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SUMMARY ANLD CONCLUSIONS

The fourteenth Meeting of Interested Parties (MIP) of the Programmes for the Control of Acute
Respiratory Infections (ARI) and Diarrhoeal Disease Control (CDD) accepted the report of its thirteenth
meeting and noted the action taken at its request.

With regard to the External Review of the two Programmes, the Meeting:

1.

Essentially endorsed the very positive assessment of the technical and programme
achievements of the Division of Diarrhoeal and Acute Respiratory Digease Control (CDR) by
the External Review Group.

Suggested that recommendations 1, 2 and 3 (lines 3 and 4) were non-actionzble by CDR but
required review and potential action by the WHO Director-General (see Annex 1 of the
External Review Report: Recommendations of the External Review).

Suggested that recommendations 1 and 14 were non-actionable by CDR but required potential
action by the contributors to the Programmes.

Noted that the recommendations and findings of the report needed follow-up by CDR, donors,
tecipient countries, WHO and others, and suggested a further informal meeting to consider
responses and follow-up by these groups.

Proposed that CDR review the external review report recommendations and findings and
formulate a response for the Meeting participants, indicating plans of action and resource
implications.

Suggested that CDR communicate their response in writing to the Meeting participants by
15 August and invite comments to be submitted to CDR for discussion at an informal open
meeting on 30 August 1994.

Proposed that CDR report to the MIP on progress regarding follow-up of external review
recommendations at the 1995 meeting.

With regard to both Programmes the Meeting:

1.

Reviewed and discussed the progress and plans of the Programmunes as well as the report of
the ninth meeting of the ARI Technical Advisory Group (TAG) and the fifteenth meeting of
the CDD TAG.

Reaffirmed its support for the main approaches of the ARI and CDD Programmes and again
stressed the importance of ARI and CDD activities at all levels of an integrated primary health
care system.

Congratulated the Secretariat on the considerable progress and achievements over the last year
and on the continued high quality of the dommemahom in particular the Programume Reports
for the 1992-1993 bienniurm.

Welcomed the Programmes’ exploration of bilateral and multi-bilateral funding arrangements
to support country-level activities and undertook to facilitate contact with relevant donor
agency authorities in countries and in their headquarters offices.

Reiterated the importance of developing and implementing preventive interventions and
welcomed the Programmes’ activities in nutrition, particularly breastfeeding, indoor air
pollution, vaccine research and the review of potential preventive interventions for ARI
control.




Welcomed the Programmes’ effort to develop methods to improve the monitoring of the
quality of health-worker performance.

Requested that, for future meetings, revised budgets be provided in advance, at the same time
as other documents.

With regard to the development of the integrated approach to management of childhood illness, the
Meeting:

1.

2.

Welcomed the progress report on this activity and endorsed the approach being taken.

While recognizing the demand from countries for integrated approaches, urged that activities
be introduced in a progressive manner, so as not to disrupt ongoing ARI and CDD
programmes, and be carefully evaluated.

Commended CDR’s role in setting up an informal working group at WHO Headquarters to
coordinate the input of a munber of programnmes, as well as the level of collaboration
achieved.

Urged that preventive interventions focused on the major killers of children also be given
appropriate attention by WHO.

With regard to the ARI Programme, the Meeting:

1.

Urged the Programme to disseminate research findings as well as the scientific basis for its
case management approach to help ensure their wider acceptance, particularly with senior
health professionals.

Appreciated the Programme’s work in relation to the behavioural aspects of ARI control,
including the use of focused ethnographic studies.

Welcomed the Programme’s efforts to intensify the assistance to African countries in
particular, and again urged that these continue,

Accepted the revised budget for 1994-1995, and noted with satisfaction pledges which should
permit the Programme to overcomne its current shortfall in funding.

With regard to the CDD Programme, the Meeting:

1.

Welcomed the report on the study of impact of the Programme’s activities in Brazil and urged
continued efforts to measure programume impact in other countries.

Again urged the Programme to increase its activities in Africa and noted the congiderable
efforts still required to develop sustainable national control programmes in that region.

Accepted the revised budget for 1994-1995 and expressed concern at the serious financial
circumsgtances currently facing the Programme. Existing donors were urged at least to continue
their support at current levels wherever possible and to pay their contributions as early as
possible. The Meeting appreciated the approach taken by the Programme in planning to
present a realistic rather than over-optimistic budget for 1996-1997, but requested that
consideration also be given to presenting a contingency budget showing what could be
implemented if additional resources were obtained.

+ & ¥
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1. INTRODUCTION

Representatives of 31 governments and 13 agencies attended the fourteenth MIP convened by CDR
on 30 June-1 July 1994 at WHO Headquarters in Geneva to consider:

(a) the final report of the External Review' of the two Programmes;

(k) the progress and plans of the ARI Programme, including the report of the ninth Meeting of
its TAG;

() a progress report on the integrated management of childhood illness;

{d) the progress and plans of the CDD Programune, including the report of the Aifteenth Meeting
of its TAG and Programme activities relating to cholera control; and

{e) for both Programmes, the financial report for the 1992-1993 biennium and the financial status
and revised budgets for 1994-1995.

The participants in the meeting are listed in Annex 1.

2. OPENING OF THE MEETING

Dr R. Henderson, Assistant Director-General, opened the meeting by pointing out that, in a complex
and changing environment, setting health priorities is becoming increasingly important, but also more
difficuit. However, if there is concern for the future then the health of today’s children, especially
those in the less-empowered developing world, cannot be neglected. In dealing with the two main
causes of morbidity and death in children, the CDD and ARI Programunes play a key role in carrying
forward the “"child survival movement”,

Both these Programmes have developed sound technical and managerial tools for the successful
delivery of basic health services to control diarrhoeal diseases and acute respiratory infections. The
use of the Programmes’ guidelines for planning, training, commurnication and evaluation is highly
recomunended. They are also among the programmes in WHO that have successfully established the
bridge between research and programme implementation and used this to ensure the relevance of
developmental activities.

In addition to their disease-specific activities these two Programmes, which come together as CDR,
are coordinating at WHO headquarters a broader effort to develop an integrated approach to the major
causes of childhood mortality. This involves 10 programmes in WHO, in collaboration with UNICEF,
and has provided a model of inter-divisional collaboration which could well be applied to more areas
of the organization’s work.

Dr Henderson thanked the External Review Group, represented at the MIP by its Chairperson
Dr D. Ashley, for ite efforts during the preceding months in carrying out its independent evaluation
of the CDD and ARI Prograsrunes and hoped that the MIP would consider the Review to have
adequately met its objectives.

Dr Henderson was pleased to announce that the projected contribution to CDD and ARI from the
WHO Regular Budget for 1994-1995 is 15% higher than for the last biennium, confirming WHO's
continued commitment to these two Programmes. However, the scale of work required to respond
adequately to countries” needs far exceeds the availability of Regular Budget funding. He and the
Programmmes appreciated the vital role their donors played in providing extrabudgetary resources and
hoped that, despite the enormous and pressing challenges to health care and general global stability,
the children of the developing world would continue to receive the attention they deserve.

! It was agreed by the three agencies which make up the Management Review Committee that the CDD/ARI
External Review could exceptionally replace its fourteenth Meeting,
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The Meeting ¢lected as Chairperson Dr B. Liese, Director, Health Services Department, World Bank,
Washington, D.C., USA.

