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1. INTRODUCTION

Representatives of 25 governments - elected members of the Jaoint Coordinating: Board
(JCB} - and of the three co-sponsoring agencies of the Special Programme for Research and
Training in Tropieal Diseases (IDR), met as JCB(14) at WHO headquarters, Geneva, om
25 and 26 Jupe 1991. Representatives of nine governments and 15 orgemizations
participated in the session as official observers. The JCB members and ohservers
participating in the session and the names of their representatives are listed in Anmnex 1
[document TDR/JCB(14)/91 .2 Rev.1l].

The session was opened by Dr M. L. Abdelmouméne, Deputy Director-General of WHO, A
gummaty of his statement to JCB(14) is contained in Annex 2.

In accordance with the TDR Memorandum of Understanding, the Boarxd elected a
Chairman for a twe-year term of office and a Viece-Chairman for a eme-year term of
effice. JCGB{14) elected Dr 6. A. Williams, Director, Diszease Control and International
Health, Federal Minlstry of Health, lagos, Riperia, as Chairman of the Board until its
Sixteenth Session in 1993. The Board elected Dr I. Eidheim, Head of Section, Norwegian
Directorate of Health, Oslo, Rorway, ag Vice-Chalrmwan until its Fifteenth Session in
1992

The Board adopted the agenda as presented [document TDR/JGB(14)/91.1 Rev.l,
attached as Annex 3},

Frofessor 0. Ransome-Kuti, Minister of Health of Nigeria and Chairman of the WHO
Executive Beard, gave a keynote address to JCB(1l4) entitled "Providing Health Services
For All"., The Board expreased its gratitude to Professor Ransome-Kuti for his excellent
addresa., A summary of his address is contained in Annex 4.

JCB(14) approved the Report of the Thirteenth Session of the Joint Coordinating
Board [document TDR/JCE(13)/90.3].

2. SCIENTIFIC AND TECHNICAL ACTIVITIES

JCB(1l4) considered TDR's scientific and technical progress as described in the
Tenth Programme Report covering the 1989-1990 biennium. The Board recelved an overview
of the Programme's activities, including product development and future perspectives for
TDR's research capability strengthening activities, by Dr T. Godal, Director TDR. The
interim report om new directions in research capsbllity strengthening, which was
presented te the Board, is contained in document TDR/JCB(14)/91.5. A summary of
Dr Godal's presentation is contained in Annex 5.

As part of the Director's report, Professor E. Bonllla, Faculty of Econoemics,
University of the Andes, Bogetd, Colombia, gave a project report on work supported by TDR
entitled "Women and Malaria: a Colombian Case”. A summayy of her report is included in
Annex 5,

JCB(L4) examined the Report of the Thirteenth Meeting of the Scientific and
Technical Advisery Committee (8TAC), introduced by Professor B. R. Bloom, Chairman 5TAC
(document TDR/STAC-13/91.3). In addition, Professor A. 5. Muller, Chairman JCB(13), gave
a short report on his attendance at 5TAC-13. Summaries of Professor Bloom's and
Professor Muller's scatememts are included in Annex 5.
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JCB{14):

(i) Thanked the Scientific and Technical Advisory Committee for its thorough
review of the Programme's scientific components in relation to priority setting and the
distribution of resources. Recognized that such priority setting was a difficult tazk as
the Programme's activities on all six target disesses and on research capabilitcy
strengthening were impoxtant. Expressed the hope that despite budget reductions in some
components, adequate funding would econtimue to be available for high priority reseaveh in
these components. Agreed with STAC's recommendations for the allocation of resources
among the components and endorsed the high priority given to malaria and product
development:.

(ii) Welcomed STAC's initiative to hold two Prospective Thematic Reviews next year
on vaccine development and on research capability strengthening and looked Fforward to
receiving the reports of the two reviews at JCB(15) in 1992. Noted that the review of
research capability strengthening activities would, inter alis, examine the impact of
TDR's training activities, support through the FIELDLINCS initiative, and the variations
in scientific productivity among the disease endemic countries which had received TDR
support, with a view to learning from experience gained and making suitable adjustments
in future strategies,

(iii) Agreed that the Programme should adopt a flexible approach with regard to
research capability strengthening. Concurred with the suggestion that the next phase of
research capability strengthening activities should Incorporate a differentiated
appxoach, ineluding specifiec activities for the least developed countries, snd greater
‘- foews on individuals and on training relative to institution strengthening activities,

(Iv) Recommended that TDR protect Its investment in its trainees, ensuring theix
return to their home countries and institutions and, in cases where special circumstances
temporarily prevented them from returning home, facilitate their installation inte
nelghbouring countries to enable them to carry out relevant research.

(v} Reiterated the comments made at JCB(13) on the cost of training in developed
countries and urged that greater efforts be wmade for training to take place In developing
countries.  Suggested that TDR provide support where necessary to existing training
establishments in developing countries.

(vi} Expressed its appreciation of TDR's role and capabilities in the development
of new disease control products and endorsed the establishment of the Product Davelopment
Unic (PDU). Requested that a document on the progress and plans of the PDU's acrivities,
and details on multidisease chemotherapy activities, be presented to JCB(13) in 1997,

(vii) Recognizing the capabilities of TDR to plan and manage research activitiesz on
new and improved disease control tools, and in view of the close affinity between laprosy
and tuberculosis and the growing incidence of tuberculosis in many countries, reiterared
the request of JCB(13) that WHO explore the pessibilities of closer collaboration between
the relevant programmes with regard te research on both diseases. Recommended that the
management resources of TDR be used as appropriate to pursue research goals which were
shared by these two diseases. HNoted that WHO was convening a meeting in August 1991 to
consider a number of management options for the tuberculosis programme, which could
include jeint steering compittees, and.that specific recommendations with respect to
leprosy and tuberculosis research would be considered by the Btanding Committee and
presented to JCB(L5) in 1992, '

{viii) Re-emphasized the importance of close collaboration between TDR and relevant
organizations eutside WHO; and between TDR and relevant WHO pProgrammes to optimize the
use of available xesources and strengthen areas of common interest.

{ix) Suppoxted increased emphasis and wider collsboration with the WHO Division of
Control of Tropical Diseages on operational research on disease control strategies and
programmes. Noted the continued iwportance of basic research on the targat diszeases.
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(x) Stressed the importance of close collaberation between TDR and tropical
dlsease endemic countries in the areas of operational research and the transfer of

products which should be affordable, appropriate and scceptable by the countries,

Noted

the intention of the Programme to conduct research on populations with little or no
access to health services with a view to promoting leow-cost self-help systems,

{x1) Expressed its pleasurs with the progress and directions of the Secial and
Economic Research Component. Stressed the importance of research on women and tropical
diseases; on the pivotal role of the family and the coppmunity; and on the economic

impact of tropiecal diceases.

(xil) Re-emphasized the importance of the catalytic role of the Programme in
stimilating others to become more inmvelved in health research activities.

(xiii) Decided to review in two years' time the practice of the JCB Chalrman
attending the ammual meeting of the Scientific and Technical Advisory Committee.

(xiv) Thanked Professor E. Bonilla for her excellent project report on women and

malaria in Golowbia.

(xv) Expressed itas gratitude to Professor A. 5. Muller for his excellent

cheirmenship of the JCB over the past two years.

Thanked Profeszor Muller for his reperxt

on his attendance at the thirteenth meeting of the Scientific and Technical Advisory

Committee.

(xvi) Expressed its appreciation of the presentations by Director TDR and the
Chairman of the Sclentific and Technical Advisory Committee.

3. TECHNICAL, PRESENTATION ON COLLABOPATION WITH INDUSTRY

The technical presentations at JCB(l4) forused on cellaberation with industry.
br P. Reeve, Head of the TDR Product Development Unit, introduced the issues relating te
collaboration between TDR and the pharmaceutical Industry, stressing areas where the
needs and potentlal were greatest. Summaries of Dr Reeve's introduction and of the
presentations as listed below are contained in Annex 6.

Ireseptation

Opportunities and challengesz for growing

biotachnology companies im Internmational
health

Collaboration between the private
and public secters in the development

of dlagnostic procedures for tropieal
diseases

Collaberation between the private
and publie sectors in the development
of vaccines for tropical diseases

A concept of Industry cooperation
in TDR

JCB(14):

Pregentey

Pr W, T. Hockmeyer, President and Chief
Executive Officer, MedImmune Inc.,
Gaithersburg, Maryland, USA

Professor J. Ramachandran, Director, Astra
Reszearch Centre India, Bangalore, India,
and Adjunct Professor, University of
California, San Franciseco, Califernia, USA

Dr M. De Wilde, Director of Research,
SmithKline Beecham Biologicals 5.A.,
Rizensart, Belgium

Ir F. Trautweiller, Vice-Director, Research
and Development, FPharmaceuticals Division,
Ciba-Geigy Limited, Basle, Switzerland

(1) Weleomwed and encoursged the close collaboratien between TDR and Industry in

product development,
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(ii) Urged the Programme to assist in the transfer of relevant technologies and the
production of diseage control tools in developing countries.
(iii) Emphasized the importance of ensuring that clinical and field trials of new

diseaze control teols were conducted im accordance with national and international
ethieal standards.

(iv) Noted the need for TOHR to have adequate resources to carry out Field trials
and suggested that the Programze explore with the co-sponsoring agencies "debt swap"
arrangements as a4 mechanism te weet local currency requirements.

(v) Expressed its gratitude to the representatives from industry for attending the
JCB zesslon and dizcugsing collaboration with TDR.

(vi) Expresged its thanks to Dr C.-H. Vignes, WHO Legal Counsel, who was retiring
from the Organization after 30 years of sarvice. Dr Vignes had given his wvaluable advice
to TDR since its inception and had guided many sessions of the JCB on legal issues. On
behalf of the JCB, the Chairman wished Dr Vignes an active, long and happy retirement.

4, REPORT OF THE STANDING COMMITTEE

The Board reviewed the issues rvaised in the Report of the Standing Committee
{document TDR/JCB(14)/91.4]), which were introduced by Dr B. Liese, Director, Health
Services Department, The World Bamk.

On behalf of the Standing Committee, Dr Liese paid tribute te the work of
Dr P. Ladouceur, Responsible Officer for Programme Management, TDR, and Secretary of the
Standing Committee, who would be leaving the Programme in the near future. Dr Liese
thanked Dr Ladouceur for his assistance in ensuring the presentation of excellent
documentation to the Standing Committee and the Joint Coordinating Board, and especially
for his clear presentations of the Programme's financial reports and budgets which had
become a model for other programmes to follow. The Standing Committee would miss
Dr Ladouceur's assistance and wished him well for the future.

