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EXECUTIVE SUMMARY

The burden of il health in the least developed countrics (LDCs)
deserves closer attention by the international community, In these coun-
tries a disproportionately high number of deaths is caused by disease or
conditions that can be prevented through public health measures. Unfor-
lunately, owing to their extreme poverty, LDCs are neither in a position
10 undertake such measures, nor do they have the resources to conduct
relevant research to generate data that could be used to improve public
health sysiems,

Overseas development aid (ODA) to LDCs is generally low. Of the
disbursements to these countries, the amount for research and develop-
ment, especially in the health sector, isinsignificant. The combined effect
of all these factors is that the majority of LDCs, which are in sub-Saharan
Africa, continue to lack trained human resources and the nccessary
infrastructures for health research.

The Special Programmes of WHO have in the past decade or two
invested significantly in research capability strengthening (RCS) in
developing countries. Despite their efforts there is widespread agreement
that the least developed category of developing countries hag not received
sufficient health research support. Thete are many reasons for this fack of
support, one of which has been the absence of clear strategies on how 10
approach RCS in these very underprivileged countries.

In 1990, the Commission on Research for Development cxtensively
examined the constraints associated with health research in developing
countries. It is now a widely held view that cven the poorest of the
countrics ought to be in a position to conduct minirnum relevant research,
now better referred to as “essential national health research (ENHR)", in
order to provide information of use in health care delivery systems. The
essential requirement, however, is the creation of a “critical mass™ of
relevant human skills if meaningful contributions from researchers bave
1o be made. Since a scarcity of financial resources to support RCS in LDCs
i$ an important constraint, it is essential that WHO coordinate and
optimize its inputs so that the countries benefit from its investments. The
Special Programmes, in particular since they hold large research portfo-
lios, need to have common RCS strategies. They need 10 mobilize jointly
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some of their existing resources, at the same time attempting to find
additional funds for extended support toLDCs. Their collaboralion with
other donors and agencies, including the Task Force on Health Research
for Development, would seem a uscful way to increase RCS efforts.

In approaching RCS in LDCs it is important that the donors appreciate
that the process will need a long-term commitment. Further the form of
support would need to have appropriate flexibility in order to respond (o
rapidly changing and sometimes unique situations.

The series of actions and steps listed below would seem 10 constitute
a logical approach to RCS in least developed countries.

1. There is a need to ¢reate awarencss among decision-makers of the
valuc of research in health development. This step, which 1§ often
forgotten, would ensure national support for research and continuity of
cffort.

2. Needs in health research are often not well articulated. Therefore, 10
achicve a solid basis for RCS activity, it is important that relevant
authoritics and researchers have a good idea of the priotitics and funda-
mental research issues for improving health care delivery.

3. The development of human resources for heaith research, which
should be multidisciplinary in nature, ought to be based on identified
health rescarch needs in order to establish relevance and application of
appropriate technologies and to enable institutional strengthening 1o grow
in unison with development of human resources.

4, Research aimed at improving health services and devising diseasc
control strategies should receive the highest priority so that research
results can be used in planning services of ministries of health.

5. As far as possible, rescarch training should occur in setting similar
1o ones in which the trainees will work on completion of their training.
Thus, more South-10-South linkages should be established for training.

6. RCS activities in LDCs will need intensified efforts and constant
monitoring over a long period of time.
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1. INTRODUCTION

A consultation on research capability strengtheming in least developed
countries (L.DCs) washeld in Geneva from 1010 12 December 1990. It was
sponsored by three WHO Programmes: Special Programme for Research,
Development and Research Training in Human Reproduction (HRP),
Special Programme for Research and Training in Tropical Diseases
(TDR); and Global Programme on AIDS (GPA).

1.1 Statertent by Director, HRP

Dr. M. Fathalla, Director, HRP, welcomed the participants and thanked
themn on behalf of the three Programmes for agreeing to participate in thig
very important meeting. He emphasized that the WHO Secretariat needed
advice on how best to proceed with RCS in the least developed countries
and needed to draw on the expericnce of the participants to devise the most
appropriate strategies.

1.2 Official opening

The meeting was officially opened by Dr. M. Abdelmoumeéne, Deputy
Director-General of the World Health Organization. He observed that the
theme of support to countries in most need had been emphasized by the
Organization in a series of activities. At the meeting of the WHO
Executive Boardin Jarary 1990, the Director-General hadidentified five
areas for priority attention in the Organizations’ programme of work. On
top of the list was the relationship between the state of the world economy
and health development, especially as it affects the lesser developed
countries, The Director-General had responded to this challenge by
developing an initiafive to collaboraie with countries “in greatest need”
through country-specific support 10 national health programmes, He went
on to submit that the need for health research for development of health
care was universally accepted and that the issue therefore was not whether
research should be undertaken or not. Rather the question was what kind
of research should be conducted and by whom. He said it was imperative
that tie ¢capacity of countrics 1o carry out research be strengthened.

Dr Abdelmouméne further said that the problem was that the countries
with the weakest economies were also the countries with the highest
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burden of il health and with the least resources Lo carry out the necessary
research. He identificd the available resources as the political commit-
ment of the individual countries, the favourable attitude of bilateral and
multilateral donors, and the commitment of WHO to research as part of
health development. He described the functions of the Programmes and
concluded that the task before the meeting was to assess current RCS
aclivities of the Programmes, recommend the most appropriate strategies,
and establish principles for feasible and practical strategic framework.

1.3 Objectives

The overall objective of the consultation was o recommend the most
appropriate strategics for research capability strengthening (RCS) in
L.DCs.

The specific objectives were:

1, To review current rescarch and RCS activities that address health
issucs in LDCs,

2, To define and recommend the optimal role of the three Programmes
in responding to needs in research capability strengthening within the
framework of health development in LDCs.

3. To recommend the most appropriate strategies for fulfilling the
optimal role, including evaluation of progress.

4, To recommend strategies for the coordination of inputs from within
WHO and between WHQO and other bodics.

5. To cstimate the likely financial requirements for successful imple-
mentation of the recommended strategics.

6. To recommend mechanisms for assisting the countries in assessing
their own needs for research and in collaborating with WHQ in other areas
of research capability strengthening, such as: training of scientists, com-
munication among scientists and between scientists and policy-makers,
improved research management, coordination of inputs of bilateral and
multilateral agencics, and transfer of technology.
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3. WORKING PAPER

Dr. M. Mugambi presented a working paper, which defined the “least
developed countries” and identified some of the constraints {o research
capacity building in these countries. The paper also suggested possible
strategies for research capability strengthening (RCS). The discussions
that cnsued form the basis of this report.

4, LEAST DEVELOPED COUNTRIES
4.1 Definition

The countries considered 1o be "least developed” are those whose per
capita GNP is very low—on averagc less than USS$ 300 per annum. A ligt
of these countries, prepared by the United Nations in 1989, is given in
Table 1, Whereas there were 25 LDCs in 1970, in 1990 there were 42,
showing almost a twofold increase during the intervening twenty-year
period.

The list shows that close 1o 70% of LDCs arc located in sub-5aharan
Africa. This list, however, does not portray the full picture of poverty and
health need in these and a few other countries. It was noted that the
definition of *“least developed countries” provided by the United Nations
Organization which is based on per capita gross national product (GNF)
was not suitable for the purposes of RCS for health because some countries
with low GNP had better health indices than others with medium levels of
GNP. Moreover research traditions wete better established in some LDCs
than in others. It was therefore considered that for the purpose of RCS,
different modified criteria had 1o be identificd for categorizing countries
as LDCs, and that within LDCs themselves were at different levels of
development in terms of research tradition, technology, and infragtructure
for health research.

