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1. TNTRODUCTION

Representatives of 25 governments - elected members of the Joint Coordinating Beard
(JCB) - and of the three co-sponsoring agencies of the Special Programme for Research and
Training in Tropical Diseases (TDR), met as JCB(13) at WHO headquarters, Ceneva, on
26 and 27 June 1990, Representatives of 13 govermments and 13 organizations participated
in the session as official observers. The JCB members and observers participating in the
sesgion and the names of their representatives are listed in Ammex 1 [document
TDRAICB(13)/90.2 Rev.1].

The session was opened by Dr R, H. Henderzon, Assistant Director-Genersl of WHO and
Special Programme Coordinator, on behalf of Dr H. Nakajima, Director-Genersl of WHO. A
summary of his statement te JCB(1l3}) is contained in Annex 2.

The Chairman of JCB(13) was Professor A. §. Muller, Professor of Tropical Health,
lniversity of Amsterdam and Director, Department of Tropical Hygiene, Reyal Trepical
Tnstitute, Amsterdam, Netherlands, who had been elected in 1989 as Chairman of the Bosrd
for two years, for JCB(12) and JCB(12). JCBE(13)} elected Dr K. Kere, Director, Medical
Rescarch and Training Institute, Ministry of Health and Medical Services, Honiara,
Solomon Islands, as Vice-Chairman until its Fourteenth Session in 1991.

The Roard adopted the Agenda attached as Annex 3 [document TDR/JCE(13)/90.1
Rav.1]

JCB(13) approved the Report of the Twelfth Session of the Jeint Coordinaling
Board [document TDR/JCB(12)/8%.3].

z. THR IN THE 1990s

JCR(13) considered the challenges facing the Programme with regard to setting
priorities in the 1990s, based on the background document on TDR in the 1990c [document
TOR/JCE(13)/90.5, attached as Annex 4]. The five key issues for consideration by the
Board were:

(1) priorities among TDR target disease and trans-disease areas);
(ii} the relative emphasisz among basic research, product development and
operational {or health systems) research,
(iii) priorities for research and development/product development;
(iv) the establishment eof a Product Development Unit within TDR [outlined in

document TDR/JCB{13}/90.12];: and

(v} approaches and priorities for research capability strengthening, including the
Study of TDR Research Training Grants.

The Board received an overview of the main issues for the future by Dr T. Godzl,
Director TDR. & summary of Dr Godal’'s ecomments is centained in Annex 3.

o



TDR/JCB{13}/90.3
page 3

In addition, JCB{l3) examined the Report of the Twelfth Meeting of the Scientifiec
and Technical Advisory Committee (STAC) (decument TDR/STAC-12/90.3), and the challenges
facing STAC in setting priorities for the 19%0s, which were intreduced by
Professor B. R. Bloom, Chairman STAC. A summary of Professor Bloom's statement is
included in Annex 5.

The Board also received a presentation on the Report of the Commission on Health
Research for Development and its implications for TDR, by Professor E. Ezzat, member of
the Commission and Dean of the Faculty of Medicine, Suez Canal University, Ismailia,
Egypt. A summary of the Commission’s findings and recommendations, amd their
implications for TDR's activities as presented by Professor Ezzat, is contained in
Annex 6,

The Board received techniecal presentations on four themes relating to TDR in the
1890s - basic research, preduct development, behavicural and operational research, and
ctyengthening developing countyy capacities. Summaries of the presentations as listed
below are contained in Annex 7.

Fresentation Presenter

The role of TDR in basic research Dr €. M. Morel, Head, Department of Blochemistry
aud Molecular Biolegy, Oswalde Cruz Institute,
Oswaldo Cruz Foundation, Rie de Janeiro, Brazil:
Chairman of the TDR Research Strengthening Group

The role of TDR in product development Dr P. Reeve, former Executive Vice-President,
Research and Development, Invitren Corporation,
Redwood City, California, United States of

america
The role of TDR in behavioural and Dr M. A. Lansang, Head, Department of
operational research Epidemiology and Blostatistics, Research

Institute for Tropical Medicine, Metro Manila,
Philippines; currently Coordinater of the TDR
Programme on Fleld Research Networls in Asia

Research capabllity strengthening Professor M, B, Concepcion, Professor of
in health-related social sciences: Demegraphy, Pepulation Institute, University
challenges for TDR of the Philippines, Diliman, Quezon City, Metro

Manila, Philippines

In connection with its discussion on strengthening developing country eapacities,
the Board reviewed TDR's training activities and their impact on research capability
strengthening. In 1988, JCB(ll) had requested that an analysis be carried out of TDR's
training activities and their impact on research capability strengthening for
presentation to JCB(13). As a result of this request, a study had been made on TDR's
research training grants [contained in document TDR/JCB(13)/90.6]. DbDr J. Hashmi,
Responsible Officer for Research Capability Strengthening, TDR, presented the major
findings of the study and described the recent policy changes which had affected TDR's
research training activities. A summary of Dr Hashmi’s remarks is included in Anpex 7.

Following the presentaticns, Mr V., Rajapgopalan, Vice President for Sector Polliey
and Research, The World Bank, Washington, D.C., USA, made a statement on behalf of the
World Bank., A summary of Mr Rajagopalan’s statement is included in Anpex 7.

JCB(13) made the following comments on the five key issues for TDR in the 1990s and
on general issues:

2.1 Priorities Amony TDR Tarpget Disease and Trans-digease Areas:

2.1.1 Agreed with the current priorities among TDR target disecase and trans-disease
areas; specifically endorsed the high priority given to malaria; and agreed that
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research and development work being carried out outside the Programme on the target
disesses was an important consideration to be kept im mind in setting the Programme’s
priority activities.

2.1.2 Re-emphasized the importance of social and economic research activities and the
need for adequate support of this component.

2.1.3 Noted the close affinity between leprosy and tuberculesis, and urged WHO to
explore, through closer collaboration between the relevant programmes, possaibilities for
the development of drugs, other control tools and operational rezearch towards the
cont.rel of both diseases.

2.2 The Research Spectrum:

2.2.1 Recognized that the research process was a continuum from basic research to product
development and operational (or health systems) research.

2.2.2 Agreed that basie research should continue to receive adequate attention within the
Programme, and expressed strong support for greater involvement of TDR in operatienal
rescarch on the target diseases, including economic aspects of disease control toels.

2.2.3 Encouraged close collaboration, particularly in relation te operational (or health
systems) research, between TDR and the newly established Division of Control of Tropical
Digeases, other relevant WHO programmes, the WHO Regional Offices, and relevant agencies,
including nongoverrmental erganizations.

2.3 Priorities for Researeh and Development/Product Development:

2.3.1 Stressed that attention should be given to those products and lines of research
mostly likely to be successful and most urpgently needed for disease contrel, and which
could be applled in a sustainable way.

2.3.2 Endorzed the list of prierities for research and development/product development
but requested that new diagnostic tools for malaria be included; and noted that this
list would continucusly change in the light of further developmentz., (The revised list
of priorities iz included in Annex 4 - Table 3 on page 35.)

2.3.3 Requested the Programme to exploit all possible opportunitiesz for the novel use of
existing drugs.

2.4 Product Development Unit (PDU):

2.4.1 Agreed on the establishment of a Product Development Unit within TDR, based on
exlsting rescurces, and neted that detailed proposals for the Unit would be contained in
the proposzed Programme budget for the 1992-1993 biennium.

2. 4.2 Stregsed that the activities and products selected for the priority attention of
the Unit would be determined by TDR's existing mechanismsz for establishing priorities and
approving activities for the Programme az a whole,

2.4.3 Noted that the PDU would facilitate and stimulate increased collaboration with
industry and would assist in bridging gaps in the develepment of preoducts which were of
crucial importance for tropical disease control.

2.4 4 Emphasized the need to promote product development in the developing countries.

2.4_.5 Noted that TDR's product development activities would continue to be guided by the
policy of the World Health Organization with regard to intellectual property rights and
collaboration with the private sector, and that special attention would continue to he
paid to the pretection of the public interest.
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2.4.6 Urged close collaboration between the FDU and the Division of Drug Management and
Policies, and other relevant programmes in WHO.

2,4.7 Noted that the PDU could provide potential for innovative funding of specific
stages of product development, in collaboratien with contributaers including theix
bllateral assistance programmes.

2.5 RBesearch Capability Strengthening:

2.5.1 Emphasized the need for appropriate geographical distribution of institution
strengthening and training activities.

2.5.2 Requested that a policy paper on the Programme's research capability strengthening
activities be presented to JCB(14) in 1991, and should include details on the-

(1) balance and linkages between institution strengthening and training
activitias;

(ii) strategy with regard to the least developed countries, including the
FIELDLINCS programme, with a view to strengthening support to rhese countries:

(iii) comparison of costs of training in the developed and developing world; and
urged that greater efforts be made for training to take place in the developing countries
with enly short periods sbroad to acquire the specialized skills not available in these
countries;

{iv) mamber of female trainees: and urged that greater efforts be made to increase
their number;

(v) priorities in respect of the level of training supported by TDR; and

(vi) assistance to developing country researchers to prepare and present sound
research propesals for funding; and urged strengthening of rhis assistance.

2.6 General Issues:

2.6.1 In view of the many challenges facing TDR in the 1990=s, recognized that the
Programme eould not aim at invelving itself in all the possible research issues relevant
to tropical disease contrel; apart from being a doer, TDR should capitalize on its role
as a catalyst and a coordinator.

2.6.2 Srressed the need for TDR to pay greater attentiom to the priorities of the
disease-endemic countries, and recognized rhat at the same time these countries should
play a crucial reole In ensuring the application of the tools developed with TDR suppert.
A true partnership and constant dialogue between TDR and the disease-endemic countries
were of the greatest importance.

2.6.3 Suggested that Master’s of Public Health graduates be involved in secial science
activities, and emphasized that zocial scientists should be involved at an early stage of
project planning.

2.6.4 Welcomed the establishment of the WHO DPivision of Control of Tropical Diseases
which would facilitate TDR's collaboration with rhe relevant health services oriented
activities within WHO,

2.6.5 Recognized that operational (or health systems) research and secial and economic
regearch were not unique to TDR and were of concernm te other WHO programmes, and stressed
the importance of collaboration among the various programmes Invelved in such research.

2.6.6 Welcomed the opportunity to contribute to determining the Programme's priorities
for the 1990s. Looked forward te receiving next year details of the review by STAC of
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TDR's research and development components in relation te the distribution of resources,
and the proposed plan of action and Programme budget for the 1992-1993 biennium, in the
preparation of which the views expressed by the JCB would be taken into account.

2.6.7 Expressed its appreciation of the work and recommendations of the Commission on
Health Research for Development and its gratitude te Professor E. Ezzat for her
presentation to the JCB of the Commission’s reperc., Nocted the significance of the
Commission’s findings for TDR and the contribution which the Programme could make towards
implementing the recommendations of the Commission.

?.6.8 Expressed lts appreciation of the presentations by Director TDR and the Chalrman of
the Scientifie and Technical Advisory Committee on TDR in the 1990s, and the
presentations on basic research, product development, behavioural and eperational
research, and research ecapability strengthening.

3. REPORT OF THE STANDING COMMITTEE

The Board reviewed the issues raised in the Report of the Standing Committee
[document TDR/JCB(13),/90.4].

JCR(13):

(i) Agreod that the Programme could accept contributions in non-corvertible
currencies, provided these did mot replace contributions to TDR in cenvertible currencies
and were subject to prior agreement betwsen WHO and the govermment of the country
concerned. 1In the event that it would not be possible for WHO to accommodate a proposed
contribution, a similar arrangement would be discussed with the United Nations
Development Programme .

(ii) Re-emphasized that parallel funding arrangements must he bazed on TDR's
priorities.
(iii)} Emphasized the importance of TDR's Commmications activities and the need to

produce information tailered to the requirements of the various sudiences, including in
appropriate languages.

{iv) Welcomed the discussien on TDR at the WHO Executive Board and the World Health
Asscubly and encouraged greater use of the Health Assembly as a forum for presentation of
the Programme’s progress in non-budget years, [The resolution adopted by the
Forty-third World Health Assembly on Tropleal Disease Research (decument WHA43.18) is
included in Annex 2.]

() Agreed, in principle, on the new mode of eollaboration with the Onchocerciasis
Control Programme in West Africa concerning research for a macrefilaricide, and requested
that specific proposals on the mechanisms for collaboration, including the financial
implications, be presented to JCB(l4) for approval.

0. FINANCIAL MATTERS
4.1 Opinion of the External Au WHO and Financial Repeg or the 1988-1989
Biennium

Following their introeductinn by Dr P. Ladouceur, Responsible Officer for Programme
Management, TDR, the Board reviewed and accepted the Opinlen of the External Auditor
of the World Health Organization and the Status of Funds Statement for the Trust Fund for
the Special Programme for Research and Training in Tropical Diseases as at
31 December 1%8% [document TDR/JCB(12)/90.7] and the Financial Report for the 1988-1989
Biennium [document TDR/JCB(13)/90.83.

Details on the Programme's financial status in 1%88-1989 are contained In Annex 8,
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] i a]l Statue in t -1891 Biennium nancial Raguire and
Fros or the 1992-.199 ennium

The Board received details of the actual financial status in the 1988-1989
bienniwm, the estimated financial status in the 1990-1991 biennium and forecasts for
1992-1993, contained in Annex 8 and in document TDR/JCB(13)/90.9. Based on the
Secretariat's assessmant of contributions expected during the eurrent biennium, there
would be g gap of USS 1.75 million in the funds required to meet the level of the
approved Programme budget of US$ 72.9 million for 1990-1991. TDR was in fact currently
operating on the basis of a working budget of US$ 1.75 million less than the approved
budget. The estimated cleosing balance at the end of the current biemmium was
Us$ 1 million, compared to the opening balance of US§ 8.2 million, This low closing
balance would have a major impact on the total estimated funds available in the 1992-1993
biennium,

The Board reviewed three scenarios for the Programme's fimancial status in
1992.1993, as shown in Annex 8. On the assumptien that contributions would remain ar the
same level as in the current biermium, including meeting the "funding gap" of
U5% 1.75 milljien, and with interast and other income totalling US$ 3 million, the toral
estimated funds available to TDR in 1992-1993 would be US$ 66.8 million. The Programme
hed to allow for s minimum closing balance of US$ 1 million, Taking these factors into
account, the three scenarios for the 1992-1993 budget were:

(i) a budget level of USS 65.8 millien - would not create & "funding gap" but
would represent a decrease of US{ 7.1 million (9.8%) from the approved budget of
U8% 72.9 million for the 1990-1991 biennium;

(11D a budget level of US5 73 million - the same level as the 1990-1991 budger -
would ereate a "funding gap" of US§ 7.2 million; and

(111}  a budget level of US$ 78 million - represénting an increase of 6.9% over the
level of the 1990-1991 budget - would create a "funding gap" of US§ 12.2 million.

A proposed plan of actien and Programme budget for the 1992-19%93 biennium would be
presented to JCB(l4) in 1991.

Financial contributers were invited to take inte acecount the Programme's
anticipated financial requirements in 1992-1993 when considering the level of their
future contributions to TDR.

The Board noted the estimated financial status for the current biennium and the
forecasts for the 1992-1993 biennjum. Sixteen JCB partlcipants indicated continued
financial support for the Programme.

