cooperation are increasingly committed to
assisting developing countries in the development of ARI programmes and
in the achievement of the mortality reduction target.

This report is a summary of the activities undertaken by the ARI
Programme in 1992, the first year of the 1992-1993 financial period. A more
detailed biennial report will be issued at the beginning of 1994, in line with
the reporting and budgeting cycles of the WHO regular programme and
budget.

2

World Health Organization, 45th World Health Assembly, Implementation of the global
strategy for health for all by the year 2000, second evaluation; and Eighth report of the
world health situation, document A45/3, 6 March 1992.
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Technical policies

Case management guidelines

The technical guidelines made available by the Programme since its
inception are periodically updated and expanded. New information and
documents on specific problems are added, including acute respiratory
infections occurring in conjunction with other serious diseases of childhood.

Despite improved measles vaccination coverage, measles cases continue to
occur. Pneumonia and laryngotracheitis are the most important
complications of measles and are responsible for the majority of measles-
associated deaths. To improve case management of measles-associated
respiratory infections and other vaccine-preventable acute respiratory
infections, an annex was developed for addition to the Manual for the
management of young children with an acute respiratory infection: Practical
guidelines (WHO, 1993, in press). In 1992, a technical review on respiratory
and diarrhoeal infections complicating measles was commissioned, in
collaboration with the WHO Expanded Programme on Immunization (EPI).

Technical collaboration continued with the WHO Malaria Unit in developing
guidelines for case management of children presenting with cough, fever
and fast breathing, who may have either pneumonia, malaria, or both. The
report of a meeting on pneumonia and malaria in children, held in Geneva
in April 1991, was printed.®> This report includes recommendations for
clinical guidelines to assure adequate treatment for both pneumonia and
malaria, taking into account the overlap in their clinical presentation and
treatment.

These collaborative efforts in the development of case management
guidelines for measles and for malaria and pneumonia have been a stimulus
to the establishment of a WHO working group on integrated clinical
management of the sick child, involving the following programmes and
units: Control of Acute Respiratory Infections, Diarrhoeal Disease Control,
Expanded Programme on Immunization, Malaria Control, Tropical Disease
Research, Nutrition, Maternal and Child Health, Prevention of Blindness
and Deafness, Oral Health, and Essential Drugs. The group is developing
integrated clinical guidelines (see Box 1).

> The overlap in the clinical presentation and treatment of malaria and pneumonia in

children: report of a meeting, Geneva, 8 April 1991. Document WHO/ARI/92.23 -
WHO/MAL/92.1065 (1992).
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Support to national
programmes

Managerial policies: priority countries

A major target of the Programme is the establishment, by 1995, of
operational programmes in all the countries with an infant mortality rate
(IMR) greater than 40 per 1000 live births per year. In 1990, when this target
was set, the United Nations Population Division listed 88 countries in this
group. The progress towards this target can be easily monitored and the
Programme is confident that it will be achieved (see Table 8). This, however,
does not mean that another important target - increased access of the
population to standard case management - will automatically be achieved.
A national programme is considered operational, according to criteria
defined in 1988, if it has a designated programme manager, technical
guidelines on programme management, a plan of operations, and activities
carried out and monitored in at least one part of the country. An increase
in access entails training and supervising health staff, and providing drugs
and equipment, to a high proportion of health facilities in many districts.
This, clearly, is harder to achieve and monitor.

Although the access target is challenging, it is achievable. The Programme
is committed to making it a reality and intends to concentrate its resources -
money and manpower - on essential activities in those countries, among the
88 mentioned above, with the highest infant mortality rates.

An analysis of the available data on childhood mortality, and an estimate
of the proportion of deaths attributable to pneumonia, show that
19 developing countries, considering only areas with an estimated infant
mortality rate greater than 40 per 1000, each contribute more than 1%, and
all together account for more than 80% of global pneumonia mortality in
children under 5 years of age (Table 1). In addition to the distribution of
deaths, other criteria for providing intensified support are: the commitment
expressed by the government, the estimated feasibility of activities, and the
likelihood of success.