3 ADOFPTION OF THE AGENDA

The participants adopted the draft agenda, with amendments to the order of topics to be discussed
(see Annex 2). It was agreed that the report of the External Review Group be the first item tabled for
discussion.

MATTERS RELATING TO THE REPORT OF THE THIRTEENTH MEETING OF
INTERESTED PARTIES

The MIP endorsed the report of its thirteenth meeting ?

REPORT OF THE EXTERNAL REVIEW OF THE PROGRAMMES FOR THE CONTROL
OF DIARRHOEAL DISEASES AND ACUTE RESPIRATORY INFECTIONS

Dr Deanna Ashley, Chairperson of the External Review Group, made a detailed presentation of the
objectives, methodology, findings and recommendations of the Review.

The Review Group consisted of:

— Dr Deanna Ashley, MCH and Family Planning, Ministry of Health, Kingston, Jamaica

-~ Dr John Bennett, Task Force for Child Survival and Development, Carter Center, Atlanta, USA

— Dr Sadia Chowdhury, Women’s Health and Development Program, Bangladesh Rural
Advancement Committee, Dhaka, Bangladesh
Dr Adetokunbo Lucas, Department of Population and International Health, Harvard School
of Public Health, Boston, USA

— Dr Paul Nchoji Nkwi, Department of Anthropology, University of Yaoundé, Cameroon

— Dr Giovanni de Virgillio, Istituto Superiore di 5ariti, Rome, Italy

The Group made formal visits to five countries — namely Brazil, Guatemala, Pakistan, Philippines and
Zambia — and took advantage of group members’ presence in four other countries to also enquire
about the Programmes. Interviews were held with staff of bilateral collaboration agencies that also
provide financial support to the Programunes, with staff from a number of WHO programmes at
headquarters and in the regional offices, and with representatives from other collaborating institutions.

Dr Ashley traced briefly the evolution of the two Programmes which has culminated in their global
research and development activities now being coordinated by three internal working groups while
support to national programmes is provided both separately and, progressively, in an integrated
mannet.

The Division’s initiative in coordinating the development of an integrated approach to the managment
of the sick child has led to greater collaboration with other programmes within WHO. Collaboration
with UNICEF and other partrers in programme implementation and research and development is
generally good and productive.

Dr Ashley reviewed the progress of the Programmes towards their targets, as summarized in their
annual reports. At country level the review had taken a particular interest in the level of priority given
by the government to the Programmes, concluding that they had been successful, inevitably to a
varying degree, in attracting attention and support. The review expressed concern about the
sustainability of the achievements that had been made to date. It also addressed the issue of finding
a balance between the need for integrated approaches and the need not to lose the focus that had
characterized, and partially explained, the relative success of the Programmes.

 Document CDR/MIP/93.10
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The Review recognized the difficulties of measuring changes in childhood mortality and in particutar
of attributing them to particular programmes. It nevertheless concluded that it was reasonable to
assume that the CDD Programume, at least, had contributed to the global fall in childhood mortality.

It was considered that the Programmes’ potential impact had been limited by a number of systemic
factors, including high staff turnover in the health services and insufficient intersectoral collaboration
guch as with the private sector and nongovernmental organizations (NGOs).

In the review of research activities, it was noted that there had been a decrease in basic research over
the life of the CDD Programme with an increase in operational research. It was felt that behavioural
research, relatively strong in the ARI Programme and weaker in the CDD Programme, should be
encouraged. Currently, about 25% of the Programunes’ resources go to research. The review
commented that research findings had been well used in global policy and guideline development,
but direct application at country level had been less apparent. Related to this finding was the need
to strengthen research competence at national level; in this regard the Review welcomed the
Programumes’ use of proposal development workshops.

Inite appraisal of programmune management, the Review commended the staff of the two Programmes,
noting that a congiderable amount of work is achieved by a limited number of staff. It considered that
the Programmes’ financial resources are well managed. The Review felt that separate Techmical
Advisory Groups were an unnecessary expense and recommended their merging. It commented that
the role of the Meeting of Interested Parties may need to be better defined.

Dr Ashley completed her presentation by presenting in abbreviated form the 18 recommendations of
the Review (see Box on page 8).

Following Dr Ashley’s presentation, a munber of comments were made by meeting participants and
where appropriate Dr Ashley provided clarification. The following were some of the issues most
discussed:

s Selection of countries for the Review had unavoidably been biased in favour of countries
where there was something to evaluate, i.e. a functioning CDD or ARI programme, and where
there was a focal point able to organize the country visit. In view of time and logistical
constraints, only a small number of countries could be visited.

u The Review Team believed that it was reasonable to conclude that the CDD Programme had
contribuzted to reductions in mortality rates observed in many countries. It urged the
Programmes to continue their efforts to measure impact on mortality and, as appropriate,
morbidity.

a2 It was felt that the role of the MIP could be clarified by the MIP participants themselves but
that this need not imply a more formal mechanism than the current one.

- Although there was wide agreement that more should be done by the Programmes in the area
of disease prevention, it was recognized that the previous External Review of the CDD
Programme had made a similar recommendation but this had not been followed with an
increase in resources. The Programmes could not be expected to broaden their scope without
increased funding as had been recommended by the External Review Team.

u It was concluded that time did not permit an adequate discussion of all of the Review's
findings nor of the Programmes” proposed response to them. It was agreed that a follow-up
meeting would be held with parties interested to attend on 30 August 1994. The Secretariat
was to provide participants at the meeting with a response to the Review’s findings and
recommendations by 15 August.




RECOMMENDATIONS

(a) Donor funding to CDR should be increased.
(b) WHO should increase core funding to CDR.

WHO should clarify its organizational structures and responsibilities for programmes
related to child health,

WHO should provide a clear mandate for the Sick Child Initiative (SCT).

5CI should be pursued, following careful field-testing, without undermining the
effectiveness of the ongoing CDD/ARI activities.

{(a) WHO should push for the incorporation of diagnostic and treatment gmdehnes into
medical and other teaching institutions.

(b) The science behind interventions should be published and promoted in international
fora.

CDR should expand the base of collaboration with academic institutions in all
programme areas.

CDR should strengthen and extend collaboration with UNICEF and other agencies.

CDR should increase its focus on behavioural and focused ethnographic studies to
resolve generic communication problems between health workers and mothers.

Evaluation of programmes should move towards the use of disease outcome indicators
and surveillance systems.

Prevention-related research should be increased.

Countries’ plans should be integrated to ensure sustainable programmumes within the
context of their national primary health care strategy.

A single multi-disciplinary TAG for CDR should be formed to provide the technical
direction and assistance to CDD, ARI and 5CI.

CDR should review its research strategy to ensure incorporation of ideas from a wider
network of scientists.

Donors should be encouraged to provide multi-year support to CDR.

(a) The Division should strengthen surveillance and monitoring of pathogens and their
resistance to antimicrobials globally.
(1) Research on alternative treatments should be pursued.

Proposal development workshops and multi-centre trials should be encouraged.

CDR should increase the involvement of WHO regional officers in the identification of
research scientists, institutions and activities.

WHO country representatives should work with national scientists to identify regearch
and capacity strengthening activities.