JCB(14):

(i} Expressed its pleasure with the effective collaboration between TDR and the
Onchocexelasis Contxol Programme in West Africa (OCP); endorsed the mechanisms agreed by
the two Programmes for carrying out research on a macrofilaricide and approved the
financial implicatiens for TDR.

(ii} Thanked the Standing Committee for its fundrai=zing activities, Urged the
Committee te increase its efforts to raise the funds required to meet the level of the
Programme Budget for the 1992-1993 Biennium, using all possible mechanisms, including
contributions in non-comvertible currencies.

(iii) Reaffirmed that the preferred mode of funding to TDR was by means of

undesignated contributions and stressed that the designated funding policy should nmot be
changed.

(iv} Commended the Standing Committee for promptly informing the Joint Coordinating
Board on the Committee's decision to aceept the contribution from the Govermment of the
Netherlands designated for the project on the development of antimalarial drugs based on

Artemisia anpus, and agreed to accept the contribution for the full three-year period.
(v) Authorized the Standing Committee to aceept, in consultation with the JCB,

other designated contributions in exceptional cases for a small mumber of specific
projects if such opportunities arose, provided these were in line with TDR's priorities
and the Programme retained scientific control of the projects,

{vi) Agreed to continue holding the annual JCB session at the end of June,
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(vii) Agreed to the continuation of the simplified procedure of inviting members and
observers to the JCB session.

5. FINANGIAL MATTERS

5.1 Finagcial Report for 1990 and Reviszed Programme Budgel for the 1990-1991 Biennluyn;
Fipancial Status in 1990-199]

JCB{14) reviewed the Programme's financial situation in the 1950-1991 biennium
and accepted the Financial Report for 1990 and Revised Programme Budget for the 1990-91
Blepnium [document TDR/JCE(14)/91.6].

The Board expressed its concerm at the level of the contribution of WHO to TDR, and
hoped that WHO would at least maintain and if possible inerease the level of its
contributions to the Programme.

5.2 Plan_of Action sand Programme PBudget for the 1992-1993 Biennium apd Estimates for
1994-1995: Financial Prospects for the 1992-1993 Riennium

JCB(14) examined the Proposed Programme Budget for the 1992-1993 Biennium and
Estimates for 1994-1995 (document TDR/PB/92-93), which was intreduced by Dr P. Ladouceur,
Responsible Officer for Programme Management, TDR. The proposed budget level of
US§ 76 845 000 represented an increase of 5.4% over the level of the 1990-1991 revised
budget of US§ 72 923 300.

The main new feature for 1992-1993 was the Product Development Component, with a
budget of US5 6.97 million. Rescurces for thisz component had been obtained partly from
an overall increase in the Research and Development budget and partly from & reallocation
of resources from other components as recommended by the Scientific and Technical
Advisoxy Committee. Malaria remained the most important of the TDR target diseases and
received the highest allocation - 35.8% of the Research and Development budget, excluding
the Produet Development Component. Greater emphasis was placed on seocial and economic
research. There were decreases in some components, such as leprosy and African
trypanosomiases, in view of the changing epidemiological situation and the development of
new control tools for these dizeases.

Research Capability Strengthening was allocated 24.9% of the total budget, in line
with the recommendation of the two External Review Committees which had been endorsed by
the JCB.

Savings bad been made in Programme Management, especially persormel, mainly as a
result of streamlined procedures and efficiency gained from the increased use of
computers. As from January 1992, the Programme would no longer fund ten TDR posts In the
Reglonal Offices. To simplify the budget and accountability the posts would be included
in the budgets of the Reglons and the Reglons would no longer contribute to TDR to
compensate for the costs of the posts.

Dr Ladouceur summarized TDR's estimated financial status in the 1992-1993
biennium. After taking account of the estimated carry-over of U3§ 3.7 million from the
current blermmium, an increase of US$ 6.8 million in contributions to TDR over currently
estimated contributions of US$ 64.4 million in 1990-1991 would be required to meet the
proposed level of the 1992-1993 budgert.

JCB(14):

(i) Approved the proposed Programme Budget as presented, at the level of
US$ 76 845 000 for the 1992-1993 biermium. The budget summary is attached ag Annex 7.

(i1) Recognized the difficult financial cheices faced by the Programme, especially
to secure funmds for the Product Development Component, which resulted in budget
reductions in & mumber of components. In this regard, some members of the JCB questloned
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whether the level of funding for African trypanosomiases, and for epidemiology and Field
research support would be adequate.

(iii) Appreciated the Programme's efforts to keep management costs as low as
possible and to make effective use of computer technology, and its efforts to reduce
personnel requirements, especially in Programme Management,

{iv) Compended the Programme for a "transparent® Programme Budget and expressed its
appreciation for the clear and comprehensive presentation of the budget.

(v} Noted that sn increase in contributions of US$ 6.8 million over anticipated
contributions in the 1990-1991 biennium would be required to finance the Programme Budget
for the 1992-1993 biennium and recognized that significant efforts would be required to
raise this additional amount, especially in view of new demands on development assistance
budgets. Fourteen JCB participants indicated continued financial support for the
Programme .

(vi) Foted that the WHO Regional Offices would continue to assist the Programme, as
in the past, under the new funding arrangements for the tropical disesses research
lialson posts in the Regional Offices.

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

JCB(14) followed the selectionm procedures established during its previeous sessions
and adhered to the 60-deadline for the receipt of applications for JCB membership under
paragraph 2.2.3 of the Memorandum of Understanding. The Roard selected the Government
of Brazll for JCB membership for a period of three years from 1 January 1992.

The list of members of the Joint Coordinating Board as of 1 January 1992 is
attached as Annex 8.

7. MEMBERSHIP OF THE SCIENTIFIC AND TECHNIGAL ADVISOEY COMMITTEE {STAC)

JCB(14) endorsed the proposed membership of the Scientific and Technical Advisory
Commirtee as of 1 January 1992. The list of members is attached as Annex 9. The Boaxrd
noted that steps were being taken to include members from Latin America from 1993.

8. DATE AND PLACE QF THE FIFTEENTH SESSION OF THE JCB

JCB(14) decided that the Fifteenth Sassion of the Jeint Coordinating Beard would
take place on Tuesday 30 June and Wednesday 1 July 1992 at WHO headquarters, Geneva,
Switzerland,

9. CLOSURE OF THE SESSION

The Chairman considered that JCB(1l4) had been one of the most productive sessions
of the Board in terms of the Importance of the issues discussed and the decisions taken,
The outcome had partly been due to the excellent preparations made by the secretariat and
the high quality of the decumentation provided. The Chairman thanked the participants
for their constructive and helpful suggestions which had laxgely contributed to the
sucecess of the deliberatiens, and he also thanked the interpreters for facilitating
communtication among the participantz., The keynote address by Professor 0. Ransome-Kuti
had been practical and immovative, and the technical presentations had provided
congiderable insight inte the potential for and constrainte against bringing new and
improved tools for the control of tropical diseases to the market. TDR's competent
management and effective impact strongly appealed to the contributors and the Chairman
believed that TDR would be able to mobilize the additional funds required by the
Programme. TDR was a very important Programme and the Chairman was pleaged that its
future locked bright.
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TDR/JCB(14)/91.2 Rev.1
UNDE/WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROPICAL DISEASES

ENTH SESSTON NT COORDIN

doguarters . Genev 26 June 19%
d Room

LIST © ICIPANTS

AUSTRALLA
Mr Binayak RAY, Director, Development Research and Sector Agencies, Australian

International Development Assistance Bureau, Department of Foreign Affairs and Trade,
Canberra, ACT

br Ian WELCH, Director, International Health Section, Department of Health, Houzing and
Community Services, Canberra, ACT

EBELGLUM

Monsieur le Docteur Johan VAN MULLEM, Médecin de l'Administrationm générale de la
Coopération au Développement, Bruxelles

Monsieur Marc GEDOPT, Premier Secrétaire, Mission permameémte de la Belgique auprés de
1'0ffice deg Natlong Unies et des Institutions spéclalisées & Gendve

Monsisur W. STEVENS, Attaché, Mission permanente de la Belgique auprés de 1'0ffice des
Nations Unies et des Institutions spéclalisées i Gendve

BRAZIL

Dr Henrique 1, LENZI, Vice-President for Research, Oswalde Cruz Feundation,
Rio de Janeire

CANADA
Dr Jean R, LARIVIERE, Senior Medical Adviser, Division ¢f International Health Affairs,

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

Dt Steven SIMON, Directer, Health Section, Professiconal Services Branch, Canadlan
International Development Agency (CIDA), Hull

Mrs Ginette MARTIN, Senior Programme Officer, Multilateral Technical Coeperation
Division, Canadian International Development Agency (CIDA), Hull

Dr John L. AUSMAN, Counsellor, Permanent Miszion of Canada to the United Nations Qffice
and International Organizations at Geneva

CHINA

Mr WU GUOGAQ, Programme Officer, Division of International Organizations, Bureau of
Foreign Affairs, Ministry of Public Health, Beijing
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DERMARK

Mr Niels AADAL, Head of Section, Multilateral Cooperation, Danish Intermational
Development Agency (DANIDA), Ministry of Forelgn Affairs, Copenhagen

Dr Jern HELDRUFP, Health Adviser, Tachnical Advisory Division, Danish International
Development Agency (DANIDA), Ministry of Foreign Affairs, Copenhagen

FRANCE

Monsieur le Docteur Denis MRETEN, Chef du Bureau de la Coopératlon sanitaire en Afrique
de 1'Ouest et dans las Caralbes, Ministére de la Coopération et du Développement, Paris

Madame le Doeteur Colette ROURE, Conseiller technique, Bureau des Maladies
transmissibles, Direction générale de la Santé, Ministére de la Banté, Paris

GERMANY

Mr Tobias KAMPMANN, Second Secretary, Permanent Mission of the Federal Republic of
Germany to the United Nations Office and other International Organizations at Geneva

Dr Cornelius QEPEN, Technical Programme Planner, Division for Publie Health, Nutrition
and Population Development, German Agency forxr Technical Ceoperation, Eschboern

INDTA

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

INDONESTA

Professor SUMARMO POORWO SOEDARMO, Head, National Institute of Health Research and °
Development, Ministry of Health, Jakarta

