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Control of diarrhoeal diseases and 
acute respiratory infections: integrated 

management of the sick child 

Progress report by the Director-General 

This report is prepared in response to resolutions WHA40.34 and WHA44.7, adopted by 
the World Health Assembly in 1987 and 1991，which requested the Director-General to 
keep the Executive Board and the Health Assembly informed of progress in 
implementation of the programmes for the control of diarrhoeal diseases and acute 
respiratory infections. As the work of these two programmes was reviewed in detail by the 
Executive Board in 1993，this report focuses on the subsequent movement of the two 
programmes towards integration of their activities at global, regional and country levels. It 
describes the rationale and progress of joint efforts with UNICEF and other W H O 
programmes in producing guidelines, training materials and other instruments for the 
integrated management of the sick child. 

The Executive Board, having considered an earlier version of this report at its ninety-fifth 
session, recommended to the Health Assembly in its resolution EB95.R11 the adoption of 
a resolution. 
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I. GLOBAL EPIDEMIOLOGICAL SITUATION 

1. Almost all developing countries have reported reductions in child mortality in the last 10 years. The 

United Nations estimates1 that 13.3 million children under five years of age died in the developing world 

in 1985，and 12.2 million died in 1993. This represents a decrease from 117 deaths per 1000 live births in 

1985 to 97 in 1993，a 17% decrease (Figure 1). 

2. Progress in the control of acute respiratory infections and, particularly, measles and diarrhoeal diseases 

has certainly contributed to the global decline of childhood mortality. However, WHO estimates of child 

deaths in developing countries in 1993 show that acute respiratory infections and diarrhoeal diseases remain 

the largest contributors (Figure 2) followed by malaria, measles and malnutrition. Together, these five 

conditions cause nearly three-quarters of deaths in children under five years of age. 

3. Acute respiratory infections are the first cause of mortality in children worldwide, causing one-third 

of child deaths in 1993 (4.11 million). Most deaths from acute respiratory infections are due to bacterial 

pneumonia. 

4. Some 3 million diarrhoeal disease episodes resulted in death in 1993. Globally, 50% of these deaths 

were due to acute watery diarrhoea, 35% to persistent diarrhoea and 15% to dysentery. About 80% of deaths 

occur in the first two years of life. Malnutrition is associated with repeated or persistent diarrhoea. 

5. Although acute respiratory infections and diarrhoea are the diseases most commonly associated with 

death in children under five, they often occur in conjunction with other diseases. Measles and malaria are 

estimated to be associated with 9.5% and 7.7% of childhood deaths respectively. Malnutrition is estimated 

to be associated with 29% of all childhood deaths. 

6. Acute respiratory infections and diarrhoeal diseases together account for 60%-70% of visits of sick 

children to health facilities in most developing countries. When measles and malaria are added, the 

proportion is even higher. Each episode of infection contributes to malnutrition; when episodes of infection 

are prolonged their negative impact on growth is increased. 

7. Low birth weight, suboptimal breast-feeding practices, protein-calorie malnutrition and maternal 

behaviour influencing child care are important risk factors associated with increased incidence and severity 

of these diseases. HIV infection is an additional risk factor. The most important environmental risk factors 

are indoor air pollution for pneumonia and inadequate water supply and sanitation for diarrhoeal diseases. 

II. PROGRESS IN CONTROL OF DIARRHOEA AND ACUTE RESPIRATORY INFECTIONS 

8. By the end of 1994 virtually all developing countries had implemented plans of action for diarrhoeal 

disease control in children: 42% of health staff with supervisory responsibilities in these countries had been 

trained in supervisory skills using training materials developed by the WHO programme for control of 

diarrhoeal diseases, and almost 30% of doctors and other health workers had been trained in diarrhoea case 

management, many of them in the 420 diarrhoea training units established in 90 countries. 