4.2 Characteristics

Apart from per capita GNP there are other charactenstics commaon {o
LDCs. One of them is low real rate of economic growth brought about by
sociopolitical problems, unfavourable international economic order, and
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Table 1. List of L.DCs (total 423 by WHO Region

Africa (26) Mauritania Sowth-East Asia (6)
Mozambique
Benin Niger Bangladesh
Botswana Ewanda Bhutan
Burkina Faso Sao Tome Burtma
Burundi Sierra Leone Laos
Cape Verde Togo Maldives
Central African Uganda Nepal
Republic United Repubtic of
Chzd Tanzania Americas (1)
Comoros
Djibouti Eastern Haiti
Equitorial Guinea Mediterranean (5)
Ethigpia Western Pacific (4}
Gambia Afghanistan
Guinea Demicratic Yemen Kiribati
Guinea-Bissan Somalia* Samoa
Lesotho Sudan* Tuvalu
Malawi Yemen Vanuatu
Mali

*Quuside sub-Saharan Africa

varipus catastrophes such as floods and droughts. The mcan population
growth rate of LDCsis about 2.7%, which compares unfavourably withithe
global mean of 1.7% and 2.3% for developing countries as a whole. Their
high population growth rates significantly erode any economic gains thal
they make. Itis recognized that rapid population growth in these countries
slows the attainment of development goals as the demand on recurrent
expenditure to sustain basic social services rises. In many of thesc
countries school enrolment, which is a measure of the level of education,
isoftenless than 50%. Itisimportant thatin thesc countries the population
policies should be incorporated imo the national development plans.

LDCs ar¢ also heavily indebted and the long-term debt burden for sub-
Saharan countries now exceeds 30% of their export camnings. Servicing
of forcign debts siphons a great proportion of the hard earned foreign
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currency. The remaining foreign exchange eamings are ofien depleted by
mmports of food, fuel and machinery, leaving little for other essential
purchases and services.

The official overseas development aid (ODA) in 1987 amounted to
about US$ 40,000 million. This figure represents only 0.2% of the
accumulated GNF of the OECD countries. Grants to LDCs amounted to
only 0.08% of the QECD countries' GNP. Out of this amount the health
sector received less than 10% of the ODA through bilateral and multilat-
eral agencies, underlining the low priority accorded to this sector. The
available facts and figures show that LDCs are attracting very little
tangible assistance.

4.3 The health hurden

The health burden of LDICs brought about by disease is heavy. Thisis
borne out by the following facts: infant mornality rate (IMR) in LDCs
averages 129/1000 live births as comparcd to 45/1000 in thc more
advanced developing countries and 10/1000 in industrialized countries
(UNICEF, State of the World Children, 1989). Formost of sub-Saharan
Africa, IMR ranges between 100 and 170/1000 live births. Mean lifc
expectancy in LDCs is only 49 years as compared 1o 59 years for all
developing countries and 72 years fot the industrialized countries.

Of the estimated 50 million global deaths that oceur annually due 10
disease, nearly 75% occur in developing countries, with a disproporoon-
ately high number occurring in LDCs. The recent problem of infection
with human immunodeficiency virugs (HIV) and AIDS will in time
significantly complicate this state. Table 2 lists the major causcs of deaths
in developed and developing countries,

Indeveloping countries, the main causes of mortality are infectious and
parasitic diseases, including those which can be prevented through vacei-
nation, Infant and early childhood deaths account for over 50% of these
fatalities. Also high on the Dbst are pregnancy-related and perinatal
problems. Each yearabout 150,000 mothersin Africa die from pregnancy-
related problems, while approximately an equal number suffer permanent
disabilities brought about by complications of pregnancy and childbirth,
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Table 2. Major causes of death in developed and developing countries
(in thousands of persons)

Category Infectious! Circulatory Other Total

of parasitic and diseases
COUniry diseases degenerative
diseases
Developing 16,500 6,500 15,000 38,000
Developed 500 6,000 5,000 11,500

World Total 17,000 12,500 20,000 44,500

* Adapted from: Commission on Health Research for Development. Health Research:
cssential link 1o equity in developmers, Oxford, Oxford University Press, 1990.

In many LDCs, only less than 50% of pregnant mothers receive antenatal
care while an cven smallernumber get the services of properly trained birth
attendants.

The tropical and subtropical climates, where LDCs are located, favour
rapid multiplication of vectors (¢.g. airbome insects) that transmit dis-
cascs. Avatlability of safe watcr is 1¢ss than 35% in the rural areas where
over 80% of the population lives. At the same time the declining
availabilily of food has worsened childhood malnulrition. Morcover,
access to essential facilitics and basic health services in these countries is
very limited due 1o various economic, managerial and sociocultural
factors. Only less than half of the populations have access to any form of
local health care.

Large-scale and expensive programmes 1o conirol selected tropical
diseases such as malaria, schistosorniasis and filariasis were undertaken in
the past. Earlier efforts to eradicate malaria met with limited success and
the lapse in the control programmes in the 1ast two decades has brought a
resurgence of malaria. In the case of onchocerciasis 4 fairly successful
control programme is currently under way in West Africa. The economic
crisis facing many LIDCs has depressed incomes and worsened the already
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poor living conditions. The crisis has also weakened the ability of the
health sector to cope with reduced public expenditure on drugs and
medical supplies. The health sector which has hitherto received less than
3% (aslow as 1% in some countries) of government resource allocation is
therefore bound to suffer significantly during the prevailing economic
hardships.

5. RATIONALE

There are at least three reasons why the optimal role of the three WHO
Programmes and strategies for research capability strengthening in the
least developed countries should be reassessed. First, the initiative of the
Director-General 10 give increased technical and financial support to the
least developed countries was lauded by the World Health Assembly in
1989 when it endorsed the plans and urged implementation in resolutions
WHA423 and WHAA42 4. These sentiments were repeated at the 43rd
World Health Assembly in May, 1990, when the Director-General was
requested to ensure that WHO takes the lead in the coordination of
collaborative activities, “particularly with countries and population groups
ingreatestneed”. Secondly, experience ininstitution strengthening to date
has shown that there are constraints which deserve special attention in
these countries. Finally, the needs ofthese countries are o many that more
coordination of effort between interested parties will be required if the
inputs are to have an impact. There is a particular need for the WHO
Programmes to coordinate the efforts of the interested parties.

Subsequently, the Director-General has initiated mechanisms for in-
tensifying WHO cooperation with Member States and increasing coordi-
nation of all available resources to support country strategies giving
priority to countries in greatest need. For this inifative to succeed it 13
imperative that WHO urilize ali available funds as effectively as possible
through a better integration of its activities. Additionally, WHQ should
involve bilateral and multilateral development cooperation agencies as
partners and urge national govertiments 10 recognize their responsibility
in the coordination of external cooperation in their national health plans.

As a first step under the Director-General's initiative, WHQ intended
to involve 15 countries to discuss this cooperation by the end of 1990.
Contact was established with Guinea-Bissau in January 1989 followed by
Ecuador, Guatemala, Haiti and Jamaica in April 1989, and Guinea and
Nepal in June 1989. Although some of these countries are not on the
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United Nations list of LDCs, nonetheless the initiative taken by WHO 1o
contact the governments of countrics in great need is commendable and
should be intensified and even selectively targeted to LIDCs where great
health needs exist. The situation in these countries and other similar ones
is that more effective implementation of primary health care (PHC) 15 of
key concem particularly because the number of people living in poverly
and poor health conditions has increased since the Alma-Ata conference
on PHC of 1975,

As part of their ongoing activities, the Special Programmes (TDR &
HRP) have for more than 10 years invested substantial resources inio the
strengthening of research capacity in developing countries, including
some LDCs, 50 as t0 enable these countries to respond more effectively 1o
their national health needs.