ISRAEL

Professor Dan MICHARLI, Director Ceneral, Tel Aviv-Elias Sourasky Medical Center,
Tel Aviv

MYANMAR

Professor MAY-MAY-YI, Director-General, Department of Medical Research, Ministry of
Health, Yangon

NETHERLANDS
Mr J. SMALLENBROEK, Ministry of Foreign Affairs, The Hague

Mr Martin DE LA BEY, Section for Research and Technology, Ministry for Development
Cooperation, Ministry of Foreign Affairs, The Hague

Professor Alexander 5, MULLER, Professor of Tropilcal Health, Faculty of Medicine,
Department of Social Medieine, University of Amsterdam, Amsterdam [Chairman JCB(13)]

Ms Geeskelien WOLTERS, First Secretary, Permanént Mission of the Kingdom of the
Netherlands te the United Nations Qffice and International Oxrganizations at Genava
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NICARAGUA

Dr Larry L. VALLADARES, Director General of Hygieme and Epidemiclegy, Ministry of Health,
Managua

Mrs Myrna MONCADA FONSECA, Third Secretary, Permanent Mission of Nicaragua to the United
Nations Office and other International Orgenlzations at Geneva

NIGERIA

Dr Gabisiu A. WILLIAMS, Director, Disease Control and International Health, Federal .
Ministry of Health, Ikoyl, Lagos

br 0lu OGUNYE, Director, Medical and Pharmaceutical Se¢iences, Federal Ministry of
S5cience and Technology, Lagos

Mr Okon I. UDOH, Minister, Permsnent Mission of the Federal Republic of Nigeria to the
United Nations Office and the International Organizations at Geneva

HORWAY ‘lb

Mr Oystein GUDIM, Senior Executive Officer, Multilateral Department, Ministry of Foreign
Affairs, Osle

Dr Idunn EIDHEIM, Head of Section, Norweglan Directorate of Health, Osle

Mrs Ann-Karin VALLE, Head of Section, International Health, Nerwegian Directerate of
Health, Oslo

Dr Berit AUSTVEG, Adviser, Norwegian Directorate of Health, Oslo

Dr Bernt LINDTJORN, Centre for International Health, University of Bergen, Haukeland
Hoapital, Bergen

BHANDS

Monsleur le Docteur Philippe NTAWINIGA, Directeur de 1'Epidémiclogie, Ministére de la
Santé et deg Affaires sociales, Kigell

540 TOME AND PRINCIPE
P .
Monsieur le Docteur Fernande DA CONCEICAO SILVEIRA, Directeur du Programme national de ‘ﬁ/

Lutte contre le Paludisme et les autres Endémies et Coordonnateur du Programme de Lutte
contre le SIDA, Ministére des Affaires seclales - Secteur de la Santé, Sao Tomé

SOLOMON ISLANDS

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

SOMALILA
No representative able to attend
SWEDEN

Ms Hellen OHLIN, Research Officer, Swedish Agency for Research Cooperatioen with
Developing Countries (SAREC), Stockhelm

Professor Anders BJORKMAN, Consultant, Swedish Agency for Research Cooperation with
Developing Countries (SAREC), and Associate Professor, Karelinska Institute, Stockholm
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WITZERTAND
Monsleur le Professeur Antoine DEGREMONT, Directeur de 1'Institut tropieal suisse, Bile
Monsieur Jacques MARTIN, ©Chef du Service des Ressources humaines, Direction de la

Coopération au Développement et de l'Alde humanitaire, Département fédéral des Affaires
étrangéres, Berne

Monsieur Olivier CHAVE, Chargé de Programme, Affalres multilatérales, Divection de la
Coopération au Développement et de 1'Aide humanitaire, Département fddéral des Affaires
étrangéres, Berne

TUREEY
No representative able to attend

UNITEDR KINGDOM

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

Mr John D. MOYE, WHO Desk Officer, Health and Population Division, Overseas Development
Administration, London

Professor Peter SMITH, Head, Department of Epidemiology and Population Sciencas, London
School of Hygiene and Tropical Medicine, London

Ms Helen PICKERING, Third Secretary, United Kingdom Mission to the United Nations Office
and other International Organizations at Geneva

UNITED STATES OF AMERICA

Dr Richard E. BISSELL, Assistant Administrator, Bureau of Sclence and Technology, Agency
for Intexnational Development, Washington D.C.
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UNDF /WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROFICAL DISEASES

FOURTEENTH SESSIQN OF THE JOINT COORDINATING BOARD

Geneva d 26 Ju

SUMMARY OF THE OPENING STATEMENT TO JCB (14
BY DR.M, L. ABDELMOUMENE, DEPUTY DIRECTOR-GENERAL OF WHO

Dr Abdelmouméne referred to the enormous toll in human suffering caused by tropleal
dizeases which infected one person in ten on earth - over 500 million people. He guoted
Dr H. Nakajima, Director-Gemeral of WHO, who had said "Beyond thelr toll of individual
11lness and death, these tropical diseages impede national and individual development,
make fertile land inhospitable, impair intellectual and physical growth, and exact a buge
cost in treatment and control programmes". Tropical diseases formed part of rhe "double
burden" carried by many developing countries which were facing the new challenges of
"modern" soclety while still struggling with the age-old problems of poverty,
malnutrition and communicable diseases. Such countries needed strengthened capabilities
and better weapons to combat the major troplcal diseases. These were the reasons why WHO
placad so much emphasis and so much hepe en the work of TDR, and why the particlpation of
Joint Coordinating Board members and observers in supperting and reviewing the work of
the Programme constituted such an essential eontribution to world health developmant.

Dr Abdelmouméne welcomed Professor 0. Ransome-Kuti, Minister of Health of Nigeria
and Chairman of the WHO Executive Board, who would give the keynote address on "Providing
Health Services For All". The topic should serve as a reminder that the ultimate purpese
of TDR's research efforts was the delivery of better health care for all peoples. In
reorienting the health development strategies of WHO for the 1990s and beyond, the
Director-General had placed particular emphasis ¢m Integrated dicease control as part of
overall health care and human development, and dissemination of information for advocacy
and for educational, managerial and scientific purpeses.

TDR wag one of the pillars of WHO's technical and scientifie productivity. The
Programme produced good science and from that developed effective disease control tools
of real relevance te communities. TDR worked closely with other technical programmes of
WHOQ and served in particular as the integral “"resesrch side" of the Division of Control
of Tropical Diseases - the degree of cooperation was a model for WHO. Integration among
all concerned could make & health system strong, avoiding duplications and contradictions
between programmes, creating useful synergles and reducing cests. TDR's emphasis on the
end-users of its products was leading the Programme inte the issues of integration at the
community, district and national levels.

Dr Abdelmouméne referred to TDR's ploneering work within WHO in developing sound
and productive collaboration with industry. The Product Development Unit, which the
Joint Coordinating Board had agreed to establish in 1990, was facilirating this
collaboration and he welcomed the participants from industry who would describe their
view of the issues involved during the technical presentations.

br Abdelmouméne also referred to WHO's renewed emphasis on malaria in response to
the increasing resistance of malaria parasites to drugs and the increasing numbers of
cases of severe malarxia in endemic countries. WHO was planning an international
ministerial conference on malaria, to be held in the Netherlands in 1992, TDR was
actively working on malaria with moxe than one-third of its research and development
budget devoted to malaria research and the development of antimalarial products.
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The constitutional mandate of WHO, as a specialized technical ageney of the United
Nations, was "te act as the directing and ceordinating authority on internatienal health
work", WHO could assume this leadership role through such programmes as TDR which could
make a critical difference in the success of health development strategies.

Dr Abdelmoumdne assured the Joint Ceordinating Beoard that the Director-General and he
made a clear commitment to TDR to maintain its position as a pillax of WHO's
international health work.
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TDR/JCB(14)/91.1 Rev.1l

UNDP/WORLD BANK/WHO SPECTIAL PROGRAMME FOR
RESEARCH AND TRAINING IN TROPICAL DISEASES

FOURTEENTH SESSTION OF THE JOINT COORDINATING BOARD
WHO headguarters, Genava, 25 and 26 June 1991
o

Exegutive Roayd Room
AGENDA
1. Opening of the Session
2. Election of Chairman and Vice-Chalirman
3. Adoption of Agenda
4, Keynote Address by Professor O. Ransome-Kuti, Minister

of Health of Nigeria
Title: "Providing Health Sexvices For All"

5. Matters Relating to the Report of the Thirteenth Session
of the Joint Goordinating Board (JCB)

6. Scientific and Technical Progress
6.1 Director's Report, Summarizing Progress in the
Last Blemnium and Plans for TDR's Activitlies
in the 19905, Including Product Development and
Future Perspectives for TDR's Research Capability
Strengthening Activities

6.2 Report by Chairman, Scientific and Technical Advisory
Committee: To Include

- Raview of Research and Development Componetits
in Relation to the Distribution of Resources
in the 1992-1993 Biennium

7. Technical Presentation on Collaboration with Industry
8. Report of the Standing Committee: Te Include
“ New Mode of Collabeoration with the Onchocerclagis
Control Programme 1in West Africa Concerning
Regearch for a Macrofilaricide

- Fundraising Activities

- Designated Funding Policy

RBeference Documents

TDR/JCB(14)/91.1 Rev.l
TDR/JCB(14)/91 1a

TDR/JCB(13}/90.3

Tenth Programme Repott

TOR/JCB(14)/91.5

TDER/STAC-13/91.3

Tenth Programme Report
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10.

11.

12,
13.

14.

Repoxt of the Standing Committee (continuad)

- Arrangements for JCB Sessions

. Observer Status at JCB Sessions

Financial Matters

9.1 Financial Report for 1990 and Revised Programme
Budget for the 1990-.19%91 Biermlum; Finaneial
Status in 1990-1991

9.2 Plan of Action and Programme Budget for the 1992-1993
Biennium and Estimates for 1%94.1995

9.3 Financial Prospects for the 1992-1993 Biennium

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

Membership of the Scientific and Technical Advisory
Committees

Date and Plaece of the Pifteenth Session of the JCB
Other Business

Clogure of the Seszion
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erance ents

TDR/JCB(14)/91.6

Propoged Programme
Budget for the
1992-1993 Biennium
and Estimates for
1894-1995

TDR/JCB(14)/91.7
TDR/JCB(13}/90.3
Annex 9
Memorandum of
Understanding -
TDR/CP/78.5/Rev.88
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UNDP/WORLD BANK/WHO SPECIAL PROGRAMME FOR
RESEARGH AND TRAINING IN TROPICAL DISEASES

FOURTEENTH SESSION QF THE JOINT COORDINATING BOARD

Gengva, 25 and 1991
5 HE KEYNO DDRESS TO .J 4) BY
PROFESSOR O, RANSOME-KUTI, MINJSTER OF HEALTH OF NTGERIA
AND © OF THE CUTIVE
- "PROVIDING HEALTH SERVICES FOR ALL"

Profezsor Ransome-Kuti referred to the Alma Ata Declaration whieh prescribed that
primary health care (PHC) services should be delivered where people lived and worked at a
cost they, the community and the nation could afford and with their full participatieon.
In most countries it meant reversing the pattern of health care delivery from hospital te
community-based service systems.