Intensified support to training, supervision, and supply of essential drugs
in these countries will contribute significantly to an increase in global access
to standard case management. This does not mean that activities will not be
supported in other countries: the essential aim must be for every child with
pneumonia in any country to be adequately treated. It must be accepted,
however, that even if access is established for 100% of children in small
countries, the global target will not be achieved without substantial progress
in these 19 priority countries.
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Table 1. Proportional contribution of 19 countries® to global
pneumonia mortality in children under 5 years of age

Country % Country %
India 285 Zaire 18
Nigeria 8.1 Sudan 1.7
Bangladesh 7.8 China 1.7
Pakistan 7.7 Uganda 1.6
Ethiopia 4.6 Mali 1.5
Mozambique 29 Malawi 15
Afghanistan 24 Brazil 1.3
Tanzania (U. Rep. of) 23 Nepal 12
Indonesia 22 Yemen 1.0
Angola 19 Other countries 18.3

? Countries with IMR>40/1000 live births and contributing 1% or more of total pneumonia
deaths in children under 5.

In addition to priority countries, the Programme will focus on priority
activities. For national programmes, these are training, supervision and
supply of essential drugs to increase access to standard case management,
and communications to increase its use. These activities, for which general
guidelines for planning already exist in the modules of the course for
programme managers* and in national plans of operations, need to be
planned at district level. A district plan, to be feasible, needs to be
sustainable with available resources, integrated with other health activities,
and detailed in the short term with regards to who will carry out the
activities, when, where and how. The Programme has therefore given
support to some countries in the elaboration of district plans: the Islamic
Republic of Iran, Kenya, Morocco, Nicaragua, Nigeria and Tunisia. This
greater emphasis on district planning will be intensified in the next few
years, given the increased number of countries with national plans of
operations and the general trend towards strengthening the management of
district health systems.

One of the features of district planning is its flexibility to adjust activities to
local situations and resources. In order to comply with this need for
flexibility, the Programme will continue to broaden its range of materials for
training, supervision and communications while seeking new ways to use
existing materials. Guidelines on case management and the support needed
to put case management into practice should be versatile enough to be used
for different levels of basic and postgraduate training, for in-service and
continuous education, for sporadic or intensive supervision, and for talking
to literate or illiterate caretakers. In addition, these materials must be
compatible with those dproduced by other child health programmes so as to
be easily combined and used by the same health workers. The development
of integrated case management guidelines for childhood illness (see Box 1)
is an important step in this direction.

4

ARI programme management: A training course. WHO, 1990.
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Planning and implementation of national programmes

During 1992 four countries, three of them with an infant mortality rate
greater than 40 per 1000 live births, established operational programmes.
Technical guidelines were prepared in eight countries, and plans of
operations were drafted or finalized in eight. Table 2 shows the status of
operational programmes by region, while the details of individual countries
are presented in Annex 1. Figure 2 illustrates the annual increase in the
number of countries with operational programmes since 1983. By the end
of 1992, 47 target countries had an operational programme, i.e. 53% of the
Programme’s target for 1995. The slowing of the rate of implementation of
new programmes reflects the increasing economic and organizational
difficulties facing many of the countries in greatest need. The emphasis now
being placed by the Programme on those countries is expected to accelerate
progress in the second half of the biennium.

