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'EXECUTIVE SUMMARY

An External Review Group (ERG) was commissioned by the third meeting of
Interested Parties in July 1993 to evaluate the programmes of WHO's Division for Control
of Diarrhoeal Diseases and Respiratory Infections (CDR). The following report of the ERG
is based upon an extensive review of a wide-ranging set of documen, s provided by CDR and
others, in-depth reviews of programmes in several countries, and extensive interviews with
WHO staff, donors, Regional Office Staff and other collaborators. These activities mainly
took place subsequent to the first meeting of the ERG in October 1993,

The ERG noted substantial progress of the CDD programme toward achieving many
of its 1995 goals, and believed it reasonable to attribute a large portion of the declining global
importance of diarrhoeal deaths in children to the programme. Although the ARI programme
is younger, it addresses the most important current causes of death in children under 5 years-
of-age, and was also judged highly successful by the FRG. A third programme, the
Integrated Approach to the Sick Child, is not yet an operational programme but is a promising
new initiative led and coordinated by CDR that deals with integrating the case management
of diarrhoeal illnesses, respiratory infections, and selected other diseases and strategies highly
important to child survival.

Based on the outstanding performance and successes of the programmes, the high
quality of CDR’s leadership and staff, and the conviction that current targets for CDD and
ARI can not be reached without additional resources, the ERG recommends increases in both
core budget and extra budgetary sources. Separate additional resources are advised to permit
further development of the Integrated Approach to the Sick Child." The ERG also
recommends that WHO carefully and critically review its organizational structure and modes
of operation, and make changes as deemed necessary in order to assure that WHO is suitably
poised to efficiently respond to current country trends in the delivery of a wide range of
child health services at the primary care level. The pursuit of the Integrated Approach to the
Sick Child was strongly encouraged, since it is consistent with country trends in integration
and offers potentially improved efficiency and care of those diseases responsible for the vast
majority of childhood deaths. However, the need for careful and systematic field tests of the
Initiative are endorsed, and caution is advised in its implementation in order to assure smooth
incorporation within currently effective programmes. It was also recommended that the CDR
further strengthen the links between its programmes and medical institutions, expand its
collaboration with other initiatives and agencies, and undertake further assistance to countries
in developing and implementing strategies designed to enhance in-country sustainability of
programmes. Other suggestions designed to enhance the operations of CDR’s programmes
are offered, including a recommendation for oversight of all programmes by a single, multi-
disciplinary Technical Advisory Group.



-LIST OF SELECTED ACRONYMS

ADDR o ‘Apphed Diarrheal Disease Research Project -
- AMRO Regional Office for the Americas (PAHO/WHO)

APO Associate Professional Officer
“ARI Programme for the Contro! of Acute Respiratory lnfecuons (CDR/'WHO)
.CDC Centers for Diszase Control, U.S.A.
.CDD Programme for the Control of Diarrhoeal Diseases (CDR/WHO)
-CDR - Division of Diarrhoeal and Acute Respiratory Disease Control (WHO)
- EDP Essential Drugs Programme (WHO)
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EPI Expanded Programme on Immunization (WHO)
ERG External Review Group
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ORS Oral Rehydration Salts
ORT Oral Rehydration Therapy
“PAHO Pan American Health Organization (AMRO’WHO)
‘RHF Recommended Home Fluid 4
SAREC Swedish Agency for Research Cooperation with Developing Countries
SCI. Sick Child Initiative (Integrated Management of the Slck Child)
,SEARO ~ Southeast Asian Regional Office (WHO)
- SIDA Swedish International Developmen: Authority
'SWG Scientific Working Group #
TAG Technical Advisory Group
"I,'.I_)R Special Programme for Research and Training in Troplcal Diseases (WHO)
UNDP United Nations Development Programme

UNICEF  United Nations Children’s Fund
USAID United States Agency for Intemational Development
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INTRODUCTION

‘The thirteenth Meeting of Interested Parties (MIP)', attended by donors to the World
Health Organization’s Programmes for Control of Diarrhoeal Diseases and Respiratory
Infections (WHO/CDR) as well as representatives from developing countries and their
governments, agreed that an external review of these programmes should be conducted. The
review was to encompass all activities of CDR, including the Programme for the Control of
Diarrhoeal Diseases (CDD), the Programme for the Control of Acute Respiratory Infections
(ARD), and a newer component of CDR, the "Integrated Approach to the Sick Child," referred
to as the Sick Child Initiative (SCI) in this report. The review was thought necessary to
ensure that these programmes continued to respond to the needs of developing countries .
where these diseases accounted for a large proportion of childhood mortality and morbidity.
There was also the need to ensure that the donors funds were used effectively in the fight for
child health and survival. ‘

CDD had an external review in 1988 but ARI has not been reviewed.
The MIP had requested that:

The te>n should consist of five persons, three of these should come from
~ developing countries. There should be an appropriate distribution by
‘geographic area and gender. To avoid conflict of interest, team members
should not have formal relationships with the CDR Division (je. as grant
recipients, TAG members, etc.) over the past 5 years.

The team should include members with expertise in:

-public health

-biomedical research

-social science/anthropology
-health economics

_Among the team members, there should be persons with lmbwledge and
experience in:

-programme management ) ,

-field experience, especially at the implementation level in developing
countries o

-knowledge of WHO and other relevant agencies.

UHeldnuy 12,1993
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Introduction
. Terms of Ref

' The terms of reference for the ERG established by the thirteenth Meting of Interested Parties
_are reproduced in their entirety in Appendix A, along with the ERG’s responses to each
“element. In brief the ERG was asked to :

v

(1) Review the evolution of the CDR and its inter-relationship to other programmes,
institutions, and agencies; L e L

(2) Document and assess the achievements of the CDR over-time;
3 ‘Evaluate the impact of the CDR at the country level;

' (4) _._Assess, thé research programmes and their relevance to the control of diarrhoeal
(diseasés and acute respiratory infections, as well as to assess the balance between
' xgsearch.jdevelopment. and implementation activities;

(5) Assess the management structure of the CDR; and

(6) Make recommendations as appropriate for future directions to be taken by the
CDR. '

‘Foqung the MIP discussion of the CDR extemnal review, a note of the conclusions in the
form of an addendum to the Terms of Reference was made available to the ERG by John
Moye, chairperson of the MIP.

"The Thirteenth Meeting of Interested Parties in Geneva on 1-2 July 1993 welcomed
the proposed external review of the Programmes; recommended that it be a forward looking
review with clear recommendations for future directions and particular attention given to the
organizational structure of the two programmes. The review should be carried out in an
effective manner and make minimum administrative demands on the Programme. The
proposed composition of the review team would benefit from the inclusion of social science
and health management expertise. The costs of the review should be met from ad hoc
contributions from CDR donors; Programme funds should not be used. These conclusions
of the MIP should be appended to the existing terms of reference for the review; the Working
Group Task Force, under the leadership of Dr. Caryn Miller (USA), should be responsible for
the implementation of the review; and the review report should be submitted to the 1994 ARI
and CDD TAG meeting members for their comments, before being considered by the MIP
at their 1994 meeting." ‘



Introduction
"y

The ERG's approach to the review was guided by the Terms of Reference and by input from
the Working Group Task Force, chaired by Dr. Caryn Miller (USA). The ERG was urged
to ensure that a cross section of countries were visited in order to obtain country level
perceptions of strengths, weaknesses, and constraints of the Programmes (¢specially at the
grass-roots level) and to evaluate the progress made in country programme implementation,

A draft report was to be prepared for review by the Technical Advisory Groups (TAGS) of
the CDR programmes in April 1994 and the final report issued befcre the June 1994 MIP.

The Terms of Reference required the ERG to obtain a wide cross section of views from
countries, collaborating institutions, members of the MIP, WHO staff at Geneva headquarters
(HQ), regional offices, and in developing countries. It was decided that the ERG would
undertake field interviews in pairs unless time constraints prevailed.

Site visits and interviews were supolemented with extensive reviews of programme
documentation, both historical and current (See Appendix B).

At least one country was selected for in-depth review in each WHO region except Europe.
The criteria for selection of countries were: (1) size of the country and state of development
of its CDD/ARI programmes and (2) decentralized management of the programmes. The
countries selected were the Philippines, Pakistan, Zambia, Tanzania, Guatemala, and Brazil.
Tanzania was subsequently excluded because no national programme managers were in place.

Each country visit was coordinated by a person identified by the MIP. The visits and
linkages with the each government were usually facilitated by the WHO representative in the
country. In each country, government officials involved in the CDD and ARI programmes,
researchers, representatives of nongovernment organizations (NGOs), and other collaborators
were interviewed. Site visits to communities, health centres and hospitals, along with
interviews with field staff and community members were conducted as detailed in Appendix
C.

In addition to the in-depth reviews, several ERG members undertook reviews in other
countries visited in order to conduct other responsibilities. These countries were: Nigeria,
Ghana, Guyana, Bangladesh, Cameroon, and Botswana, The findings from these visits were
incorporated, as appropriate, into relevant sections of this report (Copies of these reports are
available on request to the chairperson, ERG).

Persons interviewed during country visits are included in documents contained in Appendix
C. In addition, ERG members also interviewed a large number of other persons, listzd in
_-Appendix D, including representatives from:



Introduction

(1) Development Agencies - UNICEF, UNDP, the World Bank, the Swedish Agency
for Research Cooperation with Developing Countries (SAREC), the U.S. Agency for
Intemational Development (USAID), the Swedish Intemnational Development Authority
(SIDA), the British Overseas Development Administration (ODA), the Development
Corporation (Ministry of Foreign Affairs, Italy), aud the Norwegian Agency for
Development Cooperation (NORAD); .

(2) WHO - Headquarters and Regional Offices; and
- (3) Other Collaborators - the Centers for Disease Control, the London School of
Hygiene and Tropical Medicine, the Johns Hopkins School of Hygiene and Public
. Heslth. and the Intemational Centre for Diarrhoeal Disease Research/Bangladesh.

“In addition, ERG members also interviewed the chairpersons of the CDD and ARI TAGs.

10



_ SUMMARY OF THE EVOLUTION OF THE CDD AND ARI PROGRAMMES

A consultant to the ERG prepared a comprehensive history of the CDD and ARI programmes
for the external review. It can be found in Appendix E. Below is a summary of that history,
adapted from the consultant’s report.

ramme for Control of Diarrhoeal Di

~ A, Formally established in 1980, the Programme for Control of Diarrthoeal Diseases

~ (CDD) has as its objecuves the reduction of diarrhoea-associated mortality, morbidity,
and malnutrition in infants and young children in developing countries. Until 1991,
the CDD Programme was organized into health sezvices and research components.

. B. The health services component emphasized development, implementation, and
evaluation of national CDD programmes, in addition to training of health workers.

~ In recent years, preventive strategies and integrated approaches have characterized the
health services component. Since its earliest days, the Programme has had five
strategies for achieving its objectives in health services: (1) case management with
“emphasis on oral rehydration; (2) improved maternal and child care practices; (3)
improved water supplies, sanitation, and food hygiene; (4) epidemiological
surveillance; and (5) health education. Three additional areas were identified as
deserving high priority following a systematic review of potential interventions in
1985. These were: (1) improved nutrition (uninterrupted breastfeeding for the first
two years and proper weaning); (2) use of safe water; and (3) good personal and

domestic hygiene.

The indicators of progress, and the targets, for the CDD Programme have changed
over time. Developed in 1991 jointly with UNICEF, the current indicators and the

progress through 1992 are:

(l) population with access to ORS - 73 percent (24 percent in 1984);
(Current target is 100 percent by the year 2000.)

‘(2) cases receiving increased fluids and continued feeding - 19 percent;
(Current target is 80 percent by the year 2000.)

(3) mothers knowing three rules of home-case management - 32 percent;
(Current target is 100 percent by the year 2000.)

(4) cases correctly managed in health facilities - no data available.
(Current target is 80 percent by the year 2000.)

In addition, the ORS use rate has climbed from 12 to 38 percent between 1984 and
1992. ‘The number of countries with operating CDD programmes reached 110 in
1991, and 34 percent of health staff with supervisory responsibilities (24 percent of
all health staff) have been trained in-correct case management.

11



Summary of Evolution

‘C. 'The research component of the CDD Programme had two foci, biomedical and
operational, until the late 1980s. Biomedical research included the development of
new and better vaccines, drugs, and treatment algorithms, as well as the study of
diarrhoeal disease epidemiology. Operational research sought the best ways to apply
the available knowledge and the control strategies. Three global Scientific Working
Groups (SWGs) developed research priorities and work plans while three regional
SWGs managed the operational researck:. In 1988, the operational research activities
were moved to the health services component of the Programme. In 1990, the SWGs
were replaced by Ad hoc review panels that had several advantages over the SWGs,
including more timely proposal reviews and lower cost, and broader expertise from
which to draw for the reviews. These Ad hoc review panels also advised on priority
issues within five research areas: case management, autrition, hygiene, vaccine
evaluation, and descriptive studies.

D. In 1992, the health services and research components of the CDD Programmeee
Secretariat were replaced by four research and development working groups entitled,
(1) case management in health facilities, (2) case management in the home, A3)
prevention of diarrhoea, and (4) national programme management. The working
groups ensure that research activities address key issues of implementation
programmes. The Secretariat undertakes its responsibilities with the guidance of the
Technical Advisory Group, the Management Review Commmittee, and the Meeting of

Interested Parties.

(1) The Technical Advisory Group - consists of 16 senior national public
health administrators and scientists who help to define the objectives and
strategies of the Programme;

(2) The Management Review Committee - consists of representatives from
UNDP, UNICEF, WHO, and the World Bank, who review the management of
the Programme (the MRC now serves both the ARI and CDD Programmes);

(3) Meeting of Interested Parties - consists of representatives from six
developing country govemments and from agencies that contribute (or are
interested in contributing) financial support to the Programme. The Meeting
of Interested Parties is held annually to review progress, plans, budget
projections, and to recommend policy and pledge financial contributions (the
MIP now serves both ARI and CDD Programmes).

E. From 1978-1991 nearly $ U.S. 100 million has been contributed to support the
Programme. Contributions rose through 1989 but leveled off in 1990-1991 and
declined in 1992-1993. Contributions earmarked for research began to level off and
decline in the mid 1980s. On average, 65 percent of programme funds have been
devoted to health services and the remaining 35 percent to research, zithough in 1990-
1991 the amount attributed to health services rose to 77 percent. Funds from the
WHO regular budget represented about 16 percent of total resources from 1978-1991.
The largest country contributors of extrabudgetary funds have been, in alphabetical

12



Summary of Evolution

“order, Australia, Canada, Denmark, Finland, France, Italy, Japan, the Netherlands,
Norway, Sweden, Switzerland, the United Kingdom, and the United States. Among
international agencies/institutions, contributions from the Arab-Gulf Programme, Ciba-
Geigy, the International Development Research Centre, UNICEF, and UNDP have
been major.

F. The CDD Programme collaborates with a number of other WHO programmes,

including the Expanded Programme for Immunization (EPI), the Matemal and Child

Health Unit (MCH) of the Division of Family Health (FHE), the Primary Health Care

Programme (PHC) of the Division for Strengthening Health Services (SHS), the

Special Programme for Research and Training in Tropical Diseases (TDR), the

Essential Drugs Programme (EDP) and national, regional, and sub-regional units.

Outside collaborators in the health services arena include: UNICEF, USAID, SIDA,

the World Bank, the WHO Collaborating Centre for Environmental And

Epidemiological Aspects of Diarrhoea Diseases, and the International League of Red

Cross and Red Crescent Societies. Research collaborators include: the ICDDR/B,

USAID, and numerous pharmaceutical companies.  Sustained, far-reaching

collaborations have encompassed virtually every facet of the Programme and have

increased dramatically in recent years. '

Programme for Control of Acute Respiratory Diseases,

A. From 1978 to 1981, ARI activities were placed within the WHO Tuberculosis
Unit. In 1982, the Programme for Control of Acute Respiratory Infections (ARI) was
established within the WHO Tuberculosis and Respiratory Infections Unit. The ARI
and CDD Programmes were administered jointly by the director of the CDD
Programme starting in 1987. In 1990, the Division of Diarrhoeal and Acute
Respiratory Disease Control (CDR) was formed. The ARI Programme has as its
objectives the reduction of severity and mortality from acute respiratory infections,
especially pneumonia, and to reduce the inappropriate use of antimicrobials and other
drugs for the treatment of ARI in children. A long term objective is to reduce the
severity and complications from acute upper respiratory infections, as well as the
incidence of these infections. The ARI Programme focuses on countries where infant
mortality rates from ARI are 40 per 1000 or higher (88 countries in 1987).

B. The health services component of the ARI Programme has had three control
strategies: case management (central strategy), immunization, and health education,
- A six point action programme, developed following an International Consultation on

ARI in 1991, is as follows:

(1) Training and supervising of health workers;
(2) Ensuring continuous supplies of antibiotics;

13



Summary of Evolution-

“(3) Launching education programmes for parents - recognition of symptoms' ‘
(4) Accelerating the development of new vaccines;

(5) Improving childhood immunization rates; and

(6) Enhancing preventive measures - nutrition, clean air indoors.

Targets related to the action programme were set, including programme, training,
access, and treatment targets. The number of health workers trained in case

management has increased from 10,000 in 1990 to 100,000 in 1992. 47 of the focus
countries had developed operational programmes by the end of 1992. Access to
primary health care and referral has reached 12 percent. Adequate treatment of
childhood pneumonia at health facilities has risen to 20 percent.

C. The research component has shifted priorities since its inception. Current
priorities, first elaborated in 1989, are: (1) case management, (2) behavioral research
(on early detection and prompt treatment), (3) health systems research (including
evaluation of the case management strategy). and (4) prevention. In 1991, the ARI
TAG recommended an expansion of work in health systems research and research
related to preventive interventions.

D. The Technical Advisory Group for the ARI Programme was established in 1983.
The Meeting of Interested Parties for the Prevention and Control of Acute Respiratory
Infections in Children met for the first time in 1986. The Management Review
Committee and Meeting of Interested Parties reviewed the acnvnies of both the CDD

and ARI programmes starting in 1988.

E. Funding for the ARI Programme has increased steadily from 1982. Tarough 1991,
contributions totaled $ U.S. 19 million. The WHO regular budget represents 24
percent of total funding for the programme. About three quarters of the total budget
has been attributed to the health services component.

F. ARI Programme collaborators include: the Expanded Programme for
Immunization, the Matemal and Child Health Unit of the Division of Family Health,
the Action Programme on Essential Drugs, Office of International Cooperation, and
the Division of Communicable Diseases. Outside collaborators include USAID,
UNICEF, and other bilateral and intemational development agencies. where
collaboration has focused on research, communication, and advocacy. Like the CDD
Programme, collaborative efforts by the ARI Programme staff have increased in recent

years.

u



Sumnm'y 61’ Evolution

A. Four reasons were given to justify management iritegration of the CDD and ARI
Programmes. They are:

(1) Both Programmes seek reduction in infant and child mortality through case
(2) Many activities needed for successful implementation are common to both
(3) Research priorities for clinical, epidemiological, and vaccine-related
research were similar; ‘ S o

(4) Integration would lesson the administrative and management costs.

_'The two programmes maintain a separate financial accounting of contributions and

-expenditures. Each has its own Technical Advisory Group. In other areas, integration
has proceeded in a phased manner. By 1991, the CDD and ARI Programmes shared
the same administrative structure and prepared combined ARVCDD materials.



SUMMARY OF MANAGEMENT ISSUES

A consultant to the ERG prepared a report on the organization and management of the CDD
and ARI programmes for the external review. The report can be found in Appendix F.
Belpw is a summary of that report.

A management review of an organizational unit such as the CDR must take into account that
this activity operates as part of an agency. In this case, the total structure is the World Health
Organization (WHO) with its own set of management policies and procedures under which
the CDR must operate and be accounted for in its activities. The management review does
not assess WHO management policies and procedures but focuses on whether CDR has in
place accepted management systems and how well they function in carrying out planned and
actual work activities.

The management review found the CDR to be a well-structured, well-directed and impressive
scientific organization with clear programme objectives and a history of solid achievements
in carrying out their activities in a variety of countries. The ARI and CDD programmes have
been successfully integrated at the Director’s level; they share divisional support services at
the headquarters level; documents for training, monitoring and evaluation are integrated as
appwopriate; working groups provide integratior: at the technical level.

The CDD management systems have been formed and the ARI programme is now being
administratively integrated with it. It is considered logical that this integration process
continue as it will simplify management. As staff is being reduced due to budget constraints,
it is imperative that any possible reduction in management procedures should be made to
conserve staff time for scientific and technical endeavors.

CDR is aware of personnel needs, has implemented a number of innovative management
techniques to do more with less, and will continue to operate in this manner. As example is
the encouragement of specific bi-lateral agreements between LDC and donor countries through
WHO/CDR brokership.

The report summarizes how the funds are distributed by programme category and by Region.
In discussing the rationale for these distributions, it is evident that a great deal of time and
cooperative discussion has taken place with a variety of offices both inside and outside of
WHO to reach these decnsxons and the mechanism being presently used for this purpose is
fully supported.

There is obvious concern at CDR that decisions be made based on health priority and need,
expressed national interests, national absorption capacity, suitable available personnel, long
term financial and development implications and sustainability. The CDR workplans and
reports reviewed all bear solid evidence of the intensive efforts made to create, implement and
evaluate CDD and ARI activities to make these efforts both meaningful and cost effective.
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Summary of Management

The balance of research (25%), implementation (65%), and management (10%) appear to be
in accordance with good management allocation of resources and presents an acceptable
pattern of expenditures. The services allocation of one third to headquarters and two thirds
to field appears appropriate given the normative global role played by WHO. The research

“allocation grants to LDCs versus DCs could be increased which would have the additional
benefit of strengthening country research capacity. ‘

The process for research review appears efficient, cost effective and transparent. The report
questions whether the processes of soliciting research and communicating research priorities
of the programmes are sufficiently open and broad-based to avoid the perception and/or
reality of inbredness.

The special research issues of ethical review of protocols, animal use and other human use
aspects of protocol implementation, bio-safety and environmental impact reviewed in the
report were found to be in order with clear procedures available to insure that CDR research
is carried out in accordance with WHO guidelines. The one exception was the process for
reviewing the environment impact of CDR field activities.

The Division has strong control of its fiscal matters and has systems in place for responsible
fiscal monitoring. The high level of fiscal responsibility taken by the very competent
personnel assigned to this monitoring process and the level of input to the process by the
Director were reassuring. The systems are compatible with the required financial procedures
of WHO. Regular internal and external audits are carried out and reports of these audits are
available, Earmarking by donors was discouraged as it interferes with the coherency of the
programmes and has the potential to skew activity areas with detrimental consequences for
the programme as a whole. Integration of the ARI and CDD accounting systems may be
considered; however, although this integration may appear to lessen the accounting workload,
a more in depth analyses of the pros and cons needs to be undertaken.

A review of reporting mechanisms has shown there is an adequate system in place and
systematically operated. Required reports are made and submitted according to CDR
procedurss, The only exception noted is the quality and timeliness of country reports.
Additional reporting and monitoring requirements should not be imposed by donors; these
requirements would add unnecessarily to the management burden and costs of the CDR
Division,

The monitoring process at CDR is very systematic and functions in a useful and productive
manner. TAGs and MIPs are necessary to assure transparency, provide external guidance, and
to give donors an opportunity to provide imput into the programmes.

The CDR under its present leadership structure appears capable of providing the best levels
of services possible in a cost-effective manner as it has the necessary planning, reporting,
evaluation and management capabilities to systematically prioritize efforts to assist interested
~ countries with their ARI and CDD activities.
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'FINDINGS AND CONCLUSIONS OF THE EXTERNAL WORKING GROUP

The World Development Report - 1993 estimated the burden of disease in children under 5
years of age using the measure of disability-adjusted life years (DALY). This measure
combines healthy years of life lost because of premature monahty with those lost as a result
of disability. Based on 1990 data, respiratory infections in children under § years ranked
number one, its disease burden accounting for 18.5% of the total disease burden in females
and 17.6% in males. Diarrhoeal discases ranked number 3, accounting for 16.2% and 15.7%
and males, respectively. This data illustrates the global importance of these diseases and
programmes difected towards their control.

The findings and conclusions relating to CDD, ARI and SCI are detailed separately in the
following material.

CDD Programme

Detailed findings pertinent to the CDD programme also appear in Appendices C, E, F, and
G. The following only addresses selected major findings and issues.

According to WHO reports, one hundred and twenty-nine (129) countries had developed plans
of operation by the end of 1991 thus covering 99 percent of the total population of developing
countries. By 1991, ninety-two (92) countries have undertaken reviews of their CDD
programmes. These were either comprehensive reviews or focused on selective components
of the programme using results of household and health facility surveys. Many of these
countries have revised their country plans at least once. CDD training activities have become
increasingly extensive over the years. At the end of 1992, it was estimated that 34% of
health staff with supervisory responsibilities from 126 countries had been trained and 24%
of all health staff had been trained in diarthoea case management. These levels represent
85% and 60% of 1995 targets and suggest that much greater effort is needed in case
management training.

The proportion of the population with a regular supply of ORS in their community had
increased from 24% to 73% suggesting that the 80% target for 1995 will be achieved and
probably surpassed. Oral Rehydration Salts (ORS) and/or Recommended Home Fluid (RHF)
use rates have increased from 12% to 38% and are also very close to the 50% target for
1995. By 1992, 32% of mothers knew the three rules for case management in the home, and
19% of diarthoea cases received increased fluid intake and continued feeding. No data were
available for measuring the proportion of cases correctly managed in health facilities.

One major success of the CDD has been its effectiveness in stimulating global efforts to
curtail the use of non-essential drugs in diarrhoea, efforts facilitated in many countries by
removing such drugs from national drug formularies. (Table 1, Interim Programme Report,
- 1992 and country reports, Philippines, Pakistan, Zambia)

18



Findings - CDD

Annual USMRs in developing countries have declined (UNICEF, State of the World’s
Children annual reports), as has the proportion of deaths in children caused by diarrhoeal
diseases (State of the World's Children 1993, World Development Report 1993, WHO
reports). Thus, the global mortality rate from diarrhoeal diseases has also declined. A major
factor related to this decline is a decline in diarrhoeal disease case - fatality ratios (Disease
Control Priorities in Developing Countries, Jamison, D.T., gt al, Eds. Oxford Medical Pubs.,
1993). These changes have occurred concurrently with the global implementation of CDD,
and the ERG d:ems it plausible to credit these changes in large part to the CDD programme,
and assertion supported by recent research findings (Appendix H). The more limited global
achievements in reducing morbidity indicate a need for greater future efforts involving
preventive strategies.

A generally useful instrument to measure the attributable impact of the CDD programme on
morbidity and mortality has not yet been developed, thus the precise impact of the CDD
programme on achieving global morbidity and mortality goals can not yet be fully
documented.

In 1990, the CDD research programme replaced the Scientitic WOrking groups (Swu's) by
a ~ oo nf avnarte wha advicad An nriaritv icanes in each of five broad research areas:

1. Case Management;
2. Hygiene;

3. Vaccine Evaluation; ‘
4. Descriptive studies on severe diarrhoea and diarrhoeal deaths; an
5. Nutrition

‘As noted earlier, these ad hoc review panels had advantages over the fixed SWG's in that
they could draw on scientists from various disciplines with more applied experience. Thus,
they were more flexible for reviewing a variety of proposals on a continuing basis through
the mail, The new research projects supported during 1990-91 period responded increasingly
to the needs of programme implementation. In addition, research was supported to help
define and test future interventions for the prevention of diarrhoea, including field trials of
vaccines. The most recent change affecting the CDD programme’s research activities was a
functional reorganization of the former services and research components as mentioned earlier.
These were replaced by four (4) research and development working groups which
complemented continued support to national programme implementation.

'The working groups addressed:

1. Case Management in Health Facilities;
2 Case Management in the Home;

3, Prevention of Diarrhoea; and

‘4, National Programme Management.
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CDD research proposal development workshops have also been a feature of recent years.
These are a means for generating good quality research proposals that address priority issues,
and they also assist considerably in capacity building by developing research skills needed
in developing countries.

One strength of the CDD programme has been its strong relationship with collaborating
organizations, such as ACT, CDC, London School of Hygiene and Tropical Medicine,
ICCDR,B, IDRC and others. CDD programme staff also facilitate the coordination of
diarrhoeal disease related research that is supported by agencies, such as USAID, the Thrasher
Fund, the Swedish Development Agency, the Intemational Development Research Centre, the
ICDDR,B and the CDC. WHO co-funds some projects undertaken by these agencies and
organizations.

Another strength of the Programme has been its flexibility in modifying targets and goals in
accord with new information. The shift in focus from ORS to ORT with contirued feeding
and prevention of dehydration from diarrhoeal diseases is especially notable (Appendix A).

CDD is a well managed WHO programme (Appendices D and F), with high standards of
performance, strong leadership, high staff quality, and a focus on strengthening country
programmes. One of its major strengths is a firm scientific base for its recommended
interventions, and a strong consensus on the effectiveness of ORT within the medical
- community. There is also a general perception that the programme is understaffed,
overworked and under-funded in regard to the magnitude of its mission (Appendiz G).

Some donors consider the CDD programme to be too vertical, although integration of CDD
with ARI and more recently with other child survival strategies, clearly represents broadening
of its horizontal base. The programme has experienced notable success in promoting breast
feeding (Interim Programme Report, 1992), an activity that has been favorably impacted by
the Baby Friendly Hospital Initiative, a joint UNICEF/WHO activity.

The CDD programme currently receives oversight from the Technical Advisory Group (TAG),
the Meeting of Interested Parties (MIP) and the Management Review Committee (MRC),
which consume much time and energy of a small overworked staff. Further, the present MIP
agenda is often not well focussed, and does not permit sufficient donor input and interaction.
The purpose of MIP does not seem totally clear to some. While it serves as a forum for
budgetary pledges, such commitments have sometimes proved unreliable. Furthei, CDD
budgets presented to MIP are regarded as a "wish list" with final financial commitment
occurring much later and often below its real budgetary needs.

The CDD TAG usefully provides CDD staff with the opportunity to present and analyze the
programme and test new ideas with a group of technical experts. This has facilitated and
strengthened the programme, and helped to ensure joint specification of targets and indicators
with UNICEF. TAG members are sometimes unfamiliar with country programmes, which
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 may limit their ability to contribute fully to the programme. The transition from SWGs to
_TAGs removed much of the concern about potential conflicts deriving from vested interests
of committee members in the allocation of research funds, although this area requires

continuous vigilance.

The CDD Programme is presently largely driven by targets other than those related to
prevention at home and community levels, It is recognized, however, that major progress in
prevention may require improvements in the provision of safe water, food, and sanitation that
~ go far beyond CDD’s resources.

The weakest part of the CDD training programme is in getting health workers to communicate
effectively with mothers, with only 1% to 10% of mothers correctly advised (CDD Interim
Programme Report, 1992 ). Extending such training to traditional healers, private
practitioners, pharmacists, and midwives could assist in educating and informing mothers,
although CDD has undertaken efforts to date only to train pharmacists.

The following observations summarize findings regarding CDD from country visits by ERG
members. Additional details appear in Appendix C.

1. . Many countries and collaborating centres are moving towards a more integrated
- approach involving CDD and other health concers. The technical direction provided .
by Geneva staff to integrate CDD and ARI approaches is viewed as responsive in this
regard, and is deemed strong, responsible, and responsive to country needs.

2, Field observations indicate that interdisciplinary concems are often not fully addressed.
People’s perceptions, attitudes, local culture and environmental factors have not been
fully integrated into prevention strategies and approaches.

3 The most successful national programmes are those where political will and support

" from national governments are present. When govemments regard CDD as a high

- priority, basic resources to support the programme are more likely to be forthcoming.
Recent outbreaks of cholera have resulted in renewed commitment and support for
many countries to their CDD programme.  In contrast, national programmes that
have not made substantial progress are typically those without political and financial
commitments of national governments.

4, Since 1980, many countries have established national operational CDD programmes,
~ although few of them have allocated adequate resources for implementation,
" monitoring and evaluation. The strong performance of many national programmes has
 largely been attributed to effective leadership at headquarters, which, in collaboration

. with WHO Regional offices, seems to have established well-functioning working
relationships with National CDD programme managers. The latter consistently
indicate that WHO has provided responsive, quality support to national programmes.
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" 'The Focused Programme Review (FPR) by which external experts work with national
~ counterparts in the review of national CDD programmes constitutes a mechanism

capable of reinforcing national capacities and should incorporate national biomedical
and social science expertise. As part of the up-grading of capacities, the FPR
constitutes a valuable instrument for capacity building.

Various training materials developed by headquarters have inspired national
programmes to produce locally adapted materials. However, national programmes
usually- face serious financial problems in making these materials available in
sufficient quantity.

The CDD Programme has promoted the sustainable production of ORS at national

levels in collaboration with local manufacturers. Some countries have achieved
considerable success, but ORS production has proved non-sustainable in others as the

- cost of imported ingredients increased. With structural adjustment underway in many

developing countries, many nations may not be able to maintain reasonable levels of
supply of ORS. Continuing international assistance in providing ORS within such
countries will be needed to ensure availability of ORS supply.

Dependence of many developing countries on external support seems to have
impaired their ability and perhaps willingness to develop sustainable CDD national
programmes. Most countries have found it difficult to maintain activities when
external support ceases. Some countries have successfully exploited programme
sponsorship by pharmaceutical and other companies at national and district level in
solving resource needs.

The CDD programme, through its training modules for programme managers and
supervisors, has tried to address some of the managerial aspect of programme

- implementation. However, major weaknesses in health care delivery systems and

infrastructure exist in many countries and cannot be addressed by the limited activities

- of the CDD programme.

Many national CDD coordinators are expected to perform other tasks which may

-~ distract from implementation, monitoring,and evaluation of the programme.

- In several countries, high tumover of national staff create problems in continuity that

" adversely impact the implementation process.

: ]2; '

Most countries have recognized the virtue of collaborative efforts in building effective

-, and sustainable programmes, especially in countries where CDD programmes are

weak. In such countries, WHO and UNICEF representatives play an especially crucial

| role in developing strategies and setting realistic targets that can only be achieved

through collaborative and cooperative efforts.
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“The successful enlistment of cooperation from the private sector may be critically
significant to developing sustainable progress, since it may result in presenting to the
public at large, more consistent, reinforcing and supporting messages and practices.

This would be expected to enhance the credibility of CDD programme elements.

-Most developing countries need to expand the involvement of the private sector in
their national programmes.
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" Additional findings regarding ARI appear in appendices C, E, and F. Only major

3

_achievements, constraints and problems are detailed below.

The ARI programme is progressively extending its global coverage to 88 target countries that
have infant mortality rates over 40 per 1,000 live births. By the-end of 1992, 47 of these
countries had an operational programme at national or subnational levels, while 62 had
developed programme plans. Twenty additional countries with IMRs under 40/1000 live birth
also had operational programmes. At the same time, 50% of the target health workers for the
year 1995 had been trained in case management with a sharp increment (90,000) from 1990,
Indicators of access to a health worker trained in ARI case management remain low with 12%
achievement in 1992 compared with a target of 50% for 1995. Adequate treatment of
pneumonia was estimated to be 20%, which is half-way towards the 1995 target. The firm
commitment of govemnment and a coordinated increase in external support are essential
prerequisites for the achievement of the set targets.

The research orientation of ARI is presently strongly focused on issues related to case
management of pneumonia and its effectiveness. Behavioral research on determinants of early
care seeking is also crucial to the treatment aspect. Focused ethnographic studies have
appropriately been given high priority because its techniques facilitate communication
between health workers and mothers. Since 1991, the ARI Advisory Group (TAG) has called
for an expansion of research on health systems and prevention issues. The programme has
cooperated since 1990 with the London School of Hygiene and Tropical Medicine namely the
MCH Epidemiology Unit (collaboration for CDD started in 1979). Work is underway on the
investigation of 19 risk factors, and findings are soon going to be discussed (March '94).
The School considers that all inputs that build up research skills at the local level are
investments enhancing the likelihood of :ustainability. In the opinion of the school staff, a
big gap still exists between programme recommendations and practices in the field; this
concern certainly supports the emphasis given to research on how to improve the effectiveness
and efficiency of activities at country level. Further concem along this line is expressed by
CDR programmemme staff, who perceive little application of research at the country level.
However, the management of research activities and funding by ARI programme seems
appropriate, and is driven by important programme issues which often lead to commissioned
research. Further, the Protocol Development Workshops sponsored by CDR should generally
‘increase local capabilities for operational research, as well as CDD and ARI research

specifically.

The ERG found poor communication links between in country researchers and country-level
programmes. This poor communication hinders the effect of research on programme
implementation. ‘The lack of strong interactions can negatively effect the relevance and
effectiveness of health system research on programme implementation,

Most ARI activities at the Regional level are addressed at strengthening the national
programmes in 88 target countries but the limited resources permit concentrated efforts in
only a much smaller number. Nineteen (19) countries contribute 80% of the global
pneumonia mortality in the under 5 age group. Support is mainly provided in the area of
planning, training, provision of drugs, supplies, and communication.
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Upon request, support is given by Headquarters to national and district levels in the
preparation of operational plans. The emphasis on providing planning skills at the district
level is responsive to the process of decentralization underway in various countries, and may
constitute an important contribution to programme integration and sustainability.

Ensuring the availability and affordability of antibiotics and other drugs recommended by thé
ARI programme is a major concem. The programme is working with UNICEF and the WHO
Essential Drug Programme to improve the availability of drugs for this programme.

One major challenge to the ARI programme is to identify ways to enhance effective
communication between health workers and families to ensure that signs and symptoms of
danger are recognized, and that care is then promptly sought. Focused ethnographic studies
have appropriately been promoted to enhance the effectiveness of such communication.
Guidelines for Programme managers are also being prepared to assist in communicating clear
messages to care-givers.

ARI staff appear to have been responsive to advice given to it by its TAG. For example,
CDR sponsored a meeting held in December 1992 with collaborators from UNICEF and 15
NGOs working in sub-Saharan Africa. A set of recommendations resulted which aimed to
.increase the effectiveness of collaboration between WHO, UNICEF and NGOs. Increased
programme efforts in Africa had been recommended by the TAG.

Detailed comments of ERG members about country prograinmes in Brazil, Zambia, Pakistan,
- Guatemala, and the Philippines, can be found in Appendix C. The following attempts to
summarize the overall impressions related to ARI programmes.

1. Countries where medical societies have endorsed ARI case-management
strategies generally appear to have progressed more quickly in establishing
ARI programmess.

2. Many countries have experienced difficulties in assuring adequate supply of
essential drugs. The impact of decentralization initiatives on this problem has
not yet become fully evident within countries. |

3. High tumover of personnel trained in case management is frequently noted, as

-~ is assuring the continual effective supervision of trained staff.

4, In general, the diagnostic approaches for detection and classification of

- respiratory illnesses are not as firmly accepted by academic medical staff and
health workers as case management approaches with diarrhoeal diseases. This
may result in part from the relative newness of the ARI programme, the lack
of extensive documentation in the medical literature of the diagnostic
approaches, and thie lack of a suitable counterpart to the visibly quick and
profound confirmation of effect by improvements in a child’s condition seen
by caretakers and health staff alike consequent to ORT.
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Also, not surprisingly, countries with strong political commitment to children’s
health issues appear to have programmes that progressed more rapidly.

. Countries with well developed plans, often developed with WHO consultation,

~ also appeared to have programmes that progressed more quickly.
- Without excepuon. Government staff mvolved in ARI programmes highly

commended the responsiveness and excellence of the- technical support'
provided by WHO staff.
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Findings pertinent to the Sick Child Initiative (SCI) also appear in appendices C and F. The-
following comments only address the selected major issues.

The SCI aims to improve the care of the sick child by integrating the case management
guidelines and organization of health services for the most prevalent childhood discases.
Through the initiative of CDR, 10 WHO programmes and UNICEF are coliaborating in the
development of these guidelines. Technical guidelines and training materials from the
Initiative will be published jointly by WHO and UNICEF. Many other institutions and
individuals assisted in the development of the SCI. Collaboration has facilitated a more
integrated approach to programme activities within WHO headquarters and perhaps will
strengthen the activities of all participating programmes. However, no Clear official mandate
from WHO exists as yet for the SCI that will ensure ongoing collaboration, coordination and
continuity of activities. Its continued progress now depends heavily on the voluntary
involvement of WHO staff outside CDR, which is induced in part by the ability of CDR to
financially support such involvement.

The integrated guidelines focus on the sick child up to five years and include four case
management charts, These are:

1. How to assess and classify the sick child (aged two months to five years);
2, How to treat the sick child (aged two months to five years); '
3. Advice to the mother; and '

4, How to assess, classify, and treat the sick young infant.

'lhéﬁrst of these charts was tested in Kenya and the Gambia using first level health workers.
These studies indicated a need for further research in a number of areas including:

1. Improving the guidelines for identifying severely anemic children with -
~ cardiopulmonary decompensation and febrile children who would benefit from
antimalarial treatment in low risk areas; :
Testing of the guidelines for children with measles;
Testing of the guidelines in areas where malarias other than P. falciparum
) exist, and;

4, Testing of the guidelines for nutrition interventions and communication with
mothers in health facilities. They have led to modifications in the charts which
are now being finalized. A training course, relevant instructional materials,
and a guide for adapting these materials for each country are being developed.
It is expected that the full training course will be field tested late in 1994 and
will be available for use by countries in 1995. WHO is interested in
collaborating with other agencies and national Ministries of Health in
monitoring implementation over the next few years.

»e

‘,*lvjével‘opment of guidelines for monitoring and improving health worker performance, for
.managing drug supplies at health facilities, for interventions aimed at family behavior change,
“and for an inpatient case management training course have been initiated. Other materials
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‘will be developed once the above materials are completed. ‘These include several evaluation
-instruments, medical and nursing school curricula, and a programme management course.

Estimates for the cost effectiveness of SCI have been made by the World Bank and WHO.
Development of a guide for costing at country level will follow.

The SCI will allow:

1 Greater efficiency in training, supervision, and management of health facilities;

2 Efficient triage of sick children in outpatient settings to ensure urgent referral
of severely ill children and competent management of all major illnesses
present;

3. Opportunities for important preventive interventions such as immunization,
promotion of breastfeeding, and improved infant feeding;

4, Improved communication with mothers and other caretakers.

ln addmon. a number of WHO staff view integrated approaches like this one as essenual f0
achieving programme targets. These staff also argue that governments weary of: verucal
programmes will be more receptive to the SCL. R

" There were, however, a number of concerns expressed about the SCI (Appendices C and G).

‘They include:
1.

The content and complexity of the charts may not be easily absorbed by most
first level health care workers with limited basic training. The field test in
Kenya used a higher level of health care worker than usually found in first
level health-care workers in developing countries. Thus, training of some
workers may take a lengthy period of time. However, clear guidelines for
referrals should help prevent further overburdening the workers.

The successful implementation of the programme requires adequate
management and supervisory systems. Training needs must be carefully
addressed to ensure that the sick child receives the care required.

The fdllowing observations summarize findings from country reports by external review group
members. See Appendix C for detailed reports.

;l.

Even in countries where integrated programmes are well underway and widely
endorsed, the SCI was welcomed. The SCI could produce more efficient
delivery of care to the sick child as well as more efficient evaluation and
monitoring. Governments are generally willing to evaluate the SCI and to
participate in the development of methods for attributing mortality reductions

to programmes.

Representatives in one country suggested that vertical training be retained for
service providers in secondary and tertiary care health facilities.
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While the SCI was welcomed, a number of people interviewed expressed some
reservations. Some individuals felt that separate training modules for ARI and
CDD would still be needed, some felt health care workers and supervisors
would be overburdened, and some felt that urgent medical treatment would
lead to neglect of less urgent needs.
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RECOMMENDATIONS

CDD, ARI. and SCI have very similar strategies and constraints. Thus, unless indicated
‘otherwise below, the following recommendations are considered to be applicable to each,

Individual recommendations may have implications in varying degrees for CDR, WHO more
generally, donors, WHO collaborators (including UNICEF and other agencies, academic
institutions, etc.), advisors of CDR, and countries. The main targets for each recommendation
are indicated below in decreasing order of perceived involvement.

Recommendations are based upon a review of a subsample of country programmes, consultant
reports on programme evolution and management, review of an extensive array of documents,
and interviews with numerous persons as detailed in the appendices. The most important and
useful supportive documents are selectively cited for recommendations, as appropriate.

'The following recommendations are listed in decreasing order of priority as perceived by the
ERG.

1. In view of the outstanding performance and success of the CDD and ARI
programmes, as judged by a) comments of the overwhelming majority of interviewees
within and outside of WHO (Appendix D), b) the management consultant's report
(Appendix F), c) assessments of country programmes by ERG members (Appendix C),
d) the ERG’s conviction of the likelihood that the CDD programme has contributed
to the marked observed reduction in global diarrhoeal mortality, e) the recognition that
diarrhoea and pneumonia are the two main causes of children’s deaths preventable by
low cost interventions (Fig. 5, UNICEF, State of the Worlds Children, 1993) and f)
the continuing importance of these childhood diseases for which CDR is responsible,
(World Development Report, 1993), the ERG recommends that funding to these
programmes be increased. WHO should concomitantly increase its core budget to
CDR. The enlarged resources would enable the programmes to consolidate and
stabilize current activities and to develop new initiatives.