For more than 30 years, WHO had developed models throughout the world for the
planning, implementation, management, monitoring and evaluation of primary health care
services. However, frustration with the failure of many developing countries to cenfront
the task and the continued high mortality and morbidity rates due, particularly, to
preventable diseases, provoked the birth of vertical programmes such as EFI {(expanded
programme on immunization), ORT (oral rehydration therapy), snd family plamming. Backed
by considerable resources, these vertical programmes swept through many developing
countries because they were "do-able” and effective in reducing death and 111 health
particularly among mothexs and children. It was now apparent that these programmes were
not sustainable in the absence of a health service infrastructure and the continued flow
of resources. Professor Ransome-Kuti believed that these vertical programmes had delayed
the development of national health care systems by many years.

Professor Ransome-Kuti had attended a joint meeting of UNICEF and WHO in
January 1991 at which the Executive Director of UNICEF had stated that the possibility of
reducing morcality and morbidity among children and mothers in the 19902 was very high
because the technology to do so existed. To achieve this vision UNICEF and all the
agencies and organizatioms invelved in health develepment had te work synergistically.

In the 1960z and 19705 health plans were made using a top-down approach and were
written and directed by miunistry officials, but these plans were not implemented because
the countries could mot afford the resources required to carry them out. In the 1980s,
the planners were at the district or local government levels - ¢loger to the people, and
phased methods were developed which the countries could afford. 1In addition, doners were
prepared to fund and participate in geographlcally focused development in one or more
district or lLecal government areas.

Nigeria's approach to its natiomal health system wag set out in its national health
policy written under the chairmanship of Professor A. 0. Lucas, former Director of TDR.
Nigeria was divided into 21 states and one capital territory, with 450 local governments
which were subdivided into 4500 districts. The PHC system began under 52 local
governments, oné c¢hosen by each state, one chosen by each medical school and one by each
school of health techmolegy; the last two were to provide technical assistance to the
local goverrments and to use the services developed to train medical students and
community health workers respectively.

Led by the Federal Ministry of Health, the local governments carried out a survey
of the health problems in each area and the resources available to solve them, Using
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both data, each drew up a plan of its health services using the principles of primary
health care and the budget required to implement and maintain the services within their
resources, At that point the federal government made a grant of half a million Naira te
each local goverpment to set up the system.

For three months after the plans had been written nothing happened, so a further
workshop was oxganized to decide on the steps to be taken to implement the plans. It was
decided that the village health services would be the first to be set up - a bottom-up
approach compared to the previous top-down one, Village development committees were set
up and each ¢ommittee chose a velunteer to be trained as the village health worker and
decided on the remuneration that he/she should receive. The survival and effectiveness
of the services depended on the village development committees and the strength of the
national health system depended on effective village health services. The health
management system conslzted of the health or development committees at the village,
district and loecal govermment levels. BSupervision of the village health services was
important for their effective Integration into the national health system. This
supervision was undertaken by the district health commitrees on which the chairmen of the
village development committees were heavily represented. Agents of the district health
services visited the villages to gather information required by the district health
comuittees to carry out their supervisery functions, A similar arrangement existed
between the district health services and the local govermment health committees on which
the chairmen of the digtrict health committees ware represented.

Professor Ransome-Kuti described the beginnings of the Nigerian national health
information system. Federal agents, known as "federal technical facilitators", trained
in management and health jnformation systems worked with the village health workers,
village and district development committees to instruct them on their functionsz and how
to use the health information system. However, it would take time to institurionalize
these systems. Setting up these systems cost money and fortunately Nigeria benefited
from contributions by denor agenclies which were helping to make these systems work.

In the beginning the vertical programmes like EPI and ORT had develeped their own
records to monltoer and evaluate their activities, Whilst the federal government had
established the health system directly with the loecal governments and the villages in
collaboration with the states, these vertical programmes worked through coordinating
units at the state health level. They depended on the states to carry the services to
the villages, whilst under the primary health care model the services should be provided
where the people lived and worked and not at any higher level, This had caused some
problems with regard to integration of their records into the national system but
progress had recently been made in this area.

A lot of training had taken place and Nigeria had developed a large pool of
trainers particularly at the leocal government and district levels focusing on the village
health workers and traditional birth attendants. Training programmes were also expensive
and here again Nigeria had benefited from contributions from donor agencies. The new
technologies develeped were being communicated to the schools of health technology set up
to train the health persemmel on primary health care services,

The emphesis had always been on setting up systems which the communities and local
govermments could afford to implement and maintain, The Bamako Initiative was used to
enhance the regources available to the village health gervices through a drug revolving
fund that would yield some profit to be used to make the services available to everyone.

The first referral point from the village health services was the district health
centre from where the village services were supervised and supplied. Local governments
were expected to upgrade or provide a health facility in each distriecr. The district
health services were not as developed as the village health services and needed to be
improved. As from the end of June 1990, the primary health care services had been placed

under the jurisdierion of the local governments and the states were to supervise the
gecondary health system.
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Professor Ransome-Kutl was proud that Nigeria's primary health care system had been
wholly indigenous in conceptualization. Hewever, it had been based on past experience
and he paid tribute to the work of the expatriate doctors and aid agenciles which had,
contributed to the Nigerian health system. Frofessor Ransome-Kuti alse paid tribute to
President Babangida, the Commander-in-Chief of Nigeria's Armed Forces, who had
facilitated the implementation of the existing primary health care system.
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FOURTFENTH SESSION OF THE JOINT COORDINATING BOARD

Geneva, 25 and 26 June 1991

SIMMARTES OF PRESEN &

AND PRDFESSOR A, 8. M'[JLLE

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

Pr Godal highlighted progress in research and development and summarized
considerations on new directions in research capability strengthening. The Board's views
on the latter ares would be taken into account by the Seilentific and Technical Advisory
Commitree (S5TAC) during its forthcoming Prospective Thematic Review on research
capability strengthening. The basic priority now permeating TDR's activities was to
develop approaches not necessarily te prevent infection but only the most serious
consequences. In addltlon, the Programme would increasingly direet attention to the
underprivileged populations in the least developed countries.

Basic Research

The most significant breakthrough over the past year was the discovery of
technigques to move genes inte and out of Leishmanis and Trypanosoma parasites, This
openied up a new field of research and potential health interventions in parasitology,
especially with regard to vaccine development. For example, transformed parasites might
themselves be used to deliver vaccine antigens,

Based on STAC's recommendation, TDR had moved into molecular entomology over the
past year. The aim waz to develop new approaches for vecter control based on a
fundamental understanding of the parasite-vector relationship. In this endeavour TDR
would collaborate with the John D. and Catherine T, MaecArthur Foundation, which had
started the initlative, the Wellcome Trust and the French Natienal Centre for Scientific
Research (CNES)., Hopefully from the very beginning of this activity, scientists from the
South would be involved and appropriately trained,

Product Development

Dr Godal repeorted on experience gained in drug and wvaceine development, focusing on
certain key products.

Drug Development

TDR had now gained experience in every step of the development process for drugs,
diagnostics and other health tools, from the research concept through to use in the
field. The whole drug development process would take about 15-20 years, Drug
development costs to TDR ranged from US$ 5-25 million. These figures were the actual
costs to the Programme and did not represent true costs. In addition, production
tacility expenses were axcluded from TDR costs. These fipures compared very favoutrably
to typical industrial costs of some US§ 200 million and were made possible by
cost-sharing, in particular with developing endemic countries.

Dr Godal referred to eight products. With regard to arteether against malaria, TRR
had completed the preclinical development in collaboration with the Walter Heed Army
Inscitute of Research and phase I trials were Imminent. TDR had spent so far six years
and US§ 0.9 million on arteether development. Clinical testing was estimated to take
about four years at a cost of US$ 3.5 million., A special arrangement had been made with
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the Dutech company ACF Beheer B.V. for the production of arteether. At the same time TDR
was supporting work in China on the preduction of artemether. In view of the urgency of
the situation, the Programme was supperting clinieal trials of artemisinin derivatives
against severe malaria because of thelr fast action and superiority to other sntimalarial
drugs. TDR's investment in artemisinin derivatives would be substantial over the next
few years, between US5 1.5 - 2 millien per year.

studies on ivermectin for lymphatic filariasis had been carried out entirely by the
TDR Steering Committee on Filaxlasis. Data were available for its registration as a
microfilaricide and submission for registration was expected to take place later in the
year. It was not yet ¢lear whether Merck & Co., Tnc. would agree to supply lvermectin
free of charge also for lywphatic filariasis.

UMF 078 was a very promising macrofilaricide. It had been developed under the TDR
Steering Committee on Filariasis, at a cest of Uss 1.5 million eover ten years, and had
now been taken over by the joint macrofilaricide projeet - MACROFIL. If all went well,
it should reach registration in 1996 or 1997. Steps were being taken to find a company
to produce the drug at the lowest possible cost. TUMF 078 and arteether illustrated TDR's
new posiltion whereby it had developed products to an advanced stage and was congequently
in a strong position vis-A-vis a potential industrial counterpart.

With respect to gfloxacin for leprosy, phage IV trials had started and offered the
prospect of reducing treatment times for multibacillary disease from two yeatrs to one
month. The trials might invelve as many as 15 different centres and were expected to
take four years at a cost of US§ 2.8 millien. TDR had an agreement with the Dalichi
Pharmaceutical Co., Ltd in Japan to provide the drug free of charge for the trials.

With regard to multidrug therapy for leprosy, TDR had spent U5§ 0.8 million en
research and field evaluation relating to MDT which was the sheet anchor of the WHO

strategy for leprosy control. By the end of 1991, over 3 million leprosy patlents would
have benefited from MDT, which in turn would contribute to a global reduction in leprosy
prevalence of about 40%.