Table 2. Number of countries and territories with technical guidelines,
plans of operation and operational programmes, 31 December 1992

Target With With a With an
Region rge technical plan of operational
countries . . .
guidelines operation programme
Target countries?
Africa (AFR) 42 23 24 12
The Americas (AMR) 15 12 12 12
Eastern Mediterranean (EMR) 17 13 13 10
Europe (EUR) 1 1 1 1
South-East Asia (SEAR) 8 8 7 7
Western Pacific (WPR) 5 5 5 5
Subtotal 88 62 62 47
Other countries and areas
The Americas 7 7 7
Europe 2 2 1
South-East Asia 2 2 2
Western Pacific 10 10 10
Subtotal 21 21 20

Total | 83 83 67
i

? Countries with an infant mortality rate greater than 40/1000. Source: United Nations Population
Division, World Population Chart, 1990, United Nations, New York.
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The extension of training, supervision and supply of drugs to all major
administrative divisions of the country has been achieved in 10 target
countries - Botswana, Colombia, Guatemala, Honduras, Islamic Republic of
Iran, Maldives, Oman, Paraguay, Swaziland and Zimbabwe - and in another
eight countries. Of all countries, 67 have operational programmes.

During 1992, eight WHO staff members, two associate professional officers,
and 15 consultants visited 37 countries or areas to collaborate in the
preparation of national or district plans, including the formulation or
revision of policies and technical guidelines. The countries visited in each
WHO region were:

Africa: Angola, Benin, Cape Verde, Congo, Ghana,
Mozambique, Nigeria, Togo, Zambia

Americas: Argentina, Bahamas, Bolivia, Brazil, Chile,
Dominican Republic, Guatemala, Honduras,
Nicaragua, Paraguay, Venezuela

Eastern Mediterranean: Djibouti, Iraq, Jordan, Syrian Arab Republic

South-East Asia: Bhutan, Indonesia, Maldives, Mongolia, Nepal,
Sri Lanka
Western Pacific: Cambodia, China, Cook Islands, Fiji, Papua New

Guinea, Philippines, Viet Nam
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By 1992, all the target countries of the European Region, the South-East
Asian Region and the Western Pacific Region had started the planning
process for a national ARI programme. In the Americas Region and the
Eastern Mediterranean Region, a few target countries have not yet initiated
an ARI programme. They include Haiti, Lebanon and Somalia, countries in
which the political situation does not allow for the regular planning and
development of a programme. Yemen is a country which contributes more
than 1% to global pneumonia mortality in children and has so far no ARI
programme. Assistance was provided at the beginning of 1993 to planning
one.

The progress is slower in sub-saharan African countries than elsewhere.
Only 12 out of 42 target countries have an operational programme. Thirteen
more countries have initiated the process of planning and defining
guidelines, while a few more are carrying out scattered activities without
the framework of a national plan of operation. Countries contributing more
than 1% to global pneumonia mortality in children, such as Angola, Mali,
the United Republic of Tanzania, Uganda and Zaire, and other countries
such as Burundi, Cameroon, Niger and Senegal, do not have operational
programmes.

The causes of this slow development are well known: ministries of health
have limited human, technical and financial resources to devote to the
programme; other health programmes compete for the same limited amount
of resources; and managerial constraints aggravate the problem by causing
an inefficient use of these limited resources. As a consequence, ARI
programmes have difficulty in establishing themselves, even when a
national policy is defined, a programme manager is designated, and a sound
plan of operations is prepared. It seems particularly difficult to expand
activities beyond a few initial pilot districts.

Nongovernmental organizations (NGOs) cooperate with ministries of health
in the implementation of health programmes in many sub-Saharan African
countries. In addition to the human, technical and financial resources that
they put at the disposal of local authorities and communities, NGOs can
provide managerial skills and strong motivation. They are therefore an ideal
vehicle for the implementation of ARI programmes and other child health
activities in these countries (see Box 2).
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Training

The key intervention of the ARI Programme is the introduction of standard
case management. Training is one of the main activities for achieving this.
The Programme has been active in making available a range of training
materials for use by different cadres of health workers. These are widely
used in countries, and are frequently translated and adapted.

The effectiveness of training cannot be taken for granted, and a weakness
in many national programmes is the lack of evaluation of the change in
practice brought about by training. The results of investigations into
practices in health care facilities have underlined how important it is for
training to be followed up and reinforced by supervision (see the section
Health facility surveys, page 28).