9. At the end of 1994，the status of WHO/UNICEF indicators for monitoring global efforts for the control 

of diarrhoeal diseases and the targets for 1995 and 2000 was as follows: an estimated 80% of the population 

in the developing world had access to oral rehydration salts (ORS); around 88% of mothers knew the need 

for continued feeding for children with diarrhoea and 77% knew the need for increased fluids (however, only 

United Nations. World Population Prospects. 1992 Revision. 
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around 25% knew when to seek care); 43% of epiisodes of diarrhoea were treated with oral rehydration 

therapy (increased fluids) and continued feeding. 

10. By the end of 1994，78 developing countries had reported the implementation of operational 

programmes for the control of acute respiratory infections applying the standard case management strategy; 

19 of these countries reported activities throughout the primary health care system. When programme targets 

were established in 1989，88 countries with infant mortality rates exceeding 40 per 1000 live births were 

identified as target countries, 59 of these had operational programmes by the end of 1994. 

11. Four process indicators were chosen by WHO and UNICEF to monitor global efforts to control acute 

respiratory infections: (i) maternal knowledge of when to seek care for a child with an acute respiratory 

infection; (ii) maternal care-seeking for acute respiratory infections needing assessment; (iii) health facility 

case management capability for child pneumonia; and (iv) adequate pneumonia case management at health 

facilities. Reliable information on the global levels of these indicators is not yet available. Targets for them 

will be set in 1995. 

12. The common operation of the programmes for acute respiratory infections (ARI) and control of 

diarrhoeal diseases (CDD) at WHO headquarters within the Division of Diarrhoeal and Acute Respiratory 

Disease Control (CDR) has facilitated the harmonization of strategies, policies and approaches, leading to 

combined activities and, eventually, to the development of an integrated approach to case management of the 

sick child, which is described below. While many aspects of support to national programmes and evaluation 

of progress towards global targets remain separate, ARI and CDD research and development activities have 

been coordinated since the beginning of 1994 by joint headquarters working groups. 

13. The regional offices are responsible for all cooperation with countries in the planning, implementation 

and evaluation of ARI and CDD programmes. Except in the European Region, each regional office has full-

time regional advisers for each programme. The advisers are supported by one technical officer in four 

regions and by two associate professional officers in another region. In Africa, two ARI/CDD subregional 

medical officers collaborate with the regional advisers. The European Region has been assigned a United 

Nations volunteer to coordinate activities in both areas in eastern Europe and central Asia. 

14. Detailed information on programme activities is not provided in this report, as both programmes were 

reviewed in detail by the Executive Board in 1993. Since then, efforts have been made to integrate the 

activities of the two programmes and to link them with other components of primary health care. 

15. All CDR professional staff at country level deal with both ARI and CDD programmes; there are six 

CDR country medical officers and 14 associate professional officers. 

16. Many opportunities have been exploited to encourage and support combined CDD and ARI activities 

at country level in response to requests for technical cooperation. These have included combined programme 

management courses, clinical training courses, and planning and evaluation activities. Countries have 

conducted such combined activities. 

17. One preventive activity of relevance to both programmes is the promotion of breast-feeding. CDR has 

cooperated with 11 countries to introduce the training course on breast-feeding counselling completed by the 

programme for control of diarrhoeal diseases in 1992-1993. Research and development activities have 

addressed a number of aspects of infant and young child feeding pertinent to the prevention and management 

of childhood illness. 
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III. INTEGRATED MANAGEMENT OF THE SICK CHILD 

Rationale 

18. The ARI and CDD programme activities are essential to achieve goal 3 of the WHO Ninth General 

Programme of Work, 1996-2001: "to ensure survival and healthy development of children". Reductions in 

mortality from acute respiratory infections and diarrhoeal diseases are a prerequisite for the achievement of 

targets 3.1，"the infant mortality rate will not exceed 50 per 1000 live births", and 3.2，"the mortality rate 

among children under five years of age will not exceed 70 per 1000 live births". However, there is a growing 

consensus that these goals and targets would be achieved more rapidly and at lower cost if all major causes 

of childhood illness and death were approached in an integrated way. 