Dr Godal referred to three products which had been developed jeointly between TDR
and industry. Eflornithine, the first new drug against sleeping gsickness for 40 years,
had been registered by the United States Food and Drug Administration at the end of
1990. The company Marion Merrall Dow Inc. had agreed to make the drug avallable ar
production cost and would preoduce it for four years, after which the company would make
the patents and the technolegy available for the transfer of production to a low-cost
country. Ivermectin for onchocerciasis had been developed in collaboration with Merck &
Co., Inc. Mefloquing for malaria had been developed in collaboration with
F. Hoffmann-La Roche & Co.

Vacelne Development

Much of TDR's activities related te vaceine development were still in the phase of
product development research but there were three candidates beyond that peint. A
candidate malaria antigen for a transmission-blocking vaccine, expressed in yeast, had
been shown to produce blocking antibedies in mice and monkeys. Clinical trials could
begin in 1992.

The development of & killed leishmaniasis vaccine had some unlque features. TDR
had first cransferred the technology to a developing country - the Islamic Republiec of
Iran - and then started the clinical trials; thus the cost would be very loew for TDR.

The killed M. leprae vaccine had a much longer perspective due to the special
nature of the disease. The most striking feature of this development was that the
Programme was able to carry out large trials at virtually ne cost to TDR.

Preliminary data suggested that vaccines could be developed at reasonable cost to
TOR - less than US$ 10 million.
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Dr Godal concluded that the Programme could develop drugs and wvaceines within
acceptable time-frames and at remarkably low cost. Collaboration with industrry was
beneficial but not mandatory except Iin terma of production. It seemed that the most
rational approach would be for industry to be involved particularly in the preclinieal
phase. In the clinical phase, one partner should have the main responsibility as
co-development seemed to slow things down.

Field Research

Dr Godal highlighted some important results from the field. The polymerase chain
reaction (PCR) was being used in the field for onchocerciasis to distinguish between the
savannah and forest types of the diseagse. This was important as the parasites behaved
differently for the induction of blindnessz. In one of the large =tudies on ivermeetin in
Guatemala, a profound effect on the transmission of the disease had been observed and
consideration was being given to the eradication of onchocerciasis from that ares.

In the first test of the effect of insecticide-impregnated bednets on childhood
mortellty from malaria, a study in the Gawbia had shown a 70% reduction in mortality in
the 1-4 yeax old age group, whether or not the nets were combined with prophylaxis. TDR
was planning large-scale trials to confirm the findings in other ecological and
socio-economie comditions. Self-diagnosis of malaria in Semalia might form the nucleus
of a new self-help approach to malaria treatment, starting with simple indicators to
distinguish malarial from other fevers.

JCB(13) last year had expressed strong support for greater involvement of TDR in
operational research. One of the early projects in this area had been set up in
collaberation with the Government of Nigeria. A small grant programme had been put into
place te support research which would answer operational questions invelved in the
distribution of Ivermectin for onchecerciasis in Nigeria.

Research Capal ty_Strengthenin

JCB(13) last year had requested that a policy paper on research capability
strengthening (RC3) activities be presented to JCB(14) in 199L. In preparation for the
paper, TDR had analysed the RCS aetivities in relation to research and development
activities at the country level and had initiated assessment of the impact of long-term
institutien strengthening grants on scientific productivity, staff development and
resouyce-generating ability of research institutions in disease endemic countries. The
preliminary results of the survey had been pregsented to STAC at its thirteenth meeting in
Mareh 1991 and STAC had decided to undertake a Prospective Thematie Review on research
capability strengthening during the coming year. An Interim report was therefore
submitted to JCB{l4) and the final report would be presented to JCB(15) in 1992.

The main finding from the survey was that the degree of participation in TDR's
research and development activities varied greatly from one country to the next. Some,
countries had shown considerable growth in recent years and others had stabilized at &
relatively high level, while others had shown a decline and still others had revealed no
growth in research and development activities despite continuously high suppert for RCS
activitiegs, The reasons for these wvariations would be exemined in greater detail. It
appeared that TDR's RCS activities were deeply affected by political and macro-economic
changes and that effoxts in the least developed countries had net been productive. There
was therefore a need for more pragmatic strategies for the least developed countries.

One of the most iImportant contributicns which TDR could make to tropical disease
research in the next century was to establish mechanisms now for recruiting the best
talent in developing countries into this field, Increased emphasis would therefore be
placed on training and support would shift from fecusing on institutions te focusing om
individuals,

Dr Godal also referred to the JCB's past requests for further integration of
tresearch capability strengthening and research and development sctivities., New
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opportunities existed inm the arzas of molecular entomolegy, product development and
operational research; and approaches included programme-based grants, re-entry grants
and the policy for research training to take place to the largest extent possible in the
context of research and development projects.

Personnel

Exceptionally, Dr Godal referred to various staff changes in the Programme. Two
key staff were about to leave TDR: Dr P. Ladouceur, Responsible Officer for Programme
Management, after six years of service during which the Programme had shown a steady
growth in budget and expenditure - the JCB had benefited greatly from Dr Ladeuceur’s.
clear presentations of the Programme's financial repoxts and budgets; and
Dr L. Martinez, Secretary of the Steering Committee on the Immunclogy of Malaria, after
ten years of service working on malaria vaccine development - Dr Martimez had been
promoted by the Director-General of WHO to the post of coordinator of the global
activitlies relating to the Children's Vaccine Initiative.

Dr Codal welcomed the mew staff: Dr K. Behbehani, secretary of the integrated
chemotherapy unit; Dr M. Gomes, ¢wordinater of the FIELDLINCS programme; Dr P. Reeve,
Head of the Product Development Unit; and Dr H. Remme, in charge of epidemiology.

2. SUMMARY OF THE PRESENTATION RY PROFESSOR,_E. BONILLA, FACULIY OF ECONOMICS .
UNIVERSITY OF THE ANDES . POGOTA, COLOMBIA - "WOMEN AND MALARIA: A COLOMBTIAN
CASE"

In the regions where tropical diseases predominated, all members of the population
risked becoming sick. Hewever, the risk varied according to the roles assumed by the
different groups of the population determined by gender, age and the soclo-economic
position of the individuals and thelr househaelds.

Professor Benilla presented some reflections on how the health status of the adult
woman was affected by malaria in a different way than other menbers of the household.
The conclusions were based on studies conducted in Colombis between 1981 and 1988 in two
communities - La Tola on the Pacific ¢oast and Cunday in the Andean reglon.

Two interrelated dimensions were basic in the organization of society. The social
stratification based on the access to and the control of the means of productien, which
determined the socio-economie position of its members, and the social division of labour
into productive and reproductive activities, According to this very basic conceptual
consideration, sex played sn important role in the erganization of society. Differences
among men and women were biological as well as socially based and were expressed in two
different conceptual definitions: sex and gender. Sex referred to the bioclogieal
category and gender referred to the social category based on cultural and historical
elements and determined the behaviour and the social division of roles between men and
womer. Women's health had to be understood taking inte account both their role within
the household as mothers, wives and housewives - which determined their position In
sociaty, and their participation in market-oriented activities.

As wives, mothers and housewives, women were responsible for the well-being of all
the members of the family. As such they assumed a very central health role to keep
healthy all the members of the household, to prevent illness, to take care of the sick
members of the household and even to replace the labour of the sick relatlves. A woman' &
heslth status was therefore affected indirectly by the illmess risk of all the members of
the household as well as directly for her own risk of disease. Accordingly, risk factors
which affected women did not have significant consequences for other members of the
household; while on the contrary, risk factors affecting other mebers of the household
had a significant impact on women.

In the study at La Tola, 1t had been observed that sick women neglected thelr own
health because of their need to leok after others to a point at which they became very
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il1l. This in turn, implied a longer pexied of incapacity. Care for the sick woman was
generally dome by 2 woman of another household, usually a relative or a neighbour.
Chances to be cared for were lower for the sick adult woman, which of course had
Implications for her recovery and future health, Women's possibilities to be replaced
were also different to those of the other sick members in the family. The complexity of
the woman's time budget made it difficult for any other person to replace all her
activities. At La Tola it had been observed that the sick woman often continued with
some domestic activities while the other household tasks were interrupted and her
productive activities were very frequently daferred.

When the sick person was another member of the family, two aspects had to be kept
in mind. Firstly, the woman's time budget was affected either by taking care of or
replacing the sick person. In the study at La Tola it had been observed that the woman's
labour day lengthened, the workload increased and some of her activities were deferred,
Secondly, thexe was an emoticnal and physical burden for the woman whe felt responsible
for the reeovery of the sick person, took on the duties of caring for the person and
possibly their domestic and remunerated labour, in addition to her own workload, In the
cage at La Tola, it had been observed that neither women nor their ralarives were aware
of this cost but they reported feeling guilty when they could not properly care for the
gick person due to their regular activities, especially the market-oriented ones which
could not be deferred.

Professor Bonilla suggested some areas of future research activities to determine
the health costs to female health providers and health pexception by gender. The
traditional role of care givers had been analysed in terms of benefits for the household
but not in terms of the personal costs for the women. It was therefore Necessayy Lo
explore the costs for the women who deferred the satisfaction of their personal needs and
expectations in order to care for the sick members of the household, and the negative
consequences on their well-being caused by postponed and longer inecapacity and by the
anxiety of the uncertain situation of sickness and potential death, Iw terms of poliey
implicarions, it was lmportant to construct a profile of men and women as health
providers and to answer such questions as: how the health cara role was perceived by
women and men: what were the perceptions and attitudes of women and men about their
health problems; what were the different kinds of cultural, practiecal and scientific
knowledge that made women able to perform the tasks of health providers and made men fael
unable to do so; and why women accepted the role of active health care glvers and men
took such a passive role.

Future research on gender and tropical diseases should be creative and practical in
terms of policy implications. Therefore studies on gender and health should emphasize an
interdiseiplinary approach to the problems in terms of theoretical conception and In the
methodology to design data collection and analysis. Interrelated quantitative and
qualitative analyses should be promoted. The research should be designed to allow a high
degree of participation of the populacion under study. This would provide a better
understanding of the problem of tropical diseases in different situations, the
possibilivy of making the community aware of the tropical disease problems and
congequently increase the chances to actively involve the population in the prevention
and possible eradication of the disease. In this context the participation of the femals
population and the motivation of the male population would be very fruitful., Also,
preference should be given to studies which had the potential to transform the conditions
of the affected population in terms of state policies and pProgrammes as well as community
action,

3. Y OF E PRESENTATION BY PROFESSOR B. R. B CHATRMAN G
On behalf of the Scientific and Technical Advisory Committee, Professor Bloom
expressed his appreciation of the participation by Professer A. 8. Muller, Chairman

JCB(13)}, in the thirteenth meeting of STAG.