3. SELECTION OF ONE MEMBER OF THE JCB ACCORDING TO PARAGRAPH 2.2.3 OF THE MEMORANDUM
OF UNDERSTANDING

JCB{13) followed the selection procedures established during 1ts previous sessions
and adhered to the 60-day deadline for the receipt of applications for JCB membership
under paragraph 2,2,3 of the Memorandum of Understanding. The Board selected the
Covernment of Nigeria for JCB membership for a period of three years from
1 January 1991.

The list of members of the Joint Coordinating Board as of 1 January 1991 is
attached as Annex 9.

6, MEMBERSHIP OF THE SCIENTIFIC AND TECHNICAL ADVISORY COMMITTEE
JCB(13) endorsed the proposed memberzhip of the Scientific and Techmical Advisory

Committee as of 1 Jamuary 1991, attached as Annex 10. The Board requested that in
future more female scientists be considered for inclusion in the Committee.
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7. DATE AND PLACE OQF THE FOURTEENTH SESSIQN OF THE JCB

) JCR(13) decided that, in principle, the Fourteerﬁ:tgfstéfs%ipn .o‘j?:rhé#jdéint f:"*" D ataE
Coordinating Board would tske place at WHO headquarters, Géneva Switzé%lﬂnd, fxom thaf s
afterncon of Monday 24 June to Wednesday 26 June 1991.

e

The Board requested the Standing Commirtee o examine the pezsibility of changing
the timing of the JCB zessions as there were many other important international meetings
taking place in June each year.

8. CLOSURE OF THE SESSION

On behalf of the JCB, the Chairman thanked the TDR Secretariat for the opportunity
to comment now on the Programme's future activities in the 1990z which had prepared the
Board for its review next year of the proposed plan of actiem and Programme budget for
the 1992-1993 biennium. The Board was pleased with the Programme's progress and had
appreciated the presentations made to JCBE(13) by the scientists, the Chairman of the
Sclentific and Technical Advisory GCommittee and the Programme Director. The Chairman
thanked the JCB participants for their cooperatien, the suppert staff for thelr excellent
preparation of the szession and the interpreters for their valuable econtribution,

The JCB participants expreszszed their gratitude to Professor Muller for his
excellent chairmanship of the Board over the past two yeats.
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WHO headqua s, Geneva, 26 a 27 Ju 1990
Executive Boar oom TDR/JCB{13)/90.2 Rev.l

LIST OF PARTICTIPANTS

BELGITM

Mensieur le Docteur Jean BURKE, Conseiller aupres de l'Administration genérale de la
Coopération au Développement, Bruxelles

Monsieur Mare GEDOPT, Premier Secrétaire, Miszsion permenente de la Belgique auprés de
1'0ffice des Natioms Unies et des Institutions spécialisées & Genéve

BRAZIL

No repregentative able to attend

CANADA

Mr Martin SOUTTER, Deputy Dirsetor General, Mulrilateral Technical Cooperation Division,
Canadian International Development Agenicy (GIDA)Y, Hull

Dr Jean R. LARIVIERE, Senior Medical Advisoy, Division of International Health Affajirs,

Intergovernmental and International Affairs Branch, Department of National Health and
Welfare, Qttawa

Dr 5. SIMON, Direetor, Health Division, Professional Services Branch, Cansdian
International Development Agency (GIDA)Y, Hull

Mr Philip M. MACKINNON, Counsellor, Permanent Mission of Canada te the United Nations
Office and Internatienal Organizations at Geneva

CHINA

Mr LI Qingxiu, Deputy Head, Division of International Organizations, Department of
Foreign affairs, Ministry of Public Health, Beijing '

DENMARE

Ms Birte POULSEN, Head of Division DM.II1, Danish International Development Apency
(DANIDA), Ministry of Foreign Affairs, GCopenhagen

Dr Jern HELDRUP, Health Advisey, Technical Advisory Division, Danish Interpatiocnal
Development Agency (DANIDA), Ministry of Foreign Affairs, Copenhagen

FRANCE

Madame le Docteur Colette ROURE, Congeiller technique, Bureau des Maladjes
transmisgibles, Direction générale de la Santé, Ministére de la Solidaritéd, de la Sancé
et de la Protectiom sociale, Paris

Mensieur le Docteur Denis MREJEN, Chef du Bureau de la Coopération sanitaire en Afrique
de 1'0Ouest et Petites Antilles, Direction du Développement, Ministére de la Coopération
et du Développement, Paris
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GERMANY . FEDERAI _RBEPURT.IC QF

Mr Horst MULLERS, Asslstant Head, Health Section, Federal Ministry for Economic
Cooperation, Bonn

Dr Alfraed MERKLE, Daputy Chief, Department of Health, Population and Nutritien, German
Agency for Techniecal Cooperation, Eschborn

Profegsor Dietyich W, BUTTNER, Head, Department of Helminthology, Bernhard-Necht-
Inzstitute for Tropiecal Medicine, Hamburg

INDTA

Mr Jagannathan VASUDEVAN, Joint Secretary, Ministry of Health and Family Welfare,
Government of India, New Delhi

Dr Thomas VERGHESE, Director, Natieonal Institute of Communicable Diseases, New Dalhi
INDONESIA

Dr Sumarme P. SOEDARMO, Head, MNational Institute of Health Regearch and Development,
Ministry of Health, Jakarta

1SRAEL

Frofeszzsor Dan MICHAELI, Director General, Tel Aviv-Elias Sourasky Medical Center,
Tel Aviv

MEXICO

Dr Felipe MOTA, Goordinator, National Programme of Diarrhoeal Digease Control, and Head,
Oral Hydration Service, Children's Hespital of Mexice, México, D.F.

MYANMAR,

Professor MAY-MAY-YI, Directer-General, Department of Medical Regearch, Ministry of
Health, Yangon

NETHERILANDS

Mr Karel P, M, DE BEER, Head, UN - Aid Seetion, Multilateral Development Cooparation
Department, Ministry of Forelgn Affalrs, The Hague

Professor Alexander 5. MULLER, Professor of Tropical Health, University of Amsterdam, and
Director, Department of Tropical Hygienme, Royal Tropical Institute, Amsterdam

NTCARAGIUIA

Morigieur le Doecteur Jaime ESPINOSA, Ministére de la Santé, Managua

Mrs Myrna MONCADA, Third Secretary, Permanent Mission of Nicaragus to the United Natlons
Office and other Internatienal Organizations at Geneva

NIGERTA

Dr Gabisfu A, WILLIAMS, Director, Disease Gontrol and Internmational Health, Federal
Ministry of Health, Ikoyi, Lagos

HORWAY

Dr Idunn EIDHEIM, Head of Section, Norweglan Directorate of Health, Oslo
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NORWAY {continued)

Professor Bjarnea BJORVATIN, Professor of Medlcine, Chairman, Institute of Interpaticnal
Health, University of Bergen, Haukeland Hospital, Bergen

EWAND

Mongieur le Docteur Augustin NTILIVAMUNDA, Directeur général de 1'Epidémiclogie et de
1'Hygisne publique, Ministére de la Santé publigque et des Affaires sociales, Kigali

SAQ0 TOME AND PRINCIFE

Monzieur le Docteur Fernanda DA CONCEIQKD SILVEIRA, Coordomnateur national du Propgramme
de Lutte contre le Paludisme et les autres Endémies, et Responsable adjeint du
Programme de Lutte contre le SIDA, Ministére de la Santé, Sao Tomé

SO0LOMON ISTANDS

Dr Nathan KERE, Director, Medical Research and Training Institute, Ministry of Health and
Medical Servicesz, Honiara

SOMALTA

Dr Ahmed 5. ABBAS, Director, Department of Preventive Medicine, Ministry of Health,
Mogadiscin

SWEDEN

Ms Hellen OHLIN, Research Officer, Health and Nutrition, Swedish Agency for Research
Cooperation with Developing Gountries (SAREC), Stockholm

Professor Sven BRITTON, $wedish Agency for Research Cooperation with Developing Countries
{SAREC), and Head, Parasitology Department, Roslagstull Hospital, Stackholm

Dr Lennart FRELJ, Research Offiecer, Swedish Agency for Research Cooperation with
Developing Countrles (SAREC), Stockholm

SWITZERLAKD

Monsieur le Professeur Léo JENNI, Directeur adjoint de 1'Institut tropical suisse, Bale

TURKEY

Professer Guler KANRA, Professor of Paediatries, and Director, Infectious Disease Unit,
Faculty of Medicine, Hacettepe University, Ankara

Mensieur Akin ALGAN, Conseiller, Mission permanente de la Turquie aupréds de 1'0ffice des
Nations Unies & Gendve et des autres Organisations internatieomales en Suisse

UNITED KINGDOM

Dr David N. NABARRO, Chief Health and Populatiem Adviser, Health and Population Division,
Overseas Development Administration, London

Mise E. Carel ROBSON, First Secretary, United Kingdom Mizzion to the United Nations
Office and other International Qrganizations at Geneva

UNITED STATES OF AMERICA

Dr A. Dennis LONG, Environmental Health Engineer, Qffice of Health, Bureau for Science
and Technology, Agency for International Development, Washington, D.C.
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UNLITED STATES OF AMERICA (continued)

Dr Dennis CARROLL, Sclence Advisor, Office of Health, Bureau for Science and Technology,
Agency for Internatleomal Develeopment, Washington, D.C,

Dr Julie JOHNSON, Science Advisor, Health Issues, Bureau of Frogram and Policy
Coordination, Agency for International Development, Washingten, D.C.

Dr Dennis JOHNSEN, International Health Attaché, United States Miszsion te the United
Natlons Office and other International Organizations at Geneva

Mz Paula FEENEY, First Secretary, United States Mission to the United Nations Office and
other International Organizatieons at Geneva

YEMEN
No representative able to attend

ZAMBTA

Dr Evarist K. NJELESANI, Permanent Secretary and Director of Medical Services, Ministry
of Health, Lusaka

UNITED NATIONS DEVELOPMENT PROGRAMME (UNDF)

Mr Timothy 5, ROTHERMEL, Director, Division for Global and Interregional Programmes,
UNDP, New York, USA

Mr Frank HARTVELT, Senieor Programme Qfficer (Health, Water and Waste Management, Urhan
Developmentc), Divisien for Glebal and Interragional Programmes, UNDY, New York, USA

THE WORID BANK

Mr Visvanathan RAJAGOPALAN, Viece President, Sector Policy and Research, The World Bank,
Washington, D.C., USA

Dr Bermhard H. LIESE, Principal Tropical Disease Specialist, Population and Human
Resources Department, The World Bank, Washington, D.C., USA

YORLD HEATTH ORGANTZATION

Begional Office for the Eastern Mediterranean
Dr G. E, RIFKA, Dilrecter, Eastern Mediterranean Special Programme, Geneva, Switzerland

Regional Office for South-Fast Asis

Dr LIM TEONG WAH, Medical Research Officer, Special Programmes, New Delhi, Indla
ciasis Contre rogra West Africa (OCP
Dr Ebrahim M. SAMBA, Director, QCP, Ouagadougou, Burkina Fazo
Herdquarters
Dr Ralph H. HENDERSON, Assistant Director-General/Special Programms Coordinator
Dr Tore GODAL, Director, Special Programme for Rescearch and Training in Tropical Diseaces
Dr José A. NAJERA-MORRONDO, Director, Divizien of Centrol of Tropical Diseases

br Paul LADOUGCEUR, Responsible Officer for Programme Management, Special Programme for
Research and Training in Trepical Diseases
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WORLD HEALTH ORGANTZATICN {continued)
Headgquarters (contipued)

Dr Javid A. HASHMI, Responsible Officer for Research GCapability Strengthening, Speeial
Programme for Research and Training in Tropical Diseases

Mr W. L. EWING, Deputy Director of External Audit

Mr Peter 5. JONES, Chief, Office of Internal Audit

Mr René M. MARTI, Chief, Finance

Mr Thomas 8, R. TOPPING, Senior Legal Officer

Advisers

Professor Mercedes B, CONCEPCION, Professor of Demography, Population Institute,
Undversity of the Philippines, Diliman, Quezon City, Metro Manila, Philippines:
Technlcal Presenter :

Dr Mary Ann LANSANG, Head, Department of Epidemiolegy and Biostatistics, Research
Institute for Tropical Medicine, Metro Manila, Fhilippines; currently Coordinator of
the TDR Programme on Field Research Networks in Asia: Technical Presenter

Dr Caxles M. MOREL, Head, Department of Biochemistry and Molecular Biolegy, Oswalde Cruz
Institute, Oswaldo Cruz Foundation, Rio de Janeire, Brazil,; Chairman of the TDR

Research Strengthening Group: Technical Presenter

Dr Peter REEVE, Former Executive Vice-Prezsident, Research and Development, Invitron
Corporation, Redwood City, California, USA: Technical Presenter

Professor Barrxy R. BLOOM, Chairman, Department of Microbiology and Immunolegy,
Albert Einsrein College of Medieine of Yeshiva University, New Yorl, USA: Chalrman of
the TDR Scientific and Technical Advisory Committee

Pyofessor Esmat EZZAT, Dean, Faculty of Medicine, Suez Cgnal University, Ismailia, Egypt:
Member of the Commisslion on Health Research for Development

OBSERVERS

Afrigcsn Development Banlk

Mr C. T. SARR, Deputy Director, Agricultural and Rural Development Depariment, Region I,
African Development Bank, Abidjan, Céte d'lvoire

Aust iz

Dr David DE SOUZA, Minister (Health), Australisn High Commission, Londen, United Kingdem

Mr Kerry F. KENEALLY, Director, Development Research and Sector Agencies, Australian
International Development Assistance Bureau, Department of Yoreign Affairs and Trade,
Canberra, A.C. T,

G ission of uropean Com ties (CEC

Dr Mare DE BRUYCKER, Head, Sub-Programme on Medicine, Health and Nutrition in Tropical

and Sub-Tropical Areas, Science and Technelogy for Develsopment Programme, CEC,
Brussels, Belgium
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Council] of Ditectors of Instit z f Tropical Medicine in Eur ROPMEDEUROP

Profescor Feranc VARNAT, Secretary General, TROPMEDEUROP: FProfessor and Head, Chair
of Tropical Medicine, Postgraduate Medical School, Head, Institute for Infectious and
Tropleal Diseases, and Director-General, "Laszloe" Hospital for Infectious and Tropical
Diseasey, Budapest, Hungary

Crechoslovakia

Professor Vliadimir EERf, Director, Institute of Tropical Health, Head, Chair of Tropical
Health, and Sub-Dean, Posatgraduate Schosl of Medieine and Pharmacy, Frague

German Democratic Republic

Dr Hans-Gart KUPFERSCHMIDT, Directeor, Institute for Infectious Diseases and Tropical
Medicine, Berlin

Hungary

Professor Ferene VARNAI, Professor and Head, Chair of Tropical Medicine, Postgraduate
Medical School, Head, Institute for Infectious and Tropical Diseases, and
Directer-General, "Ldszlo" Hospltal for Infectious and Tropical Diseases, Budapest

Intarna Devel ent Research Centre (IDRG)

