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15 March 1982

Dear Mr Clausen,

Progress of the Health Resources Group for Primary Health Care

If we look back to the early days of preparation for the Health
Resources Group for Primary Health Care (HRG), T believe that all who have
been concerned will agree that, to put it at its simplest, there was an
enthusiastic response to the idea of all those involved in health development
“speaking to each other". With experience, this turned out not to be quite so

simple.

The eftorts of the secretariat to keep everyone informed through the
distribution of reports, the meetings of the Steering Committee, and the
communication of its views through documents for HRGC meetings as such, still
seem to leave the feeling that only an "inner circle'" was fully informed.
partly, this may have been due to changing individual representation of
governments and agencies in the HRG itself and in the Steering Committee. In
view of the innovative nature of the activity, the handover of responsibility,
however careful the briefing, sometimes made it difficult to sustain the even
rhythm of progress and exchange of views.

You will understand, therefore, if the first progress report, which
accompanies this letter, may seem somewhat lengthy. [t 1s intended to show
all those interested in the Health Resources Group fow the thinking process 1is
continuing, although the exchange of ideas cannot practically be regularly
pursued on a personal basis with all participants, but rather with those who
are, or who make themselves, available.

If you still feel that anything 1is missing from this first progress
report, please let me know and we will try to remedy the situation in the next.

Yours sincerely,

Lussd G P
Dr Stuart Kingma
Chairman

Health Resources Group for Primary
Health Care

... ENCL: as stated
cec: Dr John Evans, Director, Population, Health and Nutrition Department, World Bawsk
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HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE

Progress Report as at 1 March, 1982

I. Introduction

The meeting of the Health Resources Group for Primary Health Care (HRG) in December
1981 was the largest held since its inception. Only two and one-half days could be
allotted to consideration of .a heavily charged agenda, including the first experiences with
Country Resource Utilization (CRU) mechanism in five countries: Benin, Ecuador, The
Gambia, Sri Lanka and Sudan. The animated discussions and contributions of all
participants showed a welcome degree of interest, but one result was that little or no time
was left for summation and detailed conclusions.

It emerged during the meeting that some participants, especially those who had not been
represented in Steering Committee meetings, felt that they were not sufficiently familiar
with the evolution of the HRG, and that this need was not adequately met by receipt of
reports of the HRG meetings. We hope to overcome this lack by issuing informal progress
reports, of which this is the first, when there are matters of general interest to report.

In addition, it is planned to hold informal meetings with representatives of Permanent
Missions in Geneva, as and when progress warrants them, at which any queries passed to them
by their Governments can be clarified and a steady exchange of information ensured. The
first such meeting was held on 12 February 1982 (see Annex 1 for list of participants).

IT. OQutcomes of the HRG and Executive Board meetin&g

As a result of the HRG December meeting, it was planned to hold a first meeting of the
HRG Preparatory Committee on 23-24 February; subsequent discussions with participants led
to the conclusion that for technical and administrative reasons, including the
non-availability of a number of persons, it would be preferable to postpone the first
meeting to 3-4 June 1982. These reasons and a decision not to hold a full meeting of the
HRG in 1982 are explained later in this report.

The sixty-ninth session of the Executive Board in January 1982 approved the progress of
the HRG, as reported by the Director-General in document EB69/7 Add.l (Annex 2) and its
resolution EB69.R4, 2. (Annex 3) requested the Director=-General "to pursue his efforts to
rationalize the international flow of resources for the Strategy for Health for All by the
Year 2000 and to mobilize additional resources if necessary in accordance with resolution
WHA34.37, including the flexible and pragmatic development of the work of the Health
Resources Group for Primary Health Care.'" This is in line with what the Director—General
is trying to do when dealing with North/South aid flows, that is, not only to look for
multilateral and multibilateral resources, but also to try, through the HRG, in which
bilateral aid agencies participate, to guide the bilateral health resource flows. The
Executive Board will report to the World Health Assembly in May 1982 on its discussions.

Summary Records of Executive Board discussions, which are at present only available in
provisional form, will be provided to all HRG participants as soon as they are finalized.

Traditionally, WHO's constituency is composed of Ministers of Health, who are not the
main controllers of international resources. A comparison of discussions at the HRG and
the Executive Board shows that where the representatives come from different Ministries of
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the same country, their views do not always harmonise. At times, it even seemed from.some
quarters, that two policy voices were being heard - one, the more cautious voice of aid
agencies and the other the strongly supportive voice of the technical ministries. We can
only hope for and urge a greater degree of coherence, but this coordination of view most
come from within individual countries' systems and WHO's constituency remains the
Ministries of Health, and we are working through these channels.

A clear message has emerged that all parties concerned in health development -
developing countries, developed countries, non-governmental organlzations and United
Nations agencies - support an approach emphasizing action at the country level:

- development of primary health care programmes leading to health for all by the year
2000, taking an intersectoral view of requirements and inviting the government as a
whole, including especially the central planning body, to support the technical
ideas and objectives of the health ministry;

- credible costing of such programmes, which in the past has not always been available
when bilateral support was sought by governments, taking into account the overall
socioeconomic position of the country, which would reassure the providers of
resources that a regular flow could be properly absorbed.

There can be said to be no fundamental objections. However, some bilateral agencies
were concerned that their independent freedom to continue to negotiate on a direct
bilateral basis might be constrained. We hope that these fears were allayed by the
explanation that the intention of the HRG is to act solely as a facilitator in developing
the flow of health resources, and that this will in no way affect direct bilateral
discussions, which would have the advantage of a starting point in a well-costed and
realistic programme, identified in the Country Resource Utilization Review (CRU) mechanism.

Some developing countries were concerned with their own state of unpreparedness and a
feeling that they might be pressed to take an untimely political decision. Other countries
which felt that they were ready, were anxious to proceed, and their awareness of the
HRG/CRU mechanism has further developed their own broad political commitment to primary
health care and their hopes for the participation of others.

Some reservations were also expressed on the part of the multilaterals. Notably, the
World Bank participant queried the suitability of the CRU documents for the intended
purpose. The World Bank has great experience in this field as it has examined in many
countries the potential worthiness for investment in health, whereas the HRGC as a body is
concerned with the technical quality of the country's health programmes and its absorptive
capacity for grants to help carry through the programme and to promote the capability to
attract such resources. Keeping in mind this possible difference but convergence in
optique, the World Bank is being asked to share its wide information base with the rest of
the HRG so as to improve the quality of the country reviews, while at the same time it is
emphasized that, by general agreement, detailed discussion of a country's needs and
capacities should take place in the country itself, after the optimal circumstances have
been created for such discussion by the production of a CRU document.

UNICEF, a major partner in health development, continued to declare its full support in
both the development of CRU documents and in the later stage of country meetings.

UNDP, which has had an outstanding record for nearly two decades in developing
countries in areas such as agriculture, and of course in health, has shown a very
constructive interest, particularly in the need for a good management structure of the
health programme at the country level if the confidence of external partners is to be
attracted and sustained.
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This is a welcome orientation as it is a continuing priority for WHO to encourage the
country itself to develop its own managerial competence and to avoid any tinge of
paternalism or supranationalism. Some countries are not so far along the road to )
development as others, and they need more encouragement and support to reach the starting
point of self-reliance. For many others the stage has been reached where they are ready
to absorb outside support and these, therefore, tend to be the countries ready to be first
in line for Health Resource Group activity at country level. The WHO message in all this
will achieve less than we hope if countries are only prepared to decide on priorities when
there is a prospect of external aid.

One possible outcome of country primary health care resource group meetings could be
agreement between the various partners on a management structure for existing and proposed
external support. Monitoring and evaluation of the progress of the programme and the
utilization of resources are very important, and one method might be by periodic meetings
of the original participants in the country PHC resource group, but such a mechanism should
obviously not trespass on the country's sovereignty.

On the part of the nongovernmental organizations, there were no reservations, only
enthusiastic support. Ways must now be sought by which international NGOs can ensure that
national NGOs' input is effective. This will be helped by the information exchange which
will be an important part of the country-level meetings.

From discussions with the many partners in health development and with Executive Board
members, it is clear that there is support for the aim of promoting a team sense of purpose
and method in external support to health development in country specific terms.

The Executive Board has formally given its full support, and in subsequent discussions
with the Director-General, the Regional Directors have expressed their view that the
priority work of the HRG should be that at country level. The HRG and its country level
activity will be discussed at the 1982 meetings of Regional Committees, which take place in
the autumn, and the Regional Committees will be asked to select regional representatives
for the HRG and to decide on priority selection of countries for resource reviews. They
will also consider the best forms of regional support for the country activity.

The consensus was that a global HRG meeting should only be convened for specific
reasons, and that it is not a suitable venue for in-depth examination of CRUs. The
presentation of the initial five test countries at the December 1981 meeting has served its
purpose as an impulse to generate the country mechanism. However, a second HRG meeting
would be inappropriate until solid experience has been gained with subsequent country
primary health care resource group meetings, which will not be available before year-end.
The Director-General considers that a second meeting would be premature before summer 1983
at the earliest, when the results in at least two countries, if not more, will have
provided more solid experience.

Similarly, one of the main items on the agenda for the first meeting of the Preparatory
Committee, proposed originally for 23-24 February 1982, was the examination of revised
guidelines for CRUs. It emerged that it was considered preferable to try out and further
develop the revised guidelines in the four CRUs being undertaken in March/April 1982, i.e.
Burma, Nepal, Democratic Yemen and Yemen Arab Republic, and discuss the outcome in these
country situations at a later meeting of the Preparatory Committee, now envisaged for 3-4
June 1982. The further revised guidelines could then be used by the remaining four
countries to be reviewed, i.e. Papua New Guinea, Philippines, Ethiopia and Malawi. Thus,
revision of the guidelines will be an ongoing process.

A second approach to the country mechanism concerns those Member States which feel they
are ready to prepare a well-costed, feasible primary health care programme, and have
reached a stage of planning and commitment where they can proceed to the convening of a
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country primary health care resource group meeting without an intervening review. In such
instances, the role of the HRG would be to provide guidance and support as required. The
first country to implement this approach is likely to be Mozambique, and the resultant
experience may inspire other countries to take similar steps. The HRG will be kept

informed of this initiative so that its members can take advantage of the experience gained.

With regard to the first five countries which presented CRU documents to the HRG
December meeting, i.e. Benin, Ecuador, The Gambia, Sri Lanka and Sudan, four are planning
to hold country primary health care resource group meetings, as follows:

Benin May 1982 (as part of development aid
round table)

The Gambia April 1982

Sri Lanka June 1982

Sudan October 1982

Their expectations have been aroused, if not of a greatly increased flow of health
resources, at least of a coordinated cooperative response to their priority needs. Tt is
hoped that interested external partners will make every effort to participate in these
meetings. Because of the preparation of the country resource document and the possibility
of expert technical analysis at the agency headquarters, it should be possible to ensure
such participation by well-briefed staff of embassies or country and regional offices of
agencies, who could discuss their potential or actual input in terms of its applicability
and rationality, and need not necessarily call for the presence of principals at all
meetings, though the presence of experts will obviously be appreciated.

In the first five countries, and hopefully in others who will join in the HRG process,
the first objective has already been achieved in that health is being looked at as an

integral part of development and its needs have received central planning and overall
government approval.

Finally, it should be mentioned that the HRG secretariat is continuing to operate on
the part-time efforts of existing WHO staff, backed up by consultants. Inputs from HRG
participants will be welcomed. For example, there may be reports of missions in the health
sector in countries who have agreed to resource reviews, which have been undertaken in
recent times by governments or agencies, and which could be used for pre-review
preparation. These would now be very welcome to WHO. A further input could be the
alerting of government and agency representatives in review countries, so that they can
cooperate in preparatory activities and during actual reviews. The WHO Programme
Coordinator in such countries would be the obvious point of contact.

It is hoped that all HRG participants will consider how best they can help in the
further development of this action, especially at the country level.

Dr John L. Kilgour

Secretary

Health Resources Group for Primary
Health Care
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ORGANISATION MONDIALE DE LA SANTE Annex I
HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE (HRG)
(Informal meeting of representatives from Permanent
Missions in Geneva, Friday, 12 February 1982)
Present:
Australia Mr K.R. Widdows, First Secretary
Denmark Miss M.-L. Laursen, Secretary
Federal Republic of
Germany Mr T. Liaufer, Second Secretary
Netherlands Mr R.R. Smit, Counsellor
Sweden Mr E. Cornell, Minister
USA Mr W.C. Bartley, International Health Attaché
USSR Dr A.A. Kisselev, Counsellor

HRG Secretariat

Dr John L. Kilgour, Secretary, Director, Division of Coordination
Mr P. Lawton, Chief, Cooperative Programmes for Development (CPD)

Miss M. O'Doherty, External Relations Officer, CPD
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EXECUTIVE BOARD

Sixty-ninth Session

Provisional agenda item 7.3

HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE

Note by the Director-General

1. At its sixty-seventh and sixty-eighth sessions, in January and May 1981, the Executive
Board was informed! of developments concerning the establishment of a Health Resources Group
for Primary Health Care (HRG). The Board's discussions are reflected in the relevant
summary records. The Board decided to request the Director-General to move ahead in a
pragmatic, cautious and flexible manner in establishing the Group and entrusted him with
convening it.

2. The Thirty=-fourth World Health Assembly in May 1981 adopted resolution WHA34.37 on
"Resources for strategies for health for all by the year 2000",3 in which it requested the
Director-General, inter alia, to take appropriate measures for identifying external resource
requirements in support of well-defined strategies for health for all, for matching available
resources to such needs, for rationalizing the use of such resources, and for mobilizing
additional resources if necessary. The Health Assembly noted with satisfaction the decision®
taken by the Board with regard to the establishment of a Health Resources Group.

35 The Director-General accordingly convened a meeting of the Group in Geneva from

6 to 8 December 1981. He emphasized the constitutional role of WHO as the coordinating
authority in international health matters. With respect to the international flow of
resources for health, this role was, in particular, to facilitate the provision of further
opportunities for all those interested in supporting health development to work together,
not only with individual developing countries but also among themselves.

4. The meeting was distinguished by a wide spectrum of participants attending as
representatives of the partners in the movement for health for all: countries with defined
strategies and plans of action, developing countries selected by their respective regional
committees, countries and agencies in a position to transfer resources, i.e. bilateral agencies,
development banks, multilateral organizations, funds, foundations and nongovernmental
organizations. The meeting was chaired by Dr Stuart Kingma, Director, Christian Medical
Commission.

Bl The meeting consisted of two main elements:
(1) a review of the modus operandi for achieving the main aims of the Group, proposed by

the Director-General along the lines of advice provided by a steering committee
representing a cross-section of the Group. These aims were:

! Documents EB67/WE/3 and EB68/7.

2 See document EB67/1981/REC/2, pp. 59-62 and 272-283; and document EB68/1981/REC/1,
PP. 58-65.

y Document WHA34/198L/REC/1, p. 36.
% Document EB67/1981/REC/1, p. 27, decision EB67(5).
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- to promote the rationalization of the use of all available resources for primary
health care activities in developing countries, with the aim of achieving health
for all by the year 2000, in accordance with the priorities recognized by WHO
Member States and incorporated in resolutions of the Health Assembly and the
United Nations General Assembly; and

- to stimulate the mobilization of resources, including those of developing
countries themselves and of external partners, to achieve the world community's
social goal of health for all by the year 2000, using primary health care as the
main method, and to facilitate appropriate utilization of these resources by
interested organizations and developing countries, according to source, topic or
other relevant criteria.

(2) the presentation and discussion of country resource utilization reviews prepared
jointly by ministries of health and ministries of planning in five countries,l and
discussion on the expected outcome - country primary health care resource groups, to be
convened by the five governments concerned. These groups would consist of representa-
tives both of the host government and of interested external partners.

6. During the meeting it was stressed that the Group is not a pledging group, a fund-raising
mechanism, or a vehicle for attracting extrabudgetary funds for WHO's own programmes. It is
rather a means of facilitating a more rational international transfer of resources for health
and a vehicle for cooperation between those interested in supporting health in developing
countries and the developing countries themselves, so that ways can be found of improving the
use of international resources for health and of channelling them into national strategies for
health for all based on primary health care.

i The meeting was marked by an innovative and pragmatic approach, involving a frank exchange
of views with the aim of coordinating inputs for health development at the country level.