Frofessor Bloom referred to the hard task of STAC-13 to reallocate funds in order
te find resoureces for three initiatives recommended by STAC last year and accepted by
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JCB(13): the Product Development Unit, integrated chemotherapy for protozecal parasites,
and genetics of mosquite vectors. STAC had decided not to make cuts across the beard but
had analysed each scientific Programme component. Professor Bloom described the
decision-making process whereby each Steering Committee Chaivperson and Steering
Committee Secretary had reported on achievements and goals, and STAC had subzequently
discussed the priorities, general strengths and wesknesses of the Programme and the
competence and functioning ¢f each Steering Committee based on STAC membersz' observations
at Steering Committee meetings. The budget of the Secial and Economic Research Component
had not been reduced: the components which had been cut the least were malaria and
leishmaniasis, and these which had been cut the most were African trypancsomiasis and
leprosy. The greatest support was directed to activities where there was felt to be the
greatest need, for lack of appropriate drugs or vaccines, and the greatest reductions
sceurred in those Steering Committee activities where there had been the most progress in
the development of effective interventions.

With regard to the future, STAC had recommended that two Prospective Thematle
Reviews (PTRs) take place during the coming year on research ecapability strengthening and
on vaceine development. Research capability strengthening aetivities received 25% of the
Programme's budget. Last year JCB(13) had requested a pellcy paper on these activities.
An interim repert was presented to JCB(14) snd the final report would be presented to
JCB(15) in 1992 following the review. The PTIR would putline future directiens and make
specific recommendations relating to policies with regard to the most advanced developing
endemic countries as well as the least developed countries; human resources development:,
because of its cruelal role in future research on tropical diseases; and future
integration of research capability stremgthening and research and development activities
in TDR. The PTR on vaceines would review the status of activities in TDR and elsewhexe,
examine the opportunities and feasibilities and make recommendations on prierities and
organization of vaccine develepment activities.

Professor Bloom referred to the symposium at STAC-13 and the five presentacions by
selentists who had deseribed developments at the frontier of science and how these might
be applied to tropicsl diseases research., One presentation had beenn on the impact of the
genetics of Caeporhabditis elegans on helminthic paragites of man, and the hopes that
work on this organism would lead to new possibilities for drug targets, vaccines and
methods for dealing with potential resistance. Another presentation had focused on
operational research on ivermectin-based onchocerciasis control and the success of
community-based diagnosis of visien impairment. The third presentation had described the
molecular approaches to analysis of pathogenesis of Shigells flexneri which helped in
understanding how the parasites caused disease. The fourth presentation had focused on
newly developed transgenic mice, adding new genes and knocking out 0ld ones., Hopefully
such kinds of new animal models would find their way into research on tropical diseases.
The last presentation had dealt with the importance of sophisticated economic analysis in
troplcal diseases research,

Professor Bloom also referred to the human genome project - the sequencing of every
gane in the human gememe to understand at least genetically how we worked. No pathogens
had originally beeén on the agenda for this expensive project but finally two pathogens
had been chosen - M. leprae and M. tuberculpsis. TDR had given US§ 15 000 from the
Director's Initiative Fund to the project to demonstrate that the technique using these
twoe pathogens was feasible. Two weeks ago the researchers working on the preoject
received an award of US$ 3 million from the Natienal Institutes of Health in the USA.
Professor Bloom stressed the courage of Director TDR investing in a project which would
not immediately produce a vaccine or a drug but which would lead to the identification of
every gene in the leprosy bacillus, and consequently every antigen and every drug
target. TDR's meagre funding had acted as leverage to secure major funding from wther
sources.

Professor Bloom compared the cost of producing a drug in industry with the actual
costs to TDR, to which Dr Godal had referred earlier. He comsidered that TDR's leverage
to get a product developed was extracrdinary.
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Finally, Profeszor Bleom stressed the quality of the staff working in TDR and their
loyalty to the people suffering from the tropical diseases, and the dedication and
services of the scientists who collaborated with the Programwa, Duxing the budger
allocatioh process, each Steering Committee Chairperson and Secretary had been fighting
for the cause of the people suffering from the disease dealt with by thelr Committee and
had difficulty in accepting that their important research efforts had teo be cut, STAC
respected greatly the commitment of the staff and the scientists carrying out the
research.

Professor Muller informed the Board that during his two-year JCB chairmanship he
had attended the meetingy of the Standing Committee which had preceded the sessions of
the Joint Coordinating Board and had been able to attend the meeting of S$TAC-13 in
March 1991. It had been an interesting experilence to see how the various TDR bodies
operated and Professor Muller considered that there was a good balance in terms of their
tespective responsibilities.

Atrendance at the thirteenth meeting of STAC had been very useful, stimulating and
interesting particularly because Professor Muller had been treated as a member of the
Committee, Professor Muller c¢ommented on the unusual significance of the meeting in view
of the need to reallocate funds from the sclentifie Programme compotents for the tew
initiatives, particularly the Product DBevelopment Unit. It had been a hard task for the
5TAC members whose views had differed according to their expertise. He referred to the
difficult situation facing the scientists attending STAC for the first time and suggested
a longer rerm of office for STAC members to help increase the team spirit and facilitate
the discussions.

FProfessor Mullex stressed the importance of the independent review process of STAC
and wondered whether the presence of the JCB Chairman had had any effect on this,
especially with regard to how the contributors would view the Committee's '
recommendations. Professor Muller had enjoyed his participation in the meeting not only
as JCB Chalrmen but also as a scientist and hoped that his econtribution had been useful.
He wondered how much the JCB Chairman would be able to contribute to STAC's deliberations
if he/she dld not have a relevent professional background. Professor Muller suggested
that the practice of the JCB Chairman attending the STAC meetings be reviewed in due
course based on the experience gained.
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UNDP/WORLD BANK/WHO SFECIAL PROGERAMME FOR
RESEARCH AND TRAINING IN TROPICAL DISEASES

FOURTEENTH SESSTON OF THE JOINT COORDINATING BOARD

Geneva, 25 and 26 June 1991

SUMMARTES OF THE TECHNICAL PRESENTATIO 4
ON COLIARORATION WITH TNDUSTRY

1. INTRODUCTTON

Dr P. Reeve, Head of the TDR Product Development Unit, referred to the digcussions
at JCB({13) in 1990 on the costs and complexities of pharmaceutical development and on the
value of collaboration with industry, TDR increasingly appreciated the importance of the
unique contribution by industry to the development of products for the control of
troplecal diseases, In view of concerns expressed abeout WHO/TDR's relationships with
commercial enterprises and the Importance of transparency iIn such relationships, the TDR
Standing Committee had conslidered it would be valuable te invite several raepresentatives
from industry to present to the JCB their perceptions of the opportunitiesz for developing
products for use against the tropical diseases and the problems involved.

Dr Reeve degcribad the fundamental similarities between TDR and the pharmaceuwtical
industry and the opportunities for collaboration. Both were involved in health care and
were technically-driven enterprises operating in a regulatory framework, Both were
increasingly constrained by economic considerations. Working in the public sector, TDR
was not concerned with profitability and the need to provide financial return to 1ts
eontributors but the Programme shared with industry some of the goals and measures of
achievement. In the end useful products, effective tools and applicabla strategias for
disease control had to be developed. The pharmaceutical industry was currently
profitable and had substantial research and development resources but, given the need for
profitability and the costs and uncertainties of product development, even these
regsources were limited.

Dr Reeve referred to the key strengths of TDR and the pharmaceutieal induscry.
TDR's major strengths were in research, compound screening, a worldwide network of
experts and abilities to carry out cost-effective clinical trials in disease-endemic
countries. Key strengths in industry, not matched in TDR, were marketing abilities to
ldentify product opportunities and preclinical development resources. The latter
ineluded process development abilities in chemistry, molecular biolegy, fermentation and
large-zcale cell culture essential for the testing, developmant and manufacture of
pharmaceutical products,

Dr Reeve suggested that a jeint approach would build on these strengthe and might
include the folleowing activities:

(i) sharing information on basic research in infectious diseases;
(1i) access to lead compounds for TDR testing and development;
(i1i) provision of preclinical resources by joint wventures, contract funding or

industrial subsidy;

(iv) agaistance for TDR-sponsored elinical trials by supply of test products and
adviea on protocel desipgn and data management;

{(v) collaboration with TDR in streamlining regulatory processes; and
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{vi) collaboration with TDR in soclo-economic srudies on product needs, supply and
distribution.

2. Lilk 5 5 =N HROLOGY COMPANIES TN INTERNAT]

Dr W. T. Hockmeyer, President and Chief Exacutive Officer, Medlmmune Inc.,
Gaithersburg, Maryland, USA, welcomed the opportunity of suggesting ways in which growing
biotechnology companies and the pharmaceutical industry in general could collaborate with
the World Health Organization In develeping or producing products for international
health needs.

Medlmmune Inc. was a hiotechnoleogy company which focused on devaloping
immunotherapeutics and vaccines for infectious diseases. Its efforts with regard to
vaccine development diracted considerable resources towards developing BCG asz a
recombinant vaceine vehicle. The use of BCG as a vehicle for delivering other protective
antigens from various pathogens should emable such preducts to be safe and effective,
given at birth or very early in life, require a single or at most two injections, and
provide long-lasting immunity. Ideally such vaccines should be relatively simple to
produce, stable at ambient temperatures, easy to administer and affordable. Development
programmes seeking to meet these objectives would be long term. The technelogy was being
worked out and a wide variety of protective antigens had been expressed from multiple
pathogens in BCG, and the company hoped te collaborate with WHO in the development of
some of these vaccines. The goal was to try to develop a vaccine delivery system which
met as many public health delivery and efficaey criteria as possible - a system which was
as useful in protecting against DPT as against malaria.

Medlmmune Inc. had entered inte an inter-institutional agreement with three
different universities in the USA and the World Health Organization, based en the fact
that some of the early zcientifiec work on the genetic engineexing of recombinant BCG had
been supported by WHO. Under the agreement, WHO would have half an inventor's share of
any royalties that derived from any commercialized recombinant BCG vaccines. This
confirmed the Company’s good faith and commitment to develop vaceines which would benefit
pecple in developing countries. Dr Hockmeyer believed that royalties represented the
#most apprepriate mechanism for respecting WHO's interest rather than policies which
relied solely on trying to control prices. In the agreement MedImmune Inc, had agreed to
recognize the unique circumstances and sensitivities relating to pricing of products In
the developing world., However, no company could agree g priori to external control of
prices.