Dy Richard WILSON, Director, Health Sciences Division, IDRC, Ottawa, Canada

Federation of Anti-lep

Dr Lue JANSSENS, Damien Foundation, Brusgels, Belgium

International Federation of Phaymaceutieal Manufacturers Associations {IFEMAY

Dr Richard B. ARNOLD, Executive Vice President, IFPMA, Geneva, Switzerland
Ms Margaret CONE, Vice President for Scientific Affairs, IFPMA, Geneva, Switzerland

International Organization for Chemical Sciences in Development (I0CD)

Profecsor Stephen A, MATLIN, Vice-Chairman, IOCD Working Group on Synthesis of New Agents
for Fertility Regulation: Department of Chemistry, City University, London, United
Kingdom

International Union of Biological Sciences (JUBS)

Professer Gertrude HAUSER, Histology and Embryelogy Institute, University of Viemma,
Austria

Japan

Mr Hiroya OGATA, First Secretary, Permanent Misslon of Japan to the Unlted Nations Office
and to the International Organizations at Geneva

Luxembours

Monsieur Paul DUHR, Représentant permanent adjeint, Mission permansmte du Luxembourg
auprés de 1'0ffice des Nations Unies et des Organisations internationales 4 Genéve

Monsieur Celestin LOMMEL, Chargé de Missionm, Mission permanente du Luxembourg auprés de
1'0ffice dea Nations Unies et des Organisations internationales & Gendve
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Mali

Monsieur le Professeur Abdoulaye AG RHALY, Directeur général, Institut national de
Recherche en Santé publique, Bamake

Mozam ue

Dr Jorge A. X. BARRETO, Director, Natlonal Institute of Health, Maputo

Nepal

Dr 8. P. BHATTARAI, Chief, Manpower Division and Training, Ministry of Health, Kathmandu

New Enpland Biolabs Foundatrieg

Mrs Martine D. KELLETT, Exeeutive Director, New England Biolabs Foundation, Beverly,
Massachusetts, USA

Nigax

Monsieur le Docteur Ibrahim ABDOU, Directeur des Etablissements de Soins, Ministére de la
Santé publique, Niamey

rganisatio e Coordinar et de Coo tion pour utte contre Grandes Endémiesg

{OCCGE)

Monsieur le Docteur Isak M, TOURE, Directeur, Institut de Recherche sur la Tuberculese et
les Infections respiratoires aigués (IRTIRA}, OCCGE, Nouakchott, Mauritanie

Organisation de Coordipation pour la Tutte contre les Endémies epn Afrique ceptrale

OCEAC

Mongiewr le Docteur Arnaud TREBUCQ, Adjoint au Chef du Service d'Epidémionlogie et de
Statistiques, OCEAC, VYaoundé, Cameroun

Oswalde Cruz Foundstion (FIOCRUZ)

Br Carles M. MOREL, Head, Department of Biochemistry and Molecular Biology, Oswaldoe Cruz
Institute, FIOCRUZ, Rio de Janeiro, Rrazil

Portugal

Professor Luiz N. FERRAZ DE OLIVEIRA, Dean, Institute of Hygiene and Tropical Medicine,
Lisbon

Romania

Monsieur le Docteur Constantin CIUFECU, Directeur adjoint, Institut "Cantacuzine" de
Microbioleogie, d'Epidémiclegie et de Parasitologie, Bucuraesti

Monsieur le Docteur Dan PANAITESCU, Chef du Laboratoire de Parasitelogie médiecale,
Institut "Cantacuzine" de Mierobiologie, d'Epidémiclogie et de Parasitologie, Bucuresti

Spain

Dr Julio CASAL, Director, Natienal Centre for Microblology, Virology and Immunology,
Institute Carles III, Madrid
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Unlted Nations Industrisl Development Organization (UNIDO)

Dr D. SUBRAHMANYAM, Senlor Industrial Development Officer, Industrial Technology
Development Divizion, Department for Industrial Promotion, Comsultations and
Technology, UNIDQ, Vienna, Austria
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THIRTEFENTH SESSION OF THE JOINT COORDINATING BOARD

Cenev, 26 and June 194

SUMMARY OF THE QPENTNG STATEMENT TO
BY. DR R, H. HENPERSON, ASSTSTANT DIRECTOR-CENERAL, WHO
AND SPECTAL PRO E_COORDINATOR
ON_BEHALF OF DR H. NAKATIMA K DYRECTQR-GENERAL OF WHO:
AND RESOLUTION BY THE FORTY-THIRD WORLD HEALTH ASSEMBLY
TROPICAL DISEASE RESFARGH (DOCUMENT WHAL3.18

Dr Hemderson referred to the important task of the Thirteenth Sezsion of the Joint
Coordinating Board, which was to suggest a framework for TDR's activities in the 19905,
vhen the Programme would face great challenges. The views of the JGCB were sought on five
key issues:

. priorities among the Programme's target disease and trans-disease areas;

the relative emphasis among basic research, product development and operational/
health systems research;

priorities for researxch and development/product development;
the establishment of a Product Development Unit within TDE; and
approaches and priorities for research capability strengthening.

These issues should be examined in the context of four developments outside TDR
itself. Firstly, the findings of the Commission on Health Research for Development had
implicatiens for the Programme. These were described in the Compission's report and
would assist the Beard's discussions on the work of TDR in the 1990s.

Secondly, the Executive Board of WHO and the World Health Ascembly had reviewed TDR
in 1990, 1In its reselution on the Programme {copy attached) the Assembly had expressed
its appreciation of the Programme's accomplishments, endorzed TDR's plans as adopted by
the Joint Coordinating Board and requested the Director-General of WHO "to ensure the
continuation of the Special Programme's global leadership role in tropical disease
research”. The Assembly had thanked the intermational community for its support to the
Programme, and the research institutiens and scientists whe had conrributed their skills
for the achievement of TDR's objectives. The Assembly had also urged the tropieal
disease endemic countries to intensify their efforts to control the digsegses, and
requested multilateral and bilateral agencies to provide grearer assistance for research
and contrel of tropical diseases.

Thirdly, a new Divizien of Contrel of Tropical Diseases (CTD) had been established
within WHO, in which the disesses were grouped just as they were in TDR. This should
increase coordination between TDR and contrel workers, facilitate the development of
effective new control tools and speed their transfer to the field,

Lastly, WHO had considered the recommendation made by the JCB in 1989 that the
Organization examine the product development efforts of its varicus programmes, with a
view to strengthening their coordination and the optimal use of resources. WHO was
following with interest TDR's innovative approaches to the management of product
development, which would zarve as a spearhead for the Organization's activities in this
area.
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FORTY-THIRD WORLD HEALTH ASSEMBLY WHA4Z .18
Agenda item 20 17 May 1950

TROPICAL DISEASE BRESEARCH

The Forty-third World Health Assembly,
Recalling reselutions WHA30.42, ER71.RL0O and ER77.R4;

Noting the rxeport of the Director-Genmeral on the UNDP/World Banl/WHO Special
Programme for Research and Training in Treplcal Diseaszes;

Appreciating the accomplishments of the Special Programme to date in the
development and testing of a number of important new disease control tools, many of which
are already in coperational use, as well as the innovative and ploneering approaches taken
In strengthening research capability in developing cocuntries where tropical diseases are
endemic;

Recognizing, however, that the target diseases of the Special Programme (malaria,
achistosomlasis, filariasis (including onchocerciasis), African trypanocszomiasgis, Chagas
digease, leishmaniasis and leprosy) continue to be major public health problems in many
tropical countries, egpecially Iin the least developed countries, not only in rural areas
but also, increasingly, in urban areas;

Aware that in some of these countries, notwithstanding the efforts that have been
made, tropical disesses and especially malaria have continued to escalate, to the extent
that malaria 1= once again one of the leading c¢auses of morbidicy;

Aware that during the next decade further challenges need to be addressed with
raespect Lo

(a} translating current advances in basic biomedical research into practical
digease contrel tools, such as recombinant and synthetic vaccines;

(b} increasing the commitment of the pharmaceutical industry to the development of
new drugs and vaccines for tropical diseases;

{(¢) 1identifying strategies for preventing the most serlous consequences of these
diseases, such as childhood mortality frem malaria;

(d) promoting applied research in ecomomics and scecial sciences to identify the
most cost-effective methods of utilizing new tools;

{e) strengthening field and operational research in the least developed countries
in a sustainable manner;

1, ENDORSES the thrusts and priorities of the Speclal Programme as adopted by the
Joint Coordinating Board, which focus on: intensified strategies for the development of
products in selected areas, such as new drugs for malaria, vaccines for leishmaniasis,
malaria and schistosomiasis, and a macrofilaricide for filariasis; the implementation of
new vector control methods for Chagas disease; operational research almed at optimizing
multidrug therapy for leprosy; and the use of specific projects snd resgearch results as
& basis for research capability stremgthening;

Z. THANKS the international community, multilateral and bilateral agencies,
nongovernmental organizations, foundations and companies for their suppert to the Specigl
Programme, and in particular UNDP and the World Bank, the co-sponsors of the Programme,
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and the research instituriens and zelentists throughout the world whe eontribute their
talents and skills for the achievement of the Programme's objectives;

3. APPEALS to the pharmaceutical industry to increase research and development in
tropical diseases and to intensify its collaboration with the Speclal Programme in the
development of new and more effective tropical disease control tools and in ensuring that
these tools are accessible and affordable for the populations affected;

4, REQUESTS multilatersl and bilateral agencies to place greater emphasis on the
provision of assistance both for research and for control of tropical diseases in endemic
countries;

5. ENCOURAGES biomedical and social science research institutions to devote greater
attention to tropical diseasses and to establiszh appropriate links ameng themselves and
with tropical disease control programmes in endemic countries;

6. WELCOMES the Direator-General's decision to integrate WHO's various programmes for
the ¢control of tropical diseases;

7. URGES these Member States in which tropical diseases are endemic to intensify their
efforts to contrel them by making full use of newly-developed technology and developing
targeted natiopal contrel strategiaes, especially for the diseases for which affordable
and effective tools are now available:

8. REQUESTS the Director-@eneral to ensure the continuarion of the Special Programme's
global leadership rele in tropical disease research by:

(1) strengthening collaborative efforts in academic and industrial research and in
digease control activities:

(2) fostering further the commitment of endemic countries to research:
(3} mobilizing additienal contributions to the Speeial Programme, in collaborvatien

with UNDP and the World Bank, the ¢o-sponsoring agencies, to enable the Programme
te achieve its cbjectives more rapidly. ‘

Fourteenth plenary meeting, 17 May 1990
AL3/VR/ 14

Copies of the report of the Director-General on the Speeial Programme (document A43/7),
referred to in this resolution, can be obtained from the Communications Office, TOR, WHO,
Geneva.
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TDR/JCB(13}/90.1 Rev.1
UNDP/WORLD BANK/WHC SPECIAL PROGRAMME FOR

RESEARCH AND TRAINING IN TROPILCAL DISEASES

THIRTEENTH SESSION OF THE JOINT COORDINATING BOARD
WHO headquarters, Geneva, 76 apd 27 Jupe 1990

Executive Board Room

AGENDA
1, Opening of the Session
2. Election of Vice-Chairman
3. Adoption of Agenda
b Macrers Relating to the Report of the Twelfth Session

of the Joint Cocrdinating Board (JCB)
5. TDR in the 1990s
5.1 Director's Report and Introductiom
5.2 Report by Chairman, Scientific and Technical Advisory
Committes: To Include Prospective Thematic Reviews
on Divectlons and Organization of TDR's:
- Research and Development Related to Drugs; and
- Reszearch on Vectors and Vestor Control
5.3 Basic Research
3.4 Product Development
5.5 Behavieural and Operational Research

5.6 Strengthening Developing Country Capacities

6. TDE Training Activities and Their Impact on Research
Capability Strengthening

7. Report of the Standing Committee: To Include
- Observer Status at JCB Seszsions
- Follow-up Actlen Taken on rhe Recommendations
of the JCB Ad Hoc Committee on TDR's Financial

Prospects Approved by JCB(12)

- Onchocerciasis Chemotherapy Froject

Reference Documents

TDR/JCB(13)/90.1
TDR/JCB(13) /90, 1a
TDR/JCB(12)/89.3

TDR/JCB{13)/%0.5

TDOR/8TAC-12/90.3
TDR/JICB(13)/90.12

TPR/JCE(13) /90 .6

TDR/JCB(13)/90.4




10,
11.
12.

13.

Financial Matters

8.1 Opinion of the External Auditor of WHO for the 1988-198¢%9
Biennium

8.2 Financial Report for the 1988-1989 Biennium
8.3 Financial Sratus in the 1990-19%1 Biennium

8.4 Financial Requirements and Prospects for the 1592-1093
Biennium

Selection of One Member of the JCB According to Paragraph
2.2.3 of the Memorandum of Understanding

Membership of the Scientific and Technieal Advisory Committee
Date and Place of the Fourteenth Session of the JCB
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TDR/JCB(13)/90.5
UNDE/WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROFICAIL DISEASES

THIRTEENTH SESSION O HE _JO OCRDTINATING BOARD

WHO headguarters, Geneva, 726 and 27 June 1%80Q
Executive Board Foom

IDR_IN THE 1990s

This document is intended to provide intreoductory material for the
digeussion in the Joint Coordinsting Board on the role and development of the q
Special Programme for Research and Training in Tropical Diseases in the ’
1990=s. After a general overview of TDR and its evelution (section 1), the
document hiphlights key issues for TDR in the 1990s concerning which the
views of the Board are sought:

™ priorities among TDR target diseace and trans-disease areas (section 2);

- the relative emphasis ameong basic research, preduct develepment and
operational /health systems research (section 3);

* priorities for research and developtent/product development (section 4);

. the establishment of a Product Develepment Unit within the TBR
Secretariat {sgeetion 5): and

a approaches and priorities for research capability strengthening

(section &).

It i5 not expected that the Beoard will necessarily arrive at precise and
definltive conclusions on all these izsues, Nonetheless, general views and
indications of preferences and priorities by JCB participants will sexrve to
guide the Programme, including the Seientific and Technical Advisory
Committee and the TDR Se¢retariat, in the years to come, for example in the
development of the proposed Programme budget for the 1992-93 biennium (which Q
will be presented to the Board at its Fourteenth Session in June 1991).

In addition te this document, JCB participants may find it useful to
consult the following publications (coples of which are available on request
from the Secretsriat):

Tropical Disease Research; A Glebal Parrmership: TDR Eighth Programme
Report (WHO, 1987)

Report of the Second Extegnal Review Committee (1988) [document
THR/JCB(11)/88.6 Rev.l)]

Tropical Disesges: Progress in International Research, 1987-1988: TDR
Ninth Programme Report (WHO, 1989)
Tropical Diseases arch: Proposed Progra udpet for the -91
Biennium apd Fatimates for 1992-93 (1989) (document TDR/PB/20-91)
Tropigal Diseases 1990, (1990) (document TDR-CTD/HH®(.1)
Report by the Commission on Health Research for Development, Health
arch: Essential Link to ty in Development, {Oxford

University Press, 1990)
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1, TROPICAL DISEASES AND TDR

The UNDE/World Bank/WHO Special Programme for Research and Training in Trepical
Diseases (TDR) was created in the mid-1970z in response to the enormous burden that
tropical infectious diseases impose on develeoping countries and to the lack of adequate
mezsures to control these diseases, Scientists and health service planners believed that
the application of modern biomedical and social science advances to the problems of
tropleal diseases would result in improved methods to prevent, diagnose and cure tropical
dizeases and in strengthened capacity of developing countries to conduct research on
these diseases, This could be accomplished by bringing together scientists in
industrialized and developing countries, disease control personmel, international
organizations, industry, bilateral and multilateral funding agencies, foundations and
nongovernmental organizations in a new global undertaking fecusing on major tropical
diseases,

Thiz concept underpinned the establishment of the Special Programme, pursuant to a
resolution of the World Health Assembly in 1974 tequesting the Director-General of the
World Health Organization (WHO) to intensify WHO research activities on the major
tropical parasitic diseases. Programme activities were initiated in 1976 and the formal
structures of the Special Programme were put in place in 1978, under the co-sponsorship
of the United Nations Development Programme (UNDP), the World Bank and WHO, with WHO
ascting as the Executing Agency.