Main targets: Donors, CDR, WHO, countries.

2. WHO should give high priority to clarifying organizational responsibilities for
programmes involving child health, and should give serious attention to changes that
would facilitate collaboration among the relevant units. Collaboration involving breast
feeding, water supplies and sanitation, food hygiene, effective communication and
delivery of health services at district levels are of special concem. WHO structure
needs to adapt more fully to current country trends in delivery of comprehensive child
health services.

Main targets: WHO, donors, CDR, countries.

30



4.

s.

'Budgetary and organizational integration of CDD and ARI at headquarters is an
‘appropriate long term goal that is consistent with existing global trends towards

delivery of comprehensive child and national health strategies at primary care levels.
For the present, the ERG recommends that separate CDD and ARI programmes and
budgets be maintained. Special additional temporary supplemental funds should be
set aside for pursuit of the Sick Child Initiative (SCI). The ERG recommends that
donors require a clear official mandate from WHO insuring ongoing collaboration,
coordination, and continuity of SCI activities before the SCI becomes a permanent

budgetary item. '
Main targets: WHO, donors, CDR.

Integration of matemal and child health services at the primary care level is a current
global movement with well established momentum. The SCI is timely in this regard
and offers potentially improved efficiency and care of those diseases responsible for
the vast majority of childhood deaths. (UNICEF, State of the World’s Children, 1993
and World Development Report, 1993). However, the Initiative should be field tested
carefully with special care to ensure it is simple enough for application by health
workers at each level, carefully taking into account differences in local epidemiologic
aspects. Thorough assessment at each stage of implementation in accord with the
stage of development of a country’s programme is needed. It should be implemented
in a fashion that does not undermine the current effectiveness of ongoing CDD and
ARI programmes within countries.

Main targets: CDR, countries, collaborators, donors.

CDR should give strong emphasis to achieving the acceptance, endorsement and
incorporation of its diagnostic and treatment modules within medical and other
teaching institutions. The training of medical and nursing students should incorporate
case management strategies, and include experience in community programmes so as
to influence their ways of thinking and perception. As a corollary, increased visibility
of the science behind the interventions should be pursued, including increased

~ emphasis on publications in peer reviewed joumnals, incorporation of material in

medical texts and examinations, and presentations at international symposia. These
efforts should greatly enhance the prospects of timely implementation and the
likelihood of future sustainability within countries. Endorsement of programmes by
the private sector may facilitate the procurement of approved drugs for the public
sector, and improve rational use of drugs by private sector physicians. Recent efforts
to more fully engage academic institutions by CDD are noted, and such efforts should
be extended to both ARI and SCI.

Main targets: CDR, countries, collaborators, donors.

CDR should expand its base of collaboration ‘with academic institutions in all
programme areas. CDR should consider designating collaborating centres for ARI and

SCL
Main targets: CDR, collaborators. donors.
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 7.

9.

‘10

11.

12,

Recommendations

The CDR programme should strengthen and extend its collaboration with UNICEF and

other organizations, and should seek similar alliances with other agencies in the use
of well established training modules. This, along with the activities detailed above,
should relieve the programmes of some of the routine repetitive training activities, thus
releasing time and resources for the dzvelopment of new initiatives.

Main targets: Collaborators, CDR, donors. ’

The pioneering use of Focused Ethnographic Studies by CDR is applauded as is the
high priority given to such studies. Additional efforts are urged particularly in
attempts to resolve the rather generic communication problems between health care
workers and mothers, which detrimentally impacts the effectiveness of all CDR

programmes.
Main targets: CDR, advisors, donors.

The ERG notes and endorses the very high priority given by CDR to the development
of suitable methods to measure the impact of CDR programmes on mortality and
morbidity. Such methodology is essential in assessing whether morbidity and
mortality reduction goals are achieved at country and global levels, and useful in
assuring donors of the impact of these programmes. The evaluation of the
effectiveness of CDR programme should move towards more emphasis on disease
outcome indicators, which should also include the establishment and monitoring of
disease incidence trends through surveillance systems.

Main targets: CDR, advisors, collaborators, countries, donors.

The current research emphasis on operational issues is deemed appropriate, with tight
focus on studies designed to improve case management and programme operation.
However, major progress in the future may depend on more prevention related
research, which should be given greater emphasis as these programmes continue to
mature. Practical, effective strategies for reducing the incidence and severity of
infections in children are needed.

Main targets: CDR, advisors, collaborators, donozs.

Developing countries should intensify efforts to meet targets set for their programmes.
With the assistance of CDR there is an urgent need to develop plans to ensure
sustainability of programmes within countries. Also, plans need to be made to
incorporate and integrate programmes into national primary health care programmes.
The national training and research capacities of developing countries should continue
to be enhanced and fostered by WHO.

Main targets: Countries, CDR, collaborators, donors.

WHO should appoint a single multi-disciplinary Technical Advisory Group for CDR,
with expertise sufficient to encompass the full scope of all elements encompassed in

the SCI. Field experience should be given special weight in the selection process.
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1.

14,

15,

16.

Recommendations

-The TAG should meet annually and should provide broad technical direction and
:-assistance in establishing global policies. Continued annual Meetings of Interested
- Parties (MIP) and the Management Review Group are endorsed.

Main targets: CDR, advisors, donors, WHO.

The CDR should review its research strategy to ensure that it can tap the ideas of
scientists with innovative approaches. The interests of such researchers might be
stimulated by identifying and publishing priority issues that need to be tackled. CDR
should also continue to expand its network of biomedical and social scientists who can
contribute relevant experience as well as those whc can undertake research on priority
issues. CDR should intensify efforts to remain aware of research and programmes
conducted by others relevant to its interests, and to seek additional opportunities to
involve its staff in collaborative research with others, with special reference to field
testing of vaccines and diagnostic procedures.

Main targets: CDR, collaborators, advisors, donors.

Donors should, in so far as possible, pledge multiyear support to CDR in the interest
of stability in long term programme planning and development. Donors should avoid,
to the maximum extent, "earmarking" of contributions which may hamper the
flexibility of CDR to meet programme needs. Support given to national institutions
that work in collaboration with CDR, such as national research and academic
institutions, should be expanded. CDR programmes in developing countries should
also be supported through bilateral aid programmes.

Main targets: Donors, CDR, collaborators, countries.

Antimicrobial resistance is a critical and common threat to success in managing
serious infections in ARI, CDD and in malaria. Country and global monitoring of
pathogens and resistances needs to be strengthened and research on altemnative
treatments, especially treatment of children with severe infections caused by agents
resistant to drugs recommended in case management, should be intensified.

Main targets: CDR, WHO, donors, collaborators, advisors, countries.

When multi-centre trials are undertaken, CDR should utilize them to broaden
institutional linkages, enhance research capacity, and favourably influence national
programmes. Protocol development workshops are an especially atractive means of
building local capacity, and increased emphasis on them should result in positive
effects on programme effectiveness, with spill over benefits to a wide range of health
services activities. :

Main targets: CDR, countries, collaborators, donors.
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17,

-18.

The ERG notes that the research programmes of CDD and ARI are centrally managed

with key decisions about projects and grantees being made by Geneva-based staff.
The ERG recommends that CDR seek to increase, where possible, the involvement of
staff in the regional offices of WHO in identifying institutions and research scientists.
CDR is encouraged to involve WHO staff at regional offices, as possible, in running
protocol development workshops and in other research training activities.

Main targets: CDR, WHO, advisors, collaborators, donors.

WHO country representatives should be encouraged to work with national scientists
in identifying on-going research activities and capacity strengthening activities that are
funded from all sources - national, WHO, and other donors. This information might
assist the CDR programme in relating its global initiatives to local needs and
opportunities.

Main targets: WHO, CDR, countries, donors, collaborators.
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‘Terms of Reference, with Responses

‘List of Documents Reviewed

Reports of Country Visits
- Brazil C1-C14
Guatemala C15-C21
Pakistan C22-C37
Philippines C38-C55
Zambia C56-C66

List of Interviews Conducted
Evolution of CDD and ARI Programmes

Management Report

‘Summary of Issues from Interviews

(1) WHO Staff

(2) Donors

(3) Regional Office Staff
(4) Other Collaborators

Recent Research Achievements - CDR
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APPENDIX A

o 'TERMS OF REFERENCE
with index to findings of the Extemnal Review Group



TARLES 1 TO 3 INDEX THE FINDINGS OF THE EXTERNAL REVIEW
“ACCORDING TO THE TERMS OF REFERENCE

TABLE 1: EVOLUTION OF THE Programme

TERMS OF REFERENCE

ERG COMMENT

la The evolution of the objectives, strategies and targets of the two Appendix E provides detailed
programmes responses.

1b The interrelationship between the two programmes on the one hand and See text pages E22 and E2)
other WHO programmes on the other,

1c The balance between research and developpent activities and the Succinct graphs and summaries

implementation activities of the programme including priority area
funding for implementation and research over time

appear at F3) and F36

The geographical allocation of programme resources and activities

Please refer to table and text, Fi2

Funding resources of the programme over time

Responses on E31-32, and E36-37

| od [ =
- [} o

Management structures over time

A2

s§e text beginning at E10, E20, and
F



Terms of Reference

TABLE 2: AUDIT OF ACTIVITIES

TERNS OF REFERENCE

ERG COMMENT

The reviev should document inputs and outputs for
each of the following programme activities over

The ERG’'s judgements of the most important
achievesents of CDR’s programmes are implied in the
Findings and Recommendations sections of the main

time

and assess the achievements of the programse
adainistration
implementation
research and development, including an

overviev of results

report. lnputs and outputs for CDD are located at
£43-39 and for ARI at E61-69.

ab Document the extent to wvhich the targets have been | b. See E7, E18, Table 7 (E35), and chart 2 (E41). In
met and/or are ¢én schedule, and asseas the reasons addition, it is probable that some targets may
for asucceas or failuve : initially have been sct unrealistically high.

’ Further, the relative importance of previously set
targets may change as scientific underatanding
improves (eg. shift from emphasis on ORS to ORT with
continued feeding in prevention of dehydration from
diarrhoeal diseases).

ac The reviev should document and assess the a+d. See individual country reports (appendix C). In
programmes’ role at country level including their: general, both CDD and ARI programme have been judged
a. response to countries’ needs to be highly reaponsive to the needs of countries,
b. contribution to development and/or to have favorably impacted the mortality fros these

improvement in control of diarrhoeal disecases, and assisted in developing infrastructure
diseases and acute respiratory infections e. 8ee F3, F6
c. impact, direct or indirect, on diarrhoeal
problems and acute respiratory infections
4. impact on the overall health aystem in the
country
e. management and cost of management assistance
at the national level

a4 Document the combined research and implementation The history leading to the current relative emphasis on

approach and lessons learned from this model research and implementation appears in Appendix E. The
ERG’s conclusions regarding lessons to be learned are
reflected in the summary of major findings and ita
recommendations. See especially recommendations #6, §,
9, 10, 11, 12, 13 and 17.

ae Describe the interaction with other WHO programmes See especially text beginning at pages E12 and E22
at central, regional, and national levels with
other bilateral donors/programmes, multilsteral
institutions and NGOs and assess the
effectiveness/adequacy of these interactions.

a Document the research and development activitiea a. research efforts are highly relevant to programme
and their relevance to the control of acute implementation, largely as a conseguence of the
respiratory and diarrhoeal diseases. “commissioning® process, but also see ERG
a. assess to vhat extent research haa been recommendationa $10, 11 and 12

translated into implementation/policy b. see text beginning F13, also ERG recommendations #10,
b. assess the appropriateness of the 11 and 12 ’
organizational structure, the commiasioning €. 4in general, the ERG believes CDR could further
process of the research and development enhance its capacity-building opportunities. See ERG
activities, and the peer reviev process recommendation #17
c. assess the promotion of national research and d., See ERG recommendation #10
capacity strengthening
d. assesa the balance of basic and applied
research

29 Assess the management structure: a. Highly favorable asaesaments are given in Appendix F,

a. the suitability and effectiveneas of the a management report prepared by a consultant to the
management of tho divisional atructure ERG. These assessments are supported by ERG

b. the cost of the management procedures, impressions as well
including the periodic review process b, see text beginning F9

c. balance of administrative support costs ©. asee Appendix F. The balance seems appropriate for

(including staff and travel) and
implementation of research activities

the tasks that CDR is expected to perform.



“Terms of Reference:

TART B 2 FITTIIRE DIRECTIONS

TERMS OF REFERENCE » ERG COMMENT

3a "1) Based on the findings, and in view of continuing a. Bee CRG recommendation §9
" needs in the control of diarrhoesl discases and b, See ERG recommendation #14 *

acute respiratory infections, and the c¢. - Bee ERG recomsendations #2 and ¥4
comparative advantages of CDR, the review d. Especially note ERG recommendstions 17 and 116
should: e. In general, the balance of activities seems

2) Discuss the future directions for the programmes appropriate as judged by material in appendices E and
with regard to-- F, as vwell as by independent assessments of the ERG

a. their overall objectives, strategies, and itself. .
targets for service implementation and for )
research

b. their organizational structure snd management, .
including the reviewv mechanisms, steering bodies .

(TAG, MIP, MRC, etc.) and potential merger of
" the programmes

¢. their role within WHO and in relation to other
agencies with specific reference to the
*Integrated Approach to the Sick Child® concept

4. their optimal role in support of the national
activities for the control of CDOD and ARl

e. the balance of activities within the programmes

b Make recommendations as appropriate, taking into See Recommendations section of the report. )
account resources and time implications '
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DOCUMENTS REVIEWED

In addition to the documents listed below, the ERG also reviewed an extensive list of
publications co-authored by CDR staff and reviewed selected articles, and reviewed a
comprehensive line-listing of research projects supported by CDR and reviewed selected
specific projects. Detailed reviews of research projects were also conducted in conjunction.
with specific country programme visits, Additional documents reviewed during f
assessments of country programmes appear at the end of each country report.

Management and Historical Documents Reviewed
WHO Programme Documents - CDD

Report on Global Activities, 1978-June 1980,  WHO/CDD/80.1 Rev. 1 (1980)..
Summary of Programme Activities, January 1980-April 1981. WHO/CDD/81 3
(1981).

Third Programme Report, 1981-1982. WHO/CDD/83.8 (1983).

Interim Programme Report, 1983. WHO/CDD/84.10 (1984).

Fourth Programme Report, 1983-1984, WHO/CDD/85.13 (1985).

Fifth Programme Report, 1984-1985. WHO/CDD/86.16 (1986).

Interim Programme Report, 1986. WHO/CDD/87.26 (1987).

Sixth Programme Report, 1986-1987. WHO/CDD/88.28 (1988).

Interim Programme Report, 1988, WHO/CDD/(9.31 (1989).

Seventh Programme Report, 1988-1989. WHO/CDD/90.34 (1990).

Interim Programme Report, 1990, WHO/CDD/91.36 (1991).

Eighth Programme Report, 1990-1991. WHO/CDD/1992.38 (1992).

Interim Programme Report, 1992. WHO/CDD/93.40 (1993).

Advienrv Groun Dnrumente « CNDD

Development of a programme for diarrhoeal diseases control, Report of an Advisory-
Group. Unpublished document WHO/CDD/78.1 (1978).

Report of a second meeting of the Technical Advisory Group. Unpublished docuinent
WHO/CDD/80.2 (1980).

Report of the third meeting of the Technical Advisory Gmup Unpublisbed document
WHOQ/CDD/81.4 (1981).

Report of the fourth meeting of the Technical Advisory Group. Unpublished
document WHO/CDD/83.7 (1983). |

Report of the fifth meeting of the Technical Advisory Group. Unpublished document -
WHO/CDD/84.9 (1984).

Repor: of the sixth meeting of the Technical Advisory Group. Unpublished document
WHO/CDD/85.12 (1985).

Report of the seventh meeting of the Technical Advisory Group . Unpublished
document WHO/CDD/86.15 (1986).
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‘Documéiits’

Report of the eighth meeting of the Technical Advisory Group. Unpubhshed
document WHO/CDD/87.25 (1987).

Report of the ninth meeting of the Technical Advisory Group. Unpublished document.
WHO/CDD/88.29 (1988).

Report of the tenth meeting of the Technical Advisory Group Unpublished document
WHO/CDD/89.32 (1989).

Report of the eleventh meeting of the Technical Advisory Group Unpnblished
document WHO/CDD/90.33 (1990).

Report of the thirteenth meeting of the Technical Advisory Gmup Unpublished
document WHO/CDD/92.39 (1992). '

Report of the fourteenth meeting of the Technical Advisory Group. - Unpublished: .
document WHO/CDD/93.42 (1993). ’

Report of External Review Group. Unpublished document: WHO/CDD/MIP/88.10
(1988).

WHO Programme Documents - ARI

Progress and Current Status of the ARI Programme at Global Level, 1983-1984,
WHO/RSD/85.17 (1985).

Progress and Current Status of the Prooramme - Second Renart. 198501986. -
WHO/RSD/86.30 Rev.l (1986).

1987 Programme Report. WHO/ARV/88.1 (1988).

Fourth Programme Report, 1988-1989. WHO/ARI/90.7 (1990).

Interim Programme Report, 1990. WHO/ARI/91.19 (1991).

Fifth Programme Report, 1990-1991. WHO/ARV/99.22 (1992).

Interim Programme Report, 1992, WHO/AR1/93.25 (1993).

World Health Organization. A programme for controlling acute respiratory infections
in children: Memorandum from a WHO meeting. ww
Organization, 1984, 62: 47-58.

Advisory Group Documents - ARI

WHO Technical Advisory Group on Acute Respiratory Infections. ‘Report of the
second meeting. Unpublished document WHO/RSD/85.18 (1985).

WHO Technical Advisory Group on Acute Respiratory lnfecuons. _Report of the thiid

meeting. Unpublished document WHO/RSD/87.37 (1987). = ‘

Report of the fourth meeting of the Technical Advisory Group. Unpublished

document WHO/ARI/89.4 (1989).

Report of the fifth meeting of the Technical Advisory Group. Unpublished document

WHO/ARY/90.6 (1990).

Report of the sixth meeting of the Technical Advisory Group. Unpublished document

WHO/ARY/91.18 (1991).
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http:WHO/ARI/99.22
http:WHOIARI/91.19
http:WHO/RSD/86.30
http:WHO/RSD/85.17
http:documentWHO/CDD/MlIP/88.l0
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Documents

‘Report of the seventh meeting of the Technical Advisory Group. Unpublished
document WHO/ARL/92.24 (1992).

Report of the eighth meeting of the Technical Advisory Group. Unpublished
document WHO/AR1/93.26 (1993).

Management Review Documents - CDD

Report of the Meeting of the Working Group.on Management Structure. Unpublisbed
document CDD/81.3 (1981).

Report of the First Meeting of the Management Review Committee. Unpublished
document CDD/MRC/81.8 (1981).

Report of the Second Meeting of the Management Review Comnuttee. Unpublished
document CDD/MRC/82.8 (1982).

Report of the Third Meeting of the Management Review Committee. Unpublished
document CDD/MR(C/83.2).

Report of the Fourth Meeting of the Management Review Committee. Unpubhshed
document CDD/MRC/84.1 (1984). A

Report of the Fifth Meeting of the Management Review Committee. Unpublisbed
document CDD/MRC/85.1 (1985).

Report of the Sixth Meeting of the Management Review Committee Unpublished
document CDD/MRC/86.1 (1986).

Report of the Seventh Meeting of the Management Review Committee. Unpublished
document CDD/MRC/87.1 (1987).

Report of the Eighth Meeting of the Management Review Committee. Unpubhshed
document CDD/MRC/88.1 (1988).

Report of the Ninth Meeting of the Management Review Committee Unpublished
document CDD/MRC/89.1 (1989).

Report of the Tenth Meeting of the Management Review Committee. Unpublished
document CDD/ARIVMR(C/90.1 (1990).

Report of the Eleventh Meeting of the Management Review Committee. Unpublished
document CDR/MRC/91.1 (1991).

Report of the Twelfth Meeting of the Management Review Committee. Unpublished
document CDR/MRC/92.1 (1992).

Report of the Thirteenth Meeting of the Management Review Committee
Unpublished document CDR/MRC/93.1 (1993).

A discussion paper for the preparatory meeting of interested parties on the
management structure and financial resources for the Diarrhoeal Diseases Control
Programme. Unpublished document (September 1980).


http:WHO/AR/93.26
http:WHO/ARI/92.24

Documents
MIP Reports - CDR

‘Report of the Meeting of Interested Parties. Unpublished document CDD/81.1 (1981).
Report of the second Meeting of Interested Parties. Unpublished document
-CDD/MIP/81.6 (1981).
‘Report of the third Meeting of Interested Parties. Unpublished document
CDD/MIP/83.5 (1983).

Report of the fourth Meeting of Interested Parties. Unpublished document
CDD/MIP/84.9 (1984).

Report of the fifth Meeting of Interested Parties. Unpublished document
CDD/MIP/85.8 (1985).

Report of the sixth Meeting of Interested Parties. Unpublished document
CDD/MIP/86.9 (1986).

Report of the seventh Meeting of Interested Parties. Unpublished document
CDD/MIP/87.8 (1987).

Report of the eighth Meeting of Interested Parttes Unpublished document
CDD/MIP/88.13 (1988).

Report of the ninth Meeting of Interested Parties. Unpublished document
CDD/ARIV/MIP/89.12 (1989). -

Report of the tenth Meeting of Interested Parties.’ Unpublished document
CDD/ARI/MIP/90.16 (1990).

Report of the eleventh Meeting of Interested Parties. Unpublished document
CDRMIP/91.11 (1991). | ‘
Report of the twelfth Meeting of Interested Parties. Unpublished document -
CDR/MIP/92.17 (1992).

Technical Documents Reviewed

Programme for the Control of Acute respiratory Infections, Recent Developments,
Weekly Epid. Rec., 1993, 68, 353 - 360.

Prevention of Pneumonia: Progress Report on and review of Potentinl Interventions
WHO/ARI Programme, CDR/MIP/93.9.

Guide for Improving Diarrhoea Treatment Practices of Phannacists and licensed drug
sellers. WHO/CDD/93.43.

Household Survey Manual - Diarthoea Care Management. Morbidlty and Mortality.
CDD/SER/86.2 Rev.1 (1989). ,

Health Facility Survey Manual -Diarthoea Care Management. CDD/SER/90.1.
Guidelines for Cholera Control WHO/CDD/SER/80.4 Rev 2 (1991). ..

Cholera in 1992, WHO Weekly Epidem. Rec. No. 21, 1993, pp. 149-155.
Shigella Dysenteriae Type 1, WHO, 11 May 1993.
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SR A
Documents

Outpatient Management of Young Children with ARI -Four-day Course; Programme
for Control of Acute Respiratory Infections; WHO 1992.

Supervisory Skills Training Course - Programme for Control of Diarrhoea Diseases,
WHO Rev. 1990. ' '
CDD Programme Management. A Training Course. (1988).

Strengthes ng the Teaching of Diarrhoea Diseases in Medical Schools. Programme
for Control of Diarrhoeal Diseases. WHO/CDD/93.6. : '
Diarrhoea Training Unit - Directors Guide and Teaching Materials. WHO, 1988.
Bibliography of Acute Diarrhoeal diseases WHO/CDD/ BIB/90-92.

Diarrhoeal Disease Control Programme - Support of research Projects, WHO 1993.
Guidelines for Management of research Activities - CDD/RES/81.3 Rev. 3 (1991).
Application for Collaborative research Projects - CDD, 29 May 1986. ’
Disease Control priorities in Developing Countries Edited by Dean T. Jamison, W.
Henry Mosley, Anthony R. Measham, Jose Luis Bobadilla; Oxford Medical
Publications, 1993.

Other Documents Reviewed

Saving 27,000,000 young children in this decade - goals, strategies and activities to
control Diarrhoeal Diseases and Acute Respiratory Infections, UNICEF, Sept. 1993.
Unpublished. ‘
Integrated Management of Childhood illness - a new WHO/UNICEF effort to improve
child survival, June 1993.

State of the World’s Children 1993, UNICEF. : :

REACH 1I Lessons Leamed on Immunization and Control of Acute Respiratory
Infections. Resources for Health (REACH) Project, John Snow Inc., January 1994.
Child Survival - 8th Report to Congress on the USAID programme, US Agency for
International Development, December *93.

WHO’s Work in Water and Sanitation Hygiene Education - Community Water Supply
and Sanitation Unit, Division of Environmental Health, WHO, October 1993,

Draft WHO Ninth General Programme of Work (covering the period 1996 - 2001) EB
93/10, 15 December 1993, '

Triennial Review of London School of Hygiene and Tropical Medicine and ODA -
Progress and Plans of the Child Epidemiology Programme (Summer 1993).

Ninth Report of WHO Collaborating Centre for Epidemiology and Environmental
Aspects of Diarrhoeal Diseases - Department of Epidemiology and Population
Sciences, London School of Hygiene and Tropical Medicine 1992. .

Diarrheoal and Respiratory Disease Research and Coordination Meeting, (DRDRC)
Antigua, Guatemala, August 15 - 20, 1993. : ' ~ -
Investing in health, World Development Report 1993; Published for the World Bank
by Oxford University Press. ’

Aspects of PHC Review: EPU/CDD Programme Management, GHANA.
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Annual Report (1992) Epidcmiology Division, Ministry of Health.

Proposal for the Programme to Control Childhood Acute respiratory Infections (ARD
in Ghana.

National Policy of the programme for the control of Acute Respiratory Infections, -

- MOH, Accra, Ghana.

Nigeria Control of Diarrhoeal Diseases (CDD) Programme 1991 - 1992,

Nigeria Control of Diarrhoeal Diseases (CDD) Programme 1991 - 1995.

Household Survey - Diarrhoeal Disease Morbidity and Home Case Management -
Plateau State 17 - 24 August 1992. ‘

CDD Workshop for State-Level Programme managers - Lagos, Nigeria,

4 - 11 November 1992 Report.

CDD Programme Managers’ Training Course, Ijebu-Ode, Nigeria, February 1993,
National ARI Programme Plan of Operations 1991 - 1992,

National ARI Review Meeting, Lagos, Nigeria, 25 - 27 November 1992.

Programme for the Control of Acute respiratory Infections - Policy Statement.
Report on Review of National CDD Programmes, Bangladesh. Dr. M. Claeson
CDR/CDD, 2 December ’91.

Phase I and II focused Programme Review of National CDD Progremmes, Cameroon,
Dr. J. P. Papart, CDD Consultant, 2 June 92, and Dr. Gottfried Himschall,

18 September '92.
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MEMO TO:." Dr. Deanna Ashley

' Chairperson, External Review Gr0up
Ministry of Health
-Jamaica, WI

FROM:  Dr. G. de Virzilio

SUBJECT:  Review of CDR Progra nmes - Brazil. Anon-site review conducted

1., SUMMARY

The CDD and ARI programmes in Brazil form part of an integrated Mother & Child
Health Programme since 1984. The fight against diarrhoeal diseases and respiratory
infections in children are both felt to be of priority as they represent the major causes of
death in the age group under 5 years. The programme in defense of child health has
progressively gained vast support and recognition from the politicians and the public. In
1990, Brazil signed the World Summit for Children goals and the effect has lead to the
States of the Brazilian Federation developing the "Agreement in favor of Childhood" and
the creation of a multi-institutional "Group of Defense for Children Rights." The
occurrence of the cholera epidemics in 1991 has brought about even more concemn and
commitment to the control of diarrhoea. Programme implementation is at the state and
municipal level, while the federal contribution is more of a normative and advisory one.
Results and achievements vary in the different States. This report looks at one of the
most successful areas, Ceara State. There has been a decrease in diarrhoea related infant
mortality (32% reduction between 1987-1990). This should be examined and disseminated
within and without the national borders.

Recommendations are finally given. Most of them are related to the need for a general
improvement of the health service structure from the supervision area to the development
of human resources and strengthening of the distribution of supplies. The MCH
programme, of which CDD and ARI are just two components, appears to rely on sensible
and modem strategies and would certainly better achieve- the set objectives and targets
when certain general impediments of the health service are overcome.

II. INTRODUCTION
Objectives
Twn main nhiectives were set out for the country visit:

’ l;ll'tf'ro./'hcquir'e sufficient }infdrmationj(to evaluate the progress and strategy of the
'CDD/ARI' programmes at National Level.

1.2 To evaluate the programmes at a deeper level of analysis in the context of one Stite
- - (Ceara State, North East Brazil). ‘ ~



CDR-Brazil
Method of Review

Relevant information and data were collected through review of documents, structured
interviews, observations of staff/patient interaction and of programme formal meetings,
meetings with various levels of providers, brainstorming sessions, site visits to facilities
and informal talks. The visit lasted four days and was fully supported and efficiently
organized by the staff of the Health Secretariat of the Ceara State,(Dr. A. M. Calvalcante,
Dr. F. O. Andrade) to which the mission is very grateful. Participation of programmems
officials from the National Level (Dr. A. Goretti) and PAHO/WHO Office (Dr. M. L.
Ponce de Leon) were also arranged. UNICEF Staff from the National level were also
expected to be in Fortaleza, but could not attend. The complete list of persons met by
the mission is presented in annex A. Persons from the national level were met jointly
with State Officials, making it possible to understand the degree and nature of
collaboration between these two levels. Field visits were made to a Child Care Training
Unit, Paediatric Teaching Hospital and University Research Unit, and numerous urban and
rural facilities including an encounter with Community Health Agents. The majority (but
not all) of the field visits were conducted in presence of National, State and PAHO/WHO
Staff. The visit was concluded by a final evaluation session to provide an initial feed-
back on the review exercise. It is worthwhile to note that the participants involved in the
review found the opportunity quite beneficial for intemal evaluation.

I0. BACKGROUND & PROGRAMME OVERVIEW
Size.of the problem and national priorities

In - Brazil some 200,000 children die in their first year of life as victims of diarrhoea,
malnutrition, respiratory infections and other illnesses that immunization could prevent.
Half of such deaths occur in the North-East of the country where less than one-third of the
population lives and where diarrhoea is responsible for 30% of infant deaths. In this area
of the country, the children under 5 years of age run 5 times a higher risk of losing their
life for diarrhoea than the same age-group in the south of Brazil.

The comparatively low level of socio-economic conditions of the north-eastem states is
one main underlying cause of the problem. From this perspective, the Ministry of Health
decided to concentrate efforts to decrease diarrhoea related mortality in the under five age
group in Brazil. As far as acute respiratory infections are concemed, they stand as the
third cause for death for children under five years in the country. Both diarthoea and
acute respiratory infections are priority concerns at the national level. CDD in particular
is considered a high priority in the "Emergency Government Health Plan" of the country.
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conama
Programme Organization

National programmes directed at controlling diarrhoeal (CDD) and respiratory infections
(ARI) were initiated in 1982 and 1981 respectively. By 1984 the two programmes were
included in the activities of the "Integrated Programme for Children Health Care"
(Programmema de Assistencia Integral a Saude da Crinca, PIASC) under the coordination
of the present "Coordenacao Matemo-infantil" of the Ministry of Health (COMIN). PAISC
includes actions on growth monitoring and development, promotion of breast-feeding and
immunization. -In 1990 the Brazilian Govemnment signed the goals and objectives of the
"World Summit for Children" and elaborated a "National Programme for protection of
children" in which CDD and ARI, together with the other above mentioned health areas
were identified as priorities. Political support at State Level materialized in action plans
signed by State Goverors (Agreement in favor of Ch‘ldhood: Pacto pela Infancia). A
multi-institutional group was also created (Group of Defense of Children Rights) which
includes governmental, non-governmental institutions, and international organizations
(Ministry of Health PAHO/WHO, UNICEF, Brazilian Society of Paediatrics, and the
Catholic NGO Pastoral da Crianca to name a few). It seems, therefore, that much has
been done in recent years at the political/institutional level. The appearance of the cholera
epidemics in 1991 acted as a boost to the process of sensitizing the decision-makers in the
country. Operationally there was a push to increase service coverage through the network
of Community Health Agents (CHA).

In the State of Ceara the integrated programme known as the "Viva Crianca" (Up with the
Childhood) has been active since 1987 and has now been implemented in 163 of the 184

municipalities of the State. By December 1993, 87% of the upper level officers have been
trained on prograrnme -management and 67% of the CHA's in routine activities.

Implementation Strategy

The main strategy emphasized at the national level is to prevent deaths from diarrhoea and
has focused on the Oral Rehydration Therapy (ORT). Concomitantly, promotion of
breast-feeding and environmental health were supported at the national level. In 1988 the
infant mortality related to diarthoea was 14.4% of the total, almost half compared to the
28.4% recorded in 1979.Since 1990 there has teen a shift towards the PAHO/WHO
approach to "Correct Management of Diarrhoeal Cases" and consequent updating of
national guidelines and training content. The involvement of Universities in training
activities represents an effective move in disseminating the programme strategy among the
medical profession, using the necessary scientific back up. Another apparently effective
measure is the location of training/demonstration units located in the health services
(Centros de capacitacao integrados aos servicos). The ARI component of PAISC bases its
approach on correct case management at the health facility level, immunization, and
education of mothers to recognize early signs of a severe affection to ensure timely
treatment.
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‘It is worthwhile to examine how Ceara State has implemented this approach, Operational
research has been used, among others, to provide a situation analysis of the state of
children’s health in the area and to construct relevant plans of operation in close
collaboration with lower administrative levels (municipalities). Adaptation of
PAHO/WHO technical guidelines to local reality and provision of training to peripheral
Lealth workers based on those guidelines has been done. Training is emphasizing practical
applications and is in-service oriented. A reduction of 32% in infant mortality has been
recorded in the period 1987-1990,

Cholera Programme, Organization and Links with CDD

Cholera epidemics brought about the constitution in 1991 of a National Committee for the
Prevention and Control of Cholera. The committee is composed of representativesd of
different govemment sectors, is headed by the National President, and includes one
coordinator for each of the six sub-committees: epidemiologic surveillance, treatment,
laboratory, environmental health, food safety, health education and communication. The
national authority responsible for child health coordinates the sub-committee on treatment,
ensuring the standardization of CDD national norms and provision of supplies for
treatment,

In Ceara, the programme was introduced in 1992 and is under the coordination of teams at
state, regional and municipal levels. They collaborate with the integrated programme of
Viva Crianca and follow the guidelines provided by PAHO/WHO as approved by the
Ministry of Health, The mission attended a meeting between the team of Fortaleza
Municipality and State. The strategy mainly entails preventive actions such as access to
clean water, proper disposal of faeces, appropriate information of the population on
hygienic measures to avoid the infection, how to suspect and where to get proper
treatment for the disease. During the visit of the mission, information leaflets in various
languages for spanish and italian speaking tourists were in preparation.

Major Players and Interaction

The Government, at federal, state and municipal levels, plays the major role in the
implementation of child care including ARI and CDD. National NGO's, such as the
religious organization named *'Pastoral da Crianca" has been active over the last 10 years
in 27 states of the country at, the community level through preventive actions. The
Brazilian Society of Paediatrics promotes the programme strategies among the medical
profession and interacts with other relevant organizations such as the "Association of Toys
Producers" and the "Association of Radio-TV Enterprises." All are involved in the above
mentioned multi-sectoral "Group of Defense of the Children Rights." Technical and/or
financial support is also provided by International Organizations such as PAHO/WHO,
UNICEF and the World Bank. From 1995 a bilateral agreement with Japan will be
activated in the field of MCH.
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- The State of Ceara oversees the collaboration of the state and municipal health secretariats
with the University of Ceara, Pastoral da Crianca, Fundo Cristao para Crianca (NGO),
Terra dos Homens (NGO) and the Grupo de Apoio a Comunidades Carentes. Support to
the programme is also coming from the Federal Level, PAHO/WHO, UNICEF, and the
World Bank through the "North-East Project.”" Also at state level the structure of

interaction among the different institutions is provided by the "State Group of Defense of
the Children Rights,"

IV. PROGRAMME TARGETS, SUB-TARGETS AND ACHIEVEMENTS

| “Iheja:géts for the fight against dimhbea at‘.h;iﬁonai‘leiré'l‘-fo;-,theﬂ year 1994. have been’
set out as follows: o ' o

10% reduction of mortality due to diarrhoea in the under 5 age group'
" Ensure that 80% of dehydrated cases receive ORS
“Ensure 100% availability of ORS at health units level .
- Promote adequate use of home made solution in 100% of home treated diarrhoea.

| 'S:ﬁb-Térgets will vary among states and are going to be fixed with State MCH .
coordinators in February this year. o - .

The ARI targets are set less specifically and expressed as follows:

< Reduction of mortality in the under five age group for ARI and in particular for
o pneumnonia (10% reduction of mortality for the year 1994). L
- .Reduction of the number of severe cases and complications of upper and lower

S respiratory infections. - |

- Control of the inappropriate use of antibiotics and other drugs for ARI.

~ Among the targets set at Ceara State level for the next 3-4 year period, we qu;Sgg the,
following: .

. Reduction of infant mortality by 30%
“ = Reduction of admission for dehydration of 50%

“As far as achievements are concerned, relevant indicators show that the epidemiological

“ picture of under five and infant mortality has positively changed in the last years. Itis
- difficult to disentangle the impact of the health programme from other contributing factors,
 but they may have contributed much to such improvement, notwithstanding the period of
economic continuous recession. The technical interventions have possibly found a fertile
ground both in the political (and others) sector and in the public opinion. The case of
Ceara State would tend to support this view for the impressive achievements they have
reached in the last few years to become a well known case in itself (Maurice Pate Award
for 1993).
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V. STRATEGIES TO ENSURE PROGRAMME SUSTAINABILITY

, Tmning

Training philosophy has changed in the last few years to make it more relevant to the
professional needs of the staff at different levels. There has been a shift in the balance
between theoretical and practical aspects in favour of the latter (this is still awaited for
ARI training). Another important feature is the concern to provide in-service training
linked to supery:snon. by building on more structured courses. To support training
effectiveness, services that are receiving courses are concomitantly supplied with materials
to permit them to become operative. The training manuals are based on WHO material.
The Cholera epidemic resulted in additional funds from the World Bank and the States to
train personnel on CDD (including cholera control) activities.

In Ceara State basic training on CDD and ARI has the following features:

. ARL 08 hours theory + 08 hours practice. The course is aimed at general practitioners
- ~ and nurses.

~ CDD: 04 hours theory + 08 hours pracnce for nurses, staff of intermediate level and
community agents.

4 hours are spent on other basic health action of the Integrated Child Health Programme.

Training is often given at peripheral level (municipality) by the State staff of the "Viva
Crianca" Programme. Specific manuals on the different components of the programmes
have been produced at State level, based on PAHO/WHO guidelines. The evaluation of
training effectiveness is done through monitoring the staff performance in the various
health units. Corrective action is taken as part of an in-service training action that appears
to be well accepted by the executing staff.

Supervision

At national level, supervision is identified as one of the main weak points of the health
system, not different to the experience of many other countries. The wide expanse of the

- country, together with comparatively scarce human, financial and material resources are
given as the major causes for such deficiency. From the federal level supervision is made
(within the available resources)

on a priority basis and on demand. The same problem is existing at Ceara State level,
where the main cause is felt to be the scarceness of qualified staff to conduct supervision
(from state, to municipality levels). The plan for 1994 includes a supervisory visit from
the State Level to each of the municipalities included in the plan at least every 60 days.

o)
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Supplies/Drugs

Supplies and Drugs are di:tributed by a central govemment structure named CEME
(Central de Medicamentos), which is part of the MOH. On the production side Brazil is
self-sufficient to satisfy ORS needs although problems are experienced in the

distribution. Inefficiency of the system is affecting the supplies of all the medicaments
provided for the Integrated Child Health Programme. Since 1992, CEME is undergoing a
process of decentralization that should in the medium term improve the problem
(improvements are expected already during 1994) of the supply of drugs for the ARI
programme shortage in some of the regions of the country are causing a higher frequency
of hospital admission, and an increase in complications consequent to delayed treatment
which results in higher case fatality. In the state of Ceara, the situation is reported to be
satisfactory for CDD and ARI activities. It is noted that the process of decentralization
increases the efficiency of the supply distribution system, whenever the municipality gives
high priority to the child health programme.

Research

Quite a number of research studies are conducted in various areas: epidemiology,
operational aspects, and qualitative studies. Examples are promotion of breastfeeding,
weaning/food/hygiene, improved ORS, case management, nutritional management of
diarrhoea, KAP research on health professional use of ORT, and effectiveness of training.
Results of research are used to re-orient programme activities. In the State of Ceara, two
extensive studies were conducted in 1986 and 1990 to assess the mother and children
health status. Objectives and strategies of activities were actually based on such situation
analysis (1986) and helped in monitoring changes (1990). A specific investigation on
improving hygienic practices and food preparation for mothers has been pursued jointly by
the Federal University of Ceara and the London School of Hygiene with technical and
financial assistance form WHO/CDD (1990-1991). A second phase is now under
negotiation.

Financing
The main bulk of financing is provided by the Brazilian Govemment and related

administrative levels (states and municipalities). Contributions are received from
PAHO/WHO< UNICEF and the World Bank. - \ ,

. C8’
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VL MAIN PROBLEMS AND CONSTRAINTS

* The. natwnal level identifies- the following main problems- shared by CDD and ARI
activities:

l "General weakness of health services, especially for access, referral system and
~information system;

2. Lack of constant supplies at the health units such as ORS, educational materials.
- (quoted also for ARI drugs);

3, Hngh turnover of trained health professionals that limits investmient in training;

4. 'H"Unsansfactory pamcnpatnon of state and .municipality health secretariat in reproduction
- of training activity initiated by federal level;

5 _Advising, supervision and evaluauon of activities still insufficient;

6. Deficient environmental health COnditionS‘especially in North and Noriﬁ'v-East regions.
7 ”_'Low acceptance of protocols by the health profwsnonals (for ARI)

8. - Insufficient mteractnon between Umvexsnty and Health Servnces (for ARI).

VII. RECOMMENDATIONS

A request was made by the staff who contributed to this evaluatmn. for feed back on this
- review. The request is therefore submitted for consideration to the Chairperson of the
External Review Group.

The folloWing recommendations are derived from the opinion of the Brazilian Authorities
involved in the Programme at different levels; they match quite well with a series of

recommendations given by PAHO/WHO staff that are not reported in this document, but
are part of the documentation accompanying this repon

A) CDD ACTIVITIES
‘At Federal Level

1. Improve the organization of the health services for the correct development of Child
Health Care (including CDD and ARI).

2, ‘Develop the Information System to ensure monitoring and evaluation;

o
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- Ensure appropriate financing (national ‘and‘v. e’x_;emﬂ sqmcs) 'to_spppo‘xt_{s_ppgfryi:glon}

monitoring and evaluation activities; -

Improve the involvement and coordination with national and international agencies to -
- optimize the use of available resources;

. kéquest the continuation of international cooperation in the field of technical

" assistance, training, research, strengthening of managerial skills of health staff;

6.

Develop new training methods to provide for effective and efficient training.

At State and Municipal Level

1.

2.

L

Prioritize the implementation of basic health services (of Which Child Health Care is
pan; calth $ (e

Improve managerial skills of MCH coordinators;

B) ARI ACTIVITIES

Strengthen the management unit of MOH. Staff could beneﬂt from further national or

international training and educatisial cpportunities;

~ Improve the information system through sentinel posts, Systematic;ptocedures.' two- -

way feed-back;

. . Ensure sufficient funds for operational research with greater involvement of

University;

-Develop further the area and actions on Health Education; -

Produce and disseminate heaith education material for all levels of service (up to the:

- CHA);

Coordinaté and optimize the contribution’ of the international organizations;

. Ensure proper and continuous provision of drugs.
. Support '}politicallyAthe implementation of the programme at state and municipal level;

 Strengthen the personnel skills (state ana municipal levels) through: managerial and -
clinical training. ‘ o o T '
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* The recommendations provided by the Ceara State Programme lmplementexs. stibstantially
repeat the ‘same areas of ccacern with the following additions:

1 WHO should increase the emphasis on the general improvement of hygienic . condition
of life as an important investment to improve child health. That would help. in
sensitizing politicians/decision makers; |

2. Generate more frequent opportunities to exchange experiences in the manegement of

programmes. The present external evaluation was felt to be a useful exercise.to
examine and discuss the programme strategy and orientation.

Cll
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'ANNEX: LIST OF PERSONS MET BY. THE MISSION.