Dr Tulloch was requested by the Chairperson to comment on the External Review findings and the
discussion. He thanked the External Review Group for its efforts and for the predominantly positive
assessment of the Programmes. The Review had been a truly independent one, with the Secretariat
collaborating as fully as possible on request. It was for the MIP to decide what follow-up was needed.
The Secretariat welcomed the opportunity to review and respond to the Review’s findings before a
follow-up meeting.
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He confirmed that most of the data pregented in the External Review Group’s report was derived from
the Programmes and pointed out that it was unrealistic to expect that a small external group could
in a limited period validate information generated by the Programmes throughout the year, using a
number of different evaluation instriuments. The Programmumes critically analysed the data received and
did not selectively present the positive findings as was evident from the low reported rates for some
of the key indicators.

Concerning the need for further definition of the role of the MIP, Dr Tulloch pointed out that this was
not a body comprised of formal members but simply a mechanism of sharing, annually, the
Programmmes’ progress, plans and financial status. The Secretariat had over the years been responsive
to the Meeting’s comments on the Programmes’ directions and priorities and it seemed unlikely that
this would be improved by formalizing the Meeting’s structure or mandate.

CDR’s role in coordinating the integrated management of the sick child was placing a burden on the
Division’s resources. It was not realistic to think that the Division could maintain a comprehensive
research and implementation agenda in all aspects of disease prevention, particularly as other WHO
programmes were charged with many aspects of such prevention.

Dr Tulloch concluded his remarks by recalling that some of the Extermal Review Group's
reconumendations were directed not to the Programunes themselves but to others, including donor
agencies. The Programmes would do their best to respond appropriately to the recommendations and
it wag hoped others would do likewise.

6 PROGRAMME FOR THE CONTROL OF ACUTE RESPIRATORY INFECTIONS
6.1 Summary overview — progress and plans

Dr J. Tulloch, Director, CDR, reviewed the progress of the ARI Programme, referring to the Sixth
Programume Report 1992-1993° and opening his presentation with a report on research activities.

Thirty-five new research projects were funded in 1992-1993 and support for 20 others continued. These
projects were in 22 countries and evenly distributed between case management, behavioural , health
systems and disease prevention research.

An mnportant achievement was the completion of the multicentre study, started in 1990, on clinical
signs and etiological agents of pneumonia, sepsis and meningitis in young infants. Over 8400 infants
were triaged and 2400 received full clinical, laboratory and X-ray investigation, providing the richest
data set yet available on this topic. Results of preliminary analysis showed a significantly higher case
fatality rate assodated with hypoxaemia and showed the important role of Streptococcus pneumoniae,
Group A streptococd and Strepfococcus areus as causative organisms. Further detailed analysis is
ongoing.

Other studies reaching completion dealt with: comparison of cotrimoxazole and amoxycillin in the
treatinent of pneumonia, the pharmacokinetics of cotrimoxazole and chloramphenicol, alternative
antibiotic regimes, optimal methods for delivery of oxygen, risk factors for relapse following
pneumonia treatment and the diagnosis of pnewnonia in malnourished children.

In field-testing its manual on surveillance of antimicrobial resistance in three countries, the Programme
had identified many practical problems which were now being addressed, including the need to
sinplify, where possible, Jaboratory procedures.

Research in relation to behaviour and communication had centred on validation of the use of the
focused ethnographic study protocol developed by the Programme and on how to complement its
ﬁndings in an individunal country through use of a simpler adaptation protocol for other geographic
areas. ‘ ‘

 Document WHO/ARI/94.33.
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The review of potential preventive interventions was completed in 1993. A pneurnococcal conjugate
vaccine and reduction of indoor air pollution were found to be the interventions offering the most
potential benefit in reducing acute lower respiratory tract infection, by 18% and 13-20%, respectively,
These findings compared with a mortality reduction by case management, as estimated in a meta-
analysis of 9 studies, of 50%. reparations for trials of a pneumococcal vaccine and of interventions
to reduce indoor air pollution are being supported by the Programme. A Haemophilus influenzae
vaccine trial was alse started and plans developed for trials of vitamin A supplementation given with
the routine immunizations of early infancy.

In the area of appropriate technology, information sheets on the respiration rate timers, oxygen
concentrators and foot pump/nebulizer sets tested by the Programme were included in the widely
distributed Product Information Sheets of the WHO/UNICEF Technical Series. Three new technical
guidelines were issued on oxygen therapy, the use of bronchodilators and the management of fever
in children with an ARL

In programme implementation emphasis continued to be given to training, particularly using the
short-course on case managernent of ARL This course adds to those on programme management,
supervisory skills and case management by community health workers. A strategy to accelerate
training was developed in 1993. Among the many training-related activities conducted in 1993, two
workshops were held to train consultants to support training activities in the African Region, and
thirteen countries in Latin America introduced ARI training materials inte medical school teaching.
ARI communication activities involved use of the focused ethnographic study in 5 countries in 1993
bringing the total to 19. Associated intercountry workshops were held in Africa and Latin America.

For the first ime the Programme was able to present data from a number of household surveys of
careseeking and treatment related to ARI These were conducted in é countries and although this was
inadequate to determine global status, they provided important information to guide national
programmes. Use of antibiotics for children not needing thern was reported in 15-55% of cases but use
of harmful drugs was quite low. Results from 6 health facility surveys of treatment practices showed
encouraging rates of practice of respiratory rate counting and observing for chest indrawing, but
turther imnprovement wag needed in all surveyed countries; between 16 and 69% of pneumornia cases
observed in the surveys were adequately treated. A health facility survey conducted in Pakistan
showed very marked differences in practice between untrained heaith workers and those trained using
the WHO training approach.

At the end of 1993, 77 countries had operational programmes including 57 of the target countries, i.e.
those with an infant mortality rate of 40 per thousand or greater. A further 14 countries had plans of
operations. During 1992-1993 the Programme intensified its collaboration with non-governmental
organizations (NGOs), holding meetings with a number of those working in Africa and briefings with
large North American and European NGOs.

The Programme had continued to benefit from the support of Associated Professional Officers,
currently placed in 9 countries. Collaboration with UNICEF, the World Bank, 2 number of bilateral
agencies and numerous research institutions was once again critical to the Programmme’s global
progress.

6.2 Report of the ninth meeting of the Technical Advisory Group

Professor A. Muller, Chairperson of the Technical Advisory Group of the ARI Programme reported
on its ninth meeting, held on 18-20 April 1994 at WHO Headquarters in Geneva. Drawing on the
report of that meeting’, he highlighted some of the TAG's conclusions, including the following:

= The TAG was satisfied with the general progress of the Programume and appreciated efforts
to increase cooperation with countries in the African Region. It fully supported the initiative
to develop anintegrated approach to the managermnent of childhoed illness but encouraged the

* Document WHQ/ ARI/94.35.
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Programune to ensure that this facilitate rather than impede efforts to control ARI mortality
and morbidity.

The TAG urged the Programme to develop approaches to the private sector, including the
development of training courses and medical education materials and work with professional
associations. The Group commended the high quality of training materials but emphasized
the need for monitoring and supervision, using locally appropriate methods.

While welcoming the completion and use of the focused ethnographic study protocol, the TAG
emphasized the need for guidelines on programme uge of the data derived from the studies.
The Programme’s technical review series and the continued high quality of ARI News were
appreciated.

Continuous supply of drugs being a prerequisite to successful programme implementation,
the TAG had reiterated the need to work closely with the Action Programme on Essential
Drugs. It added its voice to the growing concern about bacterial drug resistance and urged
the Programme to continue its efforts to establish effective monitoring approaches.