WHO's finaneial contributions to the development of vaccines were in fact very
small compared te the actual eost but the suppert was plvotal and critical in attracting
seientists whose technology could be meaningfully applied to tropical diseases and acted
as leverage to mobilize other funding. The actual expenditure could be staggering. The
cost of developing a single approved drug ceuld be more thanm US5 200 million and
estimates to produce a vaccine could be up to US§ 100 million.

Dr Hoclmeyer considered the general issues relating to the mutually desired
Industry/WHO collaboration in developing new vaccines. He referred to large and small
companies’ responsibilities to their shareholders in generating a reasonable return on
investment. No for-profit corporation could be successful or even survive to produce
vaccines relevant only to diseases of developing countries. Development of products for
the developing countries was usually justified by a small but profitable tourist market
or by using tropical digesse antigens as models for refining vaccines or in seeking to
understand how to target vaccines to induce specific kinds of immune responses, Such
realities were unlikely to change scon. However, the approach to the problem of
inadequate vaccines for developing countries could be changed and WHO had a unigue
opportunity to foster this change.

As a first step, WHO and industry could stimulate efforts to reformulate existing
vaccinés to expand the number of diseases immunized against in any single wvaccine
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series. In fact this affort was already underway. Current products could perhaps he
changed and improved to accommodata better international health needs and benefit all
peoples. However, reformulation was not simple and had to be studied extensively.

Secondly, & new generation of products could be designed which could be equally
Important to the developed and developing countries. Real advances could be made here as
there would be a stimulus to invest in such products in view of their worldwide
marketability. Success would depend on changing the fundamental manner in whieh vaecines
were developed.

Induatyy was already beginning to move in the direction of developing techuology
for new vaccines and WHO could stimulate this further by supporting the development of
such techneology. Work could be focused on perhaps two important infectious diszeases for
which current immunization schemes did not protect the infant. Prototype vaccines
maturing from such efforts should be tested in clinical trials supported by WHO. If
these prototype vaccines looked promising, 1t should be possible to obtain broad
finanelal support from govermments, organizations and corporations which could then
envision both the feasibility and implications of a simplified and universal childhood
tmmunization programme,

The majer limitation te effective immunization of the world's children was nelther
technology nor lack of collaboration between selentists, Iindustry and WHO. Rather it was
money. The cost of development and implementation of universal childhood immunization
was beyond that of WHO and the world's pharmaceutical industry, The cost would be borne
by the world, provided its meore affluent inhabitants recognized that only their
wlll-power, not tachnological limitations, prevented universal immunization from
happening. The role of the pharmaceutical companies, large and small, and WHO was to
prove and make the world aware of this feasibility., MedImmune Inc., and surely many
other companies, were eager to collaborate with WHO to achieve this important goal.

3. TION BETWEEN VATE AND PUBLIC SECTORS v ENT OF
DIAGNOSTIC PROCEDURES FOR TROPICAL DISFASES

Professox J. Ramachandran, Director, Astra Research Centre India, Bangalore, India,
and Adjunct Professor, University of California, San Francisco, Galifornia, USA,
described the Astra Research Centre Indis which was a unique experiment in collaboration
between the public and private sectors and North-South collaboratien. It had been
established in 1985 by A.B. Astra, Sweden at Bangalore, India, to pursue research in
tropical diseases in view of the availability of Indian seientists with high competence
in molecular biology, biochemistry and biophysics. The Centre was governed by a board of
ten scientisty, five nominated by A.B. Astra and five appeinted by the Government of
India. The Centre was fully funded by A.B. Astra.

The objectives of the Centre were to discover and develop novel diagnostic
procedures, therapeutie products and targets for ratlional drug design for tropical and
other infectious diseases. Diagnostic procedures had been developed by the Centre for
malaria, enteroinvasive baecteria, shigella included, tuberculosis and neuro-
¢ysticercosis. The test for malaria depended on the uge of a DNA probe and the other
three tests were based on immunological methods.

Professor Ramachandran described the malaria test because of its wide applicability
for the detection of parasitic DNA and the simplified approach which had been taken. He
also summarized the esgentials for a good DNA-based procedure to be useful in endemlc
countries. The procedure used for malaria could be used for a variety of other parasitic
erganismg as the prineiples were the game.

The Centre had been trying for several years to collaborate with both the public
and private sectors to develop the kits, perform quality control, test the kits in the
field and set up effective distribution mechanisms. In general, public organizations had
been highly successful in testing the kits in the field and Professor Ramachandran paid

®
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tribute to the public sector institutions which had been involved in the field trials of
the diagnostics developed by the Centre. However, collaboration with the publie sector

with regard to the development of the kits and their digtriburion had been disappointing
and the Centre had had te turn to the private sector.

4. COLIABORA EEN THE v AND FUBLIC RS IN THE DEVY NT OF VACCT
FOR TROPICAL DTSEASES

Dr M. De Wilde, Director of Resgearch, SmithKline Beecham Biologicals 5.4.,
Rixensart, Belgium, welcomed the opportunity to address the Joint Coordinating Board onm
the issue of collaboration with industry. His Company had a tradition of manufacturing
vaccines and had a long history ¢f collaboration with WHO.

The baslc gquestion was whethex the price of newly developed vaccines would reach
the low level of current EP] components. In addressing this issue, Dr De Wilde compared
oral poliomyelitis vaccine te recombinant hepatitis B vaccine. Oral peliomyelitis
vaccine was a trivalent live vaccine, used in low dosage ferm with a very high
productivity which required relatively little equipment, small, fully amortized
facilities, and research and development costs were amortized, As a result, the cost of
the vaccine was extremely low. Hepatitls B vaccine, which was the first recombinant
vaccine ever to be produced and sold for human use, was different., It was a recombinant
subunit, monovalent vaccine, with 100-fold lower productivity than orxal poliomyelitis
vaccine. Processing costs were high and large research and development investment {(not
amortized) was needed together with large capital investment (not amortized) and, as a
result, the cost of making the vaccine was much higher.

With regard to a potential malaria vacecine, Dr De Wilde made some assumptions on
its production as SmithKline Baecham had already made considerable investments in this
field in recent years. At least in the medium term, a malaria vaceine would have to be
recombinant or peptide-based by the nature of the organism and would be multivalent, 1tz
productivity would be in the range of the recombinant hepatitis B vaccine with large
research and development costs and large capital investment, so the cost of a vaccine
would be similar te that of the recombinant hepatitis B wvaccine,

Incentives for malaria vaceine development were, from a scientific peint of wview,
that it was possible to protect volunteers against artificial challenge by ixradiated
sporozoites and, from a marketing point of view, that a malaria vaccine would be
purchased by travellers and the military. The disincentives were mostly techniecal, for
example there was no adequate animal model, no Immunological correlates of protectien,
antigenic variability, and a multi-stage vaccine would be needed. It would be a complex
vacelne and a costly endeavour, In view of the scientific complexities, each vaccine
candidate would have o be taken to human trial (with artificial or natural challenge),
involving a certain amount of process development work, regulatory issues and quality
control, and a lot of resources would be required.

Dr De Wilde draw come conclusions from the analysis. HNew vaccines would be
expensive, Mamufacturers in one way or another had to recover their research and
development and capital investment costs and needed guarsnteed purchasze of the vaccines.
There should also be no "double standard" between vaccines developed, produced and
distributed in the developing werld te those produced in the developed world. To
overcome these obstacles, new philosophies were needed for the public/private sector
partnership.

Dr De Wilde stressed the partnership aspect and described the possible contribution
of TDR to vacecine development in industry. TDR could help with the clinical trials, by
ldentifying sites, providing the necessary resources and c¢ollecting data, TDR could help
to ensure that e¢linical protocols and documentation were adequate for regulatory
approval. In addition, TDR could fund applied research aimed primcipally at rtarget
antigen selection and the establistment of immunclogical correlates of protectien. These
forms of collaboration would be extremely important for the future,
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5. CONCEPT O COOPERATION IN TDR

Dr F. Trautweiler, Vice-Director, Research and Development, Pharmaceuticals
Divis{ion, Ciba-Geigy Limited, Basle, Switzerland, referred to his Company's justification
for carrying out coellaborative drug research and development in the area of tropical
parasitic diseages, to the agreement between the World HMealth Orgenization end Cilba-Gelgy
which had been signed in 1990, and to the actual projects which were being carried out
under the agreement.

With regard to justification, many questions had to be answered before embarking on
a research or a development preject, such as the medical need; feasibility and .

probability of suceess; and profitability, finaneial support and return. With respect

to medical need, one had te consider whethetr it made sense to search for a new

chemotheyapeutic agent or vhether to direet efforts towards vaccines or vector control.

WHO had an ilmportant contribution te make in momitoring and updating information on the

medical need, In ceonsidering feasibility, not every goal was achievable and some

projects had to be abandoned and new ones identified. The process was facilitated if

research produced new insights intoe the diseases and their causative parasites. It was

desirable that WHO support such research. No drug was perfect and after successful

development and approval by the authorities, market introduction had teo deal with .,‘
problems of less than ideal performance. WHO could make an importani contribution at

this stage. As far as profitability was concernad, most of the development projects on

the tropical parasitic diseases could not be justified if the usual financial return on

investment was to be expected. However Ciba-Geigy Corporate Principles permitted greater

financial risks in third world projects if they were undertaken with the participation of
government agencies or Institutions.

Dr Trautweiler degeribed the current agreement between WHO and Ciba-Geigy relating
to the chemotherapeutic treatment of human parasitic diseases, which had been signed in
mid-1990. The agreement based rhe development process on sharing responsibilities and
costs between WHO and Ciba-Celpy and decisions were made by mutual agreement. As
mutually agreed, Ciba-Geigy made compounds availsble to WHO for screening, most of which
came from the Company's animal health researeh activities. This would be follewed, afrer
mutual agreement, by the development of those compounds whiech showed a desirable profile
in the szereens. Ciba-Geigy performed, or would buy from third parties, the neecessary
preclinical studies. After mutual agreement, WHO would take respensibility for carrying
out the clinical trials and would pay for them. Ciba-Geigy would provide the elinieal
trial material and insurance coverage for the patients, c¢linical investigators and WHO.
Registration documentation would be produced in collaboration between the twe parties,
After submission of the reglstratlion documentation, & licence agreement would be worked
sut between both parties concerning manufacture, use and sale of the produet. ‘

Dy Trautweiler informed the Board that under the above-mentioned agreement, three
projects concerned with filaricidal compounds were in process. The first project was at
the =creening phase. Ciba-Gelgy had prepared a first set of 100 compounds which were
potential filarieides. WHO had arranged for screening in laboratories of its choice,
The chemical formuls of the compounds was unknown to the screening laboeratories and to
WHO. Results were expected soomn.