Name Position/Institute

Dr. Marina Luz Ponce De Leon, CDD Advisor MCH Programme PAHO-Brazil
Dr. Cristina M. Gomes do Monte, Nutritionist, Research Unit of the Faculty of Medicine,
- Federal University of Ceara (UFC) ‘
Dr. Ana Goretti K. Maranhao Chief of Health Care Service, Ministry of Health
Dr. Francisca M. Oliveira, Director of Health Services, Andrade Secretanat of Health,
Ceara State
_Dr. Regina L. Portela Diniz, Coordinator, "Viva Cnanca" Programme Secretanat of
Health, Ceara State
Dr. Marilyn Nations, Director of the Institute of Cultural Sciences and Medrcme. Fortaleza
Dr. Jose Lucivan Miranda, Professor, Coordinator of the Paediatric OPD, Faculty of
Medicine of UFC, Fortaleza
‘Dr. Maria S. Carvalho Gomes, Professor, General Coordmator for Pediatric Trammg.
Faculty of Medicine of UFC.,
Dr. Maria F. Facanha Elias Reis, Pediatrician, Paedratnc OPD, Faculty of Medicine of
UFC, Fortaleza
Dr. Henrique Luis Sa, Medical Officer, Pediatric Service, Umversrty Hospital,
Faculty of Medicine of UFC
Dr. Raimundo Bezerra, Secretary of Health, Municipality of Fortaleza
Dr. Ana M. Cavalcante, Secretary of Health, State of Ceara
Dr. Helena Andrade, Director, Department of Health Care, Fortaleza
Dr. Maria do Carmo, Director, Rehydration Centre, Marieta Cals, Fortaleza
Mrs. Candida Reboucas, Nurse, Technical Advisor, Viva Crianca Programme, Ceara State,
Fortaleza
Dr. Veronica Said de Castro, Pediatrician, Technical Advisor, Viva Crianca Programme.
Ceara State, Fortaleza
Mrs. Roselia M. A. Soares, Social Worker. Member of the Mesquita Community Heaith
r Agents Programme -
Dr. Aldo Lima, Professor, PHD, Federal Umversrty of Ceara Clinical Research Unit,
; Faculty of Medicine
Dr. Sullivan Mota, Professor, In Charge of Pedratncs Dept, Faculty of Medicine, UFC
_Dr. Antonio Queiroz, Health Secretary, Municipality of Maracanau, Ceara State
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MEMO .TO: Dr, Deanna Ashley
Chairperson, External Review Group:
Ministry of Health
Jamaica, WI

FROM: = Dr. Paul Nchoji Nkwi

SUBJECT Review of CDR Programme -- Guatemala. .An on-site review:
' - conducted, February 1 - 5, 1994,

1. INTRODUCTION

The objective of this on-site visit was to evaluate the CDD/ARI programme in Guatemala
highlighting its achievements, strengths and weaknesses. Dr. Mario Lacayo of
PAHO/WHO coordinated the visit by arranging the initial meeting with Guatemala health
officials as well as visits to urban and rural clinics. The list of persons interviewed is
included in this report. Dr. Octavio Moran, head of the ARI programme was very helpful
throughout the trip.

Two focused group discussions were conducted with ORT volunteers in Villa Nueva
village and staff of Foster Parent International at Amititlan. I visited the University
Teaching Hospital’s pediatric unit (San Juan de Dios). Other interviews were conducted
on a person-to-person basis.

IL. BACKGROUND AND PROGRAMME OVERVIEW

Between 1986 and 1990 there was a decrease of diarrhea- related deaths in contrast to the
dramatic increase of child mortality due to ARI. Within this period KAP studies indicated
that people were changing their attitudes and behaviour, and ORS use became significant.
Studies made by INCAP (Instituto de Nutricion de Centro America y Panama) shows that
despite this steady decline in mortality rates due to diarrhoea, 81% of the health personnel
have very low knowledge of the management of acute diarrhoea and cholera; the health
centres do not have adequate plans and actions for community awareness building; 44% of
mothers can not identify the danger signs of acute diarrhoea and that most health facilities
pay little attention to physical examination of diarrhoeal patients.

Within the same period attention was given to capacity building at the institutional and
“community level, seeking to reinforce knowledge about adequate management. In 1992,

22 ORT Units were created around the country, but inadequate follow-up, monitoring and
. evaluatmg have been the major constraints.

i Cholera Epidemic

. In July 1991 3,664 cases of cholera were reported. Males were affected most (60%). In
1992 the number of cases jumped dramatically to 15,861, The figure doubled to 30,728
cases in 1993, and it is expected that the numbers will go up to about 47,000 in 1994,
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The number of deaths kept rising as the number of cases went up. In order to develop
adequate preventive measures and educate people at all levels, the National Cholera
Commission was created. A National Action Plan to help deal with the epidemic by
strengthening the development of activities of vigilance, prevention and control was put
into place. Lack of adequate resources (material and financial) remain the major
constraints,

1. THE CDD/ARI PROGRAMME IN GUATEMALA

" Established to reduce the incidence and rate of mortality among children 5 years and
younger, the programme promoted the effective management through training and
education at institutional and community levels. UROC’s (Unidad de rehydracion oral de
communitaria) were created but little was achieved. The programme promoted the use of
liquids in order to harness dehydration and the education of mothers. The coordinating
role of the MOH has been weak for lack of basic resources and a political will.

Guatemala was the first Latin American country to initiate ARI programme in 1984,
Between 1988 and 1989 it trained its personnel, established norms and standards. At that
time diarrhoea was the leading cause of death among children 5 years and younger. The
ARI programme has developed a strategy to cover 50% of the country and

. PAHO will assist in this new endeavor. The remoteness of some of the districts most in
" need of assistance also constitutes a major handicap to the training, education, follow-up
and reaching out to local communities. ‘

The ARI programme intends to train more personnel; provide more drugs and increase the

capacity of coverage by using trained volunteers from local communities. The use of

local NGOs (ASINDES, Hepe,) is also critical in the achievement of programme

objectives. The IGSS has embarked on an extensive training programme in collaboration -

with the ARI programme. By December 1993, a total of 340 people (89 medical doctors,

15 nurses and 45 nursing aids, 10 health educators and 20 medical students) veere trained
by the IGSS/ARI.

1V. ITS ACHIEVEMENTS

1. A certain level of awareness has been raised among mothers about the dangers of
dehydration. The programme coordinators assert that the decline in the diarrhoeal
_ mortality rates is the major achievement of the programme, Future efforts in building
more awareness among mothers may significantly improve the home management of
diarrhoeal diseases.

2. "I‘hrough an international organization such as CARE, the programme is able to
" educate local people in identifying the signs and symptoms of acute diarrhoea and
cholera and how to develop preventive measures with episodes using community

based strategies.
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- Over 22 ORT Units have been established, and the Guatemala Institute of Social
Security (IGSS) has been instrumental in use of the strategies developed by the

programme. IGSS hopes to establish over 40 ORT Units in local communities in

‘1994,

The cholera epidemic has attracted a lot of international attention and support. The
CDD programme uses cholera experience to reinforce its activities. A only handicap
is that the cholera programme tends to focus on international demands rather than on
CDD national objectives.

Both the CDD & ARI have produced some promotional material for local
communities, and the two programmes have worked closely with Foster Parent
International to produce these materials. Collaborating with national and international
institutions has been the major strength of the programme. Such collaboration has led
to the adaption of material coming out of WHO HQ.

Training of local community people, nurses and medical doctors is being executed at a
very slow space due to attitudinal problems and lack of resources. The training
programme in ARI has been very successful having trained over 340 persons.

LAPROMED and ADAMED, two Guatemalan companies, produce ORS and provide
the MSPAS with it. CLAPP & MAYNE, a USAID contract firm, is assisting in
assessing real needs are promoting consumption. MARIPOSA, a PEPSI-COLA
concessionaire, has carried out successfully the distribution of ORS.

THE MAJOR CONSTRAINTS OR WEAKNESSES

The coordination of the CDD programme is rather weak. The personnel shortage and
instability do not provide for good monitoring and evaluation. For example, between
1987-1993 five coordinators of the ARI progamme were appointed making follow-up,
monitoring and evaluation rather difficult. Intemal politics constitute a major
constraint for programme monitoring and evaluation.

Given the increasing emphasis of international agencies on grassroots support for the
programme; the central coordinating units are completely handicapped by the lack of
logistical support and financial resources. The Ministry of Health (MSOAS) does not
provide financial and material resources to the CDD/ARI programmes. Although
there seems to be an indication that MOH will provide funds for the 1994 CDD
national programme, it is very unlikely. Due to structural and historical problems,
intenational agencies refuse to give direct assistance to the central coordinating units
of CDD/ARI programmes. Such agencies concentrate their efforts on grassroots
organization (NGOs) where it is expected more will be achieved. PAHO, AID,
UNICEF and other prefer a greater involvement of NGOs in the CDD/ARI programme
activities.
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3, Active community participation in most CDD/ARI activities is very low. Although
- attempts have been made to establish community drugstores in which ORS can be
obtained, cominunity participation in their establishment is totally absent. A few
selected individuals are trained to run what is called community drugstores. These do
not represent what is usually referred to as community participation and involvement.

4; The management of "health areas" have been found ‘o be weak because of lack of
people well trained to provide quality care. USATD/CLAPP/MAYNE project has
identified this weakness and there is an attempt to target nurses, interns and university
teachers for training if sustainability is to be achieved in the future.

- 5. Some people I talked to assert that the CDD/ARI programmes are too medically
oriented, There is very little interdisciplinary cooperation; it is too vertical a
programme. The managers of CDD/ARI programme are said to resent other people.

6. Attitudes towards ORT constitute a major handicap for the effective management of
diarrhoeal diseases. Medical doctors accept the ARI approach and tend to neglect the
importance of ORT. A study carried out by INCAP indicates that a high percentage
of nurses do not evaluate carefully patients with diarrhoea, nor do they educate
‘mothers on home management. Their attitude towards ORT must change.

7. When there was the outbreak of cholera in 1991 few nurses knew how to deal with it.
Most of them were caught unaware and did not know how to handle the cholera
epidemic. They knew the basic norms but they were afraid to apply them for fear of
unknown complications. Medical doctors rely on standard treatment and few health
facilities can afford medical doctors. So, the system depends on nurses who need to
be targeted for more training.

8. The research component is very weak. Apart from INCAP that has carried out some
KAP studies, we found no evidence that this is being given much importance within
the programme. INCAP has the capacity to carry out research for the improvement of
the programme performance.

VI. PERSPECTIVES

For the CDD/ARI programme to move forward on more sure grounds, future activities and
present strategies must address some critical issues. Vertical programmes must develop
into a more integrated and less disease oriented programmes. The sick child initiative
seems to be a welcome approach among CDD/ARI programme managers. This will
permit a rational use of resources; monitoring and evaluation will be more efficient and an
interdisciplinary approach in training and monitoring will put the programme into better
focus. ' ‘

" Influencing local attitudes and mentality within a framework of community participation

" will be cardinal to the success of the sick child initiative. Attention must be paid to social

o issues that are critical to community involvement and participation. ‘
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Local NGOs will need technical support to play their role within community-based
programmes. This measure is vital if the curative trend (80%) moves to more preventive
measures or strategies. Given Guatemala’s ethnic diversity, the involvement of social
scientists in the elaboration of more effective community based strategies is also critical.

The sustainability of a more integrated programme will largely depend on appropriate
training programmes. The efforts of INCAP in developing long distance training materials
based on CDR/WHO model for medical doctors, nurses and interns will i unprove CDD
programme preventive activities,

VIL. RECOMMENDATIONS

The current experiences of cholera management should be integrated into the CDD
programme. The training of local people in recognizing acute episodes and empowering
the health districts and centres in the management of diarrhoea and cholera must be
considered a fundamental goal. Flexibility within the chain of commarnd is required to
make the programme more functional.

The monitoring and evaluation of the CDD/ARI programme by its managers at MSPAS
require minimum resources and this can only occur if the political will to sustain the
programme exists.

The establishment of community drugstores must be made a community affair rather than
the effort of a few selected members of the communities without community participation.
The UROCS and drugstores presently managed by volunteers should be transformed into
health posts with greater community participation in their management.
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ANNEX I: LIST OF PERSONS MET

1. Dr Octavno Moran, Coordinator CDD programme, MOH/MCH
'Dr. Enrique Molina, Coordinator, ARI programme, MOH/MCH
Dr. Carlos Mayorga, Inst. Guatemalteco de Seguridad Social
Dr. Juan Jose Urrutia, Consultant, Clapp & Mayne/USAID
Dr. Guadilio Sajche, Head, MCH Dept. Ministry of Health
Dr. Celeste Moran, CDD programme, MOH/MCH
Dr. Enrique Napoleon Diaz, Head, MCH Section, 1GSS
Dr. Cristina Caldon, Supervisor, Child/CHO, CARE
. Dr. Walter Flores, CARE
10 Dr. S.T.C. Flores, Head, Health Sector, ASINDES (NGO)
11. Sig. Luis Felipe Rosales, Health Educator, COMOS/UNICEF
12. Dr. Floridalma Cano, Hygiene & Weaning Food Project, INCAP
13. Dr. Sandra Saenz de Tejada, INCAP
14. Dr. Olga R. Torres, Nutrition & Infection Programme INCAP
15. Dr. Maggie Fischer, Distance Education Module, INCAP
16. Dr. Noemy de Reyes, Foster Parent Intemational, Amititlan
17. Dr. Raul Vasquez, Foster Parent International, Amititlan
18. Dr. Gustavo Tapia, Foster Parent International, Amititlan
19. Sra. Catalina de Cuyan, ORT Unit, Villa Nueva Village
20, Sra. Doris de Carplo, ORT Unit, Villa Nueva Village
21. Sra. Felipa Alvarado, ORT Unit, Villa Nueva Village
22. Sra. Catalina Tzul, ORT Unit, Villa Nueva Village
23, Sra. Cecilia Orozco, ORT Unit, Villa Nueva
24, Sra. Clemencia Garcia ORT Unit Villa Nueva
25. Sra. Yolanda de Morales, ORT Unit, Villa Nueva
26. Sra. Margarita de Leon, Health Educator, IGSS
27. Sra. Diana Carcia Santana, Health Educator, IGSS
28. Dr. Jorge Chiang, OH/E, USAID, Guatemala
29, Dr. Rodrigo Bustamante, Director, Clapp & Mayne, Guatemala
30. Dr. Victor Lara, Clapp & Mayne, Guatemala
31, Dr. de Jesus Sagastumne, North Health Sector, Guatemala City
32, Dr. Carlos H. Vargas, Paedriatic Unit, UTH, Guatemala City
33, Dr. Carlos Andrade, Health Officer, UNICEF, Guatemala
34, Dr. Mario Lacaya, MCH, PAHO/WHO, Guatemala
35, Director, San Juan de Dios Hospital, Guatemala City
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ANNEX 1I: REPORTS REVIEWED

1.

2‘

._FUNICEF’s Country Programme Recommendations; Febfu'ary."l987. -

‘ Commzssnon Nacional de Colera, Acciones de Orgamcion local para 1a lucha contra:el
- colera, MSPAS, Guatemala, 1994.

H. Faust, Consultancy visit on ORS Producuon in Guatemala, WHO/UNICI:F
Guatemala, 1992,

'MSPAS/DGSS/DMI, Normas e atencion de slaud matemo infantil, Plin Nacional de

salud materno infantil, 1992-1996, Guatemala, Agosto, 1992.

MSPAS/DGSS/DMI La salud matemo infantil en lel pais: situacion actual y
propuestas para el cambio: salud para todos los Guatemala, 1994-1996.

Programrhema control de enfermedades Diarreicas, Guatemala, Julio de 1993.
Modulo de capacitacion para personal de servicios de salud en la asistencia y.control

de las infecciones respiratorias agudas (IRA) en ninos menores de 5 anos de edad.
1993.
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FROM:  Dr. Deanna Ashley
Dr. Sadia A Chowdhury

TO: 'ERG Members.

'SUBJECT: Review of CDR Programmes -Pakistan.An onssite review conducted, |

‘December 8 - 12, 1993,
SUMMARY

Acute Diarthoeal Diseases and Respiratory tract infections are still important health
problems in Pakistan and national programmes have been developed to address these
health priorities.

The cfforts with regards to CDD date back to 1992 when the programme was linked to the
initiatives for EPI. The ARI programme was initiated in 1989, These programmes have
been guided by the WHO programmes policy and strategies.

There is indirect indications for possible decline in mortality due to diarrhoea based on; i)
reduction in case fatality rate at 10 DTUs, and ii) improved case management practices of
health workers.

Projects such as Pakistan Child Survival Project have aimed at integrating CDD and ARI

activities with other child health related activities, focusing at the operational, health centre

" Jevel. This has created ambiguities and concemns amcng national and provincial
programme managers. Discontinuation of donor support for this project in 1993 and the
development of the new Social Action plan which excludes CDD and ARI has lead to
further uncertainties. Integration of these programmes however seems to be accepted as
the new policy direction of the Ministry of Health.

Coordination of donor and government activities and inclusion of CDD and ARI related

activities in this project is essential if these two major health problems are to be addressed

and an impact achieved.

1. INTRODUCTION

1.1 Objectives

L.1.1 As a part of the evaluation of the WHO global programmes of CDD and ARI to
assess the inputs of the global programme in Pakistan as one of the countries
selected for the External Review. ‘

1.1.2 To evaluate the accomplishments, strengths, weaknesses and constraints of the ARI
and CDD programmes in Pakistan.
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. 1.2 Review Procedures

The itinerary for the review was coordinated by Dr. Johnathan Simon of ADDR who
unfortunately, was unavoidably absent at the time of the visit. Dr. Rushna Ravji, Chief of
Health, Population aud Nutrition at USAID, who was delegated the responsibility to
follow up organizational matters and accompany us on field visits, did an excellent job.
The support provided was of great assistance in accomplishing the many visits in
Islamabad, Lahore and Karachi in the short time available.

Visits and interviews included key representatives of WHO, UNICEF, and USAID,
National Programme Managers for CDD and ARI at the Federal as well as the Provincial
level for Punjab and Sindh provinces; researchers and trainers involved in both
programmes at the Pakistan Institute of Medical Services, the National Institute of Health
and other teaching hospitals, visits and discussions with staff of a non-governmental
organizations and a basic rural health unit. The list of the persons interviewed and places
visited is attached. (Appendix I)

1.3 Organization and Delivery of the Health Services

The National Ministry of Health and Social Welfare of Pakistan has been delegated the
responsibility for the formulation of national health policies and for planning, while
implementation is largely the responsibility of the provincial governments. The Federal
Ministry is headed by the Central Minister for Health and the Secretary of Health and
Social Welfare, who also has under him the Directorate of Basic Health Services Cell.
The programmes are executed by the Provincial Secretary of Health through the
department of Health (DOH) headed by the Director General of Health Services of the
Province. The District level health services comes under the jurisdiction of the District
Health Officer and the District Medical Superintendent of Hospitals (figure 1) Provinces
provide the resources needed for programme execution, however EPVCDD/ARVAIDS still
depend on the Federal Government for some resources.

The National Institute for Health (NIH) is responsible for overseeing the EPI and CDD
programme in addition to vaccine production, while the Pakistan Institute of Medical
‘Sciences (PIMS) is responsible for the ARI programme. The federal level ( federal cells)
plans and provides the policy direction for these programmes.

It is worthy to note that an estimated 60-80 % of health care is provided by ihe private
~ sector.
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2. CDD Programme
2.1 Overview

The national CDD programme along with EPI, at the Federal level (the Federal Cell), falls
under the responsibility of the National Institute of Health (NIH). General policy
directives are provided by the Director General of Health. The NIH develops the
programme’s policies, guidelines, develops and conducts training programmes for master
trainers and, carries out research. They are also responsible for the coordination of
programme activities and liaises with international organisations.

The NIH is also the main reference laboratory for investigation of diarrhoeal diseases.
The national programme supplements transport, ORS packets and printed materials
required by the programmes for implementation at the provincial level.

In 1982, the Government of Pakistan developed an accelerated health package that focused
on EPI, CDD and TBAs. The efforts of the CDD programmes were then on the
production and distribution of Oral Rehydration Salts (ORS) packets by vaccinators,
supported a by mass media campaign which aimed at reducing diarrhoea deaths. The
CDD programme was reviewed in 1984, 1988 and again in 1992 when more in-depth
focus reviews were conducted with technical support from WHO.

Over the past ten (10) years the CDD programme at the national level seemed to have
waned in importance as projects funded by USAID emerged. This created ambiguities and
uncertainties in the programme. The EPI thrust also tended to overshadow the CDD
programme. The Pakistan Child Suivival Project (USAID), implemented in 1989/1990
had no formal linkage with the national CDD programme. The policy and activities of
that project focused on integration of diarrhoeal disease and other child health related
activities into the operational levels of the health service. As provincial management was
not formally involved in this project, there was lack of ownership and commitment to the
activities being implemented.

Policy directions from the Ministry of Health seemed to vary in accordance with donor
policy and priorities. However, it is recognised that diarrhoeal disease is a problem that
should remain a top priority. This has recently been brought forcibly to attention with the
outbreak of cholera in the summer of 1993; and hence a renewed effort to develop a
strategy and programme to deal with diarrhoeal diseases within the country.

The main thrust of the programme has recently changed to focus on case management

with promotional elements focusing on breastfeeding and handwashing. A new
- programme plan for 1993 - 98 has been developed.
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2.2 Training

Up to 1992, 10 diarrthoea training units (DTUs) had been established, and over 2,000
health staff trained in effzctive case management. Training has been focused on doctors.
Only 13.5% of paramedical staff have been trained. ORT comers has been created in
37% of all hospitals and rural health centres. Some DTUs which were originally
established in accordance with WHO policy and strategy guidelines were closed and new
Child Survival Training Units for integrated training of health staff were established. It is
felt that integrated training would be more cost effective. CDD programme managers,
however feel that the time allocated to case management training in the new integrated
training programme is too short to facilitate adequate hands-on experience for the trainee.
In an effort to coordinate training activities and ensure that training quality as it relates to
diarrhoeal diseases is not compromised and efforts not duplicated, a training committee
has been established in two (2) provinces. The committee is chaired by the Secretary of
Health and comprises the Director General, Project Directors, Professors of Paediatrics of
Medical Colleges, Divisional Directors and other Directors from secondary technical
schools. The group will set training policy and guide the training programme’s
implementation, inciuding the selection of persons for the different levels of training.

2.3 Supervision and Monitoring

No mechanism has been developed as yet to strengthen supervision and monitoring.
However, the Health Management Information System (HMIS) as developed under the
Child Survival Project is accepted as a potentially good system which could provide an
effective tool for monitoring and supervision. It is to be imp!: mented throughout the
Provinces. This system will become the only regular reporting system for health
programmes. However, as it is just being implemented the CDD and ARI programmes
still use a separate system for programme monitoring (data quality and regularity of
reporting is questionable). There is much concern about the feasibility of implementation
and sustainability of this new system on a nation-wide basis, in the absence of a central
coordinating body and assurance of commitment of funds from the Government to cover
the recurrent operational costs.

2.5 ORS/Drugs

ORS packets were provided by the Federal Government up till 1993. However, the
Government has recently indicated that it will become a provincial responsibility as of this
year. This is of concem as many health facilities were in short supply in previous years
and there is indication that this may worsen as the budgetary allocation at the provincial
level, will be unable to meet the needs. ORS packets are available in the commercial
sector but often instructions on the use is inconsistent with national policy.

Although anti-diarrhoeal drugs have been de-registered in the last 2 - 3 years and the
national CDD policy indicates these drugs should not be used, tablets are often made into
paste and administered to children. As 60 - 80% of the population uses the private sector
for health care there is wide access to drugs through the commercial sector.
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~ Many factors contribute to irmrational drug use, including the perception of clients that the
government facilities provide inferior quality drugs. Essential drugs are often in short

supply at hospitals and health centres. Doctors have not changed. their prescribing habits
despite their use of ORT.

- 2.5 Communication

Several information, education and communication activities have been carried out over
the past five (5) years including TV and radio messages, printing of education materials
for health workers and caretakers and training in communication for health workers.
However this was not part of a comprehensive CDD commun:cation/education strategy.
Household and health facilities surveys found that the knowledge levels of caretakers
regarding diarrhoea case management is poor and only 6% of health workers communicate
effectively with caretakers messages related to home case management and prevention of
diarrhoea. : '

UNICEF is currently supporting CDD-related communication activities in provinces Whilst

Johnson and Johnson are funding the national breast feeding promotional activities. -
2.6. Achievements

“In table 1 programme targets and subta:ge&; set in 1966 and revised in 1990 is compared
with the status of the programme indicators for which data was available in 1992/93.

‘As no mortality surveys have been done in Pakistan diarrhoea specific mortality data is
unavailable. , _

Data from the sentinel surveillance system maintained at the 10 DTUs indicated a slight
increase in admission rate of diarrhoea cases, with a significant decrease in case fatality
rate from 11.3% to 5.8%. The reduction in case fatality rate at the 10 DTUs is indirect
indication of a possible decline in diarthoea mortality. '

Access to a provider of ORS is estimated to be 85% but access to a trained provi'cl'er lS
only 20%. ORT access is 31%. | S |

2.7 Evaluation/Research

Since 1988, six (6) household sﬁrveys. and two (2) piogramme reviews in 1988 and
Focused programme review in 1992, has been conducted. Several key findings emerged
from these surveys: ‘

2.7.1. ORT use during diarrhoea remains low.

2;7.2._ ‘Case management practices in Public Health facilities were often inadequate -

“indicating that there is limited impact of the training courses on the quality of the
health workers-performance.
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2.7.3_.[:1‘Antibtot|cs. antidiarrhoeal and other drugs are used extensively in the treatment of
acute watery dnarrhoea.

27.4; Inadequate breastfeeding and poor weaning practices exist.
275 dert‘di‘stﬁbu_tion system for the supply of ORS to.the peripheral health facilities.

2.1.6. - No advice was being provnded to the caretakers on home case management and
o preventton of diarrhoea.

OperatiOnal research to address the above issues"have not yet been carried out.

The National CDD programme has however identified the research areas for 1993/94,
which aims at addressing some of the above operational and behavioural issues.

3. ARI Programme

Several studies conducted in Pakistan since 1981 have shown that acute respiratory
infections (ARI) are the second most common cause of childhood morbidity and mortality.
Available data from surveillance systems or community - based studies indicates that
deaths in children under Syrs. associated with ARI, range from 15% to 30%. Hospital
studies indicate that the case fatality from pneumonia and other severe forms of ARI range
from 4 to 10%.

The focus for the national programme is the Federal ARI Cell, which lies in the Pakistan
Institute of Medical Services (PIMS - a federal government institution), which is
responsnble for the formulation of the national guidelines for training, clinical management
and supervision, and the overall coordination of the programme.

The ARI programme started in 1989 and a national plan of action for ARI ln Pakistan was
developed in 1990 with the assistance of WHO Geneva and the Regional Ofﬂce for the
Eastern Mediterranean in Alexandria,

~ The initial objectives of the National ARI progranime are:

- to reduce mortality from acute lower respiratory infections, in particular pneumonia
in children under Syrs. of age; and |
- to reduce the inappropriate use of antibodies and other drugs for the treatment of
~ acute respiratory infections in children. ,

“The four (4) year action plan started off with the training of senior paediatricians at the
central level and the provincial teaching hospitals. This has been rontinued by focussing
on one division in each province in which training for clinical management and
supervision would be completed at all levels by 1992 and the rest of the country by 1997.
To date approximately 800 physicians from all divisions have been trained.
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The programme has done well in establishing a technically strong base for action. The
involvement of the professional Paediatric community has resulted in a firm acceptance of
the principles of ARI control by the senior levels of the medical profession who
participated in the development of the practical National Plan of Action. The challenge
now confronting the programme i ; how to operationalize at levels where the programme
impact can be perceived. If this cannot be done within the near future, the ARI
programme stands the danger of becoming static and losing its impetus. The major
activity of the national programme has been the planning and implementation of a
programme which is mainly focussed on training and conducting some key research
activities.

It is generally felt that the ARI programme has yet not reached stage where it can affect a
change in the disease pattern or case management, including the prescribing behaviour of
the physicians. There was a general agreement on the following:

- the ARI programme is on the right track

- the trend is to focus more on case management

- there has to be a national policy on the rational use of
drugs

There was general concern expressed about the effect on the ARI programme by
withdrawal of USAID (as ADDR was one of the main forces encouraging research); the
lack of defined linkages with the subsequent Social Action Plan (SAP) and the Family
Health Projects. It is felt that although the integration of all programmes should occur at
the service delivery level, there are several issues which need to be resolved, ie.:

- Service providers are not keen for integration of service delivery.

- Integrated vs individual/vertical programme related training. Can the required
skills be taught in the time allotted?

- Supervision as this should be supportive and participatory not critical and an

~ imposing. :

- Sustainability of the programme would be difficult due to resource constraints.
But the group felt that if the government considered this problem as a priority then
SAP money could also be apporticned to support this programme.

- . The high cost of drugs may impede nation wide implementation unless adequate
supplies are provided from the Federal level. Standard list of drugs appropriate for
each type of facility should be prepared. ' A

"« Lack of national and international exposure lack of reliable data from all over the

~ . country.

The ARI programme has been able to incorporate clinical management of ARI into the
medical curricula from 1993, All graduates from 1994 will be tested on it. Certain
hospitals in Lahore (King Edward Medical College), Islamabad (PIMS), and Rawalpindi
General Hospital) have taken the lead, and are active collaborators in the programme.
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" The ARI programme budget is shared by the Goveminent of Pakistan/WHO/UNICEF:
They contnbute in the following components.-

"Training - WHO and UNICEF
Research - WHO, ADDR, UNICEF
Staff/Overhead - Government of Pakistan

3.1 Success of the ARI Programme

= Successful in creating awareness in the medical community and mﬂuencing

- "changes in prescribing behaviour.,

-~ Has been able to positively affect the use of drugs. ,

‘=- "Generation of programme related research findings and mvolvement of the. medlcal
commumty in this, in collaboration with ADDR.

3.2 Weaknesses

- Supervision and follow-up of trained staff especially as it relates to the HMIS. .
- Apportionment of the budget is based on the population rather than the
- programme needs.

- Integrated training brought about by USAID supported Pakistan Child Survival
Project (PCSP) has affected the growth of this programme. It is felt that it has
brought in new ideas before the current ones on ARI could gather roots in the
minds of the professionals.

- The programme being too donor driven with, lack of consensus among donors
regarding who should be the prime mover of the programme.

At the provincial level the programme works closely with the CDD and participates-in the :

‘CDD training and policy decisions. The EPI programme has been overshadowing CDD to
some extent.

3.3 Training

As mentioned earlier the ARI action plan started off with the training of senior
paediatricians at the central level and the provincial teaching hospitals. This was followed
by the training of clinicians at all levels in clinical management and supervision, in any
one division in each province. This training was to have been completed by 1992 and the
whole country covered by 1997 To date approximately 800 physicians from all divisions
have been trained.

The training modules have been developed centrally with the involvement of the
Professors of Paediatrics and Community Medicine from the Medical Colleges of all the
Provinces. - This has ensured the involvement and participation of professional groups and
 their approval to the programme. The WHO training modules and charts were adapted for
~ local use, especially for small health care facilities and outpatients care. The training for
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Master trainers (5 days), Patient Management Courses for medical officers from all levels
(4 days), Supervisory skills training for medical officers/nurses/CHWs are being done for
ARIL There are a total of 20 ARI training unit (ATUs) dispersed all over the country, in
teaching and other hospitals. There have been a total of 71 ARI training courses held
nation wide through which 813 hez!th workers (physicians, nurses, managers etc.) have
been trained. One Regional ARI Training Course has also been conducted by EMRO for
paediatricians from the EMRO Region who have teaching responsibilities.

The ARI Training has been complicated by the introduction of the integrated training
courses on child survival through the PCSP. An evaluation of the PCSP has suggested
that integrated training for the sick child is the best option for service providers at the
First Level Care facilities and should continue., Separate vertical training on programmes
such as AR/CDD will be required for the staff of secondary and tertiary care level health
facility and should be continued as such. Training in supervisory skills will also be a
component of the integrated services delivery within the provinces and districts.

Provincial Training Committees which have already been established in two provinces
have the responsibility of developing the training strategy and comprehensive training plan
in each province and monitoring the implementation of the plans.

The ARI National Programme has made excellent strides its training the private
physicians. The training of private practitioners is being done by the PPA, PMA and the
Pakistan College of Physician and Surgeons. This is usually through short orientation
courses in ARI case management.

Since the number of doctors to be trained in this sector is very large, the responsibility
needs to be shared by all ihe professional bodies. Pharmacists are being trained in
conjunction with diarrhoea management training.

The training of the CHWs is a new and special programme undertaken by PIMS whereby
married women from the community, who are literate are responsible for the grassroots
level implementation of EPVARVCDD/FP. The professional groups are not totally
convinced and comfortable with CHWs prescribing antibiotics in the community. The
policy on use of CHWs has to be clearly defined and the CHWs trained accordingly. The
support of CHW training and salaries at PIMS are being provided by UNICEF. There are
other small scale experiments by WHO on community based care by AKU and WHO with
differing strategies. The Federal ARI Cell needs to advice on a common strategy on this.

3.4 Supervision & Monitoring

The ARI programme strongly feels the need for immediate follow up and continued
supportive supervision after training. It is a district supervisor who will perform this
function. Integrated supervision is advocated as an alternative to separate supervisors, and
the PCSP supervisory course training material would be suitable for the development of

integrated supervision.
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Drug distribution situation needs strengthening and vigilance. There are various types of
_antibiotics including the ARI recommended drugs in the health facilities visited during the
review. The regularity of supply of the ARI recommended drugs is not ensured, but is
seems that most health facilities have some ARI antibiotic for prescribing and these are
also widely available in commercial sector. There is no National Drug Policy regulating
drug use, nor a recommended drug list for the Government health facilities.

3.6 Research

~ Clinical/aetiological studies are being done at the national level to identify.the main
- bacterial agents causing pneumonia in children and their susceptibility to various
antimicrobials. .

Studies relating to the surveillance of antibiotic susceptibility and clinical efficiency have
the most immediate importance in the Pakistan situation. The programme has done initial
studies on laboratory surveillance of resistance of H. influenzae and S. pneumoniae to
Cotrimoxazole. Other studies supported by AKU and ADDR have shown that only 8% of
cases required change of therapy for effective treatment, and of these half appeared after
three days of medication. In vitro studies showed 56% resistance to Cotrimoxazole
showing no association between the two responses.

This could lead to the development of a practical field based surveillance methodology to
assess the clinical efficiency of antibiotics. WHO has a significant role here to assist the
development of such as methodology in consultation with other groups in Pakistan, A
clinical study to address this issue has brzn started with the technical assistance of WHO
and the CDC, Atlanta,

Focused ethnographic survey on the use of Cotrimoxazole in the community have been
done with WHO assistance, and ARI KAP studies of mothers about the management and
recognition of pneumonia in children have been planned with the support of ADDR. It

~ has been the general fecling that ADDR has played a key role in catalyzing the situation
by bringing together the researchers, epidemiologists, and programmers. With the
withdrawal of USAID from Pakistan PMRC is expected take on this role. ADDR is
currently funding studies on the knowledge retention of service providers following the
training programme on ARI. It has also expanded its role beyond CDD to include ARI
and on an average funds approximately 50% studies in each discipline.

3.7, Communication
‘As in CDD this remains a weak sector, with gaps between the service provider and the
mother at the BHU level. To handle this health education materials including flip charts,

leaflets, posters are being translated into the local dialects for use in communication. The
ARI programme plans on developing strategy for a mass communication programme. This
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will take into consideration the results of the two focused ethnographic studies on
community attitudes and practice in ARI. Support for this will be provided by UNICEF.
Four issues of the ARI News have also been printed locally with inserts on the National
ARI programme news for the service providers.

4. FINANCING AND DONOR COLLABORATION -

There is no shortage of donor support dr initiatives in Pakistan. The major donors for the
health sector are World Bank, UNICEF, USAID and WHO, while the population sector
receives funding from UNFPA, ODA, Population Council, and the German Govemnment
(GT2). :

USAID supported Pakistan Child Survival Project (PCSP) started in 1990 with financing
of $62 million, was initially planned for six (6) years, and later revised to be completed by
May 1994. This project aimed at promoting an integrated approach to major childhood
health problems. The activities focused on CDD, ARI, Nutrition and EPL Training,
communication, monitoring and supervision, HMIS, case management, training and
development of research capability through ADDR, were key components. All activities
except HMIS, Case management training, and ADDR supported activities ceased in mid
1993. Informal links exists between the PCSP and the National CDD and ARI
programmes. Through this collaboration the WHO training modules for CDD and ARI
were adapted and used in the integrated child survival case management training
programmes.

The Government’s contribution to the programme is projected to be $23 million over six
(6) years, with implementation planned through the Provincial system. With the phasing
out of USAID support, the PCSP related activities have become the government’s
responsibility. Assistance is being provided by UNICEF. It is expected that the
Government is going to adopt an integraied approach to training and service delivery, but
it is still not clear how the CDD/ARI programmes will be affected by this policy change.
There is also some resistance and reservation about integration from some Technicai
Advisors and health staff.

The World Bank funded Family Health Project, will seek to take up the void that has been
created by the discontinuation of USAID support to Pakistan. The first of the two Family
Health Projects were initiated in two provinces in 1992. The second, scheduled to start by
the end of 1993, will take up a further two provinces. These projects will support the
development of integrated Primary Health Programmes ie. Maternal and Child
Health/Family Planning, the training of community health workers, the management
information system, improvement in health facilities, training and strengthening the referral
system.

The Social Action Plan (SAP) aims at specific interventions geared towards responding to

gross inadequacies of social sector activities, both in terms of quality and delivery, through
‘provision of adequate financial resources, improved implementation framework and an
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enabling environment. This is a special effort in view of the fact that past inv&ctments in
_the social sectors (primary education, primary health, population planning, and rural
‘water/samtatxon) have not yielded satisfactory results.

The SAP is funded by a consortium of multilateral and bilateral donors and agencies lead
by the World Bank. A total of US $600 million will be provided over the next 3 years.
In an effort to overcome the lack of coordination of donor activities, the donors have
formed themselves into a group "The Multi-donor Support Group" with sectoral task
forces (with technical support groups under each task force) to deal with each of the
components in the new Social Action Plan. These will identify sectoral problems and
constraints inhibiting the realisation of the desired level of social sector targets and
objectives. The group liaises with the government.

The Federal Planning Division in the Ministry of Planning through its SAP Coordination
and Monitoring Cell (SAP-CMC) will be the executing agency. The federal ministries
- concemed and the provincial governments will be the implementing agencies of SAP.

WHO is well respected by the national leadership in health as well as among the donors
working in Pakistan. The acceptance of their leadership role in health, reinforces the need
for their active involvement in working with the Government in guiding the planning and
coordination of donor inputs to ensure that sustained improvements are achieved in the
health sector in Pakistan.

WHO country programme has proposed a pilot programme to develop and test a
community based Primary Health Care approach. This will start with four areas, each

- having 1200 village baszd CHWs. This new government initiative will train 30,000
CHWs (all female), and WHO will be working with the government to help facilitate the
outreach programmes in the communities. The major issue here is related to supervision
and the local capacity for implementation. There is tremendous political support for this
initiative and WHO perceives the need to use this political initiative appropriately to reach
the community.

All the above initiatives are important as they aim to improve access to health care as well
~ as the service delivery system. Unfortunately as there is no specific reference to CDD or

" ARI within the projects it remains unclear how these programmes will be integrated and

- obtain resources for implementation.
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"RECOMMENDATIONS

The issues of surveillance of antibiotic susceptibility and clinical efficacy in ARI
are of immediate importance for Pakistan and other countries. This could lead to

. the development of a practical field based surveillance methodology to assess the

clinical efficiency of antibiotics, Which would be more appropriate than the
laboratory surveillance method. WHO has a significant role here to assist the
development of such as methodology in consultation with concemed groups in
Pakistan and other countries.

Efforts to develop and formalise a training for integrated case management of sick

~ children at the facilities providing first level of care through the PCDP should

continue. These courses will need to be revised on the basis of experience
gathered worldwide by WHO on the integrated management of the sick child. The
separate training in case management for CDD and ARI should also continue to be
provided to selected staff at secondary and tertiary care level facilities.

There is need for careful coordination of all training activities to ensure the _
appropriate selection of health workers, and that effective training programmes are
implemented, avoiding duplication of effort and waste of resources.

There is currently in Pakistan a strong political will to move towards community
based health services delivery. This is manifest in the efforts to recruit and deploy
village based female community health workers in four pilot areas. WHO should
assist the national authorities determine the exact role of the CHWs, and ensure the
integration of all essential elements of health services for the provision of priority
health care needs of the selected communities.

CDD and ARI related activities should be specifically addressed in the new Social
Action Plan as this will ensure that this new Government/Donor thrust to addresses
the priority health problems of the population.

The strengthening of the Donor Coordinating committee by including Government
representatives on the "Multi-Donor Support Group" would greatly facilitate
effective use and coordinate use of resourcesin addressing identified priorities.

Implementation of the recommendations from the CDD Focused Programme
Review is essential especially as it relates to :

a) inappropriate drug use

b) supervision and monitoring

¢) communication strategy

d) improvement in planning and coordination at the Provincial level.
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Research should be conducted to better understand the behavioural and health

'semces issues that are affecting CDD programme implementation.

'WHO should provide the leadership to ensure effective coordmauon of donors and

Government efforts to integrate health care programmes and improve access of
health services to communities. :
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ANNEX I: PERSONS INTERVIEWED IN PAKISTAN
‘Ministry of Health, Punjab-

Dr. M. Rafique Chaudhry, Provincial Director of Health Services, EPVCDD Programme
Manager s

Dr. Abdul Ghaffoor Chowdhury, Communicable Disease (including CDD & Cholera) C

' Control Programme Manager o

Dr. Ismatullah Chaudhary, WHO Operational Officer in Punjab for EPVPHC

Dr. Aziz Bhatri, ARI Coordinator, Punjab _ |

Dr. Mohammed Raees, CDD Coordinator, Punjab

- Ministry of Health, Sindh
Dr. Nisar Ahmed Siddique, Additional Secretary for Health, Sindh Province, Project
: - Manager, Family Health Project
' Dr. Abdul Khaliq Mangnejo, Sindh Provincial Coordinator for ARl & CDD, Basic Health
Services, Lactation Management; Provincial Project Director of PCSP

Dr. Ghulam Haider Memon, Project Director CDD, Hyderabad

Pakistan Institute of Medical Sciences, Islamabad
Prof. Mushtaque Khan, National ARI Programme Manager, Executive Director of Pakistan
- Institute of Medical Sciences, and Professor of Paediatrics

Dr. Shamin A. Quasi, Consultant, Pediatrician/Training/Research for ARI, CDD

“Dr. Gul Rahman, Paediatric Registrar/in charge of Training Unit for ARI, CDD

- Dr. Bari, Deputy Manager, National ARI Programme

‘Rawalpindi General Hospital

 Prof. Malik Kundi, Head of Department of Child Health

Dr. Farveen Akhter, Assistant to Prof. Kundi

" Dr. Mohammed Anjum, CDD Coordinator

. Dr. Ijaz Ahmed, CSD Coordinator
~ Rural Health Unit, Taxila
Medical Officer and lady health visitor
National Institute of Health, Islamabad
Dr. Lodhi, National CDD Programme Manager

‘General Gumey, Consultant on CDD and ARI -
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King Edward Medical College, Lahore

Dr. Riffat Nisar Ashraf, Head, Department of Social and Preventive Paediatrics

Prof. Fehmida Jaleel, Past Head of the Department of Social and Preventive Paediatrics
Dr. Shakila Zaman, Associate Professor, Department of Social and Preventive Paediatrics
Dr. Ahmed Tawab Khan, Associate Professor of Paediatrics

Dr. Shahida Haider, in charge ARI training

‘Maternlty and Child Welfare Association of Pakistan, Lahore

Prof. Awan, President
Dr. Mohammed Akram Parvez, Executive Director

‘Dow Medical College, Karachi
Prof. Gaffar Billoo, Sindh Provincial ARI & CDD Coordinator, Professor of Paediatrics
~ USAID |
Dr. Lois Bradshaw, Chief, Social Sector Programmes
Dr. Rushna Ravji, Chief, Health, Population & Nutrition Social Sector Programmes

Dr. Theo Lippeveld, Advisor, Health Management Information System, Pakistan Child
Survival Project

WHO

Dr. Mohd Bazgar, WHO Country Representative

Dr. Sawat Ramaboot Hanafi, WHO CDD Medical Officer

Dr. Mona P. Habibuw, WHO ARI Associate Professional Officer
Dr. Bile, WHO PHC Advisor

UNICEF
- Dr. Jim Mayrides, Representative
~ Dr. Birthe Pederson, Programme Officer, Nutrition

_ Dr. Naveed Sadozai, Programme Officer, Child Health
_Mr Meshbahuddm Akhter, Senior Programme Planning Oﬁicer
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ANNEX II: DOCUMENTS REVIEWED - PAKISTAN

1.

Assessment Study on Health Information-System in Pakistan USAID/Pakistan Child

“survival Project No. 39-0496 Theo Lipperveld, Zamin Gul, M Com, Nancy
Limpreent April 1991. | o

Programme for Control of Acute Respiratdry Infections, Iélqmic‘ Republic of Pakistan -

~ Plan of Operations 1993-1997.

8.
9.

10.
11

12,

13

Mission Report, Pakistan 17-30 September, v1993._D'r. M. Lichenerski CDD/EMRO &

Dr. D. Robinson ARI/Headquarters.

4. Evaluation of Pakistan Child Survival Project‘(_ex_tr'ac.t_‘--frb;n draft j'épdrt) 1993
5. Primary Health Care Project Evaluation, June 1990
6. Travel Reports,
Dr. Lichnevski Sept. 1992
Dr. Himschall
Dr. L. Richards Nov. 1992
Dr. Himnschall ,
Dr. N. Pierce Aug. 1990
7.+ Diarrhoea-Morbidity and Case Management House Survey

- Mardan District, Peshawar, May 1991

- Giarat District, Baluchistan, October 1990

- Larkana District, Sindh, Sept. 1991 )
- Gujaranwala and Rawalpindi Districts, Punjab, October 1992

CDD Country Project Paper - CDD 1992

Pakistan Social Action Pfoject - Planning & Development Division, GbVemment of

Pakistan, Sept. 1992.