The TAG supported the research directions taken by the Programune, the reorganization of
research and development activities into three working groups and the coordinating role in
research in relation to the integrated management of the sick child.

The TAG specifically endorsed the research agendas in relation to case management research,
behavioural research and suggested areas requiring particular attention. With respect to
prevention of AR], the TAG felt that the outcome of the preventive interventions review
supported a continued emphasis onimproving case management and use of existing vaccines.
It welcomed the initiation of the H. influenzae type b vaccine trial and encouraged the
Programme’s continued involvement in developing trials of 5. preumoniae conjugate vaccines
and associated studies. It further supported the plarmed intervention study of the impact of
controlling indoor air pollution and the Programme’s safety and efficacy of vitamin A
delivered with immunization in infancy.

The TAG noted with satisfaction the increased funding provided to the African Region and

approved the revised 1994-1995 budget while noting that it remained modest relative to the
extent of the ARI problem.

Finally, the TAG commented extensively on the first draft of the report of the External Review
of the CDD and ARI Programmes.

LR 2

In the ensuing discussion on the above two items, several participants requested additional
information or clarification on certain matters, The Secretariat provided the following information:

The levels of health workers authorized to use antibiotics to treat pneumonia vary from
country to country, with a number of countries still resisting their use by community health
workers. Decisions of this type are part of the discussions with countries to define a national
policy on ARI case management.

A review paper on cough and cold medicines is still in preparation. Clear guidance on the use
of all such medicines iz not as straightforward as, for example, that on antidiarrhoeals since

some, although not having an effect on the course of illness, are soothing and apparently
harmless.

The development of materials to improve the teaching in medical schools on ARI will be
undertaken following completion of materials on inpatient management of severe pneumonia
and other associated conditions. Materials have not yet been developed for pharmacy training
schools but the CDD Programme approach to existing pharmacists is being extended to cover
treatment of ARl Dealing with doctors-in-training and pharmacists is part of the important




issue of addressing treatment practices in the private sector. It is not clear what other
affordable but effective measures can be taken with this group of frequently consulted health
care providers.

Training activities have not yet been suffidently focused on the highest priority areas. The
reason for fewer programme management training courses in the African Region is that this
type of training has not yet extended to the provincial level there as it has in the other regions.

I 1988, 88 countries were defined as priority countries because their infant mortality rate was
greater than 40 per thousand. The Programmne is focusing, however, on a smaller number of
countries selected because of the magnitude of ARI mortality and the likelihood of mounting
successful control efforts. This is difficult as these two factors do not always coincide.

As requested in earlier meetings and by the TAG, a special effort has been made to increase
programme activity in the African Region. There is now a regional adviser, two subregional
medical officers and medical officers or associate professional officers in ten countries.
Subregional and country staff also work on CDD.

The programme involvement in emergency situations is limited, except indirectly through the
training of NGOs.

The household survey method being developed in conjunction with the CDD Programme is
based on more than 10 years of experience and refinement of methodology. While recognizing
that it is difficult to obtain reliable information from households, the Programunes are
confident that the instrument is as good as is possible in this regard.

Resistance of pneumonia-causing bacteria to recommended antibiotics is an increasing problem
and constant threat. The Programme has field-tested a manual on the monitoring of antibiotic
resistance and uncovered the need for simpler methods for translating samples and isolating
orgarusms. These are being explored but cost is a lizniting factor with some of the newer
methods. Systematic surveillance could prove to be very expensive and the Programme is
seeking to collaborate with others developing similar systems.

The Programme’s docwnents are mostly targeted to developing countries because this is
where bacterial pneumonia is most prevalent and where the WHO treatment approach is most
likely to have an impact. The Programme would welcome collaboration with bilaterally
funded health projects to translate materials into local languages. More local input into ARI
News would also be welcome.

Dr Henderson responded to several questions concerning vaccines. He pointed out that use
of the newer acellular pertussis vaccine would double the costs of DPT without necessarily
inereasing efficacy or overall safety. He also endorsed CDR’s decision to support trials of
vitamin A supplementation given along with vaccination in the first months of life and
mentoned that maternal supplementation may ultimately prove to be a better route.

Dr Muller explained that the TAG viewed research capacity strengthening ag an important
by-product of support to high quality research on priority topics. Given the Programme’s
limited research budget, it could not be given primary importance. He also explained that the
report of the last meeting of the TAG did not lay out priorities as it was felt that the
Programme wag on the right track in this regard. He reaffirmed the TAG view that research
should focus on topics of most relevance to programme implementation. While research on
preventive interventions is important, for example indoor air pollution, it is also expensive
and must be done in collaboration with other partners.

Dr Muller commented that the Programme’s case management guidelines should lead to more
focused antibiotic use and thus slow down rather than accelerate the emergence of resistant
organisms.
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R Finally, the TAG felt that the progress of the ARI Programme was partly attributable to its
focus and that this should be borne in mind when activities are integrated, as in the
management of the sick child.

6.3 Financial report for the 1992-1993 biennium

Mr RC. Hogan, Programme Management Officer, mtmduced thm item and drew attention to the
following points:

There had been encouraging growth in the level of contributions to the Programme during 1992-1993
as compared with previous periods, showing an increase of US$ 5.9 million or 73% over 1990-1991.
The number of contributors had also increased from 13 to 17,

During the biennium, 85% of the Programme’s estimated obligations were actually obligated,
representing a 40% increase over 1990-1991; while sufficient funds to support the entire budget were
eventually received, a large portion of them were received late in the biennium.

At the global and interregionat levels, actiral obligations under "health services” were very similar to
estimates and showed an increase of 25% over 1990-1991. Although obligations at the regional and
country levels increased 37% compared with the previous biennium, they were still 22% lower than
.planned, owing to the somewhat slow pace of implementation at country level.

Obligations under "research”, including contracts, doubled in two years but were still slightly more
than 20% less than plarmed due to the slow development of some studies.

Obligations were slightly higher than anticipated for "programune management and support” because
actual costs of staff salaries were greater than average costs used in budgeting.

A carryover of 1US$ 3.9 million was available to the Programme to begin the 1994-1995 bienniwm, thus
allowing uninterrupted continuity of activities. However, a 20% carryover is considered sufficient and
a gmaller percentage is expected by the end of the current biennium.

64 Financial status and revised budget for 1994-1995
:Mr Hogan presented the financial status and revised budget for 1994-1995.

The proposed 1994-1995 budget had been approved during the 1993 meetings of the TAG,
Management Review Committee (MRC) and MIP, and the budgetary expectations presented then are
still considered by the Programme to be realistic. Therefore the revised budget total remained
esgentially the same as the original estimate.

Revisions included increases in the amounts for salaries at global, regional and country levels. The size
of the present ARI staff remained smaller than any other priority programme in WHO. Thus salary
increases represented a small increase in ARI staff as well ag a more equitable sharing of the costs of
CDR staff who contribute to ARIL

In the regions, increases in operations also reflected the equal sharing of costs between CDD and ARI
of all eight country posts. Although obligations for planning, training and evaluation are 50% greater
ag compared with 1992-1993, these are 15% less than the original budget of these categories.

Once ebligation patierns and financial possibilities are clearer, a final budget revision for 1994—1995
will be made at the end of 1994. So far the Prograrmume has been on schedule, having obligated one
quarter of its budget during the first quarter of the biennium.