One particular innovation was the joint presentation of national health strategies by
ministries of health and ministries of planning.

8. All participants from the developing countries welcomed the idea of such country
discussions or meetings of country primary health care resource groups. The Group stressed
that such sectoral meetings should also form a constructive part of any reviews of a country's
overall development needs. Some participants from developed countries, in explaining their
country's or agency's policy, foresaw difficulties in adopting such a concerted approach, and
considered that they would have to continue to follow bilateral dialogue with individual
countries. It was stressed that any such approach would not alter national prerogatives or
replace existing bilateral or multilateral relationships. All partners would remain
completely sovereign and external partners would retain their visibility. They could only
stand to gain by knowing what the government and others were doing to implement the country
health strategies, and by cooperating with each other could assure the most efficient and
effective use of all available resources.

9. It was proposed that a country primary health care resources group should constitute a
continuous relationship that might influence attitudes in a constructive manner, so that
external partners can apply, with confidence, criteria for fostering valid strategies through
selective support, and countries can adopt more realistic primary health care programmes
within their economic and political capabilities. It should not be a one-time effort, and
should continue in any given country until external resources were no longer required, and as
long as its evaluation of the use of joint resources was proving useful.

10. The presentation of the five country statements led to fruitful discussions, ranging
from primarily technical aspects of the programme to the resource, and especially financial,
aspects, and included far-reaching considerations of broader socioeconomic and developmental
policy. It was recognized that all proposals warranted more detailed discussion and analysis

1 Benin, Ecuador, Gambia, Sri Lanka, and Sudan.
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within countries by the interested parties, although some proposals had been more fully
developed than others. Either before or during such discussions, which the government
concerned would convene, certain modifications in the proposals would be necessary.

L. In each case, a number of participants indicated their organization's readiness to join
such country discussions, and the way was left open for any other potential partners to take
part. Tentative arrangements were initiated for follow-up meetings at the invitation of the
host government.

12., As for the future, it was agreed that, when strategies had been sufficiently developed
by governments, they could usefully convene country primary health care resource groups to
consider the strategy for primary health care and the related proposals for external support.
This should lead to more effective and coordinated action by permitting each beneficiary and
its partners in health development to join forces for a common purpose, but retaining at the
same time their sovereignty, individuality and visibility. WHO's role in this country-
focused process is to facilitate such mutually supportive bilateralism.

13. In this process, the future role of the regional committees was seen in the light of
resolution WHA34.37, operative paragraph 6, which invites the regional committees to review
regularly the needs of Member States in the region for external resources in support of well-
defined strategies for health for all, and report thereon to the Executive Board. This
information would facilitate the tasks of the Regional Directors and the Director-General in
supporting countries and in taking the necessary action at the regional and global levels.

14. It was foreseen that the role of the Health Resources Group would evolve in response to
these developments, and particularly in relation to the country primary health care resource
groups. It could also constitute a useful forum for the discussion of new and promising
ideas. It would facilitate the monitoring and evaluation at the global level of specific
efforts to rationalize the international transfer of resources for health. For the

resultant information would help the Director-General in consulting the Group and in submitting
his reports to the Executive Board on the international flow of resources in support of the
Strategy for Health for All, in accordance with the Board's draft plan of actionl for the
implementation of the Strategy.

L Document EB69/5.
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RESOLUTION OF THE EXECUTIVE BOARD OF THE WHO

RESOLUTION DU CONSEIL EXECUTIF DE L°’OMS
PE30JHOILHUA UCNOJHUTEJIbBHOT O KOMUTETA BO3
RESOLUCION DEL CONSEJO EJECUTIVO DE LA OMS

Sixty-ninth Session EB69.R4

16 January 1982

RESOURCES FOR STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000
The Executive Board,

Having considered the report by the Director-General on the review of health expenditures,

financial needs of the Strateg{ for Health for All by the Year 2000, and the international flow

of resources_for the Strategy,

as well as his note on the Health Resources Group for Primary

Health Care;

1.

2-

NOTES these reports;
REQUESTS the Director-General:

(1) to continue the study of health expenditures in Member States on the basis of
information provided by them, to seek improved methods of estimating costs, and to support
Member States in applying these methods as part of their health situation and trend
analyses;

(2) to refine progressively estimates of the cost of implementing the Global Strategy for
Health for All by the Year 2000;

(3) to pursue his efforts to rationalize the international flow of resources for the
Strategy for Health for All by the Year 2000 and to mobilize additional resources if
necessary in accordance with resolution WHA34,37, including the flexible and pragmatic
development of the work of the Health Resources Group for Primary Health Care;

(4) to report periodically to the Executive Board on the above issues in conformity with
the plan of action for implementing the Global Strategy for Health for All,

Seventh meeting, 16 January 1982
EB69/SR/7

1 Document EB69/§.
2 Document EB69/7 Add.1.
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j & INTRODUCTION
_ Since November 1979, the Social and Economic Research Scientific Working
Group (SER SWG) of the UNDP/WORLD BANK/WHO Special Programme for Research and
Training in Tropical Diseases has been promoting and supporting research
This report contains the collective views of an international Ce rapport exprime

group of experts convened to advise on the UNDP/WORLD
BANK/WHO SPECIAL PROGRAMME FOR RESEARCH
AND TRAINING IN TROPICAL DISEASES.

les wvues collectives d'un groupe
international d’experts réuni pour donner des avis au sujet
du Programme SPECIAL PNUD/BANQUE MONDIALE/
OMS DE RECHERCHE ET DE FORMATION CONCERNANT
LES MALADIES TROPICALES.
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projects, including the preparation of bibliographies, and holding technical
and policy meetings. The main aim of these activities is to contribute to the
effectiveness of disease control measures and programmes through the incorpo-
ration of social and economic factors. From these experiences, two related
needs have been identified, providing the focus for this informal consultation:
(1) the need to rapidly increase the interest and capabilities of social
scientists and community health research workers in interdisciplinary research
on the tropical diseases and (2) the need to increase formal training in this
area in the endemic countries so that there is continued capability to meet
future needs.

Social scientists in the developing countries where the diseases are
endemic are often in high demand for many research and operational programmes,
as well as for teaching. Traditionally, few have been attracted to work in
the health sector. With increasing emphasis in the health sector on improving
primary health care, allocation of resources, health education, community
participation and other social science concerns, recognition of the need to
incorporate social scientists into the "health team'" staff in Ministries of
Health or at least into Ministry of Health projects, is also growing. Appro-
priately trained individuals will increasingly be sought to provide this
assistance.

As 1s the case with biomedical scientists, training social scientists
from the endemic developing countries at the post-graduate level traditionally
has taken place in non-local institutions, usually non-regional, and most
likely located in Europe or North America. While the theoretical training
received is sound, the practical aspects are taught in a context unrelated to
the situation found at home. 1In the health sector, specifically in the area
of tropical diseases, the disease transmission and control factors are
intimately associated with site-specific cultural, economic, ecological and
epidemiological <conditions so that on-site training and research 1is
essential. At the Ph.D. level, it may be possible for the student to return
home for dissertation research, but this is rarely feasible at the master's
level, even for the research master's degree. Moreover, few, if any, of the
social science master's or Ph.D. degree programmes which do exist 1in the
developing countries include health components so that few social science
programmes provide appropriate training.

The community health specialists on the other hand, often have a keen
awareness of site-specific aspects of tropical disease transmission and
control. Yet their training in social science research methods is more
limited, wusually only incorporating survey methods which are often not
appropriate for answering the pertinent research questions. Thus, their
training also needs to be strengthened in order to enable graduates to
participate in interdisciplinary activities.

For all of these reasons, it was decided that special attention must be
paid to improving the training programmes available to social scientists and
community health workers by strengthening capabilities in interdisciplinary
research linking social sciences and biomedical sciences. With  such
improvements in training, two results are envisioned: 1)the area of research
would be better defined and is likely to attract more interest, and 2) the
capabilities of those in the field would be increased.

The aim of these efforts is the same as that of the SER Strategic Plan:
"To 1increase the effectiveness of disease control measures and
programmes through integration of human behavioural (cultural, social,

economic) factors in programme design and management,"

The ultimate goal 1is to increase human well-being through the control and
prevention of tropical disease transmission.
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This report presents the results of an informal consultation on training
in social sciences for tropical disease studies held in Geneva, 28-29 April
1982. The discussion covered both short-term and long-term objectives of
training programmes and their content, as well as constraints to programme
development. Criteria for selecting training institutions were established
and recommendations were made about procedures to be followed. A plan of
action was approved for implementing the recommendations. The types of
educational material needed by such programmes were reviewed and recommen-
dations were made about developing the material. The discussions on training
and on educational material are presented separately here although it is
recognized that the two are closely related.

i TRAINING PROGRAMMES: NEEDS AND OBJECTIVES

In this section, the reasons for Special Programme interest in develop-
ing training programmes in the social sciences for social scientists and
community health researchers are described. The objectives of such training

as suggested by the participants are also presented.

2.1 Assessment of Need

At the October 1981 meeting of the SER Steering Committee (SC), it was
decided that the first step in preparing a plan of action for training was to
assess the availability and suitability of already existing programmes. To
make the assessment, 1institutions would be contacted to ascertain their
experience and interest in interdisciplinary training programmes linking
social and medical sciences. The criteria for institutions to be contacted
were:

= the institution should be located in a developing country where one or
more of the diseases of concern to the Special Programme occur;

= the institution should offer social science training at the master's
level.

These criteria were based on the following premises:

L. Interdisciplinary training can be most successful when trainees
have a solid theoretical grasp of at least one discipline among the
collaborating disciplines. Such a trainee should have both the
confidence and skills to be able to benefit from further training
in interdisciplinary research. Furthermore, these trainees would
have more advantages with regard to future career opportunities.

s It was recognized that the majority of research projects and
interest shown in the SER programme have come from community health
programmes in schools of public health or medicine, where research
skills often need improvement. Thus there was strong concern to
promote research 1in social science programmes so that social
scientists could contribute as productive members of an inter-
disciplinary team.

i The SWG on Epidemiology and the Research Strengthening Group have
been developing training courses in epidemiology offered to medical
scientists based in medical 1institutions with some attempt to
introduce social science issues within the course syllabi, thus
responding to the needs of the community health programmes and
trainees.

4. Experiences from "Population and Development" Training Programme
activities have emphasized the need to strengthen or develop
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training within established institutions so that the programme is
continued once outside financial support ends. (1)

These considerations provided a guide for contacting institutions and
resource people. Names of those contacted were compiled from information
available at WHO, Geneva and from WHO Regional Offices.* In order to prepare
an inventory of interested institutions, 157 letters were sent throughout the
six regions of WHO by 1 February 1981; by the time of the Informal
Consultation, 43 responses had been received. (For more details, see (1))
From a preliminary review of these responses, it was possible to conclude that
social science training programmes which include interdisciplinary research do
exist, although only a few are linked to health research:

The information collected confirms that many social science degree
training programmes at the master's level are available in the countries
where tropical diseases are present. The range of social science
disciplines available include economics, anthropology, sociology,
history, political science, psychology, demography, management,
education, statistics and envirommental sciences.

Interdisciplinary degree training programmes are available with
economics as the base discipline. The collaborating disciplines
represent agriculture, development studies and demography.

Past, ongoing and planned interdisciplinary research in the social
sciences exists in endemic countries of the six regions. The area of
concentration for this research includes Agriculture and Rural
Development, Population and Growth.

Interdisciplinary training linking the social to the biocmedical
sciences is offered in: economics, anthropology, sociology and
management within at least one of the AFR, AMR and SEAR countries.
Interdisciplinary degree programmes are offered in one of the following
social science discipline bases, 1:€e economics, anthropology,
sociology, demography and social work, in at least one country of the
AFR, AMR, SEAR and WPR regions.

Past, ongoing and planned interdisciplinary research linking the
social sciences and the biomedical sciences with a focus on the tropical
diseases is recorded in the AFR, AMR, SEAR and WPR countries. The
social science disciplines include economics, anthropology, sociology
and health education. These are mainly projects funded by SER. (1)

While acknowledging the limited sample size for this review, the
participants agreed that a considerable number of potential sites is available
and that the main thrust of Special Programme activities should be to
strengthen on-going programmes rather than develop new ones.

The participants also reaffirmed that training programmes would be
strengthened only in developing countries where the diseases of concern to the
Special Programme are prevalent. However, based on their own experiences, the
participants thought it wuseful to include, along with social science

* Regional Office for Africa (AFRO), Regional Office for the Americas (AMRO),
Regional Office for the Eastern Mediterranean (EMRO), Regional Office for
South East Asia (SEARO), Regional Office for the Western Pacific (WPRO),
Regional Office for Europe (EURO).



TDR/SER/SC(6)-TRN/82.3
page 5

institutions, community health (public health, etc.) programmes with strong
social science components, where training of social scientists as well as
health personnel could take place.

2l Training Objectives

Taking as the starting point for discussion the decision to concentrate
on existing programmes and institutions, the participants then focused on the
objectives of training. Increasing the capabilities of social science
research workers from social science or health backgrounds so that they can
better contribute to the control of tropical diseases was identified as a
short-run objective. Participants discussed short courses and workshops in

research methods as.a means to increase interest in this area and increase the
number of research projects underway at the country level.

The longer-run objective agreed upon 1is to increase institutional
capabilities in this area, focusing on master's degree and possibly Ph.D.
training, to ensure continued interest and strong capabilities for future
tropical disease activities. The ways to meet these objectives are discussed
in the following sections.

3 TRAINING PROGRAMMES: SHORT- AND LONG-TERM ACTIVITIES

Two types of activities were discussed by the participants:

19 Short courses to meet the first objective of increasing rapidly
interest and capabilities in interdisciplinary research;

2) Longer term, more formal degree courses, for strengthening
institutional capabilities in this area of research.

Tl Short courses and workshops

Three short courses and workshops have already been sponsored by the SER
SWG, specifically focused on stimulating interest and training in
interdisciplinary research. Two such courses (Health Services Courses in
Tropical Disease Studies, one held in Egypt and one in Sudan) have already
resulted in increased interest as measured by the development of research
proposals. Two projects directly resulting from the course in Egypt are now
underway with Special Programme support and at least one other is underway
with local support. A third course on social science research methods 1is
planned for June 1982 in Kenya.

The courses in Egypt and Sudan brought together health ministry staff
and research workers from universities, development institutes and other
agencies interested in tropical disease control. The course planned for June
1982 will bring together social scientists primarily, along with a few health
scientists, who will review the process of proposal development by examining a
case study from Kenya in conjunction with the development of their own
research ideas.

These workshops aim to wupgrade research capabilities by training
participants in project formulation, research design, sampling methods, data
collection and analysis methods and overall research project development;
particular attention is paid to the methods for integrating epidemiological
research approaches and social science methods.

It is expected that the outcomes from these courses will be the
expansion of research capabilities which will increase the level of research
activity in tropical endemic areas.
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3.2. Research Master's Degree Training Programmes

i S 18 Special Programme Experiences

The development of research master's training programmes needs to be
“related to a nation's size, development, and human resources (and prospects
for career employment) as well as to national and regional needs in research
and training". (ref. 4, p.l). These concerns underline the training programme
development strategy already promoted by the Research Strengthening Group
(RSG) of the Special Programme. In addition to support of training and
institutional strengthening grants, the RSG also supports degree courses in
endemic areas where relevant institutions are present: five M.Sc. courses in
medical entomology are supported; two in epidemiology; and one in maintenance
of electronic equipment. The courses are evaluated each year and the RSG also
provides grants for applicants from other countries to attend.

The experience of the Epidemiology SWG in developing a M.Sc. training
course was reviewed. The emphasis of the Epidemiology SWG in training is on
post-doctoral (M.D.) training. In cooperation with the RSG, one or two
institutions in each region will be supported. The institutions are
identified on the basis of their capacity to conduct strong programmes,
usually where there is an existing Master of Public Health degree programme.
There should also be interest and opportunities for field work and for
mathematical, statistical and computer training. The training programmes are
identified initially by a consultant or someone from a WHO Regional Office and
are then visited by a Epidemiology SC-RSG team. The team advises the
institution on the training programme curriculum and the development of a
proposal to the RSG.

The Epidemiology SWG 1is also supporting workshops for teachers of
epidemiology and is developing teaching tools, such as simulation models, for
classroom use.