: Health Managemént Ihfopnation,,Sy_stem for Firét_,l..evel,CgrewFacilit_iés - Pakistan,
‘May 1993 S '

CDD and ARI Briefs, Punjab Province, Dec. 1993

'CDD - Briefing Notes = WHO/Pakistan.

.Focused Programme Review Phase II, Oct - Nov 1993 |
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14, Report'on CDD Project Sifdh Province, 1982-1993
15. National Plan of Operations for ARI, 1994:1995:
16. National Plan of Operations ARI, 1994-1998
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CDD Programme Targets/Sublargets for 1990 as set ln 1988 and
current status (1992-1993)

| Targets/subtargets

Status 1992/1993

Source

reduce mortality by 50%

no data

reduce morbidity by 25%

3.9-6.6%

range of annual incidencej

| reduce hospital admission rate by
| 50%

15.6% in 1989
17.6% in 1991

sentinel surveill, system

| reduce hospital case fatality rate by
50%

11.3% in 1989

sentinel surveill. system -

case management training

ORT use in children 40%

| “medical officers 50% 36%. i
-paramedics 25% 13.5% - L
supervisory: skills training BT | —_

| 100% . 90% oL »

o 31% N }lfdata from household

'. surveys

-Access to: .
- any ORS provider - 90% -
- trained ORS provnder 50%

85%
20%

'estima'te from’BCG
coverage

| | continued feeding rate 80%

35‘5'.6»,78% ‘

from HH surveys

| increased fluid intake 50%

| 14205%

from HH surveys

HHS data

‘drug use rate 35%

- I exclusive breastfeeding: e T « B
| - urban 15% <12% ‘Nutrition survey, 1989
~ rural 30% e :
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‘MEMO TO: Dr. Deanna Ashley S
Chairperson, External Review Group.
‘Ministry of Health L
‘Jamaica, W1

FROM: Dr. John V. Bennett
and L
Dr. Sadia Chowdhury.

SUBJECT:*  Review of CDRngrammeS-'thpplnes. An on-site review conducted
* during the week of February 21, 1994,

‘1. SUMMARY

The Philippines have made remarkable progress in implementing CDD and ARI
Programmes in close collaboration with Headquarters staff, and with laudatory
inter-disciplinary cooperation and collaboration. These programmes are well
planned and executed, and the govemment health workers are well trained and
capable. Both programmes are now judged to be largely self-sustainable within
the Philippines, although more time wiil be required to fully assess the impact of
the recent political "devolution" (decentralization) on these programmes. Both
CDD and ARI have Yecome effectively assimilated into a package of more
comprehensive health services within the Philippines, including EP], breast
feeding, nutritional assessments, and family planning. Both CDD and ARI
programmes seem far more advanced toward global targets than most (perhaps
any) other developing countries, and the Philippine programmes have offered and
continue to offer much constructive information for global programmes. '

" IL INTRODUCTION

Objectives: The objective of the site visit was to evaluate the global programmes
on CDD and ARI, with the Philippines selected as a country where the inputs of
global programmes could be assessed. A secondary objective was to evaluate the
accomplishments, strengths, weaknesses, and constraints of the Philippine
programmes. It is appreciated that Fecused Programme Reviews requiring several

~ weeks of intensive effort by a much larger number of persons would be required
to adequately achieve the latter objective.

Review procedure: The initial agenda for the review was graciously organized by
Dr. Maria Costales, Maternal and Child Health, Department of Health, the
Philippines. Interviews with a team member (John V. Bennett) were initially
scheduled to begin in the afternoon of February 21, but cancellation of an
incoming flight required re-scheduling to include February 25. Interviews from
February 22 through February 25 were conducted by both team members.
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An expert driver and UNICEF vehicle were made available for all local

‘transportation.

The review procedure was enormously facilitated throughout the week by the in-
person escort and counsel of Dr. Juanita Basilio, M.D., M.P.H,, from the
Department of Health, Dr. S. Pieche of WPRO was also very helpful in
arranging contacts, facilitating communications, and re-scheduling appointments.

The rqster of persons interviewed and documents reviewed in conjunction with

 the review are listed in Appendix L.

Initial interviews involved a group session with representatives of the Association

" of Philippine Medical Colleges (APMC) and the Philippine Pediatric Society

(PPS), followed by a group session with key Department of Health staff involved
in CDD and ARI programmes. An urban health clinic, a Provincial Hospital, and
a rural barangay clinic were also visited, with group interviews of staff at each

location. Representatives of USAID, the Research Institute for Tropical Medicine
(RITM), Quezon City General Hospital, and UNICEF involved in CDD/ARI were

. also visited and individually interviewed. Interviews were concluded on February

25 at WPRO Headquarters.

BACKGROUND AND OVERVIEW

CDD efforts began in the early 1980s, but did not appear 10 prcgress rapidly until
1987-1988 when, perhaps not coincidentally, active involvement and promotion of
the Programme by the"”APMC and PPS began to occur, These groups were
instrumental in getting training modules into the medical curriculum, medical
textbooks, examinations given to medical and nursing students, and promoting the
need to require training in Diarrhoea Training Visits for hospital accreditation of
residency training. This programme is now felt to be very well established, with
a corresponding decrease in the number of severely dehydrated child:. 4 seen at
referral centres, and anecdotal reports of decreasing numbers of deaths. Mothers
are said to be generally aware of oral rehydration solutions, believe in its
importance, seek it out, and use it. Further, there no longer seem to be any
ongoing questions among doctors or the community in general about the
effectiveness of oral rehydration therapy, and a gradual transition of emphasis
from ORS to ORT appears to have been made successfully. Mortality from

diarrhoea was now said to occur often in children whose mothers decline advice

" to hospizalize.

ORS is made available by the govemnment to health facilities free of cost in the

" form of ORESOL®, which is prepared in bulk and bought at low cost from a

private company. Both ORS and cotrimoxazole for treatment of bloody diarrthoea
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" are now line budget items of the Department of Health, thus assuring continued
~annual supplies to clinics upon their request. Although the Programmes initially
- experienced difficulties in maintaining adequate supplies of ORS at clinics, a
-special re-ordering and distribution scheme has been in place for the last few
years and was judged by all to be working in a highly satisfactory manner.

* The ARI Programme was officially launched in 1988, but has progressed very

rapidly perhaps abetted by preceding experiences in CDD. In contrast to CDD,

though, there is much less overall medical acceptance of its case management

. strategies, and a perceived need for better promotion of the diagnostic approaches
for pneumonia. :

- Except for an outbreak of cholera foliowing a typhoon that impacted the Cebu
*area, there have been no other recognized outbreaks of cholera over the last few
years. In that outbreak, the in-place CDD Programme seemed to handle the crisis
without the need for separate plans and facilities. There is a strong general belief
“in the security of this infrastructure, such that a similar outcome is thought likely
to occur if other cholera outbreaks were to appear elsewhere in the Philippines.

Both Supervisory Skills and Case Management Courses have been extensively
promoted in the Philippines, with close initial and continuing close collaboration
with Geneva HQ staff. Training has effectively reached midwives at the
Barangay (or village) level, who are frequently the first to se¢ a child with
diarthoea. The general feeling is that the CDD programme is so well entrenched
that it will be fully sustainable by the Philippines itself in the future, and CDD is
thought to be nearly self-sustaining at present. ,

Efforts to integrate ARI and CDD with other child and matemal health strategies
are well underway in the Philippines, and have been strongly endorsed by all
groups that wc.¢ interviewed. At the Barangay level, for example, midwives and
clinic staff now deliver comprenensive services that include CDD, ARI, family
planning, once-weekly sessions for EPI, breasi feeding, nutritional assessments,

~ and prenatal care. Midwives are empowered to give injections of EPI antigens
and to prescribe antibiotics. Nearly 60 percent of poor mothers in Bulacan
province were said to be delivered by midwives. In general, health workers have
experienced no problems in implementing ARI and CDD protocols, which have
generally been found easy to understand and apply, along with other
responsibilities. Indeed, there is a remarkable security in and support for both
CDD and ARI zpproaches among all health care workers who were interviewed.
As evidence of its commitment to integrated services, the Department of Health
has developed a survey instrument containing 15-20 questions on each of several
topics designed to permit a comprehensive evaluation of services provided in

" ARI, CDD, family planning, breast feeding, and EPI. Further field testing of the
instrument is planned before wider appiication. '
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‘Most viewed the "Sick Child Initiative” as a desirable and perhaps more efficient
way to integrate delivery of care to the sick child. Indeed, plans are currently
underway for collaborative research with Geneva HQ to pilot test the
implementation of the Sick Child Initiative.

IV.  PROGRAMME TARGETS, SUBTARGETS, ACHIEVEMENTS

The Philippines have been very actively involved in promoting comprehensive
approaches to deliver health care to children with ARI and CDD components, and
have been quite active in evaluating progress toward achieving targets for ARI
and CDD through household and facility-based surveys. Thus, it is perhaps safe
to conclude that their achievements have been measurably better in achieving
targets than nearly any other developing country.

The following table illustrates the Philippine achievements of selected targets in
CDD, and compares the 1992 status in the Philippines with the global status in
1992, as well as the global goals in 1995.

ACHIEVEMENTS
1992

| S e o e —

Access ORT/ORS

Mothers correctly
knowing 3 rules

Increased fluids and
continued feeding

Staff trained in
supervisory skills

Except for a comparatively low frequency with which mothers know the three
rules for proper care oi children with diarrhoea, the Philippines have already
exceeded global goals for 1995 in the other targets listed. Though less data is
available to measure progress in ARI, 60% of cases were judged to have received
comrect ARI care in health facilities in 1992 yersus only an estimated 20%

globally in 1992, with a global target of only 40% in 1995.

One acknowledged priority need in the Philippines is the development of
appropriate methodology to determine the impact of these programmes on

- mortality, a necessary instrument in determining whether mortality reduction goals
have been met. '
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VI

STRATEGIES TO ENSURE SUSTAINABILITY

CDR-Phifippines

ﬁoth‘vprogrammes were judged to be sufficiently well established that

sustainability by the Philippines was likely, especially so for CDD. The

inccrporation of ARI case management modules into the academic sphere is now
underway, as was previously successfully done with CDD, and may also result in
“internalization" of the ARI approaches within medical practice in the Philippines
as well. The Central Government Health Workers have increased their efforts to
ensure that the priorities of CDD and ARI are not overlooked at Provincial and
local health levels. As outside support has diminished, they have resourcefully,
innovatively, and successfully found other support, especially from private
industry. (For examples, Nestle was a cosponsor of recent National Immunizatior
Days in return for its logo being placed on banners announcing the campaign
even though the Department has pushed very successfully tihe Baby Friendly
Hospital initiative and is strongly promoting breast feeding. Another example
was provided at a District Cliuic within metro-Manila, where the San Miguel
Brewing Company logo appeared on the sign identifying the Clinic.) USAID has
funded a family planning package at local levels designed to sustain achievements
in EPI, CDD, and ARI. A major focus of UNICEF’s current efforts is to assist
Municipal Planning Development Officers ("MPDOs") to build health criteria and
targets into their plans, since the Department of the Interior to which they belong
rather than the Department of Health is now responsible for budgeting all items at
the local ievel. The Department of Health input will be limited to situations
where their technical input has been invited. The impending assimilation of the
Field Epidemiology Training Programme into the Department of Health also
indirectly enhances the likelihood of sustainability of these programmes.

MAIN PROBLEMS/CONSTRAINTS/ACHIEVEMENTS

"Devolution," an apparent form of decentralization, began about 2 years ago, and
is a political process that will result in budgeting decisions being made at
Provincial and local levels. District functions (and sta$) were removed from the
previous administrative structure in rural areas where the governmental
organization now goes from centra! to region to province to barangay. Districts
have been retained in urban areas. Much greater responsibilities are now placed
on local mayors and Piovincial govemors who will make decisions for health
expenditures as well as other matters. Devolution has also made Provinces
responsible for determining training needs, and resources to support training will
have to be found locally. Health staff may now need to go to the governor of a
Province to intercede with a village mayor in that Province in order to secure
funds for essential health programmes. There is a general feeling that Municipal
Health Boards called for in the "devolution" plan are not working well, and that
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former channels of reporting of health information have been significantly
~ disrupted, as has the distribution of supplies. Although ORS and cotrimoxazole
" for ARI and CDD Programmes will be purchased centrally as line budgeting
jtems, localities will still need to request these supplies in order to receive them.
Several measures mentioned above under sustainability are likely to assist in
ensuring that devolution doesn’t drastically disrupt these programmes. However,
household and facility-based surveys at periodic intervals, along with mortality
trends, will be needed to establish the overall impact of devolution on ARI and
CDD programmes. :

There are several constraints to these programmes, and many of them are not
limited to the Philippines. First, the case management approach for ARI has not
yet achieved full academic credibility. It was suggested that one factor may be
the relative paucity of peer-reviewed publications concerning the underlying
science in the medical literature. Another suggested factor was that presentations
by HQ staff in these two programmes have generally not been highly visible in
international meetings and symposia. Another general issue is the limited scope
of coverage of government programmes with the private sector delivering much
of the primary care but with much less rigor in prescription of appropriate drugs.
(Although progress in this regard was clearly perceived in the Philippines). At
peripheral levels, educational materials for mothers seem particularly short in
supply. Also, newsletters from HQ were not in evidence except at central levels.
The evaluation of the respiratory rate of a child over a timed one-minute period,
which often needs to be repeated a second time, was deemed by some to be time-
consuming and tends to slow evaluation of children (although the need to do so
was not questioned). No timers were observed in use; instead, wrist watches
were being used for this purpose. Others mentioned that it was most difficult to
get mothers to accept the need for increased fluids with respiratory infections as
well as diarrhoea. One physician indicated that, although the ARI casc
management was quite workable, the most difficult component was differentiation
of pneumonia from severe pneumonia. Effective communication between hea!
workers and others was viewed by many as a problem, and more focused
ethnographic studies were endorsed as well as the "ask-praise-advise-check"
approach. Some believed midwives are now only able to instruct mothers "how,"
but not "why," and that communication might improve if they gained the: camacity
to answer the latter question by more thorough training. Several mentioned
dificulties in controlling cotrimoxazole supplies, since the drug is sometimes
critically useful in treating other infections, and may not be used only for its
intended central purchase uses.

~ Major strengths of the Philippine programmes are its egalitarian team approach to
_ matters, as exemplified in its twice annual Consultative Workshop involving all

parties with interest in these fields. Therc seems to be a general willingness to
seek input from all concerned before final health decisions are made. The
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Philippines have generally been willing to be "on-the-cutting edge" in evaluating

approaches, including their current willingness to evaluate the Sick Child
Initiative. They also were among the first to assess lactation management training
with HQ assistance. Relationships with HQ staff in Geneva have generally been
excellent and reciprocally valuable and useful. Also, the capacity to identify and
resourcefully resolve operational as well as disease problems has clearly become
firmly developed. Another major strength has been the consecutive enthusiastic
support of CDD and ARI programmes by two popular and effective Secretaries of
Health (Bengston and Flavier). The staff in the Department of Health readily
accepts (almost welcomes) the setting of targets and goals--and takes great
satisfaction in achieving or exceeding even difficult-to-reach targets. This was
generally believed to be a long-standing accepted management strategy of the
Department of Health.

VI RECOMMENDATIONS

The move toward provision of comprehensive matemal and child health services
is well underway in the Philippines, and there may be many instructive lessons
for other countries deriving from their experiences. Clearly, priority should be

~ given to support from HQ for pilot testing the Sick Child Initiative, and to
develop methodology to establish mortality reductions attributable to its
programmes. The Philippines are also well along in developing programmes
sustainable within their country, and there may be lessons to be leamed from
them in this regard as well.

Overall, these programmes are outstanding and exemplary, and the Philippine

‘staff involved in establishing and maintaining these programmes deserves strong
- commendation. o
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ANNEX I: PERSONS INTERVIEWED (IN SEQUENCE) |

Group intervieWS° Philippine Pediatric Soclety and
Association of Philippine Medical Colleges

- Dr. Lulu Bravo, PPS, APMC
Dr. Grace Battad, PPS (CDD)
" Dr. Jossie Rogacion, PPS (CDD)
Dr. Reynaldo De Vega, PPS (CDD)
- Dr. Amelia Fernandez, PPS President
Dr. Salvation Gatchalian, PPS (ARI)

Group Interviews: Maternal and Child Health Staff
Government of the Philippines - -

Dr. Maria Otelia Costales, ARI, EPI

Dr. Emmalita Manalac, ARI

Dr. Estalita Papa, CDD/Breast Feedmg
Dr. Juanita Basilio, CDD/Breast Feeding

Manila City Health Office

Dr. Anabella Luz, City Health Officer, Manila
~ Dr. Ortega, District Heuith Officer

Group Interview: Pedro Gil Health Centre, District Urban Clinic

Nurse Nelia Susan Rafael
Nurse Loma Richermoso
Nurse Loido Alido
Dr. Arelene Manza
Nurse Concepcion Yusop

Group Interview: Bulucan Provincial Hospital

Dr. Alberto Bondac

Dr. Rosario Santos

Dr. Wilfredo de Vera
Nurse Frieda Elefone

Dra Salome Agnes Castillo
Dr. Ruth Lopez



_ Group Interview: Rural Barangay Clinic, Bulucan Province

~ Dra Corazon Eugenio
Nurse Emily Catolica
Midwife

USAID -- Ms. Patricia Moser

Research Institute for Tropical Medicine --Dr. Cecelia-Acuin.

Quezon City General Hospital --Dr. L. Abraham
UNICEF -- Dr. Maria Nilda Lambo
‘ﬁegipnal Office fdr Western Pacific

Dr. Sergio Peische
Dr. Sumala (APO)
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NNEX II: REPORTS REVIEWED

.
2.

10.
1.
12.

13,

14,

Trip report -- Cost effectiveness study for CDD. August 1990, Dr. B; C. Forsberg.

Trip repon -- Evaluztion of CDD supervisory skills course: Octdbér 1990, Dr. R.
Waldemann. : o o

A joint DOH/WHO/UNICEF/USAID CDD Comprehensive Desk Review,
Philippimes. Dec. 1990, Fernandez M., Pons M., Sherwin E., Rantaren T.,
Gonzales B., Amold R. e

Trip report -- CDD Programme implementétiontesear_ch workshop, Philippines.
April 1991, Dr. J. Martinez. ' R :

Proceedings of Workshop on Research Priorities on Diarrhoeal Diseages. April

1991, at RITM.

" Results of the Evaluation of Case Management Training i‘njthe Philippines. August

1991 - February 1992. DOH/Pritech/Quality Assurance Project, CDD/WHO.

Trip repott -- Location Management Training Couxﬁe pré-te'st.f October 1991, Dr.

M. Rea/CDD. |

Executive Summary of the Filipino Children: 2000 and beyond--Philippire plan of
action pursuant to the World Declaration on the Survival, Protection and
Development of Children. December 1991.

Summary data--Philippines. Stat 92.doc from CDR.

Control of Acute Respiratory Infections Programme -- The Philippines Country
Report. March 1992. M. O. Costales. ' '

Trip report -- Evaluate case management training (CDD). April 1992, Dr. M.,
Claeson. : '

Trip report -- Assist in preparing new CDD Directional Plan for 1997-1998, and

Operational Plan for 1993-1994. April-May 1993, Dr. M. Claeson.

CDD Country Programme Profile for Philippines - 1992, Printed October 1993.

'Resféarch' Ptojects Forms for Philippine Research -- from CDR, 1993.



MEMO.TO:  Dr. Deanna Ashley

FROM:

Chairperson, External Review: Committee for CDR |
* Ministry of Health At
‘Jamaica, WI ‘

John V. Bennett, M.D;
- and o
 Paul Nohoji Nikwi, Ph.,

SUBJECT S Réﬂew of”CD‘R Ptoﬂaﬁﬁes‘-flambia; An dn-s_ifte review

* conducted November 15-19, 1993..

'SUMMARY:

-Th'e»A"RI pfogramme launched its national plans in March 1993 but has yet to-get

underway and thus there is nothing to evaluate at present. The CDD programme
has been underway for several years, and will be the focus of this report.

Infant and child mortality remain unacceptably high in Zambia. The prevalence
of diarrhoea and frequency of Czaths from diarrhoea, especially persistent
diarrhoea, which has increased in prevalence from 1986 to 1992, remain
unacceptably high in children under 5 years-of-age. Major factors contributing to
high child mortality are drought and subsequent malnutrition of children, a weak
economy with run-away inflation rates, recent epidemics of group A
meningococcal mexingitis and multi-drug resistant cholera and shigella dysentery,
prevalent infections with malaria and HIV, and lack of sanitary sewage disposal
systems coupled with unsafe water supplies. The CDD has focused its training
efforts in case management on nurses, a group with exceptionally high tummover
rates (about 50%), and has not yet effectively reached Community Health
Workers or Traditional Healers in large numbers. The most recent household-
based community surveys of CDD efforts in 1992 revealed improvement since
1986 in access to ORS, but frequent misunderstandings of caretakers about
preparation and use of ORS. Only one-fourth of caretakers prepared ORS
correctly, and less than one-fifth of them knew that fluids shouid be increased and
food continued during diarrhoeal episodes in their children. While the CDD in

Zambia has dedicated, competent and trained staff at central, provincial, and

district levels and has doubtlessly prevented many deaths through training health
workers in case management, substantial progress in diarrhoeal disease control
will undoubtedly require major expenditures to develop safe water and sewage

facilities.
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j ;Re't‘:ent political commitment in Zambia to health care reform may substantially

reduce the number of positions in the Ministry of Health, decentralize health
priority setting and funding to the district level, and impose user fees on those
seeking health care services such as CDD (epidemic diseases excluded). The
effect of these changes on access to care, quality of care, and mortality from
diarrhoeal diseases and respiratory diseases, needs careful evaluation through
periodic facility-based and community-based surveys.

INTRODUCTION

Objectives: The overriding objective of the site visit was to evaluate the global
programmes on CDD and ARI, with Zambia selected as one country where the

 inputs of global programmes could be assessed. A secondary objective was to
evaluate the accomplishments, strengths, weaknesses, and constraints of Zambia’s

CDD programme.

Review procedure: The initial agenda for the review was graciously organized
by Dr. Mukunyandela of the Tropical Disease Research Centre (TDRC) in Ndola,
Zambia. Since these appointments were arranged by TDRC without the official
endorsement or blessing by the Ministry of Health, several persons appeared not
to have understood either the significance nor the purpose of the review. Several
modifications in the initial schedule were necessary; most importantly, the
National Programme Manager for CDD/ARI was not available. Unfortunately, it
was not possible to arrange interviews with Dr. Mukunyandela or other staff of
TDRC.

" TDRC also made a driver and vehicle available to the review team with the

understanding that vehicle petrol costs and the driver’s per diem would be paid
by the rgview team. '

The review procedure was enormously facilitated by the assistance of Steven

~ Wiersma, M.D,, short- term WHO consultant to CDD/ARI programmes and a

potential Associate Professional Officer for Zambia. The CDD national
programme coordinator, Mrs, Mary Kaoma, was also exceptionally helpful.

The roster of persons interviewed, their titles, and the documents reviewed in
conjunction with the review are listed in Appendix L

Initial interviews were held with WHO, UNICEF, and CDD/ARI staff at the
national level, followed by visits to the Diarthoeal Training Unit in Lusaka and
other components of the University Teaching Hospital (UTH) and School of
Medicine, including the virology laboratory. An urba. and a rural clinic were
also visited to evaluate CDD activities, and a "think-tank" session was held with

" the staff at the rural clinic.
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The review téam also met with the Minister of Health on the third day of its

I BACKGROUND AND PROGRAMME OVERVIEW

The Diarrhoea Training Unit (DTU) at the University Teaching Hospital (UTH)
has been central to CDD efforts since inception of the programme in 1982, A
nationwide CDD/EPI baseline survey was conducted in 1986, documenting the
magnitude of diarthoeal diseases. National ORS production was started in 1986
but proved non-sustainable as the cost of imported ingredients became
prohibitively high. Unfortunately, locally produced ORS was designed to be
prepared in 750 ml containers, and containers with this capacity were widely
distributed along with packets. The contairiers continue to ™= used by caretakers,
and result in hypertonic solutions when UNICEF and other packets designed for
liter volumes are used. In 1987, the Ministry of Health removed all non-essential
drugs for treatment of diarrhoea from its central drug list. The effectiveness of
this action was probably abetted by deteriorating economic conditions, and
substantial reductions in the use of such drugs Las subsequently been documented.
With WHO Headquarters’ assistance, guidelines for implementing national CDD
efforts were developed in 1990. A nationwide CDD household survey was
undertaken with WHO Headquarters' assistance in 1992; its main findings were a
high prevalence of diarrhoea in children under 5 years-of-age, an increase in
persistent diarrhoea since 1986 thought to be related to prevalent malnutrition, a
low ORS correct preparation rate, and unsatisfactory lack of knowledge of
caretakers about the need to both increase fluids and continue feeding the child
during diarrhoeal episodes.

Since the 1992 survey, "ORT comers" have become widespread among clinics
which also serve as focal points for cholera treatment as well. ORT comers
typically include replenishable supplies of ORS, scales, measuring containers,
CDD case management wall charts, access to or.: or.more persons trained in
CDD case management, and high energy protein supplemental food sources that
can be dispensed to mothers for continued feeding of their children with
diarthoea. ORT comers also serve as a focus for "echo" training.

Major disappointments of the CDD programme have been the high tumover rates

-of nurses who have been preferentially selected for training in case management,

Consequently, available expertise at the district clinic level has accrued at a

slower rate than desired. Relatively few Community Health Workers and

Traditional Healers have been trained, although they are usually the first to see a
mother and child with diarrhoea.

Organizationally, physicians who serve as district health officers (DHO) are often

responsible for far too many clinics to permit effective supervision or constructive
input in emergency situations. Non physician clinic staff must therefore be
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. empowered to undertake actions in accord with their judgements, and to seek

" information from respected sources; most often, ready communication and helpful
assistance are available from the National Programme Coordinator. Thus, DHOs
play little roie in actual management of diarrhoea cases in district clinics. Also,
although Provincial level authorities are supposed to serve as intermediaries
between national and district level staff, they appear to serve no visibly useful

~ function in the day-to-day operation of clinics.

The National programme staff have obviously established excellent working
relations with headquarters staff in Geneva, and often communicate directly with
Geneva although great efforts are undertaken to assure that AFRO is informed of
all communications. The recent governmental decisions to decentralize funding
and priority setting to the district Jevel are likely to strengthen the role of districts
in CDD and de-emphasize central level inputs thus perhaps leading to a need for
greater CDD expertise at the district level.

Each major geographic area of Zambia has been evaluated for its preparedness for
cholera, and action plans developed by each district deemed at likely risk for
cholera cases. The cholera control programme relies heavily on the current CDD
programmes and its "ORT comers,” which have been established in nearly all
government clinics and are described above. Severe cholera cases have often
been referred to pre-designated clinics, such as Railway Clinic, where cholera
cots and standard operating procedures for management of cholera cases have
been implemented, or to in-patient facilities within the DTU and UTH. Cholera
has been given a special priority by the Ministry of Health, exempting such cases
from the need to pay "user fees" for treatment. Special coordinating groups such
as the National Cholera Surveillance Committee, have also been assembled, which
meet frequently during outbreak periods and assure the input of donors, including
the Italian Embassy and Norad. In general, cholera has been viewed as
strengthening the CDD efforts through improved case-management training,
improved management, and closer monitoring of water supplies.

The CDD programme is assisted by the efforts of multiple organizations.
UNICEF is the major supplier of ORS, and also provides ORT kits with supplies
needed at "ORT comers" throughout Zambia. USAID previously provided
support through Pritech, which provided valuablc technical assistance and
conducted ethnographic research. Currently, attempts are being made to fund an
APO post with AID funds. JICA has provided extensive laboratory equipment in.
support of DTU activities and is conducting epidemiologic studies of the impact
of DTU activities on outcome. Most notably, case-fatality among children
admitted to the DTU correlates strongly and directly ~ith the case burden per
nurse, with the CFR increasing from a baseline of 5-10% to more than 25%
during outbreaks when. nearly 70 cases had to be attended by each nurse. The
Centers for Disease Control has conducted case control studies of Shigella
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dysenteriae in Zambia, and is interested in assisting Zambia in upgrading its
laboratory capabilities and surveillance for diarrhoeal diseases. The School of
Medicine has orepared a proposal to JICA for funding the establishment of a

~ Public Health laboratory. Curiously, there appear to be no important interactions

of the Tropical Disease Research Centre with the National CDR programmes.

WHO headquarters has constantly provided responsive and quality support to the
CDD programme. The quality of its technical assistance was consistently rated
excellent by those whom we interviewed. Its manuals are extensively used at the
central level, but only selected manuals appear to be known by key staff at the
district level. In general, it was felt that WHO manuals needed modifications for
training at the district level, and that their effectiveness was compromised by the
lack of slide projection equipment.

- PROGRAMME TARGETS, SUBTARGETS, AND ACHIEVEMENTS

In general, the targets are those established globally for ORS access rate, ORS

and/or RHF use rates, correct preparation, increased fluids and continued feeding
of the child with diarrhoea, correct knowledge of care-seeking by the caretaker,
and appropriate use of drugs in treatment of diarrhoea. As noted earlier, the
household survey in 1992 showed correct preparation rates to be unacceptably
low, as well as lack of mothers’ awareness of need to give increased fluids and
continue feeding during diarrhoeal episodes.

Current plans call for continued emphasis on case-management training and
refresher training, further attempts to integrate training and management with
ARI, EPI, nutrition and family planning, and the development of cholera action
plans in all districts along with suitable emergency treatment supplies. A major
media effort is planned to provide health messagcs on CDD to caretakers.

Integration of CDD and ARI with other child survival activities has been actively

~pursued in 11 units in the past year, 2lthough the effects have not yet been

systematically evaluated. Most interviewees believed integration should be as

~ complete as possible, with some expressing the opinion that such integration

should be pursued in incremental stages. Some believed separate training
modules for ARI and CDD would still be needed (in part because of seasonal
training needs consequent to different seasonal occurrences of these diseases),
although breast feeding and other integrated strategies could still be addressed in
each of the separate courses. One interviewee believed full integration would
overburden health workers and supervisors with too much information, and
foresaw that mixing matters requiring urgent attention (e.g. rehydration) with
much less urgent matters (e.g. immunizations) in a busy clinic environment could
well lead to neglect of the less urgent needs. Some also believed the charts for
Integrated Management of the sick child contained too much information and
needed to be simplified.
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Repeat community-based surveys will be needed to assess the impact of these
activities as well as monitor the morbidity and mortality of diarrhoeal diseases.
Such monitoring is especially important given the district level decentralization
and user-fee initiatives currently being implemented (see section III).

Vo STRATEGIES TO ENSURE PROGRAMME SUSTAINABILITY

| Sustainability would appear to require increased attention to case management at
"the community level. Proper intervention at this point offers the prospect of
reducing the resources needed at the district and central level.

‘Health priority setting will now take place in Zambia at the district level, and it is
not clear whether CDD efforts will consistently be selected for implementation.
Since user fees collected at the district level will be available for expenditures
there, sustainability may well be enhanced in those districts that accept CDD as a
priority. An opportunity exists to package CDD along with other essential heal:»
services at the district level, potentially increasing the chances of support for all
components.

Zambian programme managers recognize that sustainability may heavily depend
on the private sector, whose roles and responsibilities need to be better defined.
Appeals to drug companies, business sector and mining companies have already
begun. '

VI. MAIN PROBLEMS/CONSTRAINTS/ACHIEVEMENTS

As noted earlier, one of the main shortcomings of the programme has been the
lack of training of Community Health Workers and Traditional Healers, which
should ultimately assist in overcoming the observed lack of proper skill of
caretakers in preparing ORS and knowing the cardinal rules of treatment. The
recent outbreaks of Shigella dysentery and cholera have temporarily distracted

- programme efforts, but ultimately have led to the "ORT comers" approach, which
appears to have been quite successful. EPI, family planning, and nutritional
components are now integrated components of the approach to a child with
diarrhoea at many clinics, and incorporation of ARI will presumably occur rapidly
once national ARI efforts get underway, perhaps through conversion of ORT
comers to "CDD/ARI comers." ‘The main constraints on achieving reduction in
morbidity and mortality have been noted earlier, with lack of sanitary sewage
systems and safe water supplies as the major underlying constraints.

VI, RECOMMENDATIONS
Given the current dynamic nature of health care reform in Zambia, it is most

important to monitor effects of decentralization and user fees on access to care,
indicators of performance, and trends in morbidity and mortality from diarrhoeal
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. diseases. Suitably spaced community-based surveys would seem to be well suited
for these purposes. Sustainability might be greatly enhanced by coordinated
support for an essential clinical services package, including both CDD and AR,
by central level government, UNICEF, and WHO staff. This could be proposed
for implementation at the District level to District Health Management Teams that
will now make decisions on resource expenditures.

Since communication between health-care providers and care givers seems to be
one of the weakest links in Zambian CDD, increased emphasis might be given on
focused ethnographic studies to determine factors that might improve

- communication and/or caregiver performance. Focused ethnographic surveys are
a high priority for the ARI programme, and there is a need to train persons to
acquire the skills needed to conduct such surveys. Perhaps CDR/ARI Geneva
could, with AMRO assistance, organize such a training programme.

_ The training of Traditional Healers for case management began in 1993, and
should be accelerated for them and Community Health Workers. Such
acceleration would be abetted if "ORT comers" at district level clinics were more
systematically utilized as "mini-DTUs" for such persons.

Laboratory capability to identify E. coli 0157 or the 0139 strain of cholera
currently does not appear to exist in Zambia, and it seems urgent to develop these
capabilities--especially the latter. Consideration should be given to requesting
‘consultation from the Centers for Disease Control for these purposes and for
establishing a system for surveillance of antimicrobial resistances of enteric
pathogens. The capability should not await the establishment of a Public Health
Laboratory. Indeed, if JICA is favorably inclined to fund the establishment of a
Public Health Laboratory, sustainability of CDD and a number of other
programmes might be better served by establishing a Zambian Centres for
Disease Control, which would encompass both laboratory and epidemiologic
aspects of infections and potentially otber diseases.

As Health Care Reform accelerates, the technical and management expertise 6f.an
APO seem increasingly crucial to the future of the CDD programme in Zambia.

Finally, the impact of DTU practices on mortality that is being supported in
Lusaka by JICA deserves commendation and support. The high relative presence
of HIV infections among children admitted to the unit (about one-third), along
with observations that HIV positively is strongly related to mortality from

diarthoea, suggest a need to further evaluate relationships, and especially the role

HIV infections may be playing in children with persistent diarthoea.
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) _"Dr W. S. Boayue , WHO Representative in Zambia
" Dr. Steven Wiersma, temporary WHO Advisor on CDD/ARI, Zambia

Mrs. Maria Kaoma - National Programme Coordinator, CDD

Dr. Magam, UNICEF Country Programme Officer :
Diarrhoeal Training Unit Staff—-Dr. Bhat, Head, Department of Pediatrics.
and Child Health, School of Medicine, Lusaka

Dr. C. Mukuka, JICA, Lusaka

Sr. E. Monze, UTH, Lusaka

Dr. N. Matsubayashi, UTH, Lusaka

Professor Katewa, Dean Medica! School, University Teaching Hospntal
Dr. Lambert, Assistant Dean, School of Medicine

Dr. Shilalukey Ngoma, ARI National Programme Director

- Ms. Rose Masilani and staff, Railway Clinic,

Metropolitan Lusaka

Dr. J. Chisanga, District Health Officer, Kafue District

M:s. Florence Mumta, Nursing Sister, Kafue District

M. Morgan Yombawa, Senior Clinical Officer, Kafue District
Ms. Ruth Hankeda, Public Health Nurse, Kafue District

Ms. Patricia Liago, District Nursing Sister, Kafue

Dr. Kawimbe, Miaister of Health
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ANNEX II' ' REPORTS REVIEWED .

1 ‘Progress report for the CDD and ARI Programmes in Zambna suly 1993
The CDD and ARI programmes in Zambia Annual Repon 1992

W :,Programme for control of d:arrhoeal dnseases Intenm mpon 1992

: CDD Country. programme proﬁle in Zambla 1992

- Report of the field test clinical skills course - December 1992 to March o
- 1992 - Mrs. Kaoma

o Trip report on CDD household case management survey - Dec 1992 Dr

. EvaKk Kerdlova -

;;Major factors on hlgh mortahty in DTU, UTH - Dr. C Mukuka

‘Mothers’ knowledge and attitude in oral rehydrauon therapy in DTU - Sr.

' E Monze

10,
11,
. Dahlin and Dr. Wiersma

12.

13,

The counter plan in DTU, UTH - Dr N. Matsubayashi

, National policy guidelines for the control of acute respirato}y ihfection‘sin '
- children - April 1993 - Dr. Ngoma

Trip report: Cholera preparedness in Copperbelt Provmce Nov 1993 - Mr.

" Report on epidemic preparedness tours wnh speclal mfemnce to cholera of
. Central Copperbelt and Luapala Provmces Nov 1993 Dr. J. Mbonena.
~ Mrs. Kaoma, et al

National health policies and: strategles (Health Refoxms) Oct 1992 -

o ;Republnc of Zambia anstry of Health

Ccs57°



APPENDIX D

'LIST OF INTERVIEWS CONDUCTED

D1



WHO/Geneva

Dr. Hu Ching-Li -

- Dr. R.H. Henderso
Dr. A, Cattaneo ..
Dr. M. Claeson ™
Dr. S. Gove
Mr. R. Hogan
Dr. J. Martines
“Dr. N: Pierce

- Dr. J. Tulloch
Dr. M. Belsey, MCH
Dr. C. Clements, EPI
Dr. N. Cohen, EP1
Dr. J. Cattani, Division for the Control of Tropical Diseases
Dr. T. Godal, TDR
Dr. B. Ivanoif, MIM
Dr. F. Kiferstein, Food Safety Programme
Dr. H. Kahssay, Division for Strengthening of Health Services
Dr. L. Laugeri, Community Water Supply and Sanitation e
Dr. 1. Tabibzadeh, Division for Strengthening of Health Services
Dr. T. Tdrmen, FHE

WHOIReglonal and Ciinty Q. , -
Sir G. Alleyene. AMR ~Washing on’:DC :
Dr. XbBeq.gu Ui, ARL. W*Washmgton,DC
Mr. P. Carr, 2. Guyana
Dr. C. Drasbek: COD/AMRO;: Washingion,D.C.
Dr.

A. Faisal, CDD/ARVEMRO, Alexandria

Dr. V. Kumar, ARVSEARO, New Déthi’

Dr. M. Lichnevsky, CDD/ARI/EMRO Alexandria
DR. L. Mochny, EPI/SEARO, New Delhi

Mr. R. Peck, CDD/SEAROD, New. Qplhi

Dr. K. Singh, CDD/SEARD, New Delhi

Dr. H. Traverso, CDD/AMRO. Washington.DC

" Donor Agencies

Dr. M. Anderson, USAID

Dr. B. Austveg, NORAD

Dr. B. Carlsson, SAREC

Mr. R. Clay, USAID

Dr. L. Freij, SAREC

Dr. L. Jakhelln, NORAD ,
Dr. M. Kyenka-Isabirye, UNICEF *
Dr. M. Kerker, SDC. ~

Dr. A. Kem, Australia

D2



Dr.
- Dr.
D

B. Liese. World Bank
T. Measham, World Bank «
r. C. Miller, USAID
Dr. E. Mlssong,‘l_taly :
Dr. O, Ohlin, SAREC -
Mr. T. Rothermel, UNDP

Dr. M. Sharma, UNICEF
Dr. B. Thorpe, ODA

Dr. A: Valle, NORAD
Dr. E. Wallstam, SIDA

Other Collaborators

Dr. R. Feacham, London School of Hygiene and Tropical Medicii
Dr. S. Huttly, London School of Hygiene and Tropical Medicine
Dr. B. Kirkwood, London School of Hygiene and Tropical Medic:
Dr. R. Miller, CIHI, Washington,D.C.

Ms. C. O'Gara, Wellstart Project, Washington, D.C.

Dr. S. Pryser-Jones, SARA Project, Washington, D.C,

Dr. D. Sack, Johns Hopkins School of Hyglene and Public’ Heaith
Dr. B. Schwartz, CDC, Atlanta

Dr. B. Weirbach, REACH/BASICS Project, Washmgton.DC

Ms. P. Whitesell, ACT Intemational, Atlanta

D3

%



APPENDIX E

EVOLUTION OF THE CDD AND ARI PROGRAMMES



Evolution of Programmes

: Cbntems

. Introdietlon

o \v:f“-Programme for Control of Diarrhoeal Drseases

T2 jfomecum

322

' "Research

2.2 .~ Major Programme Components
2.2.1 Health Services
2.2.1.1 Strategies
2.2.1.2 Targets
2.2.1.3 Progress in Achieving Targets
© 22,2 Research
2.2.3 Information Services

. 2,3 Organization and Management

2.3.1 Reporting

. 2.4  Funding

2.5  Collaboration with Other WHO Programmes and
Other Agencies
2.5.1 Other WHO Programmos
2.5.2 Other Agencies

Programme for Control of Acute Respiratory -
Infections "

3.1 - Objectives '
3.2 Major Programme Components
' .3.2.1 Health Services
~3.2.1.1 Strategies
3.2.1.Z Targets .
3.2.1.3 Progress in Achlevmg Targets

3, 3 3 lnformatlon Services

,\Orgamzanon and Management
"3.3.1  Reporting

3.4 Funding
-3.5 - Collaboration with Other WHO Programmes ‘and

,-Other Agencm o

‘- 'llmer-relanon of CDD and ARIprogrammes L

E2

\



Evolution of Programmes

List of Tables

1.

NowAwWN

10 o0

10.
List"‘of.Chans_

)
2,

Appendix

,,,,,,

" Countries with Operational National CDD Programmes by year of establishment, 1982-
" 1992 -

Evolution of Indicators and Targets of the CDD Programme

CDD Financial Resources, 1978-1993

CDD Financial Resources: 1978-1992 by Source of Funding

CDD Programme Actual Obligations from 1980-1991 and Estimates for 1992-1993
Countries with ARI Plans of Operation and Operational Programmes, 1982-1992

ARI Programmes in Countries with an Infant Mortality Rate Greater than 40/1000.
Status in 1984, 1990 and 1992, and Targets for 1995 and 2000

ARI Financial Resources, 1982-1993

ARI Financial Resources: 1982-1993 by Source of Funding

ARI Actual Obligations in 1988-1989, 1990-1991, and Estimates for 1992-1993

Global ORS Access, and ORS and/or RHF Use Rates, 1984 -1992

CDD Programmé Targets for 1995 and 2000 and Status up to 1991 and in 1992

Bibliography of CDD and ARI Programme Reports and reports of the TAG, MRC, and MIP
meetings ' o o ‘ :

rs S



L Evolution of Programmes
1.  Introduction

This background report summarizes the development of two WHO programmes: Control 0
Diarrhoeal Diseases (CDD) and Control of Acute Respiratory Infections (ARI). Each of thes
programmes is discussed separately in terms of its objectives, major programme COmponents
strategies, targets, organization and management, funding, and collaboration with other WH(
programmes and agencies. A final section reviews the inter-relation of the two programmes tha
have been carried out in an ircreasingly collaborative manner since the late 1980s.

2. Programme for Control of Diarrhoeal Diseases

2.1  Objectives

"'WHO launched a programme of activities for the control of diarrhoeal diseases in 1978 an
formally established the CDD Programme two years later in 1980. The need for such a glob:
endeavor was clezi given the extent of childhood morbidity and mortality from diarrhoe:
diseases and its contribution to malnutrition throughout the developing world. The objective ¢
the Programme is to reduce diarrhoea-associated mortality, morbidity, and malnutrition amon
infants and young children in developing countries. Establishment of the Programme wé
considered both necessary and possible because of significant advances in knowledge (includin
the development of a simple method of oral rehydration) that had major implications fc
improved treatment and control of acute diarrhoeal diseases. The CDD Programme reflec
WHO's strong commitment to primary health care and is considered a priority for th
achievement of the international goal of Health for All by the Year 2000.

The immediate objective of the CDD Programme is to reduce diarrhoea-related mortality an
malnutrition, especially in’ children, and the longer-term objective is to reduce diarrhot
morbidity. The Programme has worked closely with countries in the development of nation
plans of action and in promoting the formulation, implementation and evaluation of nation
programmes. The CDD Programme has provided technical and financial support to countri¢
implementing national CDD programmes and to researchers seeking ways to improve tl
delivery of control programmes and new or improved tools for control.

2.2  Major Frogramme Components

- CDD Programme activities are divided into two broad components, one focused on country-lev

~ CDD programmes (through what has been called the Health Services Component until recentl
and the other on research and development (comprising both basic and operational resee:ch
As global CDD activities increased, the Programme developed an information service
disseminate information and documentation on diarrhoeal diseases control.
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2.2.1 Health Services

The health services component has emphasized the development of sound plans for national CDD
programmes, the implementation of national programmes, the training of health workers at all
levels, and the evaluation of national activities and impact. Through this component, activities
have also been supported to increase the production and supply of Oral Rehydration Salts (ORS)
and communication support (health education and promotion.)