In some countries, the recognized need for ARI activities to be planned and
implemented as an integral part of existing services has led to the
development of integrated training courses. Such courses have been
developed in the Lao People’s Democratic Republic and Pakistan, and are
now being developed in India. The pressure to reduce the time that workers
spend in training courses has led some national programmes to introduce
shortened courses which do not always take full account of the paramount
need for ARI clinical experience and for other elements. ARI clinical
management depends on effective communication with mothers, and there
is a risk that this essential topic will not receive the attention it deserves.
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During 1993 WHO will collaborate with selected countries to work out the
best ways of integrating existing training for current needs.

Training for programme managers

The ARI programme management training course has been used extensively
as a forum and stimulus for the discussion and development of programme
plans for national and other levels of the health service. The numbers of
participants in this type of training in 1992, reported to WHO, are detailed
in Table 3.

In some countries, combined training in management for ARI, CDD and EPI
was carried out. The basic skills required for planning and management
have much in common for different programmes, and the provision of
combined training in this way makes operational and economic sense in
those countries where the management of several programmes related to
child survival is integrated at national or provincial level.

Table 3. Health staff trained in ARl programme management, 1992

Region Country Number trained in 1992
AFR Kenya 21
AMR Argentina 56
El Salvador 32
Guatemala 37
Honduras 35
Panama 38
Paraguay 42
EMR Egypt 42
SEAR Indonesia 86
Thailand 53
WPR Cambodia 12
Viet Nam 60

Total 514
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Training in case management

Information on case management training is only available for courses
supported by WHO, and even then it may be incomplete as many countries
do not report fully and regularly to the Programme. Table 4 shows the
reported number of staff trained by region during 1992.

The course, Outpatient management of young children with ARI: A four-day
clinical course, completed in 1991, was used for the first time in an
interregional training course in Bangkok, Thailand, in June 1992. This was
attended by senior paediatricians and medical personnel from countries in
all regions. A representative of PRITECH also participated. The course is
intended to provide a broad training in ARI case management. In addition
to instruction on the assessment and management of children with AR], it
gives an opportunity to discuss the technical justification for standard case
management and strongly emphasizes communication with the mother as
an essential part of care. There is also a discussion of the introduction and
use of standard case management in the institutions from which the
participants come.

This course has now been introduced for use in regional and national ARI
training units. A French translation has been completed and will be
available in early 1993. The American Regional Office is translating the
material into Spanish, and other translations are scheduled for 1993.

The material has been used at the regional training centre in Islamabad,
Pakistan, at an intercountry course in Ghana for English-speaking African
countries, in Albania for a national course, in Bangladesh, with changes, and
as an element of a combined CDD/ARI course in the United Republic of
Tanzania. Courses are planned in several countries in Africa and Asia for
the early part of 1993.

Table 4. Health workers and community-based workers
trained in case management

Other health Community-based
Region Physicians facility workers workers and
volunteers
AFR 261 1932 353
AMR 2157 0 0
EMR 7 690 10 683 10 772
EUR 2176 11 299 0
SEAR 3302 10 814 31538
WPR 1511 170 0

Total 17 097 34 898 42 663
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Training of staff at first-level referral hospitals is being undertaken in
several countries. The manual for case management in small hospitals’ is
being used as the main reference, with the addition of a module for
outpatient care and other WHO technical papers.

The finalization of training material for inpatient care has been delayed, but
it is planned that the materials will be completed during 1993.

Basic and undergraduate training

The introduction of ARI concepts and practices into the basic training of
physicians, nurses and other health workers is recognized as being essential
for the institutionalization of standard case management for ARL

The first step towards this, the orientation of senior paediatricians and
others involved with medical and nursing training, has been carried out in
countries in all regions, using either special seminars and workshops or the
Four-day clinical course.