Given the objectives agreed to at this Informal Consultation to increase
the pool of capable research workers in social sciences aspects of tropical
diseases, and to strengthen interdisciplinary training in existing
institutions, the experiences of the RSG and Epidemiology SWG were considered
appropriate models to follow.

32424 SER Criteria
Master's programmes already in existence in endemic developing countries

range from a broad coverage of the medical social sciences to more narrow,
discipline-based curricula in Population and Development, and in Health

Economics. In order to assist in the decision of what types of training
programmes to support and where they should be 1located, the participants
discussed possible «criteria, ranging from content of the course to

institutional characteristics.

In general the disciplines to be considered include: "sociology
(including social survey research), anthropology (both sociocultural and
biological/biomedical), economics, statistics, epidemiology, human

biology/basic medical sciences and also: some exposure to clinical medicine,
psychology/social psychology and health policy, biomedical ethics". (4)
Medical geography and education were also though to be relevant fields.

It was considered essential that social scientists be exposed not only
to epidemiology but also to biomedical fields such as parasitology and vector
biology. "...an interdisciplinary training programme in social sciences
should provide the student with some exposure to the basic and clinical

medical sciences". (4, p. 3)
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The details of training programme content will depend on locationm,
students and national needs. The student should have basic training in one
social science discipline and research skills:

Whatever the disciplinary base each student should be exposed to
the theory, methods, and content of all the central medical social
science disciplines (sociology, anthropology, econmomics at a minimum)
together with statistics and epidemiology.

Students coming from a variety of backgrounds (some with more
social science background, others with health sciences training and
experience) will have quite different requirements in the early stages
of their doctoral training. Monitoring 1is extremely important,
particularly in the first year - to assess progress and detect gaps and
deficiencies. (Dunn, p.3)

The main institutional characteristics to be considered are: (a)
discipline resources of the institution; (b) capability of faculty; (d)
flexibility of curriculum; (d) university degree requirements, and (e)

on-going research from Special Programme activity (SER or other groups).

The participants strongly urged that the best locations for research
training programmes are institutions where the Special Programme is already
involved through research projects (i.e., SER, EPI, disease-specific field
research) and institutional support (RSG). A Plan of Action for identifying
institutions for support is described in section 4.

3.3 Possible constraints to Programme Development

The participants of the Informal Consultation and resource people
contacted at the institutions pointed out constraints to training programme
development. These included: a relative shortage of career opportunities;
traditional attitudes which may resist the multidisciplinary approach; limited
availability of qualified staff; and funding.

Evaluating career opportunities is difficult since new skills will be
taught and, as referred to in the introduction, interest in hiring persons
with these types of skills is only now beginning to expand. One reason for
insisting that any candidate or programme have a strong disciplinary base is
so that the trainee has a set of skills to ensure flexibility in his/her
future career. However, based on suggestions of persons contacted by mail,
some opportunities in teaching, research and government already require
interdisciplinary skills. To expand these existing career opportunities and
orient them towards health, the participants suggested that training
programmes be developed in collaboration with relevant government agencies.

The traditional attitudes of single discipline departments and their
lack of available staff trained or experienced in interdisciplinary research
was also perceived as a constraint to the development of a training
programme . This resistance should be moderated by training 1in inter-
disciplinary research for both faculty and trainees. At least the faculty
should have some exposure to the other fields, with new staff being trained in
more depth.

Funding constraints also hinder programme development. Sources of
funding need to be examined at the regional, national and international
levels. Proposals for training courses and fellowships could be considered
for support by the RSG if their guidelines are followed (5). Ultimately,
programme costs must be borne locally, although some fellowships, particularly

for students from other countries, could continue to be supported by non-local
funds.
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3.4 Educational Material for Training Programmes

Since 1979, the SER SC has supported the preparation of a number of
bibliographies and literature reviews which have indicated the dearth of
published material on social or economic aspects of tropical disease
transmission and control. Moreover, much of the limited material available,
even in the broader area of health-related social science research, does not
provide for in-depth analyses of the research process or results (see ref. 2
for more details).

Several types of publications to remedy this situation were discussed by
the participants. Case studies or detailed reports of the research projects
funded by SER could be used to demonstrate the process and results of inter-
disciplinary research. Project reports in related areas could be published
together as a 'readings volume'. Topics such as (a) consequences of disease,
(b) knowledge, attitudes and practices, and (c) behavioural interventions
(e.g., community participation and health education) might be appropriate for
treatment in separate volumes. Disease-specific case studies were also
considered useful for both' social science and community health courses.
Publication of research results of Special Programme projects as policy papers
to influence decision makers was also considered useful. These '"readings"
would be in addition to the wusual publications in academic or scientific
journals.

The readings could systematically present the project and analyze the
research process and outcomes. Such studies could document and analyze, for
example, how community participation was mobilized, how the interdisciplinary
team was developed and sustained, and even problems encountered in data
analysis. Management of the research process could also be discussed.

Other types of publications which could be used in both short-term and
long-term training programmes include policy papers to recommend ways of using
results. Manuals for Ministry of Health could be developed with the purpose
of describing, for example, methods for estimating cost-effectiveness of
alternative disease control measures or the implementation of studies to
evaluate the role of human behaviour in disease transmission in a particular
situation (e.g. people's contact with snail-infected water and resulting
transmission of schistosomiasis).

In considering these possibilities, the participants recommended that a
plan for preparing a reading volume should be developed. This was considered
the most appropriate form of publication to develop since it is assumed that
the investigators themselves will publish scientific results in journals. The
reading volume would be for use in the training activities. The readings
should be drawn from supported projects which contain material appropriate for
educational uses. A format should be developed by the SER SC at its next
meeting along with a plan for preparation of the volumes.

4. RECOMMENDATIONS AND PLAN OF ACTION

Recommendations of the participants are given below along with the
suggested plan of action for implementing them.

4.1 Short Courses and Workshop

Short courses and workshops on regional, sub-regional and national bases
should be developed with the aim of enhancing interest in this area of
research and skills of social scientists and community health specialists in
working on social science aspects of health and disease. For the short
courses it was proposed that institutions in the endemic countries should be
encouraged to organize research workshops. Site visits should be made to
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assess interest in organizing the courses. The experience from workshops
already organized and planned should be drawn upon in planning future ones.
In addition to research methods, these future workshops could cover intensive
instruction in onme or more of the tropical diseases or any special issues,
including dissemination of research results and methods of data analysis.

4.2  Research Master's Degree Training Programmes

The Master's courses should be developed and initially supported at a
few regional centres. These should be based at institutions in which SER
projects already exist or where there are other relevant Special Programme
supported activities. The objective should be to enable social scientists to
understand epidemiology, human biology and the basic medical sciences, and to
acquire the language necessary to communicate with medical personnel. Details
of programme content will depend on the students, the location, and the
needs. However, selection of a degree programme for an individual should
include consideration of the potential for exposure to field conditions, the
disciplinary resources of the institution, the attitudes of the faculty, and
the flexibility of the curriculum. Although it was recognized that research
training programmes should preferably be located in existing social science
institutions, the need for flexibility was suggested. In some situations
Community Health or Public Health Departments may be better placed to promote

interdisciplinary policy-oriented research especially given their close links
with Ministries of Health,

Greater support should be available for social science Ph.D candidates
from developing countries to conduct research in their own countries for
dissertations on tropical disease-related topics; this may also 1include
support to institutions for the development of teaching tools.

4.3 Plan of Action - Time Frame for Implementing Training Programme
Recommendations

To implement the above recommendations, the Plan of Action was
recommended by the participants. (See Table 1.)

In line with RSG/EPI-SWG approach, institutions should be identified for
exploratory site visits. To identify the institutions, the inventory should
be reviewed and expanded as follows:

a) all persons in the inventory should be contacted again, with
information about the recommendations of this consultation;

b) WHO Regional Offices should be informed of the recommended Plan of
Action and asked for specific suggestions;

c) social science and health-related regional groups should be
contacted;

d) a matrix should be developed relating institutions to on-going
relevant Special Programme projects, interest in this area of
training, prevalence of Special Programme diseases, and other
relevant criteria.

e) a list of institutions for consideration by the Director of the
Special Programme for site visits should be developed. Site visits
should be undertaken jointly by SER SWG, the RSG and other SWG and
Secretariat members. These visits will be used to assess the
viability of developing training programmes and to advise on
possible curricula, in view of national situations. More than one
type of degree programme may be needed.
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July/August/
September 1982

October 1982-
January 1983

January -
March 1983

April 1983

dly =
December 1983

Table 1

Training Strategy Plan of Action

Short Courses/Seminars

Research Masters

Evaluate
on-going ones

:

Review and
Expand Inventory

Assess needs 1in
other regions

Develop list of
institutions

I

Develop
1-2 workshops

Carry out site
visits with RSG

l

I

SC Review of
workshops

Develop 1-2 sub-
missions for RSG

l

If approved by
SC, 1-2 workshops

l

Continue process-—
evaluate at each
SC meeting

Continue review
and promotion

July 1982 -
February 1983

February 1983

February -
June 1983

15 June 1983
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Steps a) through e) should be completed over a ten-month period by
February 1983. To assist the Secretariat in implementing the plan, the
participants recommended that a sub-group from the Consultation be organized.
The responsibility of the sub-group would be: to review activities to date; to
recommend to the SC possible short courses and workshops for consideration,
and, in collaboration with the RSG, to assist in the promotion of research
master's programmes. Evaluations will be made at subsequent SC meetings and
plans will be assessed and revised (if needed) on an annual basis.

4.4 Recommendations for Educational Material Development

The participants strongly recommended that a collection of case studies
be prepared, based on selected SER-supported projects, to assist in the
training programmes.

Case studies, whether published separately or in a 'readings" volume,
should go beyond the usual research publications to review the entire research
process, including issues that might arise relating to financing, logistics
and unforseen difficulties.

Other publications such as policy papers and manuals should also be
considered. From time to time, SER may wish to commission literature reviews
of knowledge about human factors in the epidemiology and control of each of
the six diseases. These reviews of the state of the art may be useful in
training, perhaps in conjunction with the case studies.

The participants recommended that a plan of action for educational
material preparation should be developed at the next meeting of the SER
Steering Committee.

D CONCLUSIONS

The need for collaboration between social scientists, biomedical
researchers and other professions 1is 1increasingly recognized by social
scientists as well as specialists in the biomedical and health service
fields. Two key observations strongly support this:

a. Social scientists interested in research on problems of health and
disease are handicapped by their lack of knowledge of the epidemio-
logy of tropical diseases and by their lack of familiarity with
medical language, often making communication or collaboration with
those in the biomedical professions ineffective.

b Enhancement of the quality of proposals and research methodology
among social scientists and community health workers already
carrying out research in the countries where tropical diseases are
prevalent 1is necessary in order to contribute to improving the
effectiveness of disease control activities.

It is hoped that the recommendations for training programmes and
educational material will assist in meeting this need for collaboration so
that tropical disease control can be accomplished in culturally sound and
cost-effective ways.

6. LIST OF PARTICIPANTS

Dr F. Ahmed, Ministry of Health and Social Welfare, Islamabad, Pakistan

Dr R.K. Davidson, Division of Social Sciences, The Rockefeller Foundation,
New York, USA (Chairman)
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Dr F.L. Dunn, Department of Epidemiology and International Health,
University of California, San Francisco, USA

Dr F. Golladay, Division of Water, Transport and Telecommunications,
The World Bank, Washington DC, USA

Professor Sang-Bok Han, Department of Anthropology, Seoul National University,
Seoul, Korea

Dr W. Hassouna, Cultural and Social Centre, Institute of National Planning,
Cairo, Egypt

Professor Koentjaraningrat, Department of Anthropology, University of
Indonesia, Jakarta, Indonesia

Professor S. Migot—-Adholla, Institute of Development Studies, University of
Nairobi, Nairobi, Kenya (Rapporteur)

Dr E. Rubin de Celis, Centro de Investigacion y Promocion del Campesinado,
Piura, Peru

Professor A.P. Ruderman, School of Public Administration, Dalhousie University,
Halifax, Nova Scotia, Canada

Professor L. Tandap, Economic Commission for Africa, Addis Ababa, Ethiopia

Secretariat

Dr R. Morrow, Special Programme for Research and Training in Tropical Diseases/
Parasitic Disease Programme

Dr C.H. Piyaratna, Regional Adviser in Health Education, SEARO, New Delhi,
India

Dr P. Rosenfield, Special Programme for Research and Training in Tropical
Diseases (Secretary)

Dr T. Varagunam, Special Programme for Research and Training in Tropical
Diseases (Co-secretary)

Ms M. Bornstein

Dr R. Wilson, Special Programme for Research and Training in Tropical Diseases

T LIST OF WORKING PAPERS

T Training Activities Review by M. Bornstein TDR/SER/ SC—-TRN/82.4
2 Curriculum Development Review by M. Bornstein TDR/SER/SC-TRN/82.5
3. Case-Study Review by M. Bornstein TDR/SER/SC-TRN/82.6
4, Notes on Interdisciplinary Medical Social

Science Training, by F. Dunn, April 1982
5. Report of the Sixth Meeting of the Research TDR/RSG(6)/81.3

Strengthening Group (RSG)
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In reply please refer to: TDR/T]_6/83/3 (82)

Priere de rappeler la référence:

2 September 1982

Dear Professor Kostrzewski,

UNDP/World Bank/WHO Special Programme for
Research and Training in Tropical Diseases

I am writing to thank you for having agreed to take over the respon-
sibilities of Chairman of the Research Strengthening Group. As we discussed
recently this will represent a heavy task and I, therefore, agree that it
would be appropriate that you withdraw as a member of the Scientific and
Technical Advisory Committee with immediate effect. May I take this
opportunity to express my gratitude to you for having served as a member of
STAC —= I am sure the other members of this Committee will miss your
participation at the next meeting.

With kind regards,
Yours simcerely,

'::;ﬁ:}cL/f:;fﬂt:f? '

. Lueas, M.D,

ogramme for Research and
Training in Tropical Diseases

cc: RDEURO, attn: Dr B. Nizetic, RPD/EURO
r John Evans, World Bank, Washington
Mr William T. Mashler, UNDP, New York
Dr A.B. Morrison, Department of Health and Welfare, Ottawa
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OFHICE MEMORANDUIV
Mr, Warren C. Baum : naTt May 1, 1980

K. Georg Gabriel, Director, P&B

A Proposal for World Bank Participation in

International Health Research Programs -
P&B's Comments

We support the objectives of the International Health Research
Programs which the Bank has been asked to support, and we appreciate the
role Wwhich the Bank is being asked to play with regard to program manage-
ment and administration.

We have the following comments:

The proposal makes the point that the Bank was invited to become
a cosponsor in order to increase donors' confidence in program management
and administration (para. 30). If this is the expected role of the Bank
and if, as the paper indicates, we are dealing with a rather cumbersome
administrative structure which could be further complicated by inter-—agency
rivalry, what are the budgetary implications of the Bank assuming this
role? The proposal focuses mainly on the funds required to "buy'" a share
in the TDR program, but it does not make it sufficiently clear what is
involved when it comes to playing the very role which provides the justi-
fication for the Bank's financial participation. Specifically, our questions
are: .How efficient is the present setup for program administration? - What
is the administrative cost associated with the present arrangements which
involve a Secretariat, staff officers, senior technical advisory bodies,
scientific working groups and a rather involved committee structure? Since
the TDR model is to be replicated for other large-scale health research
programs, it would be important to know what claim administrative expenses
are making on TDR progkam funds. In this context, what will it cost in
terms of Bank staff and other Bank resources to play the proposed role?
Will the staff support referred to in para. 39 be sufficient and will it
be financed under the program or under the Bank's administrative budget?

Under Section III, it would be helpful if seome first indications
were to be given as to the potential size of the finance contribution that
the Bank would be called upon to make as a consequence of accepting a role
as cosponsor of the JCBHR.

As the next step, we recommend that the proposed contributions
te the International Health Research Programs be discussed by the Finance
Committee. If it is decided to proceed along the proposed lines, this
matter should be presented to the Board as a possible use of the Bank's
IDA transfer in the upcoming Board paper on the uses of Bank income.

cc: Messrs. Stern, Qureshi, Benjenk

HV:di



WORLD BANK / INTERMNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

TO: K. Georg Gabriel, Director, P&B DATE: May .23, 1980
FROM: Warren Baum, CPSVP

SUBJEC1 Proposal for World Bank Participation in
International Health Research Programs

Lis The following information addresses the questions raised in your
May } Memorandum on costs and effectivencss of administering the Special
Programme for Research and Tlannlng in Tropical Diseases (TDR) and the
budgetary implications of the Bank's proposed role in management and
administration of international health research programs.