The basic approach for implementing the health services component has been to use and
strengthen existing infrastructures, particularly primary health care and programmes of maternal
and child health care, environmental health, or the basic health services at the community level.
The Programme has promoted the application in national CDD programmes of control strategies
described in below. Table 1 shows the progress achieved in terms of the number of countries
with operational programmes from 1982 -1987. By 1987, 96 countries representing 98 percent
of the population in developing countries had developed CDD programmes. By 1990, the
coverage had extended to 110 countries.!

2.2.1.1 Strategies

Since its earliest days, the Programme has had five strategies for achieving its objectives in the
health services component: 1) clinical management of acute diarrhoea with emphasis on oral
rehydration; 2) improved maternal and child care practices; 3) improved water supplies,
sanitation and food hygiene; 4) epidemiological surveillance; and 5) health education.

Among these five strategies, highest priority has been given to case management because of the
urgent need to reduce diarrhoea-associated mortality, case-fatality rates, malnutrition, and
treatment costs. This strategy was issued in 1983 as a WHO/UNICEF Joint Statement on the
Management of Diarrhoea and Use of Oral Rehydration Therapy.” Four elements are
emphasized as part of this strategy:

- Pre_ﬁention of dehydration through the proper treatment of diarrhoea in the home
using available or home-prepared ORT solutions; . :

P

o 'TheCDD programme reports ceased listing new CDD cdﬁhtry prograrrmlés"if starting in
1988, - o - ~ . '

: *The statement was revised in mid-1985 to take into account the new ORS formulation
. containing trisodium citrate. Following the issuance of the 1983 statement, many countries
formulated a locally appropriate strategy for the preparation and use of ORT solutions in the
home. ‘
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. Treatment of dehydration ue o diarrfioéa using ORS supplied throughout the
“. . health care system; PR » |

- Promotion of proper féeding diring and afier diarrhoes; and
‘= Selected use of intravenous ﬂuids and antibiotics.

Based on the CDD Programme’s experience with implementation at the country-level during the
~ 1980s, new areas were targeted for priority. The Programme recognized that successful
implementation of the case management strategy depended on all families being educated and
motivated 1o treat diarrhoea correctly when it starts, and all health workers involved in child
care acquiring skill and confidence in the use of ORS. Following a systematic review of the
effectiveness, feasibility, and costs of 18 potentia’ interventions® (other than case management)
for the reduction of diarrhoeal disease morbidity and mortality in young children, three major
areas were identified in 1985 as having the greatest cost-effectiveness and deserving high priority
in tha Draoramme’s services component. These areas included:

- Improved nutrition: &) uninterrupted breast-feeding for the first two years of life;
b) proper weaning practices. :

- Use of safe water: 8) M&Mﬂg of water f,mm the e

. gource; b) protecting water from contamination.

, . Good personal and domestic hygiene: a) hygienic excreta disposal, including use
’ of latrines and care in disposing of babies’ stools; b) washing hands.

During 1988-89, three programme areas received increased emphasis: communication in support

of case management, the promotion of breast-feeding, and the promotion of a more rational use
of drugs in the treatment of diarrhoea. In 1990-91, additional emphasis was placed on the
promotion of breast-feeding with the objective of increasing exclusive breast-feeding. Over the
years, the implementation of the CDD programme has become increasingly focused on
preventive strategies. More recently, the CDR programme has also taken a more integrated
approach through its concentration on case management of a range of health problems including
diarrhoeal diseases, ARI, malaria, measles, and malnutrition.

-2.2.1.2 Targets

- 3By the end of 1985, all reviews but one on child spacing were near completion. ‘Méésles

immunization was also identified as a priority intervention, but given the EPI it- was not -

necessary to include this as a priority in the CDD Programme.
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As early as 1981, targets were set for the health services component to measure progress of
national programmes in the areas of planning, training and evaluation and to assess achievements
in the control of diarrhoeal diseases in children. '

The indicators of progress for the CDD Programme and the targets have changed over time.
As Table 2 shows the indicators adopted in 1981 included access to ORS (later ORT), ORS use
rates, training coverage, the pumber of countries with operational programmes, country

programme evaluations, and number couatries producing ORS. While the 1981 list was longer
and more detailed, most of the original indicators continued to be used during the 1980s.
Targets for each of the indicators were set first for 1983 and 1990. These were revised
somewhat in 1984 and again in 1986. The most recent change in CDD targets occurred in 1991
when UNICEF and WHO agreed to develop a joint strategy for CDD including monitoring and
evaluation. Four key indicators were selected, two of which had not been measured previously.

These four include:
- Population with access to ORS
B - Cases receivingki’ncrcgsed fluids and continued feeding
L - “Mothers 'khowing .three rules of home case management (new)
. Cases correctly managed in health facilities (new) |

The Programme will progressively shift to using these four indicators during the 1990s as a way
to monitor progress toward the targets set for the WHO/UNICEF indicators. It is believed that
if the targets for these four indjcators can be achieved, the mortality reduction goals set by the
1990 World Summit for Children (by the year 2000, reducing diarrhoea mortality by half
compared with the 1990 level and diarrhoea morbidity by one quarter) can be attained.

2.2.1.3 Progress in Achieving Targets

" Over the course of the CDD Programme, steady progress has been achieved in the number of
* countries with operational programmes reaching 110 by 1990. As many as 129 countries were
counted as having plans of operation by the end of 1991 thus covering 99 percent of the total
population of developing countries. By 1991, 92 countries had undertaken reviews of their CDD
Programmes either comprehensively and/or focusing on selected programme areas using results
of household and Fealth facility surveys. Many of these countries had revised their country

plans at least once.

CDD training activities have been increasingly extensive over the years. Literally hundreds of
courses have been given on supervisory skills and case management. At the end of 1992, it was
estimated that 34 percent of health staff with supervisory responsibilities from 126 countries had
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been trained and 24 percent of health staff had been trained in diarrhoea case management.
These levels represent 85 percent and 60 percent of the 1995 targets and suggest much greater
effort is needed in case management training.

Access to ORS and ORS and/or RHF use rates’ show steady progress between 1984 and 1992,
As shown in Chart 1, the proportion of the population with a regular supply of ORS in their
community had increased from 24 to 73 percent suggesting that the 80 percent target for 1995
will be achieved and probably surpassed. ORS and/or RHF use rates had increased from 12 to
46 percent and are also very close to the 50 percent target for 1995. Chart 2 also gives
estimates of the remaining WHO/UNICEF indicators: By 1992, 32 percent of mothers knew
the three rules for case management in the home and 19 percent of diarthoea cases received
increased fluid intake and continued feeding.® No data were available for measuring the
proportion of cases correctly managed in health facilities.

2.2.2 Research

The research component of the CDD program had two foci: biomedical to respond to global
policy issues and operational to meet the needs of national CDD programmes. These two
categories persisted until the late 1980s. The biomedical research included the development and
evaluation of new and better tools (e.8., vaccines, drugs and treatment algorithms) for the
prevention and treatment of diarrhoea and better understanding of the epidemiology of diarrhoeal
diseases. The operational research sought to determine the best ways of applying available
knowledge and of implementing the control strategies of the health services component (cited
above) at the country level.

Scientific Working Groups (SWGs) were formed to cversee and manage the two research areas.
Three global Scientific Working Groups (SWGs) were established to develop research priorities
and work plans in: 1) bacterial enteric infections (BEI), viral diarrhoeas (VID), and drug
development and management of acute diarrhoeas (DDM). Six regional SWGs were set up in
each of the WHO regions to manage the operational research. The regional bodies were to
ensure close relationships between the operational research and the national CDD programmes.

Beginning in 1986, the priorities of the SWGs were revised to concentrate on fewer biomedical
and epidemiological topics of highest priority for developing new or improved methods for

" reducing morbidity and mortality due to diarrhoeal diseases. The global SWGs were reorganized
" on the following three areas: 1) improved treatment methods (Case Management (CMT));

o “The percentage of diarrhoea episodes in children under 5 years of age that received ORS
. ~and/or a recommended home fluid (RHF).

: : 5The surveys for measuring these WHO/UNICEF indicators are being revised. Estimates

*for 1991 and 1992 are extrapolated from existing household and health facility surveys.
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vaccine development (Immunology, Microbiology and Vaccine Development IMV)); and
evaluation and implementation of interventions, other than vaccines, for the prevention of
diarrhoeal diseases (Epidemiology and Disease Prevention (EDP)). While operational research
continued to be supported by regional SWGs, this research area was also modified to focus on
solving problems encountered in the establishment or operation of national CDD programmes.
By 1988 the operational research activities had been moved into the health services component.®

The CDD research programme evolved further in 1990 when the SWGs were replaced by a core
of experts who advised on priority issues in cach of five broad research areas: case
management, nutrition, hygiene, vaccine evaluation, and descriptive studies on severe diarrhoea
and diarthoeal deaths. These ad hoc review panels had several advantages over the fixed SWGs
in that they could draw on scientists with more applied experience from various disciplines.
Thus these panels were more flexible for reviewing a variety of proposals. In addition, the ad
hoc panel did not meet to review proposals but simply reviewed them on a continuing basis as
they were received through the mail. The new research projects supported during the 1990-91
period responded increasingly to the needs of program implementation. In addition, research
was supported to help define and test future interventions for the prevention of diarrhoea

including field trails of vaccines.

The most recent change affecting the CDD programme’s research activities ‘was a functional
reorganization of the former services and research components. These were replaced by four
research and development working groups that address the major elements of national control
programs: 1) case management in health facilities, 2) case management in the home, 3)

prevention of diarrhoea, and 4) national programme management.

2.2.3 Information Services

Since 1980, the principal vehicle for dissemination of information about the CDD Programme
_has been the Diarrhoea Dialogue newsletter. Numerous other materials and publications are
distributed by CDD including summaries of the meetings of Programme’s review bodies, annual
 reports, manuals and guidelines of various subjects, and technical/research reviews -nd reports
“ such as those of the Scientific Working Groups. In 1981, the Programme began to distribute
~a periodic bibliography of published articles on acute diarrhoeal diseases with support of the
~U.S. National Library of Medicine.

" "The budget tables stopped reporting separate regional researcn ‘activities-that supported

operational research in 1986 (see Table 5). .
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23 Organization and Manigement (see also Appendix 1)

The major elements of the organizational structure for the CDD Programme are the WHO
Programme Secretariat and three annual review meetings. This structure has remained
escentially the same since the Programme’s inception with some modifications cited below.

1) WHO Secretariat provides global support for the development of national CDD
programmes, implements basic research activities (through 1991) and coordinates the
Programme under the guidance of the TAG through the headquarters staff. At the
regional and country levels, the secretariat implemented activities in the services
component and operational research through 1991. A functional reorganization of the
Programme’s Headquarters replaced the former services and research components with
four research and devclopment working groups to complement the national programme
implementation activities.

2) Technical Advisory Group (TAG), consisting of 16 senior npational public health
administrators and scientists, helps define the objectives and strategies of the Programme.
Meeting annually, the TAG guides the direction of the scientific and technical aspects of
the services and research components including review of the Programme budget.
Beginning in 1990, the TAG altered its method of operation. A small group of members
now meets in alternate years thus permitting more detailed discussion of Programme

3) Management Review Committee (MRC) composed of represeniatives of the UN
agencies (UNDP, UNICEF, WHO, World Bank) and representatives of three (initially
only two) national governments with two-year rotating terms, that reviews in depth the
~ overall management of the Programme on an annual basis in preparation for the annual
~Meeting of Interested Parties. Beginning in 1989, the MRC officially became an
interagency committee with responsibility for reviewing both the CDD and ARI
programmes as well as matters of coordination among external support agencies.

4) Meeting of Interested Parties (MIP) attended by representatives of at least six
developing country governments, agencies (including UN) that are contributing or are
interested in contributing financial support to the Program and representatives from six
developing countries. The MIP reviews general progress, plans, budget projections of
the Programme as evaluated and recommended by the TAG, recommends policy and
receives pledges of financial contributions to the Programme. The deliberations of both
the TAG and the MRC are reviewed by the MIP at annual meetings. Also beginning in
1990, the MIP has served as the donor forum for the ARI Programme.

o Technical and fiscal accountability has been assured in each Programme component. In the

Health Services component, independent evaluations and reviews of national programmes have

E10



Evolution of Programmes

been conducted and success is measured in terms of improvements in the health status of infants
and young children. In the Research component up until 1990, the Scientific Working Groups
conducted peer review of proposed research and during 1990-91 a core group of experts carried
out this function. he overall success of research activities is judged by the results achieved

. (e.g., the development of better approaches for health service delivery or the discovery of new
vaccines and drugs.)

To strengthen the link between research and the implementation of national CDD programimes,
four research and development working groups were formed in 1992 as part of a reorganization
of the CDD Secretariat cited above. These four groups (case management in health facilities,
home care for diarrhoea, prevention of diarrhoea, and national programme management) ensure
that research activities address key issues of programme implementation.

2.3.1 Reporting

Starting in 1981 and every two (odd-numbered) years, the CDD Programme issued biennial
progress reports describing the activities carried out during the previous two calendar years. For
the intervening (even-numbered) years, beginning in 1984, the Programme issued an interim
status report summarizing activities during the previous calendar year. Beginning with the
' Seventh Programme Report for 1988-89, the reports include specific exaraples from countries
of activities and achievements. In addition to the progress reports, the Programme produces
unpublished reports from the annual meetings of the TAG, MRC and MIP. (See Bibliography

for a list of these CDD Programme reports.)

2.4  Funding

~ From 1978-1991, nearly $US 100 million has been contributed to support the CDD Programme
(see Table 3). The funding for the Programme increased steadily from the initial years through
1989. Since then, contributions have leveled off at close to $US 21 million for the 1990-1991
biennium. Between 1986-1991, the average annual level of contributions has been about $US
10 million. Available funds and pledges for 1992-1993 were only about $US 13 million, and
the number of contributors and/or pledges was only 17 indicating that the Programme might be
facing a fragile funding situation unless additional resources were contributed.’

The CDD Programme’s funds have come from the WHO regular budget and from a wide range
of countries and agencies. Funds from the WHO regular budget represented about 16 percent
_f total resources from 1978-1991. The vast majority of funds (84 percent) have been
- contributed by a total of 27 countries and other agencies. Among the largest country
contributors are Denmark, the Netherlands, Sweden, Switzerland, the United Kingdom and the

"Based on the lnferim Progfamme Report for 1992. WHO/CDD/93.40 (1993).
Ell
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United States. The largest contributors among other agencies include UNICEF, UNDP, the.

. Arab-Gulf Programme for UN Development Organization, and Giba-Geigy. (see Table 4 for
a detailed breakdown of resources contributed by funding source.)

Total resources devoted to both health services and research under the CDD Programme were
pearly 84 million from 1980-1991 (see Table 5). Over the years, resources for health services
have increased from close to $3 million for 1980-81 to over $14 million for 1990-91. In
contrast, research funds increased steadily from $1.9 million in 1980-81 until the mid-1980s
when the rate of growth leveled off at between $6-7 million per biennium and subsequently
declined to $4.2 million for the 1990-91 period. Annual obligations have averaged about $4.5
million for health services and $2.5 million for research. Of all Programme funds attributed
to these two components, an average of about 65 percent has been devoted to health services and
the remaining 35 percent to research. Increasing proportions of CDD’s financial resources have
been devoted to health services in recent years (up to 77 percent in 1990-91).

. Table 5 also shows the evolution in programming for global and interregional activities apart

from regional activities. Through 1985, both the health services and the research components
of the CDD Programme reported their global and interregional activities separate from regional
ones. Beginning in 1986, only the health services component reported obligations for regional
activities that supported the implementation of CDD country programmes.

Three financial issues have been of concern during the life of the Programme. As early as 1981-
1982, the Programme requested that whenever possible, contributions to the Programme should
not be designated for either health services and research. The level of earmarking was
sufficiently high in 1984-1985 to cause concern about the Programme’s ability to implement its
activities.! The second issue raised in 1984 led to a request that contributors make funds
available to the Programme as early as possible in the biennium or the calendar year to allow
the Programme to proceed with implementation as planned. Finally, concerned about inadequate
funding, the MRC urged in 1993 that donors provide written pledges of support for 1994-95,
if possible in 1993, to ensure that program activities would continue uninterrupted into the new

biennium. ; .

2.5 Collaboration with Other WHO Programmes and Other Agencies

An important dimension of the CDD Programme has been its collaboration with other WHO
programmes, other international and bilateral agencies, research and training centres, and the
pharmaceutical industry. The areas of collaboration have encompassed virtually every facet of
the Programme. In the Health Services component, collaboration has involved training, health

Report of the fifih Meeting of Interested Parties. Unpublished document CDD/MIP/85.8

(1985). o B
B2
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educatibn and communication, and evaiuation. In coordimtihg and supporting the research
component, the Programme has collaborated in various areas including epidemiology and vaccine
development and evaluation. Even in the area of information services, collaborative efforts have

been pursued. '
2.5.1 Other wrio Programmes

The CDD Programme has worked with several other WHO Programmes whose areas of effort
are similar. Beginning in 1982, collaboration with the WHO Collaborating Centre for
Environmental and Epidemiological Aspects of Diarrhoea Diseases was started to develop
evaluation methods on the impact of water supply and sanitation projects. This led to a
systematic analysis of the effectiveness, feasibility and cost of 18 potential interventions (other
than case management) for controlling diarrhoca diseases.

Collaborative activities have been undertaken with other WHO programmes, e.g., EPI, MCH,
and PHC, in the joint evaluation of national primary health care activities in various countries.
The Special Programme for Research and Training in Tropical Diseases also collaborated with
the CDD Programme on training in epidemiological, clinical and laboratory research. The
WHO Nutrition Unit has worked with the Joint WHO/UNICEF Nutrition Support Programme
in the development of a number of country projects that have significant CDD components. The
CDD Programme has collaborated with the Essential Drugs Programme whose activities include
the provision of ORS. In 1991, the Programme increased its work with WHO's Community
Water and Sanitation Uit (CWS) in order to strengthen hygiene education and other areas of
national health programmes.

" In the area of training, collaborative links were established with 13 regional or sub-regional units
and national units in 35 countries in order to support the extensive training activities of the
Programme. Over the years, the International Centre for Diarrhoeal Disease Research in
Bangladesh (ICDDR,B) and the National Institute for Cholera and Other Enteric Diseases in

India have played particularly important roles in the Programme’s training activities.

' 2.5.2 Other Agencies

Collaboration between the CDD Programme and UNICEF has been sustained and far-reaching.
Since ORT is a key component in UNICEF’s Child Survival Revolution, it has been important
* that both programmes work together in a number of areas including the promotion of home-
based ORT, ORS production, training of health workers, and evaluation of national programmes.
In 1983, a Joint WHO/UNICEF Statement on the Manageraent of Diarrhoea and Use of Oral
Rehydration Therapy was issued that articulated the control strategies to be emphasized in the
control of diarrhoeal diseases. In 1991, the CDD Programme and UNICEF developed jointly
a core set of key programme as well as the targets for these that can be used to evaluate
progress. The two programmes are continuing their close collaboration in order to accelerate

E13
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implementation of country activities aimed at achieving the goals of the CDD Programme and
the World Summit for Children. : : <

Collaboration between the CDD Programme and other international and bilateral agencies has
been extensive both in terms of the number of agencies involved and the areas of their
involvement. In addition to financial support of the Programme’s work, the following is a
selected Tist of such cooperative endeavors in the Health Services area:

USAID

The Programme bas been working with several USAID funded projects
such as the Technologies for Primary Health Care (PRITECH),
HEALTHCOM, the Program for Appropriate Technology in Health
(PATH), and the Combating Childhood Communicable Diseases (CCCD)
Project.

SIDA (Sweden)  Activities have involved support of biomedical research, the

}"~~we

development of breast-feeding activities, and along with numerous
other donors support for Associate Professional Officers who work in

national CDD programmes.

Tnternational League of Red Cr ed jefi

World Bank

Collaboration bas involved working with the League’s Child Alive Project
in several countries.

A collaborative study was carried out to obtain better methods for
assessing the cost-effectiveness of various interventions (such as breast-

feeding, water supply and sanitation)

Sel§¢§:d examples of cooperative endeavors in the Research area include:

IQD_D.&E . Collaboration has involved implementing various of the Centre’s research
o " projects including cholera vaccine trials.
U SAI D. The CDD Programme has been coordinating its research efforts with three
R USAID projects: the Applied Diarrhoeal Diseases Research Project, the
Dietary Management of Diarrhoea Project in Nigeria and Peru, and
DIATECH, a project that supports research on rapid diagnostic methods
for enteric pathogens. '
Bhth);ﬁﬁnaéég;igl Industry An active collaboration has occurred over-the'vyea‘r.vs‘wim

4

as many as 13 pharmaceutical companies . in order 10 ‘promote the
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develbpment of new vaccines and anti-diarrhoeal drugs and diagnostic
tests. o '

The Programme’s Information Services is another area of collaboration. Various donors
including UNDP, UNICEF, the German Agency for Technical Cooperation, and SIDA (Sweden)
have provided support over the years for the Programme’s newsletter, Diarrhoea Dialogue. The
International Children’s Centre in Paris has produced a bulletin of recent references, and the
U.S. National Library of Medicine has collaborated with the CDD Programme in producing the
Bibliography of Acute Diarrhoeal Diseases.

3. Programme for Control of Acute Respiratory Infectlons
a1  Objectives |

The ARI Programme was officially established in 1982° in response to the concern about high
: mortahty from respiratory disease in infants and young children. Based on several years of
experience with ARI control efforts in a few developmg countries and results of several
etiological studies, it was determined that a reduction in mortality from childhood pneumonia
was a feasible objective. The first meeting of a WHO Technical Advisory Group on Acute
Respiratory Infections, held in 1983, concluded that enough knowledge and technology were
available to start an ARI control programme. Control of ARI was seen as one of the basic
elements of primary health care and both UNICEF and WHO considered it as part of the global
strategy to improve child survival.'

The main objectives of the ARI Programme are to reduce the severity of and mortality from
acute lower respiratory infections (ALRI), especially pneumonia, and to reduce the inappropriate
use of antimicrobials and other drugs for the treatment of all ARI in children. In the longer
term, the Programme intends to reduce the severity of and prevent complications from acute
upper respiratory infections (AURI), as well as the overall incidence of ALRI in children.

The 1987 Technical Advisory Group for ARI recommended that the Programme be directed to
the 85 countries where infant mortality rates are higher than 50 per 1000 (accounting for 84
~ percent of the total ARI mortality) since one of the goals of the Health for All strategy is to

’I‘he mtenuon to start an ARI programmc at WHO was ﬁrst presented in 1978

| ’°WHO/UNICEF Joint Statement (1986). Basic prmclples for control of acute respiratory
infections in children in developing countries. WHO Geneva.
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reduce infant mortality to below this level.! Subsequently, the ARI Programme chose to focus
its efforts on the 88 countries where infant mortality rates were 40 per 10002, The rationale
for so concentrating was based on the fact that in these countries most community-acquired
pneumonias in children were bacterial, the very ODeS to which the Programme’s case
management strategy could be addressed. At the same time, it was recognized that all countries
could benefit by emphasizing the other objectives of the ARI Programme (reducing inappropriate
use of drugs for the treatment of ARI in children, preventing complications from AURI, and
reducing the incidence of ALRI). "

3.2 Major Programme Components

Similar to the CDD Programme, the ARI Programme has had two main components: health
services with the application of the existing knowledge on the treatment and prevention of ARI
in children, and research aimed at promoting and supporting investigations of the technology and

health systems research.

3.2.1 Health Services

The initial approach to ARI control stressed the need to start in a phased manner with the
introduction of simple measures of case management and health education at the primary health
care level, the progressive strengthening oY technical support at the higher levels and the
monitoring of deaths. The approach to planning and implementation of national ARI control
activities was similar to that adopted for national CDD programmes. First, the delivery of ARI
programmes is integrated with the delivery of other primary health care services especially since
the activities involved the same personnel. Second, ARI programme strategies and plans of
operation are prepared as distinct documents prior to initiating activities, but then become part
of the national health plan. Finally, plans assess the current situation, set objectives and
targets, schedule activities for several years, establish monitoring and evaluation systems, and
indicate budget allocation. With relatively limited resources, the ARI Programme has achieved
‘impressive results in terms of the number of countries with plans of operation and those where

implementation of national control programmes has been started (see Table 6.)

3.2.1.1 Strategies

| lh 1983, a Global Medium-Term Programme on Acute Respiratory Infections was formulated .
“for 1984-89. The Programme set out two general objectives: the development 'o_f a strategy for .

_ UWHO Technical Advisory Group on Acute Respiratory lﬂfeyc.tions,.k Report of the third

meeting. Unpublished document 'WHQ/RSD/87.37 1987, =~
12AR1 Fourth Programme Report, #ﬁabjoy.A o
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While the ARI training programmes include training for programme MAanagers and supervisors,
training in case management of staff based at health facilities is the key indicator of progress.

At the end of 1992, 100,000 staff had been trained or 50 percent of the target for 1995. This

was a major increase from the 10,000 trained by 1990.

Progress has been- made as well in the access target since 1990 reaching 12 percent in 1992
although this is far below the target of 50 percent for 1995. Similarly, an increase has been

made in the adequate treatment of childhood pneumonia at hea'th facilities from 8 percent in

1984 to 20 percent in 1992, reaching 50 percent of the projected 1995 target.!¢ While the ARI -

Programme endorsed the target for reducing pneumonia mortality of the World Summit for
Children, there is concern about its feasibility given the levels of training, access and adequate

treatment that would be required.

3.2.2 Research

The scientific and technical review of the ARI Programme activities has been the responsibility
of the ARI TAG. For the first several years, the ARI Research Component directed its limited
resources primarily to support studies of the feasibility, impact and best means of implementing
the case management strategy. In addition, a few clinical, epidemiological anG etiological
. studies were funded. Given the progress made by 1984, the programme began to shift its
emphasis from health systems research to effective programme implementation. Research
continued to be an essential part of efforts to improve the control strategies and the
implementation of national programmes. The 1987 TAG meeting recommended that a research
plan be developed with four priority topics: health systems research, clinical research, indoor
pollution studies, and vaccine development. While such a plan was prepared in 1988, the
research priorities were redefined the next year and included the following areas:

L Case management covering various research issues related to the treatment of
pneumonia. ‘ ‘ .
2. Behavioral research including studies of early care detection and prompt treatment
- . of pneumonia. '
-3 Health systems research involving studies to evaluate the effectiveness of the ARI

: case management strategy when carried out within national programmes.
4. Disease prevention research. .

1n'1991, the TAG continued to give priority to these areas, but called for an expansion of the

- work in health systems research and research related to preventive interventions. Further an on-

" going review of risk factors for childhood pneumonia and the potential impact of interventions
to reduce the risk factors are considerable important aspects of the work in prevention.

. 16These estimates are based only on countries completing country profiles and are both
approximate and incomplete. :

E19



o Evolution of Programmes
323 ‘Information Services

Again similar to the CDD Programme, the ARI Programme initiated an information service to
disseminate information on case management and prevention of ARI in children. The global
newsletter, ARI News, is the main vehicle for this activity. The Programme also distributes
technical and programme reports.

33 Organization and Management (see also appendix F)

When WHO’s global ARI activities were Jaunched in 1978, ARI was placed within the then
WHO Tuberculosis Unit and activities from 1978 - 1981 were covered by funds from the
tuberculosis and other communicable diseases. For the first time in 1982-83, the ARI
Programme had specific funding from allocations in the WHO regular budget and extra-
budgetary contributions. The initial organizational structure for the ARI Programme consisted
of a three-person professional staff of the renamed Tuberculosis and Respiratory Infections Unit
that carried out the added tasks related to the global ARI Programme. In 1986, when a new
medical officer was hired specifically for the ARI programme, an organizational structure was
established within the unit that consisted of the following ARI-related tasks:

- Promotion and coordination of ARI Existing program manager
and Tuberculosis Programines '

- ARI Service Component New medical officer

- ARI Research Component New medical officer

~ In addition, each of the WHO regional offices had a designated officer for ARI within the
programmes of Communicable Diseases except in the region of the Americas in which ARI,
" together with EPI and CDD, came under Maternal and Child Health. The ARI Programme at
headquarters was responsible for planning and implementation of developmental and research
activities, and for global coordination of the services component. The regional offices were
responsible for all collaborative activities with countries implementing ARI programmes.

In 1987, the ARI Programme was placed administratively under the responsibility of the Director
of the CDD Programme. Three years Jater in October 1990, the Programme became a unit of
a newly formed Division of Diarrhoeal and Acute Respiratory Disease Control (CDR). The
Director of this Division provides general direction and management support to the global ARI
Programme and enhances cooperation with development agencies and institutions interested in
collaborating with the ARI Programme. Both the ARI and CDD Programmes share common

divisional support service at the central level including budget planning and monitoring.

The scientific and technical review of the ARI Programme activities has been the responsibility-

. of the Technical Advisory Group (established in 1983) composed of leading experts in pediatrics
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the coritrol of acuts respiratory infections by 1985 and formulation of pational ARI programmes

for most countries by 1989, The ARI Programme centers around three control strategies: case
management, immunization and health education.”

Case management-has been the central strategy of the programme because in the short term it
can greatly reduce the mortality and case fatality from acute lower respiratory infections. The
key role of case management as an ARI control strategy was based on: 1) demonstration of the
major role played by bacteria as causes of severe pneumonia in children; 2 feasibhility projects
that had shown that paramedical staff and community health workers are able to apply correctly
a simplified protocol for the recognition and treatment of pneumonia; and 3) several
intervention studies that had proved the success of the case management approach.

Immunization has been the second control strategy. One-quarter of ARI deaths in young
children in developing countries are due to vaccine preventable diseases - measles, diphtheria,
pertussis, and tuberculosis. The global ARI Programme effort assists national ARI programmes
to strengthen the expanded programme on immunization (EPI). The programme has supported
research for the development and testing of vaccines most likely to have an impact on mortality

from ARI.

" Health education of the public and of parents has been the third control strategy.'* Based on
a 1987 review, health education was integrated into immunization and case management
strategies and ceased to be a separate strategic objective.

The International Consultation on the Control of ARI, jointly sponsored by UNDP, UNICEF.
and WHO, was held in 1991. A six-point global action programme was adopted for ARI that

encompasses the above ARI strategies but is more detailed. The six programuae areas

include'’;

- ’These control strategies were adopted based on recommendations of the Technical Advisory
“Group meeting in 1983. World Health Organization. A programme for controlling acute
: -respiratory infections in children: Memorandum frem a WHO meeting. Bulletin of the World

. Health Organization, 1984, 62: 47-58.

“Education activities were related tv immunization and case management as well as to non-
- specific measures to reduce the risk of ARI morbidity from various conditions such as
malnutrition, vitamin A deficiencies, low birth weight, etc. Inreviewing ARI control strategies,
non-specific measures would be selected based on a thorough analysis of the their effectiveness,
feasibility and cost and promoted by the ARI programme . '

1SARI Fifth Programme Report, 1950-1991. WHO/AR1/99.22 (1992), p. 39.
El7
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- Tmmng and superv'sing health workers to recognize the symptoms of pnciuhonia
. and to carry out basic curative measures; .. . - L

,': , ing continuous supplies of antibiotics, so that children with signs of
‘pneumonia receive proper treatment, - . S

- Launching education programmes for parents on how torecogmudangersxgns
~and when to t_ake their children for prop.e,r:u'qa‘t;pem; S T ‘

. _ Accelerating the development of new vaccines ‘that could prevent pheimonia
. cases, e L .

- Improving childhood immunization rates as an effective préventive measure; and

- Eﬁhancing preventive measures at home, such as proper nutrition and care of
' young children, especially infants during their first six months, and measures
against domestic air pollution.

3.2..1.2   Targets

Targets for the ARI Programme were established to measure progress in the implementation of
countries programmes and efforts to achieve adequate access to primary healih care and referral
facilities, extend relevant health education and improve the quality of case management in all
children with ALRI. The indicators of progress for the ARI Programme include a general
programme target (countries with operational ARI program programmes), & training target, an
access target for case management, and a treatment target. Targets were set for 1991 and 1995
and subsequently for 2000. (see Table 7.)

The ARI Programme also adopted a pneumonia mortality reduction target, established at the
1990 World Summit for Children. More than 130 countries committed themselves to a 33
percent reduction in under-five ARI mortality by the 2000, using 1990 as a baseline. This goal
was reaffirmed at the 1991 International Consultation on the Control of ARI jointly sponsored

by UNDP, UNICEF, and WHO.
3.2.13 Progress in Achieving Targets

" As mentioned, a major target of the ARI Programme is the establishment of ARI programmes
in the 88 countries with an IMR of 40 per 1,000 or higher. Good progress has been made since
1983: 47 countries (53 percent of the Programme’s target for 1995) had operational
- programmes at the end of 1992. Another 15 of these "target” countries had developed plans of

operation. In addition, 20 other countries and areas (with IMR less than 40) had operational
programmes bringing the total to 67 countries.
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and epidemiology of AR, and public health administrators from outside of WHO. As carly as

1985, this group saw the need to integrate ARI with EPI, CDD and malaria control because the
target population group was the same and because the managerial processes were deemed

similar.’

In 1986 a Meeting of Interested Parties for the Prevention and Control of Acute Respiratory
Infections in Children was held. The purpose of this meeting was to examine the technical and
managerial aspects of the ARI programme, activities planned, budgets for future years, and
financial and organizztional commitments. Beginning in 1988, the MRC and the MIP for the
CDD Programme reviewed the status, approaches, plans and budget of the ARI Programme.
In 1990 for the first time, the MRC and MIP were officially designated as review bodies for
both the CDD and ARI programmes.'® .

3.3.1 Reporting

Reports on the progress and current status of the ARI programme have been issued since 1985
and cover the Programme’s activities from 1983. By the time of the fourth programme report
" for 1988-89, the format was similar to that used for the CDD Programme and reports were
subsequently issued every two (odd-numbered) years. Beginning in 1990 and issued in
subsequent even-numbered years, an interim programme report has been published. The ARI
Programme has also produced unpublished reports of the meetings of the Technical Advisory
Group (held every other year from 1995-1988 and anmally since 1989). (See Bibliography for

a list of these ARI Programme reports.)

34 Funding

~"From 1982-1991 close to $US 19 million has been contributed to support the ARI Programme

(see Table 8). The funding for the Programme has increased steadily over those years, and the
level proposed for 1992-1993 suggests that this trend is continuing. While the average annual
level of contributions has been less than $US 2 million between 1982-1991, the progressive rise
in support over time has meant larger annual obligations in recent years, nearly $US 4 million

in 1990-1991.

.- YWHO Technical Advisory Group on Acute Respiratory Infections. Report of the second
- - meeting. Unpublished document WHO/RSD/85.18 (1985).

" "In the ARI Programme’s Interim Programme Report, 1990 (WHO/AR1/91.19 (1991), the

~ "MRC is referred to as the CDDY/ARI management Review Committee and similarly the MIP was
.. referred to as the MIP of the CDD and ARI Programmes. The CDD Programme Report for that
* year did not refer to these review bodies as having joint responsibility for the two programmes.
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The A.RI Programme’s funds have come from he WHO regular budget (representing about 24
percent of total funds) and some 21 countries and other agencies (constituting 76 percent or the
bulk of the funding). (se¢ Table 9 fora detailed breakdown of resources contributed by funding

source.)

Total obligations under the ARl Programme devoted to health services and research were just
over $10 million from 1588-1991 (ses Table 10). Close to $12 million is estimated for 1992-93
obligations. Resources for both areas have increased over time: health services increased from
$2.8 million in 1988-89 to $4.9 million in 1990-91 and research from $733,000 in 1988-89 to
$1.7 in 1990-91. Of all ARI Programme obligations devoted to these two components, about
three-quarters has supported the health services component.

Despite the modest level of funding for the Programme, evidence of some promising
achievements in the effort to reduce ARI mortality has been cited.!® In 1992, the MRC advised

that increased resources were necessary to achieve the ARI global target.®

3.5 Collaboration with Other WHO Programmes and Other Agencies

During the past decade, collaboration between WKO/CDR and other United Nations Agencies,
bi-lateral agencies, and WHO programmes has significantly increased and improved. Within
the United Nations, a close complementary relationship has developed with UNICEF, in which
WHO's technical guidelines on clinical management, programme planning and evaluation, and
training are joined with UNICEF’s interest in advocacy, communication with families, and
provision of ORS. With bi-lateral agencies,collaboration with AID supported projects on both
research(ADDR) and implementation(PRlTECH and REACH), has strengthened the global
efforts in both developing and applying control interventions. Within WHO, CDR has worked
closely with EPI to ensure compatibility of training materials for nurses and other groups. More
recently, in the development of the training course for first level facility workers, "Management
of Childhood Miness”, CDR coordinated inputs from a number of programmes, including
Malaria, Tropical Disease Research, Maternal and Child Health, Nutrition, Blindness, and
Immunization. This activity reprsents one of the most extensive single examples of practical
collaboration at WHO.

19WHO Technical Advisory Group on Acute Respiratory Infections. Report of the third
meeting. Unpublished document WHO/RSD/87.37 (1987). See also Report of the Ninth
Meeting of the Management Review Committee. Unpublished document CDD/MRC/89.1

- (1989).

o } l’_"RepOrt' of the Twelfth Meeﬁ;ig‘of th{‘eiiMan‘agcmcnt Review Committee. Unp_ublishe.d'
" document CRD/MRC/92.1 (1992). . R T R

?m


http:WHO/RSD/87.37
http:target.20
http:cited.19

Evoluﬁon of Programmes

The ARI Programme is collaborating with an increasing number of other WHO programmes and
other apencies. Within WHO, close collaboration has developed principally with the CDD
Programme (described on pp. 24-26 in this paper) and the two programmes arc gradually
moving toward integration. Col'aboration has also been established with the Action Programme
on Essential Drugs for the promotion of standard treatment guidelines. Collaboration has begun
with the Office of International Cooperation in arranging joint missions to developing countries
to assist in planning the integration of priority health activities. A range of other collaborative
activities are undertaken with other WHO programmes including EPI, MCH, and
Pharmaceuticals.

Vaccine development is key to the long-term solution of preventing ARI, Within WHO,
research to develop vaccines against respiratory viruses has been supported the Division of
Communicable Diseases under the guidance of a Steering Committec on Acute Respiratory
Viruses. An ARI Programme staff member is a member of this steering committee and helps
to ensure close cooperation between the ARI Programme and the Division.

Given that ARI is a major priority for UNICEF in its strategy for the Child Survival Revolution,
a high degree of collaboration has been important for both programmes. This association began
in the earliest days of the ARI Programme when WHO and UNICEF drafted what became the
"Joint Statement on Basic Principles for Control of Acute Respiratory Infections in Children in
Developing Countries” (officially approved in 1985). The collaboration that has developed
occurs at the central, regional and country levels in order to promote the same technical policies
and managerial principles in planning and implementing ARI programmes. Most recently WHO
and UNICEF are coordinating efforts to follow up the health-related goals of the World
Declaration op the Survival, Protection and Development of Children of the 1990 World Summit
for Children. As part of this effort, the two programmes jointly selected four essential indicators
on the access and use of standard case management of pneumonia in children in order to monitor
global ARI efforts.

Collaboration between the ARI Programme and international and bilateral agencies and non-
governmental organizations has developed in the areas of research, communication and advocacy
of the ARI control programme. Examples of these efforts include research on the etiology and
case management of ARI, publication of the ews and the Bibliography on Acute
Respiratory Infections in Children, and technical support. In 1991 WHO, UNDP and UNICEF
jointly sponsored the first International Consultation on the Control of ARI. Participants at the
meeting endorsed a six-point global action programme to reduce mortality from pneumonia in
children. Other collaborative efforts have been underway with several USAID-funded projects
including Resources for Child Health Project (REACH) and PRITECH. Finally the Federation
of Finnish Lung Disease Associations and WHO have agreed to work together on the planning,
implementation and evaluation of a country ARI programme.
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4. Inter-relation of CDD and ARI Programmes
In 1987, the Director-General of WHO proposed the integration of the management of the CDD

and ARI Programmes.?? Four reasons were given justifying the integra_tioni_jof:(thqu two

programmes:
- Both programmcs’ had as their primary objective the reduction of mortality in
infants and young children through a case management approach; -

- Many activities needed for successful implementation were common to both

- programmes. The managerial framework for these activities that had been

- developed by CDD could enhance the implementation of the ARI case
management strategy and its impact on mortality;

- Research priorities for clinical, epidemiological, and vaccine-related research
were similar. The CDD research management structure would benefit ARI
‘research. ' ‘

- Integration would lessen the administrative and management costs of two scparate
programmes.

' The Technical Advisory Groups of both the CDD and the ARI programmes were supportive of

closer links. That year the Management Review Committee (MRC) endorsed the general idea
of integration, but expressed concern that the constraints to implementing ARI programmes
needed to be recognized (e.g., the difficulty of gaining acceptance that primary health workers
could recognize pneumonia and treat it with antibiotics.) The Meeting of Interested Parties
(MIP) held in 1987 also had some concerns about integration and so proposed a studied approach
to integration: that the two programmes have a common, but not integrated, management and
separate financial accouniing of contributions and expenditures. Further, the MIP requested that
the ARI Programme fully document its experience and the impact of its activities and also
develop a work plan and budget for 1988-89 for review at the next MIP.

At its annual meeting a year later, the MIP agreed that CDD and ARI programmes would each
continue to have its own TAG. The two other programme review bodies of CDD (MRC and
MIP) would serve as review bodies for the ARI Programme. It was agreed that the two

2Although the ARI Programme was still relatively new, considerable progress had been
“achieved in developing approaches and demonstrating through intervention stuties the impact of
* jts case management strategy in reducing deaths from pneumonia. Further training materials and
technical manuals had been developed for use in national ARI programmes and important clinical
- and laboratory research was being supported. Given the early progress, it was deemed a
propitious time to integrate the programmes.
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programmes would continue to have separate budgets and financial reporting.2? The 1985
report of the External Review Group (ERG) of the CDD Programme concluded that integration
of the two programmes was feasible and desirable, but that the integration should be carried out
in a phased manner. It was acknowledged that the scientific basis for the ARI Programme was
well established and that methods of applying the knowledge in the field were being developed.
The ERG stressed that the integration of the two programmes and large-scale application of ARI
control methods should be introduced only after methods had been field-tested and incorporated
into workable plans.?

By 1990-91, close collaboration between the CDD and ARI programmes was firmly established
with the same administrative structure providing manageriai direction and support to both
programmes.  Further, the managerial materials of the ARI programme were developed
following the terminology and pattern of CDD materials so that they could be easily combined
in joint training, monitoring and evaluation activities at the country level. By 1992, the CDD
and ARI programmes had begun to prepare combined ARI/CDD materials such as a household
survey on case management. The programmes Were also exploring the possibility of producing
other combined materials ror programme planuing, evaluation and surveillance.

At the 1992 MIP, it was agreed that an independent, external review of the CDD and ARI
programmes should take place. Particular attention should be given to examining how greater
integration of the two programmes could be achieved and how integration with other primary
health care activities at the country level could be improved.

- 2pyrher, it was agreed that the guidelines designated for the CDD Programme would also
apply to AR, e.g., contributors who wanted to earmark their contributions would be allowed
to do so only for broad programme components (services or research). Contributors to both the
CDD and ARI programmes would have the option of either separate contributions to each
programme or a total sum for both to be divided between them at the discretion of the WHO

Secretariat.
BCDD Programme. Report of External Review Group. ‘CDD(‘MIP/88.140 (1988).
Cps |
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Counules wlm Opemional Natlonal CDD Programmes by year of establishment ' .
S . 1982-1987 . T ) o
1282 1283 1284 1285 - . . 1288 1287
“"Alica’ Botswana (84) Gambia (85) + Algeria Cote d'ivolre ©~  Benin - ~ Camaroon
S Burndl Niger Angola (87) Malawl Burundi Guyama
. Congo Swazxiland Senegd! Man . CenualAFR.Rep.
- Ethiopla (35/87) Zaire (8S/87) Seychelles Nigerla * Chad
Sierla Leone Zmbabwe (84) * Togo SanTome (87)  Ghanma -
o . Uganda - Kenya
Tanzania (84) Liberla
Madagascan
Mozambique
Rwandd
Zambla
Americas Befize (83) Brazil Argentina uba
Colombla (84) : Bolivia (85) Guaumall (88)
Costa Rica (84) Dominican Rep. :
Ecuador (82/85) Mexico .
E1 Salvador (85) Paru (85)
Haltl (85) Suriname (85)
. Honduras (82) Uruguay (85)
Jamaica (33/87) Venezusla
Mexico (2 states) ‘
Nicaragut
Panama
Paraguay (85)
Emern Egypt (84/86) - Alghanistan jran (87) Loyt
Med‘lerran Gana o Democratic Yemen {raq (85)
o Jordan (86) Yemen Oman
Pakistan (84) ' ' Saudi Arabia
Tunisla (85) Somafa
' ' Syris
© - Europe
- §E ;. Bangladesh (86)  Maldives ghiutan (85)
“UAsla® - Burma (85) Nepal (68) Mongofia (85)
: : india BECE
indonesia (83/86)
Sri Lanka (86)
Thahand (§3ls7)
© Western  Fifi (°83) Demc, Kampuchea China -
.- Pacific Kiribat Guam i " R
R Laos ‘Tonga (85)
Malaysiz
Papva New Guines (° 83/87)
Philippines (82/65) '
. Samoa
: Solomaon Island (86).
- “Nanuatu (86)
Vietnam (84/87)
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Table.2
" Evolution of Indicators and Targets of the CDD Programme
e R Year targets were set S e
| Indicators | 19811 1983-84% | 1984-853 1986-874 1988-895 T we ]
R o Target Year B .
1983 1990 1989 1989 1989 1989 1995 1995 2000

| No. of Countries | 35 | 8. | 100 | 125 115 115 o | *
with Operational SN " target ‘
CDD Programme i R : . . set
No.of Countries | 15 | 24 | -60 |- 6 | 6 | 6 | mo | *
Producing ORS o s e L e ST target |
' . set

No.of Country | 20 U17s] 0 80
Programme R G
evaluations/
reviews

T | ® | 160 | 10 |

Training

Noof Mamges | @ | @ | 40 | e |

Stafftrainedin | - . |° | .o |- | 20% | 20% | 409 | 40%
supervisory skills . R [t I I R R

No. of Training 6 | 10 e . . . ",.;, 1. .
Centers . . |
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Indicators (cont)

' 1983-842

1984-853

1983-89°

Target Year

1983 1990 |

1989

- 1989

1989

~ 1989

1995

No. of Countries
with training &
health materials

' 35

o |

Surveys

Access to
ORT/ORS

50% |

- 80%

. 80%" '

- 80%

Use of ORTb V

35%

..Sb% | no target

set .