Asa further responsc to the above challenges, the Special Programmes
wish 1o consider the best possible options and strategics for coordinated
efforts in health research development activities, particularly in LDCs,

6. CURRENT STATUS OF HEALTH RESEARCH IN
LEAST DEVELOPED COUNTRIES

6.1 Siatus and need for research in LDCs

Policy-makers and managers of disease control in ministries of health
often fail to realize the important role that health research could play in the
planning and implementation of health programmes. The demand for
health research is therefore low in many cases. Yet to have a lasting
commitment for health research it is important o get policy-makers and
managers 10 appreciate the value of rescarch in their work but without
raiging their expectations beyond rcason as this could prove counter
productive in the short and medium term. There is no doubt that research
is an important tool for development with two main objectives: to produce
new knowledge and strategics; and to create a capacity 10 utilize existing
tools. Available information, however, indicates that research, including
that on health, is poorly supported in LDCs. Table 3 shows research and
development (R&D) expenditures in developing countries and compares
thege with expenditures in industrialized countries,

The figures in the Table show that developing countries, with 80% of
the global population, have access 10 only 6% of the total world R&ID
expenditure, A furtherexamination of these figures demonstrales that sub-
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Table 3. Comparison of research expenditure in developing and devel-
oped countries

R&D Expenditure Percentage share in world total
(LSS billion)

R&D GNP Population
Global total (198@) 207.8
Developed 1949 94 79 19
Developing 12.9 6 21 81
Developing total (1980) 12.9
Sub-3aharan (Africa) 0.8 63 11
Arab States 1.0 8 24 7
Latin America 39 30 31 11

Asia 7.2 56 37 71

Source: Modificd from IDRC publication 1986,

Saharan Africa, with most of the LDCs, receives a mere 6% of the amount
that goes (o all developing countries put together or less than 0.5% of the
global R&D budget. Following the first United Nations Conference on
LDCsin 1981, more aid in dollars per capita has gone to LDCs compared
to other developing countries, but this amount still remaing small consid-
ering the amounts needed for meaningful and sustained development (o
occur.

According to the Commission on Health Research for Development,
most (95%) of the funds available for health research are spent on health
problems of the industrialized countrics, although as already pointed out,
the health burden duc to disease ig highest in the poorest countries.

According to World Bank sources, African research gystems are
heavily dependent on public sector support with government exchequers
often financing more than 90% of the national rescarch and university
budgets. This support may be as high as 95% for health research. The
balance comes from bilateral and multilateral sources. In comparison, in
industrialized countries the public and private sectors contribuie almost
equally (about 30% cach) towards the budget for health research.
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The high dependence of developing countries on public financing
ofhealth research hasits high price, including that of inadequatce, suboptimal,
and discontinuous financing. With worsening econgmic conditions major
financial cutbacks are usually made in areas like research which are
perceived as non-essential sectors. As a result of these cutbacks. the last
decade has wimessed a major deterioration of research infrastructures in
many developing countries and a significant slowing in the development
of technical and rescarch manpower.

Among LDCs, the status of research and its establishment varies from
country to country, A few of the LDCs have some research tradition with
gstablished research councils, institutes and universities. The majority of
the L.DCs have no real (radition of research and development and have
inadequate systems for coordinating research. Inmaost of these countrics,
the focal point for health research may be at the only university in the
country., This may be supplemented by a small nucleus of health
researchers within the disease control divisions of the miristries of heaith.
In as much as research infrastructures will be wanting so wili be the
manpower at both scientific and technical levels. The R&D personncl
ratio is lowest in sub-Saharan Africa (<10 per million population).

The few rescarchers that are actively engaged in health research operale

within financial constraints, isolation, inadequale remuneration, inappro-
priate carcer siructures, shortage of training opportunities, etc. Tables 4

Table 4. Research capacity in selected countries

Country flealth Health researchers per
researchers million population

Ethiopia 300 6.9*
Bangladesh 150 1.5*
Mali 10 1.3%
Phillipines 939 16.4
Zimbabwe 125 14.4
Brazil 8,521 61.6
Mexico 4,380 54.6

+*LDC
Source: Commission on Health Research for Development, Health Research;
essential link to equity in development, Oxford, Oxford University Press, 1990




and 5 summarize the R&LD personncl ratios and the constraints within
which researchers in developing countries operate, respectively.

Research would be ecxpected to be successful in countries with devel-
opedresearch infrastructures and appropriate research manpower. The risk
of investmentin researchis higher in the LDCs due to many shoricomings,
some of which include infrastructural and manpower deficiencies named
above. This risk has to be recognized by the Programmes and their donors.
With this realization, activitics should be planned and implemented in
order 10 minimize chances of failure,

When considering research support inputs into LDCs, there may be
merit in grading thesc countries into three categories depending on
facilities and manpower available while at the same time taking into
consideration the socioeconomic and political situations of each country,
Interest and commitment to research by national authorities, existence of
suprastructural organizations for research coordination, willingness to
utilize research results for disease control or health services improvement,
and availability of potential researchers should be additional considera-
tions for the grading process. Such grading should assist the Programmes
in determining the degrec, intensity, and duration of the support required.

Table 5. Constraints on rescarchers in a developing couniry

Macro-environment Work environment
Lack of demand for rescarch Lack of access to inforrmnation
Lack of scientific culture Inadequate support staff
Weak. public suppoit Institutional instability
Bureaucratic rigidity Weak facilities

Personal
Intellectual isolation
Low salaries
Limited promotion
Few career paths
Restricted research choice
Insufficient training

Source: Commission em Health Researeh for Development, Health Research; essential
link to equity in development. Oxford, Oxford Univemsily Press, 1990
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6.2 Viewsof LDC’s

In the last decade, in most LDCs socioeconomic conditions have
deteriorated and health setvices have fallen in quality, particularly in rural
areas. Parallel with this decrease in supply there has been an increase in
demand for services, resulting in an ¢xpansion of the health gap between
LDCs and other countries. LDCs do recognize that some of the essential
elements of PHC include prevention and control of endemic diseases.
They also appreciate that to implement PHC effectively they need to
intensify their efforts in strengthening health infrastructures and develop-
ing research manpower and technical skills. The need w ensure the
optimum use of inputs and the mobilization of additional resources are
also seen important. However, the intensification of elforts (o strengthen
managerial capabilities, including measurcs 10 ensure that sound policy
decisions are made with a sharper focus on priorities and targets, may
depend on availability of valid information. The strengthening of national
capacities for assessing and projecting health need requires appropriate
research and evaluation. In matters of science and technology there is an
increased rcalization of the need for South—South collaboration.