Since the late 1970s, TDR has developed worldwide metworks devoted to research and
development of new and improved means to control the target diseases and has assisted
scientists and institutiens in developing countries to improve thelr research skills and
¢capabilities. This has been made possible by the talents and commitment of the ey
thousands of scientists who participate in the research and development activities, by
generous contributions from many sources, especially from multilateral and bilareral
development assistance agencies, and by the assistance of industry. This has resulred
net only in the vast increase of knowledge about the diseases, the parasites which cause
them, and their vectors, but alse in the development of new disease control tools, many
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of which are in disease control use or are undergoing eclinical or field trials.

(Detalled information on TDR's activities is contained in the biennial Programme Reports;
see aspeclally the Eighth Programme Report (1987) which reviews progress Im the firat ten
years, and the Ninth Programme Report (198%) which covers the 1987-88 blemnium,)

Since its inception, the Programme has had, in addition to on-going scientific and
technical reviews carried out by the Programme's own sclentific advisory bedies, two
external reviews sponsored by the senior management body, the Joint Coordinating Board
(JCB)Y. The first review, carried out in 1981-82, focused on the broad geals of the
Programme and its scilentific and administrative structures and procedures, since the
Programme had only recently been established and insufficient time had elapsed to assess
selentific results, The mandate of the second review, carried out In 1987-88, strongly
emphasized assessment of the progress of the Programme in relation to its objectives and
itz future vole and activities. This second review, in addition to highlighting the
achievements and progress of TDR, found that the continuing enormous health and economic
burden of tropical diseases compellingly justified the continued existence of the
Frogramme and that there was a clear need for the Programme to continue for at least ten
yvears (Report of the Second External Review Committee (1988), document TDR/JCE(11)/88.6
Fev.1).

As TDR enters the 1990s, it faces new challenges. Prime among these is the need to
transform the results of research supported by the Programme into usable disease control
tools - the process known as "product develepment", Although product development has
always occurred in the Progtamme, the number of potential disease contrel tools or
products and the costs of development are now such that priorities and allocation of
resources among competing uses are ¢ritical issues, This includes the need to maintain
an appropriate balance within the research gspectrum - among basic research, product
development and operational research. The scale of resources required to meet the
demands of product development and the complexity of the development process itself for
many of the potentiazl products are such that new management approaches are required. In
addition, growing demand and opportunities for strengthening the tropical disease
research capabilities of developing countries are placing added strains on available
resources. In short, in a situation of limited or only slowly expanding resources,
ptiorities must be assigned among TDR Programme Areas, the target diseases, the research
spectrum and the many potentisl disease control products.

2. PRIORITIES AMONG TDR TARGET DISEASES

TDR's research and development activities (Programme Area I1I) are organized on the
basis of components, each component having a scientific Steering Committee and personnel
and financial resources (see TDR Programme Budget for 1990-91 for details). There are
both digease-specific components and trans-disease components, Most diseases have a
single compenent, but malaria has three (chemotherapy, immunology and field research) and
leprosy has two (chemotherapy and immunology). Although TDR was established with six
tarpet diseases, African trypancsomiasis and the American form, Chagas disease, are
congidered ae distinet diseases, (In addition, of course, there are major varilations
within most of the other diseases, some of which, such as the different filarial
infections and the various types of leishmaniases, are themselves considered distinet
disesses,) There are currently ten disease components and two trans-disease components -
biological control of vectors and social and ecomomic research. In addition, the
component General Activities includes activiries which cut across the components, such as
the Director's Initiative Fund.

A major issue for TDR in the 1990s is the reassessment of priorities among the
disease and trans-disease activities. A number of factors bear on this issuwe, Ineluding
the importance of the disease from a health perspective, the nature of existing disease
control tools and methods, opportunities for the development of new tools, and attention
paid to a particular disease by tropical disease research programmes other than TDR. Some
of these factors are examined in & broad context in the Report of the Commission on

Health Reasearch for Bevelopment (Health Research: Essential Link to Equity in
Development), especially chapter 4, Research Priorities.
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Malaxia is the most important of the TDR target diseases from a public health
standpoint. Nearly half of the woxrld's population is at visk from malaria - a staggering
2100 millien people (Table 1 on page 33). The number of people infected {3 estimatred st
some 270 million, with 250 million in Africa. Malaria also has the highest mortality
among the TDR target diseases, with an estimated 1-2 millien deaths per year (Tropical
Diseases 1990, document TDR-CTD/HH90.1). Mortality among children in Africa is very
high., Among the major problems facing health services in malaria control are the
reslstance of mosquitos to some insecticides and resistance of the malaria parasite to
chloroquine and other antimalarial drugs. & full array of new malaria contrel tools -
vaccines, drugs, diagnostics and vector cottrol methods - is urgently required. Because
of the scale of the malaria problem, malaria has attracted attention outside TDR to =a
greater extent than the other diseases, although much of the research effort in the past
decade has been devoted to vaccines, with some emphasis on drugs.

Schistosomiasis is also extremely widespread, with an estimated 200 million
people infeected. Although the mortality rate is much lewer than for malaria,
schistosomiasie ecauses severe debilitating dizesse in millions of people.
Schistosomiasis can be prevented by preper sanitation and aveidance of water contaminated
by infected snails, In additien, an effective drug, praziquantel, is available. The
major problem for schistosomiasis control lies in the high rate of reinfection because of
inadequate sanltation. This could be overcome by an effective vaccine or am integrated
programme of education, improved sanitation and the use of praziquantel, especially amerg
key target groups, such as school children.

Filariagis ineludes two distinct major diseases, lymphatic filariazis and
onchocerciasis (river blindness). Lymphatic filariasis has been spreading in yecent
decades, with some 90 million eztimated cases. Mortality from neither disease is very
high, but they are debilitating and disfiguring diseases (elephantiasis and blindness
respectively), and lead to social dependence and gtigma, Vector control can be effective
ageinst these diseases and the Onchocerciasiz Conrrol Programme in West Afriea has
successfully Interrupted transmission of the dizease pver lapge areas of Wesr Africa
through the use of intensive larvieidal spraying against the blackfly vector. No
effective cures are available for either disease, although existing drugs, some of which
are difficult to administer and have unpleasant side-effects, can eliminate ox greatly
reduce microfilariae. The new drug ivermectin has proven te be safe and highly effective
against onchoecerciasis microfilariae and is now being evaluated against lymphatic
filariasis. The major problem is the lack of a macrofilaricide to kill the adult worms,
which have a long lifespan in the human body and continue to produce microfilariae, thus
requiring repeated, long-term gpplication of mierofilarial drugs such as ivermectin.

African trypanosomiasis is a severe and invariably fatal disease if untreated., a
large proportien of the population of sub-Saharan Africa - some 50 million people - are
at risk of contracting the disease. Some 25 000 ecases a yeay are reported, but
epidemics, which are costly and difficulr to control, may occur as a result of a
breskdown in medical surveillance and vector contrxol, for example because of civil strife
or lack of resources. The risk of epidemics makes the dicease a major health problem in
sub-Saharan Africa. Current contrel strategy emphasizes regular diagnosis, vector
cont¥el and txeatment of the affected population. Research has concentrated on the
development of zensitive diagnostic tests, gsafe and effective drugs and tsetse contral
tools such as traps and sereens.

Chagas disesse is widespread in the Americas, with 16-18 million estimated
cases. Vector control, through the use of insecticides and impreved housing, combined
with health education, can be very effective in controlling the disease, which has no
aeffective cure. Improved methods of vector control, such as insecticidal paints and
fumigant canisters, could also be applied on a larger scale. In addirtion, more effective
methods are required to detect and treat infected blood supplies, an important source of
transmission,

Lelshmaniagis is now known to be more widespread than was first thought when TDR
was ectablished. The various forms of leishmaniases are spread over 80 countries and the
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cetimated number of caszes is 12 million. Leishmaniasils detection, contrel and treatment
arc difficult. Existing drugs require numerous injections and are expensive and toxie,
and resistance is beginning te appear. Simple diagnostic tests, to replace spleen or
bone biopzsy for parasite identification, and safe, effective and affordable drugs are
urgently needed. In addition, development of & protective vaeccine against cutansous
leishmaniasis is promising.

For the first time iu history, the number of registered cases of leprosy iz now
declining, from 5.8 million in 1987 to 3.9 million in 1989, thanks te effective multidrug
therapy. However, the total number of cases is still estimated at 10-12 millien, with
many of the unregistered cases occurring im Africa. In addition, large numbers of
reglstered cases are not receiving multidrug therapy, but only the lass effective
monotherapy (dapsone) - or none at all, Research Is required on new drugs to shorten
further the duration of rreatment and to replace any drugs in the exizting multidrug
repgimens to which the leprosy bacillus develops resistance. Leprogsy vaccines, now

undergoing large-secale trials In several countries, offer promisze for preventcion of the
digease,

The trans-disease component on Biolegical Centrol of Vecters (BCV) has
concentrated on the development of hiological agents against blackflies, the vector of
onchocerciasis, and against mosquites, the vectors of beth malaria and Lymphatic
filariasis. Research and development has progressed on two agents in particular,
Bacillus thuringiensis H-14, which is new used extensively by the Omchocereiacsis Contrel
Programme against blackflies and, to a meore limited extent, in othex parts of the werld
against mesquitos, and B, spheserieus, which is being developed primarily against
mosquitos. More recently the BCV component has launched a search in developing countries
for new candidate toxic agents and has initiated exploration of gemetleally-altered
organisms. The TDR Scientific and Technical Advisory Committee has recommended that TDR,
through the BCV component, initiate a major research programmée on the melecular genetics
of mosquitos,

The Social and Eceonomic Research (SER) compenent is developing new research
activities focused on the application of disease control tools developed with TDR
gupport, as well as on other areas such as women and tropical diseases. In addition to
continuing the analysils of the economic implicatiens of treplcal diseases, Increased
amphastis will be placed on social and economic aspects of different approaches te disease
control, The SER component is also invelved inm the strenpgthening of field research
capabilities in endemic countries.

An indicatien of the relative priority accorded to the target digeages can be found
in the allocation of financial resources to the different diseases. Table 2 on page 34
presents the obligations incurred for the TDR disease and trans-disease components from
1980-81 to 1988-89, with budget figures for 1990-91, in both dollars and percentage. The
percentage distribution is alse shown in Figure 1 on page 36, It is clear from this
information that significant shifts have occurred. In particular, the percentage devoted
to malaria has increased significantly, from 22.5% in 1980-81 to 32.8% in 1990-31. There
have also been important increases in the amcunts devoted te leprosy (from 11.9% ro
14 .3%) and to leishmaniasis (4.4% to 6.53%). The uneven pattern for filariasis Ls largely
accounted for by the cestly field trials of ivermectin for onchocerciasis, which began in
1987.

These increases have been sustained in part by the disestablishment in 1985 of the
Biomedical Sciences component and by the transfer of epidemiology activities to the
digease-specific components and to the Epidemiology and Field Research component in
Propramee Arez III. In addition, there have been declines in the percentage of financial
resources devoted to schistosomiasis (9.1% to 6.5%) and to African trypaneosomiasis (11.7%
to 7.2%).

The question for TDR as it enters the 1990s is whether this distribution - with
occasional minor adjustments - is correct, or whether significantly increased emphasis
should be given to some diseases, and if so, which diseases would receive less prierity.
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For example, given the growing malaria problem and the opportunities for significant
pregress in the development of new control tools, should an even higher percentage be
devoted to malaria in the coming years? Lymphatic filariasis and several types of
leishmaniases also appear to be growing in incidence and existing prevention and control
tools are markedly inadequate. In addition, TDR accounts for a gignificant proportion of
the total global research ¢ffort devoted to these diseases. On the other hand, tools and
methods fer the control of leprosy and schistosomiasis have improved considerably in
recent years and there are premising new possibilities for the control of African
trypanosomiasis (druge and vector control) and Chagas disease (vector control and blood
screening}, although considerable work still needs to be dene to perfect the new tools
and to ensure their widespread availability and application in disease endemic areas.

The Board is invited to express its views on prierities ameng TDR target disesse
and trans-disease areas. The Board's views will be borme in mind in the preparation of
the propesed programme budget for the 1992-93 biennium, which will be considered by the

Seientific and Technieal Advisory Committee, the Standing Committee and the JCB itself in
18591,

3. THE RESEARCH SPECTRUM

The process of developing and applying new disease control products or methods
typically imvelves three broad phases in a econtinuous precess of research and
development;

- sic regseapch, invelving studies of the disease, parasite and vector,
including epidemiological and other hasic field studies, aimed at elucidating
previously unknewn or pooxly understood areas, as & basis for conceiving new
ways of preventing or controlling the disesse;

- broduct development, the process of tramsforming basic scientifie knowledge
into usable disease control products, ineluding preelinical and ¢linical
evaluations of these products, te the stage of registration or other form of
Licensing for utilizatjoen; and

. operational (or 1th syste research, which invelves multidisciplinary
studies encompassing field epidemiolegy, social and economic research,
entomology ete., aimed at studying disease control products in the actual
settings of use and determining how they can be urilized most effectively and
efficiently,

Viewed from this perspective, field research, broadly defined as research that
requires collection of primary data frow peeple, their communities or their environments,
occurs in all three phases of research and development, but especially in operational or
health systems research,

TDR's mandate and activities encompass the full range of this researeh spectrum,
but with significant differences in emphasis and changes over time, In the initial years
of the Programme, c¢onsiderable emphasis was placed on basic research, to improve
knowledge of fundamental aspects of the digeases, such as incidence, parasite metabsolism
and mechanisms of immunity, vecter life cyeles and distribution, resistance of the
disesse organisms to drugs etec. From this effort, as well as from general advances in
biomedical research, came ideas for new vaccinas, druge, dlagnostics and vector contrel
toels - TDR's "products". The listing of these "products" in the TDR Eighth and Ninth
Programme Reports (60 and 65 products respectively) highlighted the growing importance of
product development in TDR's activities. Indeed, TDR is involved in the development of
more disease control products than many medium-sized pharmaceutical companies, The
Eighth and Ninth Programme Reports identified only products which had reached the stage
of clinical and field trials, or were in disease control use - many other products are at
earlier stages of development, such as preclinical testing for efficacy and safety. The
recent establishment of a product system within TDR's management information system
identified some 100 distinet preoducts in whieh TDR is currently invelved, as well as
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other products which have been discarded or discontinued because they were found
insufficiently effective, too towic or cotherwisze impracticable.