TDR Administration Costs

27 Administrative costs at WHO headquarters and regional offices

associated with operations of scientific, financial and administrative
bodies of the Secretariat;, technical officers, and the scientific working
group structure are estimated at 187 of the total approved budget for 1980.
This includes personnel services, 11%; meetings, 3%; duty travel, 1%; and
information systems services, scientific and public information, administrative
support and common services, supplies and equipment at 3Z. It is difficuvlt

_to measure the level of administrative efficiency. The network approach has
been adopted as the most effective means of achieving the progran's objec-
tives in scientific development and in strengthening research capabilities
in developing countries. The research management system for network activ-
ities is, however, complex and may be expected to involve relatively high
administrative costs.

3, WHO, not thé Bank, is the Executing Agency for TDR. All admin-
istrative expenses are shared pro rata by all donors. If the Bank made a
financial contribution to TDR, it would share administrative costs pro rata
with other donors. WHO makes a direct financial contribution to the pro-
~gram; it has not charged overhead for its role as executive agency.

&, From the outset there has been an expectation on the part of
donors that the Bank, as a cosponsor, would perform a valuable service in
the administration and financial management of TDR. The Bank's position
with the donors had been weakened, however, because unlike the other co-
sponsors it has not provided financial support to the program. The Bank's
influence on the administrative efficiency of the program is meeded and
would be welcomed by the donor community. However, exercising its influence
on program managenent will be much more dlfficult for the Bank if it does
not provide financial support.

54 The proposed contribution to TDR is 107 of donor pledges to the
approved annual budget. This would be $2.0M in CY80, increasing to

about $3.5M at the peak level of expenditure when field trials and clinical
evaluations would be carried out, as indicated in para. 29 of the proposal.
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The approved TDR budget for the 1981-82 biennium calls for a 20% real growth
in operations. Donor contributions are expected to increase by 107 per
annum in real terms. The Bank's projected contributions for TDR over the
five year period 1980-1984 assumes annual (real) increments of 10% (Table 1).

6. In addition to TDR, the proposed JCBHR portfolio is expected to
include two additional programs within this period: Control of Diarrheal
Diseases (CDD), and Health Services Research (liSR). The rate of growth of
the CDD and HSR cannot be predicted with confidence at this early stage of
their' development; a 10% real growth rate has been used in Table 1. The
five year projection of estimated contributions presented in the table is
calculated on 10% of total estimated donor contributions to approved annual
budgets and is expressed in 1980 dollars.

Table 1

Projected Bank Resources
for JCBHR Programs

_ & 5-Year

‘Program 1980 1981 1982 1983 1984 Total

TDR  $2.0 M $2.2 M $2.4 M $2.7M $2.9M $12.2 M
1)) S 1.5 3.7 1.8 2.0 7.0

HSR = ~- — .85 3.1 1.2 3.3

Total $2.0M $3.7M $5.1 M $5.6 M $6.1 M $22.5 M

s Bank Special Support Staff In addition to the proposed Bank
resources for JCBHR programs, the Bank should also expect to incur costs

to support the Bank's representation as cosponsor. Since 1978, the Bank

' has incurred one full-time staff position for this program, plus travcl

and secretarial expenses. Adequate support would require two full-time

staff from TY82 onward, and about 12 consultants weeks each year, plus

travel and secretarial expenses. No provision in this estimate has been

made for promotion and fund raising. If the Bank assumed this responsibility,
it 1s estimated that 20 staff wecks would be required during the start-up
period and 10 staff weeks p.a. thereafter, based on OCP experience.

8. Table 2, presents estimated Bank resources for required staffing
CY80-84.
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Table 2

May 23, 1980

‘Bank Resources for JCBHR
- Estimated Staffing Required

Estimated Staffing.Reguirements CYs8l Y82 CY83 [%¢:13
Total Number Staff Positions | i 2 2 2
Total Number Consultant‘Wgcké & 8 20 12 12
S oy e 5-Year
Position C€Y80 CY81 CcY82 CY83 CY84 __Total%*
Staff ' $91;000..$1§5,600- $320,320 $352,352 $387,587 $1,296,859
‘Consultant __=—- '1'9,240 25,880 17,088 18,798 71,006

“

Total $91,000 $154,840 $346,200

$369,440 $406,385 $1,367,865

% Estimates are in 1980 dollars and on recommendations from P&B assume
. a 12% inflationary rate inCY81 and 10% pva. for CY82-84.

‘cc: Evans/Fonaroff, PHN
van der Tak, CPSVP

‘JREvans/ AFonaroff:tw



Ref: GLO/78/005

August 15, 1979

Dear Bill:

Thank you for your welcomed letter of August 8 transmitting two (2)
Conformed copies of the global project on Diarrheal Diseases Control.

This marks the beginning of an endeavor which is of signal
importance to the peoples of developing countries. The conquest of the
diarrheal diseases is a goal greatly to be wished and you, and your
associates can take great pride and satisfaction in launching this
research effort toward that end.

With kindest regards,

Cordially,

Dr. James A. Lee

Director

Qffice of Environmental and
Health Affairs

Mr. William T. Mashler

Senior Director

Division for Global and Interregional Projects
United Natioms Development Project

One United Nations Plaza

NEW YORK, N. Y. 10017

cc: yMrs. A. Fonaroff, OEHA
Mrs. S. Boskey, IRD

JALee:va
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Files May 29, 1980
Arlene Fonaroff, TIU

Request for Bank Finencial Support of

Iuterqg:iggﬁ} lealth hessarch Vropramme (JCBUR)

1. The Finance Committee considered the JCBER proposal at its May 20
weeting. It wvas decided that a declision could not be taken until a full set

of critoria vere available for evaluating all proposals requestins research
supporty The Weiss criteria were considered insufficient for the purpose,

and PLB will form a task force to prepare such criteria. Estimated completion
is late Sertember or early Ccetober, but seeting this target date is questionable
because it conflicts with assignments related to the Bark's annual reeting

(week of September 29). :

2 Because of the above action, the JCBIR prorosal will not be included
in the paper on uses of Bank iancome scheduled for DBoard presentation July 29,
Vhile the JCEER proposal was considered to be more fully developed than other
research proposals conasidered by the Finance Committee, its review would have
bernefited by having information on budget implications teo the Bank. The
latter are contained in the May 23 memo from Mr. Baum to Yr. CGabriel.

e P&B actions place tirme constraints on the Bank's position vis-avvis
TDR, While the Bank'e decision on a financial cortribution to TDR will not be
presented officially until the Dececher 10-11 weeting of the JCB, delay on
favorable action will likely affect response to Bank input on critical management
issues to be discussed at Standing Committee reetings of the TDR cosnonsors

(June 19-20, October 6-7). explore with management the possibility

4, Ve ray wish to alert senior management to these time constraints, and to/
treating tiie JCRER proposal in the characteristic Bark manner of appraising
specific 1tems on their own merits. The Regional Vice Presidents have all

had the opporturnity to review the JCPUR pronosal circulated by Mr. Baum with

Mr. Stern's azreement. »Mr. Cabriel has been provided with ansvers to the questions

presented to Mr. Deun on costs and effectiveness of administering TDR and the
budgetary implicetions of the proposed JCBHR. In light of extenuating clrcum-
gtanceg related to time constraints described in para. 3, it might now be useful
to securc PLR's response to this information and to re-consider whether the pro-
posal could te reviewed by the Doard in abeence of the general criteria for

Bark financial support of research programs. This would not only expedite

the Bank's decision on this particular prososal, but also could susrest elements
for consideration in developing general criteria., It would te desirahle to
consider a tiretatle that would enable a decision by the Board tefore the

Aanual Yeeting, perhaps in late Aucust folleowing the Doard recess or in early
Septenher,

ce: Dr. Evans, P

AFonaroff:tw
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g OFFICE MEMORANDUM FRE D )
Jor
7C»  Repional Vice Presidents : DATE: April 16, 1980
Cr .
FROM. Yarren T. Baum

SUBJECT: A Proposal for World Bank Participation
in International Health Research Programs

In agreement with Mr. Sternm, I am circulating the attached paper
on "A Proposal for World Bank Participation in International Health
Research Programs" for your information. There will not be a discussion
of the paper at an Operational Vice Pregidents meeting, but if you have
any comments I would be pleazsed to receive them by May 2nd.

WCBaum: rma

cés M. bterm o
Mr. Benjenk''
Mr. Gabriel "
Dr. Evans/Ms. Fonaroff 7
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TO:

FROM:

SUBJECT:

WORLD BANK / INTERNATIONAL FINANCE CORPORATION O ;-"Ii/
'a \

OFFICE MEMORANDUM

John North, PHN 4 DATE: June 4, 1980

Arlene Fonaroff, PHN U

\

Bank Participation in International Health Research Programs
i

1. Per our conversation yesterday, attached are:

(a) Historical materials on the Bank's cosponsorship of the
TDR (Special Programme for Research and Training in Tropical
Diseases) including the Memorandum of Understanding between

Cooperating Parties and the Tropical Diseases Research Fund

Agreement between WHO and the Bank; and the 1979 request for
Bank financial support to TDR;

(b) the current proposal and management's response to date

re. a proposal for a Bank initiative to participate in, cosponsor
and financially contribute to a Joint Coordinating Board for
International Health Research Programs (JCBHR) that includes
Diarrheal Diseases and Health Services research as well as

TDR;

(c) historical and current status of the WHO/UNDP/Bank col-
laboration in a research program on the control of diarrheal
diseases (CDD).

2. Please let me know if I can provide you with any additional information.

Attachments
AFonaroff:rk

CC: Dr. Evans



TE:

FROM:

SUBIECT:

WORLD BANK /M INTERMATIONAL FINANCLE CORPODATION ,._.'..! St ad H X v dl

OFFICE MEMORANDUM (®)

Dr. John Evans, Director, PHN DATE: November 6, 1972

Arlene Fonaroff, PHN -”/ﬁf”

Special Programme for Rescarch and Training in

Tropical Discases (TDR

1. The Bank has been requested by the Joint Coordinating Board (JCB)
of the TDR to make a financial contribution to the Special Programme during
CY 1979 in order to meet expected financial needs and demonstrate further
the Pank's confidence in TDR. Subsequently, Wil0 has proposed instead that
the Bank consider (a) establishing some type of financing errangement to
assure uninterrupted cash flow during a budget period; and (b) assistance
in fund raising.

24 This memorandum (a) reviews the background of Bank cosponsorship

of the TDR; (b) summarizes technical and financial performance to date;

(¢) recommends a modest financial contribution commencing in CY80:

(d) recommerds against establishing cash flow assistance unless considera-
tion could be given to using the proposed financial contribution in a

manner similar to the reserve employed by CGIAR; and (e) recommends

against active fund raising by the Bank. A critical path of action is included.

Bank Cosponsorship

3. In February 1978, the Bank entered into a formal agreement with
WHO and UNDP to become a cosponsor of the TDR (Attachment 1). The Bank,
WHO and UNDP agreed as cospensors to accept two major responsibilities:
(a) membership, along with revresentatives of contributing governments and
organizations and benaéficiary countries, in the Joint Coordinating Board
(JCB) which is responsibile for the overall management of the Special
Programue; and (b) participation as the STanding Committee, which is
responsible for developing and/or reviewing plans and budgets prepared for
the JCB,

4. In March 1978, a second agreement was signed by the WHO and the
Bank (Attachment 2) making the Bank fiscal managey of an international fund,
the Tropical Diseascs Research Fund, through which the majority of donors
were cxpected to make contributions to the Special Programme.”

6
5. Mr, McNamara wrote earlier to Dr. Mahler (October 27, 1978)
indicating that the Bank's Boavd of Executive Directors had approved
cosponsorship. He enclosed his memorandum to the Fxecutive Direcfors
(SecM77-744) which stated (a) that the Bank would hecome fiscal agent;
(b) it would establish and manage an iaternaticaal fund te which governments
and others would contribute; and (e) bank coesponsorship would be similar to
that in the Onchocerciasis Control Programme (OCP), except that unlike its

¥ ; ’ - & i P
WII0 also maintains a 1DR trust fund for those covatries unable or

unwllling to contribute through the Bonk-managed fund.
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role in OCP, the Bank presently would not be contributing financially to
TDR, nor would it be engaged in fund raising. The memorandum noted
however, that WO had suggested that a Bank financial contribution would
be welcome, primarily as evidence of the importance the Bank attaches to
TDR. Mr., McNamara said that if it should appear that a contribution would
be desirable, he would present a specific proposal to.the Executive Direc-
tors. This position was conveyed by Dr. Lee to the donors at a meeting in
February 1978,

6. The possibility that the Bank would actively raise funds for TDR
was also mentioned in earlier WHO/Bank correspondence. However, in

September 1977 Mr. McNamara wrote to Dr. Mahler that the matter should be

left in abeyance. 7The understanding was that this would present no difficulty
to the conduct of TDR at that time. :

TDR Financial Ixperience

7. TDR has been fully operational since February 1978 according to
terms of reference specified in the Memorandum of Understanding on

Technical and Administrative Structures drawn by the cosponsors and contri-
buting parties (Attachment 1). There is thus only a brief history on which
to assess difficulties that may be encountered in securing funds to meet
approved budgets; as well as potential problems in assuring liquidity
throughout a budget pericd. These appear to be the main concerns in assuring
finaneial stability. Securing adequate resources is the major concern
expressed by the JCB. While WHG shares this concera, it also appears

equally concerned that preventive measurcs be established to offset potential
cash flow problems.

8 Securing Funds to Mect Approved Budgets: A CY 1279 budget of
Us$25.5M was approved by the JCP at its first meeting in December 1978,
despite a shortfall of US$1.7M in relation to estimated resources. In
order to meet this expected gap, the JCB requested that the Bank make a
financial contribution to the TDR. It was also felt that this financial
contribution would demonstrate further the Bank's confidence in the TDR and
its commitment to the Programme,

9, In response to a JCB mandate to constrain spending in relation

to anticipated resources, WHO has behaved conservatively. Estimated

expenses against the CY79 budget of US$25.5M through year end are now esti-
mated at US$23M. As of September 30, total estimated income for 1979 was
US$25.4M: 22.4M in pledges(including USS$4.4M in CY 1978 pledges paid in

CY 1679) plus about USS$3M cash carry-over of unexpended CY 1978 contributions.
Rather than the anticipated shortfall of US$1.7M, it now appears that
uncxpended items will result in an estimated cash carry-over of US$6.8M to

CY 1980. o Ry
R a— abtg
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10. Is there need for additional income for the biennial budget
period 1980-81? * In light of the high cost of inflation and the nced to
maximize potential scientific leads, the Standing Committee is
recomrmending to the JCR approval of a US$26.4M budget for 1980, which
provides essentially no growth, yet is $2M short of presently anticipated
contributions. In 1981, the recoumended budget increases to US$32-35M, which
appears to be 30% over 1979 but in real terms accounts for only a 10%
increase. To meet these needs, the Standing Committes has urged that JCB
donors be encouraged to increase their financial commitments and that new
contributors be sought. Wil0 has requested Bank assistance in fund raising
in order to expand its spheres of influence beyond Ministries of Health to
Ministries of Planning and Finance, and to potential new donors.

11. To evaluate the adequacy of TDR financial resources in meeting
approved budgets, however, requires additional information to that provided
above$ namely an examination of how WHO treats receipts, expenditures and
unliquidated obligations: ;

(a) Receipts: A major factor to assure uainterrupted program activity
is the timing on payment of annual pledges. WHO has expressed continual
concern throughout CY 1979 that program liquidity might be jeopardized due
to unpredictable arrival of paid pledges. This has not occurred. Problens
were predicated on uneven receipt of CY78 pledges, with many arriving late
in the year and over USS4M not received until early in CY79. Pledges made
at the JCB and at other times during the year do not indicate expected
paynent dates. Receipt of pledges is tied to legislative appropriation
calendars and in no way reflects lack of donor confidence in support of th=z
TDR, Encouragement for prompt payment is made by WHO and the Bank in
discussions and correspondence with donors to the respectively managed
trust funds. In 1979, the range of total payments on pledges received at
the Bank and WHO managed trust funds was from US$7M by the end of January
to none in October. Information provided to the Bank by WHO on cash on hand/
month does not present a true picture of total monthly resources available
to the Special Programme. WHO records only the total amount in Geneva; it
does not include incomz availabe to the Special Programme which is on deposit
in the Bank-nanaged TDR Fund awaiting call by the Executing Agency. This
1s an essentlal consideration in assessing financial need. On August 31,
1979, for example, WHO reported a debit figure of over US$900,000; at the
same time, however, there was approximately US$4.9M at the Bank in the TDR
Fund availhible for call by WHO. WHO is informed by the Bank of each receipt
made to the TDR Fund.