- 50%

Motiters knowing 3 |

rules of home case
maragement

Cases correctly
managed in health

-facilities

Annual childhood

deaths prevented illi

b 1992 indicator: cases receiving increased fuleid and contmueed feedmg.
.

Indicators is no longer used. - -
@ Training indicators in 1981 were number of WHO eoum and mlmber staffed trmmng

at different levls.
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1 Ry Summary of Programme Activities, January 1980-Apnl 1981. Table 2. Pro;ected
»Targets Health Services Component WHO/CDD/813, p.8. e e

‘2." “Fourth Programme Report, 1983-1984. thure 5. Targets and Ach:evements
g WHO/CDD/SS 13, p.29. |

3F1fth Programme Report. 1984-1985. thure 13. Cun'ent Progratnme Targets and
ERE ~Ach1evements, WHO/CDD/86.16, p. 45. .

4. Sixth Programme Report, 1986-1987. thure 9, Cun'ent Programme Targets and
" . Stas. WHO/CDD/88.28, p- 36 e '

5 - .;Seventh Programme Report, 1988-1989 Table 3, Programme Targets and Status
- 'WHO/CDD/90.34, p. 49, 5

6. Interim Programme Report 1992. thure 4 Programme Targets and Status
’- WHO/CDD/93.40, p. 30. PRRRTEE
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‘egular

ources - .

197881

3,331,783

_5,914,341

_6;"24«?;136 :

1,438,231

11,023914

12462,145

2509897
| 12,715.306

15525203

~T§ble.’3

CDD Financial Resources
1978 - 1993

USsS

2_,39?561. ?.903030 3

17307,192 17985414

19,706,753 20,888,444
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2,928,471

18,043,091

- 20971,562

Evolution of Programmes

Aviilable. Pledged
s msom

A0 269219 93120554

0SB 2639279 111,962,628
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Table. 4 . L
Financlal resources: 1978-1992 ‘

Status at 31 December 1992 ,
o e 1 2
* "SOURCE * 19781985  1985-1887 1988-1989 1850-1891 , _ :
e Avalisble Pledged
" REGULAR BUDGET uss us$ uss uss Uss uss
*Globat and tnterreglonal 2048454 79851 1090897 1203888 1453900
Reglons 4631457 1419610 1812133 1724583 1577200
TOTAL REGULAR BUDGET 7579911 2399561 2903030 29284M 3031100
OTHER SOURCES
Ausiralia | 700877 268442 418665 .. 505570 223350
Belgium 163916 24 390 : '
Canada (CIDA) 856 106 441088 501536 312109 '~ 211865
China 100 000 50 000 50 000 50 000 25000
Denmark (DANIDA) 1969513 1241628 1294292 770826 157 808
Finland . - 402050 727049 940797 1204948 235018
-France 139000 80 833 97984 664070 70 840
India 60 000 40000 , ‘
Haly 101062 632830 245009 )
Japan 425000 300000 300000 150000 53000
Kuwalt 10000 )
Morocco 7475 . .
Netheriands 1855433 910617 $71829 1170641  346821-
Nigeria - 6680 : 1418
Norway ° 189 884 276507 . 299406 1780980 773894
Sweden (SIDA/SAREC) 3256800 1139690 945354 943079 1512647 522388
Switzerland 1101732 901108 520833 1729685 405329 353 741
United Kingdom 1019380 330320 1200977 1653775 947750
United States of America 1574300 3200000 2 153450 2076223 1250000 1000000
Pan American Health Organization 49 695
United Nations Children’s Fund 1734 238 866945 705837 771973 363880 86150
United Nations Development Programme 7546111 2177004 2055500 3143659 728750 667 000
Arab Gulf Programme for United Nations
Oevelopment Organizations (AGFUND) 2 500 000 1000 000
international Development Research Center
(Canada) 754 291 162016 184 554
Rotary International 5000
Sasakawa Research Fund 56135 23436
Thrasher Research Fund 20 000‘
Ciba-Geigy 757576 2579365 2650970
Special Account for the Cholera Programme 433990
Special Account for Miscellanequs :
Designated Contributions 333 107 732 653
Other 5640 549 800 154 4950
Interest 624035 717430 1059760 96330 162550
TOTAL OTHER SOURCES 29653567 17307192 17985 414 18043091 7492011 2639279
TOTAL 37233478 19706753 20888 444 20971562 10523111 2639279
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" Table. 5
CDD ProgramncnmlObngallonsfrom 1989 - 1991 undEstlmatesloerz 93
uss PO
T Acual Actual Actual Actual Actual ~ Actual Estimated -
: Obligations: -~ - Obligations Obligations Obligations Obfligations Obligations Obligations K
sramme Component 1980-81 ° . 1982-83 1984-85 1986-87 1988-89 1990-91 °  1992-93 -
tvisory and Mgmt.
eetings : - : -
)al & Interregional 95393 79346 165,335 203,983 170063 182,575 188,000 1094098 1|
lealth Services - . _
1al & Irzarregional * 718,637 1713544 1,603,515 2,667,663 3,305,454 4,318,768 4,924,000 19341631 97]
ional 2,159,251 4,142,723 5,977,739 7.477,435 9,204,352 10,048,478 10,800,000 49,900,978 4
total 2877938 = 5,857,267 7,581,254 10,145,098 12,689,806 14367248 15,724,000 69,242,609 60
iesearch -
»al&lnterregional ' 1,060,095 3,497,922 ,sasoao'r 8,277,292 6.882,227 4,240,044 4,650,000 32,320,421 -
onal ‘ 822503 - 1,130,626 797912 ‘ S | 2,751,041
otal | 1.8825508 4628548 - 6,128719 6.277.292 6,882,227 4240044 4,650,000 ;_.35.071.432‘ KR
l’rogmrhfhb’ﬁb!ni. S .'
nd Suppon ’
,alalmenegional 798,494 905,166 961,467 1,135,703 1,340,171 2,120,512 1,695,000 asse,siaf 8
.l & Interregional 2,672,669 6155978 8081124 10,284,641 11,787,915 10,861,899 11,487,000 61,331,226 R
ional 2,981,754 5274.349 ' 6.775 651-‘ 7477435 9294352 ' 10,048,478 10,800,000 52,652,019 46"
e 5.654.423 11,470,327 14.470.327 17.762,062 21,082,267 20,910,377 22,267,000 114,365,279 100
—E33
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:ountries = 88

1983

Counmes wnh 0peral|onal Naiional ARl Pmmmes by year ol establishment

1984,

“ Honduras*®
Panama’

Vg

Table. 6
1982-1992
1985 1986 1987
Zimbabwe*
Boliyfa' Colombia®
Guatemata* Costa Rica
.Paranuay Mexico® -
Omman®
Tunisia®
Turkey
indonesia®
E34

SRS

1988 - 1989 - '
Botswana*
Gambla*®
Venezuela Argentina
Ecuador*®
Peru®
Sudan*
Sri Lanka Myanme:
) Thaland
. China . .Mal;aysla
Fij Tonga
Lao*

PapuaN.G.*

* Philippines*’
-.Solomon Is. -

* Vanuatu-

" 1990

.Ethlopla'

Lesotho*
Namibia®

Dominican
Republic*
Nicaragua®
Uruguay :

Egym*
lran®
fraq®

Morocco®
Pakistan®

Bangladesh®
,lpdla' :
Am. Samoa Cambodia®
Cookislands = Kirbatl .
Samoa

 Kenya® -
Malawi®.
Mozambique®
Nigeria® -
Swaziland® -

Bellze -
Chile
El Salvador

Afghanistan*

Mongolia®
Nepal® .

“

Evoluion o rogrammes

. 1e82

Madagascar*
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Table. 7

ARI Aprobramm'e"s lnj-couhtrle's’"wlt‘ﬁJéh','lnfaht mortality rate greater than 40/1000%’

Status In 1984. 1880 and 1992, and targets for 1995 and 2000 -

e . ———Shtusin— ~ Targets for—

- Category of target - Toll  goes 2990 . 1992 1995 2000
Genenlprogamheh’xje{ , SR Lo A
Countries with operational® ARl Number 88 - 4 % . 4 . 88 83
control programme: ~ * Percent ‘2000 45 390 530 1000 1000
Training target N 4 o L | Ty . _
Facility-based staff trained in case Number 2000000 1000 10000 300000 = 200000 400000
management: " Pecemt - 1000 - 05 507 100 200
Access target _ B , ' , :
ARI standard case management. Percent . 100.0 . 50 120 500 750 -
access rate%: B o S v - :
Adequate treatment target
Adequate childhood pneumonia : ,
treatment at health facilities: Per cent 100.0 80 120 - 200 400 . 600 .

* Source: United Nations Population Division, World Population Chart 1990, United Nations, New York. ‘
* Operational: having a designated prograd{ru-ne manager, technical guidelines on programme management, a plan of
m

operations, and activities carried out an

onitored in at least one part of the country.

¢ Geographical access to a health provider adequately trained in standard case management and regularly supplied with

free or affordable antibiotics for the treatment of pneurnonia.

;’ Soﬁr9¢=- KA
7 'WHO/CDD/93.40 (1993)

LI\

. Interim Programme Report. 1992_:“
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Table. 8 o
AR Financial Resources -
19821993 -
Uss

Source . - -~ 1982-83 - 1984-85 ~ 1986-87 1988-89  1990-91 Avai'able

1992-93 _ Pledged  Total

wuo Regulal 638,900 1.026.7‘!2, 1184678 1,674,781 2030960 2125570

Other Source: 206,050 ‘750 140 1161191 4156525 5916876 5888188 o, L 18 977.031.,.;

Total | 844950 1778882  2,345867 ~50831.288 . 794783 5.‘61_4.‘953’_; 097 781 , 27690 640



R o N gabie 9 | : quluﬁoh 'qf Programmes
" Financlal resources: 19621993 -
- Status at 31 December 1992

e o e H |
| SOURCE .« KIS 10AGHET 1888 e
] ' TS uss uss us U uss

 REGULAR BUDGET SO : . |
Gobdmdliamgond G708 euds s - mieoi 4SO L.
{:Reglons © o st be0GNS 1072837 qdMagde  1&060 T 7 -

JOTALREGULARBUDGET . 1685642 ‘1984676 1674761 200K 2425570~ ¥
OTHER SOURCES o . '
Ausita o . oBtes

30010 « 2330

1109 211884

Denmark | e 4R

Finland | o eMs 4oz - ‘2500

taly R S emer o008 L .

Japan 145000 .. 7082 141008 60000

Nethedands | Coueest  MTeR  dee R4

Swedsn 21638 BTMD - 64 eew G266 47761
United Kingdom S 110 G180 4edsy e
Unfied States of Amedes. B R - X | 1000000

“Pan Amesican Health Organizalion T -

Unad Nations Chiren's Fund : U 00000 260000 162B00

Unted Natins Development Programme R8T 1073500 452000 450000
Wodd Bank h 1 000 000 |
Arab Guf Programeme for Unlled Nalions.— ~ = I
1 Davekopment Organlzalions (AGFUND) . 320000 -

Pederaon of Finnish Lung Disease . R , ‘
Assockations (FFLDA) R L T 411080, 153940
Kebogg Foundaton M0 e300 P

| Sasakawa Health Trust Fund  ssE v 156300
| Other L | " 18
- ¢ Interest L 69600 813450 123610 |
TOTAL OTHER SOURCES T o150 1161191 4155855 GQI6ET6 5863488 897701 |

{TOTAL 262182 . 2045867  5E31286 7947836 0014088 897751§

o —— ewmss o
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Table. 10

~ ARI Programme Actual Obligations _
" In 1988-89, 1990-91, and Estimates for 1992-93 -

g Actual
. Obligations

1988-89 .

Actual

Obligations
"~ 1990-91 .

Services

jmérregiona{ | ”

arcl, -

interregional

ramme Mgt.

Support y

« Interregional

erregionsl

'2,795.283

38067

740,123 "

2,317,182
1,951,291

4,268,473

1,542,490

4,578,892

3,588,516

B|1 67.408 K

Estimated
Obligations
1992-93

6:302,000

7,937,000

3,859,000

1 -m.ow

7,098,000
6,302,000 -

13,400,000

3886613

13,994,074

11,841,807

8




~ Total GNP and Contribution to CDD and ARI by
Country, 1990-11991

Table. 11

Evolution of Proﬁmnmes

* Before unification

Source: 1. World Development Report, 1953.
investing in Health Table 19, Official

Development Assistance of OECD & OPEC COumﬁes. Ll
GNPﬂguresdrevledtromWoﬂdDevelopmemnepon. 1993

I Contribution to CDD Contributionto ARI - - |

Total GNP 1990-91 1990-91,
Austria = - 132,990 505,570 350,010
Canada 558,012 312,109 213,109
China 425,315 50,000 N/A
Denmark 123,240 1770,826 561,696
Finland 119,900 . 1,204,948 - 427,022
France 1,161,660 - 664,070 N/A
*Germany 1,894,365 " N/A N/A
ltaly 1,070,456 245,009 245,008
Japan 3,336,627 150,000 141,008
Netherland 283,576 1,170,641 468,257
Norway 104,146 1,780,980 N/A
Sweden 215,946 949,079 ‘835,898
Switzarland 248,948 1,729,685 N/A
U.K 953,280 1,653,775 616,850
USA. 5,520,048 2,076,223

N
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GlobalORs access, and ORS and/or RHF use raies®,
100 ———

~eo—
' 40

20

. i N )
1984 1985 86 1987 1988 1989 1991 1982
Ii ORS snd/or RHF use rates EZ5 ORS sccess ulg

“The global estimates for these rates are based primarily on figures reported by

pational CDD programmes to the WHO regional offices using CDD Country

Programme Profiles, and on esumates made by the regional offices. In 1992, 74
countries completed Country Programme Profiles and regionai olfies provided
estimates for an additional 16 countries. For the remaining 30 countries estimates
were made using cther reliable sources such as programme documents Or SUIvey
results, or in the absence of any new information the estimates for 1991 were used.

- .E40 . \v\‘\



* Programme targets and status -~ N
' Targels
WHO/UNICEF.IndIcators 1985 2000
z%wbnwlmmmlo = % 73% 80% 100%
Mothers knowing 3 rles of | e 100% |
vl —— \ Ll so% 100% |
 Cases roceiving lncreased | | - aam
'addawandconunuod:oqdno %19% 50% 80%
" Casas comectly managed o sow 80% |
Dot s | 50%3‘”5 ,‘
* Other Indlcators
. Case T —— L :
: W“:;nacemen iy == 24% | 40% 60%
Suparvisory skils velnln
el = L 0% &%
. Number of amme
Ny dproanns Nﬂ\ 15 160 200

BUp to 1651 - -1

- *No data yet avallabls for this compostte Indicator

Because the surveys for ‘measuring the remaining WHO/UNICEF idicators are under
revision, the 1991 and 1992 estimate for these indicators are extrapolated from results using
he current household and health facility surveys.

: 541
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Financial contributions received by the CDD programme

‘Millions US$

= 21

78-79 80-81 o - 86-87 88-89 90-91
tH Regular Budget _-Other sources *=Real*

YeNaled using global GDP-deflator index; IMF Intemnational Financlal Statistics 1#92



-1986/87

- 1988/89

Distribution of CDD programme financial
obligations by component

1978

1982/83

1980/81

1984/85

1990/91

1992/93

1994/95

EAdvisory and Meetings BHealth Services [JResearch B Management and Support
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Countries with operational CDD programmes




CDD Proaramme Management Training

. | Cumulaﬁvenumber of courses . -

FPYY
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CDD Supervisory Skills Training

Cumulative number of ooursa |

797
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CDD Case Management Training

Gumulative number of courses 1,223




CDD training coverage

Supewisory skills

34%_ ’

_Case Manage’niént

a7
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Global ORS access, ORS use and ORT use rates
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ORS access rate by region
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.ORT use rate by region




Countries with ORS local production
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CDD surveys
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CDD programme reviews held

Cumulahvenumber of programme reviews 123
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CDD Research projects

© Gumulative number of projects

437

M8




22\

Diarrhoea Dialogue

Girculation (thousands)

EEOthers S
B3Portuguese
MArabic
E#Spanish
M French

mEnglish




CDR Associate Professional Officers

BH0thers*
mENetherlands -
M8Finland
Mitaly
-DenMark
CJSweden

up to 85
Others Include Japan, Germany, Belglum, Austria, Norway and Belglum
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Financial contributions received by the ARI programme

Millioris US$

80-81 8283 8485 8887 . ' 90-91 92.93
mERegular Budget BOther sources ==Real*

Yeflated using global GOP deflalor index; IMF Intemational Financial Statistics 1882
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Countries with operational ARI programmes

M Infant mortality rate < 40/1000
st Infant mortality rate > 40/1000

TARGET 88




ARI Programme Moiiagers Course
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ARI training coverage and access to
standard case management (SCM)

m‘_ .

Tralning coverage ~ Access to slandard case management
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ARI Training Units (ATUs)




ARI Research Projects

= Disease prevention
BQHealth systems
mBehavioural

M Case management




ARI staff

EBHeadquarters, Geneva

DMRegional Offices 1 13 13
Bl Country posts - A
m Associate Professional Officers

87 a8 89 90 o1 92



BB Spanish

m English, India
EZChinese
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ESBengali, Bangladesh P

mEnglish (AHRTAG) | .

ARI News

Circulation (thousands)
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MANAGEMENT COMPONENT
I . Introduction’
o : ‘_: Orgamzanon and Managemem
‘2. Organization |
b, ,'Personnei )
d.  ‘Monitoring of Program and Research Activities
1) Oversight Bodies (TAGS, MIP,MAC)
[Financial Management
i) Extrabudgetary/Regular Budget Resources
2)  Financial Reporting
) Audits -
f; i : ;Suﬁply and ACommodi‘ty}Prc‘icmtment
8 Speclal Research Issﬁes-Piesem Status |
1) Research Review and Selection Process
2)  Human and Animal Use Review
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'4)  Environmental Impact
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‘Management

A Multi-donor External Review of the World Health Organization’s (WHO)
programs for the Control of Diarrthoeal Diseases (CDD) and the Control of Acute
Respiratory Infections (ARI) is being carried out by a team of international medical and
public health specialists both at WHO headquarters in Geneva and at field sites during
the January-March period of 1594. Members of the review requested assistance for an
overview of the management and orgauizational structure of these two major prog-ams
which are within the Division of Diarrhoeal and Acute Respiratory Disease Control
(CDR). This report is prepared in response (o the Team's request and for its
consideration in preparing the final External Review Report. The report was prepared
by a management consultant during the last week of February 1994 in Geneva through
a series of interviews with the Director and staff of WHO/CDR and reviews of
background documents prepared by the CDR Division and WHO. Background
documents used &s resource material are annexed to this report. The report was revised
in March 1994 to incorporate editorial comments and suggestions by the Team and to
incorporate additional data/documents received by WHO.

For the purposes of this report, the management aspects of both the CDD and
ARI programs are reviewed as one management unit. In 1987, the Director-General
(DG) of WHO proposed the integration of the two programs and since that time
administrative linkages have become increasingly closer. In 1990-91 the CDD and ARI
programs were established with the same edministrative structure providing managerial
direction and support to both programs. Where distinct managerial comments for the
CDD or ARI programs are required, these comments will be identified. The technical

aspects of the integration of the two programs are not reviewed or commented upon in
the management component of this report.

Both the ARI and CDD programs form elements of the Division of Diarrhoeal
and Acute Respiratory Disease Control (CDR). The director of this division provides
general direction and management support for both ARI and CDD. These programs also
share divisional support services at the headquarters level including budget planning and
monitoring. In the 1990-91 period, managerial materials for the two programs were
developed and standardized using, for the most par, the terminology and patterns
previously developed by the CDD, in order that they could be more easily combined in
joint training, monitoring and evaluation activities at the country level. Since the
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1990-91 period additional efforts have been made to combine ARI and CDD documents
such as the materials for household surveys on case management of the diseases.

The CDR Division is a major activity unit of the World Health Organization.
It enjoys a Teputation worldwide of a high standard of technical competency, scientific
professionalism and management skills.

Annex 1 provides an overview of the organizational placement of the CDR

Division within the WHO. ‘
b, Personne]

Annex 2 of this report provides in detail the organization of the
WHO/Geneva CDR Division with staff and supervision assignments. This innovative
presentation illustrates a management tool developed in the CDR which could be used
elsewhere. The focus on case management (CM) and the attention of a number of the
staff on this aspect as presented in Annex 2 is an indication of the importance given this
topic. As can also be seen, the entire staff is involved in mnational program
implementation and reflects the Division’s priority of servicing field programs. Out of
these 22 personnel listed only four (4) are funded through the regular budget of WHO.

. ‘The other personnel rely on extra budgetary sources. In the Regional programs, it was
understood that only one (1) out of 14 personnel was supported by regulur budget
funding. All of the country assigned personnel are funded through extra budgetary
sources which allows individual donor countries to fund CDR field personnel in a given
country of interest.

Annex 3 provides an analysis of expenditures for both ARI and CDD programs
in Geneva and in the regions. Total expenditures for each line item are broken down as
regular budget (RB) and voluntary contributions (VC/extrabudgetary). Expenditures for
services and research at headquarters are separated out from expenditures for services
at the regional offices (no research funds are expended at the regional offices). A
summary of the data for the CDR Division shows: e

total CDR
expendi-
Lo tures
Salaries professional staff 7.4 20.5 27.9
Salaries general service staff 13 6.5 7.8
Salaries consultants/temporary advisors 0.8 8.5 9.3
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Salaries temporary assistance . | 02 | 46 . 48

Staff travel Sl es | 38 | 4a

Grants/local costs developing countries |~ 0.2 16.3 . 16.5

Grants developed countries : ' 0.1 6.7 6.8

Publications/other 3.5 8.1 11.6
: Meetings/surveys/courses ]

One can observe that salaries and travel for staff and various categories of
external assistance account for approximately 54 % of the CDR budget for the biennium.
The resources going directly to the countries and regions can be expressed as the total
regional budget plus developing country grants and local costs; the percentage of the
CDR budget for the biennium attributed to these categories is approximately 65 %.
Further analysis of the expenditure data in annex 3 may be useful for CDR’s programme
planning and management of resources.

The CDR uses short term consultants from time to time on specific assignments.
There are supportive documents at the CDR Division which present consultant use and
costs. (Annex 3, Annex 4) The usefulness of specific short-term specialists for well
designed and country-requested services is not challenged. Such consultants play an
important role in the activities of the CDR worldwide and will continue to do so over the

foreseeable future.

The question of whether short term consultants are more cost effective when
compared to full time country assigned personnel is difficult to answer (Annex 4). The
Director of the CDR stited that given a choice he would definitely increase his field staff
in country programs, but such personnel especially medical officers are expensive. It
was stated that the most successful CDR services activities are in countries where full
time staff are in residence. For strictly research activities, in-country staff assignments
are probably not cost effective. Short term consultants are used as required. The
innovative use and funding of the Associate Professional Officers (APO) by the CDR is
most noteworthy. The APOs are WHO members, who work for 2-3 years and are
funded by individual donor countries. This management device represents an excellent
example of innovative financing used to get field activities implemented. Another
innovative mechanism for funding field staff is the Child Survival Fellows Program.
Costs of these Fellows, APOs and other types of consultants are described in Annex 4.

_ The CDR is also using host country nationals to oversee, monitor and assist
'in the implementation of country projects. The importance of having staff "on the
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ground" is considered more than good justification for placing such personnel into
programs. This method has worked well in similar bealth programs funded directly by
bilateral donors. WHO/CDR is having similar experiences with their locally hired
npational placements. ~ )

It would be apprupriate to have more regular budget supported CDR personnel
but fiscal constraints do nct piesently appear conducive to increasing this type of
personnel. CDR staff hus been reduced for the 1994-95 period, but reductions were
made on Headquarters staff in order that the Regional/Country staff could continue their
work. This action reflects the priority that CDR gives its field services. In making
country assignments, the question of whether a program can be done vs. the question of
peed is reviewed in depth prior to any assignment. A country may have great health
peeds, but if the political and social conditions are not favorable to successful project
implementation, personnel are assigned to other country projects where program
implementation may be more successful. ' :

It is the view of the consultant that CDR is fully aware of their peréonnel
needs, have implemented a number of innovative management techniques “"to do more
with less" and will continue to operate in this manner.

‘c.  Reporting

Ths background document given to the Review Team lists in some detail the
‘major reports of the CDR over time. This list is attached as Annex 5.

In summary, there is a Bi-annual Report for the CDD and ARI programs
which is produced in the even numbered years. In the odd numbered years, an Interim
Report is presented which serves as an annual report for that year. The CDD and ARI
reports are done separately and not as one division report. A review of the recent CDD
and ARI reports was done and the presentations were excellent. It is clear that the
division places real importance on producing timely, accurate and readable bi-annual and
interim reports.

The adequacy of the reports from country activities appears 10 °be mixed with
some countries doing a good job and others not making a concerted effort on their
reporting, This may be an area where more attention is required in the future. Each
year a Country Program Profile questionaire is sent by CDR to individual countries via
~ the regional offices which requests information on the year's activities, training,
achievements including Household Survey and Health Facility data. These questionnaires
are very important and have substantial impact in the preparation of CDR’s bi-annual

workplan.
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Annual workplan development is done through the regional offices. Each
WHO Region now has ARI and CDD officers with four regions having a Technical
Officer assigned. Each segional office submits an annual joint administrative, fiscal and
activity report. Interestingly enough, these reports are not standardized and each Region
has developed its own submission standard to present its information. The fiscal
reporting method will be described in more detail in Section -e of this report and is not
provided in-depth at this point. A report ¢ “aterest and usefulness to a variety of
interested agencies and individuals is the "Diarrhoea Dialogue Newsletter” which reports
on a wide range of CDD activities. There have been a number of comments on the good
quality of this publication.

Research progress reports are requested on an annual basis. these reports are
reviewed by CDR staff as well as two external experts. A sample report form is
included as Annex 6. Two modifications are recommended for considerations. Different
avenues of dissemination of information should be described beyond submission for
publication; these include presentations at meetings, presentations to national policy
makers etc. Secondly, there should be a place on the report to indicate whether co-
funding for any part of this activity or related to this activity has been applied for and/or
obtained in the past 12 months.

Trip reports are submitted in & prescribed format which contains essential
information gathered during the trip. Reports are circulated to thz Director of CDR as
well as the ADG. Reports are required from all staff as well as consultants.

Additional reporting and monitoring requirements should not be imposed by
donors because the systems currently in place are more than adequate and additional
requirements would add unnecessarily to the management burden and costs of the CDR
Division. Donors and other interested parties are reminded that reports are easily
available on file in the CDR offices upon demand.

In brief, a review of the reporting mechanisms has shown that there is an
‘adequate system in place and systematically opcmted.'_ ‘Required reports are made and -

submitted as proscribed by CDR’s procedures.

&  Monitoring of P 1 Research Activit

The monitoring of CDR activities begins with the Bi-annual Workplan. As
each regional workplan is developed it is reviewed, modified if necessary, and
incorporated into the CDR workplan at Headquarters. Workplans are reviewed and
adjusted, if necessary, at the end of the first year of the bi-annual plan. These workplans
form the basis for regular budget and extra budgetary allocations for the program. CDR
headquarters may provide assistance to individual countries as well as to regional offices
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' in preparing these plans. The quarterly reports from the regions support requests for the
release of funds from the CDR. These requests are carefully reviewed by CDR against
the presentations made in the region's workplan. _

Field and research programs are contimuously monitored by headquarters,
regional and in-country staff through reports and site visits. ,

, The research reports have already been described. This reporting system is
~ supplemented by site visits and technical meetings where the principal investigators report
"’ on progress. :

Program implementation is monitored through informal on-site visits by CDR
Staff, focused program reviews, desk reviews and surveys. The focused program review
(FPR) is a structured approach to assess achievements and constraints to implementation
based on available data. The FPR leads to the development of country work plans.
During the last biennium FPRs were conducted in Kenya, Cameroon, Sri Lanka, Viet
Nam, Ethiopia, Pakistan, Morocco, Egypt, Niger, Congo and Zimbabwe. A FPR in
Indonesia was completea i early 1994. During 1994/1995, FPRs are planned for: Iran,
Zambia, Mali, Nigeria, Malawi, China, Mexico and Madagascar.

The FPR is done in two phases. Phase I identifies problems in a natjonal
programs and is usually implemented by one or two people. Phase II is initiated by
prioritizing the problems and identifying major areas of concern. A team is specifically
selected for priority areas and this group makes focussed 1 .ommendations. A manual
has been prepared by CDR on how to carry out these reviews. This type of review may
be useful for other programs as well.

Site visits and desk reviews are a more informal way of assessing progress
‘towards program targets, that does not involve data collection but does identify
impediments to progress. Desk reviews of seven country programs were conducted
- 1992-93. Site visit reports of research projects are reviewed by external experts. -

Through bousehold and health facility surveys, ‘specific. outcomes (e.g.
performance of trained health workers, home case management practices, etc.) can be
monitored] and evaluated. During the last biennium the Division conducted 37 household
surveys and 29 heaith facility surveys. S '

There are other types of project reviews which cover the entire activity pattern
~ and provide recommendations to the host governments. This type of review often leads
~ to a large number of recommendations which may be difficult for host countries to meet.
However, the broader review process has 2 definite place in the monitoring system and
is a valuable evaluation tool under many circumstances.
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There are also a number of review and monitoring cominittees which assist
the CDR in its monitoring and evaluating efforts. One of these groups is called the
Meeting of Interested Parties (MIP) which includes donors and developing country
representatives. ‘This meeting is usually held in the same time frame as the Tropical
Disease Research (TDR) donor meeting to lower travel costs of participants. At this
meeting CDR activities are reviewed to provide participants with an overview of recent
progress, to generate interest in new activities and directions and to élicit input from
donors and country representatives. Another group which assists in the monitoring
process is the Management Review Committee (MRC) wich is composed of members
from the World Bank, UNICEF, UNDP and WHO and three national 'government
members with two year rotating terms. This group is primarily concerned with over-all
CDR policy, donor coordination and management direction.

In addition, there are two Technical Advisory Committees (TAGs) consisting
of 16 members for CDD and 12 members for ARI which meet for a week every other
year to review technical program content and to provide scientific direction to the CDR.
A smaller TAG for ARI and CDD meeis for three days in the alternating years to review
workplans and progress in both of these activities. Ths TAG reviews implementatios,
research, identifies gaps and approves budgets. The TAG does not review individual

proposals.

| An analysis of expenditures for the MIP, TAGs, and MRC over the biennium is
found below. Both direct costs of participants and person months of CDR staff to
prepare for the meetings are indicated.

ANALYSIS OF EXPENDITURES
‘Management | Attendance Cost VC - Person-.. .. |
Meetings 1992-1993 Participants & .- .omonths .. " -
Regional Staff “:CDR Staff**
| 1992 1993 %%} R
“13/14tk Meetings of (DD TAG 23 % 172913 3
 8/9th Meetings of ARI TAG 3 10 94339 3
12/13th Meetings of MIP *65. W63 40580 45
12/13th MRC | 3 4 . - 05
* * 15 paid directly by CDR [per " " % pot included in cost
- - diem only] T .estimates = »
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, TAG costs appear to be high; the management group of CDR and MRC should

develop a plan to trim these costs while providing the quality oversight and fizld input
 that is necessary. The plan might include reduction in the number of participants to not

more than 8 technical experts with developing country public health experience.

Regional staff might participate on a biennium basis or through means other than the
 TAS (eg. development of country workplans). ‘

The CDR staff time devoted to prepaiztion for the MIP needs assessment; pethaps
specific process-related elements could be m—evaluate_d.

In summary, the monitoring process at CDR is very systematic and functions in
a useful and productive manner. The advisory bodies as now formed meet the evaluation
needs of the program. TAGs ate necessary for such programs and should be continued
as planned. Both TAGs and MIPs are mecessary to assure transparency, to provide
external advice, and to give the donors an opportunity to provide input into the program.
The MRC has provided limited input for the program yet, as donor resources fluctuate,
the management role of this commiitee is likely to be of greater importance. The
Committee could be strengthened by adding 2 rotating members from the bilateral donors
who are most familiar with the program and how it operates. To keep the total number
of committee members the same, the multilaterals could retain two slots rather than three
and the national members could also occupy two slots both on a rotating basis. To
minimize CDR program costs and staff time, the Committee could be convened as a
subgroup in conjunction with the MIP or TAG and their report be raade part of the MIP
or TAG report. Workplan monitoring is being accomplished not only by the staff of the
CDR but by the TAGs. The Focus Program Review is considered an excellent
evaluation tool. Reports indicate that on-site monitoring is being done but more could
be done if additions. funds were available.

e.  Financial Management
1)  Extrabudgetary/Regular Budget Resources Allocations -
, “The CDR Division’s funds come from WHO regular budget and
from a number of counries and agencies as extrabudgetary funding. -WHO funds
derived from the regular budget represent about 16 per.cent of total CDD
resources. 24% of the ARI Program funds come from the WHO regular budget.

| A more detailed breakdown of the use of regular budget funds vis a vis
extrabudgetary funds is found in Annex 3.

- A list of donors to the_programsvis found in Annex 7.
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.~ A per cent breakdown
the ARI and CDD programs

‘below:

Health Services

 Global and Inter-regional

‘Regional

 Global and Inter-regional

'Program Management

. Global and Inter-regionaj o

Total

. ~Re'gi_qn§l o

- #Approximately 0.9% is to be added
for Advisory and Mgt. meeting -

Note: #) Total ARI budget estimates - § 13,400,000
" b) Total CDD budget estimates - $ 22,278,000,

: 100.0743

122

288
120.

41.0

aneewe

Managétneﬂt

by catsgory of the 1992-1993 revised budgets of .
is provided by program component in the table

202
472

-52.8% -

47'.2 -
100.0%

renes

" As can be seen, the Regional funds are entirely devoted to Health

budget.
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i A breakdown in the percentages of the Regional funds which are allotted
by Region is presented on the table below for the 1992-1993 period:

Program Component ARI CDD

. Africa 9.6 146
The Americas 107 9.6
South-EastAsia - 93. 108
Fastern Mediterranean 59 53
Western Pacific o110 67

41.0% 472%

The question of how regional allotments are made is based on (1) need (2)
absorptive capacity of ihe country (3) national interest. Program funds might be
used in an area where the need is not as great as in some other areas, but the

" pational absorptive capacity to carry out the program is better and chances of
success more assured. The regional vreakdown follow similar patterns in other

budgets reviewed.

The CDR Division as well as other programs in the WHO are attempting
to increase activity funding through promotion of bi-lateral agreements between
interested LDCs and donor countries. The WHO/CDR indicated that under
certain conditions, the interested parties can be matched as to interests and
agreements signed with WHO acting as a broker for the agreement. In some
cases, a trust fund managed by WHO is set up and CDD operates the fund for the
donor country. This procedure takes a great deal of staff time and increases the
workload, but it is an example of creative financing which has become necessary
in this period of scarce resourccs. It appears to be a workable arrangement, but

_very clear agreements are necessary for all parties to make this type of fiscal
* support work. Ta%s

In summary, the percentage of present funding for health services out
of the CDD program availabilities is approximately 70%. The research portion
of the budget is approximately 20% which leaves 10% for management and
advisory meeting costs. The ARI program reports approximately 60% for field
programs and 29% for research leaving 10% for management and advisory
groups. In the case of research approximately 25% of these funds are spent on
HDQs oversight and 75% on research in Developed and Lesser Devcioped
Countries (LDC) of which approximately 65% of availabilities are spent in LDCs.
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It would seem that the larger proportion of funds spent in developed countries for -
ARI reflects the immaturity of that program. However, efforts should be made
to strengthen developing country capacity by implementing a larger proportion of
research in developing countries. Approximately two-thirds of health services
availabilities is spent on field implementation and one-third on development
activities under HDQ's guidance. This percentage breakdown of activity uses
appears to be in accord with good management allocation of resources and
presents an acceptable pattern of expenditures. Annex 8 presents actual financial

patterns for both ARI and CDD programs.

2) Financial Reporting

During this review special attention was made to the financial reporting
procedures and operation of the CDR. The Division has very strong control of
its fiscal matters and makes decisions on allocations and re-budgeting. While
there is a well established central WHO financial office which sets procedures and
provides overview reports on a periodic basis, the CDR, for the most part,
controls its finances after approved levels are set. There is good control of
country and regional lcvel funds as these are reporied by the quarterly reports and
reviewed for completeness in order to provide cash support to the field at the
correct time and place. In discussions with one of the officers who is respoasible
for financial review and reporting, the "paper trail" appears to be systematic and
would support responsible fiscal monitoring: -~ Random selection of previous
reports indicated an acceptable pattern of division control over its finances. The
expenditure vouchers from the Region have from time to time been late in
submission which delays the disbursement and re-disbursement processes.

One issue which is of concern is the earmarking of donor funds for
health services and/or research which in the past has caused an unbalance CDRX
funding. Guidelines for designation of funding are found in Annex &. i is
understandable that some donors want their funds used for services and/or
research. However, it should be recognized that donor funds provided for budget
availabilities lose their identity and can not be easily tracked unless special
procedures are enacted. Such procedures are not practical unless the fuids flow
through a financial mechanism such as a separate trust fund. ¥ is to the benefit =~
of the program that donors release funds to the CDR with the understanding that
the funds will be used properly, accounted for in a systematic manner and not
demand undue fiscal requirements which ircrease the cost of management.

A second issue of concern is the potential earmarking by donors of

- ‘specific activities within research or services. Such earmarking would interfere
. with the coherency of the programs and should be discouraged; the guidelines for
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lesignation of funds (Amnex. 9), make this policy,yery clear. Donors shoul

S The WHO has audit capacity within its headquarters administration
which has been developed and standardized over the last several decades. It was
reported that the CDR. is internally audited every year by the WHO Headquarters.
Every two years there is an external audit done on WHO activities by an outside
party. The CDR itself spends a great deal of time and effort in auditing program
expenditures to ensure that funds are being spent on planned and approved
activities in the Regions and in global/inter regional efforts.

Copies of the external and internal audit reports are available for
review. The CDR reports that there has been no audit problems connected with
their program. The audits as described are considered adequate for
accountability. | o

;o ;.,_,,.;;._;,.'l‘he ARI and CDD have separate accounting systems and are mot
interlinked. It would appear that these two fiscal systems ¢ould be combined into

one ‘account.~On the surface;;this action would appeaf o lessen some of the

before finalizing such fiscal integration.

f. Supply and Commodity Procurement

P :
The WHO has a well-established supply and procurement capability
vithin its - organization' which CDR relies on for its commodity/supply
rocurement. This central organization can often obtain major cost reductions
from suppliers on specific orders. For this reason, WHO may agree to operate
through a country trust fund set-up to take sdvantage of this buying power for a
country’s project supply ‘needs. The CDR does not have large supply
requirements. It was unde: ;.4 *hat approximately $50,000 was allocated over
a recent two year period for such items as ORS. However, the CDR does
exercise considerable max2exusnt oversight on incoming -requests from the
regions even if the reyuest is beung supported by a trust fund arrangement. When
the regional request is reczived in CDR it is carefully reviewed and, if found in
order, it is approved. A purchase order with exact specifications is prepared and
sent to the WHO procurement offices. This office will determine a suitable
supplier(s) through a variety of procedures, do the purchasing and ship to specific
locations as stated on the ;peciﬁcations in the approved purchase order.
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The report makes no comment on the CDR procurement mechanism
except that it follows normal world-wide supply procedures as far as can be
determined and WHO is an experienced supplier with a vast amount of
procurement experience.

g.* Special Rescarch Issues - Present Status
1) Research review and selection process

’ Proposals are generated for both non-commissioned and
commissioned research. Research proposals submitted directly to the

- programs are preceded by a Letter of Intent briefly outlining the proposed
research. For certain areas of research which require rapid resolution or
for questions requiring similar s.adies at multiple sites, selected
investigators may be approached to submit detailed proposals.

After Letters of Intent are received from researchers, the proposal
is carefully reviewed by CDR technical staff as to (1) the capability of the
researcher and institution to carry out the study; (2) determination if the
proposal fits into CDR research priorities; and (3) scientific merit. If
approved, the researcher is:msked for ‘a detailed proposal which is
‘reviewed by at least 4 cxtcrﬁﬁf’g'xpcns. ‘When the comments from the
external. reviewers are received, the proposal may be turned down,
approved or approved with modifications. The CDR may send a
consultant to assist the researcher in modifying a‘proposal if required.
The research propcsal is then finalized. At this point the research is sent
1o the Sub-committee on Research and Human Subjects, This Committee
does reviews for both animal and human use. The Committee’s comments
are made and the proposal then may be reviced. After the Committee’s
approval the proposal is then reviewed by the Legal Department and, if
approved, given authorization. The investigator is given a contract with
expected outcomes and usually one year’s funding. Progress reports are
required and these reports are reviewed by CDR as well as outside
reviewers. Additional year’s funding may be provided. Approved
research is usually limited to three years and $150,000 life of project

funding.

WHO/CDR has streamlined the review process by eliminating

* scientific working groups and replacing them with external expert reviews
‘usually implemented by mail. ‘The new system provides

- programmatic/field input at an carlier stage. The system also provides
CDR with increased flexibility both as to accessing the appropriate
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- expertise. and as to accomp ishing the review in a timely cost-effective
. 'nanner, However, CDR could broaden the base of
" researchers/institutions funded by soliciting proposals in a more open
manner and by communicating research priorities more broadly in

. pewsletters etc. Otherwise the programs risk narrowing their research

base to a group of perceived *insiders".
2) Human and Animal Use Review

Protocols/proposals which have been externally reviewed and
approved by CDR staff are sent 0 the WHO Sub-committee on Research
~ and Human Subjects; this Committee reviews both animal and human use.

The research institution proposing use of laboratory animals must
assure that living vertebrate animals required for use in research pursued
under an agreement with WHO will be handled in accordance with locally
existing statues and/or generally accepted principles for the humane
 treatment of such animals. In all cases, the avoidance of unnecessary

suffering will be mandatory.-. . ‘

. For fesearch involving buman subjec™™" . sponsoring institution
must safeguard the;rights and welfare ot ouman ‘subjects _involved in
* research supported in whole or i part by funds from WHO, in accordance
with the appropriate national code of ethics or legislation. Funds may be
used cnly to support investigations where, (a) the rights and welfare of the
sjects involved in the research are adequately protected, (b) freely given
informed consent has been obtained, and (c) the balance between risk and
potential benefits involved has been assessed and deemed acceptable by a
panel of independent experts at the Institution. _

The Investigator must submit to WHO with the research proposal
the written approval of an institutional, panel to carry out the proposed
research involving human subjects. ‘

" For countries with national ethical review bodies for research
involving human subjects, written agreement from such a body must also
be submitted to WHO with the research proposal. In the absence of a
national ethical review body, the Investigator shall be guided by the
_ Declaration of Helsinki supplemented by the revised an extended version
of the Declaration adapted by the Twenty-ninth world Medical Assembly
in Tokyo (October 1975) and by Article 7 of the International Covenant
of Civil and Political Rights, adopted by the United Nations General
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‘-:Aésembly on 16 December 1966. WHO will, on request, advise scientists
regarding the ethical aspects of planned research projects.

Attached as Annex 10 is a copy of the WHO requirements for research
involving human and animal use. o :

'3)  Safety Monitoring During Clinical/Field Trials Involving Human
Use '

, Where invasive procedures are used and where experimental
" products (eg. vaccines) are administered to human beings, a safety
monitoring committee is established. The committee reviews data from
the trial on a regular basis and may recommend breaking the code and/or
cessation of the trial based on data reviewed. The committee is
international in representation and members do not have vested interest in

the outcome of the trial.

During fieldsite visits, the CCR staff make it a point to determine
if any deviation of the approved proposal has occurred and have the
authority to withdraw support from a researcher if modifications have
‘been made without CDR approval.

4) ~  Environmental Impact

The research studies and proposals under the CDR program do not
undergo routine environmental impact review by the WHO Environmental
Committee. The research done by CDR is considered to have little or no
environmental implications. In reviewing the present research activities,
this appears to be the case, but care should be taken to ensure that
environmental impact is taken into consideration for any CDR research
activity. A form for an initial environmental assessment should be
developed. If the assessment is positive, a full environmental impact
assessment should be implemented.