The nature of TDR's Involvement in particular products varies enormously, from
extensgive involvement in the plamming and finanecing of research, to participation in only
one agpect of the development process, such as clinieal trials of new drugs or regimens,
and to contributions as part of a network, with TDR often plaving a central information
and coordination role. TDR's partners in these undertakings include other international
and national research agencies, industry and developing country institutieons. It should
be emphasized that product development iz a high-risk undertaking end the successful
launching of new disease control preducts typlcally requires & leng-term commitment,
Candidate vaccines, diagnostic tests and compounds for drugs may have to be abandoned
after considerable investment because the proposed product failed to meet requirements
for efflcacy, safety, stability, reproducibility ete. at the various stages in the
development process. Nevertheless, it is only by undertaking such risglks that TDR will
succeed in bringing new tools to the stage that they can be used for disease control.

TDR iz currently devoting abeout 30% of the Research and Development Operations
budget to the development of high-priority preducts. The remaining smounts are directed
to basic research, other products, and operational and behavioural research. It iz
estimated that the percentage of the RA&D budget devoted to these high-prierity products
could increase to 45% in the 1990-91 biennium and to 57% in 1992-93 (Figure 2 on
page 36).

The emergence or anticipated emergence of many new products from the results of
TDR-supported research has alse inereaszed emphasis at the operational or health systems
end of the research spectrum, with its heavy emphasis on field research. Field trials
are regquired to determine the efficacy, safety, optimal delivetry systems and strategies
for usze of new disease control products; operational research is required to identify
obstacles to the Intreduction and application of new tools and to promote their efficient
utilization; and continued field research is required to identify new problems, targets
and oppeortunities in the disease control process.

Social and economic research is particularly important for operational research on
disease interventions, for example in cost-benefit and comparative cost analyses,
acceptability of control measures, social mobilization and community participation. In
this regard some disease control tools, for example community participation in diagnosis
and disease prevention, will net fall under the definition of a "product”,

The shift which is oeccurring in the "mix" of TDR'= research activities raises
major questions as TDR enters the 1990s: what should the relative emphasis be among
basic research, product development and operational/bealth zystems research? Given the
urgent needs and the scale of financial requirements, should TDR devote greater resources
than it has to date to product development and to related operational research? Produet
development. iz, however, beth complex and costly., How far can TDR go im reducing its
support for basiec research, since basie research is the source and foundation from which
future advances can be wmade? CGuidance from the Board on these queations will assist in
determining future priorities and resource allocation.

& PRIGRITIES FOR RESEARCH AND DEVELOFMENT/PRODUCT DEVELOPMENT

The TDR research management system was founded on the model of scientifie regearch
councils and wag adapted to the requirements of a focused, goal-oriented global
programme. It 1s most effective at the basic research end of the gpectrum and in some
aspects of the product development process, such as elinical trials in developing
countries, and is increasingly effective in operational research. There are, however,
major activities relating to product development, such as toxlcity testing, formulation,
production and packaging of new products for clinical and field trials, intellectual
property considerations and repglstratien of new products for use, for which expertise
exists primarily in industry and Is costly. However, industry has been withdrawing from
the troplcal disesase area, yet it is precisely on these aspects of product development
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that emphasis is requived if the results of TDR-supported research are te bear fruit in
the form of disease contrel products. In rhe final analysis, TDR is successful only if
its activities result in new and improved tools gnd methods to reduce the toll of
tropical diseasges.

TDR should, of course, seek lnnovative mesns of reducing the costs of product
develepment, in particular by collaborating with industry and with other funding
agencies, both bilateral and multilateral. TDR has worked ¢losely with industry in the
development of & number of products, such as ivermectin, mefloguine, halefantrine,
Racillus thuringjensis H-14 and eflornithine, but in many cases industry has been
reluctant to commit the significant resources required for a full-scale product
development process with little or no prospect of commercial return. In come cages,
however, industry is prepared to assist in limited ways or to provide gervices at minimal
cost. 1In other cases certain stages of product development will inevitably be very
costly, perhaps beyond TDR's normal resources. The Programme has already begun to
explore possible parallel funding mechanisms, invelving support from a bilateral agency
for the industrial invelvement, However, greater flexibility may be required in TDR's
funding mechanisms than is permitted under the policy on designated funding, for example
when it is clear that it would be more efficient for TDR to handle funds degignated for a
particular product, rather than a classical parallel funding gituation. In this case it
would be necessary for TDR te call on the flexibility suggested in the decision of
JCB(11) in 1988 in agreeing to the continuatieon of the desipnated funding policy: the
JC3 requested the Director of TDR to inform the Board if, in the future, the designated
funding policy prevented the Programme from accepting additional resources.

Clearly, TDR cannot develop simultanecusly all of the 100 or so potential products
now at different stages in the product pipeline. TDR does not have the human or
finangial resources to do so, nor would it be desirabla, since in some cases there are
intentional overlaps smong potential produets. In general, this has come gbout because
of uncertainty as to which among several possible alternatives is most likely to resulr
in the best product for a particular purpose. Nevertheless, TDR must establish priorities
within its full range of potential produets and concentyate resources on a relatively
small number, with the aim of bringing these forward as gquickly as possible. Several
criteria are relevant to determine priority products:

. The urgency of the need for the product, assessed in terms of the
currently-available disease control tools and the anticipated role of the new
produet in disease control;

o The stage which the product has reached and the likelihood of successfully
completing the development process within a reassonable period of time:

. The humsn and finaneisl resources required for completion and TDR's ability to
provide these resources and to develop collaborative arrangements with other
institutions, including industyy; and

. Development of other, similar or altermative products being undertaken
clsewhere.

Bazed on these criteria, the TDR Secretariat, in consultation with the Seientific
and Technical Advisery Committee, has developed a list of possible priorities (Table 3 on
page 35). The reaction and comments of the Board to this list would assist in guiding
future research and development and product development activities. This list contains
some 25 products: clearly, not all can be subject to intensive product development
efforts and therefore further selections will have to be made of a more limited number of
products for priority development.

5. NEW MANAGEMENT MECHANISMS

The management of TDR's scientifie activities has been based on well-established
prineiples of preparation of scientifie workplans, and peer review of research proposals
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and scientific progress by independent scientists acting in an advisory capacity toe the
Programme. Sclentific Sreering Committees exist for each component of the Programme and
meet OnNce or twice a year to rYeview progreszs and project proposals. As suggested above,
this mechanism has served well for the "reszearch" stage of TDR's activities, but it is
less well adapted to many aspects of the "develepment" process. During the past few
years TDR has experimented with alternative approaches, such as a Preclinical Drug
Development Team for filariasis macrofilariecides and the use of external consultants to
advance particular products. In addition, TDR has promoted the strengthening in
developlng countries of biotechnology related to TDR's requirements. From these
experiences {t is concluded that there is a need for specialized in-house expertize and
concentrated effort te advance selected high priority preoducts as rapidly as possible.

For this reason it is proposed to establish a Product Development Unit (PDU)} within
the TDR Secretariat and to modify the Programme's financial structure to permit greater
cimphasgsis on key products., The task of the Product Development Unit would be to assist
the development of zelected produets ro the stage of regulatory appreval or product
"launch”. The Unit would be staffed by re-deploying existing or currently vacant posts;
ne new posts would be required, The Scientifie and Technical Advisory Committee has
recommended a budget of US$ 3 million in operational regsources for the Unit's product
development activities in 1992. A rigourous selection process would determine which
products would be singled out for attention by the Unit, thus allowing the Programme to
prioritize lts product development activities actross the various components. There would
also be detailed development plans and frequent reviews of progress (more information on
the Product Development Unit is contained in document TDR/JCB(13)/90.12 and in the Report
of STAC-12, decument TDR/STAC-12/90.3).

The Zcientific and Technical Advisory Committee, at its twelfth meeting in
March 1990, endorsed the concept of a Product Development Unit. The Board zhould
consider the proposal and indicate its views on this approach. If the Beoard agrees, some
steps would be taken to implement the Unit in the 1990-91 biennium, but the Unir weuld
not be fully operational until the 1992-%3 biemnium; appropriate budget provisions would
be contained in the proposed Programme Budget for the 1992-93 biennium, to be considered
by the Board at its session in 1991.

6. STRENGTHENING DEVELOPING COUNTRY CAPABILITIES

In addition te the development of new and improved teols for tropical disease
control, TDR's mandate includes the strengthening of research capability in developing
countries. From the early years of the Programme, it was decided that at least 25% of
the Programme Budget ghould be deveoted to yesearch ecapability strengthening (Programme
Area III) - thus ensuring that a significant proportion of TDR's overall expenditure
would be directed to this chjective. This policy has been reiterated on several
occasions over the years, notably by the First Externsl Review Committee (1982) and the
Second External Review Committee (1988), whose recommendations on this matter were
endorsed by the Joint Coordinating Board.

It was never intended that the distinction between the Researeh and Development and
Research Capability Strengthening Programme Areas be an absolute one, and indeed over
time the activities of the two areas have become increasingly integrated. Thus, much of
the research supported by the various compeoments in Area IT takes place in developing
countries - about 38% up to the end of 1989 in terms of project funding, or 42% of the
number of projects. In addition, a considerable amount of training of developing country
scientistz takez place in the context of research projects supported by Area II
components in industrialized countries. Similarly, research capability strengthening is
bazed on specific research activities contributing to TDR's owverall objectives. This
process has been reinforced in recent years through such initiatives as the
TDR-Rockefeller Foundation Programme for Tropical Disesse Research and the
programme-based grants.

There has in fact been a considerable expansion of research capability
strengthening activities in the past few years: this is clear from expenditure and budget
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figures for the period 1986-87 to 1990-91. Obligatiens for Research Capabilicy
Strengthening (Area III) rose from US$ 10.2 million in 1986-87 to USS 16.1 million in
1988-89, and the approved budget for 1990-91 is US$ 18.9 million: an increase of

US$ 8.7 million or 85% over three biemnmia. In addition to the growth in institution
strengthening and training activities in Programme Area IIT, the new Epidemiclogy and
Field Research component has been placed in Ares III in view of its close relationship
with research capability strengthening activities. As a result, 25.9% of the TDR
Programme budget for the 1990-9) biennium is allocated to Area III. This results in an
actual increase of US$ 3.2 million or 34.0% in the Area III budget over the revised
budget for 1988-8%. Hewever, the Epidemioclogy and Fleld Research component accounts for
& large part of the increase, US$ 1.8 million, with an increase of US$ 1.4 million for
research capability strengthening activities.

Experience in the last year supgests that there will be continued and growing
strong demand for support from TDR for research capabiliry strengthening and training, =
tendency which is likely to be reinforced by the report and recommendations of the
Commission on Health Research for Development. This is illustrated by experience in
tecent years with the TDR-Reckefeller Programme, programme-based grants and training
grants. In view of the increazed demand for institution gtrengthening and training, and
to veflect the incteased emphasis on scientific output In research capability
strengthening activities, applications for these three types of grants are asseszed on a
competitive basis. The fellowing table illustrates the “demand" or competition for
research capability strengthening grants from TDR:

Grant Initial Final Approved
Applications Applications
TDR-Rockefeller Foundation Grants (19488) 208 30 162
Programme-based Grants (1989) 79 29 15
Research Training Grants (1990) 280 1667 55¢
a Includes 12 partnerships supported by TDR and the Rockefeller Foundation (RF}

lavelving 18 institutions in developing countries and four partnerships focused on
non-TDR diseases supported solely by the RF.

b Preliminary screening reduced the original 280 spplications to 166 actually
considered by a sub-committee of the Research Strengthening Group.
e Fifty-five grants were approved initially and a further 10 candidates were

recommended subject to availability of funds.

Another important question for TDR's reszearch capability strengthening activities
in the 1990s concerns the continued expansion of the "traditional® institution
strengthening grants - normally spread over a five-year period, with assistanee for the
training and employment of additional staff, purchase of equipment and supplies, suppeort
for library and computer facility development etc., Up to the end of 1989, TDR had
supported 98 institutienms in 41 countries by means of institution strengthening and/or
capital grants. Although the number of new institutions supported has declined,
experience in recent years demonstrates a continued demand for this type of assistance.
Yet TDR has a limited capacity to deal with an ever-increasing number of institutions
through its various grant mechanisms., At the same time, many countries, especially in
sub-Saharan Africa, have little or no research capacity in tropical diseases,
Epidemiologiecal data on the prevalence, morbidity and moxtality of the diseases are often
inadequate or lacking, and most endemlec countries do not have the capacity to conduet
clinical or field research to determine the optimal strategy for controlling the dissases
from smong available contrel tools. There may not be a suitable tropical disease
research "institution® in the traditional sensze, but individuals or zmall unirs in
ministries of health, hospitals and clinics. 1In such cases the support which TDR could
render may be extremely limited in scope - but nonetheless critical for the country to
develop & minimal capacity in tropieal disease research - g concept which c¢losely
corresponds with the "essential national health research” concept developed by the
Commrizsion on Health Rezearch for Development.
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In recent years TDR has thus adopted a differentiated approach to research
capability strengthening:

- Traditional institutien strengthening grants for institutions in countries
which have the peotential and interest to develop these institutlons;

o "Second phase" grants (e.g. TDR-RF joint programme, progtamme-based prants)
emphasizing researech resulrs and awarded on a competitive basis, for advanced
institutions; and

- Support for field and operational research cleosely related to disease comtrol
activities in least develcoped countries.

The Board ic invited to express its views on the future orientation of TDR's
research capability strengthening activities. Are the current approaches adequate - or
are new mechanisms required in high priority areas such as social and economic research?
Should TDR econtinue te accept new institutrions for "traditional™ basie strengthening
gtants, ot should the focus be on second-phase grants and appropriate mechanisms for
least developed countries? Does the balance of emphasis and resources between research
and development and research capability strengthening continue to be appropriate?
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Table 1 The al Toll Tropiesl Diseases

People infected People at risk C(ountries affected

(thousands)#* (millions)
Malaria 270 000 2 100 103
Schistosomiasis 200 000 600 76
Lymphatic filariasis 90 000 900 76
“ Onchocercilasis 17 000 90 34
African Trypanosomiasis 25 50 36
Chagas disease 16-18 000 g0 21
Leishmaniasis 12 000 350 80
Leprosy 10-12 000 1 600 121%*

Hote: All figures provisional and subjJect to change if and when better data
become available. Some people are infected with more thapn cne disease.