The JCB approved biennial budgeting for 1PR beginning January 1, 1980
to conform with overall WHO procedures; however, annual pledging for
TDR will likely continue.
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(b) - Expenditures and Unliquidated Obligations: WHO calculates
monthly expenditures on both actual amounts disbursed and unliquidated
obligations.* From information supplied by WHO, the highest monthly ex-
penditure reported was USS1.8M. On average, WHO estimates that it incurs
an additional US$1.7M in unliquidated obligations/ﬂonih.

124 Assuring Liquidity. The JCB was advised by the Executing Agency
that cash flow might become a problem in 1979, boeth because of the antici~
pated financial gap and because, judging from 1278 experience, uneven
payment on pledges could be anticipated. The JCB, however, did not agree

to a proposal to establish a program reserve or working capital fund. The
JCB alsoc did not accept a WHO/Bank proposal to approach the Bank for assist-
ance with potential temporary shortfall in lieu of its request for a Bank
financial contribution. The Standing Committee was delegated to prepare a
report on the subject and has analyzed four possible options:

(a) Establishing a working capital fund or program reserve
by using donor contributions. (This was poorly received
by donors at the JCB meeting because it immobilizes
operational disbursements for substantial periods during
the year.)

(b) Using commercial banking or financial institutions to
provide interim financing or overdrafts, with reimburse-
ments made on receipt of donor contributions. (Interest
rates, however, must be considered in light of the esti-
mated duration and order of overdrafts.)

(¢) Requesting the Bank to use its own resources to provide
temporary overdraft or similar facilities. (This is a
policy decision which would require action by the Bank's
Executive Directors, and it is questionable whether
support could be obtained.)

(d) Reducing the level of program operations when expenditures
reach the point of exhausting cash on hand. "(This is
highly undesirable as it would disrupt scientific opera-
tions which cannot be turned on and off on a wonthly
basis.)

* Unliquidated obligations include primarily (a) staff salaries obligated
as of January 1, and disbursed monthly by payroll; (b) contractual tech-
nical service agreements between WIIO and institutions receiving awards
for projects. (CTS agreements are obligated throughout the year by
Steering Committees of Scientific Working Groups but are not disbursed
until WHO receives the signed agreement from the institution.)
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WII0 and UNDP both are urging that the Bank, as part of its fiscal agent
role, consider establishing temporaty financing by advancing relatively
modest sums of money during periods of late payment on pledges by JCB
members, on the understanding that these funds would be immediately repaid
on receipt of pledges to the TDR Fund.

135 Will cash flow problems develop in CY80? Because of the brief
history of the TDR, it is not possible to predict the extent to which

the CY78/79 pattern of receipts on pledges will be repeated in subsequent
years. However, information provided by WHO on receipts and disbursements
in 1979 and estimates for 1980 do not support WHO's current anticipation
that cash flow problems will emerge in CY&80,.

Requests before the Bank

14, . Three requests are before the Bank:

(a) The JCB has requested a direct financial contribution
to the TDR Fund to reinforce to the JCB the degree of
Bank commitment to its cosponsorship role and to the
goals of the TDR.

(b) WHO has requested a line of credit or program reserve
to assure liquidity during short periods when cash
flow problems might arise.

(¢) WHO has requested that the Bank assist in fund-
raising.

15, As indicated ébove, the information provided by WHO shows that
the estimated shortfalls and liquidity problems which motivated the JCB
and WHO requests for Bank financial assistance have not materialized as
problems in CY79; nor does it appear likely that they will materialize in
CY80, although as in CY79 a shortfall of US$2M is again anticipated.

In strictly financial terms, it appears difficult to justify a recommenda-
tion for Bank financial participation. The decision therefore must be
considered on the performance of the TDR; the potential effect on TDR if
the Bank were to reject appeal for assistance in any form; and on the
types of research programs the Bank determines it should support.

16. Performance and Potential of the TDR. The Bank agreed to become

. a cosponsor because of the high potential and high payoff to social and
cconomic development in countries affected by the six diseases under investi-
gation by TDR. Until more effective tools are available for prevention and
treatment of these diseases, development in tropical countries will continue
to be impeded. The Bank's operations in many sectors (e.g., agriculture,
rural and urban development, hydroelectric power generation, irrigation)

can be expected to benefit significantly from improvements in the technology

*  WHO estimates 2 months operating capital (US$4M) would be needed
several times in 1980,
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of disease control being developed by TDR. These new technologies will
also have dirett.impact on the Bank's activities in health care.

17 The TDR Scientific and Technical Advisory Committee (STAC) has
commended both technical and managerial accomplishments, particularly,

in leprosy and malaria vaccine development and the screening of new drugs
for onchocerciasis. 7Tt also recognized progress in activities to
strengthen rescarch institutions in countries affected by the diseases.,
Over €00 research projects have now been funded in over 66 countries;
over half were awarded to scientists in developing countries. While TDR
is not expected to achieve all of its goals for 20 years or more, some
benefits are expected within the decade.

18, The extent to which both short- and long-range goals are achieved
depends to a large degree on the effectiveness of TDR management. The
Bank's initial concerns about the system's delivery capability, as well

as the administrative capacity of W0, led the Bank to insist on certain
managerial and organizational arrangements that would strengthen the tech-
nical and administrative relationships between the TDR and WHO. This
required changes in WHO's original plans, but the issues were considered

of such importance that the Bank conditioned its participation on their
acceptance. The Bank's proposals were subsequently accepted by WHO. There
is now a complex but efficient administrative/management system for TDR's
global scientific and technical activities.

19. The Bank has closely observed TDR for more than a year through

- participation at all operational levels and through liaison with the co-
sponsors. While monitoring of fiscal and technical components of projects
needs to be and will be further strengthened, the TDR mechanism is generally
functioning well. The Standing Committee has approved the Bank's recommend-
ation that an internal audit system be developed to assure that funds are
being used as intended. Scientific working groups have instituted proce-
dures for project funding in accordance with the JCB mandate that the
financial demands of TDR activities should not exceed the estimated donor
contributions.

20. Potential Effect of a Bank Decision on TDR. A negative decision
by the Bank would likely (a) diminish the Bank's role as cosponsor both in
the Standing Committee and the JCB, thereby minimizing the Bank influence

in the overall management of the Programme; (b) affect level of contribu-
tions, as some donors would likely interpret the Bank's action as indicating
lack of confidence in the TDR: and (c) reduce contributions to the TDR

Fund, which might bring into question the necessity for the Bank's role as

fiscal manager. Al B e

(a) Overall Management Role: If the Bank continues to be a
non-contributor to the TDR, its influence on the overall management of the
Programme could be diminished both in the Standing Committee and in the
JCB. When the Standing Committee met last October, both WHO and UNDP
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expressed disappointment in the Bank's unwillingness to provide financial
resources for TDR, and cstressed that the JCB response to the Bank's posi-
tion was likely to be even stronger than that of the two cosponsors. The
cosponsors both urged that the Bank seriously reconsider its position,
particularly in regard to cash flow. The Bank was to be assured that this
situation was not like that presented bythe UNDP emergency request for
cash flow assistance; nor was it due to improper manzgement of the WHO
TRust Fund for TDR or the Bank-managed TDR Fund, but by factors beyond the
control of the cosponsors.

(b) Commitment as Cosponsor: Within the JCB a number of
donors share the view that the Bank's demonstrated commitment as CcosSponsor
ghould be backed by a financial commitment. Some governments believe it
necessary to induce additional donors.

oy 4 tatly 2 byl

(c) Fiscal Management Role: Some JCB danoré ha%é'said that if
the Bank fails to contribute to the TDR, their contributions would be direct-
ed to the WiO-administered trust fund rather than the Pank-managed Fund.
That could hurt TDR, since some major donors initially conditioned
participation on the Bank's becoming fiscal agent, and their insistence was
a principal factor in our decision to accept that role. While it was
recognized that some governments would be unable, for legal or political
considerations to contribute through the Bank, amcunts deposited with WHO
were expected to represent only a small proportion of total TDR resources.
The Bank agreed to be fiscal agent on the understanding that it would be
administering the bulk of the TDR funds. If that were no longer so, the
administrative and other burdens of a fiscal agent rele would probably not
be justified. Should this occur, donors which had earlier insisted on the
Bank's participation might well reduce their support. In any case, to
require WHO to take on the major fiscal management function (which it does
not want to accept) would divert it from its respomsibilities as the
technical executing agency and could impair the effectiveness of its
performance in the latter role. As of September 30, 1979, 667 of CY79
deposits have been made to the TDR Fund, representimg 11 of 23 contributors.

21, Rank Criteria for Research Support: The Bank currently is cospon-
sor of three rescarch projects: CGIAR, OCP and TDR; TDR alone receives no
financial input. The request for a financial contribution to the TDR was
discussed at the President's Council on May 21. The major issue raised by
the Council was that Bank support of CGIAR, OCP aund TDR was based on ad hoc
decisions, and that it was now appropriate for the Bank to establish
objective criteria to determine financial support for TDR as well as other
possible new opportunities that come before the Pamk, The President's
Adviser for Science and TEchnology is assigned to this task.

22. No action on TDR wae taken by the President's Council.

Mr. McRamara, however, subsequently accepted a recenmendation from the
Vice President, Finance, that decisions in this area be delayed (probably
until the end of the next fiscal year) to enable the Board of Directors to

i
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agree upon criteria for allocating future new income in support of
requests for research grants. MNr. McNamara at the same time informed
Mr, Stern to advise if immediate action was necessary in regard to TDR.

23. We are in full agreement with the position to establish criteria
for *Bank support of non-lending operations before making commitments against
future new income. The Bank cannot and ought not to try to fund all
research which would support its activity. However, as Mrs. Boskey noted
in an April 20 memorandum to Mr., McNamara: '"... that does not seem to be
a sufficient reason to decline to support a program to which the Bank is
already committed, which is of high priority and which is proceeding
satisfactorily. The fact that the Bank supports OCP and CGIAR has not
prevented it from rejecting requests to fund other likcwise meritorious
research.  If we think TDR does not deserve support, or if we cannot
afford to support it, that is one thing. But we ought not to say 'no' in
this case because we cannot say 'yes' to all others."

Recommendations

24, The Special Programme has demonstrated ability to attract and
manage high quality scientific involvement. Its leadership has attracted
other institutions to accelerate scientific investigations for tropical
diseases control. The potential for biomedical breakthroughs for controll-
ing leprosy, schistosomiasis, onchocerciasis and malaria may now
realistically be expected in the decade ahead. The Bank has played a major
developmental role in moving TDR to this position, and future progess could
be hampered if the donor community, in particular, associates a reduction
in Pank commitment to TDR with its non-contribution status, In view of

the above considerations, and the forthcoming JCB meeting on December 12-13
in Geneva, the urgency of Bank financial participation in the TDR should be
brought to Mr. McNamara's attention.

25, Recommendation: Tinancial Contribution: The most expeditious method
for Bank financial participation in the TDR and the most realistic response
in relatien to financial and political considerations, would be for

Mr. McNamara to accept the recommendation made by the Vice President,
Operations (August 4, 1979). le proposed that Mr, McNamara request that the
Board of Directors approve a financial contribution of US$1.5M to TDR
commencing in CY80, with continuation in future years not expected to exceed
10% of the total budget. Mr. Stern has suggested that such financing could
be derived from the net income transfer out of the FY 1980 earnings. We
would expect that Bank acceptance of this recommendation would be well-
received by both the JCB and the two cospousors, although as noted earlier
the cosponsors would prefer Bank assistance in a form which could offsect
potential cash flow problems.,

26. Recommendution: Cash Flow Assistance: The brief financial

experience in TDR provides little evidence to support actual néed for this
option. llowever, as the problems anticipated by the Executing Agency are
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.

not unlike those faced by CGIAR, T would suggest that you discuss with

Mr. Baum whether the recormended financial contribution proposed above for
TDR might be used in a menner similar to that of CGIAR. In CGIAR, a portion
of the Bank's contributicn is not committed for disbursement until the
second half of the calendar year, but is available up to that time on a
short-term loan basis to offset temporary cash flow problems resulting from
uneven receipt of donor contributions due to the timing of donor's internal
procedures and fiscal years. This suggestion does not require either
Messrs. Baum or Stern to reconsider their rejection of larger issues of
providing cash flow assistance to TDR. It merely suggests that deposit of
the proposed contribution to the TDR Fund be delayed until July 1, so that
during theg¢calendar year the full amount be available if necessary for short-

ferm accommodation (not to exceed 60 days) to offset the potential late

payment of donor pledges. We would expect acceptance of this recommendation
to be well received by the two cosponsors, but perhaps with minimal erthusiasm
by the JCB since it had rejected a proposal to establish a reserve. We would
expect, however, that a well-documented WHO presentation of need for a Bank
contribution—-cum—-seserve at the 1979 JCB meeting would offset potential
adverse response by the JCB.

20 Recommendations: Fund-raising: Since financial participation

by the Bank will be seen as demonstrating Bank support for and confidence
in the TDR, it can be expected to attract new donors and would indirectly
serve as a form of fund raising. Therefore, we suggest that the Bank does
not agree to engage in fund raising at this time. We would hope, however,
that the Bank might assiet WHO with some potential donors, such as the OPEC
countries, with which’ the Bank's ties are presumed to be closer than the
WHO's. This assistance would take the form of assisting WHO in acquainting
potential donors with technical and administrative aspects of TDR. Each
request from WHO for assistance would be considered on its merits and in
consultation with interested parts of the Bank.

Action Required

28. In order to obtain a Board decision on the Bank's financial
participation in TDR for presentation at the JCB meeting-on December 12-13,
the following steps and timetable are required. The schedule is developed
on the assumption of approval of recommendations through Mr. Stern. There
is little flexibility to account for inevitable delays, particularly in

Mr. McNamara's office.
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CRITICAL PATH FOR BANK CONTRIBUTION TO TDR

Actiaon

Review and approval of
recommendations

Submicssion of
recommendation to
Mr. Baum

Review of recommencdations
for Mr. Stern

Submission of
recommendations to

Mr. Stern

Review and
recommendations for
Mr. McNamara
Submission of
recommendations to %
Mr. McNamara

Review and recommendatiomn

Circulation of paper to
Board

Presentation to Board

Attachments

ce: Dr. James A. Lee, OEA
Mr. Robert Jones, CTR

AFonaroff:va

Actor

Dr. Evans

Dr. Evans/Ms. Fonaroff

Mr. Baum
Mr. Baum
Mr. Stern

Mr. Stern

Mr. McNamara

Me. e Des Dedgeent )15
e / fr.

Mr. McNamara
Dr. Evans

November 6, 1979

Deadline

Nov. 7

Nov., 9

Nov. 9

Nov. 12

Nov. 12

Nov. 12

Nov. 14

Nov., 20

Dec, 4
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TO:
FROM;

SUBJECT:

OFHICE MEMORANDUM

Mr. Robert S. McNamara, President (through 0ATE March 20, 1979
Mr. Warren C.TBaum, Vice President, Projects Staff)
James A. Le$ (}ifice of Environmental and Health Affairs

|
The WHO/UNDP/World Bank Special Programme for
Research and Training in Tropical Diseases (TDR)

3 18 At its November 1978 meeting in Ceneva, the Joint Coordinating
Board (JCB) of the Special Programme for Research and Training in Tropical
Diseases (TDR) voted unanimously to request the Bank to make a financial
contribution to TDR during calendar year 1979 in order to meet expected
financial needs and demonstrate further the Bank's confidence in TDR.
Subsequently, WHO proposed instead that the Bank consider establishing
some. form of an operational reserve or temporary financing arrangement to
assure uninterrupted flow of cash during a budget period. (Reimbursement
terms were unspecified). WHO also requested the Bank to assist in fund-
raising.

b This memorandum a) reviews the background of Bank co~-sponsorship
of the TDR; b) summarizes the TDR performance to date; c¢) recommends a
modest financial contribution to the TDR; and d) recommends against active
fund-raising by the Bank. '

Bank Co-sponsorship

3. On October 27, 1977 you informed Dr. Mahler that the Bank's
Executive Directors had approved co-sponsorship of the TDR. Accompanying
this letter was your memorandum to the Executive Directors (SecM77-744)
which stated that the Bank would become fiscal agent, and would establish
and manage an international fund, The Tropical Diseases Research Fund, to
vhich governments and others would contribute. The Bank's role was
described as being similar to its role in the Onchocerciasis Control
Program. The major differences are that at present the Bank does not
contribute financially to TDR, nor does it engage in fund-raising.