7. WHO AND OTHER DONORS
7.1 Special role of WHO

World Health Organization’s country programrmnes are viewed posi-
tively by the developing countrics. WHO is politically acceptable and its
activities are seen as having been initiated in response 1o the expressed
needs of these countries. The Organization is seen as part of a global
United Nations network with expertise to implement programmes and to
mobilize resources. More specifically, the Prograrnmes of WHO are secn
a3 having been created and mandated to address, through scientfic
tesearch, the health issues in developing countries. Their holistic ap-
proach to research development is greatly valued in developing countries,

7.2 The three Programmes

To date it has been a deliberate policy of both HRFP and TDR to direct
their regearch capability strengthening (RCS) support to institutions of
developing countries which show good prospects for success. The
cutcome of this undertaking has been a qualified success and one now
finds a growing number of active health scientists in these countries. This
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success story has involved considerable investment by the Programmes in
terms of human resource development and institutional support. For
example,inthe case of TDR, over 150institutions had received Long-term
Support Grants (LT3) and by 1989 over 1000 Research Training Grants
(R'TG) had been awarded by the Programme since its establishaent. Inihe
samec period the total investment in research capability development has
been in excess of US$ 60 million of which 99% has gone to developing
countries. In the 15 year period (1974—1989), TDR supported research
projects, RCS and training activities in 112 countries of which 87 (78%)
were developing countnes. In the laner category, at least 24 (28%) were
LD(Cs. Twenty-one institutional grants went to LDCs out of the total 157
(13.4%). Both TDR and HRP have had activities in the same LDCs in at
least 7 couniries namely, Bangladesh, Benin, Ethiopia, Sierra Leone,
Sudan, United Republic of Tanzania, and Uganda.

HRP has also made a comparable investment whose impact in devel-
oping countries has been shown to be significant (Report of the External
Impact Evaluation, 1990). Since 1986, at lcast 38 institutions in 29
developing countries have received Long-term Institutional Development
(LID) and other grants for strengthening of research capabilities. HRP has
supported research or institutional development activities in at least 80
countrics of which 60 (75%) were developing. There were 8 (109) LDCs
inthe latter category. So far, HRP has awarded over 1000 RTG and spent
over USE60 million on RCS activities.

Ingtitutional development grants have normally been awarded for a
period of 5 years. In the case of TDR, only in exceptional circumslances
and only in a few institutions have these grants been extended beyond this
period. Inthe case of HRF, however, this type of support hasin many cases
lasted forupto 10 years. Research training has been a major activity of the
Special Programmes. LDCs have been better favoured in this respect than
igthe cage with disease-specific research projects. Sinceitsinception TDR
has allocated 177 (17.4%) of its over 1000 RTG grants to LDCs. In the
biennium 28/89 HRP allocated 18 (11.4%) out of 138 RTGw LDCs. In
the past, TDR and HRP have demonstrated flexibility and creativity in
dealing with RCS process and scem most suited to handle this new
initiative of RCS in LDCs.

Established in 1987, GPA is a relatively new WHO programme.
Actions taken so far have mainly been exploratory and fact-finding in
nature. The following five arcas were identified as needing strengthening:
() development of methodological and managerial skills for researchers
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and staff of Natonal Aids Programmes, (b) increasing willingness of
national policy-makers and external partners to promole and participate in
RCS activities; (¢) laboratory sustainability; {d) training; and (¢) net-
working.

To date, 18 research training grants (forup to 12 months duration) have
been supported from GPA funds allotted the country, medinm-term plans.
In addition, some institutions have benefited directly from support from
GPA’s scientific and technical units through specific projects.

In addition, GPA has compuietized an inventory of research activities
in35 sub-Saharan African countries and has held research-priority-seting
workshops in Cameroon, Senegal, Thailand, and Uganda.

7.3 Views of donor agencies

The strengthening of research capabilities has two main objectives: (a)
to assist countries to address theirown specific research needs (create self-
rliance); and (&) to ensure participation of research institutions and
scientists from developing countries in global rescarch efforts. Some of
the constraints facing national rescarch institutions have been shown to
include: (@) lack of adequately trained staff for project leadership; (&)
absence of national science and technology plans; (¢) lack of priorities on
which to base programmes; and (/) poor linkages between researchers and
users of research findings.

According o some of the major donors of health rescarch such as the
international Development Research Centerof Canada (IDRC), the Swed-
ish Agency forResearch Cooperation with Developing Countries (SAREC),
and the United States Agency for Internaripnal Development (USAID),
institutional support in LDCs should be of long duration, ranging from 10
to 15 years., They propose an approach that should ensure improvement
in management and administration capabilities and crcation of national
institutional linkages and training covering research support staff as well.
According to IDRC, a strategy for research in sub-Saharan Africa should
have three objectives. It should: (a) strengthen research capability for
long-term viability; (&) facilitate shanng of resulis within and beyond
national boundaries and; (¢) promote the application of rescarch to
developmental problems. In providing such support IDRC stresses that
artention should be given to the assessment of instilutional necds and
research environment, provision of phased support, careful sequencing of
inputs, strengthening of other support services, provision of an enabling
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and productive enviromnent and indigenization of training. 1DRC also
emphasizes the need for donors to work together to complement and
supplement the efforts of LDCs. Apart from the major donors of health
research, it is possible in a given LDC 10 find bilateral donors or other
funding agencics conducting research or training in parallel and some-
times in isolation from national efforts, Sometimes the rescarch under-
taken may not have relevance 1o the needs of the host countries. Further-
more, some of these agencies may also not always show interest in
research-related developments such as institutional development or post-
graduate training. The existence of such a state is not helpful to a country
and attempts should be made at a very early stage to interest donors in the
country’s rescarch programmes $0 that training and institutional suppon
can be better focused and coordinated.

7.4 l.essons

1. Human resources and institetions in developing countries do not
always correspond o the magnitude of disease. Ofien countries in grealest
need are the ones with the poorest resources.

2. In LDCs recently visited by WHQ teams, the following were
common findings: (@) weak management systems; (£) inadequate human
resources for health; (¢) poor health systems design; and () inability to
cnsure economic support for health,

3. Among developing countries in general and LDCsin particular there
are wide differences in infrastructures and even in the degree of need.

4, Although a tmc limitation for RCS has been set, it has been
observed that institutions are at different levels of development and each
institution needs to be viewed in its own context,

5. Phased institutional development has been proposed, with the
gencral sequence being training, improvement of facilities, and finally
specific projects.

6. There have been problems in bringing researchers, policy-makers
and diseasc-contro! personnel close enough to work together in planning,
utilization of results, dissemination of information and evaluation of
programimes.

7. General poverty and underdevelopment makes it difficult to make
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rational management decisions and management by crisis tends to be the
rule in the poor countries. The consequence is perpetuation of poverty.

8. Goodresearchleadership and govemmental support are crucialtothe
success of RCS of institutions, The criteria for selecting an institution
must at least include these two among others.

9. Due to scarcity of high-level research manpower, countries tend to
overburden the few available rescarchers with other responsibilities, some
of which are irrelevant to their training, background, or interest.

10. Research career development is a slow process that needs continu-
ous support in various forms, including provision of research materials,
literature, re-training, cic. Promising yvoung researchers need adequate

support.

11. The isolation of researchers in developing countries is a common
cause of low productivity which shoukd be minimized through literature
SUppOort, peer visits, postgraduate exchanges, networking, eic.

12. Developing countries without research management systems such
as national research councils should be parsuaded to establish these as one
way of demonstrating political commitment to research.

8. RESEARCH AGENDAS
8.1 WHO Programmes in LDCs

There is ample evidence to show that little research is undertaken in
LDXs. This is even more true of health rescarch whose quantity and
quality is limnited. Itis only in a few LIDCs, where the infrastructures are
relatively betier, that some significant investments in health research have
been made. However, worsening economic conditions in the recent past
have led to a partial loss of these investments.

Review of participation of the WHO Programmes in LDCs reveals that
TDR to date has supported RCS activiliesin atleast 91D Cs. These include
two where some research fradition has existed (Ethiopia, and Tanzania).
However, TDR support for research projects per se has involved more
countries, at least 24 LDCs, In these countries the number of research
projects supported (excluding RTG) have varied from one project in one
country (Vanuatu) Lo as marny as 19 in another country (Tanzania). Funds
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disbursed to a country for these projects have ranged from US$1,700 to
about US$ 3 million (Ethiopia and Tanzania). Thisis to be contrasted with
projects in major recipient developing countries for instance Kenya (57)
Brazil (182) and Thailand (97). Funds spent in the latier caiegory of
developing countries have been as high as USS 12 million (Brazil).
However, even among the LDCs, Ethiopia and Tanzania are the excep-
tion. Most of the other countrics have none or few projects and receive
relatively lirtle support.