5)  Bio-safety

There are bio-safety considerations in many of the research
activities carried out under the CDR program. This issue is addressed at
" the time of the propusal review, but CDR does not (and can not) maintain
strict on-site supervision that would prevent all unforeseen bio-safety

hazards. The judgments of the Committee on Research znd Human Use
and the CDR that the scientist in question understands bio-safety and that
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ASSIGNMENT TO MAJ

ANNEXZ .-

' programme Managef, coD

® programme Managet, ARl

ASSI OR WORK AREAS Or nE
- DIVISION OF DIARRHOEAL AND ACUTE
RESPIRATORY DISEASE CONTROL
(COR)

. r—-——'\‘ ‘ ——-——-——— —— e e — e v ———— T gy pgnswqanynPESTRERE S e e e e — [ T — g— 1
| ] SR . RESEARCH & DEVELOPMENT - |
| STAFF 170} MANAGEMENT | NATIONAL WCRKING GROUPS STAFE |

N E “* | COMMITTEE PROGR. ) SUPERVISED

MEMBERS IMPL cMIN | CM BY |

| B THE OUTSIDE PREVENTION '
‘ HOME | THE HOME ‘,

‘ AND HPM
M
! J.Tulloch X X ’ .
8. Hogan X . X X X |
G.Mirnschall X ' X X JT
| 5.0 Cox - b x X JT
‘j Martines x  x X X JT
A Pio R x X X JT
| G. Palto xeT X B ik X LT 1
N. Pietce IR X ®E X L t
0. Ro.binson - X' : x X L o X S ‘i
S. Aboubaker g X X Syl DAR vt |
rk Borra i , X ¥ P GH
\ﬁ Bryce B I X X, aH
rk Cattaneo “ X 4 ' ‘ X OAR
| F. Cardenas >x X% Jr
‘ 8. Daetmans X ' 3 FS
‘ H Flu;l X X o GH
O. Fontaine X E x. JM
L Lejnev X X" B GH ‘
-J. Lozano X X - 8G
M. Noira X " .
" F. Savage X
C. Wolthsim %




ANALYSIS OF EXPENDITURES -

~

"CDDPROGRAMME T soueothunding L
, s RB ...VC JOTAL
PROGRAMME MANAGEMENT AND SUPPORT
Salaries L o
Professional Statt 820,391 657,535 677,828
General sarvice staff . 143,176 559.656 712.831 '
* Consultantsftemporary advisers . -0
Temporary assistance 220,674 229.674
Staff travel - 67,568 57,568
Grarits DC 127,040 127,040
Grants LDC 0
Publications/other 654,582 654,582
463 566 2,187,055 2,650,621
/f
AMALYSIS OF EXPENDITURES
7YQDD PROGRAMME : " source of funding '
L ' RB VvC TOTAL _
HEADQUARTERS
'SERVICES COMPONENT
~ Salaries ' .
Professional Staff 218,674 1,675,931 1,795,605
7 General service staff 186,231 651,802 838,033
- Consultants/temporary advis 88966 280,515 379,481
 Temporary assistance 64278 479,855 544,133
Staff ravel 57732 128347 186,079
Grants OC 48880 244956 263,855
Grants LDC - 15000 15000
Publications/other* 115853 591,867 707,720 .
A J-w i
TR N ALt . 288, 020 235,020




\NALYSIS OF EXPENDITURES -

N

RIPROGRAMME ... .  Source, olfundl g o
oo | “RB__ vD --TOTAL _
ROGRAMME MANAGEMENT AND SUPPORT
alaries -
Professional Statt : 453,607 - 364419 818,0.
General service staft 411,817 413\
Consultantsftemporary advisers 2,608 2,60t
Temporary assistance 183965 133,965
taff travel 27,660 27,660
drants DC (o]
3rants LDC (s}
>ublications/other 91,821 91,921
453,607 1,031,890 1,485,497
ANALYSIS OF EXPENDITURES
AR| PROGRAMME Source of funding ,
: ‘RB vD “TOTAL .
HEADQUARTERS
SERVICES COMPONENT
Salaries .
Professional Staff 221889 2218t
‘General service staff 121,360 121,8¢
Consultants/temporary adwsers 24531 149,183 17871
~ Temporary assistance - 65334 6533
Statfravel 10963 60898 71,661
GrantsDC a7e67 391985 429,832
_Grants LDC - 3800 3,900
Publications/other 276,783 276,783
Meetings/Surveys/Courses 190072 190,072
TOTALSERVICES 73461 1,481,184 1,554,345

e ———



1,606,045’ 7,749516

‘JDD"‘P‘"ROGRAMME‘ - source of iundlng .
_ RB TOTAL _
'RESEARCH
saiaﬁes
Professional Statt 262.632 408.223 670,855
General service staff 848,108 848,188
Consultantsfiemporary advisers 204,341 204,341
Temporary assistance 117522 117,622
Stafftravel 148,130 148,180
Grants DC o 832114 832,114
Grants LDC 28,300 1,548,271 1576571
~ Publications/other 21,186 21,136
Meetings 178,191 178,181
| 250,932 8,806,126 4,097,058
M
 ARALYSIS OF EXPENDITURES..
. CDD PROGRAMME Source of funding
RB VC TOTAL
REGIONALJCOUNTRY ACTIVITIES |
Salaries 79,074 2,852,201 3,732,175
. o ... O
* Gonsultantsfemporary advlsers 75322 1,300751 1,385,073
Temporary assistance C - 124,489 124,499
Stafftravel " 32000 463086 498,865
Grants DC - 0
Local cosis subSIdIes/grants 1.577.037 1,924,957
Publications/other | G178de 448725 1068574
Meeﬁngs[SurveyleddrséS | ~ ; 973337 1’;053‘.’243
~~=s1 AR BERIONA) IGOUNTRY-

0,783,38

\ J



AR PROGRAMME

Source of funding
dn

L | RB JOTAL
. WEGIONAJCOUNTRY ACTVITIES
| ,‘Salaﬁes 334,085 - 417.550, 311.&5
" Consultantsftemporary advisers 69,472 ~ 544,653 - 614,125
Temporary assistance N 161 .643 - 161,643
Staff travel 4102 265362 269,464
Grants DC S 0
Local costs subsidies/grants 261,082 r784,170 1.045.25?
Publications/other | 457287 426925 884213
Mestings/Surveys/Courses . 118511 _ 785089 B74550
TOTAL AR| REGIONAUCOUNTRY 1,245,839 8,415,343 4,660,882
w
ANALYSIS OF EXPENDITURES,
ARIPROGRAMME - - %".  Sourceof funding _
B - RB VD TOTAL
'RESEARCH
‘Salariés ; , ‘
‘Professional Statt . 828623 329,623
General service staff - 105,775 68,669 . 164,444
Consultarts/temporary advisers. 3276505 827,595
Temporary assistance 209,908 209,908
 Staff travel 96,560 - 96,560
Grants DG 4,400 - 507,151 511,851
~GrantsLDC 28,700 672,146 - 700846
Publicationsfother - | 184708 . - 184,708
Megtings 405,805 405,896
138,875 2,792,256

2,931,131

| "



. DIARRHOEAL DISEASES. CONTROL PROCRAMHE (CDD) .
'PROGRAMHE FOR THE CONTROL OF-ACUTE RESPIRATORY amEECAIURS (ART)

ALLOCATION AND USE OF EXTRABUDGETARY FURDS

The follovwing procedure is used for allocation and use of extrabuugetary
funds {n COD snd ARI and has been established to be both flexible enough to
“meet the needs .of regional office and headquarters staff, as well as to provide
sufficient ,a.ccountabiucy for use of extrabudgetary funds., For conveniencs,
the description uses _the 1994-1995 biennium as an exanple:

1. In November 1992 the regional offices and headquarters will prepare and
subnit detailed work plans and budgets for the 1994-1995 biennium. .For
the regional offices activities {n the work plan vill be divided into the

categories of (a) planning, (b) operations, (c) training, and (48)
evaluation. For headquarters, sctivities will be divided into the
categories of (a) research and development (b) programne anlementntion.
and (c) programme managenent and support. These budgets will indicate
which activities will be supported by regular budget funds and which will
tequire extrabudgetary support.

2. The regioral workplans and budgets will be discussed with the regional
offices, modified as necessary, and then used to prepare the official
Proposed Programme Budget for 1994-1995. They will be presented in 1993

to the Technical Advisory Group (TAG) for approval, and to the Hanagement
Review Committee (HRC) and the Heeting of Interested Parties (MIP).

LON
RIS Y
. 3

3. In November 1993, the regional offices and hoadquarters will review sod
update their workplans and budgets based on more current estimates, and &

revised Programme Budget will be prepares ;for submigsé~— 7 the TAG'S,
HRC, and MIP in 199%. ' '

4. in December 1993, based on (a) the avann\‘aui.'fy’of funds and (b) ,
priorities as established by the TAG, headquarters will allocate funds
for 1994 to the regional offices and headquarters -according to the above

categories. The regional offices and headquarters will then establish
allotments for the 1994-1995 biennfium within their allocations.

5. It {s assumed that as the year progresses activities may need to be
changed. When necessary, regional of fices may shift funde vithin each
allocation, keeping headquarters informed by forvarding thd appropriate

allotment revisions as soon as issued. However, wvhen’ thare {s a need to
shift funds between allocations (e.§. from training to evaluation) prior
approval from Director CDR should be obtained. At no time should £funds
of different allocations be merged. o

Because of the need to conserve the use of extnbudgecary‘ resources for -
priorities of the Progranne as outlined by TAG, extrabudgetary funds

should not be used to support any fellowships without prior consultation
vith and approval by headquarters. v ’

" In the regional budgets, support for staff salaries and allowances should

_be {ncluded in the 'Operuions“ category. This should include salaries
for "interregional posts.” '

W
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‘Cuidelines for local costs expenditures will ‘be the sams as those applied

for the regular budget, {.e. up to 15% of the amount in an allocation can
be used for local costs. 1£ more i3 needed prior approval should be
requested from hesdquarters. e .

Activity reports should be submitted quarterly. For example, the report
on the first quarter of 1994 should be submitted by 10 April 1994. These
reports should indicate the obligations {ncurred in the precedin; quarte?
as well as the—specific activities in the workplan vhich vere carried
out. Reports should also indicate specific activities being carried out
during the current quartex, and those planned for the next quarter. 1f£
these are the same as {n the original vorkplan, Tegional offices need
only indicate that activities are proceeding as planned. This
oppo:cunicy' can also be taken to {ndicate those activities wvhich have
been deleted from the workplan, 3§ well as .any nev proposed activities

not included in the original wvorkplan.

In October 1994, & gevised vorkplan for 1995 will be submitted by the
regional offices. A revised 1994-1995 Programme Budget will then be
prepared, and this revised budget will be submitted to the TAG, MRC, and
HIP in 1995. The 1994-1995 allocations will be adjusted by headquarters
to cover activities in 1995 in the light of the revised vorkplans and the
availability of funds. '

At the enc of the 1994-1995 biennium unobligated balances vill be
recycled to the Programnt as a vhole and used to finance activities in
the 1996-1997 bienniun. There will be m‘_‘_;_;’m-_e\_'.u-of unobligated funds

v individual regions at the end of & bienniumn,

»



Budget for 1992 L
Current Obllga\lon Status and Expenditure Report-
. Summary '

Regular Budget (RB) and .
'Voluntary Contributions (VC

Ve Tiveugh 3 Febnary, 1963
Paongon:  S4=Foresd

‘u'.oasruc 1 awotuswts © PEACONT _ AMOUNT
. (meapINGS: - * Y0 GATE ussu\mm PO |REMUNNG
Punnig
w ~18 ) s MY
A3 ® ® ®
Yot 21 $12.484
Operations ‘
SEARO s $304582 PICYI it )
Banpledesh $107.02¢ [TV RE ] £, 80
Indanesh $153.30 el sin| s12ral
inda 80 ® ® ® on] 4300
Yot VC 117540 sso0.? STIa0| 8584284 satast] sl 4% saar e
Toia/ RB s 83509 saad] - w07 s2704 s as| seas
- Tota! $720.881 $314.920 $79.343 $804 263 134384 31243578 0% 3431913
Teaining .
s gusoa]  SeIN] sl e $33000 ers| swoTnt
Ad B - 11AL 0 s1as? s0MT]  $1IA8 44004 $300.843 s8] 513032
. Tota! .. 3432900 goraco]  sisaral 884233 mem ) sex| s3n1and
Everabon 1§ w
: 5352410 T2 £324000 m.m $30200 oo%| 33800
as ] wesy 80 .. 8] s $14.500 ox| s
Tots! $382371 $287.23) <] : 74 78, ssw] 832800
Ressarch . '
.. . ® S ® 0] 80
as W ® ® 30
Tolal ¢ Pt 3} 40
‘ SRR CRE RN I . Lo BN
Tok! VC [ gipsaanr] i smuss) sranam sen| sarom |
Toua/ RS “sparace] .. suleme ~333001] - 8101080 sz swar §
Gand Tol! 51768280 siaceave]  sansne] SR
(MVCandw
SUMMARY:
_ Percent of 1992=93 blenhium NOwW lngseg; 55%
) Petcent of 199293 biennium total VC funds now obllgated 59%
Percent of 199293 biennium total RB funds now obligated: - 54%
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Page south-l:nl Asia Region cby Programiue
‘ *Volunury conulbuuono Budgot. 1992
l
. 'cymnt_ Obﬂgallan smu; and E.\pqnddur_o Report
o Tiveuph $ Fobruery, 1003 Prndon; OS-FaboBd
“Planning - '
- SRCP LODOIVC22=00A
" BUDGET LINE HDADING
MM SALARIES AND ALLOWANCES ] 80
33 TEMPOMRYADVISERS ® ®
O CONSULTANTR/TEMP ADVISONS ') 0
wo  OYIMVE Uemr s11.04 T B (TX 1Y) sa380
310 AESEARCH CONTRACTS ] ”.
$00  SUPRUES AND MATONALS ® ”
Q)1 PARTICIPANTS 0 90
832 LOCALCOST SUBSIIES/GRANTS 310 » ] 830
KO PAOGRANME SUPPOAT COSTS 2 s1.a0 s181 (1Y ®
TOTAL MANKING ALLOTMENT « &30 e Yiineae (6. sisayr s7000
-
Porcont of 1002553 planang budgel row sbIpant: FY1) Amount avellable e 1983 £20.983
. Training .
SEXCPLOODOIVESI-R L Budpendier 19830 $430.000
-, BUDGET UNEHEADING . Au.ctuum y . mm--, TOTAL  UNOBUGATED
AR SALANES AND ALLOWANCES R ) " 89
@3 TEMPOAANY ADVISERS 8788 ——— L 7 222
040  CONSULTANTS/TEMP ADVISOAS . 831.449  SAIR. BIA0D .. BasAnR " 813808 -
DO OUIYTRAVEL = LT TIPSR 77 HR? seIn 83270
310 AESEAMCHCONTMACTS = S : G S 80
300  OTHER CONTRACTUAL SEAVICES $1.500 U sses 7 100 0
300 SUPPULS AND MATERIALS - $10818 89387 L LTV RO 'Y 11 so?
821 PAAMCIPANTS 8121008 301019 $11.008 8100834 s
AX2  LOCAL COST SUSSIDES/GAANTS S10440 . M1 513808 aon
920 PROGAAMUE SUPPOAT COSTS $5043) 528801 Rus  s043 »
e, L e M i wat .
TOTAL TRANING ALLOTMENT' ey 24 Tomanses m.m 830020 TP
C PUMdlM-Q'MgM’OIMWl‘; 9% Armount svalladle for 1993 $100210
* That porton of the 15021563 Budgelsuthertzed by COR Head quarters,
. Evaluation
$E2CPLOC 201VC 52-030 Sudgaindior 19Buégiwd lor 169283 £362.000
' BUOGET UNE HEADING ALLOTMINTS * OCBUGATIONS TOTAL  UNOBUGATEO |
. 10 DATE CUIBUASENENTS L LIGATION
AMA  SALARES AND ALLOWANCES (7 ]
€33 TEMPORARY ADISERS ® )
040 CONSULTANTI/TEMS ADVISORS [Ty 840.88 CSII0 B s
1O OUTY TAAVEL $32.038 $20.24 Csam ssa B
310 RESEARCH COTRACTS o ) ®
S0 SUPPLIES AND MATEAULS 82238 $10.007 FTXTTIE 2 F ) 84500
031 PARTICANTS s 54243 $12s2¢ 888787 5.8
037 LOCAL COST SUBSIDIEN/GAANTS $130828 $120528 0 g2u . 1800 5250
920 PROGAAMME SUPPOAT COSTS 40,542 33017 Bra oS 1
oA 7T Bt £352.410 12N £58.707 8324000 820,410

a7
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South—East Aula Reglon CDD Frogiastye

Page2: ) ric
Voluntary Contrubiti~n® Budaat, 1882
.W"M.!m N )
Current Obligation Status and Expenditura Repo””’

Operations (SEARO) .
ss.aaoom.wn-ns Budgewd for 1902-0% s
AA m:»omowmcn m 153814 . S0 8196054 00558
033 TELPORARY ADVISERS ® ®
00  CONSKTANTA/TEMP ADVISORS 200402 s8I0 sners  SoeRd 80
9o OUTYTRAVEL ' [ - 1] | ] 80 0 s
310 RESEARCHCOTRACTS . ” ®
500  SUPPUES AMD MATENALS 814300 ® a0 S $13%
821 PARTCPANTS ® ®
§32 LOGCALCOsY lUBSOEWI ® 0
) TCO8TS 852,824 85008 PO T R L ®

TOTAL CPERATIONS ALLOTUENT HUSTAS $304802 PYRL TR $00.00%
PM#!M-NSWOWWMW“ n% mmuutm: [~Uke, ]
Operations (Bangladash).
| SEBANCCO.0I VS 92-008 Budgetsd for 109283 $111.30

BUDGET UNE HEADING “OTVENTS | OSUGATIONS.. . "JOTAL = UROBLIGATED .

e . "JODATE DISBURSEMENTS _UNLOUOTD OBLIGATION ___ BALANCE ]
A SALARES AND ALLOWANCES ' 83304 " s PR L s
6 TEMPORARY ADVISERS C A 80
00  CONSULTANTSITEWP ADVISORS ® 0
20 OUTYTRAVEL . . L 814,318 81,140 $2.500 K-V $7.478
310 RESEARCHCOTRAGYS o ' . . 0
500  SUPPLES AND MATERALS. ‘0 ®
a2t PARTCPANTS " - 90 0
832 LOCALCOCST SUBSDESIGAANTS . . ] 0
020 PROGRAMME SUPPORT COSTS 812312 $10.129 $2.473 _lll.’ll 80

TOTAL thmmusm 9107034 . 580,134 80,039 M40 $12.934

7%, Amourt svaladl for 1983: 26,7

vmdum-uwwwn&wk :

Operations (indonesla)

$200,000

$£.40CO0.001VC 92-80 3 Budgetedfor 1092-9%:

SUDGET LIE FEADNG® "ALLOTMENTS , TOTAL  UNOBUIGATED
Lol et - ‘YODATE DISBURSEMENTS __ UNLOUOTD OBLIGATION BALANCE ]
'AAA SALARKS AXD ALLOWANCES ‘s $102.220 ar302 810089 $13910
000 TEMPORARY ASSISTANCE ‘ $2.000 e sam 1800 20
o33 TEMPORARY ADVISERS o »
ox  CONSULTANTS/TEMP ADVISORS : 9 ®
20 DUTYTRAVEL $10.000 sars 32500 s 72
%0  SUPPLES AND MATERULS » 0
11 PAATICPANTS . » v
32 LOCAL COST SUBSDESIGRANTS - 0 ®
420 PROGRAMME SUPPORT COSTS : $17480 913,304 Gs S8 o ®
OTAL DDONESWA ALLOTHENT $183.500 Br1sen sisred 3132168 521338
i em s annnesd OOSAION DudN ow obbated: $1%  Amount avedable for 1083 $127.838



Trvoug § Febnary, 1909 Volunury Gontribullons Budget, 1992 .
. Currant Obllaation Stetus and Zxpenditure Report

‘Operations (Total)
NW) . )
$£.100.CO0D01.VEN =08 ‘ Sudoeted tor 10028 ~. BIAB2800
SUDGET LVG HEADING - TALLOTMENTS * ST OBUGATIONS TOTAL . UNOBUATED
TR, © ' TODATE" CISSURSELENTS . UNLOUOTD OBUGATION SALANCE
AA SAUES AND ALLOWANCES 850088 51208 sIAMms  SNIN ssaa
@0 TEMPORARYASSISTANCE (WO) . 52000 (1T nam 81800 8300
63 TEMPORARYADVISEAS . ) ” ®0 ® ®
080 CONSULTANTS/TEMP ADVISOAS $00.003 sTaTI0 0873 0s8d 80
20 OUTYTRAVEL ° 821,000 81418 85,00 Qa8 814904
§00  SUPPLES AND MATEALS 214309 . 0 . %0 8w 81330
421 PARTICPANTS R ) - 0. - ® ) 0
832 (LOCALCOST SUBSDES/GRANTS R . 0 ) ®0
970 PROGAAMUE SUPPORT COSTS K © ssasmy | sweu 542509 %0
TOTAL OPERATIONS ALLOTMENT Y asepir. STas e $131,884
Porcont of 1092=69 budge now colgaled: 'i'iis Amount svaladls for 1903: 550,344
-
Researth
. SE.ICP.CO0DNNC2-0.E Budgeted for 10028 ®
BUOGET UAE FEADING T AUGTRNTE® GBLGATIONS - TOTAL _ UNOBUGATED
P R A . yopatEr 0O UNLOUDTD
AM  SALARES AND ALLOWANCES % ")
63 CONSULTANTS/TEMP ADVISORS " 0 st
040  TEMPORARY ADVISERS ., 0 ®0
20 OUTYTRAVEL : . “ 90 )
310 RESEARCHCOTRACTS . - T ) "0 s
500  SUPPLIS AND MATERWLS - - 80 80
821 PARTICPANTS ;o0 %
832 LOCAL COST SUBSDES/IGRANTS. . Y80 ®
920 PROGAAMLE SUPPORT COSTS . 0 ‘0 u
TOTAL AESEARCH ALLOTMENT ® 80 K" 80 0
)  TOVALVOLUNTARY CONTRIBUTIONS
TOTAL (A—-E) Y
SE.TOTAL COO.001.VC.02=03. Budgelsd for 109283 $2.104,000
BUDGET LAE HEADING - ~i+ =, & TALOTMENTS ®, SBUGATONS. . OTAL UNOBUGATED
RTLRRIAT L L vooatE DISSURSEMENTS __UNLOUDTD OBUGATION 8
AMA  SALARES AND ALLOWANCES $500,458 $372408 sians | susenn . swsaa
030  TEMPORARY ASSISTANCE (WO} 8200 . 82 s\an $1.800 ' 00
o TEMPORARY ADVISERS 87,950 T 8549 0 - 8ed T 281
040 CONSULTANTS/TEMP ADVISORS g0 . . Brsxor $0329 518830 11,753
20  DUTYTRAVEL 392,339 $33,000 s0en s $20.118
300 OTHER CONTRACTUALSERVICES 1.0 &0 ¢S $1,900 R
600 SUPPLEES AND MATERIALS $57,142 s71.804 snesz 8096 80420
821 PARTICPANTS : $120,00 5134782 820320 #1020 $30740
832 LOCALCOST SUBSDES/GRANTS $308,408 $195,000 320801 834,587 s41,838
020 PAOGRAMME SUPPORT COSTS $17522 s121,719 §s4000  BTEMY )
TOTALFUNDS (ALL CATFOORKS) - ’ 0837 IsDAMS BN 8B4
P ercert of 1092 -3 total VC Budget now colgaled: ) Mu@hulmz sa11.418

» That poston of the 1902 =1983 Budget sutronzed by COR Headquanen

&
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36'@%&‘5)\sia'ﬁégiéd'uuu_}?_l’qgnmmg
' 3 :Regular Budget, 1882

Current Obligation Status and E;pppauur?_ﬁej:_dn

L= et .

B RIS LA PR
Tvough: 3 Foduary, 1083 ‘ Privdore  Cl=Fobe=d
BANGLADESH S S RTINS
$£.SANCOO LM ABSL-I Sudgated for 1992-8X 36,800
33 TEMPORARY ADVISORS ] 0
0 CONSULTANTS/TELP ADVISORS 0 0
300 CONTRASTUAL SERVICES 00 %0
200 OTHER CONTFACTUAL SEAVICES ) 20 0
$00 SUPPLIES AND MATEAALS ’ a0 0 ] ® s1am
- §S0 ALL OTHER BUPPLES FOA FIELD ® )
800 ACCSS. OF FURRITUREE QUPMENT - . 91500 ] ) ® $1.500
870 ALL EQUPMENT: FELD PROJECTS ' ‘ ® 0
810 FELLOWSKPS ] )
831 PARTICPANTS - ] 0
832 LOCAL COST SUBSDESIGAANTS 840388 832,403 L of 2 0332 -]
£33 DRECT FINCIAL COOPERATION - ] 0
TOTAL BANGLADESH ALLOTMENT S0.138 R T S L R
-
Porcart Spent or Obigaled (1902-93): ™% Amount svelable for 190X 815,068
INDIA
$E.1N0.C00.001 AB.92-0 Budgeled for 109283 s1s300
SUDGET LINE HEADING, OTMENTS OOLIGATIONS . :. . TOTAL® .UNGBUGATED
S {1902) DISBURSEMENTS _"UNLOUOTD OBLIGATION SAMANCE |
2 TEMPORARTADVSORS ) ® 0
- ® CONSULTANTS/TEMP ADVISORS ’ ] 180
300 CONTRACTUAL SERVICES ‘3180 ] 20 ] 1180
300 OTHER CONTRACTUAL SERVICES : ST ® - »
£00 BUPPLEES AND MATERALS 84502 14T "l .80
850 ALL OTHER BUPPLES FOR FELD T - _, _ L] 0
600 ACOIS. OF FURNITURE/EQUPMENT P17 T 0 © 0 91,008
670 ALL EQUPMENT: FIELD PROJECTS ; k 0 ]
810 FELLOWSHPS 0 . 80
821 PARTICPANTS oo S ® ]
$32 LOCAL COST SUBSDIES/CRANTS $00,354 ka8t 0 N0 -1 $11,30
833 ORECT FINGIAL COOPERATION T 0 ®0
TOTAL DWW ALLOTMENT . 108,104 $00,338 .7 814 03082 $13.482
Porcert Spert or Obgated (1002-93); e Amourt evelabie for 105 28104
- . T-. -
INDONESIA o
$E.1N0.CDD.00VRB.92-9) - Budgetedtor 10028 £38.000
BUDGET LINE KEADING: . T L. ALOTMENTS = ... .. OB TIONS..: s YOTALY, 7 UNOBUGATED
v i e W ST et T DISBURSEMENTS Y| TO OELIGA 1+ BALANCE
33 TEMPORARY ADVISORS 80 0
&) CONSULTANTS/TEMP ADVISORS ] 1]
500 CONTRACTUAL SERVICES ] ®
200 OTHER CONTRACTUAL SERVICES . 1]
$00 SUPPLES AND MATERIALS $3,500 80 0,597 0,597 i1
£50 ALL OTHER SUPPUES FORFELD . . % 1]
600 ACOKS. OF FURNITURE/EOUPMENT ... . ® 1]
670 ALL EOUPMENT: FIELD PROJECTS ‘ ® 7]
810 FELLOWSHPS 18770 B LY 1,70 $10.002 sa.o78
821 PARTICPANTS (GAOUP EO ACTS) ", 34872 s4am < s S ]
832 LOCAL COST SUBSIOES/GRANTS ’ ’ 0 0
533 DRECT FINANCWAL COOPERATION o . 0 80

TOTAL INOONESIA ALLOTMENT 1NSY 818,382 FURT) ARt X 3,081



s Soutn-EAStASIE Hegion GUL Programme
““Reaular Budget, 1992 -- -

Cufreht Obligation Status and Eﬁp;oh&lturd' Riport

U rwoug 3 Feduary, 19683 puvedon: OS=Fobeld
M _YANMAR .
S5.MUACOO.001 AB.92-03 Busguied lor 190283 . 84800
POOGET LINE HEADING . T ALLOTWENTS OSUGATIONS * JOTAL . . UNOBIGATED
: oo ISBUASEMENTS __ UNLOUOTD OBUIGATION BALANCE
33 TEMPORARY ADVISORS o ]
'« CONSULTANTS/TEMP ADVISORS _ 0 ®
300 CONTRACTUAL SERVICES . o )
300 OTHER CONTRAGTUAL SERVICES $37.000 $12.008 ) wams 814068
800 SUPPLES AND MATERALS 81400 ) 13707 #1307 K )
850 ALL OTHER SUPPLES FOR FELD , ®© 80
600 ACOXS. OF FURNTURE/EQUPMENT * 32,000 % 0 0 $2.000
€70 ALL EQUPMENT: FELD PROJECTS 0 %
810 FELLOWSHPS ) )
821 PARTICPANTS 0 0
€212 LOCAL COST SUBSDES/GRANTS » ®
833 DRECT FINCIAL COOPERATION ® )
. TOTAL MYANMAR ALLOTMENT s s12805 - SOTOT, 820842 - $1638
-
. -
Porcant Spent or Oolgaled (1002-9%: 0% Astynsrs evaladle lor 100X 10384
NEPAL
| $E.MCPLOO.001AB.62-0 Budgeted for 100383 34000
—
BUOOET LINE HKEADING , ALLOTMENTS COLIGATIONS "7 TOTAL _ UNOBLIGATED
. o (909 DISSUASEUENTS YNLOUOTD OELIGATION saANcE _§
33 TEMPORARY ADVISORS ® ®
40 CONSULTANTRTELP ADVISORS 20 %0
300 CONTRACTUAL SEAVICES (7] $0".
300 OTHEA CONTRACTUAL SERVICES - 0 0
500 SUPPLIES AND MATERWLS sa312 0 . o 008 .
350 ALL OTHER SUPPLES FOR FELD 0 ®0
600 ACOXS. OF RURNITURE/E CUPMENT 81,60 80 V) ) )
640 VEHICLE ‘ 7 80
£70 ALL EOUPMENT: FIELD PROJECTS . , 0 .
810 FELLOWSHPS 810,284 80 | 80 810,284
821 PARTICPANTS . $0 [
832 LOCAL COST SUBSDIES/GRANTS ® %0
233 DRECT FANCIAL COOPERATION ®0 80
- JOTAL NEPAL ALLOTMENT . ou.{:cb"}:; ‘ . 0 - 80, $3,438° 2,564
‘. . .‘i‘ . . ‘ -
Porcent Spert of CoSgaied (1902-63); ' - 0% Amcurt svalable for 1903 £30.984
-SRI LANKA

$8.5AL.COD.001 AB.02-63 Budgatedior 1903-03: $129%

T . TOTAL - UNQBUGATED

TRUGGET I FODRR

33 TEMPORARY ADVISORS . 0 ”
o0 CONSULTANTS/TELP ADVISORS o 30 0
200 CONTRACTUAL SERVICES : $3.000 $2.019 80 2,019 (7]
300 OTHER CONTRACTUAL SERVICES o ' ® 80
£00 SUPPLIES AND VATERALS . 84,000 8240 81321 84,004 17
850 ALL OTHER BUPPLES FOR FIELD ’ ‘ ' 0 80
000 ACOIS. OF FURNITUREE OUPMENT 0 0 . 0 80 s0
670 ALL EOUPMENT: FELD PROJECTS ' 80 ®
810 FELLOWSHPS ' $0 )
821 PARTICIPANTS %0 ®
852 LOCAL COST SUBSDIES/GRANTS 80 80

0 0

23 SRECTFINCAL COOPERATION

1]

..

QG
S



»m "  South—East Asla Reglon CDU Programiine

L | Regular Rudget, 1982
N Current Obligation Status and Expenditure Report
 TOTAL R '
. ;’s.tom’.coo.nm»n-n Busguedier 100288 334,40
BUOGET LIE HEADING T ALLOTMENTS
: 0
33 TEMPORARY ADVISORS ® ® ® ® ®
40 CONSULTANTS/TEMP ADVISOAS ® ® ) ® ®
300 CONTRACTUAL SERVICES 730 82019 » s (Y
300 OTHER CONTRACTUAL s 827000 $10.538 80 812838 $14,088
500 SUPPUES AN MATEAWLS £32.004 a1an Y TR - X s2848
$50 ALL OTHER SUPPLES FOR FIELD ® ® ) ® *
600 ACOIS. OF RURNITUREE OUPMENT 85,508 ® ) ® 25,008
840 VEHILE ® ® ) ® ®
€70 AL ECUPMENT: FIELD PROJECTS ) ® ) ® ®
810 FELLOWSHPS 30,008 11002 TS Y $13.904
621 PARTICPANTS saant s 0 Py st
832 LOCAL COST wBSDEW‘ "”.‘". ST . 80,40 NN 811,23
a3 DPECT AINCIAL COCPERATION % ® ) ® ®
TOTAL FUNDS (AL COUNTRES) Cspoe ... | swass.  88ad 100,768 .04
Porcent Spent or Colgiied (1992-0%): , ™ Amourt svalable for 1903 143,088

F34



~Aa A DICAN OF ESTIMATED PERSONNELCOSTS .

1. The following estimates e for Geneva based stafl. Post adjustment/per diem would change depending
on country of assignment: ‘ ‘

Finalwrdnc 2 & davs paid leave)

‘grade monthlw‘v;':sah")" Jary//benefit
. ,.1US$ o
‘P2 4,415
P3 5296
P4 6,280
PS5 - 7,410
(no paid leave)
grade monthly salary/benefits monthly salary
‘ (1st 60 days) (after 1st 60 days)
P2 7,170 5,897
P3 7.770 6, 497
P4 8,370 7,097
PS5 8970 7,697
Temporary advisors
Per diem only ,
$169 current Geneva rate 5070
Child Survival Fellow 10- 12,000

2. The following estimates are for eounuy-b‘aSed staff.

Assoclate Professional Officers

Estimated costs between $85,000 to $100,000. per annum incliding travel, installation and depending
on country of assignment. : - R

ostmmsad ancte hatwaan $90.000 to 5120.000perannummcludmgcosts as under APO.

¥35



' DIARRHOEAL DISEASES CONTROL PROGRANME ;. ¥ GONFIDENTIAL -~

. L ey B
L . JR A

. e

RESEARCH REPORT FORM i+

T

This 'fo‘il qj:ould be used: o i - R
2) . t‘_o-t.'cpért"'én the progress (or conclision) of & project presently t.c.‘l.iv‘:‘.nigt..vf
support} - : . - N . ' s

‘b)"' to‘\lﬂuk support for eontimut_ton' of 'f"i,‘b'i'ojcc_t presently being supported by
- the Programme, o .

1o principle, 8 project vill mot bs nnwdd bbyond s third year, or beyond the
persod covered by the original application. In such circumstances & pev
standatd application fors must be coupleted. i

RETURN. COMPLETED FORM 70 ¢ Research Coordinator
‘ Disrrhoeal Diseases Control Programae

World Health Organization
1211 Geneva 27
SWITZERLAND

.. 31 March 1986
3‘;11187, T "




‘| viHO USE ONLY °

_iAﬁT'ir;'ADHINISTRATIVE'INFORHATIO“‘ ' €DbD No.

S ..(Please type or print clearly) SWG
N s (Starting Dste)

;t::J'PROGRESS REPORT -~ and cppiteﬁtlbn for -axtension of support
Y s | FINAL REPORT

1. - THE'PROJECT

1.1 Project title:

11.'2 (i) Project duration (froa start to expected completion):

l(butes) From! Total years months
To

- (13) Period of extension Tequested:

‘(Dates) From: : Total years sonths
To ) :

o3 (1) Funds veceived to date:

Year 1 Dates: froam! L to . , us$ )
Year 2 Dates: ‘fron : to . Us$§T
(11) Addtttoiia'i" funds x"c'g' uiltcds

Year 2 Dates: from to .- ; US"

Year 3 Dates: from to us$ - .

2,  PRINCIPAL INVESTIGATOR

Z.i. . Name?

l(.ru,uy_ u;ne)' . . ' (First nln)T

2".? Conplete-postal address and telephone numbers

RN

i ‘;;ré;.:‘;‘thc"-pﬁfﬁéie;' of. Ehil, report the comaencement date of the project should be
staken as the date the funds are avarded to ths Institute undertaking the tesearch.

ROTE: Compler.e all parts {n English, _
Un formulaire en frangais vous sera envoyé sur decande par le Prograc=e de
Lutte con-re les Ha]:adies diarrhéiques, Organisation condisle de la Santé,



PART 11 = PROGRESS SINCE LAST REPORT

(coup;ctcd for ALL rcpoftl. including £inal reports)

g

: o\
Unless the investigator specifically requests othervise, gnis summary may be edited and
used in Programne documentation. ' :
Provide sufficiently detailed sumzaries of vork carried out snd results obtained to
date to permit informed critical scientific assessaant of the vork by the Scientific .
Vorking Group and outside revievers. there possible, results should be presented in
tabular or graphic form. Describe project objectives and advances made (or probless
eacountered) tovards achieving these objectives. Where papers have been subaitted for
publication to scientific journsls as & result of this project, please give details.

,(uss";’.&bp_i_jrﬁ?w_'.; PAGES; IF NECESSARY = MAXIHUM-6 PACES)

)4



it

PART T11 .~ FINAL SUMMARY O

(conplete only it

quests othervise,

-d =
T PROJECT FINDINGS

this 1s & FINAL report)

‘this supmary Bay be edited.and

Suzmarize briefly the
coupleted research project.

‘Unless the fnvestigator specifically re
‘Used o Programe 5ocumentnnlon. )

objectives, Pr
This euznary

1nctpal‘!£nﬁtnsl and significance of tbe
should cover the ENTIRE project.

fp\?



-8 =
PART IV = FURTHER RESEARCH PLANS AFD ORJECTIVES

(Do not complete this section 4f this is 8 final report)

_ State the objectives of the research for the pext year of the project, even 1f these
/. are unchanged fron those originally approved. Describe IN DETAIL aoy proposed changes fron
the research plan given in the original proposal. Reasons Tor the changes should be fully -
- explaiped, nev pethods should be clearly described, and additional required documentation
(e.g. ethical clesrance if proposed changes relate to husan subjects) should be provided.
1¢ there are no changes in objectives or methods,. this should be clearly stated.

The budget for this research plan should be given in Part vi.

SN



PART V = FINANCIAL STATEMENT OF INCOME AND EXPENDITURE DURING THE

PERIOD COVERED BY THE azrortls 2 (must be completed snd signed)

ch!oi covered
Dates: From To

‘Budger teem Asount brought »
forverd from Funds Funds -‘S A
previous pcttod’ ~zeceived. cxpcudod‘ Balance

" Personnel

‘Oparating costs

" Patient costs

Animals

Travel

_Other expenditures

Sub=-total -
Recurrent costs

Ma jor equl.pnnc'

GRAND TOTAL

Financisl Officer of the ”!uné,_lt\_xuon: Signature

Hame & Title
(please type)

Dete

: l;hcr

) -'th&m. should be shova 4n 0883 iodicate the exchange Tate usedleseces POT uss.

2 ‘fhh section refers only to expenditures for work completed or in progress
during the period covared by the veport., Budget details relating to FUTURE
research plens for vhich the epplicant 1is seeking support should be given in
Part V1.

'3 Any outstavding funds not coanitted in the previous period, should be shown
here. 12 this is the first yest of the project, or if no funds are brought
forvard, indicate “"NIL". . . »

"4 ypclude as funds expended those for vhich cozmitaents have been made /
(e.g. sslary obligation, accounts payable, etec.). ¢



-’-

PART VI = BUDGET FOR pROPOSED FUTURE RESEARCH

1. DUDGET SUMMARY (sust be signed)

‘Provide hore s sumasry of the proprsed budeet based.on the deteiled fnformation gives

4n Parc VI, Section 2. ’

Costs per year o Ush

Lo i R i Yaar 2 g - Year 3
Budget - © | Dates: from to Datess from ___ to
< 'leem ‘ . ' . .
Origioally! ¥ov Ociginally Nov
proposed proposed proposed proposed

Personnel (2.1)

Operating costs (2.2

Patient costs (2.3)

Aniasls (2.5) ' ",1 ' T R "¥ (,:ﬁ
Travel (2.6) i Y o ‘ ;

Other cxgenditures

Sub-total -

Recurrent costs
------.--II--- ------

Major equipment (2.4

CRAND TOTAL

-1 As proposed in the application fi"‘cvtgqu_cpprqngl'by‘:hc SCLENTATAG Wusmawg —=——u-
Reasons for changes (other than inflation) should be included io Part IV and fo
Part VI, Section d. R e ’ : '

‘Principal Investigator: Signature

‘Hame & Title
_(please type)

m‘. -




"2, | BUDGET DETAILS

‘2.1  Personnel

Category of parscanel '2 of full ‘ )
JQist gig,parttctylntl. even tiue effore s S ‘ O
4f finsncisl support is mot . devoted to Year 11 | Yesr 2 Year'd | Total .
required). project usg | s st us$
Professionsl scientific staff
(functional title snd neme = -
4f available)
1.
1a.
t?. -
N ‘. ,V .
a:fgéﬁﬁigql.qtitf (functional .
title ‘snd name = 1f available)]
1.
.:'3:1;" ) ,'. ' '
.1‘i' o : R
| other staff (functional i)
| title = 4f availadble) ‘ !
1.
2. s
d - e v
"Sub-éoinl (34st o Budget i
Summary, Part VI, Section 1)

I),\




| 'lndz‘o_ytftt‘qq , o :; ‘Year 1 . Yesr 2 Yeard | Total

CITR
usé
SN

Cheaicals

1 supplies

Classvare

List ltnbrjgﬁﬁiﬁétnt; o

?guibﬁihtfécinétnlnce'" 4
. Dgti;pnplysil'- ; T o
: oiﬁér operating qipcpdtturga.(iyibifi)J AR “_Hif - .

= Suthotai (1ist 1n
Sugmary, Part V1, Section 1) .

‘pudget

- ‘nles‘é are items cdothg us$100-1000 ui:h. ‘Por itezs ordered from abrosd, ioclude
¢hipcent and freight insurence Costs, usually spproxicated as 20% of catalogue

S ieara te available. Consolidate items costing less than




-10-

2.3 - patient _costs

Budget iten T yesrr |- vaarz | vears ] ' Total
. us$ ~Tusk | -cusk ) vsé

| other (specify) .

sub-total?

' 2u mafor squtpeent (spectfr)? L
gt | vesr2 | vears Total
1. vsb ) usé . usé

Budget item R ‘

i

1 uu {n Budget Summary, Part VI, Section 1.

.2 144t ftems costing more than vs$1000, TYor items ordered from abrud.“'lneludc
shipaent and freight iuosurance costs, ususlly spproxicated &s 202 of catelogue

~rice, 1f no better esticate 18 aveilable, K




2.5 Animals

r—— e
Type otbntﬁnl

Yeor 1
vsé

Yeor 2
vss

Yesr 3
USS

Total
uss

‘ Putchiu
{atenancs

Purchass

{atenance

: Purchase
1iatenance

| sub~totail

2.6 Travel

Destinstion
and purpose

' Yeaar 1

811

Year 2
0s$

Year 3
usé

Totsl
vss

| sub-torart:

' 2.1 ‘f..btiier d:Endlturcs (cp'cctty):

e f"ludgn iten

1 Yesr 1 "

LA

Year 2
111

Year 3
- us$

. Total
- us$ .

| swbcrotaat




3. BUDGET

, " Briefly relate sach ites
' travel, 6tc.) to the ectiviti

fudguuelz jun“hd may not

‘JUSTIFICATION

budget (personnel,
the resesrch

be slloved,

supplies, squi
plan, Part vi..

paent, snimals, :

Iten

Justifscation

g




e -13-
4. TQUIPHENT AND SUPLILS TO BL PURCKASED BY WO

Appendix A is to be used vhan, for spacisl reasons, it is preferable for supplies an
equipaent to be ordered directly from the manufscturer or locsl distributor by WO zather
than by the {avastigator. In that case, WHO will retain in s trust sccount & portion of
the funds avarded to the project; the amount retained vill be based upon an estimate of th
purchase, shipping and insursoce costs for the requosted itess.

Please 1list each item, qusntity to be purchased, and cost on the fors; include
packing, freight and insurance charges, estimated as 20% of the purchase cost if no better
estimate {s available. The cost of gthese supplics and equipment (including freight and
insurance charges) MUST be included %a the overall budget.

Be certain that itenms are FULLY DESCRIBED as requested on the WHO order form (i.e.
complete description, supplier/date of catalogue, catalogue nusber, etc.). Indicate the
PRIORITY SEQUENCE in vhich {tens ore to e purchased, in case funds held by WHO for the
project are insutficient to purchase all {teas. -If this sequence {s not provided, itecs
vill be ordered in the sequence 14sted until funds are exhsusted. If WHO assistance for
purchase of supplies 1s not tequired, indicate =pone” on the order fors (do ROT ramove the
form).

NOTE: The above instructions ghould be folloved cerefully and coopletely. Failure to
provide all requested informstion vill cause long delays in srrival of supplies

or equipment and asy delay provision of project funds.