In some countries attempts have been made to introduce the available ARI
training modules and technical materials into the curricula for physicians
and nurses. For example, seminars were held in Chile for senior
paediatricians and nurses responsible for the training of physicians and
nurses, with the aim of introducing a module on the management of ARI
into basic training, and in the Philippines a curriculum for medical schools
was developed by a group which included the department of health, the
Philippines Pediatric Society and WHO. A framework for the ARI element
of training for physicians and clinical officers, based on the WHO guidelines
for standard outpatient and inpatient management and presented in the
form of a manual, has been prepared in Kenya.

Other examples of this activity include the following: in Viet Nam medical
and public health students now have an ARI component in their standard
curricula, and standard case management has been introduced as an
integrated part of the undergraduate training of nurses in Fiji, Papua New
Guinea and Vanuatu.

While work such as this has been going on largely independently in various
countries, some countries and regions have expressed a preference for
special materials prepared or proposed by WHO before actively promoting
changes in basic training. The Programme will explore with the WHO

> Acute respiratory infections in children; Case management in small hospitals in

developing countries. Document WHO/ARI/90.5.
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Diarrhoeal Diseases Control Programme (CDD) ways in which ARI training
can be developed in medical schools in a form consistent with that now
being used to improve teaching on diarrhoea.

Training of community health workers

The role of community health workers (CHWs) in the care of children with
pneumonia varies in different countries. In some settings, where access to
health facilities is poor, CHWs act as the first level of health care, assessing
the clinical condition of children and either treating or referring them. In
others their main task is to educate and motivate families on the action they
should take if their child becomes ill. Thus, in many places, the CHW has
an important role in bridging the gap between the sick child and the care
needed. In national plans the involvement of community-based workers
should come after the establishment of effective case management at the
first-level health facility and first referral hospital.

National programmes in several countries, recognizing the value of
community-based health workers and volunteers in reaching children with
pneumonia, have started courses through adapting and using available
materials. Such training varies in length and content, and it is important
that countries have available a set of materials of proven efficacy that they
can adapt for their purposes.

In late 1992 the WHO course for community health workers Treating children
with a cough or difficult breathing underwent a successful second field-test in
Kenya. The course aims to train CHWs with limited primary education.
Rather than depending on written guidelines for the trainees, as do the
materials for other cadres of health worker, the CHW course provides
detailed notes for the trainer - the main conduit for the training - the course
director and the ARI manager. The trainee uses a simplified chart and a
small booklet called Key points relating to the management of ARI. The
training makes much use of role play and practice with children in a clinic.
A videotape is used to demonstrate chest indrawing and to give trainees
practice in recognizing it.

The current materials, which are best suited for basic training of CHWs and
which may be useful for personnel at the periphery of the health services,
will be made available in 1993, after translation and cultural and technical
adaptation, for carefully monitored implementation in several countries.
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ARI Training Units (ATUs)

The establishment of centres for clinical training in ARI continues to be
promoted by the Programme. By the end of 1992 there were 88 ATUs in
25 countries (Table 5). To date there are no ATUs in the countries of the
South-East Asian Region. The aim is to provide a centre of excellence for a
country or a province from which clinical training of a high quality can be
initiated.

Countries in the Americas Region have been very active in establishing new
training units. They have seen this as a comprehensive strategy not only for
strengthening training, but also for promoting the introduction of standard
case management in referral hospitals, improving referral, and motivating
health staff to conduct operations research. At the same time the links
between these centres and the schools of medicine and nursing are making
it easier to influence undergraduate and basic training. The ATU thus
becomes an important element in the local development of ARI activities.

Table 5. ARI Training Units established as at 31 December 1992

. New units Total units
Region Country in 1992 to date

AFR Botswana 2
Ethiopia 1

Kenya 1

Zimbabwe 2

AMR Argentina 2 4
Brazil 1 3

Colombia 6 13

Dominican Rep. 1 1

El Salvador 1

Honduras 1 1

Mexico 5

Nicaragua 6 7

Paraguay 5 5

Peru 2 2

EMR Egypt 12
Iran (1. R. of) 3

Iraq 2

Jordan 1 1

Pakistan 6

Sudan 3 8

EUR Turkey 1 1
WPR China 2 2
Lao PDR 1 1
Philippines 2 2

Viet Nam 2 2

88

Total 36
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Logistics

The main objective of this programme component is to ensure the
availability and affordability of the antibiotics recommended by national
programmes for the treatment of pneumonia.