In the casc of TDR, the rescarch supported in LDCs has been in all the
Programme's six target discases. Projects have involved all disciplines at
laboratory, clinical and field levels. However, research in these countrics
has tended to be more applied in nature, e.g. epidemiology/prevalence
studies, behavioural determinants of transmission, control strategies, test
of diagnostic methods, drug sensitivity testing, ete. Inonly very few LDDCs
has sophisticated laboratory rescarch received support.

In reproductive heatth, the types of project undertaken in LDCs with
suppott from HRP have been varied but comparable to those in other
developing countries although on a smaller scale. They have covered
topics like infertility, maternal morbidity, abortion, family planning, and
HIV infection, among others. None of the LIDCs or their institutions have
been part of HRP global network of formally designated WHO coliaborai-
ing centres (CCR).

9. MECHANISMS AND STRATEGIES
9.1 Research capability strengthening

HRP and TDR were established in 1972 and 1976, respectively. GPA
was established more recently. When founding the first two programmes,
WHO aimed at assisting developing countrics to develop the capacity and
capability to define and address their own health research prionities. The
two programmes are supported almost entirely through extra-budgetary
funds and have a research oricntation and therefore differ from most of the
other WHO programmes, which are more oriented towards health care
services, Since their founding, HRP and TDR have allocated up to one-
third of their operational budgets to activities that are aimed al promoting
research capability in developing countries, The approach for research
strengthening has been to provide support 10 countrics rather than 1o
individual institutions, For this reason, institutions with a country or a
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regional leadership role received higher priority. To implement their
objectives, the two Programmes have established management Sysiems
that maintain a constant dialogue among WHO, developing countries, and
the donors. RCS actvities are overseen by a Research Strengthening
Group (RSG) in case of TDR and by a Committec on Resources for
Research (CRR) in case of HRP.

9.2 Objectives of RCS

One of the main objectives of RCS is to assist countries to develop self-
reliance. This, in the words of the Commission on Health Research for
Development, would cnable countries to implement “essential national
health research (ENHR).” National self-reliance has been recognized as a
complex process which depends on several variables including social,
political and economic factors.

RCS has to be approached in a holistic manner. Components of the
process should include: improvement of infrastructurcs, development of
human resources, support of retuming trainecs, support of postgraduate
training, promotion of good manageral practices, and promotion of
research networks, RCS must be in line with national health research
needs. The two Special Programmes, and GPA should respond to these
needs,

9.3 Strategies for RCS
Two strategies are used by the Special Programmes for RCS.

1. The development of human resources through training. The objac-
tive of research training has been to eventually produce an adequate
number of leaders, researchers and support staff who are able 1o conduct
quality research in the laboratory, clinic or in the field. Training has Laken
several forms including, for example, formal degree courses, short-term
courses, visiting scientists grants, seminars and workshops.

2. Institutional development. Institational support is provided to up-
grade facilities and logistics to create a suitable rescarch environment. It
15 provided through the award of various grants which are either long-term
(LTS or LID), capital or small. Long-term support has norm ally lasted for
5 years and covers all or pant of the following: equipment and supplies,
salaries, consultant support, transport, library materials, data processing
facilities etc. Also supported is the development of managerial skills and
evaluations as a tool for better management,
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10. COMMON RESEARCH INTERESTS OF HRP,
TDR, AND GPA

10.1 HRP and GPA

A meeting of African researchers in the fields of reproductive health
and HTV infection and AIDS was held in Kenya in 1987. The objective
of the mecling was to examine how HIV-AIDS affected reproductive
health and to identify priority research needs. Some of the issues discussed
touched on HIV-AIDS as it affects obstetric and gynaecological practice,
paediatrics, family planning programmes and the youth.

Someof the broad areasidentificd asneeding further researchincluded:

1, information, cducation and communication (IEC), e.¢., knowledge,
attitude and perceptions (KAP) and behavioural studies, assessment of
IEC methods, counselling,;

2. sexuality and cultural practices;

3. condoms and spermicides, €.g., use and accepiability of lubricated
condoms and vaginal sponges as preventive measures

4. rolc of other STDs in HIV transmission;
5, contraception and HIV infection;
6. prevalence studies, ¢.g., various high-risk groups;

7. youth and infection, &.g., sexual behaviour, adolescent pregnancy
and HIV infection, STD and HIV infection;

8. pregnancy and infection, €.g., outcome of pregnancy, vertical
transmission, breast-feeding, fetal abnormalities; and

9. risk of health workers to HI'V infection,

The above outline indicates some of the areas of common interest
where both Programmes could have joint projects in countries or institu-
tions receiving support from them. The list is by no means exhaustive but
it serves as anindicator that there is considerable common ground for the
two Programmes 1o coordinate their cfforts.
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10.2 TDR and GPA

An informal consultative meeting on the interrelations of tropical
diseases and HIV infection (TDR/GPA/TD-HIV/87.3) was held in Kenya
in December 1987, The meeting which attracted participants with exper-
tis¢ in both tropical diseases research and HIV infection notonly examined
areas needing further research but also addressed methodological issucs
for selected studies.

The information available at that time regarding HIV and malaria,
mycobacterial diseases (e.g., leprosy), protozoan diseascs (e.g. African
trypanosomiasis, Chagas disease, leishmaniasis) and helminthic discases
(e.g., schistosomiasis) was reviewed and gaps in knowledge identified.
Taking malaria as an example, some of the following arcas were idemtified
as needing further study:

1. asscssment of the influence of HIV infection on the course of malaria
infections, e.g., risk and severity of clinical malaria, response to treatment,
reactions 1o antimalarial drugs, tropical splenomegally syndrome; and

2. assessment of effects of malaria infection on the evolution of HIV
infection ordisease, e.g., perinatal transmission, malaria and course of pre-
existing HIV infection,

Similar reviews were made for all the other areas mentioned above,
The above WHO document with some updaling clearly identifies arcas
where collaboration between the two programmes is possible, Again it is
possible 10 use some of the identified studies for RCS actvities in
institutions which both Programmes wish to support.

11. RECOMMENDED RCS STRATEGIES FOR LDCs
11.1 General remarks

LDCs are a subgroup in the poorer haif of the developing countries.
Whereas some of the proposed strategies for RCS are specific to these
countries, others are more general in nature and are applicable to the rest
of the developing countries.

RCS aims at building the capacity of a country 10 be self-reliant in
conducting research on health issues that the country considers to be of
high priotity. The entry point for RCS initiatives within a country is
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high priority. The entry point for RCS initiatives within a country is
usually an institution, For the purposes of this report we define an
institution as follows; ““an organized entity incorporated within a country,
with a specific mandatc and objectives, cstablished with a view 10
fulfilling national needs. It usually takes the form of a critical mass of
scientists and supportstaff, housed in an appropriate physical structure and
provided with requisite facilities to enable them to discharge the mandate.
Tt could be within a University, governmentor private sector, withacertain
continuity of effort (although it may change its course to suit changing
needs). It should have a structure of governance and management and
resource inputs to enable it to function in an effective manner. It may
establish linkages with other institutions, national and international, in a
networking process. Insome instancesintheleast developed countrics the
institution may be in the early stages of development.”