Thirteen of the 17 contributors for 1992-1993 have also made funds available for the current biennium,
and one new contributor has added its financial support to the Progranune. Projections show that the
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Programme should make up the current shortfall of US$ 3.9 million, but could not agsure an adequate
carryover, in which case there would be a reduction in the revised budget at the end of 1994. Based
on past experience with the CDD Programme it is estimated that the ARI Programme would probably
not be able to obligate funds much beyond the level of contributions received during the last
biermium.

Due to uncertainties of the funding situation, it was decided that no presentation of a 1996-1997
preliminary budget would be made at this time. A budget at the same level as that for 1994-1995
would therefore be assumed unless further budgetary information became available,

¥ ¥

In the ensuing discussion of the above two items it was agreed that, for future meetings, revised
budgets would be provided to participants in advance, at the same time as other documents. Past
practice had been to present budget information, other than that documented in the Programme
Report, at the time of the meeting.

The Meeting accepted the revised budget for 1994-1995, and was pleased to note that pledges made
to date should permit the Programme to overcome its current shortfall in funding,.

7. Integrated management of childhood illness

Dr 5. Gove, Chairperson of the CDR Working Group on case management outside the home and
national programme management, presented a summary of progress up to the time of the meeting on
the development of an integrated approach to the management of childhood illness.

This initiative, also known as integrated management of the sick child, was started by WHOQO in
collaboration with UNICEF in 1992. Ten programmes within WHO collaborate under CDR's
coordination.

Dr Gove explained that the initiative is focused on the five main killers of children after the immediate
postnatal period: acute respiratory infections, diarrhoeal diseases, measles, malaria and malnutrition.
Together, these conditions accounted for 7 out of 10 of the estimated 12.3 million deaths in children
lesz than five years old that occurred in 1993,

The fact that these are the main causes of death would not on its own justify an integrated approach
to their control. More important, in this regard, is that they often occur together and that their clinical
features often overlap. A child with cough and fast breathing, for example, may have pneumonia,
malaria or anaemia. A child who is abnormally sleepy or difficult to wake may have cerebral malaria,
meningitis, severe dehydration or severe hypoxic pneumonia. Measies may be complicated by
diarrhoea, pneumonia or an ear infections, and malnutrition can accompany and confuse the diagnosis
of most severe illnesses. For these reasons, an integrated approach to the sick child is essential.

Dr Gove listed the coliaborating partners in the project, both within WHO and outside, and mentioned
a series of six consultations that were held to discuss different aspects of the research and
development activities. The most important developmental activity wag the training course for first
level health facility workers. Case management guidelines that form the bagis of this course were
defined, using an approach similar to that for diarrhoea and acute respiratory infections. They were
summarized on four charts. Training modules and other teaching materials are being developed
around the technical guidelines. A guide for adapting the guidelines and the materials to local
conditions i also being prepared. This will cover, for example, feeding advice appropriate to the
setting and choice of antimicrobials, taking into account local sensitivity patterns.
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In addition to the training course for first level health facility workers, four other sets of materials are
under development. Thege are:

— training materials on inpatient case management,
- an inservice training course on drug management,
— guidelines for monitoring and improving health worker performance, and

— a guide to the development of interventions to change family behaviour in relatmn to
childhood illness.

Preliminary evaluation of the assessment and classification part of the materials was carried out in the
Gambia and Kenya. The vast majority of presenting symptoms were covered by the charts and the
disease detection process functioned acceptably, except for malaria and anaemia. The guidelines were
refined on the basis of research findings and a pretest of the {raining course was in preparation.
Further research priorities were defined.

It is expected that the first level health facility training course will be available for use in mid-1995.

* ® W

In the ensuing discussion, the following points and clarifications were made;

= At the current time there is no WHO organizational or budgetary entity formally associated
with the integrated management of the sick child. Funding support could be provided to CDR
or, for some research activities, to the Special Programme for Research and Training in
Tropical Diseases (TDR), or to other involved WHO programmes. CDR has to date borne most
of the developmental costs and would expect to bear most of the expense of implementation.
No regular budget funds had yet been allocated to this initiative.

m  The sick child initiative did include certain preventive measures in the context of case
management and follow-up. Some aspects of prevention for the same diseases were also
already covered by other WHO programmes. It may, however, be appropriate to develop a
complementary set of intérventions focusing on prevention of these diseases, perhaps through
community and household interventions. This was beyond the scope of CDR's current
resources. As has often been mentioned, the relative success of the CDD and AR] Programmes
is partly attributable to their focus. The sick child initiative should not become so diffuse as
to lose its primary focus on improving case management.

. It is important to maintain support to CDD and ARI activities while making the transition to
the integrated approach. It was not possible to foresee how the sick child activities would be
coordinated and would evolve in all countries. CDR would work with couniries and
collaborating partners to adapt the generic materials and define the best ways to use them in
each country’s context. The scientific base of the iniliative will be constantly improved through
ongoing focused research.

u Incorporation of integrated management of the sick child into bilaterally funded health
projecis would be most welcome. CDR would be interested in all pmposals for providing
technical input into such projects.

= it is recopnized that in a number of countries integrated child health care is already being
promoted and that, at the level of the health worker, care is necessarily integrated. The new
approach will, however, systematize the process of health worker/sick child interaction and
allow greater efficiency in support to service delivery, including training, momtcmng and
evaluation.
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8, FROGRAMME FOR THE CONTROL OF DIARRHOEAL DISEASES
8.1 Summary overview — progress and plans

Dr J. Tulloch, Director, CDR, reviewed the progress of the CDD Programme, referring to the Ninth
Programme Report 1992-1993° and opening his presentation with a report on research activities.

During 1992, 18 new projects were funded and in 1993 a further 16. Of these 34 studies, 12 concerned
infant feeding and 12 aspects of case management delivery and rational drug use. Decisions to fund
these studies and their design were based on the opinions of 85 external advisers representing 14 areas
of expertige. In addition, expert advice was sought through two consultations: one convened jointly
with Community Water Supply and Sanitation (CWS) on hygiene behaviour in the community, and
the other with Nutrition (NUT) on improved complementary feeding.

One of the most extensive research activities of the Programme has been the search, over more than
10 years, for improved oral rehydration salts (ORS). Rice-based ORS has shown the most promise of
significant benefit. A meta-analysis of nine studies of rice-based ORS, however, showed it to have no
advantage over standard glicose ORS with early feeding in children with non-cholera diarrhoea. Rice-
based ORS appears to have some advantage in cholera cases and its use for such cases should be
encouraged where converient.

As the studies of improved ORS have consistently indicated the importance of the total osmolarity of
the solution, a four-country study of a low osmolarity ORS was initiated and yielded very encouraging
results. A similar study in adult cholera cases is under way. In June 1993 a six-centre study of an
algorithm for the treatment of persistent diarrhoea was completed. Despite the severe nature of the
485 cases treated in the studies, the algorithm’s success rate was 83%.

A series of four studies is examining the determinant sources and costs of drug use and testing
interventions to change inappropriate practices. In addition, successful deregistration of antidiarrhoeals
in Pakistan is being evaluated. In other studies, pivmecillinam was shown to be an effective treatment
for shigellosis and cotrimoxazole was found not to be of benefit in persistent diarrhoea. Determinants
of continued use of ORS are under study as is the risk that increased fluid intake during diarrhoea
digplaces food intake.