19. Such an approach has been developed by WHO in collaboration with UNICEF. It is referred to as 

"integrated management of the sick child". Among the reasons that this approach has received strong initial 

support are the following: 

- I t addresses major health problems. Pneumonia, diarrhoea, measles, malaria and malnutrition 

together account for seven out of 10 of the 33 000 deaths that occur daily among the children of the 

developing world. 

- I t responds to a demand. Every day millions of parents take their children for care to hospitals and 

health centres, pharmacists and community health care providers. At least three out of four of these 

sick children are suffering one of the five conditions listed above, many of them from two or more 

at the same time. 

二 It can be expected to have a significant impact on health status. The World Bank World 
development report, 1993: Investing in health identified management of the sick child as the 

intervention likely to have the greatest impact on the global burden of disease, potentially averting 

14% of that burden in low-income countries, or more than twice the amount averted by the next 

most effective intervention, childhood immunization. 

- I t is cost-effective. The same World Bank report ranked management of the sick child among the 

10 most cost-effective interventions in both low- and middle-income countries. 

- I t can lead to cost savings. Inappropriate management of childhood disease is wasteful of scarce 

resources, for example, intravenous fluids and antibiotics. Control programmes specific to a single 

disease have been effective but can be inefficient because of duplication of effort. The proposed 

integrated approach addresses both of these concerns and should result eventually in cost savings 

although an initial increased investment will be needed for planning, organization and training. 

- It improves equity. Virtually all children in the developed world and most well-off children in the 

developing world have ready access to the simple affordable treatments needed to protect them from 

death due to the five conditions listed above. However, most children in the developing world do 

not have access to this essential life-saving care. Given that this is one aspect of inequity that can 

be tackled immediately, with proven, inexpensive interventions, steps should be taken to do so as 

a matter of urgency. 

- I t addresses prevention as well as cure. While management of the sick child focuses on treatment, 

it also provides the opportunity for and emphasizes the two most important preventive interventions 

for child health: immunization and improved nutrition, especially breast-feeding. 
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20. At the service delivery level, health workers are already dealing with children with a range of health 

problems. They can be supported to do this in a more effective and efficient manner. CDD and ARI 

programme implementation in most developing countries has laid the foundations for support to an integrated 

approach. 

21. As in the CDD and ARI programmes, the primary objective of the integrated management of the sick 

child is to reduce childhood mortality. Secondary objectives are to reduce costs associated with inappropriate 

use of antimicrobials and other medicines and to reduce complications and sequelae of the major childhood 

illnesses. Complementary efforts will be required to reduce the incidence of these illnesses, applying new 

proven interventions as they become available. 

Activities to date 

22. In June 1992，WHO established an informal working group on integrated management of the sick child 

under the coordination of the Division of Diarrhoeal and Acute Respiratory Disease Control. Ten 

programmes and units are participating in the working group.1 UNICEF has also been collaborating in this 

endeavour from its initiation. By early 1994，the working group had produced clinical guidelines for case 

management at first-level facilities and consolidated them into four treatment charts. 

23. These treatment charts provide the technical basis for a training course entitled "Management of 

childhood illness". The course comprises six modules, two video films, three guides for instructors, an 

exercise using still photographs, mothers' counselling cards and an adaptation guide. The course was tested 

in Gondar, Ethiopia, in July 1994，and this was followed by observation of participants' performance at work 

immediately after the course. The revised course was field-tested in the United Republic of Tanzania in 

March 1995. It is expected that the course will be available for use by countries by mid-1995. 

24. Initial developmental work on this project identified a number of specific research questions. The 

Division of Diarrhoeal and Acute Respiratory Disease Control (CDR) has devoted a portion of its research 

budget to their investigation. A number of the questions relate to the detection and management of malaria 

and anaemia. The WHO Special Programme for Research and Training in Tropical Diseases has established 

a Task Force on the Sick Child: Malaria, to coordinate and support research aimed at resolving these and 

future research issues. Three consultative meetings of experts have been held to discuss collaboration in 

research and development In 1993，the Expanded Programme on Immunization convened, with CDR, a 

meeting on research issues related to the clinical management of measles. Research priorities have been 

defined. 