A short questionnaire on the cost and supply of different preparations of
cotrimoxazole was sent to countries with an operational ARI programme at
the end of 1991. The most significant finding was the very wide range of
prices paid for cotrimoxazole. The unit cost for adult tablets varied between
$0.01 and $0.10, and that of oral suspension between $0.23 and $4.50.

Data on the regular supply of first-line antibiotics to first-level health
facilities and first referral hospitals are available from country programme
profiles, and show a wide variation among countries. For example, reports
from the countries of the Eastern Mediterranean Region show that none of
the approximately 1000 health facilities in Iraq has a regular supply of
drugs, while all of those in Jordan and Oman have. The limited information
available from other countries in other regions suggests that this is a
common problem: the lack of antibiotics is a major constraint for the
Programme even where staff have been trained and other elements are in
place. This has been reported by consultants visiting countries for planning
and evaluation purposes, and detected in the course of health facility
surveys.

The Programme is approaching the problem in two ways: by trying to make
paediatric cotrimoxazole available in a formulation that would improve
prescription, compliance and management of stocks, and by developing
guidelines that would enable programme managers to identify and solve
problems in the drug supply system. UNICEF and several suppliers have
already been approached to explore the possibility of packing paediatric
cotrimoxazole in blister packs that would be easily identified by programme
managers, health workers and caretakers, as specific to the treatment of
pneumonia and bacillary dysentery in children. The Programme has drafted
technical specifications for this preparation and will organize an operational
research study to examine whether the increased cost - between 10% and
30% more than a course delivered from a 100-tablet bottle - is offset by
substantial benefits in terms of more rational use by health providers, better
compliance by caretakers, and easier monitoring by supervisors and
programme managers.

The Department of Cultural Anthropology of the University of Amsterdam,
Netherlands, in collaboration with the Programme, has drafted a set of
guidelines on the supply and cost of drugs which could facilitate research
on this subject. The Programme will now develop, in collaboration with the
WHO CDD and Drug Action Programmes, an instrument that will help
programme managers and others to identify common constraints and
solutions to the regular supply of first-line antibiotics to first-level health
facilities.
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The irregular supply of antibiotics is a problem for many health facilities.
The extensive overuse of antibiotics remains a serious issue in almost all
developing countries, as antibiotics are commonly prescribed by health
workers for simple coughs and colds. Some national ARI programmes have
reported a reduction in the inappropriate use of antibiotics for treatment of
ARI in children in selected health facilities after the staff were trained in
standard case management. An example, taken from a report of the
programme in Argentina, is described in Box 3. A more complete picture of
the impact of the ARI Programme on the prescribing practices will be
provided by the health facility surveys.

se of antibiotics

i 5oope'r month at the Childrens fi
'nicase management and the s

Say '80 afea clinics, antibiotic treatment
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Commercial cough and cold remedies are usually not recommended by
national programmes. In many countries they are not included on the
essential drugs list, with a few exceptions such as codeine for adults. Often,
a simple linctus or a safe traditional home remedy is recommended by
national ARI case management guidelines. Commercial remedies are,
however, frequently prescribed and used in the private and/or informal
drug sector. More reliable information on availability, use and cost of cough
and cold remedies will become available from health facility or household
surveys in the next few years.

Communication

The importance of communication in the WHO strategy to control ARI has
been stressed repeatedly. For mortality to be reduced, families must make
prompt use of services for children with signs suggesting pneumonia. For
children who are brought to health workers with an ARI that does not
require an antibiotic, the most important part of the home care instructions
communicated to mothers is the instruction on the signs and symptoms that
indicate the need to seek immediate care. For a child who is assessed as
having pneumonia that is treatable at home, a critical part of the instruction
is how to give antibiotics.