* Figures rounded,

** Countries with more than 100 registered cases,

source: World Health Organization, 1990.
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Table 2 TOR TARGET DISEASE AND TRANS-DISEASE ACTIVITIES

S=oTACAENARES Z======zZ=== IIRR=====E

BUBGET AMD DBLIGATION Data (usE 000}

1980- 81 1982-23 1984 - 85 1985-87 1983-89 1990-91
CBLIGATIONG DRELIGATIONS OHLIGAT [OMS DALICATIONS OBLIGATIGKRS BURGET
RESEARCH AND DEVELOPMEMT

{PA 11D
general Aptivitios 3 rwe.T 1 984 .4 1 7027 1 BG4 1 295.7 2 8425
Malaria T2 4 19,5 B 306.0 ¢ 2.3 12 423.5 35 100.5
SehisTosominsis 2 775} 2 367.3 2 107.8 2 i7e.1 2 721.3 3 a0g.0
Filariosis 3 725.3 3 233.0 2 832.9 3 338.3 5 119.0 4 ¥75.0
African Trypanosomiasis 3 820.9 3 40,4 2 5446 2 BY¥T.5 3 28R.6 % 300.0
thagas Diseage 1721 1 653.5 1 432.2 1 T6B.T ¢ 237.9 g &00.0
Leishman|&sag 1 448,56 1 598.4 1 491.3 . 2 10.2 2 AT, 3 Q00.0
Leprosy 3 BBAZ 3893 3 &77.7 4 302.6 5 210.3 & 600.0
Hiomedical Sciences 1 311.0 1 114.9 Th2.9 - . -
Binlogical Comtrol of vectors 1 S4i.b 1 430,48 1 419.9 1 P44 B 2 242.9 2 300.0
Epidemiclagy 1 Ble.2 2 101.5 1 556.3 1 585.1 392.5 -
social and Economic Research 1 52%.8 1 338.7 1 357.1 1 253.9 1 958.0 2 525.5
PA [l TQTAL 32 THL.9 52 O157.7 27 411.4 32 1303 3% 728.2 46 BL3.S

BUDGET AND OBLIGATIQK DATA (porcent}

1980-81 1982-8% 1984-85 198487 198587 199091

OBLIGATIONS OBLIGATICGNE CBLIGATIONS CBLIGATIONS DBL I GATIONS BUOGET
RESEARCH aND DEVELCPMENT

PR 112
General Activities 5.5 6.2 5.8 4.9 1.3 b.2
Malaria 22.5 29.4 8.2 8.7 1.8 32.8
Echigtosomiagis 2. 7.3 7.2 &.8 4.8 6.5
Filariagis 1.4 0.1 9.6 10,4 12.9 0.4
African Trypamesomiasis 1.7 9.8 8.7 .0 B.3 7.2
Chagas Diseasa 5.3 5.1 4.9 5.4 5.6 5.6
Lefshmaniages &4 5.9 5.1 &6 6.7 6.5
Leprosy 11.9 1.9 12.5 13.4 13.1 14.3
Biomedical Scienges 4.0 3.5 g.4 .’,
Biological Contral of vectars &.7 5.1 5.5 .1 5.6 .0
Epidemiology 5.% 6.5 5.3 4.9 1.0
social and Egongmic Research 4.0 4.2 4.4 £ 4.9 £.5
PA 11 TOTAL (percent} 1060.0 100.0 100.0 104.¢ 100.0 100.0
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Table 3 loritie r TDR R rch and velopme Product velopme

- Fre-erythrocytic vaccines

- Asexual blood-stage vaccines

- Transmission blocking vaceines

- Artemisinin and derivatives, especially arteether
- Field test for antimalarial drugs

- Recombinant erganisms against malaris vectors

- New dlagnestic tools

¥

Schizsrosomiasis

« Recombinant vaccine

Filariasis

- Ivermectin for lymphatic filariasis
- Macrofilaricide
- Immuncassays and DNA probes for diagnosis

- Bacillug sphaerieus for veeter control

rican anosomissis

- Eflornithine

- New drug (with Chagas disease and leishmaniasis)

- Antigen detection and procyclic agglutination diagnostics
- Tesetse traps and screens

c a5 Digeasge

- New drug (with African trypanoszomiasis and leishmaniasis)
- Test for screening donor bload

- Insecticidal paints

- Fumigant canisters

leishmanissis

- Whele, killed vaccine

- Recombinant vaecine : R

- New drug (with Chagas disease and Affican trypanosomiasis)
- Diagnestic for visceral leishmaniasis

Leprogy

- Whole, killed vaccine
- Recombinant vaccine
- New drug combinations
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5 QF THE COMMENTS CTOR TDOR AND THE RMAN

OF THE SCIENTIFTC AND TECHNICAL ADVISORY COMMITTEE ON _TDR IN THE 1990S

1. SUMMARY OF THE PRESENTATTON BY DR T, GODAL, DIRECTOR TDR

Dr Gedal referrxed to TDR's success in creating new opportunities for the contrel of
tropleal diseases, However, these oppertunities greatly outwelighed rescurces and pruning
was therefore a key concern.

The mein challenges Ffacing the Programme inm the 1990s were: to find ways to reduce
further the cost of existing control tools and of their delivery; te intensify the
Progremme's product development efforts; and to find the right balance between research
and development and research capability strengthening activities and to forge close links
between the two areas to ensure the hest possible output.

G eduction of isting Control g_and Their Da ar

In leprosy, schistosomiasis, onchocerciasis, African trypanosomiasis and Chagas
disease, several effective treatment or contrel products had become available, e.g.
multidrug therspy (MDT) for lepresy, praziquantel for schistesemiasis, ivermectin for
onchocerciasis, eflornithine for West African sleeping sickness, fumigent canisters and
simple traps to destvoy the vectors of Chagas disease, These tools were available at low
cost e.g. MDT at US§ 20-60 for curing leprosy, praziquantel at less than U3% 1 per
treatment and ivermectin free of charge, but it was important to reduce the cost of their
delivery.

IDR was studying how this could be done, including through the use of logsal
commmities for disease disgnosis, and the delivery of tools against one disease with
toels against other diseases. For example, children often suffered from both
schistosomiasis and intestinal helminth infection, so the use of praziquantel together
with & benzimidazele was being explored. Many deaths caused by acute respiratory
infections (ARI) were due to bacterial infections which were cliniecally difficulc te
diztinguish from malaria, so a common therapy against malaria and ARI would be very
advantsgeous. In view of the close affinity between leprosy and tuberculosis, drugs
active against beth diseases would be of great benefit, Further research was required in
these areas, possibly at the preclinical stage.

TDR wgs also examining optimal treatment schedules in connection with soeial and
economic studies of community needs and attitudes, and taking inte consideration existing
and petential supply systems. The ultimate aim was to develop multiple options from
which communities and disease control programmes could choose accoxrding to their needs
and available rescurces. TDR had devoted more resources to field and operational
research, and the nature of this research was moving away from descriptive work ta
intervention related research.

Much operaticnal research was closely related to disease control and TDR was
collaborating very closely with the new WHO Division of Control of Tropical Diseases
(CTD). TDR digease compenent staff continued to be based in the disease control units,
now under the new division. Together with CTD, the whole span of expertise required from
basic rasearch to social and economic studies of the community was covered.

The Programme was reaping the rewards from its earlier investment in basic
research. Dr Godal cautioned against reducing the allocation of resources to basic
research which would be TDR's most Important contribution to disease control in the next
century.
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The question of the right allocation of resourcez to basic research, product
development and operational research was a major challenge for TDR.

Product Developmaut:

The requirements for new approaches to product develepment in TDR had been under
consideratlion for several years. Three outside consultants had assisted the Programme in
reviewing itg efferts in this area and a detailed proposal for the establishment of a
Product Development Unit (PDU) within TDR was before the Board for its consideration
[contained in document TDR/JCB(132)/90.12]. The Unit would be staffed through the
reallocation of existing regourcesz and detailed proposals for the financing of the Unit
would be Included in the proposed Programme budget for the 1992-1993 biennium, The Unit
would help to focus TDR's product development activities and increase efficiency in this
area.

TDR was currently invelved in some 100 products. Even by taking the 25 tep
priority ones, it was estimated that the cost of their development would increase sharply
by the 1992-1993 biennium. To cover the costs, cuts would have te be made in other areas
of research, all of which were important., In order to maximize the use of its available
resources, TDR would take advantage of and collaborate with other programmes working in
relevant areas, e.g, with the Programme for the Control of Acute Respiratory Infections
and the Tuberculesis Unit, as mentioned above, and with the Onchocerciasis Contrel
Programme in West Afrieca, as described below.

Collesboration with the Onchocercissis Coptrol Propramme in West Africa (QCE)

OCP war supporting worlk tewards the development of a macrofilaricide apgainst
onchocerciasis and TDR was supporting work on the development of a macrofilaricide
against filariasis. In the past these activities had been carried out under two
different Steering Committees. The OCP Expert Advisory Committee (EAC) had called for
closer integration of these activities into TDR, and preposals on integration mechanizms
and financial implications had been developed by Director OCP and Directeor TDR. The plan
wis to form a joint macrofilaricide project partly funded by OCP and partly by TDR but
the financial resources would be managed separately. The project's activities would be
reviewed by one Steering Committee only, whieh weuld prepare ene report for submission to
both the OCP Expert Advisory Committee/Joint Programme Committee (JPC) and the TDR
Scientific and Technical Advisory Committee/Joint Coordinating Board. Through this
mechanism, both Programmes would be fully invelved, ne financial tranzfar would take
place between them aund the aetivities would be managed in a selentifically unified
manner.

OCP TDR

projects
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Research Capahility Strenpthening

IDR's research capability strengthening activities had evolved in recent years and
there were now three types of activities: (1) traditional grants for new Institutions,
vhieh might now become phased out as the Programme had been involved in strengthening
some 100 institutions; (2) second-phase grants (TDR-Rockefeller Foundation and
Programme-based grants) for relatively advanced imstitutions and with & strong output
orientation to link up with and contribute to THR's research and development activities;
and (3) the FIELDLINCS programme which constituted TDR's initial approach to the least
developed countries and assential health resesrch. Through the FIELDLINCS programme,
young sclentists were trained in the context of projects of direct relevance to dissase
control in their own countries. Thie represented an important approach to developing
manpower for essemtial health research but TDE was examining how it could contribute
further to this concept, which was in line with the recommendations of the Commission on
Health Research for Development.

TDR's grants had become very competitive in view of the limited reseurces
available. By 1992-1993 there would be very little funds available for new grants. To
liberate resources for mew high priority initiatives, e.g. essential health research in a
few least developed countries, and social and economie research, only some of the
TDR-Rockefeller grants would be renewed.

Conclusion

TDR was faced with more opportunities than it could Pursue even 1f more resources
became available in the future. Pruning was essentrisl and the determination of the right
allocation of resources te get the best return on TDR's investment. Dr Godal requested
the Board's guidance before transforming action inte the Programme budget for the
1992-1993 biennium.

2. SUMMARY OF THE PRESENTATION BY PROFESSOR B. R, BLOOM, CHATRMAN STAC

Frofessor Bloom referred to the important responsibility of §TAC to ensure the
zelentific integrity of TDR. STAC consisted of 15-18 members whe wete experts in
tropical diseases and/or related fields. The Programme's scientific integrity was also
ensured by the collaboration of many scientists working at the frontier of research whe
participated In TDR's research activities and gave their time to attend meetings of
Steering Committees and guide the work of the Programme.

S5TAC should report te the Joint Coordinating Board at twe levels - on process and
on substance, With regard to process, there had been s change in respeet of STAC's
approaches. In-depth reviews of Programme components had been discontinued, They had
invelved large amounte of work and had not been cost-effective., Instead, STAC members
Participated in Steering Committee meetings which enabled them to follow dirvectly the
application review process and to witness for themselves the commitment of the
scientists, Steering Committee chairmen, members and secretaries. In addition,
Prospective Thematic Reviews had been instituted to examine majoy trans-disease issues
and approaches. These reviews brought together groups of outside experts and people
within the Programme, many of whom had divergent views, to discuss options available in
the given ares., Two such reviews had already taken place, on drugs and on vectors and
vector control. The reports (documents TDR/PTR-Drugs/89.3 and TDR/PTR/Vec/8%.3) had been
submitted te STAC for the Committee to elaborate future directions. STAC also received
lnformation from the Programme Director and the Steering Committes seeretaries who had
been asked to present STAC with options and their Implicatiens, to enable it to make
recommendations ameng the various choices. In addition, STAC was in close contact with
other relevant programmes in WHO, and gome STAC members were also members of scientific
committees eornected with these programmes.

With regard to substance, TDR's challenges today could be compared with those
facing euperts in the sarly 19%0s - whether te spend meney on iron lungs for polia
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victims or whether to invest in a vaceine for the future. The issue was one of balance
among the allocation of rescurces for the delivery and testing of existing preoducts, the
rapid development of existing candidate produects, and the development ¢f mew tools.
Professor Bloom cautioned against the temdency to exploit only the delivery and testing
of existing products. Basic research had to continue as an investment in the future and
would be needed if the existing products failed te meet expectations.

Professor Bloom stressed the Importance of social and economie research activities
to help in understanding the problems with regard to drug delivery and compliance, and
the FIELDLINCS programme which would aszist in setting up the infrastruerure needed in
the developing endemic countries to carry out intervention studies, such as determining
optimal dosage and treatment schedules for multidrug therapy for leprozy.

The Prospective Thematic Review on Directions and Organization ¢f TDR's Research
and Development Related to Drugs had recommended that the Programme focus and
professionalize ire product development activities; combine its efforts to develop drugs
against diseases whose drug targets and enzymes might be similar; collaborate with
industry: and focus on important promising areas, such as severe and cerebral malarla,
Repregentatives from Industry had participated in the review and had offered to assist
TDR in solving specific technical questions, but industry was unwilling te take full
responsibility for the development, delivery and free distribution of drugs against
troplical disesses. Professional management was required withim TDR to determine which
activities the Programme could support in research laboratories, which issues were best
handled by industry and te encourage the involvement of industry in these issues,

Professor Bloom strongly encouraged the JCB participants to invest In the future of
TDR. He expressed the fervent hope that more funds would become avallable te the
Programme, otherwise many opportunities could net be exploited. For example, if TDR were
only able to pursue the development of 25 prierity products, werk weuld stop on the othex
100 products some of which might prove te be better than the chesen 25, Cuts in areas
such as research on the basic understanding of host-parasite interactions, or in
operational research, or im research capability strengthening activities, would retard
progress snd oppertunities to comtrol the tropical diseases, By fulfilling STAC'#
mission to ensure the highest level of scientific accomplishment and integrity, TDR's
efforts would hopefully lead to some effective Intervenmtions te justify continued and
inereased investment in the extraordinary and vital experiment of TDR.
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SUMMA OF THE ¥ INGS AND COMMENDATTONS
HE COMMISSTON ON M H RESEA FCR DEV PMENT
AN EIR IMP TIONS FOR TDR

Professor E. Ezzat, member of the Commission on Health Researeh for Development and
Dear, Faculty of Medicine, Suez Canal University, Ismailia, Egypt, described the
Commission's mandate, findings and major recommendations, and pregented her visws on
their implications for TDR.

The Commissien on Health Research for Development, an independent international
initiarive, had been formed in early 1987 with the aim of improving the health of people
in developing countries. The focus had been placed on research in the belief that it had
enermous - and in great part, neglected - power ro accomplish that goal. The
Comnission's mandate had been to survey current research om the health problems of
developing countries, to identify strengths and weaknesses and to Propose improvemencs
based on the greatest opportunities.

The major findings of the Commission showed that:

"® The worldwide flew of reseurces supperting research on health problems of
develeping countries is very limited, and its application leaves large gaps. Grester
amounts and more efficient spplication of ressurces are needed to Support a major
expansion and improvement of researeh activities and capacity within developing
countries,

= The enormous diversity of health circumstances spesks to the importance of priority
setting at the nationsl and international levels. Several major health problems are
receiving attention; others appear relatively neglected. Major geps exist with regard
to information, monitoring, and assessment of rhe evolving health picture, Greater
coherence of research responses to high-prioriry problems at the national and
international levels iz needed.