RCS activities at the country level will have a greater chance of success
and sustainability if they are part of national endeavour 1o set priorities for
and to build capacity in essential national health research (ENHR). Tothis
end the three WHO Programmes should promote and spearhead efforts to
initiate the development of ENHR at the country level. Suchefforis should
he coordinated with bodies such as the Task Force on Health Research {or
Development that are similarly engaged in assisting countries to build
ENHR capacity. Health problems addressed by the Special Programmes
relate very closely 1o needs of LDCs. RCS efforts of the Programmes in
these countries will thercfore be relevant and responsive 10 their needs.

Training to develop human resources for health researchhas particular
strategic importance as a means of RCS. Training can be formal or
informatl, short or of long duration, degree or non-degree oriented, etc.
Whatcver its type, the Lraining should result in the acquisition of requisite
knowledge and skills needed 1o conduct essential health research.

The favourable attitude of donors towards LDCs expressed ai the
United Nations Second Conference on LDCs in Paris in 1990 should be
drawn upon when attracting financing for the implementation of proposed
joint RCS activities. In the meantime the three WHO programmes should
significantly increase their support for RCS in LDCs.

11.2 Country approaches

An early and country-specific step is to stimulate and facilitate a
candidate LDC to take an overview of its research organization and
environment. This initial survey should: {a) examine such basic aspects as
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the existence or non-existence of research coordination mechanisms (¢.g..
research ministries, councils, institutes); (&) gauge or feel for evidence of
national appreciation for research (policies, political commitment); and
(¢) identify potential collaborating institutions and potcntial rescarchers
and research leaders. Good indicators would establish sound basis for the
next set of moves or plans.

It is important to endeavour to create awarcness among the political
establishment and other decision-makers to gamer support for health
research as an instrument for promoting health, This step is vital if any
research initiative is (o be sustained. The value of research as 4 tool for
development should be highlighted, and it should be clarificd that research
need not be “threatening”. This is particularly necessary when dealing
with research that touches on sensitive argas where managerial or other
weaknesses may come to light (e.g., health systems research). It should be
stressed that health research is important for improving systems and
services.

It is the responsibility of countries themselves to select research
institutions for further development. The Special Programme may assist
in this process but national leaders should play a full pan in the exercige.
In selecting an institution, its future potential role in natonal health
development should be bome in mind. No institution or accompanying
jobs should be created if they are likely to prove redundant in the
foreseeable future, Evidence of clear research career systems should be
considered as a positive index of national awareness and cotmmitment to
research, Training of staff and provision of other support to institutions
provided by donors should be done so as to facilitatc the eventual control
of these institutions by the national authorities, which is the aim for any
agsistance given, Donors should encourage and facilitate the development
of national coordinating mechanisms for health research.

National assessment of health needs and, more specifically, research
needs in tropical diseases, reproductive health, and HIV/AIDS constitute
an mnportant step. During the exercise of needs assessment a survey of
existing infrasiructures and manpower, identification of researchable
health issues, and significant constraints should be made. Participation 1o
this conference should be wide and ought to include rescarchers, decision-
makers and prospective donors. Ideally, the coordinator of this meeting
should be a local person for future follow-up purposes.

At the end of the needs assessment mecting, a list of health research
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priorities should be drawn. Documentation of these priorities should be of
value for the government in marketing its research programmes or when
considering donor assistance. The three Programmes, particularly HRP,
have supported the organization of such meetings in developing countries.
In sub-Saharan Africa, where most of the LDCs are located, there is a great
need to have similar assessments undertaken. Research becomes a more
powerful and significant tool for national development and planning if
countries themselves draw up their own research priorities and set their
own agendas. The undertaking may not always be casy due to lack of
reliable data and local expertise. Consultant help may therefore be needed
by a country. The Programmes have an imponant role in facilitating this
important sicp. The cxpressed health research needs of the country should
take the highest priority in donor assistance programmes.

Support including training should be country specific and directed (o
fitl gaps revealed by the needs assessment exercise. Efforts should be made
to link research 1o services with in-built mechanisms within projects for
feedback of results to health administrators. To start the development of
a research tradition, the introduction of appropriate research projectsin the
curriculum for students of medicine and nursing is useful.

Rescarch in LDCs should be directed towards solving priority prob-
lems. The aim of research should be to provide ministries of heaith with
solutions 1o prevailing health problems or informaton needed to make
rational decistons. With this approach ministres of health and govem-
ments will increasingly appreciate the value of rescarch, and hence will be
encouraged to provide more support to it. Therefore, it may be a better
strategy in the initial stages tolay greater cmphasis on topics suchas health
systems research, epidemiology, health economics, social anthropology,
and operational and applied research. Whereas sophisticated researchmay
not be appreciated in the early stages, information on such topics as
contraceptive use, fertility rates, teenage pregnancy, STD, prevalence of
parasitic disease, vectors of discase, drug resistance in malaria, ficld
diagnostic Lools, cte, will have a bigger immediate impact.

The three Programmes should collaborate in research capability sirength-
ening activities in threc to six countries in the least developed category
within the next 12 months, Qther Divisions within WHO and the WHO
Regional Offices and the Task Force on Essenual Natiopal Health
Rcsearch should be involved in this exercisc.




11.3 Institutional support

When planning suppott for LDCs, it should be bome in mind that they
are not all at the same leve) of underdevelopment. The type and degree of
assistance should be related to the level of underdevelopment in order 1o
minimize the risk of failure. Some of the risk-reducing measures includa
intensified training prior to institutional support, more formal or informal
networking (South-to-South or South-to-North), carefully selected re-
search projects, funding at a higher level and for a longer duration, more
frequent monitoring including expert visits, etc,

Potential research leaders should be identified early and assisted in the
development of their research careers through additional support to their
projects, re-training and exchange visits. Training of rescarch leaders and
managerial skills should not be overlooked since sound managenal
practices are crucial to the success of rescarch institutions.

Infrastructural support for institutional development should be closely
linked to the development of human resources. Training has continued to
play animportant role in the success ofinstitutions. The three Programmes
could offer selected joint training courses in ¢ountries particularly for
certain universal support skills such as research methodology, rescarch
management and use of computers. Two of the risk reduction measurcs
referred o earlier were frequent expert visits and increased monitoring.
These requirements will demand man-hours that may not be met by the
Programmes’ Secretariat statf. In any case, some LDC institutions will
need specialists 10 esiablish programmes and assistance in resolving
urgent issues faster and on the ground. For sclected institutions in LDCs
this should merit the recruitment and secondment of scientists who are
conversant with their problems for periods of up 10 12 months. Such a
measure could prove of great value during the formative period of an
institution.

11.4 Research and training

In most LDC institutions, it will be advantageous to conduct a training
programme in the ¢context of a package that provides an “enabling research
environment” following the completion of training. Such a package
should take into account relevant and feasible research projects, provision
of materials for research, personal support where applicable (e.g. a salary
supplement). Re-entry grants are a useful mechanism for initiating re-
gearch in a trainees’ home country after a period of training abroad.




Inthe early stages of institutional development, research should be kept
practical and relevant 10 disease control or health systems managemeit
and appropriate to the level of the country’s wchnological development.
The quantity and sophistication of rescarch should be an incremental
process based on progress indicators. However, quality of research should
not be compromised at any stage. Social science and behavioural research
should be recognized as essential to RCS strategies.

A lack of experience in research protocol development is a major
handicap for young rcsearchers especially in countries where peers are
few. The confidence of young researchers should be enhanced through the
provision of support in protoco! generation, development and execution.
Staff of the three Programmes, or experts identified by the Programmes,
should spend time with the young researchers and go through the motions
of preparing good proposals. Whereas this approach may appear cumber-
some, it is nonetheless a vital step in a research carcer development.