Plans and resources 

25. Improved case management at first-level health facilities should lead to a significant reduction of child 

mortality. A further reduction in mortality can be achieved by providing effective care for children with 

severe disease referred to hospitals. Guidelines for integrated inpatient care are being developed and will 

form the basis of a training course on inpatient management of the sick child designed for doctors and other 

senior health workers at small hospitals. 

26. While case management training by itself will be of some benefit, other managerial activities are 

essential for effective implementation. Developmental work has also started on other components: methods 

for monitoring and improving case management at first-level facilities, training in drug supply management 

1 WHO divisions，programmes and units involved: Division of Diarrhoeal and Acute Respiratory Disease Control; 
Division of Communicable Diseases; Division of Control of Tropical Diseases; Action Programme on Essential Drugs; 
Global Programme for Vaccines and Immunization; Maternal and Child Health and Family Planning; Nutrition; Oral 
Health; Programme for the Prevention of Blindness; Special Programme for Research and Training in Tropical Diseases. 
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at health centres, and guidelines for selecting and developing interventions to change families' behaviour in 
relation to childhood illness. Other planned supporting materials include a planning guide, a programme 
management course, and programme evaluation manuals. All of these instruments will build on experience 
gained with similar tools in the CDD and ARI programmes and others. 

27. In 1995-1996, it is expected that many countries will start to use the available materials on integrated 

management of the sick child. WHO will not be able to provide technical cooperation to all of these 

countries, but will work with a small number to monitor their experience very closely. The materials will 

be revised on the basis of this experience. 

28. WHO and UNICEF will increase efforts to secure the participation of academic institutions, 
collaborating agencies and nongovernmental organizations in the research and development process, and in 
support of the implementation of related activities in countries. Interested agencies will be encouraged to 
participate in formulation of policies, planning and implementation at country level. 

29. To date, resources available for support to research on and development of the integrated management 
of the sick child have been limited. They have been drawn very largely from resources available to the CDD 
and ARI programmes, with consequent reduction in other activities. The Special Programme for Research 
and Training in Tropical Diseases has also contributed financially to research and development activities as, 
to a lesser extent, have other WHO programmes. Continued progress of the initiative will be dependent on 
mobilization of sustainable financial resources. During the transition period towards a programme oriented 
to the integrated approach, such resources should be additional to the support required for ARI and CDD 
programmes at global, regional and country levels. 

30. Most countries and international development and donor agencies have expressed an interest in this 
important new initiative. This approach is timely in many countries where health system reform is in 
progress. It provides an opportunity for collaboration with agencies previously unwilling to support 
programmes specific to a single disease. 

IV. MATTERS FOR THE PARTICULAR ATTENTION OF THE HEALTH ASSEMBLY 

31. The Executive Board, when it considered this item at its ninety-fifth session, noted that WHO had 

pioneered research on and the development of guidelines and training materials for integrated case 

management of major childhood illness at first-level health facilities and urged the strengthening of health 

systems mechanisms in order to provide a solid basis for the integrated management of the sick child. The 

Health Assembly is invited to consider the resolution recommended by the Executive Board in its resolution 

EB95.R11 (see document EB95/1995/REC/1) in support of activities to strengthen the integrated management 

of the sick child. 



FIGURE 1. MORTALITY, ALL CAUSES, IN CHILDREN UNDER FIVE YEARS OF AGE 
PER 1000 LIVE BIRTHS IN THE DEVELOPING WORLD (1985-1993) 
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FIGURE 2. DISTRIBUTION OF 12.2 MILLION DEATHS AMONG CHILDREN 
UNDER FIVE YEARS OF AGE IN ALL DEVELOPING COUNTRIES, BY CAUSE, 1993 
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TOTAL PROPORTION OF DEATHS 

ASSOCIATED WITH: 

-acute respiratory infection (ARI) 33.7% 
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-malar ia 7.7% 

-meas les 9.5% 

- a n y of these five conditions 71.0% 