A meta-analysis of 29 studies of the effects of milk feeds during diarrhoea concluded that there was
no evidence to support the recommendation to dilute such feeds. Research on breastfeeding has also
been given considerable attention. In Brazil a study showed that lactation management training
improved health worker compliance with practices supportive of breastfeeding leading to an increase
in its duration among the population served. Forty-three per cent of mothers attending lactation
support clinics were still breastfeeding their child at four months of age compared with 18% of those
who did not attend the clinics. Similar results were found in a study in Pakistan.

A study in Jamaica demongtrated that energy density of complementary feeds is more important than
feeding frequency in ensuring total energy intake. It was shown that energy-rich porridge thinned
with amylase reduced feeding time but did not increase energy intake compared with a thick porridge.
Both were clearly superior to a thin less energy-rich porridge.

Two studies of vitamin A supplementation showed an impact on diarrhoea prevalence and severity.
Four-monthly supplementation in home visits in a study in Brazil produced a 23% decrease in severe
diarrhoea; the effect diminished steadily to disappear after four months.

Although vaccine development has become primarily the responsibility of the WHO Global
Programme on Vaccines and Immunization, the CDD Programme continued to conduct field trials of
candidate vaccines. In Venezuela a rhesus rotavirus tetravalent vaccine continues to be tested. Trials
of two oral cholera vaccines are being supported by the Programmme in Peru and Indonesia. The search

for a cholera vaccine was made more complex by the emergence of a new cholera-causing organism,
Vibrio cholerae 0139,

5 Document WHO/ARI/94.46,
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In support to national programme implementation, replanning followed programme reviews in 12
countries. Five countries in Central Asia developed plans for the first time and five regional review
and plarning meetings were held. Collaboration with NGOs increased, one example being
collaboration with the International Federation of Red Cross and Red Crescent Societies in the former
Soviet Union. This necessitated the translation of many programme documents into Russian.

In 1992-1993 the range of training materials available from the Programme was expanded with the
addition of two sets of materials for improving teaching in medical schools and other professional
training schools. A distance learning course on clinical skills and a guide for improving treatment
practices of pharmacists and drug sellers were also completed. Training modules on advising mothers
were also made available, as was a complete set of materials on breastfeeding counselling. All of these
materials are to be incorporated into training plans.

In 1992-1993 over 1000 diarrhoea case management training courses were reported to WHO compared
with 280 in' the previous biennium. These include 72 national and eight intercountry training of
trainers courses. Thirty-nine programme management courses were also held in the most recent
‘biennium. By the end of 1993, 84 medical schools had been covered by the effort to improve teaching
on diarrhoea to medical students.

Support to countries in the production of ORS continued, including increased collaboration with the
private sector and guidance on how to keep production costs and sales prices low. Total developing
country ORS production remained relatively stable. However, there are large regional differences in
the degree of self suffidency of countries. UNICEF continues to provide 75% of the ORS used on the
African continent compared with around 1% in South-East Asia.

In the area of communication the guide on advising mothers is now being incorporated in clirgcal
training in most countries. The method has been applied in eight countries and a group of consultants
trained. A guide on the effective use of radio was developed and field-tested. In most countries
communication activities are conducted in collaboration with UNICEF.

The CDD Programme continued to coordinate the activities of the Global Task Force on Cholera
Control. Although the highest number of countries ever reported cholera, in total 78, the number of
cases and deaths were less than in 1993. Major epidemics of dysentery in Southern Africa produced
additional challenges and the Task Force broadened its scope to cover all epidernic diarrhoeal diseases.

n 1992-1993 a large number of countries applied the Programme’s evaluation tools; 24 household
-aurveys were conducted, as were 13 health facility surveys and 12 focused programme reviews. In the
latter the problem areas most commonly identified in the first phase of the activity, to be analysed
further in the second, were: training, supervision, communication and programme management.

Seventy-six household surveys in 36 countries from 1990 to 1993 showed that 57% of diarrhoea
episodes in children less than five years were treated with ORS or a recommended home fluid. While

in 32% of cases fluid intake was increased and in 69% feeding continued, only in 21% were both of

these aspects of home case management applied. 5ix more recent surveys using a revised method
showed somewhat more optimistic results with one-third of cases receiving increased fluids and
continued feeding.

Health facility surveys conducted in 23 countries had shown very variable results but with
unacceptably low median valiues. Part of the reason for thege ig the very stringent criteria applied by
the survey in assessing health workers’ performance.

Although access to ORS continued to increase, 25% of the developing world's children still do not
have access to this inexpensive life-saving remedy. With regard to the Programmes’ training coverage
targets, good progress continued to be made and the 40% levels set for 1995 for training in case
management and supervisory skills may be achievable. Some of the other targets appeared less
attainable.

A programme impact evaluation conducted in the north-eastern states of Brazil had produced

persuasive evidence of a significant impact on mortality. A sumlar study is underway in the
Philippines.
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Dr Tulloch completed his presentation by pointing out that the Programme’s continued progress was
dependent on the joint efforts of a wide range of collaborative partners. In working with ministries
of health, the Programme counted on the support of UNICEF and other international and bilateral
agencies. In the research and development activities, numerous individuals and institutions in both
developed and developing countries continued to collaborate actively with the Programme.

8.2 Report of the 15th Meeting of the Technical Advisory Group

Professor 5. Lie, Chairperson of the TAG, reported on its fifteenth meeting® held on 20-23 April 1994
at WHO Headquarters in Geneva.

The TAG commented particularly on the high quality of the 1992-1993 Programme Report and
endorged the directions of the Programme outlined therein. It felt that the Programme had evolved
in response to experience and research, and its current content and organizational structure were
appropriate. ‘

Professor Lie chose to highlight the following aspects of the TAG’s conclusions:

» The TAG endorsed the concept of the integrated management of childhood illness and
commended the Division on the coordinating role it wag playing in the initiative. The TAG
reviewed in some detail the progress to date and was satisfied that guidelines were being
soundly built on available research findings.

u The impact assessment of the CD'D Programme in north-eastern Brazil was welcomed by the
TAG and the Programme was wrged to conduct similar studies in other countries.

u Another activity particularly welcomed by the TAG was the development of methods for
monitoring health worker performance. However, it expressed concern that the feasibility of
such methods be adequately assessed before being widely promoted.

L Finally, Professor Lie reported that the Group appreciated the review of findings of focused
programme reviews. The Chairperson of the TAG had himself participated in such a review
and found the process to be well designed and useful.

= After reviewing the Programme’s financial matters, the TAG expressed considerable concern
that funding had decreased from 1990 to 1993. It noted and supported the action taken by the
Programme in 1993 faced with diminished resources. It approved the 1994-1995 budget and
expressed the view that the Programme offered an exceptional opportunity to donors to
contribute to reducing childhood morbidity and mortality.

* a4

In the ensuing discussion on the above two items, several participants requested additional
information or clarification on certain matters. The Secretariat provided the following information:

= Although case management of diarrhoea has changed considerably over the lifetime of the
CDD Programme, this was not felt to be a reason to focus now on preventive strategies.
Moving now into other areas would likely result in the loss of gains made to date.

m The Programme’s research, development and implementation activities on the prevention of
diarrhoea are now focused very largely on improving infant and young child nutrition, in
particular on the promotion, protection and support of breastfeeding. Other progranmumes
within WHO are responsible for other aspects of prevention such as water and sanitation and
food safety. In the area of vaccines, the Programme’s activities are limited to completing
ongoing trials in relation fo rotavirug and cholera vaccines.