Where research personnel are scarce and basic facilities are inadequate,
as will be the case inmany LDCs, it will be preferable Lo start with training
programmes before embarking on major infrastructural institutional de-
velopment. This step-wise approach should ensure that resources are
carefully sequenced and do not unduly stretch donor resources or provide
institutions with facilities that are not of immediate use. Training should
stress technical skills to create a “do-it-yourself” attitude and ability.

In organizing training programmes, the use of national and regional
facilities and regources should be considered first before looking at
industrialized countries for placement. Training within a country or region
minimizes possible brain drain. Moreover, itis cheaper and more relevant.
It also ensures availability of the traince s services within the country and
region where few of his or her skills may be available. Training should
provide 1ools or cssential techinology for rescarch and must improve the
trainees’ scientific and technological absorptive capacity.

In LDCs, cven more than in other developing countries, it is essential
totrain other research staff including technicians, nurses, eic. Support and
encouragement should be given 10 the formation of research teams that
involve non-physicians. This may call for collaboration with non-
biomedical faculties or institutes that have relevant disciplines such as
sociology, demography, statistics and economics. The maximization of
available local human resources will provide added benefits.
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When used judiciously, consultants, seminars, workshops and other
informal visits provide useful inputs into training. Over-reliance on
consaltants should however be avoided due to problems of cost among
other reasons.

11.5 South-South and South-North linkages

Animportant consideration for LDC institutions is the identification of
neighbouring support (stronger)institutions. As a form of South-10-South
linkage, if compatibility can be found between an LDC institution and
another stronger institution within the region, exchanges of expertise
between them will be mutually beneficial 1o both ingtturions, Such
collaboration should be actively promoted and supportedin all ways by the
three Programmes.

Some of the centres previously supported by the Special Programmes
which have continued to be active in research and thal show promise in
network activities should be developed further into centres of excellence
which will support nearby LDXC institutions, This would make South-
South linkages a reality. The creation of new centres ora few iniemational
centres of excellence is not a good idea. International centres are costly,
are seen as an imposition and are unlikely to be responsive to research on
local health needs or significantly engage in training of local staff.

Complementary to South-South collaboration will be the need to
establish links between LDC institutions and advanced institutions in
industrialized countrics (North-South exchanges). The attendant risk in
the Nonh-to-South linkages is the temptation for the stronger developed
country institution 1o exploit the weaker (South} parther. However, if a
sincere relationship can be built up between North-South institutions such
an association will be mutually beneficial. The LDC institution will
benefit from training opportunitics, rescarch implementation, supervision
and cvaluation, among other things.

Collaborative ventures (South-South or North-South) will further
assist the three WHO Programmes in providing additional experts for site
visits, Site visits toinstitutions have proved tobe of great value. Scientists
from the stronger institutions however need to understand the objectives
of both the WHOQ Programmes and the recipient countries so that true
parmerships can be culiivated. Patronising attitudes by visiling expens
¢an do harm.
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11.6 Collaboration and resources

This should enable institutions to channel all needed resources into
specific objectives, and this excrcise also helps the donors to appreciate
more clearly the actual requirements, This requirement should start by
cnsuring coordination of efforts within WHO and especially among the
three Programmes.  As examples of coordination, needs assessments
could be undertaken jointly, consultancics could be shared, certain train-
ing workshops, (e.g., cpidemiological methods or computer applications)
could be organized jointly, Intime and where possible other donors should
be encouraged to contribute towards national RCS activities and work
together with the three Programmes. RCS support once started should
remain open-ended with no time limitation, Review mechanisms that
allow forincremental assistance, reduced support for satisfactory develop-
ment or termination of grants {or lack of progress should be in place.
Planning for support for at least 10-15 years is realistic. Donors should be
made 10 appreciate that assistance for RCS in LDCs should be flexible o
caler for varying situations.

A {orum between Special Programmes and major donors 10 consider
and approve the degree of intensive care to be provided will pay dividends
and cnsure good return on investment. A committee of the WHO Pro-
grammes and willing donors such as SAREC or IDRC could serve as a
starting point for collaboration between various donors,

12, INSTITUTIONAL FRAMEWORK
12.1 Coordination at WHO Headquarters

The Secretariats of HRP, TDR, and GPA are well set (0 collaborate.
The two older Programmes (HRP & TDR) already have stable administra-
tive and scientific mechanisms in place. These include mechanisms used
in both Research and Development and Resources for Research compo-
nents of the Programmes, which are well suited to respond to the needs of
LDCs.

The Programmes may wish to establish a small in-house commitiee to
discuss support to LDCs. This group would meet informally or formally
scveral times a year and revisit problems and plans of LDCs. To enable
a wide WHO participation, the WHO Office of Intemational Cooperation
and the Office of Research Promotion and Development could be parnt of
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this commitee, Otherinterested parties from WHO might also be invited.
The committee would appraise the Directors of Special Programmes who
in tum would use mechanisms available to them for further action.

122 Coordination at the regional level

Regional Offices should continue to play an important role in health
palicy development and programme implementation in the LDCs. There
is need therefore for the three Programmes to work with appropriate
officers in the Regional Offices. WHO Regionat Offices are well placed
10 provide information on countries, select countries and institutions, and
to participate in needs assessments and in the mobilization of regional
resources including the South-South linkages. At the country level, the
WHO office could play a pivotal role in helping coordinate donor
assistance and maintaining regular dialogue with policy-makers in minis-
tries of health. If the WHO country offices in the LDCs are strengthened
sufficiently they should be in a position to keep the WHO Programmcs
apptaised of the progress of institutions receiving support. This informa-
tion would be of vatue for further planning.

12.3 Use of other donors facilities

=some donors have regional offices in developing countries. It may be
useful for the WHQ Programmes to explore the possibility of using thosc
facilities for coordination of activities such as training seminars, scicntific
meetings, dissemination of results, elc,

12.4 Dissemination of research results

Policy-makers and consumers of research are usually not involved in
the planning of research, Researchers tend to work inisolation and usually
present their findings either at specialized meetings or in scientific
journals, The latter are few and often not locally available. Scientific
meetings are patronized by a limited number of people and discussions
held in these meetings rarely reach the public domain,

There is therefore a case for wider dissemination of research results in
alanguage that can be understood by the general public. Country networks
of formal and informal meetings should be promoted. At some of these
national seminars policy-makers and health personnel should be invited to
participate. Scientific wrilers should find a place in rescarch establish-
ments to help simplify research finding and o develop other avenues of
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communications including the public media.

Policy-makers and disease control workers should as much as possible
be encouraged 1o participate in the selection of health research priorities.
Needs assessment meetings should provide a useful starting poini for this
exercise. Researchers should also from time to time prepare reports of their
findings for ministries of health. This could be in the form of technical
reports, monographs, ¢ic.

Collaborative networks within the Regions should continue 1o be
promoted. These serve as forums for sharing knowledge on common
problems and encourage joint research and the sharing of facilities. The
three Programimes and other donors should take steps to facilitate the
dissemination of results as part of institutional development in LDCs.
Data available within WHO should be availed to countries to foster
rational planning processes.

Relevant regional coordinating organizations that are involved in
information exchange should be utilized. Anexample s FAMESA inthe
East African region. There may be other similar bodics in the same and
other regions,

12.5 Transfer of technology

One reason that developing countries lag behind in development is that
they are shor of technology of their own. There arc of course problems
of application and sometimes misapplication of the same. The develop-
ment of appropriate technology and its application needs a good scientific
base with sufficient manpower and well equipped and adequately funded
infrastructures. Purchase of technology is costly and is one reason for the
growing gap between the rich and the poor. Some developing countries
have now attained a fairly high level of advancement and are generating
technologies that they arc marketing to industrialized countrics and other
developing countries. LDCs are not in a position to make major techno-
logical breakthroughs for reasons already outlined above.