The second preject was concerned with the filaricide CGI 18 041 which was being
developed as a baeck-up to amocarzine curremtly in phase II/IIT clinical trials. The
strategy was to proceed with development of CGI 18 041 up to phase IIa where its dosage,
efficacy and tolerability in patients could be tested and compared with the performance
of amocarzine.

The development of CGP 6140, amocarzine, was the third project covered by the
agreement. At present results from phase II/ITT clinical trials were being analysed and
evaluated, If Ciba-Geigy and WHQO agreed that the compound was & viable filaricidel drug,
the registration documentation would be assembled and submitted te the Swiss Internal
Regulatory Body (IKS).
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A fourth project with a different indication was alse in process. It was concerned
with triclabendazel, sold by Ciba-Geigy as Fasinex for the treatment of liver flukes
mainly in sheep. The compound alse cured humans infected with Fascisla bepatica and was
being developed, presently in phase II, under a separate agreement between WHO and

Ciba-Geigy. The agreement was similar to the one mentioned above, but the main
difference was that Ciba-Geigy bore the cost of the clinical trials.
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BUT UMMARY FOR T = 3 BIENKIUM
(U35 000 and Per Cent)
1900-1991 1992-1993 1994-95
PROGRAMME AREA/COMPONENT [4}) {2) (&3] {4) {5) (1.}
AFFPROVED REVISED PROPOSED  INCREASE/(DECREASE)  ESTIMATED
T rag BUDGET BUDGET (3)-(2) PER CENT
I Techhical and
Adminiatrative Bodies 6£45.0 &20.0 650.0 30.0 4.8 700.0
--Par cent of Total 0.9 0.9 0.3 0.8 0.2
II Research and Develofwent
Genersl Activities 1,342.5 1,105.0 §,190.0 B5.0 7.7 1.300.0
pirectorts Initistive Fund $,500.0 750.0 1,5%00.0 750.0 100.0 1,700.0
Product Developnent - - &6,970.0 6, 9010.0 - 7,000
Chematherapy of Mataria §,025.5 &6,290.0 4,300.0 0.8 0.2 4,900,0
Immunology of Malaria 5,570 5,335.0 5,050.0 (285.0) (5.5 5,600.0
Applied Field Recearch
in Malaria 3,500.0 4,075.0 3,960,0 (125.0) 3.1 4,300.0
Schistosomiazis 3,000.0 3. 2900 2,650.0 (660.0) (19.5) 2,900.0
Filariasis &, 775.0 &,47T5.0 4,200.0 (275.0) 6. 1) 4,600.0
African Trypanosomiases 3,300.0 3.3%.0 2,540.0 (790.0) (3.7 2.800.0
Chagas Dieesse 2,500.0 2,600.0 2.565.0 (325.0) {12.1} 2,600.0
Lalshmanisscs 3,000.0 32,1860 2,950.0 {236.0) (7.4} 3,200.0
Laprogy &,400.0 5,960.0 4,600.0 {1, %60.0) {(22.8) £ 100.0
Biological Contral of Vectors 2,200.0 2,400.0 2,350.0 ¢50.0) 2.1 2.600.0
Socisl and Economic Research 2,525.5 31,015.0 3.040.0 5.0 0.8 1,300.0
Subtotol-Programme Ares 11 46,063.5  45,901.0  49,855.0 3,754.0 8.2 54,800.0
--per cent of Total 3.1 &2.9 646 %7 &7
111 Research Capability Strengthening
Genernl Activities 2,255.2 2,045.0 1,7840.0 (285.0) (13.9) 1,900.0
Institution Strengthening 5,300.0  6,250.0 6,200,0 (50.0) (0.5 &,B00.0
Training 5,700.0 7,850.0 9,250.0 1,400.0 17.8 10,200.0
Epidemiology and Field Rezearch  2,650.0 2,125.0 1,%0.0 €185.0) (B.7) 2,100.0
Subtotal-Programme Aren I]I 13,505.2 iR, 270.0 19,150.0 8B0.0 4.8 21,000.0
==Per cent of Total b 25.1 4.9 22.4 2.9
IV Programme Management
Paraorywt 3,456.2 X, 950.0 4,130.0 180.0 k.5 4,500.0
Dperational Support 700.0 780.0 &50.0 (130.0) €16.7) T00.0
General Support 2,138.0 2,350.0 2,600 260.0 "a 2,900.0
Regional Offices 1,052.3 1,052.3 0.0 1,052, 3 Q100.0) 0.0
Subtotal-Progromme Ares IV 7,346.5 5,132.3 7,390.0 {T42.3) (9.1 8,100.9
«-Par cent of Total 10.1 1.2 9.8 158.9 .6
GRAND TOYVAL T2,940.2 72,923.3 76,845.0 3.921.7 5.4 BL 400.0

* An smounit of USE 750 0G0 wes reallocated in 1990-71 from tha Director's Inftistive

Fund to the operations budgets of other components
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OUR: SESSTO Q.

6 June 1991

MEMEERSHIP OF THE JOINT COOEDINATING BOARD
{az of 1 January 1992)

List of Tenures

Australia ’ to 31 Decembexr 1993
Belgium to 31 December 1994
Brazil C te 31 December 1994
Canada to 31 Dacember 1992
Danmarlk ‘ to 31 December 1992
Egypt to 31 Decembar 1994
France to 31 December 1994
Germany . to 31 December 1992
Israel to 31 December 1992
Myanmar to 31 December 1992
Netherlands to 31 December 1993
Nicaragua to 31 December 1992
Nigeria ' to 31 December 1993
Norway to 31 Decembeyr 1994
Fhilippines ta 31 December 1994
Sac Tome and Principe to 31 December 1992
Senegal to 31 December 19%4
Solomon Islands to 31 December 1992
Sweden to 31 December 1992
Switzerland : to 31 December 1993
Thailand : to 31 December 1994
Turkey ‘ : te 31 Decaemher 1994
United Kingdom . to 31 December 1994
United States of America to 31 December 1993
Venazuela to 31 December 1994
Yemen to 31 December 1992
Zambia to 31 December 1992

United Nations Development Frogramme
World Bank
World Health Organization
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UNDP/WORLD BANK/WHO
SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES

Mepbershin of the Joint Coordinating Board (JCB)
(az of 1 January 1992)

OTHER
COOPERATING
PARTIES

GERMANY

o )

CONTRIBUTORS f- oo o nas . ARFPRESENTATIVES
TOFINANGIAL | 0 oF
RESOURCES @ it ‘.«‘ REGIONS

FOHLD HANK

STANDING COMMITTEE




UNDP?/WORLD BANK/WHO SPECIAL, PROGRAMME FOR
RESEARCH AND TRAINING IN TROPICAL. DISEASES

CURTEEN ON OF THE JO TING

Genaw. 5 and 2?6

ERSHIP HE SCIENT D TEC I, ADVISOR
{as of 1 Janpuary 1992)

Name an tle

*BEHBEHANT, Prof M. K., Vice-Rector for Research, University of
Kuwait, Safat, KUWAIT

BLOOM, Pref B. R., Professor and Chalrman, Department of
Microbielegy and Immunology, Albert Einstein College of
Mediecine of Yeshiva University, New York, N.Y., UNITED STATES

OF AMERTICH

CAFRON, Prof A. R., Director, Centre for Immunology and Paraszite
Biolegy, Pasteur Institute, Lille, FRANCE

CASTILLO, Prof Gelia T., Prafesaor of Rural Sociology, Department
of Agricultural Education and Rural Studies, College of
Agriculture, University of the Philippines at Los Bafios,

Laguna, PHILIPPINES

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

GARATTINI, Prof 5., Director, "Marie Negri" Iastitute for
Pharmacoleglcal Research, Milan, ITALY

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

JAMISON, Prof D. T., Professor, Graduate School of Education/
Professor, Scheool of Public Health, University of California,

Los Angeles, California, UNITED STATES OF AMERTCA

MAKELA, Prof P, Helena, Director, Bacteriology Department,
National Publie Health Institute, Central Publie Health
Laberatory, Helsinki, FINLAND

MOLYNEUX, Prof D. H., Director, Liverpeol School of Tropical
Medicine, Liverpool, UNITED KINGDOM

FPIKE, Prof M, C., Professoxr and Chair, Department of
Preventive Medicine, University of Southern California
School of Medicine, Los Angeles, California, UNITED STATES
OF AMERTCA

*Membership suspended during period of employment as a WHOQ staff member
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**Co-opted in hia capacity of Chairman of the WHO Global Advizory Committee

Research

ointment

December 1993

December 1992

December 1992

December 1994

December 1992

December 1993

December 1992

December 1994

Decembeyxr 1992

December 1993

Decembar 1992

on Health
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STAC MEMBERSHIP (1992) (eontinued)
Name and Titie o intment
RAJEWSKY, Prof K., Professor of Molecular Genetics, Science
Faculty, University of Cologne, Cologne, GERMANY to 31 December 1992

RAMACHANDRAN, Prof J., Director, Astra Raesearch Centre Indisa,
Bangalere, INDIA, and Adjunct Professor, University of
California, San Francisco, California, UNITED STATES QOF AMERICA to 31 December 1992

SALAKG, Prof L. A., Head, Department of Pharmacelogy and
Therapeutics, Unlversity of Ibadan, Ibadan, NIGERIA to 31 December 1993

SALOMAO, Dr M. Angélica, Chief, Divigion of Surveillance and
Endemic Dlseases, Ministry of Health, Maputo, MOZAMBIQUE to 31 Decembexr 1994

SERGIEV, Iix V. P., Director, Martsinovsky Institute of Medieal
Paragitelogy and Tropical Medicine, Moscow, USSR to 31 December 1992

SHIMAO, Dr T., Chairman, Board of Directoxs, Japan Anti-
Tuberculosis Association, Tokye, JAPAN te 31 December 1993