¢ Document WHO/CDD/94.47.
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] As observed by some of the meeting participants, the Programme agreed that its current
targets would not all be met with current levels of activity. Even in countries where progress
had been encouraging, continued support was needed to maintain interest and ensure
continued activity.

s The levels of different key indicators varied greatly, being as low as 11% for maternal
knowledge of the three rules of home care for diarrhoea. The Programme believes that the
currently used evaluation tools provide reliable estimates. However, the criteria applied for
satisfactory performance, particularly for health facdility workers, are very stringent. Results
of surveys were used not only to measure levels of programme achievement but to redirect
programme activities such as training. ' - :

= In the area of vitamin A.deficiency, supplementation in infants and children older than six
months can significantly reduce diarrhoea severity and mortality. The Programme is
conducting a multicentre study of vitamin A supplementation linked to immunization in the
first months of life. :

= The problem of resistance of shigella organisms to commonly available antibiotics posed
significant problems for making treatment recommendations. Although concern about the
safety of quinolones in children had previously prevented their evaluation, it had recently
been decided to study ciprofloxacine for this purpose, bearing in mind that a short course {i.e.,
low total dose) treatment may be effective and that nalidixic acid is already widely used with
few reported side effects.

8.3 Financial report for the 1992-1993 biennium

Mr R.C. Hogan, Programme Management Officer, introduced this item and drew attention to the
following points:

The CDD Programme’s funding trend had changed in 1992-1993. From past levels of either increased
or at least sustained support, funding had decreased by US$ 1.7 million, or 8.5%. Although the
Programme gained two new contributions, others declined thus counteracting any advantage.
Consequently, in addition to the 124% reduction discussed at last year's MIP, actual obligations for
1992-1993 were cut a further US$ 0.5 million, or 2.5%. Cost reductions characterized the Programme
throughout 1993, often in the area of planned activities. The total amount obligated was
US$ 21.7 million or 4% more than in 1990-1991.

All posts in the "services” component (nine professional and six support) at both the global and
interregional levels were filled during the biennium, thus explaining the significant increase in salary
obligations over the 1990-1991 biennium, which had been characterized by frequent staffing gaps.
There had also been an increase in cholera control expenditure, funds being provided by the Director-
General’s Development Fund.

Although most countries now have national plans of operation, less than anticipated was obligated
for planning; modification of plans has not yet become a major activity. The largest single budget
category for "services" is support for operational activities, including WHO regional and country staff.
Training activiies absorbed significantly less funds than anticipated and, although coverage had
increased, it was not as rapid and far-reaching as the Programme had hoped.

Two-thirds of the "services” obligations continued to be made at the regional and country levels, as
were nearly one-half of the CDD Programune’s total obligations.

Two posts — one professional and one support staff — have been eliminated in the "research”
component. Overall, less- than anticipated was spent on the four research areas, -but a greater
proportion of the budget was spent, as planned, on implementation research. The increase in the area
of immunology, microbiology and vaccine development reflects a one-time purchase of vaccine for a
trial, for which special funds were contributed.
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Programme management and support costs reflect an increase in permanent and short-term staff.

In spite of efforts to economize during 1993, planned and ongoing activities could not easily be
stopped. This necessitated the use of part of the bienniel carryover to make up the difference between
contributions and obligations. The carryover was already less than half the amount the Programme
hag usually had available in the past. Thus in the new biennium, the Programme has been closely
monitoring global expeditures as well as allocating less than usual to the regional offices during the
first half of the year.

8.4 Financial status and revised budget for 1994-1995
Mr Hogan presented the financial status and revised budget for 1994-1995,

In 1993, the TAG, MRC and MIP endorsed the 1994-1995 budget at a level of US$ 26.8 million.
However, due to inadequate sources of funding this amount had to be revised to a level of US$ 17.8
million — a 33% reduction of the original budget. The Programme did not expect to obtain resources
to increase this level. ‘

Decreases across the budget are proportionately greater for programme implementation than for
research, with the assumption that other agencdies may support country level activities, whereas such
agencies may be less likely to support high quality research and development work outside WHO.
Decreases also reflect the loss for the Programme of four professional and two support staff post at
headquarters. Reductions at regional and country levels have also been necessary. It is hoped that the
eight country level posts will be retained — all to be joint ARI/CDD posts. Major cuts have been made
in training activities and there is little evidence that other funding sources will compensate for this
drop in WHO support.

5o far, the Prograrnune’s obligations were on schedule — approximately one-fourth of the way through

the biennium, 25% of the budget had been obligated. A final budget revision for the biennium will
be made at the end of 1994, taking into account obligation patterns and actual contributions.

In addition to special funds for activities on cholera and in the "Newly Independent States”; the CDD
Programme had received pledges and contributions from 14 of its 20 donors currently listed. This
leaves a shortfall of US$ 5.6 million, excluding the need for a carryover for 1996-1997. Factors indicate
that the Programme may receive US$ 2 million less in extrabudgetary funding during the present
biennium as compared with 1992-1993. It is very likely then that further reductions will be required
for the final budget revision.

The Programme felt it unrealistic at this point to attempt any financial projections for 1996-1997.
Assuming funding stability at best, a formal propasal at about the same level as the next revised
budget wiil be prepared in 1995. -

Even though the CDD Programme addressed one of the major causes of mortality and morbidity in
children, had developed and demonstrated the effectiveness of technical and managerial tools which
could deal with the problem, and had been consistently recognized as managing itself in an effactive
and efficient manner, it could not obtain the support required to expand or even maintain its activities.

* W

In the ensuing discussion of the above two items, the revised budget for 1994-1995 was accepted. The
participants expressed concern at the serious financial circumstances currently facing the Programme.
Current donors were requested to try and maintain their present levels of support wherever possible.
They were also requested to pay their contributions as early as possible. The Meeting commended the
Programme’s cautious approach in planning to present a realistic budget for 1996-1997, but requested
that it also show in a contingency budget what could be implemented, given the availability of
additional resources. h
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Dr Tulloch thanked the contributors to both the ARI and CDD Programmes for their continued
support during this difficult period and for the pledges made for the current and coming biennia. He
reiterated the Programmes’ interest in working more closely with bilaterally funded health projects
in countries and requested the representatives of donor countries to facilitate this in whichever manner
possible.

9. Time and place of next meeting
Following the decision taken by the seventeenth Joint Coordinating Board of the Special Programme
for Research and Training in Tropical Diseases to accept the invitation of the Government of

Luxembourg to hold their eighteenth session int that country, it was agreed that the 15th Meeting of
Interested Parties would also take place in Luxembourg, on Thursday 6 and Friday 7 July 1995.