4, Your memorandum further noted that WHO had suggested that a Bank
financial contribution would be welcome, primarily as evidence of the
importance the Bank attaches to TDR. You said that if it should appear
that a contribution would be desirable, you would present a specific
proposal to the Executive Directors. This position was conveyed to the
donors at a meeting in February 1978. :

5. The possibility that the Bank would actively raise funds for TDR
was mentioned in earlier WHO/Bank correspondence, and in September 1977 vyou
wrote to Dr. Mahler that the matter should be left in abeyance. Your
understanding was that this would present no difficulty to the conduct of
TDR at the time,

6. The expanded co-sponsorship role now proposed by actions cof the
JCB and WHO should be examined in light of the performance and potential of
the TDR.
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TDR Performance and Potential

7. Until more effective tools for the preveation and treatment of the
diseases being investigated by TDR are available, development in tropical
countries will continue to be impeded by these diseases. The Bank's
operations in many sectors such as agriculture, rural and urban development,
hydroelectric power generation, irrigation, and others can be expected to
benefit significantly from improvements in the technology of disease
‘control being developed by TDR. These new technologies will also have
direct impact on the Bank's proposed activities in health care.

8. While TDR is not expected to achieve all of its goals for 20 years
or more, some benefits are expected within five years. The extent to which
both short and long~range goals are achieved depends to a large degree on
the effectiveness of TDR management. The Bank was initially concerned
about the system's delivery capability as well as the administrative
capacity of WHO. Accordingly, the Bank insisted on certain managerial and
organizational arrangements, requiring changes in ¥E0's original plans.
Taese issues were considered of such importance that the Bank conditioned
its participation on a strengthening of the technical and administrative
relationships between the TDR and WHO. The Bank's proposals were
subsequently accepted by WHO. There is now a complex but efficient
administrative/management system for TDR's global scientific and technical
activities. S

9. The Bank has closely observed TDR for more than a year, through
participation at all operational levels, and through liaison with the co-
sponsors. While monitoring of fiscal and techniczl components of projects
needs to be and will be further strengthened, the TDR mechanism is generallv
functioning well. The Standing Coumittee has approved the Bank's
recommendation that an internal audit system be developed to assure that
funds are being used as intended. WHO has recently recruited a highly
qualified financial/mznagement analyst. This year the various scientific
and technical groups will institute procedures for project funding in
accordance with the JCB mandate that the financial cemands of TDR activities
should not exceed the estimated centributicns fron doners. TDR managenent
will be further strengthened now that the Chief Executive Officer is
resident full time in Geneva.

10. At its first meeting in November 1978, the JCB approved a

CY 1979 budget of USS$25,539,000. As of January 31, 1979, total estimated
income for CY 1979 was $21,284,397. This included 34,645,397 in pledges
rade but not paid in 1978 and $16,741,000 in new pledges for CY 19709,
Carry-over of unexpended 1978 contributions ($2,440,000) brings total
estimated resources to $23,826,397. Thus, if all proposed projects were
fully funded during 1979 the estimated shortfall would be on the order of
$1.7 million. '
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Recommendation: Bank Financial Contribution

11. A Bank decision to contribute to the TDR Fund will have long-
range implications. A significant financial contribution would

demonstrate to the donor community that the Bank is confident of the
Programme's potential. Additional funds from other sources might therefore
be attracted. The Bank's co-sponsorship per se does not fully serve this
purpose; the donors consider the Bank's present position, while welcome, as
only a partial commitment to the TDR. Moreover, while the Bank has an
active role in TDR management, its effectiveness would be greater if it
also contributed financially. The Bank has been making a modest contribu-
tion-in-kind through its technical, administrative and management
activities. However, both WHO and UNDP, the other co-sponsors, have made
similar in~kind contributions and each has in addition pledged 6-7% of

this year's estirated budget.

12. A Bank contribution is likely to induce more contributions to

the T1DR Fund. ' That Fund was established, you will recall, at the request
of the original group of TDR Contributing Parties, with the expectation
that the majority of donors would contribute to it. {Countries either
unable or unwilling to contribute to a Bank-~administered fund may make
their contributions to the WHO Voluntary Fund for Health Prometion... WHO
would prefer the Bank to have complete responsibility for management of =z11
financial contributions to TDR, leaving WHO to concentrate on its role as
the technical, executing agency. However, while we would welcome this
move, it would be more difficult to achieve if the Bank maintains its

current non-contributor status. A number of important donors have said thev

are not willing to direct their contributions to the TDR Fund unless and
untll the Bank contributes. Contributions from these donors would
substantially increase the Fund. Of estimated new pledges for CY 1979
($16,741,000), 427 (US$7,055,600), are now specifically designated for the
Fund representing contributions of eight donors.

13, On the basis of progress to date, and tha importance of TDR to
social and economic develcpment in the affected countries, 1 urge that vou
recommend to the Executive Directors that they approve an. annual Bank
contribution to the TDR Fund commencing in CY 1979. I suggest that the
contribution be 5% of each year's estimated annual budget, not to exceed
$1.5 million. For CY 1979 this would imply a Bank contribution of $1.2
rillion. I would recommend that the Bank's commitment to this level of
financial contribution should be carefully reviewed each year in light of
TDR performance and projected needs.

(1

Fecommendatlon: WHO Request for Bank Fund-Raising

14. As indicated earlier, a financial contribution will be seen as
demonstrating Bank support for and confidence in TDR and can be expected tc
attract new donors. It thus would indirectly serve as a form of fund-
raising. Therefore, I suggest the Bank should not agree to engage in

fund-raising directly. Indeed, in asking that the DBank consider fund-raisin

15

1
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WHO does not have in mind that the Bank should directly approach donors

as it does in the Onchocerciasis Control Program, but rather that it should
assist WHO with scre potential donors, such as the OPEC countries, with
which the Bank's ties are presumed to be closer than WHO's. I hope you will
see no objection, therefore, to our assisting WHO in acquainting potential
donors with the technical and management aspects of TDR. Each request

from WHO for assistance would of course be considered on its merits and in
consultation with the interested parts of the Bank.

Response of Donors and WHO to Recommendations

15. If the above recommendations are adopted they will be welcomed by
both the full membership of the JCB and by WHO. While WHO initially
dissented from the JCB recommendation that a Bank financial contribution be
sought, and instead proposed that the Bank simply arrange to assure the
Programme's liquidity, WHO is aware a) that the donors remain less than
enthusiastic about this idea; and b) that we also are negative toward a
proposal which could lead to the Bank's incurring a potentially large, open-
ended obligation. WHO has therefore left the issue of assuring cash flow
for further study. In any case, WHO is fully supportive of the position set
forth in this memorandum. -

16. A paper detailing the progress of TDR is being prepared for the
information of the Executive Directors.

AFonaroff/JAlee:va
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OFFICE [\fl E MORANDUM

Mr.. McRamara (!h:ou{:h Mr. Warrdn ’.-lﬂ:ntx.r) p23f April 20, 1979

Shirley Roskey, Director, IRD (gg

Bank Contribution to the Special Program for Redgearch

and Tralning in Gropical Discases (TDR)

I have secn the Stern ond Cargill responses to your request for
reactions to Dr. Lee's March 20 proposal that the Executive Directors
be asked to apprrove a Bank contribution to the TDR program. T have
also seen your note to Warren Faum, saying that you are "inclined" to
share their view. Since 1 had something to do with the Bank's current
degree of involwveirent with TDR, and pn the assumption that an incli-
nation is not quite & decision, I am toking the liberty of adding some
(adwittedly unsolicited) comnrents to those which Varren has already
given you.® .

The Bank has not until now been presented with a clear request to
help fund TDR. Wil0, when it asked the Bank to serve as co—-sponser and
fiscal agent, also invited financial support but did not press the point.
As the Lee memorandum recalls, when you recommended that the Executive
Directors apirove Bank association with TDR, you said that you hed made
no funding commitment and that if it sheunld later appear that a contri-
bution would be "desirable", you would prosent a specific proposal teo
the Board.

The request now before the Bank does not come from EHO._ 1t comes
from represetatives of governments, meecing as the Joint Coordinating
Board of TDR. These representatives come, not from Ministries of
Health, but rrom aid ministrie and thex presumably speak en instruc—
tion. Thc Moxrdice 'countrics, qut”q -land and the Federal Republic of
Germany tool the lead on this point in the JCB. However, the request
was supported by all JCB members, i.e., representatives of contributing
governuents ¢nd orgomizations as well as of beneficiawy countries Wiz0,
in fact, while not averse to a finencial contributieon by the BanL, had

proposed to the JCB that the Bank be asked only to assure the program's
liquidity.

A second relevant considexation is that it appecars that there will
be a $1.7 willien shortfall in TDR funding for Cr¥79. Implementatiorn of
the Lee proposal would not fully Lridge the gap but would go west of
the wav. For the future, the Lee supgeestion that Bank support be
lindved to 5% of the DR budpet, not to exceed $1.5 militon, coupled
with the fact thuat the Bank, as one of the co-sponsors, reviews all
TDR budget proposals, would agsvre relatively wmoedest Bankh support.
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“"desirable”. And I would note that Ernic has not flatly recomnended
apainst a centributien. He suggests that 1f the Pank contributes it
should at the outset stipulate that its participation will be short-
term and progressively reduced. (But surely if we do contribute, it
would be by reason of the merit/potential of the program, its necd

for funde, the perceived significance of monetary support by the Bank,
ete. To announce that we intend in any evint to cecase funding after a
stated date and to contribute less each year would be inconsistont
with any of these considerations, and arbitrary. The annual review
might lead to a reduction in level or an end to-support, but thea that
consequence would reilect a considered: judgment) .

0f course, as Peter and Ernie point out, the Bank cannot and ought
not to try to fund all research which would support its .activity. But
that does not seer to be a sufficient reason to decline to support a
program to which the Bank is already committed, which is of high pricorivy
and which is proceeding satisfactorily. The fact that the Bank supports
the onchocerciasis control progpram and CGILAR activities has not prevent :d
it from rejecting requests to fund other likewise meritoricus research.
1f we think TDR does not deserve support, or il we camnot afford to
support it, that is one thing. But we ought not to say “ao" dp this case

because we cannot say ''yes'" to all others.

T must add that T do not understand why governments sghould feel that
the Ronk's demonstratved commitment to TDR requires the reinforcernent oi a
financial contribution. But apparently that view is held. Some goverr-
ments lhave said that a Bank contribution is needed to induce 2dditional
contributions. Others have said they will not contribute to the Bank~-
managed fund in the absence of a Bank contribution; they will inste=d
direct their contributions to a fund administered by WHO.

Suppose they do.
That could hurt the program.

Some major donors initially conditioned their participation {:
progrﬁmﬁon the Bank's becoming fiscal agent.+ Their insistence

[
principal factor in our decision to accept that rele, VWhile it was
known that some sovernments wonld not be able, for lepal or political

considerations, to contribute to a Bank-managed fund, th
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the prU"fxm. In any case, to require WHO to take on a major fiscal
managenent function (which it does not wunt to accept) would divert it
fro:.iin. responsibilities as the propranm’'s technical executing agency
and could impair the effectiveness of its performance in the latter
role.

One final cnnsidorntinn: cach of the other co-sponsors —— NP
and WHO -—- provides a measure of financial support to TDR, a slightly
larger percentage of Lne annual budget than is propOfcd for the Pank.
The Standing Committee, composed of the co~ sponsors, reviews plans and
budgets prepared for prescntation to the JCB. 1f, notwithstanding the
JCB request, the Bank continues to be a non-contributor, its influence,
both in the Stending Committee and in the JCB, on the overall manage-
ment of the program may be weakened.

For al1 these reasons, I hope that you will agree, after 2ll, to
recoxmend a financial contribution to the Executive Directors. 1If you
are not fully persuaded to do so, would you agree that Warren or Jim
might explore with some key Executive Directors how they would recact to
such a recommendation? At the very least, would you agree that we might
say to the JCP that the riming of the reguest is awkward, but that it
will be put before the Directors once the negotiations ior a capital
increase and for IDA replenishment are concluded?

SEBoskey:jfh

o] o ﬁr. Cargill
Mr. Stern
D, Lee
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WORLD BANK / INTERNATIONAL FINANCE CORPORATION )

OFFICE MEMORANDUM

/
DATE: April 4, 1979

:‘;

Mr. Robert S. McNamarj//
£

I-P.M. Cargill ’\- _- ]
'.)‘u'i A ,r!

The WHO/UNDP/World Bank Special Programme for Resedrch and Training

in Tropical Diseases (TDR)

Considering the demands on the Bank's budget for regular operations,
I could not support committing funds for this special programme. Extending
Bank financial assistance to TDR would open us to other equally justifiable
requests. Moreover, I am not convinced that a contribution by the Bank to
TDR would help attract funds from other sources. We have already demonstrated
our support for TDR by co-sponsoring the programme and acting as its fiscal
agent. :

¢
]

cc: Mr. Baum ;x
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TO:
FROM:

SUBJECT

WORLD BANK . INTERMATIONAL FINANCT CORPORATICH
OFFICE MEMORANDUM
Mr. Robert S. McNamara DATE March 30, 1979

1

Warren C. "Baum

Tropical Disease Research Program:
Mr. Stern's Note of March 29th

I would like to clarify or comment briefly on some of the points
raised by Mr. Stern. :

L. We have indeed been involved in this program for a long time,

and it has a considerable history, with which you are familiar. It is
important to note that no additional staff resources will be required to
carry out the activities in question, beyond the staff which you authorized
early in 1978.

Zs A number of the principal donors to the program are looking to
the Bank for financial as well as technical support. A short-term or
declining contribution from the Bank would not sit well with them and
could lead them to reconsider their own participation. We also question
the ability of WHO to raise the necessary funds without our support.

3. There are indeed a host of research problems that could command
our support, and we cannot finance them all. This, of course, does not
mean that we should not finance any of them, and I suspect that the TDR
program would rank high on any list. But I agree that we need a clearer
policy and set of priorities as to what research we will or will not
finance; Mr. Weiss has a paper under preparation on the subject.

WCBaum: rma

ce: Mr. Stern

Mr,. Lee (-
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Mr. Robert S. McNamara March 29, 1979
Ernest Stern, Vice President, Operations

The WHO/UNDP/World Bank Special Program for

Research and Training in Tropical Diseases (TDR)

1. Ve seem to be quite far in already. I think this diverts very J\ -'/-'x.
scarce time and talent. I am amazed that CPS, notoriously short of } '
staff, would suggest yet a further burden. R I

2. If we contribute, it should be with the clear understanding that

it will be on a declining scale, to be ended in three years.

3. There is no difference between this and a host of other research

problems, whose resolution would support Bank activities. We cannot,
nor should we try to, fund them all.

