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ARl CASE MANAGEMENT

Since majority of life threatening pneumonias in develop-
ing countries are bacterial in eticlogy (WHO, 1982), the World
Health Organization (WHOQ} has proposed antimicrobial therapy
in children with cough if there is difficuity in breathing as
manifested by tachypnea and/or chest indrawing, failure to
feed and/or cyanosis (Lucero, et a/, n.d). In a prospective
study undertaken to test the validity of tachypnea >50 per
minute as an indicator of pneumonia based on chest x-ray
infiltrates, tachypnea of >50 per minuta as proposed by the
WHO AR algorithm was a good index of pneumonia, in a
population of children with a pneumonia prevalence of 69%
iTupasi, et &/, nd.}.

However, in another population of 199 children with anly
28% pravalence of pneumonia the sensitivity and positive pre-
victive values were much lower with rates of 45% and 37%,
respectively for tachypnea >40, and 19% and 31%, respec-
.éely, for tachypnea > 50 per minute (Table 5).

Utilizing tachypea of >50 per minute as the only basis for
iritiation of antibiotic therapy would mean that in this popula-
rion with a pneumonia pievalence of 29%, only 6 of 29 (19%}
children with pneumonia will be given antibiotic therapy while
the remaining 23 {81%) will not receive treatment. Conversely,
12 out of 70 {17%] children will be given antibiotics without
actually having pneumonia.

Tachypnea of > 50 per minute can be a valusble tool and
can even replace the chest x-ray in the diagnosis of pneumo-
nia in a chitd with cough in the setting of severely ill children
with a high prevaience of pneumonia such as those seen at
tertiary care hospitals like RITM but was not found applicable
in less severely ill childran such as those seen at the MMC. The
WHO algorithm, however, was meant to be applied in the
community where the cases may even be less severe and
where the prevalence of pneumonia may ba much lower. How-
gver, gneumonic infiltrates are not necessarily bacterial in eticlogy
(Tupasi, et al, nd.). Utlizing radiologic pneumonia without
consideration of etiology as the "gold standard" for validat-
ing RR > 50 per minute as the basis for daciding on antibiotic
treatment may have its limitations. What is crucial to know,
howsvar, is what the outcome of the ilinass is in those children
with cough managed according to these guidelines, particularly
those with radiologic evidence of pneumonia who would not be
given antibiotics because of a respiratory rate of less than 50
per minute. Future studies on the applicability of this clinical

