10. Other business

There was no other business to report.
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Annex 1

LIST OF PARTICIPANTS

COUNTRIES

ALGERIA

Monsieur le Professeur A. DIF, Directeur de la Préventmn, Ministére de la Santé pubhque et
de la Population, Alger

ALISTRALIA

Dr A. KERN, Health Advizer, Permanent Mission of Australia to the United Nations Office
at Geneva

AUSTRIA

Mr M. DESSER, First Secmtary, Permanent Mlesmn of Austna to the Umted Nations Office
and the Specialized Agencies at Geneva

BANGLADESH

Professor M. NURUN NAEI, Director-General of Health Services, Ministry of Health and
Family Welfare, Government of the People’s Republic of Bangladesh, Dhaka -

BRAZIL

Dr E.5. GARCIA, Vice-President for Regsearch and Environment, Deparhnent of Bmcheﬂushy
and Molecular Biology, Oswaldo Cruz Foundation, Rio de Janeiro

CANADA

Ms A. MOLSON, Senior Programme Manager, Multilateral Technical Cooperation Division,
Mutitilateral Programmes Branch, Canadian International Development Agency (CIDA), Hull

Dr JR LARIVIERE, Senior Medical Adviser, International Affairs = Directorate,
Intergovernmental and International Affairs Branch, Department of National Health and
Waelfare, Ottawa
CLIBA
Dr G.P. KOURI, Director-General, Institute of Tropical Medicine "Pedro Kouri”, Havana
DENMARK | |

Dr E. SCHLEIMANN, Technical Adviser (Health), Danish International Development Agency
(DANIDA), Ministry for Foreign Affairs, Copenhagen

EGYFT

Dr M.N. GALAL, Technical Manager, Schistosomiasis Research Project, Ministry of Health,
Cairo

Dr A E-N.M. AHMED, ARI Monitoring Cuordmator, National ARI Programme, Ministry of
Health, Cairo

Dr O.5. KOLTA, National CDD Programme, Ministry of Health, Cairo
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GERMANY

Dr P. WEIS, Senior Medical Officer, Health, Population and Nutrition Division, Deutsche
Gesellschaft filr Techmische Zusammenarbeit (GTZ), Eschborn

Dr W. WITTE, Head, Staphylococcal Laboratory, Robert Koch Institute of the Federal Health
Office, Berlin

ITALY

Dz E. MISSONI, Health Expert, Central Technical Unit, Directorate-General for Development
Cooperation, Ministry of Foreign Affairs, Rome :

LUXEMBOURG

Madame le Docteur D. HANSEN-KQENIG, Directeur de la Santé, Ministére de la Santé,
Luxembourg .

Monsieur P. DUHR, Représentant Permanent adjoint, Mission permanente du Luxembourg
auprés de I'Office des Nations Unies et des Organisations internationales 4 Gendve

Monsieur le Docteur R. HEMMER, Chef, Département des Maladies infectieuses, Centre
Hospitalier, Luxembourg

MALAYSIA

Dr M. JEGATHESAN, Deputy Director-General of Health, Institute for Medical Research,
Kuala Lumpur

NEPAL
Dr 5.P. KOIRALA, Rector, Koirala Institute of Health Sciences, Ghopa, Dharan .~ -
NETHERLAN Ds

Ms AM. VAN BOLHUIS, Department of Multilateral Affairs, DMP/UN, Miriistry of Foreign
Affairs, The Hague .

Ms M. STEGEMAN, Health Adviser, Ministry of Foreign Affairs, The Hague

Mr W. VAN REENEN, First Secretary, Permanent Mission of the Kingdom of the Netherlands
to the United Nations Office and International Organizations at Geneva

NIGER

Dr G. ALZOUMA, Coordonnateur, Programme national de Lutte contre les Maladies
diarrhéiques, Ministére de la Santé publique, Niamey )

Dr Y. GAMATIE, Coordonnateur, Programme national de Lutte contre les Infections
respiratoires aigués, Division de la Santé familiale, Ministére de Ia Santé publique, Niamey
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NORWAY
Dr A-K. VALLE, Head of Division, International Health, Directorate of Health, Oslo

Ms L. JAKHELLN, Executive Officer, Department of Multilateral Development Cooperation,
Royal Ministry of Foreign Affairs, Oslo

Dr B. LINDT]&RN, Senior Researcher, Centre for International Health, University of Bergen,
Bergen

PANAMA

Dr M. KOURANY, Director, Gorgas Memorial Laboratory; Chief, Division of Techrical
Sciences, Ministry of Health, Panama

PHILIPPINES

Dr RM. OLVEDA, Director, Research Institute for Tropical Medicine, Department of Health,
Alabang, Metro Manila

PORTUGAL

Dra W.C. FERREIRA, Director, Institute de Higiene ¢ Medicina Tropical, Universidade Nova
de Lisboa, Lishon

SENEGAL

Mongieur le Docteur M. LOUME, Conseiller technique en Santé publique, Charge de la
Recherche et de la Formation, Ministére de la Santé et de I’ Acion sodiale, Dakar

SLOVAKIA

Professor O. BALINT, Head, Department of Infectious and Parasitic Diseases UTH, and Head,
Department of Infectious and Tropical Diseases, Postgraduate School of Medidne, Bratislava

SOUTH AFRICA
Dr L. DU TOIT, Chief Director, Primary Health Care, Department of National Health, Pretoria
SWEDEN

Dr L. FRE]], Head, Health and Nutrition Section, Swedish Agency for Research Cooperation
with Developing Countries (SAREC), Stockholm

D L. GOTHEFORS, Associate Professor, Chairman, Department of Pediatrics, University of
Umed

SWITZERLAND
Professor N. GYR, Head, Medical Qutpatient Department, University Hospital, Basel
Monsieur le Docteur M. KERKER, Collaborateur au Service des Ressources humaines, Secteur

Santé, Direction de la Coopération au Dévéloppement et de 1’Aide humanitaire, Département
fédéral des Affaires éirangéres, Bern ' '




Page 26

THAILAND

Dr TAN CHONGSUPHAJAISIDDH]I, Dean, Faculty of Tropical Medicine, Mahidol University,
Bangkok

TURKEY

Professor R. AKDUR, Departiment of Public Health, Faculty of Medicine, University of Ankara

LNITED KINGDOM

Dr P. KEY, Deputy Head, Health and Population Division, Overseas Development
Administration, London

Mr B. THORPE, Head, International Health Section, Health and Population Division, Overseas
Development Administration, London

Mr T. SIMMONS, First Secretary, Permanent Mission of the United Kingdom of Great Britain
and Northern Ireland to the United Nations Office and other International Organizations at
Geneva

Mz 5. BOARDMAN, Third Secretary, Permanent Mission of the United Kingdom of Great
Britain and Northern Ireland to the United Nations Office and other International
Organizations at Geneva :

LINITED STATES OF AMERICA

Dr C. MILLER, Deputy Chief, Division of Applied Research, Office of Health, United States
Agency for International Development, Washington, D.C.

VENEZUELA
Professeur Q.. CASTEJON SANDOVAL, Attaché scientifique, Mission permanente du
Venezuela auprés de I'Office des Nations Uries et des autres Organisations internationales
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Annex 2
AGENDA
Opening of the meeting
Election of the Chairperson
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Matters relating to the report of the thirteenth Meeting of Interested Parties

Report of the External Review of the Programmes for the Control of Diarrhoeal Diseases and

Acute Respiratory Infections

Programme for the Control of Acute Respiratory Infections

6.1 Summary overview - Progress and plans

6.2 Report of the ninth Meeting of the Technical Advisory Group
6.3 Financial report for the 1992-1993 biennium

6.4 Financial statug and revised budget for 1994-1995

Integrated management of childhood illness — a progress report
Prograrrune for the Control of Diarrhoeal Diseases

8.1 Surmunary overview — Progress and plans

82 Report of the fifteenth Meeting of the Technical Advisory Group
B3 Financial report for the 1992-1993 biennium

84 Financial status and revised budget for 1994-1995

Time and place of next meeting
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