¢ Developing-country scientists and institutions are pursuing a wide range of
research aectivities, but greater productivicy will require overcoming serieus constraints
- professional, institutional, and environmental. National comeitment and International
reinforcement for health research, specific aetions te tackle comstraints, snd capacity
building and maintenance within developing countries will all be necessary,

* Appropriate contributiens from industrialized countries should be expanded,
focusing on advanced training, research, technical interaction, and participation in
international partnership arrangements. Rather thanm a system of new independent
international centers, the major emphasis should be given to strengthening national
centers and achieving "critical mass" and shared cbjectives through international
networks of natienal centers.

# The pumber and type of international research Promotion programs are growing.
These constitute the beginnings of a worldwide health research system. Joint efforts by

References to the report of the Commission on Health Research for Development and
quotations from it are reproduced by courtesy of the Commission. The report, entitled
Health Research: Essential Link re Equity in Development, iz published by Oxford
University Press, New York, 1590.
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United Natioms agencies are notewerthy, and privately sponsored efforts have been
productive., Stronger overall coherence i{s needed to reduce the frapgmentation and
compatition induced by multiple, narrowly foecused research inltiatives.

@ Far too little attention iz being given to the eritical importance of building and
sustaining individual and institutional health research capacity within developing
countries. To remedy this problem, leadership and commitment by national governments as
well az lohger-term support by internatienal agencies will be necessary.”

The Commission had made four major recommendations:

o essential national health research should be carried out in all countries,
especially in the developing countries;

» the efforts of the developed and developing countries should be joined together in
international partnerships to facilitate collaboration on prilerity health problems;

® greater financial support for research should be mobilized from international
gources, and

L] an international mechanism should be established to monitor progress and to promote
financial and technical support for research om health problems of the develeping
countries,

The work of TDR was recognized by the Commission in its report. Professor Ezzat
stressed that TDR's activities were in line with the recommendations of the Commission.
For example, the Programme was strengthening the research capacity of the developing
countries, and its efforts helped to establish career structures for researchers and
encouraged them to remain in their home countries, Scientists partleipating in TDR's
activities could have an input inte determining national pricrities and could assist in
meeting national needs, The TDR network was a model of how scientific talent could be
mobilized in the attack against common problems and the Programme had developed
innovative financing strategies,

TDR's mandate only covered six major tropical diseasses but within that mandate
Professor Ezzat considered that the Programme could do more to help implement the
Comuigeion’s recommendations. For example, the Programwe might alse wish to:

. strengthen activities which would suppert the essential natiomal health research
conoept;
. pay greater attention to the priorities of the disease-endemic countries and

collaborace more closely with their health services, and participate in meetings to
determine national health research needs;
- take steps towards greater invelvement in operationsal (or health systems) reseaxch;

. strengthen social and econemic research activities to take inte account the
traditional, environmental, behavioural, educational and occupational factors and
to establish closer links between the research and the populatiens and communities;

' promote training in the developing endemic countries, especially in the area of
field research;

a through its institution strengthening activities, help to establish national
centres to guide national health research activities;

" circulate more widely information abeut the Programme's Drogress and opportunities
for collaboration; and

. devise Immovative means to expand the Programme's activities.
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IES THE TECHNICAL ESENTAT 5 T0 J 13
ON BASTC RESEARCH RODUCT VELQPM BEHAVIOURAL A OPERAT L
RESEA AND 5 GTHENT DEVELD G COUN CAPAC ES;
INTRODUCTION TO TDR'S TRAINING ACTIVITIES AND THEIR IMPACT
ON RESEARCH CA TLITY NGTHENTNG:; AN
EMENT MR V GOPA VICE SIDENT SECTD OLICY
AND RESEARCH, THE WORLD BANK, WASHINGTON, D.C.. USA

1. BASTIC RESEARCH

Dr G. M. Moxel, Head of the Department of Biochemistty and Molecular Biolegy,
Oswaldo Cyuz Institute, Oswaldo Cruz Foundatien, Ric de Janeiro, Brazil; Chairman of the
TDR Research Strengthening Group, deseribed a yesearcher as someone who had to seek
beyend the appearance of things, and stressed that ideas and leads did find practical
applications. Basie researeh was like an iceberg. The tip of rhe iceberg represented
the visible part of research, the part which had practical applications, but its
exigtence was crucially dependent on the invisible part, which was basic research. It
was very difficultc to dissociate basic research frem applied research,

Dr Morel gave examples of basic research carried out at the Oswalde Cruz Institute
which had led to practical applicatiems. Carles Chagas from the Oswaldo Cruz Institute
had been sent to study a malaria outbreak in Brazil and instead had discovered Chagas
disesse. In line with the recommendations of the Commission on Health Research for
Development, his work was an example of research carried out in a developing country
which had direct relevance to the country and which received strong national suppert and
prestige, e.g. by portraying on Brazilian banknotes pictures of Carlos Chagas,

Oswalde Cruz - the creator and first director of the Institute, and pictures of the
Institute irgelf.

Researchers at the Institute had studied the Trypsnosoma cruzi parasite mainly
because they were fascinated by it and the research had led to practical applicatien in
the development of a methad to characterize T. cruzi. <(lose research collaboration and
linkages had been established with other institutes in the south and in the nerth. The
new method had been trecognized by TDR/WHO.

Studies at the Institute had continued on Irypanosoms cruzi and Leishmapis isolates
in collaboration with the University of Califormia. As a result of the poelymexase chain
reaction (PCR) and of the previcus work at the Institute, a method was being developed
for the detection of T. cruzi in blood.

Another example was the development of a simple apparatus for feeding blood to one
of the kissing bugs that transmitted Chagas disease. Using this apparatus it was
possible to perform experiments on the bugs in the laboratoxry. Research using menoclonal
antibody had led to studying the reactien of drugs on the bugs. One such drug,
azadirachtin, had shown to prevent the parasite growing in the bugs.

The Oswaldo Cruz Institute followed closely developments in laboratories in the
north, the results of which could be useful to the researchers at the Institute. As an
example, Dr Morel referred to the system for stsble transfection of Leishmania which had
been developed by the group led by Dr D. Wirth at the Harvard School of Public Health,
Boston, Massachusetts, USA, This system opened up a new field which would generate many
new leads.

Dr Morel considered that it was impossible to separate basic research from product
develeopment, both were impoertant and there should be close collaboration between the twe
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arcas. ‘The Oswaldo Cruz Institute supported both basle¢ research and product development
and a biotechnelogy centre was under construction. Exzamples ef products already produced
at the Institute were yellow fever vaccines (which were part of a programme in
collaboration with the Rockefeller Foundation, New York, USA) and kits for the
immunodiagnosis of leptespiroesis.

Dr Morel emphasized that TDR should continue to support researchers who could see
heyond the appearance of things to discover new realities in the areas of laboratory
science, social science, field work and epidemiology. The ideas and the work of these
people were erucial for future develepment. He alse supported the statement in the
Report of the Commission on Health Research for Development - “the major health problems
of humanity can be addressed most effeetively through the cooperative efforts of
gscientists around the world, and we therefore recommend that develeping and
industrialized countries and internmational agencies promote the steady growth of
collaborative international research networks as the principal meang for mobilizing
scientific talent to attack common problems”,

2. EFRD VELOPMENT

Dr P, Reeve, former Executive Vice-President, Research and Development, Imvitron
Corporation, Redwood City, California, USA, referred to the need to strengthen TDR's
product development activities in the 1990s. Froducts were emerging from research and
needed development but there was limited industrial support in this area - TDR had to
fill the gap. He referred to the stages of product development from research to
preclinical development, clinical development, registration and product delivery, and the
timeframe of betwean § to 12 years for a produet to reach the stage of delivery.
Fharmaceutical product development was an extremely complex procedure requiring expertise
and disciplines beyond those needed for research and requiring careful planning,
coordination and management. It was proposed to focus this expertise in a Product
Development Unit {PDU} for twe reasons:

because many research activities and product distribution were dizease-specific but
many features of drug development were commom to more than one disease regardless
of the rherapeutic or prophylactic application; and

because development was guided by striet legsl, ethical and regulatery requirements
which had to be followed.

The Unit would operate within the established structure of TDR. The Steering
Committees would remain the key bodies teo identify and provide technical resources for
product development, &nd the PDU would coordinate and suppert their activities in this
area, and undertake the development of a few high-pricrity preducts in close
collaboration with the Committees. The Unit would manage the aspects of product
development hetween research and product registration, plan and coordinate all the
activities which comprised product development, and act as a link between the groups
involved in the contrel of tropical diseases,

Three of the main challenges of the Unit would be: where to obtain the compeunds
for product development; how to select potential products, as TDR's limited resources
would be unable to cover the costs of all diseeveries: and hew to increase the
involvement of the developing countries in preduct development so as to lesgen their
dependence on the developed world.

There were several ways im which the Unit weuld try to reduce the cost of product
development. It would take advantage of existing pxeducts which could be adapted to
TDR's needs, and would continue to work closely with industrial concerns on such specific
applications. Several companies had already expressed their suppert and interest,
Wherever possible the Unit would seek these products slready in advanced development
which could be directed specifically towards tropical disease control. If necessary, the
Unit could consider undertaking the entire development of novel products but the costs,
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benefits and prierities would have to be very carefully evaluated., Different stages of
the process could be done by contract. All propesals forx product development would be
subject ro review and spproval by a product development group. This would consist of
appropriate external experts, TDR professional staff, with the head of the PDU acting &s
gecretary, and the group would aet in an advisery capacity te Director TDR.

Some reseawrch, screening, synthesis, clinical and field trials, registration of new
produets and a limited amount of product manufacturing were already being carried out in
the developing countries but the Unit would take further steps to increase the
involvement of these countries in product development. For example, the Unit would seek
to:

. increase goal-oriented research in the disease-endemic countries;

o expand existing drug screening efforts and establish the technical resources
required to develop products in tropical countries;

. use biotechnology and other scientific institutes established in the developing
regions in the scale up and synthesis of products for development; and

. manufaetrure produets for in vitre diagnestics in developing regions and expand
Interests in menufacturing biologicals in disease-endemic areas.

The proposed Unit would have three professional posts for (a) biotechnology
(primarily vaccine development but alsc diagnoseics); (b) drug development; and (c)
biolegical contrel of vectors: a professional post for data management relating to
product development: and three general service sraff (secretarial postz). All these
posts would be made available through reallocation of existing or vacant pests in the
Programme .

To finance the costs of approved development projects, it was proposed to establish
a special budget by reallecation of existing funds. The overall costs of the proposed
new initiatives recommended by the Scientific and Technieal Advisory Committee were
US% 3 million for the 1992.-1993 biennium, about 10% of TDR's total budget. The main
thrusts of the Programme’'s activities would remain in the research areas but there would
be a significant commitment to the tasks of product development.

Further details on the Unit are contained in document TDR/JCB(12) /90,12,

3, BEHAVIOURAT, AND OPERATIONAL RESEARCH

Dr M. A, Lansang, Head, Department of Epidemiclogy and Biostatistics, Research
Institute for Tropical Mesdicine, Metro Manila, Philippines; c¢utrrently Coordinater of the
TDR Programme on Field Resesrch Networks in Asia, referred te the products being
developed by TDR and emphasized that the products themselves were insufficient as a
meagure of success - TDR had to deliver them to intervention and control Programmes .

What would make or break the products would be the people receiving them and the people
delivering them, Research studies on the social, economic and operational aspects of
disesse contrel were an important part of TDR's mandate. The new technologies had to be
relevant, affordable, acceptable and applicable to the needs of the people.

Opexatienal research was basically a multidisciplinary spproach which used
techniques from areas such as health economies, social sciences, epidemielogy and
management sciences. This type of research was most often situated in the context of the
health services themselves, broadly aimed at improwing the delivery of services that were
already operational. In this situation, the new Division of Control of Tropleal Diseases
(CTD} worked closely with Ministries of Health to help correct operational problems and
seek efficient and effective solutions. However there were central issues in the
interface between TDR and CTD which should be addressed by TDR in collzboration with CTD
and the users of TDR's products.
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To illustrate some of the fundamental operational research questions which had to
be answered, Dr Lanzang referred to the experience gained from the use of the drug
ivermectin for the treatment of onchocarciasis, as TDR had beem invelved in its research
and development. Ivermectin was safe and could be made available at no cost to
communi ties and control programmes. The challenge was to devise mechanisms for its
delivery within the resources and capabilities of an actual health system. One country
had been granted a large supply of the drug but this was nowhere near the smount reguired
to treat all the people who needed it. Therefore questions would arise on egquitable
distribution and what strategy should be used. TDR should continue to support
operational research using tools like modelling and economic analysis te plan and
avaluate contrel strategies which could be used as general guidelines in such situations.

The second major area of research invelved drug and service delivery. Even if the
country had druge for all the patients and the health workers to provide the health
services, how would they procsed? Decisions would have to be made on such issues ms the
route of delivery, the type and skills of health werkers needed, retreatment frequency
and monitoring for side-effects.

Ancther importsant area of research involved the actual users and their interaction
with the health workers, Behavioural research was clearly important in the study of
bellefs and practices which would hinder or emhance the use of the health care facilitiesz
and the products, and community involvement could be improved {f the health workers
understood the people's views. The cost In time and meney incurred by patients receiving
treatment had to be taken into account. Behavioural research and cost-utility analysls
could help to determine the extent to which these factors affected contrel programmes and
what measures could reduce negative conditions.

There were of course major costs incurred on the side of the health providers.
Delivery costs were considerable even if the product were provided free of charge. Some
cost-recovery mechanisms could be considered, such as a minimal payment for the product,
as health workers in the fleld had observed that pecple placed a higher value on
treatment for which they had to pay. Demonstration prejects would be useful to show
whether cost-recovery schemes were achievable and what would be the overall impact on the
people's health status.

In the case of ivermectin, TDR could help to set up a menitoring system to evaluate
the overall impact of therapy.

Some of the questions to be answered with regard to the delivery of Ivermectin
against onchocerciasis were common fo treatment against other diseases, e.g.
schistosomiasis, but in the case of malaria the use of new control teels was different.
An economic evaluation carried out in one country had shewn that there were considerable
manpower, supply and time costs inmcurred in the diagneosis of malaria in a malaria control
servicc. However, a major area of behavioural and operational research was the health-
seeking behaviour of the people once malaria had been diagnosed, whether correctly or
incorrectly, 1In the light of grewing resistance teo antimalarial drugs and the
sipnificant mortality from severe malaria, continuing support was meeded for research on
such areas as self-medication, prempt treatment sesking, satisfactien with the health
services provided and compliance with medication., Compunity participation programmes for
integrated control strategies needed to be carried ouf and evaluated. It was very
important to understand the people's beliefs and pereceptions of malaria and %o develop
with them appropriate interventions.

A5 other products were developed agalnst the tropical diseases, new research
problems might arise im terms of delivery, affordability and acceptability. The findings
of a demonstration project in one country could not all be transferred to another
setting, but lessons could be learned from all operational research projects.