In case of LDCs at the present time the issue is that of transfer of
appropriate technologies. There are at least three transfer points that are
relevant to this consultation:

(a) the three WHO Programmes;
(b) collaborating laboratorics (South-South, North-South); and
(¢} industry.
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The technologies transferred from developed countries 1o the develop-
ing ones are often inappropiiate for the real needs of those countries. In
the context of health research in LDCs, the best means of technology
transfer is likely to come from collaborating laboratories whether in a
South-South or Notth-South arrangement. WHO and the three Pro-
grammes have a useful role in this process by acung as pariners in the
processes of choice and advise. They of course will have their own
technologiestotransfer. They are well placedtodothis effectively. Where
collaboration with industry is decmed necessary (e.g., testing of a drug or
device) then the three Special Programmes should join in with other
partners and assist the LDCs in making rational choices.

For effective technology transfer there is great merit in providing the
right type of training 1o both scientists and technotogists. Good training
of the latter is very important, For the former, hands-on training in
laboratory techniques and their application is vital. Traiming of both
cadres in the context of their own environment is important for relevance,
The buildup process following initial training should be gradual without
making major lcaps that leave gaps {(e.£., the use of automated equipment
instead of simple dtration). The system should not get asphyxiated
through over enthusiasm, rather it should be tailored to ensure that
introductions can be absorbed and do not distort choices.

The Programmes (HRP and TDR) through the mechanisms of institu-
Honal strengthening (RSG, CRR) in close collaboration with Steering
Committees or Task Forces should assist in making the right choices
because they should be in a position to understand the condition of LIDCs.
Afterallthese bodies have alarge number of developing country scientists.

13. FINANCIAL IMPLICATIONS

It has been demonstrated that LDCs are operating within scvere
financial constraints while at the same time their health burden is heavy,
In these countries investment for health and health research in particular
is extremely low. There is an urgent need therefore to raise the level of
investment for health research in LDXCs as a means of generating tools 1o
improve their status of health. This calls for more commitrnent by donors
and beticr cooperation between them,

All the stratcgies propased for LDCs carry a price tag with them. For
example, intensified training will require more money {or larger numbers
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of trainees. In addition, 1o raise and update technical skills a trainee will
need more frequent retraining in the form of V3G, seminars, postdoctoral
altachments, sabbaticals, etc.

The retuming trainee will also need support to operate smoothly within
an enabling research environment, This may require support in the form
of transport for ficld research, laboratory supplies, basic equipment and,
scientific iilerature.

In due course material support to institutions will be a vital part of the
RCS exercise. Although the requirements for institutional support will
vary from institution 1o institution depending on its strength and the Lype
of research being supported, some of the major components of this process
will include the provision of equipment, supplies, specialized physical
facilities, other supporting scrvices (e.g., data processing facilities, hi-
brary). Additional to this will be expert visits, salary supplements, elc.
All the above, even though at this stage may not be costed in monetary
terms, demand the following:

1, More cooperation is needed between the three Programmes and other
WHO systems so that all resources can be direcied towards common
objectives in RCS.

2. The three Programmes should strengthen their support for LDCys,
The fund should be exclusively used for RCS activities in these couniries
but administered through existing mechantsms. The fund could also serve
as sced money for an LDC initiative 1o which other donors could be invited
Lo contribute.

3. More ¢coordination is needed between the donors. The major donors
of hcalth programmes, including research, need to creatc a forum for
exchange of information. At these forums achievements can be reviewed,
coordinated plans drawn, and financial requirements articulated.

4, A higher level of financial inputs will be needed. With LDCy
receiving less than 0.5% of the funds allocated 1o research there is a casc
for raising this amount substantially towards a more realistic figure of 3-
10%.

5. Open-cnded support should be planned since some institutions will

take Jong to develop to an acceptable level at which they can compete for
funds on merit.
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6. More national commitment in suppert of health research is a vital
first step in guaranteeing viability. The degree of national commitment
required should not at lcast initially be expected to be matched by major
financial contribution at the beginning,

7. 5AREC and IDRC have had considerable experience of working in
LDCs, especially in sub-Saharan Africa. Their experiences could be
shared with the WHO Programmes and cooperation negotiated between
the agencics.

8. WHO a5 a whole, and the three Programmes in particular, will
require additional donor support because of the extra needs of LDCs. An
atiempt to cost these needs should be made with a view to presenting the
donors with a request for extra funds.

While this report is calling for increased financial inputs to support
more and higher quantity of essential health research in LDCs, 1t alzo
needs 1o be pointed out that individual research projects need not always
be too expensive. Very useful data can be obtained from relatively
inexpensive but well designed projects. Itis preferable to place cmphasis
on quality and relevance rather than quantity.

14, CONCLUSIONS AND ACTION PLAN
14.1 Conclusions

The partcipants welcomed recent efforts within the Organization, ol
which this Consultation is an example, to coordinate RCS activilies of the
three Programmes, The Group expressed the hope that this initiative will
be expanded to other Programmes within WHQ. The participants recog-
nized that there were different levels of developmentinrelation to research
capacity within the category of LIDCs and that the classification of LDCs
based on economic indices alone was inadequate forthe purposes of RCS.

The participants reaffirmed the vicw that RCS acrivities should apply
equally 10 LDCs as much as to other developing countries, but that
differcnt strategics may be necessary in case of the former.

The parnicipants expressed concern about the appareni fragmentation
of RCS activities at the country level and to an extent within WHQ, and
welcomed recent efforts within the Organization to produce a “harmo-
nized” strategy.
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The participants fully recognized the fact that LDCs have major health
needs and welcomed the recent WHO effort to highlight this issue at the
recent United Nationg meeting on LDCs in Paris.

The participants believed that creation of self-reliance to conduct
essential national health research will contribute significantly in finding
solutions to some of the critical health problems afflicting these countries.
The current RCS inidatives of the three Programmes are vital to the
success of national initiatives 1o develop health research capacity.

Although re-allocation of availablc resources of the three Programmes
will be of value for RCS initiatives in LDCs, the participants strongly felt
that meaningful and sustained initiatives for LDCs will need additional
funds. The Group expressed hope that donors will see and respond to this
need.

Better coordination of donors activities al the country level would be
a useful way of mobilizing more resources that would make RCS a more
positive country effort.

14.2 Initial action plan

In the next twelve months the Special Programmes should select three
to six countries for LDC initatives.

Health profiles of these countries should then be prepared in collabo-
ration with the Programmes and other relevant WHO Divisions.

Health needs assessment should follow for cach of the countries, More
specifically health research needs should be identified within the frame-
work of cssential national health research.,

In the meantime a body could be formed at the country level with
assistance from WHO and the Task Force on ENHR, 10 coordinate
essential national health research,

Key individuat players and institutions are to be identified at an early
stage to allow for training 10 commence at the outset.

A few projects within the essential national health rescarch agenda and

also within the mandates of the threc Programmes should be initiated in
the same period of dme. At the level of the three Programmes, intemal
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mechanisms for coordinating LDC initiatives with other relevant WHO
divisions should be established. The Programmes could take a special lead
in promoting better integration of RCS activities within WHO. The Task
Force on essential national health researchhas a particularly importantrole
to play in inidating ENHR at country level and in coordinating interna-
tional efforts in this regard. The three Programmes ought to work ciosely
with the Task Force in catalysing nattonal efforts in health research.
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