4. WVhile we are apparently committed to managing the Fund, we
should minimize other involvement.

5. In the present climate, I do not believe WHO could have serious
difficulty in raising $1.7 million from other donors.

cc: Mr. Baun/

EStern/1s
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OFFICE MEMORANDUM

TO: Files _ DATE: February 24, 1980
FROM: Arlene Fonaroff, PHNJ
SUBJECT: piarrheal Diseases Cortrol (CDD)

Technical Advisory Group Meeting,
WHO, Geneva, January 28 - 31, 1980

1. This was the second meeting of the WHO Technical Advisory Group
(TAG II) for the expanded program of diarrheal diseases control (CDD) and
was convened for approval of the WHO Mid-term Plan (MTP) for CDD. The first
TAG met in 1978 and recommended research needs, objectives, and five strate-
gies approved in 1979 by the WHO/ACMR Subcommittee on Research in Diarrheal
Diseases: improved clinical management through oral rehydration therapy;
improved maternal and child health practices; improved environmental sanita-
tion and food practices; epidemiologic surveillance and control; and health
education as a component of all delivery strategies with focus on family
health care. ;

2. TAG II terms of reference included review and evaluation of
current status and progress of scientific, administrative and budgetary
matters; and recommendations on future plans and priorities for programs of
implementation and programs of basic and operational research. TAG IT
members were primarily from developing countries, with major expertise in
elinical management, health services delivery and epidemiology. Representa-
tives of WHO Regional offices and of the WHO Secretariat also participated.
UNDP, UNICEF and the Bank were represented (Attachement 1). The following
summarizes concerns expreseed, priorities and objectives formulated for the
CDD mid-term plan. :

Program Balance

3. Balance must be maintained between operational and basic research.
The MTP is built on expressed needs at country/regional levels. Its

limitations relate to lack of available country-level expertise for imple-
mentation. ; ’ ;

Global Priorities

4. Strategies established by TAG I were reinforced. Progress since
TAG I and current status revealed that technical assistance and training for
. dmplementation, delivering oral rehydration therapy and improving MCH and
water/sanitation practices remain priority concerns. The CDD Secretariat
reported that three scientific groups had been formed to fbcus on bacterial
and viral research and drug development. Research advances in applying new
cholera vaccine for enterotoxigenic E. coli was noted; along with developments
related to rotovirus and other viral agents (e.g., Norwalk agents, astrovirus).
Fmphasis was placed on continued research in immunology and the ecology of
agents, and epidemiology. The importance of early involvement of the
pharmaceutical sector in VDD was stressed by UNDP and the Bank. Reference to
the priority for primary prevention in CDD through vaccine and drug development
was identified by UNDP and the Bank, noting that their collaboration with WHO
‘resulted in a 5-year $5M grant from UNDP to WHO for VDD.
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Country/Regional Priorities

5. Reflecting the composition of its membership, TAG IT discussions
focused on development, implementation and evaluation of regional/country
control strategies (particularly oral rehydration) rather than basic global
research and development. Country-level requirements and constraints for
implementing CDD were identified to reduce mortality, with morbidity reduc-
tion seen as a long-term goal. Major emphasis in both short and long-term
goals require improved health services delivery. Requirements and constraints
in goal achievement were discussed in depth:

Requirements : ' Constraints
Identification of CDD as country- At January 1980, 97 countries
level priority in health planning expressed interest in imple-
with appointment of National menting country-level CDD
Coordinator for country and * programs, 18 of which had
regional CDD activities. formed national or ministerial
. comnittees; and 47 of which
> had designated a national

coordinator or manager
(Attachment 2).

Country-level oral rehydration Lack of available local pro-
solution (ORS) production. ducts such as salt.

Lack of logistic and supervi-
sory skills for production,
marketing and delivery.

ORS delivery through primary Need for strengthening

health care (PHC) with/inte- institutional delivery capa-
grated as basic component im Bdldity.

PHC, EPI and environmental

health and health education Lack of trained personnel,
programs. ; including midwives and nurses.
Evaluation of safety and efficacy of Lack of trained personnel and
ORS including development of sur- baseline information.

veillance methods.

Implementation

6. CDD will require continued active bilateral and multilateral
collaboration and commitment specifically from UNICEF, UNDP and the Bank; the
creation of new involvements, with such agencies as FAO, UNIDO, UNFPA and the

pharmaceutical industry. Problems in implementing CDD were considered to

differ from those of TDR in that well-defined interventions are already
available for immediate delivery through PHC. Interventions include ORS and
such other well-known methods as improved breast-feeding practices, family
planning, hygiene and child care practices. More effective community involve-
ment/participation/health education strategies to maximize these opportunities
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are needed; as well as the development of new and improved vaccines and drugs
for rotovirus, enterotoxigenic E. coli and other pathogenic agents. TAG IIL
made no attempt to establish an hierarchical order to implementing these
priority strategies, although UNDP and the Bank noted that available funds for
CDD from UNDP were designated to VDD because the WHO/UNDP/Bank collaboration

-~ dndicates priority on primary prevention.

Management

7. This discussion focused on the total CDD effort, noting the need

both to differentiate between and to link VDD, national capability strengthening
and country-level operational research programs. The following management
issues were identified: (a) developing more precise definitions of objectives

- and stretegies; (b) developing criteria and procedures for integrating CDD
components in country and regional-level PHC programs; (c) identifying
commonalities in linkage relationships between CDD, EPI and MCH and water

decade and other delivery outlets; and (d).improving training, logistics and
supervisory systems.

8. TAG II appeared uneasy about country and regional inputs in the
proposed ‘organization/management of VDD and expressed concern on maintaining
research balance between representation of developed vs. developing countries,
despite the emphasis on conduct of basic epidemiological research in

countries affected by diarrheal diseases, training and exchange of research
workers.

Financial Resources and Management

9. UNDP noted that priorities established by TAG II were constrained

by the reality of limited administrative and financial resources. Both UNDP
and the Bank recommended clarification of global (e.g., VDD) vs. national

goals and activities (e.g., health care delivery) to enable clear formulation
of organization, management and financial needs. UNDP emphasized that to

elicit the necessary long-term financial and moral commitment from donors, it
would be essential to assure donors that an efficient scientific and adminis-—
trative system was intact for CDD management. This was currently lacking,

as were clearly articulated goals, timetables and scientific budget projectioms.

10. UNDP introduced the proposition that the JCB mechanism developed for
TDR has proved advantageous for eliciting and maintaining donor support, at

a level probably comparable to CDD needs. The JCB mechanism enabled the donors
systematic review of progress and determination of priorities based on sound
management and technical assessments.

11. TAG II and the CDD Secretariat were apprehensive about the JCB for
CDD, noting the existing differences in action-oriented national research
needs in CDD vs. TDR. Dr. Zahra indicated that the JCB mechanism was raised
at the WHO Executive Board to facilitate PHC goals, and that Dr. Mahler had
been asked by the Executive Board to resolve whether the JCB or the Health
Resources Group (HRG) might be appropriate to manage CDD and other country-
level programs that stress delivery through PHC systems. There was no
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discussion on separating parts of the CDD effort like VDD, for review under
different funding/management mechanisms.

12, The rough budget figures for the MTP were considered to be grossly
underestimated (Attachment 3). UNDP and the Bank questioned how the budgets
were derived and the omission of administrative and management costs. UNDP
recommended the preparation of a 3-year budget forecast.

13. Resources to date include:
Contribution Item . ' Duration Amount
UNDP vDD i 5 years ;
1979-83 $5,150,400
OPEC = 4 Internafional 5 years
(via UNDP) Center, Dacca , 1979-83 640,680
UNDP Regional Over 3 years
Training 1980-83 900,000
- Asia '
UK Program ' Completed
Planning CY79 , 1,000,000
14, In-kind contributions include 4 personnel seconded from the US

Communicable Diseases Center and UNICEF country-level ORS activities. Poten-
tial new contributors include Sweden and Norway, but no indication was made
on whether these funds will be earmarked for specific CDD activities and
whether allocation decisions will be made by WHO or the donors.

TAG IT Recommendations

15, TAG II defined the primary objective of the MIP as mortality
reductinn from diarrheal diseases, with morbidity reduction as an equally
important but long-term goal. Consistent with this objective the priority
recommended strategies included improved methods of ORS production and
delivery, seen to reduce mortality from diarrheal diseases by 25% by the end
of 1983, Differentiation between basic and apgwied -research priorities were
presented as below; this is/ordering, although Suggested by UNDP and the
Bank. UNDP requested that VDD (Item 8) be placed as Item 1:

(1) to study and compare systems of delivery of oral rehydration
solution;

(2) to study and compare systems of delivery of oral rehydration
therapy at the primary health care level;

(3) to develop and determine the effectiveness of drugs from the
prevention and the treatment of acute diarrhea;
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(4) to determine those infant feeding and child care practices
which can reduce diarrhea morbidity;

(5) to determine the most effective methods of envirommental
intervention for the reduction of transmission of diarrheal
diseases agents, and to explore methods of enlisting community
particiaption;

(6) to determine the etiologic agents responsible for diarrhea
and their epidemiological patterns in different geographic,
environmental and cultural conditions, with the aim of
developing improved measures for interruption of transmission;

udry

(7) to identify "etiologic" agents, gehavi al and environmental
"agents'" responsible for the remainlng diarrheas of unknown
etiology;

-

(8) to develop and improve vaccines against major causes of
diarrhea;

(9) to assess effect of the CDD program on diarrhea morbidity
and mortality.

16. A number of training priorities.were also identifled including
development of information dissemination mechanism like the TDR Newsletter.

17. TAG II accepted UNDP's suggested wording on management/finance and
"recommended that the DDC Programme be placed under review and for funding
and other support through existing mechanisms dealing with extrabudgetary
activities established for this purpose by WHO. This recommendation is made
with the understanding that the DDC Progamme would retain its own identity
and managenment."

18. TAG II requested more frequent meetings during the MTP (i.e., twice
yearly); scheduling of some meetings in developing countries; phasing of
mfetings with members' availability to participate; phasing meetings with
reviews by funding agencies; and active member involvement with events that
influence the direction of the CDD.

Implications to the Bank

19. The Bank had not been advised that the TAG II terms of reference
were specific to determining the CDD/MTP, which was built on country/regional
defined needs and included the full scope of CDD activities. TAG II discus-
sions and outcomes therefore go beyond that of the WHO/UNDP/Bank collaboration
for VDD.

20. TAG II did 1little to establish order in the priorities it recommended
for the MTP. Part of the responsibility for this outcome rests with the CDD
Secretariat which did not successfully provide TAG II with an holistic frame-
work that linked what appear to be three major components in CDD: (a) primary
prevention through basic research in VDD and epidemiology; (b) primary
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prevention through improved social behavioral and environmental changes (e.g.,
integrated health care delivery systems; breast-feeding, water/sanitation
practices; available clean water and sanitary facilitieg; and (c) secondary
and tertiary prevention through oral rehydration therapy.

21. Delays in implementing VDD are related to the need for the CDD
Secretariat to secure TAG II approval on the organization/management recommen-
dations for VDD and its priority among other CDD activities. VDD staff were
needed to prepare the total CDD preparation, thus diluting attention to VDD
per se. It is now nine months since UNDP approved VDD funding, yet the
technical/administative staffing remain unclear and budget needs are not
defined. UNDP does not appear overly concerned about the delay and appears

to believe that if the CDD is presented to the JCB, the JCB itself will
establish priorities for support among CDD components. UNDP's recommendation
that the CDD be presented to the JCB will require a more well-developed organi-
zational scheme than is now available and clarification of the Bank's role
will be sought.

22, The Bank's role identified to the TAG II was as collaborator with
UNDP/WHO in developing the VDD component, consistent with the Bank's interest
in a major primary preventive thrust in CDD. The Bank identified as a major
goal in its new health lending program, the strengthening of health infra-
structrues for implementing national primary health care systems. Oral
rehydration therapy may become available for delivery through PHC via the
Bank's basic health services package of essential drugs.

23, Because of the multiple strategies for CDD, in clarifying its role
with WHO and UNDP, the Bank should consider the following issues:

(1) didentifying more clearly the specific interest(s) and internal
mechanisms the Bank may provide for global basic research and
for country-level delivery and operational research;

(11) determining with the cosponsors how best to present VDD and
' other CDD strategies for donor support;

(1ii) assisting the CDD Secretariat in developing budget, manage-
ment and organizational systems, perhaps through recommenda-
tions to Dr. Mahler on seconding several man-months of TDR
input; if TDR staff time were available; or hiring of a
management consultant on recommendation by the TDR Standing
Committee.

cc: Dr, John R. Evans, PHN
Attachments

AFonaroff:va
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K. Kanagaratnam
January 26, 1981

Anticipated Time Use Related to Global Programs

United Nations

Including UN Secretariat, Pop. Commission, UNFPA, UN Economic
Commission (esp. Asia) and other UN Agencies (excl. WHO) .

4 weeks

World Health Organization

Human Reproduction Program, Service Research Group and Family
Health Programs.

3 weeks

Bilateral Foundatioms, NGO's, incl. Population Council, Ford,
IPPF, and special groups ICOMP etc.

4 weeks
Professional Institutions, Academic Centers. etc.
3 weeks
Total 14 weeks
Divided between office —— 7 weeks

field and)
travel ) —— 7 weeks



e eave LECHZOLSI llas peen vigadllzed CO manage the
scientific network and financial resources, and Bank participation provides

mechamts=—couldperform—the vital services of strengthenih% zanage-ent and
£
\

attracting and sustaining the confidence and cor—itment of |other donors. i

Tl .
11. The health research program§/selected for Bank support weuld—te—those
~that ainsto control diseases which significantly impede econczic ané social
progress in a large number of developing countries,2nd which do not now receive
adequate attention from the scientific community. The Bank S.Kould stress efforts
to accelerate the discovery of simple, cost-effective interventicns for use in
«a¥i€ primary health care programs now being considered for its financing

in many developing countries.
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March 5, 1981

Mr. Baum:

Subject: Bank Participation in TDR

I attach a draft memorandum which
will be the basis for your discussion
with Dr. Evans tomorrow morning. P&B
(Vergin) have participated in drafting
the memorandum, dut have not yet obtained
Mr. Qureshi's clearance due to his ab-
sence from Washington. I understand that
Mr. McNamara has not yet discussed this
matter with Mr. Qureshi. A Board memo-
randum is being prepared on the basis of
the one which was drafted in 1980, but
not sent to the Board.

John D. North

Attachment

cc: Dr. Evans ‘/



DRAFT
March 2, 1981
JREvans:plo
TO: Mr. Robert S. lMcNamara

FROM: Warren C. Daunm

SUBJECT: Dank Participation in the Program for Research and Traiming
in Tronical Diseases

1. The health of the poor in developing countries will be improved bolh
by the general process of social and economic development anc through providing
basie health services. Since development is slow, particularly in the
poorest countries, and its benefits unequally distributed, there is reason

to address health status directly throuzh measures to control cormonly
occuring diseases. This requires first}the establishment of a system to
bring currently available technology to those who do not have access to
health services and secondly, the development of safer ardd less
expensive ways to prevent or treat comﬁon disabling diseases such as malaria,
schistosomiasis, onchocerciasis, tryponosomiasis and leprosy which have been
neglected by the scilentific community as well as the pharmaceutical industry.
Recent scientific advances in immmology and molecular biology offer powerful
new tools to be applied to the diseases of the developing world if the

" attention of the research cormmity can be attracted.

e 19 Discovery of a new drug or vaccine and the steps leading to its
ultimate ﬁsa invqlve- different scientific groups in

i+ a sequence of time-consuming activities before ~distribution
for general use: laboratory discovery; animal trial testing to confirm such
factors as safety and efficacy; clinical trial in humans: research to achieve
product stabllity, predictable potency and.low-cost production methods. Two

things could shorten this process by several years: (a) organization,
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coordination and manapement of a netvork of scientific crouns whose individunl
projects are linked in successive stages to a goal-oriented plan;: and (b)

the regular, timely and assured provision of necessary financial support.
Success depends on maintaining the commitment of scieatists and the supvort

of donors over 17-15 years.

3. The Special Program for Research and Training in Tropical Diseases

(TDR), cosponsored by UNDP, WO and the Bank 18 an example of a large-scale

health research effort directed to six disabling diseases which are endemic
in many developing countries. The program has made substantial proﬁresshﬁ
towards meeting its two principal objectives during the first four years

of operatioﬁf to develop and evaluate new methods to control these diseascs:
and to stféngthen the ability of those.countries to apply the relevant

technology. As a cosponsor of TDR, the Bank has participated actively in

its development but has not so far supported.it financially.