A section entitled Reaching children at home: Communication with families® in
the report of the International Consultation on the Control of Acute
Respiratory Infections summarizes the rationale for emphasizing face-to-face
communications at an early stage of programme development, and provides
examples. Wide distribution of the report will help to increase awareness of
the importance of effective communication within ARI case management.

A large section on communication in ARI News, number 23, of August 1992,
had a similar aim. An introductory discussion highlighted key points about
communication and described the protocol for focused ethnographic studies.
Study results were presented from Bolivia, Egypt, Nigeria and Sudan, with
examples of how they will be used in national programmes.

To assist programmes to improve communications with families, the
Programme has developed a prototype home care card in collaboration with
ACT International, Atlanta, Georgia, USA. The card is intended as an aid to
remind health workers of the important points of home care advice in the
clinic, and as a reminder to mothers. Training in the use of this card is
incorporated into the materials of the training course, entitled Outpatient
management of young children with ARI: A four-day clinical course.

¢ Childhood Pneumonia: Strategies to meet the challenge. Proceedings of the First

International Consultation on the Control of Acute Respiratory Infections (ICCARI/
Washington, D.C., 11-13 December 1991). London, AHRTAG, 1992.
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As a further step towards making the communication aids more culturally
specific, emphasis is being given to using the results from ethnographic
studies.

Field-testing of the focused ethnographic study (FES) protocol (see
Fifth Programme Report, 1990-1991") has been completed. Based on the
experience of researchers, substantial additions have been made to the
instructions on data analysis, including forms that assist the ethnographer
to tabulate results and prepare summary tables without a computer.

As a mark of the value of the information for programme planning and
implementation, and of the feasibility of obtaining it in an efficient manner,
the Programme now recommends the FES for regular use in national
programmes. To facilitate FES studies the Programme has designed a
training workshop and workbook. A workshop will be held in Cameroon
in April 1993 for ethnographers from the several countries in the African
Region where studies will be undertaken.

In May, 1992, a meeting was convened in Geneva to review national
experiences in the use of ethnographic data in ARI programmes and in
intervention research projects. Several areas of application were discussed.

The meeting’s recommendations stressed the need for guidelines for
programme managers on how to apply the results of ethnographic studies
in programme planning and implementation. The Programme is in the
process of preparing these guidelines, which will draw from previous
ethnographic studies for illustrative examples. The guidelines will include
chapters on: planning and conducting focused ethniographic studies; using
the information to develop messages; the development and testing of
materials; and message comprehension. The guidelines will also provide
suggestions for local adaptation of messages and materials (for areas outside
that in which an ethnographic study has been conducted), and criteria for
determining when more than one study should be undertaken. There will
also be chapters on adapting WHO training materials for health workers, on
using the FES to address problems that affect the functioning of the
Programme, and on using study results to adapt the CDD/ARI Household
survey manual.

An important aim of training health workers is to improve their skills in
communicating with mothers and other caretakers. To communicate
effectively, health providers must know the terminology that families use
and have some understanding of caretakers’ beliefs about the illness and
their expectations of treatment. Information from the ethnographic studies
can be incorporated into the training session Talking to mothers in the Four-
day clinical course.

7 Document WHO/ARI/92.22.
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An ethnographic study was conducted in Ghana with the sponsorship of
UNICEF and the Johns Hopkins University. Based on the study results a
revised home care card was designed using local terms and concepts. The
Programme plans to test this card for use in face-to-face counselling of
mothers bringing children with ARI to health clinics.

Ethnographic studies provide information on current household
management practices, and community attitudes about health services and
patterns of careseeking: this information can be used to identify problems.
For example, it may point to ways that perceptions about health services
can be changed or improved, to types of community-based practitioners the
programme may want to reach, or to other features of home management
that should be taken into account in the design and implementation of ARI
services.

Box 4 provides an example from the Sudan which illustrates potential
programmatic applications of ethnographic study results.