Dr Lansang reiterated that much of the operational research which TDR could do
should be in partnerszhip with CTD and in collaberation with other relevant WHO
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programmes. However, the mest important partners were the people of the endemic
countries who would hopefully take up the challenge te carry out these important research
studies as part of their eszential national health research,

4. STIRENGTHENTNG DEVELOPING COUNTRY CAPACITIES

Professor M. B. Concepecion, Professor of Demography, Population Institute,
University of the Philippines, Diliman, Quezon City, Metye Manila, Philippines, described
the three challenges facing TDR with regard to research capability strengthening in
health-related social sciences:

- to motivate the soclal scientists (anthropologists, communicators, demographers,
econemists, psychologists, soclelogists and others) to engage in research on health
problems, particularly in tropiecal dizseages;

. to improve the capabilities of individual social seientists to address tropieal
disease problems through researech: and

. to inecrease the present number of social scientists undertaking research in
tropical diseases.

Various strategies were necessary to meet these challenges. Professional and
career development of socilal scientists could be assisted through health-oriented
training at the Masters', Ph.D. and postdoctoral levels. The training could he
Integrated with specific research activitiez and be backed up by workshops to bring
social and biomediecal seientists together to learn about the specific phases of the
research process and to solve common problems. It was alsc important to inerease the
"eritical mass" of social scientists and to overcome their feelings of intellectual
isplation through such meaps as:

» eonferences or meetings on particular problems for the exchange of information;

. workshops to plan research which should be linked to national health plans and
praogrammes to ensure the scientists' invelvement in action programmes and
facilitare their access to decision-makexrs;

. tesearch grants which would serve to:

- provide incentives to social scientists to engage in tropical disease
research;

- invelve young researchers early in their caraars; and

- convince social scientists of the need for sceial engineering and of the
important contribution of research to facilitate field interventions:

» ¢asy access to literature, especially in languages other than English;

- sabbatical leave or awards to enable social sclentists to work with others in
different field cituations: and

. international awards te young scientists for distinguished contributions to
country-speclfic research related to the national health Programme .

Professor Concepcion encouraged contributing agencies to make a long-term
commitment (10-15 yearz) to the support of social science and health institutions, and
considered that the impact of their investments could be enhanced if they were flexible
and did not impese any single model on research capacity development and strengthening,
and if they covered broader subject areas and adapted their procedures to Local
requirementes,
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Tt was also important that social science career structures were on a parallel
level with hiomedical personnel within heslth establishments, medical faculties and
regearch institutesz. This would permit greater interaction and collaboration among
zocial seience, epidemiology and biomedical researchers at the national level.

Networking was also crucial to provide internaticnal suppert and communication for social
and biomedical scientists and at the game time to strengthen nmational research
capacities. Finally, staff exchanges should be facilitated among developing country
institutions, as well as twinning arrangements between developing and developed country
institutions.

5. TDR'S v S AND THEIR IMPAC ESEARCH CAPABTL STRENGTHENTING

Dr J. Hashmi, Responsible Officer for Research Capability Strengthening, TDR,
reported on the major findings of the 5tudy of TDR Research Training Grants [contained in
document TDR/JCB(13)/90.6]. The study had been carried out as a result of the request by
JCB(11) in 1988 for an in-depth analysis of TDR's training activitiez and thelr Iimpact on
research capability strengthening. The study had focused on 320 grantees from 42
countries who had received swards of nine months or more, and included a detalled
questionnaire and five country case studies. Twenty-seven per cent of the grantees had
studied for a Ph.D., 37% for a Master's degree, 22% for postdoctoral traluning and 14% for
other types of training. The most common fields were parasitology, entemology,
immunelogy, epidemiology and social sciences. The academic performance of the grantees
had been good with 87.7% successfully complecing their Ph.D. and B4.5% their Master's
degree. There had been a very high return rate with 90% of the grantees going back te
their countries and sponsexing Institutions.

Most of the grantees were still active in their field of study. It had not been
pessible to carry out an assessment of the scientifiec productivity of rhe grantees on
their return home, apart from using such measures as the number of publiecations and
research grants subsequently obtained by the grantees. From the informatien covered
through the questionnaire and the country studies, almest 70% of the respondents who had
completed a Ph.D. or Master's degree had been successful in obtaining grants nationally
or internationally and the same percentage had published articles in international
journals.

In the country case studies, the institutional directors had expressed considerable
satisfaction that the trainees had been able to bring competence to the institutions in
terms of designing mew projects, instigating new techniques, treining other scientists
and generally improving the level of scientific expertise in the institutes.

The study was basically a retrospective one as several poliey changes had been made
recently which affected TDR's research training activities. Many of the detailed
recommendations of the study had already been implemented or were under consideration by
the Research Stremgthening Group and the Secretariat.

Dr Hashmi outlined gome of the important issues currently facing the training
component of the Programme. A major challenge was the selectien of the best applicants
who had a commitment to tropical disease research. TDR was very conscious of the
problems facing the trainees onm their return home amd was making efforts te reduce their
feelings of scientific isclation. The Programme proposed to phase out support for
Master's level trainimg except in the case of trainees from the least developed
countries. In countries with good scientific infrastructure, TDR would enly provide
training at the graduate level. Training in social sciemce continued te be a challenge
to the Programme and the advice given by Professor M. B. Concepcion in this area would be
taken into mccount. In view of the high cost of graduate training in the developed
countries, TDR would make every effort to develep, strengthen and use facilities for such
training within the developing cowntries themselves, allowing ¢enly the necessary peried
in the develeped countries to acquire specialized techniques not available elsewhere.




TDR/JCB(13)/90.3
ARNEX 7
page 49

6. ATEMEN Y MR ¥V JAGOP N, VIC ESIDE OR._SEC POLI D RESEARCH

THE WORLD BANK, WASHINGTON, D.C. . usa

Mr Rajagopalan referred to the main challenges facing TDR in the 1990s: to find
ways to lower the cost of existing research products and theiy delivery; to accelerate
the develepment of new products; and to further enhance the quality and the
effectiveness of research in the least developed countries. In additien, decisions had
te be made on the balance among basie research, preduct development and operatienal
research. Research was critical but it had to be translated inte tools which eould
ultimately be applied in the real settings of disease control programmes. The World Bank
believed that research had to he accompanied by a renewed effort to estabhlish tropical
disease control activities in the endemic areas. Disease control programmes areund the
world had not received suffielent attention in spite of the epidemiological significance
of the diseases, their economic impact in the rural and urban settings, and most
impoartantly the immense human suffering they caused.

The Bank had recently initiated a study on govermnment expenditures for tropical
disease control, the preliminary results of which had shown that such programmes received
@ low level of funding and were vulnerable to sudden changes in budgetary allocations.
Therefore, in parallel with its support to TDR, the Bank had decided to place greater
emphasis on funding and strengthening appropriate tropiecal disease control programmes,
especially with regard to malaria. Lending allocations and resources had been inereased
to human rescurce development in general and to population, health snd nurrition projects
in particulsr. Approximately 25% of the lending for health projects in the population,
health and nutrition sector went to diseass econtrol types of projecte. The Baunk was
Pleased with the reorganization within WHO to establish the Division of Contrel of
Tropieal Diseases in parallel to TDE. This served as a demonstration of WHO's commitment
to strengthen econtrol programmes, especinlly in the ares of malaria control where greater
SUpport was urgently needed,

The Bank welcomed TDR's plamned directions for the 1990s and the concept of the
Product Development Unit, Mr Rajagopalan hoped that the Unit, under careful management
and with realistic expectations, would encourage the invelvement of the pharmaceutical
industry and speed up the delivery of products to the people who needed them, However,
the strength of TDR was its network of participating scientists throughout the world
which should continue to previde the basis for TDR's evolution.

TDR's main constraint was its limited fimancial resources 80 priorities had to be
set, with a balance between existing and new activities. The question of continuing
support to all the TDR target diseases might have to be raised in the context of the next
quinquennizl review, especially with regard to tuberculosis which was outside TDR's
mandate. Dr T. Godsl had already referred teo the advantages of exploring possibilities
for the development of tools against both leprosy and tuberculesis. The Bank was
confident that TDR would be able to set realistic priorities and would be preparad to
essist in this process If required.

The World Bank had supperted TDR for many years and would continue to do so. It
was pleased with the Programme's approach and development and strongly endorsed TDR's
goals te develop tools te control the tyopical diseases which contirnued to threaten the
well-being and productivity of millions of people who deserved a better future.




TRR/JCE(13)/90.3
ANNEYX B .
page 50

UNDE/WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROPICAL DISEASES

THIRTEENLH SESSION OF THE JOINT COORDINATING BOARD

(eneva, 26 and 27 June 1990

FINANCIAL STATUS 1985-89
ESTIMATED FINANCTAL STATUS 1990-91

FORECAST FINANCIAL STATUS 1992-93 (UsS500Q)

1588-89 19%0-91 1992-93 1992-93 1992-93
ACTUAL ESTIMATE FORECAST 1 FORECAST 2 FORECAST 3
SOURCE OF FUNDS
OPENING BALANCE - 1 JAN 8,888.6 8,195.6 1,005.4 1,005.4 L,005.4
ACTUAL/ESTIMATED INCOME
CONTRIBUTIONS 57,7540 61,000.0 62,750.0 62,730.0 62,750.0
INTEREST 3.245.7 2.,000.0 2.,00G6.0 2,000.0 2,000.0
OTHER. INCOME 1,002.0 1,000.0 1,000.0 1,000.0 1,000.0
TOTAL FUNDS AVAILABLE 70,890.3 72,1%33.6 66,755.4 66,755.4 66,755 .4
FUNDING GAF 1,750.0 7.,200.0 12,200.0
TOTAL FUNDS REQUIRED 70,890.3 73,945.6 66,735.4 73,953 .4 78,955 4
APPLICATION OF FUNDS
QBRLIGATIONS /RUDGET £2,6594.7 72,940.2 65,755.4 72,9553.4 77,9554
CLOSING BALANCE - 31 DEC 2,195.6 1,005.4 1,000,0 1.000.0 1,000.0
TOTAL APPLICATIONS 70,890.3 73.945.6 66 ,755.4 73,9354 78,955 4

ALl 1992-93 PORECASTS: Escimazed Contributions equal 1990-91 Estimated Concribucions

(US5 61.0 M.} plus 1990-9) Funding Cap (U535 1.75 M.); Cleosing Balance set at

(Uss 1.0 M.).

1992-93 FORECAST 1l: No Ilncreasa in contribucions owver 1990-91,
1992-93 FORECAST 2: Funding gap equals amount required to fund budgetc of U5 73.0 M,
1992-93 FORECAST 3: Funding gap equals smount raquired to fund budgec of USH 78.0 M.
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MEM SHIP QOF THE ‘T COORDI
(as of 1 January 1991)

List o STIUTESs

Aystralia
Belpgium

Brazil

Canada

China

Danmark

France

Germary

India

Indonesia
Israel

Myanmar
Netherlands
Nicaragua
Nigeria

Norway

Rwanda

Sao Tome and Principe
Solomon Islands
Somalia

Sweden
Switzerland
Turkey

United Kingdom
United States of America
Yemen

Zambia

United Nations Development Programme
World Bank
World Health Organization
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UNDE/WORLD BANK/WHO
SPECTAL PROGRAMME FOR RESEARCH AND TRAINING TN TROPICAL DISEASES

Mambership of the Joint Coordinating Board (JCB)
(as of 1 January 1991)
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UNDE/WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROPICAL DISEASES

IHIRTEENTH SESSION OF THE JOINT COORDINATING BOARD

Geneva, 26 and 27 June 1590

MEMBERSHIP OF THE SCIENTIFIC AND TECHNICAL ADVISORY COMMITTEE (STAC)

(az of 1 January 1991)

Name and Title

BEHBEHANI, Prof M., K., Viee-Rector for Regearch, University of
Kuwait, Safat, KUWAIT

BIOOM, Prof B. R,, Professor and Chairman, Department of
Microbielogy and Immunology, Albert Einstein College of Medicine
of Yeshiva University, New York, N.Y., UNITED STATES OF AMERICA

#*BOLIVAR ZAPATA, Prof F. @., Directer and Professor of Molecular
Bielogy, Research Center for Genetie Engineering and
Biotechnology, Nationa], University of Mexico, MEXICO

BRENER, Prof Z., Chief, Laboratory of Chagas Diseage, Centro de
Pezquisas "René Rachou", Fundagfe Oswalde Cruz, Belo Horizonte,
BRAZIL

CAFRON, Prof A. R., Director, Gentre for Immunolegy and Parasite
Biology, Pasteur Institute, Lille, FRANCE

CASTILLO, Prof Gelia T., Professor of Rural Sociology, Department
of Agricultural Education and Rural Studieg, College of
Agrieglture, University of the Fhilippines, Laguna, PHILIPPINES

**GABR, Prof M,, Head, Paediatric Department, Faculty of Medicine,
Caivo University, Cairo, EGYPT

GARATTINYI, Prof 5., Director, "Mariec Negri" Institute for
Pharmacological Research, Milan, ITALY

HOL, Prof W. G, J., Assistant/Associate Professor, Department of
Chemistry, University of Groningen, Groningen, NETHERLANDS

*#LEE, Prof X., Director, Gentre for Heslth Planning and Management
School of Management and Economics, University of Keele, Keele,
UNITED XINGDOM

»

*LE TQUZE, Dr D. M., Senior Scientist, Health Sciences Divisien,
International Development Research Centre, Ottawa, CANADA

MAKELA, Prof P. Helena, Direcror, Bacteriolopgy Department,
National Public Health Institute, Central Public Health
Laboratory, Helsinki, FI D

*Co-gpted
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Term of Appointment

to 31 Decembar 1943

to

to

to

to

to

Lo

Lo

=}

jal=)

to

31

31

31

3

31

31

31

3l

31

al

**Co-opted in his capacity of Chairman of the WHO Global Advisory Committee

Research

December

Dacember

December

Decepber

Decembar

December

Decenber

December

Dec¢ember

December

December

on Health

1992

1991

1991

1991

1991

1991

1993

194932

1991

1987

1992




TDR/JCR(13)/90.13
ANNEX 10
page 54

MEMBERSHIP (199 (continued)

Name and Title

MILLER, Dr L. H., Head, Malaria Section, Laberatory of Parasitic
Diseases, National Institute of Allergy and Infectious Diseases,
Natlenal Institutes of Health, Bethesda, Maryland, UNITED STATES
a MERTCA

MOLYNEUX, Prof D. H., Chairman of Department and Professor of
Biology, Department of Bielogical Sciences, University of
Salford, Salford, UNITED KINGDOM

OVERATH, Prof P., Directrer, Max-Planck-Institute for Biology,
Tibingen, GERMANY

PIKE, Prof M. C., Visiting Professor of Preventive Medicine,
School of Medicine, University of Southern California,

Loz Angeles, California, UMITED STATES OF AMERICA

RAJEWSKY, Prof K., Professor of Molecular Genetics, Selence
Faculty, University of Cologne, Cologne, GERMANY

RAMACHANDRAN, Prof J., Director, Astra Research Centre India,
Bangalere, INDIA

SaALAKO, Prof L. 4., Head, Department of Pharmacelogy and
Therapeutlics, University of Ibadan, Ibadamn, NIGERIA

SERGIEV, Dr V, P,, Directer, Martsinovsky Institute of Medical
Parasitelogy and Tropical Medicine, Mesecow, USSR

SHIMAC, Dr T., Medical Directer, Japan Anti-Tuberculosis
Association, Tokye, JAPAN
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