P



" APPENDIX A - DIARRROEAL DISEASES CONTROL PROCRAMME

PEARCE 8O,
TOUCY FUNS WA,

[ trdibdd
CATAAOOWE 00 | orrary wantd
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couirmEnT szx ovemzard | torarOsusroratD --d:
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« v
Financlal resoGrees: 1878-1992 *ANNEX 7
Stalus at 31 December 19892

e o Co 1992-1993
OURCE . A . qg7a-q90s” 1806-1987 1588-1388 12801391 :
. S . Avaliable Pladped |
 REGULAR BUDGET o uss oo .uss uss - uss o Us
__Global and Interreglonal goqpdsd 979951 1080 o7 1203888 1453800
| iReglons: " " 4631457 1418610 ~4 812193 “ 1724883 1677200
OTAL REGULAR BUDGET o~ 751881 2399561 2903030 2628474 8 031100
OTHER SOURCES ]
Australla- 0877 268442 418655 55570 - - 223350
* Zelg‘um R * 1639‘6 - 24 3% R R - -tw o8
Canada (GIOA) pss100 441088 . 6O 5367 012108 211865
Ching “swwiemmes - 400000 . 60000 60000 <, 50000 .0 25000
Denmark (OANIDA) 1069618 1241628 {290 262 v TI0825 - 157803
Fllad | .. 402050 ~ 727049 010707 1204648 235018
fance ” . {30000 ~ gogad STEML L 654070 - 70840
nda " g0000 40002 s
aly {otosz 6328307 245009
dapan 425000 300000 300000 ° 50000 K00 )
Kuwalt ¢ . 10000 '
Morocco . 7475 . )
Netherdands {ass4d3 < eioptr  S718%, (170641 45821
< Nigeria . 6660 ) .- 1418,
Nonvay (o984 276507 29940 4760680 TIISRL . ..
Sweden (SIDVSAREC) g256809 1133630 945354 649079 1512647 522368,
Swiaerand - - fi01732 go1408 520833 1720685 405329 [33TAL.
Unlted Kingdom 1019380 330320 (200077 1683775 17K <ot
United States df Amerlca §1674300 3200000 21534%0 2076223 "1250000 1000000
Pan American Healtl Organlzation 49685 . . b
Unlted Natlons Chlldren's Fund - (734228 866945 705637 771813 83880 96150

Unlted Halons Devefopment Programme 7846411 2177 004 2055500 3 143659 728750 657 000,

‘Arab Gull Programms for Unlted Natlond ' '
Development Organizations (AGFUND) 2500 000 1000 000

. International Development Resesrch Cenler
(Canada) . . 754281 162018 164594 %

Rotary International 6000 -

Sasakawa Research Fund 56 135 23438

Thrasher Research Fund 2000 . .

Ciba-Gelgy - ' ' 767676 2519365 2650810

Special Account for the Cholera Programme 423930 SR o

Speclal Account for Miscellanecus e |

Deslgnated Contributions , . 9707 732688 . :

Other . goig - B9 0 54 4950

west - jez403s  TITds0 1088760 ¢63250 162590
foraLoTHeRSOURCES Tasesaser 17307152 17985418 o008 74s201 2839219 |
Rae T 47230418 19706753 20888 44 20871 562 10520411 2639279 |

< s———



Table. 9

Financial resources: 4962-1993

\ "sutus at 31 Decomber 1992
e ‘ R . ‘ - . 168246
\ SOURCE | (902-198s ~ 190GAEET 888N WO e Pl
P | *Uss Tyss  USS. uss s Uss
'| REGULAR BUDGET - : N

e W B B
{70TAL REGULAR BUDGET miesel2  1IUETE veats s eoo9e . 2t
Jomesounces L '

Kislrata sgigif, oW e

Canda sigiod e

Denfian e AR

Fintand oong Aoz @S0

Gumary cdish

faly "1F Gt oS0

Japan 145 000 R L 60000
| Hothedands Cggesi e dseed 424

Norway o 809 597

Sweden 216338 B4TH0 YOI - R A T8
Undted Kingdom : ’ 1154780 616850 483333 )
Uniled States of Amerca 5831 } 000 000
{ Pan American Healh Organization 68800

United Natons Chidren's Fund 100 000 250 000 152800

United Nalons Development Programme % N6 1073 500 452 000 450000
| Wodd Bark | 1000 000

Arab Gull Programme for Unlted Nalions .

Development Organlzalions (AGFUND) . 820000

Bederaton of Finnish Lung Diseass .

Asscctations (FFLOA) h 41060 ASI0N0

Kelogg Foundalion 400 68 000

Sasskeva Healh Trost Fund 554 166300 .
Othes . , 180

Interest TEe0 Mo 413910

TOTAL OTHER SOURCES Gs5 190 1961181 4156885, Goloete  bessdgs . o917
rotaL (@182 24SUET peas  TeTess  B0I40S8 897768

Qaurse:  Interim Programme Report 1994,
e X T "‘“"‘:\v




. ANNEX €

Sources

- Towal

) v5.014.347 11.023.914 12.715.306 17.30 .192 17.

6248130 12462145 15.625.203 19.106.753 zo.

CDD Financial Resources
1978 - 1983
uss
jsTesi  1962-63 198465  1906-87 [106-80 199031 v Total
391,783 1.439.231 soooge7 299561 2803030 2028471 3031100 18,842073

14 18043081 7,492.011 2.639.279. 83,120,554

444 20.971 562 10.523.111 2.639,”9 111.902.628



t eplbin TIPS Ty T T e
y - <

" Distribution of CDD programme . -
financial obligations by componen

1 Haalth Services

8 79 o8 828

1S

Fl"anmalcontrlbutionsreceluedby the CDD programme

M Rogular Budget E3Othersources =fel*




& Interreglonal

h Services

: t:cal’d‘

| & lnlerregional B

R

»gramme Mgt.’
1 Support

& Interregional

(& lnlerreglenaj

al

-~ Actual . .
Obligallons-- ;: }

1988-89 *-

843,992,
4,951,291 .

so7es 588

740423

.‘ '2031701. 82.‘.

+1:851,291

' 4..200..47"3.

Acmil

" Obligations

1,348,036

3588516

’4.935 552

1542490

4,570,892,
asmste

oo Lo
‘8,167,408

uss

«  +ARIPlogramme Actual Obligations
c ln 1988-89, 1990-91 and Estimates for 1992-93

Estimated
Obligations

1,635,000
6,302,000

7,937,000

3,859,000

1,804,000

+7,098,000 -

6,302,000

13,400,000

3,827,028
11,841,807

15,668,835

8200433

9,886,613 -

13904074
1,841,807

25,835,881

15

-48

8

24

16

100



" ARI Financial Resources -
77 1982-1993
© USS

g
_1992-93

JHORegilar 638,800 . -1,026742 - 1,184,676° - 1,674,761 2,030,960 21255710 = 6,556,039

Other Sources : 206,050 ", (750440 1,161,191 4,156,525 5016676 5880488 897761 . 18.977.031
wassoy T, GMSEW SN TSEE SO0UOR.  SETH.  ZIENSO
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ANNEX 9

DIARRHOEAL DISEASES CONTROL PROGRAMME s
DR R VME FOR THF. CONTROL OF ACUTE RESPIRATORY INFECTIONS

ATTIARLINES FOR DESIGNATED FUNDING

L " Contributors are encouraged to designate their support to the Diarrhoeal Diseases
* . Control Programme oOr the Programme for the Control of Acute Respiratory Infections
: "as a whole, e, to provide unearmarked contributions. } o

2. Contributors who wish to do so may provide a single contribution to the two Programme
" to be divided at the discretion of the Secretariat, - o

| 3 " Coptributions to either Programme cam be earmarked for the services or the Tesearch
component as & whole. No contributions cam be earmarked for a specific activity within

. a component.

4 A proportion of all funds earmarked for any of the above components will be utilized foi

- advisory and Management Meetings and for Programme Management and Support; this
~ proportion will be equivalent to the proportion of the total budget allocated to these twc

categories.

S. In the unique situation where sufficient resources have been received to meet the budge
estimates for either the services of the research component of either Programme, auy
additional funds earmarked for that component will be considered unearmarked, and the

contributor so informed.




INDIVIOUAL PROCRAWNE ACTIVITILS . o

.search Collaberation’ -n‘ nnum TMANUAL

calemyt T

-T3 €O vhlt cu ot wore. lmtltutlom l.n otlut
crles werking in. ll-llnt ot nht-d !loldl {see
. 1030.1210}. :

ILVING HUMAN SUBJECTS

* ¢ te survey the pesition and gaspenaibilicy of the
. in eny resserch preject invelving human subjacts,
-Ceneral has appeinted a Secretariat Cosmittes on
-olving Human Subjects (ScrIns). The functlen of
.es 18 te revievw relovant pretecels finvelving
hussn svbjects and te exanine their ethical

1c has the authericy te scaspt, geject or medéily
ols. The Cosmittee is compessd of VIO techaical
oa differant disciplines and a geprasantative of the

. he Lagsl Ceunsel. )

- undertaking the suppert of & gesearch activity

- uman subjects, units sheuld ensure that the

) equitresents have been wet:

' |
+sesgch hes besn autherized by the cespetent health
11cy in the ceuntry concerned; B

ete 13 a questien of ethical Judgesent in any
tesntal undertaking in vhich Vii0's sams will h .
1ated, & clear and detailed damlp:lu oz,u
imantel schems has beco mnr“ by the wnlt ond
teed te tha Secratsry of the Sagretariat Commitese on
.cch lnvelving Human Subjects end approval te precesd
+ean recsived from the Committee;

'Q’ fatnary assurances have baen reseived from
% «borators in the different countries whers the werk h

INDIVIDUAL PROCRAICIE ACTIVITIES ™.
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(e) it conferus te the principles set forth in the =
Declaretion of Nelsinki te the nationl ethicel lll‘l.l’
legsl requizesents for swch work, vhers these olllt. .
and Ce any requivements ieppesd by SCRINS mdln
reglensl echicel goview growps]

(b) the particular wotk In question has been reavioved hy
sn spprepriace commitces, elthar at the insticutiemal
ot gevarmnmental lsvel, which will be respensible fer
ensuring that cthe ethical principles Lavelved snd any
requiresents feposed by vaview grewps wndesr VWO
auspleas, are carefully adheted ta?

0.4 . prevision has been ineluded in the text of the agreement
(sse X11.3) that such research vill be dasigned,
adalnistered and eperated In such fashien that the ctights
of the subjects shall met be fnfringed, that theic valfare
shall be pretsctad and that the petencial benefits of tha
{nvestigatiens -ym Justify vhetsver cisks nay Yo
tnherent in cthen,

Any significant changes in en axperinental wndertaking that has

bSeon approved by the SCRINS as previded in swb-paragraph 0.2

sheuld be referred ts the Seatetary of the SCRINS.

LABORATORY ANTMALS

Ia say cellsberstive arTangenents for Teseareh lmlvi;i'.
the use of lsderatery anisals, the relevant agtessent e
faaa ¥11.31 sheuld ineluda a provisien aleng the hnwlng
1iness

2 3ENNY
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*The (leberatery, investigater, ste.) wndercakes me.u\iﬁig' o
vartebrate enimals reguired for use as 1eboratery -ﬁln_lo'!&
the resertch to be carried out wnder this sgresment vill be
hendled In accerdancs vith generally accepted principles for

the huasene trestsent of such-anfaals and the aveldance of
unnacessary suffering.® : :

N0 COLLARORATING CEXTRES

General

Cantres in ony .m,‘.iji. werld that peasess the
necassary expertiss and lnliltlu mey bo requaated by VIO te
participste in seme vay la'dn Organization’s progranne of
sctivicles. Only eencres afftllaced vith formally tecepnized
{nsticutions such as -lnlit.tl.ls. acadenies, universities, eor
estedlished resaarch tnsticutes may, either from the eutset oF
afcer a prellsinacy poried during whleh their value and
capacity can be assanssd agserding to cercaln critetia, bo
designated as s w0 Collaborating Contre®.

A UMD collsberating aentre is dafined 2 on institution
designaced by the Dirscter-Conaral fotm part of an
tnternatienal cellaborative netverk carrying eut scetvitles in
suppert of the Organizacien’s programse at all levels. A
department or laberatery withi lla tasticetion ot o grewp of
facilitles fer Tefateoncs, gesdareh or training belenging to
4iifevent lnatitutions ey be dégignatad as & €ontrs, N
fascitution sscing fer them In relattens with the Otgenizatien.
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1. - Progrewme obiectives

In May 1978 WHO initiated the Diarrhosal Dissases Control (CDD) Programme, the main
objectives of vhich are to decreass morbidicy and mortality dus to di{arrhosal diseases,
particularly in developing countriss. The Programme hus tvo main componsnts, one belng a
health services delivery component, and the other a research coaponent. More infermation
ahout the Programme is provided in the explanstory docuaent included vith this preject
application form. . :

2.  Reviev of provossls

The purpose of this application form is to elicit «a cosplete and accurate description
of your research proposal. Ressarch propossls recsived by the COD Secrscariat
revieved by independent revievers vho are expercs in the relevant £ield, The final decision
regarding funding of the proposal vill be based on tts scientific quality and on its
relevance to the objectives of the CDD Progranas. :

3. - Funding of spproved profects

Approved projects are funded through a Technical Services Agresment (TSA) betvesn wHo
and the Institution responsible for the projsct. Funds are usually allotted on s yearly
basis and projects may be reneved up to a total of thres years (or longer for cartain fisld
studies), subject to satisfactory progress and the availability of funds. If further support
is sought after three years, a nev application must be subnitted (sss also ssction 8).

4.  Rayments

4.1 Payments are nornally made snnually in accordance vith the TSA. Paynents axe usually
in US dollars, unless requested othervise. S$pscial arrangsaents can be mads for the purchase

of supplies and equipment by VHO (see section 6).

4.2 A financial srcatement certified by the Institution is required by WHO for xensval of
the project and at the conclusion of the Agresment. By accepting the ressarch averd, the
Insticution agrees to provide such a statement. Ic is agreed that the financial statesoent
may be audited by WHO's auditors at the discrecion of WHO.

5.  Irincival Investigacor snd Insticucien

The Principal Invescigator i{s the individual vho shall be responsidble to the
Institution for all technical aspects of the vork referred to {n the Agresaent. The
is the organization vith vhich the Principal Investigator is associated and to
which he/she is responsible. "In general, salary support vill not be provided for ths
.Principal Investigator or other senior professional staff. S

6. uipm a

b eebElhie teve wee L . .
- < . P

Consumable. supplies Er’ic‘i‘&u!;‘?é&r‘}e‘:g? Eh:';ioo :élt: ‘{ncluding medications, chenicals,

. xeagents, animals and animal.foods,. and other (gpecial iteus, may be purchased vith WHO

funds. Equipment acquired under a WHO TSA shall normally become the property of the

Institution. Transfer of equipment from the Institucion prior to coapletion of the project

tequires prior approval of the Institution and WHO. WHO reserves the right to supply

equipaent to the Institution for a project {nstead of providing the Institution with the

funds to make the purchase itself. The Principal Investigator and the Institucion are

responsible for ensuring that equipment provided receives proper care and maintenance;

provided by WHO may be used to neet normal paintenance and repair costs.

funds

WHO {s obliged to impose certain tims limics for its purchase of supplies and equipnent

for the Principal Investigator vith funds providad by TSAs. Specifically, any funds that
have not been utilized for purchases within one year of their availability will revert t©
on the next 31 December, unless prior arrangesencs have bean made with WHO. "’é



" developed during the course

7;fff Adiintltrutive and overhead costs

. ‘WHO will consider ginancial support only for activicies, secvices, .:!ucﬂ-h_
clesrly iteaized and Justified sn the budget of ths proposal. Requasts for “evetbead”,
M—ldllnlltrltSVC'. ot *aiscellansous” sxpenses will not be approved.

o——

8. Reports
| uired

The Principal Investigatof shall subait an snnusl progress tveport, 4n the veQ
format and at the time specified, to the Resesrch Cootdinatot of the CDD Prugrssse. This
uation snd is essential for continustion of

teport constitutes a patt of the project eval

the support for the project. Hore frequent progress Teports may be required, O8 request.
Final teports are tequired on coapletion of the project and chould summarize the course ©
the reseatch and explain in some detail hov the findings of the work relate to the

objectives of the CDD Progracae. The Research Coordinator of the CDD Prograssc wast be
informed promptly of any snjor changes oF significant deviations froo the scrivities

covered by the originsl Agrecnent.

9. Publication

Institutions and/or principal Investigators may publish in any jouroal the results of
fon of the work should not

work supported by the CDD Prograumme. Responslbtlt:y for direct
be ascribed to WilO. 1n the csse of 8 collaborative teiestch project i{nvolving wote than

one institution, it is teconnended that Investigators obtain the agreement of wuo prior to
publication. All publications should have a footnote {dentifying WHO and/or the CDD

Progracne &8 having supported the tesearch, for exsaple:

“This investigation cecéived financisl support fros the piarrhoeal Disecases

Control Progcause of the World Health Ocganization®

.'In‘thg event "of publication, five off-prints ot photocopies should be sent to WHO unless
_anothet nuober is sgreed upon. Project funds may be used for publication costs onlY vhea

7‘spgc£!1c‘arran;encnts are made vith the CDD Programde.

‘:i§i f%ﬂe2ur:ute or change of Principsl Investigator
i the Institution with vhich the Agreement is
the Institution must notify wio vhich shall

f enother Principal Investigator gs appointed
WC 15 obtaiaed

4. should the Principal lnvestigator leave
~'wade ot cease tO actively direct the projesct,

;\?hgvd'the right to ceroihate the Agreement. 1 :
by the Institution, the project may be continued provided the agreecent of

R ¥ I Ehglozer's 14ability . e
\hen staff are paid frow WHO funds, WHO doss not sssuae any llub;liiics as &N :
the Institution's notsal regulations and discipline.

‘employer and the employees vork undet th
Such steff ate not entitled to describe theaselves as WHO staff menbers.

12. Patent rights

- The disposition and
thereon, resulting from or
- (a) protect the public iaterest an

distribucion.

adninistration of rights for any 1nvdniion; or patent 1esued
developed in the course of & WHO assisted project should
& (b) give the invention the videst possible ?07‘1=Y'f"

In particular, the Institution or the inventor shall be entitled to apply for
ense on all inventions made, copceived, ©F

nationsl and foreign patents at his own expe!
of, or thet result directly ot indirectly from, research oF

WHO. The Institution ot the jovento

ns filed and of patents issued.
as vell as non-exclusive, toyllty’tr“

other studies funded in vhole ot in part by
notify WHO promptly of all such patent applicatio
Wamnfensurinz teshniques and technical know-how,

o
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licences to aakc. use, and sell the subject matter covered by such potents, shall be mmde
available on request-to WHO, the governments of WHO's Mesber States, and to aow-pcofit
organizations, or other arrangements shall be concluded to provide equivalent protection of

the public interest.

1f, in the opinion of WHO, the protection of WHO's interests will best be easered by
the taking out of patents and the lanstitution or the inventor does not vish to do so, then
WHO may request an assignuent of the rights for the {nvention to itself for this purpese.
With regard to gechnical information and/or patents relacing to preparation and/er
adoinistration techniques, apparatuses, or processcs disclosed to WHO by the lmstitutios,
under projects for the-purposes of which WHO has provided to the Institution medicines oF
devices made available to WHO under agrecments vith third parcy patent holders o thelir
assignees, WHO may rcquire that the Institution grant to such third party a noo—exclusive
licence in respect of such technical information and/or patents developed by {t. Suck
licence shall be granted on a royalty-free basis or, 1f royalty is charged, at rates which
shall be reasonlble and non-discrininatory and shall be the subject of a separate agreesent

to that effect.

13. Research involving the use of laboratory anicals

The Institution shall undertake that 1iving vertebrate aninals required for use 18
reseatch pursued under an agreement with WHO w{l) be handled {n accordance with locally
existing statutes and/or generally accepted principles for the hunane treatment of such
animals. In sll cases, the avoidance of unnecessary suffering will be mandatory.

14, Research involving human subjects

14,1 Ethical sspects

It is the rasponsibility of the Institution and the Principal Investigator to
safeguard the rights and velfare of huoan subjects involved in research supported in vhole
or {n part by funds from WHO in sccordance vith the appropriate national code of ethics of
legislation. Funds may be used only to support investigations vhere (8) the rights and
velfare of the subjects invelved in the reseatch are adequately protected, (b) freely giver
{nforoed consent has bsen obtained, and (c) the balancs betveen risk and potential benefits
:nvolved has been assessed and deemed acceptable by 8 panel of independent experts at the

nstitution. :

The Investigator must submit to WHO vith the research proposal the vritten

apg;ovul of an institutional panel to carry out the proposed research involving husad
subjects., . . o

For countries with national ethical reviev bodies for research inyolving husan

" subjects, vritten agreement from such a body must also be subnitted to NHO vith the
research proposal. In the absence of & national ethicsl review body, the 1nvescigator -
shall be guided by the Declaration of Helsinki supplecented by the tevised and extended
version of the Declarstion adopted by the Tventy-ninth World Medscal Asuembly in Tokyo
(October 1975) and by Article 7 of the Internstional Covenant of Civil and Polictical
Rights, adopted by the United Nations Ceneral Assezbly on 16 December 1966. WHO vwill, on
request, advise sciencists regarding the ethical aspects of planned resescch projscts.

Yspecial agreement can be undertaken for specific large-scale projects of research and/~T
development, . -

A



" For all studies. involving husan subjects the principal Investigator susts

or inconveniences to the

.

16,101

: _(i‘): Clesrly describe the benefits and any known cvisks
subjects involved in the study.

(11) Describe precisely the {nforsstion vhich vill be conveyed to
of the study and the mannert, oral or vrittesa, by vhich this information
be conveyed. I1f 8 written consent form is to be used, & 630 le should be

attached. . Include the Sane(s) and status of the project sta Seabet(s) vho
give(s) this {nformation to potential subjects and vho ascertain(s) that it is
understood and that the consent is given freely by the subjeck.

potentisl ;ubjcets
is to

(111) 1Indicate any special incentives or ttcn:ueni the subjects receive for thelr
. participation (e.g., mONGY for transportation, stipends foT paruc.lpstion. food

or pedication, stc.). Whenever & payuent is {avolved, specify uonu..unner.

and ‘timing.

all information obtained dutring the coutse

(iv) 1Indicate hov the confidentiality of
{ncluded in the study, will b saintained. ’

of the study, telating to patticipants

should describe all drugs, vaccines, diagnostic ot othet procedures
gistered, untegistered, nev, O already in
State the manufacturers of each

14.1.2 The proposal
to be used, regardless of vhether these ste Te

current use in the country in question of elsevhere.
compound, vaccine, Of agent.

(§) Nev drugs: For nev drugs, vaccines, or agents being used for the first tize on
oan or still at an early stage of clinical study, ot being used by a nev route
or dose schedule, state the chemical coaposition of the drug, the soutct of the

drug to be used in the study, the amount given per dose, snd the tests )

undertaken to establish and control the quality of the drug to be aduinistered.

(14) TFor all drugs to be used on man, the Investigator sust describe conciselY the
wain phutuacological actions of the conpounds to be used and provide sppropriate
safety data, {ncluding zesults of studies already conducted in husans, if these

are available. For new drugs, this type of inforaation is requited not only for
the active compounds but also for the vehicle ot carrier of such drugs, €.8:» an

adjuvant in the case of a vacciae,

14.2 Regulatory te uifenents for drugs snd devices

It is the responsibility of the Institution and the Principal Investigatox £O conply

~with national regulacions pertaining to clinical studies of drugs or devices. 0 shall,
on tequest, arrange to sake available inforsation in VHO's possession as vay be required by

 pn§£ona1 tegulatory agencies.

2 gxauples of inforsation to be given to potential subjects {nclude: sims of the
 cesearch, the procedures vhich are cxperi-en:al. any known ot 1ikely short ot longer—tern
tisks, possible discoumfort, ancticipated benefits fros the procedures toO the subject ot
others, expected duration of the study, slternative methods of treatment available if the

study is a treatment procedure, and the freedon of the subject to withdrav from the study
© at any time. :

3 For drugs or vaccines slteady videly used, the Investigator should give the
proprietaty naces, composition, doses to be adninisteted and the naoe and address of the

sanufacturer,

Tho
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5. Htceellaacoui

Funds available under the Agresnent cannot be used for the construction of buildings,
or attendance at meecings, unless specified in the Agreement. Travel may be paid from WHO
:und; o:lz 1f the cravel is essential to the successful execution of the vork aud itemized

a the budget.

16, Submission of applications

. ‘PP11c1ttonl shouiq'bc subaitced using the appropriste proposal forss. Complete
information {s essential for rapid considerstion of research proposals,

All applications should be addressed to: .

The Research Coordinstor

Diarrhoesl Discases.Control Progranne
World Health Organization

Avenue Appia

CH-1211 Ceneva 27

Svitzerland




Dcuments reviewed in preparation of this report are comtained witin Appendix B,
Documents Reviewed P . ;

'F66



'SUMMARY OF ISSUES FROM INTERVIEWS
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The followmg material summarizes the most frequent or substantive comments from
interviews carried out by the extemnal review team. Its reproduction here does not reflect
the opinions of the exteral review team, whose conclusions are stated in the Findings and.
Recommendations sections of this report.

1. Issues Arising from Interviews with WHO Headquarters Staff (CDR
rogramme and other Divisio nits within W d

1.1 In general, WHO programme staff stated that programme targets can only be
achieved if:

"a) Global commitment to child survival increases;
b) Available resources are used more efficiently;
¢) More resources are given to WHO;
d) WHO places greater emphasis on integrated approaches;
e) Country activities are improved;
f) Duplication of effort is minimized or prevented.

12 Some individuals interviewed believed that the present approach of CDD/ARI
tends to be too clinical and classically medical. Prevention of diarrhoeal
diseases though modification of behavior within homes, which takes into
consideration differences in culture and important environmental factors such as
availability of safe food and water and their use, has to be emphasized.

1.3 Collaborations within WHO and between WHO and other agencies must be
- undertaken.

- 1.3.1 lnua-WHO collaborations

‘a) The present disease-specific approaches at WHO have made it difficult
to persuade people to join together in integrated approaches. As a result,
govemments have been sometimes unwilling to embark upon what may be
perceived as just another vertical programme. Poor marketmg may also be
at fault,

b) The activities of the recently instituted Task Forces on Cholera, Infant
Feeding, and Integrated Management of the Sick Child are moves toward a
more integrated approach. These task forces, both in their management and
their programme direction, are hoped to: (1) reflect partnerships of a variety
of programme divisions within CDR and (2) strengthen the activities of all
related programme divisions.

G2
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15

16

21

| 22

Key Issues

"c) Intra-WHO collaborations are impeded by: (1) ncgativestaﬁ‘ atﬁtﬁdes.
(2) lack of funds, (3) technical incompetence, and (4) conflicts between
programme and infrastructure/policy units. ' o

1.3.2 Inter-agency collaborations

a) Collaboration is frequently necessary for building effective programmes.
WHO is weak in influencing change at the national level as it can offer
neither manpower or financial resources to countries. Limits on manpower
and other resources severely affect implementation of country programmes.
Collaboration must include UNICEF and NGOs. Cooperation between
UNICEF and WHO is good at HQ level but not always effective at the
national level. A mechanism for the coordination of policies at this level
needs to be instituted. Furthermore, WHO must devise a means to increase
government and private sector commitments if major impediments, such as
drug supplies, are to be overcome.

Research should be given higher priority. Research in social anthropology and
behavior is most neglected, especially in areas related to home prevention and
management of diseases. Recent initiatives are promising, but competency is
lacking. Local research competency is also lacking, but recently instituted
proposal-development workshops should lessen this problem.

The numerous training programmes supported by CDD have had little
impact at the community level. The weakest part of all training programmes is
getting doctors to communicate effectively. Supervision, monitoring and follow-
up of community activities by ministries of health needs to be strengthened, be

" more pragmatic, and goal oriented. Training activities that focus on mothers’

behavior need to be devloped. New approaches to evaluation must be found.

Regional offices should coordinate more closely with HQ staff when
allocating research funds. Regional offices have budgeted funds for research,
which often are spent without HQ involvement and assessment of priority and
substance. Greater interaction in this regard is proposed.

[ SUSPI I)

ssues Arisin ! h .'noré‘ en

s

Donor agencies are highly pleased with their working relationships with

" CDR. | |

“For the donors, the external review will enable them to: (1) examine the
lessons learned for the purpose of improving WHO, (2) take a fresh look at WHO
- policies, WHO regional and national roles, and programme performance in
_ different countries, and (3) justify continued support.

G3
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Key Issues

The organization of WHO programmes along vertical lines is of concern.
~ WHO must begin to set priorities. Initiatives such as the Integrated

Management of the Sick Child and the Task Force on Cholera were welcomed
steps toward more integrated programmes both within WHO and in countries,
These initiatives could also facilitate designation of precise and realistic
goals/objectives and strengthen whole health systems in addition to
community/household health. Donors questioned, however, whether these
initiatives would be sufficient to ensure the best possible management,
coordination, and inter- and intra-sectoral integration, especially at the regional
and local levels.

Donors are also concerned about the mechanisms for the development of a
research policy. Social science research for prevention studies at the household
level is seen as a promising sign, but even more emphasis on prevention research
is needed. This research should strengthen local research capacity, human
resources, and cooperation between NGOs and the private sector, as well as aim
for sustainability.

Streamlining of the mechanisms for programme planning and review should
be considered, with the aim of increasing programme interaction with
donors.

Donors need concrete outcomes for their investments, Closer scrutiny of the

funding input versus output is necessary, but evaluation of WHO interventions is

problematic.

WHO should collaborate more closely with NGOs in making decisions for
national programmes so as to avoid duplication of effort and to achieve best
results, :

Programmes consistent with donor expectations and priorities could be
expected to accelerate disbursement of or increase the amount of funds.

" A joint TAG would be a worthwhile improvement. To cut expenses, the

MRC meeting might be held just prior to the MIP. Some donors approved
of the new format for research proposal review (ie. ad hoc), while others
preferred the previous SWGs.

" Issues Arising from Interviews with WHO Regional Staf

 Regional staff believe that technical support and managerial direction from

HO is verv good.

Al
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DTV IR Where possible, delivery of services Is horizontal. The Programme has bull

s

34

R 3.4

35

3.6

37

38

39

: “an effective infrastructure for case management activities.

" Good collaborations exist with UNICEF and member states for the sharing of
‘resources, with local manufacturers for ORS production, and with some

university pediatric departments. There should be more national input,
however.

The Programme assists in building local planning and managerial capacity.

Dependence on external support renders programmes unsustainable,
Furthermore, insufficient government funds limit programme expansion from
pilot areas. WHO should improve promotion to governments, especially
promoting the goals and expected outcomes. WHO should disseminate results
more widely.

The Programme places too little emphasis on prevention, especially
environmental activities. Collaboration with other programmes is needed.
However, a lack of consensus is recognized.

Local programmes are insufficiently integrated. These programmds also

.place too little focus at the community and health worker level. However,

caution is urged in implementing the Sick Child Initiative, The initiative:
should build on existing programmes and avoid damaging successfull vertical and
integrated programmes.

Country programmes are understaffed and subject to high staff turnover.
Too few staff. However, limitation of resources is recognized.

Regional staff need greater input in the selection of local research projects
and more meaningful interaction with both HQ and local resarch groups as
projects are conducted. Improved reporting of research progress to regional
offices is also suggested.

" Physicians do not know or do not use CDD/ARI strategles. Greater attention

should be placed on involving medical associations and especially, mco:pomting
the case management strategies into medical training,

Issu Arisin m Interviews with other Collaborat

" The HQ staff are highly capable, committed, collegial, responsive, and receptive

to new ideas but are also overworked and underfunded.

G5
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The Sick Child Initiative shows great promise but caution is urged. The Sick

Child Initiative will improve training efficiency. Its guidelines for referrals
should prevent overburdening health care workers. Some collaborators expressed
reservations, however, particularly with respect to the length of time required to
train health care workers and the difficult task of evaluating the training.

The reliance on directed, sometimes commissioned, research is necessary
when resources are limited. More funding for research is necessary,
however, especially in the area of prevention,

The transfer of recommendations to field programmes should be improved.

- New ways to accelerate implementation of guxdelmes must be found using
‘research, :
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' ACCONPLISHNENTS OF THE COD PROGRAMNE IN 1992-1093 AND THEIR PROGRAMNATIC
- INPLICATIONS.

. Breastfeeding was $dentiffed as of particular importance in the
‘prevention of shigellosis among young and salnourisbed children, The
risk of shigellosis was found to be 10 times greater during the first
3 months after cescation of bresstfeeding (among malnourished children

{n Bangladesh).

Shigellosis ie & significant contributor to childhood diarrhosa, These

" yesearch findings econfirm the lmportance of proloaged breastfeoding and
that oothers of malnourished children perit particular attention for
breastfeeding counselling.

. Pacifier use vas found to be assoclated with {ncreased risk of eazly
ternination of bresetfosding.

Pacifier use can serve as an indicator of children whose mothars should
recaive breasctfeeding counselling. Health educacion massages should
discourags pacifier use. -

. Lactation management training vas shown not only to incresse trainses
gnovledge on breastfeeding but to improve practices at the health
facility level and the duration of brosstfeeding at the copmunity

level.

. Lactation counselling clinics were shovn to be effective in increasing
the prevalence of exclusive broastfeeding at the community level.

These findings, showing that health workers can be effectively trained
in breastfeeding counselling and that it can bave an lmpact on
practices, Justify the Programue 's {nvestaent In this type of training.
The Programas’s training course for health workers on breastfesding
counselling, complated in 1993, should be widely used.

‘. Vicamin A supplementation waa usoehcod ‘vltli: reduction in the
ineidence and duration of severe dierrhers episodasn. - :
: Teve TeIds o Uk i Ay, . ’ : :
This finding supporcs the promotion of vitamin A supplementscion in
children over 6 months of agc and of vitsain A rich foods. '

... Threes sets of hygiens behaviours were 1dentified as of key importance .
for promotion in the prevention of diarrhesa; sanitary disposal of
faeces, handvashing and meintaining drinking water free from faccal

_ eontamination. . : '

_ Hyglans promotion efforts should glve priority to these 3 behaviours
rather than trying to cover all srcas of hyglena-xelated behaviour.

e



The importance of carly fesding in the treatsent of diarrhoss vas

.. confirmad by eccmpleted studies.

" This finding supports the policy of contlnued feeding during dlarzhoes
promoted by WRO and most national CDD programes.

R Supported studies shoved that for infants under 6 months of age with

dfarchosa vhose only food is animal milk or forpula, the nilk or
formuls normally given doas not need to ba diluted and should be
provided in full strangth as soon as dshydration has been corrected.
A review of all clinicel crials on feeding milk during diarrhosa bas
confirned the WHO's racommendations to continue giving undiluted milk
to infants and children with dlarrhoea.

The WHO case mansgement guldelines have beem simplified by removing a
recommendation to dilute milk feeds for chlldren under 6 months of age.
National CDD policias should also be modified.

The key importance of increasing the energy density of vaaning £004s as
e waans to improve anargy intska vas damonstrated in a project from

Peru,

Viscosity reduction by the sddition of anmylass ves shown not to improve
the anargy intake of young ehildren in Jasaica. Its only advantage was
a shorter time spent feeding.

These findings demonstrate that incressing the energy density of
complementary foods ia an effactive way to Increase enargy intake and
that this can probably be achieved by promotion cf seni-solid cereal
foods without suylase-induced reducticn In viscosity.

The first vesrsion was devaloped of & Pocused Bthnographic Study
protocol to generate descriptive data on beliefs and practices relatsd
to diarrhoea for use in the izplenentation of nacional progranes.

A trrining guide that aiws to provide haaiti{workeu':fthe necessary
skills to effectively edvise mothers on the treatment of diarrhosa vas
daveloped and intogratad into COD’s Clinlcal Hanagement Course. '

Packages of training materials were also coxpleted and printed for
improving teaching on diarrhosa in medical achools, for similar efforts
in basic health workex training of other kinds, for chenging the
presoribing practices of pharvacists and drug ssllexras and for self

{nstruction in éiaxrhoea cass mansgamant.

These materials add to the wide range of practical tools developed for
use in natlonal CDD programmes.
- M



" An evaluation of the efficacy of tetravalent rhesus-human Fotavirus
wacoina was ormpleted in Brazil and s lerge trial fnvolving a highet
“dose of the veccine was sterted in Venezusla.

Results of the Veneruela trlal will holp considerably in defining
vhether the tested vaccine has potential as & public health tool.

Inprovements in diarrhoea case managszent in Wortheast Brazil wvsre
identifisd as a major contributor to the redustion of almost 60X in
dlarrhoss portality in {nfants cbservad in the region batween 1980 snd
1990. other potential contributors for the dacling, such &8
{wprovoments in nutricional status, in vater aupply, vaccins coversge
and breastfeeding duration could only account for approximately ons-
third of the observed reduetion. . '

The f£indlngs of this study can be used co advocate with donors and
devaloping country decision mekers the effectiveness of the promotian

of correct dlarrhoes case msnagemeat. :

.

An algorithm for tho msnagenent of persistent diarrhosa in hospitalized
children vas evaluated in a multicentre trial involving 6 countries. .
The overall success xate of this algoritha vas found to be close to

90X,

The slgorithm can now be made available for use, assesssd undsr usual
health facility conditions and Incorporated into NRO and national
programms diarrhosa treatment guidelines.

All Progracms-supported studies on rice-based ORS were completed and
anslyzed. The results confirm that rice-based ORS does not offer amy
advm:::c over WHO-ORS solution in the treatment of non-cholera acute
dlll‘r a. . . . Cola

There 1s no indication to change to rlca-buc&.'dé u the standaxd WEO
recoemended ORS formule. ‘ S R '

S Yoo

The Programae continued to provide information to countries sesking to
achieve zational use of érugs in the management of dlarrboea. 16
countries have nov taken action to ban or xestrict the use of
pasdiatric forms of s mmber of antidiarzhossl érugs. . .
'This Information can bs used to advocate for changes in other
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' AGCOMPLISHMENTS OF THE ART FROGRAJDME TN 1993-1893 AND THETR PROGRAMMATIO
mLICATIOHS- ' . .':".‘ "'_ e :' P : . ER

. By the end of 1993, 37 of the 88 countries with high infant R
3 mortality rates targeted by the Prograune had operational programmes.-
This is an incraase of 13 over ths biennfun. A further 13 have

prepared national plans of operation.

The challange to the prograume ls to ansura implementation of
axisting plans and to increase coverage, which is stiil lowv in most
‘countries. Active technical support to torget countries has bsen
increased with more country end regional steff vorking on ARI. More
funds have been allocated, particularly to Africa where the programme

has most ground to catch up.

«  The WHO four-day course on outpatient management of the child with
ARI was f{ntroduced as the standard course for medical and other
health workers. It is in use in countries in all regions.

An active progrsmme of training of trainers is underway and will be
reinforced. The course is also being made aveilable for use through
NGOs and with the support of other internationsl agencles.

. A training course for Community Health Workers was completed and
: gested in 1992 and is being imtroduced gradually.

In seme countrie;, Communiry Wealth Workers are an essencial link in
the chain of mansgement of the child with pneumonia. This course,
sultably adaptad for each country, will provide the basic training In
ART needed to reduce the fatal delay in obtaining treatment for the

child.

[ Operational manuals for a Housshold Survey and a Health Facility
- Survey vers completed and introduced as standard tools for programne
evaluation. Surveys were done in all reglons. :

Fealth facility surveys provide valuable information on the
effectiveness of national prograzme activitlies, and identify
wesknesses in training, supervision and drug supply. Household
surveys done so far have shoim encouragingly high levals of
understanding and care seeking practice by caretakers and emphasize
the lpportance of ensuring good quality care in the health facilities

to which children are taken.

. The programme has taken active steps through nmeetings, training
sessions end joint activitics in selected countries to increase the
potential for collaboration between Non-governmentsl Organizations
and government health suthorities im f{mplementing AR1 control.

HS
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" fhres technical guidslines wers completed:

‘=0Oxygen therapy for scute zespiraiory infections
{n young childran in devaloping countries®,

epronchodilators and other madications of the
treatnent of vhesze-associated illness in young

children®,

*Managepent of fever in young children vith acute
respiratory infections in daveloping countries®.

These guidselines add to the materials available for technical

training of wedical and health staff. They will provide the basis
for some aspects of the upcoming tralning course for inpatient cas
_management and the eveatusl developaent of material for undergradw

and basic training.

The study on ARI in severely malnourished children has been comple
and showed, inter slia, that the respiratory rate threshold normal
used is somevhat 1less sensitive for the detection of pneuxonia in
gevaraly malnourished children.

This finding confirms the wisdom of the Prograwmses's recommendatio
to refer children with ARI who present vith severe malnutrition. .
finding will be taken into &ccount in franing reccamendations and
guidelines for the integrated management of the sick child.

In the sama study $, pneumoniag and B._influenzae were shown to be
the most common organisms causing bacterial pneumonia in severely

malnourished children (as in well-nourished children) but the
proportion of pneumonia caused by gran-negative organisms and
tuberculosis is higher in severely malnourished children.

These findings further justify the referral to hospital of seversl
malnourishad children with signs of pneumonia. They suggest, .
however, that the choice of antiblotle for inicial therapy can be
for wall-nourished chlldren. L, i

- .

The ARI Focused Ethnographic Study (nsi and'io-ru;ook were complet
after extensive fieldtesting. A mesting in May 1992 sumparized ch
experience in the use of FES datas in nationel programmes.

The FES method is now available to countries to use to obtelin
" information on famlily behaviour related to pneumonia recognition,
cereseeking and treatment &nd to identify appropriate local terms.
This informacion is important for effectlve commnicatlion with

families.
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Preliminary results from oxygen administration studies suggest that
most children hypoxaemic from poeunonie can be adsquntely oxygenate!
with nasal cannulse which are less likely to cause serious
complications than nasopharyngeal csthsters.

These findings support the recoumended use of nasal cannulae for
delivery of oxgen in the creatment of severe pneumonis.

- Laboratory standards veia met by three brands of oxygen concentrato!
and fieldtesting vas initiated in daveloping countries.

The specifications of che three approved oxygen conceatrators have
been included in the widely distributed EPI product information
sheets. They can be recommended as an alternative supply of oxygen

where maintaining a supply of cylinders is & problen.

Tests have been completed on & footpump sud threo nebulizers for th
delivery of bronchodilators.

This equipment ls now _zccomendod for use vhere electric pumps or
gpetared dose inhalers are not practicadble.

A study on the relationship betwoen laboratory resistance to
cotrimoxazole and its clinical efficecy in treating pheumonia was
completed. Despite extensive laboratery resistance, cotrimoxasgole
provided adequate treatment 4{n most children with pneumonia while
failing more often in the treatment of sevare pneumonia.

This finding supports Che recommendation for use of cotrimoxazole {
pneumonia even when there is laboratory evidence of bacterial
resistance. For severe pueuxonia an alternative oral antibiotic
should be used when resistance to cotrimoxazole has been shown in l

laboratory and parenteral tlsrapy is aot possible.

Sevaral simplifications of laboratory procedurss in antimicrobial
susceptibility testing have been developed or evaluated: goats' bl
was found to work as well as sheep or horse blood in cultering
bacteria; transport media for pneumccoccal isolates were improved;
and a sinple lyophilizer (vithout f£reon oOr dry ice) has been testel

These developments facilitate the setting up and maintenance of
adequate laboratory cesting of specimens. :

Four fieldtests of the antinicrobial susceptibility msnual were
‘carried out in Egypt, Pakistan, Thailand snd Viet Nanm.

" Problems and selutions identifiad will help to improva rhe
methodology and its. appllcct.lonn71n other countries.



~ Preliminary results of the pneumonia prevention reviev suggest that

Haemophilus influenzae type b (H(b) and conjugated pneumococeal
vaccines snd control of indoor air pollution could yield large

benefits in the prevention of ARI.

These vaccines should be given high priority in vacclne development

work. The Programe has initiaced studies to explore interventions °
to reduce indeor air pollution. None of the prevantive interventions
reviaved cap .eplece standard case management &8 the primary strategy

" of the Proy.amme for the immedlate future. N

‘A trial of Haemophilus influenzae type b (Hib) vaccine was {nitiated
in early 1993 in the Gambia.

The ‘results of this trial should indicate vhether Hib vaccine can be
of value In the prevention of pnaumonia in developing countries.

Review and meta-analysis of all available fieldtrials on Vitaain A
supplementation suggest no beneficial impact on non-measles-related
pneumonia deaths and suggest inadequate safery data to proceed with
recormendations to supplement infants less than 6 months of age.

Along with the GDD Programme, efforts are being made to test the

safety and efficacy of vitamin A delivered along with vaccinaticns in
the early months of life.
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'ADDITIONAL ACCOMPLISHMENTS OF THE CDR DIVISION IN 1992-1993

‘s°  The CDD and ARI Programmes, in collaboration with 8 other
programmes in WHO headquarters and UNICEF, started to
develop an integrated approach to the menagement of ARI,
diarrhoea, measles, malaria and palnutrition. Treatment
protocols summarized in 4 integrated charts vare worked
out and the first drafts of training modules prepared and
reviewsd. Several research studies were conducted to improve
different aspects of the treatment protocol. Details of
these activities are summarized elsevhere.
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