4. Bank involvement in this large-scale, mission-oriented health research
and training program has helped focus the atteﬁtion of the internatiomal
health and development community on the ratiaﬁal allocation and management of
scarce resources for developing appropriate biomedical and socio-economic
technologles to control disease problems which limit social and economic
progress. The TDR has excellent potential for developing products having
important implications for Bank lending, particularly through improved

vector control in water and irrigation projects and vaccines and drugs in
primary health care. In a broader context, reductilon of infectious diseases
and parasitic infestations will increase worker productivity, educability

of students, general health status and longevity. Furthermore, strengthening
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national research capability develops national self-reliance in coping with
disease control.
S The significance of full participation by the Bank in TDD far axcecds
proposed '
the value of theffinancilal contribution. Bank support is considered
important to sustain the commitment of other donors over the extended poriod
necessary to achileve the benefits of the program and to mobilize increascd
support from them arnd others as required by the evolution of the program,
for example, durinc the stage of field trials of new vaccines. The Bank s
economic perspective and multisectoral approach to development will contribute
to necessaryv progranm balance. Its independence of political interference

helps to ensure that expert, independent scientific advice is obtained and

used for scientific management decisions. Its reputation for careful analyses,

efficient organization and sound financial management lends credibility to
programs within the development community. As major development institutions,
the Bank and UNDP 1increase donor confidence ghat programs selected will be
governed by the need to accelerate social and economic progress in developing

countries.

6. Looking to the future, there will be other important opporunities

for health research;gimilar to TDR which the Bank may wish to cons:der
supporidng.A case in point is the global research program for Control of
Diarrhoeal Diseases now under cqnsideration by a conscrtium of donors.

At this time no clearing house for health research proposals exists in which

to assess priorities and evaluate competing claims for support from the donor
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community. Bank financial support for TDR would give it added leverage to
discuss with interested parties the establishment of a Joint Board for
Health Research with an ancillary organizational structure which could en-
sufe the proper screening, efficient administration and timely phase-out

of individual international health research and training programs. ES we

1 b~
see it Bank support for Tropical Disease Research should be contingent upon dLi“l
the establishment of such a structure.! The TDR program should come under
its jurisdiction.
7 o e
Ti In light of the above I recommend: , k0% ( 1
i .-[!:.‘_‘.1 )Hu_,a.dl Lt
1. that you approve an initial Bank financial contribution to TDR; éf]qadﬂf“ﬂwi
/ @y At
)‘, O AL ! et \ a1 r
2. that you make the Bank's continued support of TDR contingent | de 1
on- the effective operation-of{a Joint Board and ancillary or-
]
ganizational structuf&!so{as to ensure proper screeulng, effi- _
A, Tl 1o d O 'ai\ t
cient administration and timely phase-out of ] indixxdual inter-
f\
national health research and training programs; "

3. that our support be limited to 10% of the total donor pledges
in support of the TDR program. On this basis the Bank's annual
contribution might rise to about $3.0 million in 1984 if donor
pledges match the forecast of growth in program expenditures;

4, that you authorlze preparation of a Board paper seeking approval

v fotarporals .
up to) $2 million in FY81 (subject to the

of a
10% ceiling) out of the $118 million already approved for transfer

to IDA and the two other grant programs.
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A PROPOSAL FOR A WORLD BANK FINANCIAL CONTRIBUTION
TO THE WHO/UNDP/BANK SPECTIAL PROGRAMME

ON RESEARCH AND TRAINING IN TROPICAL DISFASES

Prepared by: Population, Health and Nutrition Department
Central Projects Staff
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I. Needs for Improved Technology in the Health Sector

4. The health status of the poor in developing countries may be improved
through both the general process of social and economic development and the pro-
vision of access to basic health services. Because development proceeds at a slow
rate and its benefits are inequitably distributed, the impact of the development
process per se on the health status of the poor is limited. The most immediate
impact will be through the control of commonly occurring diseases.
B To improve the health of the poor we must first, establish a system to
bring currently available technology to those who have no access to health ser-
vices, and, second, develop safer, simpler and less expensive measures to prevent
or treat serious common diseases such as malaria, schistosomiasis and onchocer-
ciasis.
6. The Bank is already tackling the first through its lending for health
care delivery, although there is a need for research on health services to improve
effectiveness and to develop measures of impact on heal;h zand economic producti-
e foCa 954
vity. To téckle the second problem, however, requires reoegnizing the world's
health science research community on the search for appropriate technologies to
control the major infectious and parésitic diseases of the developing world.
R Because of its experience in the operation and management of development
programs, the active participation of the Bank is considered important in gaining
the commitment and support of multilateral and bilateral donors as well developing
countries. Substantial longterm, financial support is required to stimulate pro-
mising lines of research in scientific laboratories throughout the world, to
coordinate the succeeding stages of experirental and clinical trial leading to
implementation, and to strengthen research capability in developing countries to
adapt technology and to implement programs.
8. Until recently, research on the major diseases endemic in developing

countries was neglected by the scientific community and the pharmaceutical industry.
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Investment in the search for drugs for tropical diseases ti2s been limited by

the high cost of drug development in relation to anticipated financial returms

4n developing countries. The overvhelming emphasis of biozmedicéal research has
been on cancer, cardiovascular disorders and the other major diseases of the
4ndustrialized world. The scientifdc terinigues in irmunology and molecular
biology developed in the couvrse of this r-=rarch offer powerful new tools to be
applied to the diseases of the developing world, if the attention of the research
community can be attracted.

9. Under the sponsorship of WHO, UNDP and the Bank, the scientific
community, donors and duvel pyperountrie: have launched or developed several
major goal-oriented health programs. The Jnchocerciasis Control Pregranm (oCcP)
ie an action-oriented regional program to control the black fly vector in the
Volta River watershed. OCP requires financial resources well beyond the means
of the countries affected and control techniques which must be applied acress
pational borders. The Special Programme for Research and Trairning in Tropical
Diseases (TDR) is

designed to produce simple, low-cost and effective vaccinres, drugs and
pesticides; to develop new methods for delivery of disease-control technology

and to strengthen research capabilities in countries where the diseases =v=
endenic. ‘
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12. The case for investing
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the use of currently available technology
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of death and disability. Over a billion

ntries suffer from the effects of tropical diseases.

jasis is more widespread as

a result of irrigation, hydroelectric power and other economic development acti-
vities. Present control technology is difficult, complex and costly. For

example, Bank projects in Upper and Middle

Egypt, Giza and hest Nubariya for

gchistosoziasis control reach only approximately cne-third of Egypt's populatien.
Between 1973-79, the total component cost was US$28.7:, of which Bank financing

totaled US$21.S5M. §5% of the investment W

as in molluscicices for vector

control, the remainder in chemotherapy. In the absence of z—ore cost-effective
alternative technologies, annual recurrent costs could azmount to approximately

US$18M.

13s .q Between 1971 and 1979, 43% of health component expenditures by the
Bank-were devoted to vector control, chiefly £or ralaria znd schistosoziasis.
This zmounted to US$145M, almost 58%Z of the total expencer’ for health components;
recurrent costs during this period were USS14M. These . are necessary, but interim

and costly steps for future techpology is nee

ded to prevent and treat vector borne

diseases more effectively. “Presently, where _ach diseases are endemic, human
productivity is reduced; ané during epidemics, entire workforces may be disabled.
The high risk of contracting malaria, schistosomiasis, trypanosoniasis an
onchocerciasis in Africa, Asia 2né the Amazon region of South i=merica dictates
population distribution 2nd patterns of human settlexzent. Ani=zl husbandry and
other economic ventures are similarly affected. In Africa aloze, the tsetse fly
(the trypanosomiasis vector) infests over- 10¥<géquare km of land which, if

cleared, could support a potential cattle population of 1235,

A\

14i Appropriate biomedical technology does exist to ccntrol nmeasles,

whooping cough, diptheria, teranus and poliozyelitis, Thease diseases, however,
continue to be major causes of mortality and morbidity in develeping countries
because the majority of the population lacks access to hezlth services. It is

estimated that only one-tenth of the 800,0
dmmunized. ; '

154 The implementaticn.of control me

00,000 children at risk have been

asures such as vaccines, drugs or

pesticides is dependent on effective systems of health services delivery. Oze’
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management and evaluation of health servic
efficiency.

arch is concerned with the develcprent,
es to improve their effectiveness and
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II. TDR: A Model for Coordinatine Denor Support

. -

16. The Special Programme for Research and Training Treopical Diseases
(TDR) 1s a health research progran to develop control ceasures for
8ix major tropical disecases and to strengthen research capability in the develep-
ing countries where the diseases are endemic. Supported jeintly by contributions
from multilateral and bilateral donors and from countries whose populations will
dircctly benefit from resuits, TDR is now in its fourth year uncder WHO/UNDP/Bank
cosponsorship. The Iinancial resources made available threouch the TDR, and the
research and administracive supports developed to manage this investzment, have
resulted in participation by leading scientists and institutions throughout the
vorld. Though still in its early stages, TDR is internationally regarded both

by sclentists and by donors and LDC governments as the major research opportu-
nity for developing new, improved and cost-effective controls for malaria,
echistosoniasis, filariasis (including onchocerciasis), trypanosomiasis, leprosy
and leishmaniasis. Each disease constitutes a major public health problem for
which there is no available control techmology which can be implemented at a cnst
affordable by developing countries or can be delivered dependably through the countrybs
primary health care system$,

17 TDR is organized as a network of research teams located in many
different countries. The large number of widely dispersed research activities
complicates rmanzgement of the progran but the network approach has been success-
ful in stizulating leading biomedical and health scientists to reorient their
research to the six tropical diseases. It has also strengthened research centers

in developing countries by linking them with established institutions in the
developed world. The lare number of technical and advisory ceommittees to guide
the program appears administratively cumbersome but the breadth of scientific
involvement has helped mobilize the interest of research workers. Other programs
for global health research are reviewing the applicability of the TDR structure
for their goal-oriented activities.

Manage-ent and Technical Advisorv Bodies

18. The technical and administrative structures for the organizaticn and
management of TDR are described in 2 Memorandum of Understanding signed by the
cosponsors and cooperating parties in 1978 WHO as Executing Agency,

provides the TDR secretariat responsible for cverall pregram manzcement and for
serving the advisory bodies. The Secretariat includes & Scientific Director,
Program ﬁanager and Staff Officers for each of the six disease sub-progracs.

-5
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Figure 1: TDR Management and Advisory Bodies
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The staff officers are responsible for the administration of research grants to
the project investigators according to a plan prepared by the advisory committee
(Scientific Working Group) for that sub-program.

19. The Joint Coordinating Board (JCB) which meets annually in Geneva is
responsible for the establishment of priorities for the scientific program, and
the approval of policies, budgets and appointments. The annual meeting also
gserves as a pledging session for financial contributions. The JCB is composed
of 30 members: 3 cosponsors; 12 representatives of governments selected by
donors; 12 representatives of governments selected by WHO Regional Committees to
represent countries where the six diseases occur; and 3 representatives of agen-
cies selected by the JCB itself because of their activities in tropical diseases
research and training.

20. The JCB is served by a Standing Committee composed of the three
cosponsors and by a Scientific and Technical Advisory Comnittee (STAC). The
Standing Cormittee meets three times each year to authorize actions by the
Secretariat between meetings of the JCB and to prepare recommendations for the
annual meeting of the JCB on the following matters:

P




1) priorities and budget

ii) appointments to the Secretariat and STAC;

11i4) fiscal and program management matters

iv) quinquennial reviews of the performance of
each sub-program.

o The senior technical advisory body, STAC, is a group
of 15-18 distinguished scientists appointed by the JCB on the recomrendation of
the Standing Committee. STAC guides scientific planning, assesses priorities;

and evaluates progress on an annual basis and arranges for wregular in-depth review
of each of the sub-programs.

22. In addition, each sub-program of TDR has an advisory body, the Scienti-
fic Working Group (SWG), which consists of senior scientists from the relevant
disciplines appointed for a three-year term by the TDR secretariat. There is
one SWG for each of the six diseases under investigation, four for areas that
pertain to all the diseases (biomedical research, vector biology control,
epidemiology,and social and economic research), and one on strengthening of
research institutions. Within the context of overall policy and priorities set
by the JCB, each SWG defines research objectives, devises a strategic plan to
achieve them and monitors and revises both the plan and its priorities on a
regular basis. The SWG arranges peer review groups to select proposals for
funding on the basis of scientific merit and relevance to the strategic plan.




23. A satisfactory administrative relationship has been established
between TDR and WHO. Technical, administrative and financial operations

of TDR are kept essentially separate from those of NHQy-anq’where they
interact, the interests of TDR have been effectively represented within

WHO by the Special Programme Coordinator whe holds the rank of Assistant
Director-General and serves as the WHO member of the Standing Committee.
Whilst WHO administrative procedures for recruitment have imposed some
delays on appointments, they have not seriously handicapped progress; on

the other hand there are advantages to the location of the TDR Secretariat
in the lead international agency for health. TDR staff have close contact
with the technical departments of WHO and benefit from the back-up of WHO
field staff for liaison with research scientists in developing countries and
for project site visits. In addition, through WHO, TDR has ready access

to the highly qualified technical specialists and health research institutions
of the international health science community.

Progress

24, TDR is meeting standards established by STAC and expectations of
the cosponsors and the JCB. Highly qualified scientists from leading insti-
tutions in the industrialized world have turned their attention from the
health problems of affluent societies to participate with researchers in
developing countries in research directed toward the six neglected diseases.
In addition, the US National Institutes of Health, the Rockefeller Foundation
and the Wellcome Trust have been stimulated to increase their annual appro-
priations to tropical diseases research, thereby accelerating and broadening

the scientific knowledge base for the control of tropical diseases.




235 Since the inception of TDR, 900 projects have been funded in 78
countries. In 1980, almeost half ot these projects represented new efforts,
demonstrating the rapid rate of program development. More significant,
however, is that while the program is now only in its third year, new tech-
nology has been developed for five of the six diseases under investigation.
There are promising leads for vaccines against malaria and leprosy; improved
drug therapy for schistosomiasis; drug screening for more effective compounds
to treat onchocerciasis; and a more accurate diagnostic test for

trypanosomiasis.
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20 The resources to produce these results would not have been
available without the TDR stimulus. Though complex, the administration and
management of the global network appears to be working well. The WHO
Advisory Committee on Medical Research has cited the achievements of TDR as
an example of outstanding research management; it has also commended the
bélance between activities in basic research and those in the strengthening
of research institutions. It regards TDR as a model for other WHO
extrabudgetary efforts.

27 Donor response confirms these assessments. TDR financial
resources have grown from about US$3.2M in 1976 to cver US$20.0M in CY80.
TDR is being supported by two of its three cosponsors, one development bank,

1/

three foundations and 18 bilateral donors including four LDCs.= VWhile
financial contributions from developing ccuntries are modest, they indicate
the importance attributed to TDR's objectives. The JCB approved a CY81
budget at US$30.0M. The program is entering the more costly stages of
clinical trial and evaluation of new discoveries, and substantial increases
in funds will be required to briné new technology to affected populations.

The Secretariat and cosponsors have encouraged current dcnors to increase

their contributions, and are seeking new funding sources.

1/ See Attachment 1
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Role of the Bank

28. The Bank was invited to cosponsor TDR in order to increase donor
confidence that the program would be properly managed and administered. The

Bank was also asked to establish and provide fiscal management of a Tropical

Diseases Research Fund in which most of the TDR contributions are depcsited.;j

29. The Bank also influences program management through participation
in the Standing Committee and the JCB. It initiated a proposal for internal
audit of projects and analyzed cash flow issues. It maintains close and

constant contact with its cosponsors and with the TDR Secretariat.

;/ Some governments are unable for political reasons to contribute funds
through the Bank and therefore WHO also administers a trust fund to
receive these funds. However, over 807 of CY80 contributions were
deposited to the Bank-administered fund.
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30. The Bank accepted cosponsorship because the potential contri-
butions of the program are central to the Bank's overall objectives. Some
major donors were reluctant to participate unless the Bank became fiscal
agent. The Bank conditioned its participation on the acceptance of the
recommendations for strengthening research management and clarifying admini-
etratiﬁe relationships between TDR and WHO. The arrangements for technical
and administrative structures were subsequently accepted by WHO and are
incorporated in the Memorandum of Understanding between cooperating parties.
31, From the im:;rzxgétyf TDR, there have been proposals through JCB
that the Bank should also rontribute financially. -Whitst in principle the
St '
Bank has always been prepared to consider this,dﬁt has not so far agreed to
donate and it has not until now been felt appropriate to formulate a firm ,
proposal for Board consideration. The Bank's fgilure to contribute
not been prompted by any lack of confidence in TDR. Indeed, the program
has already made important contributions and its potential to accelerate the
development of siﬁpler, more effecfive methods of controlling the six

diseases remains great.

32. Even though the Bank not contributﬂggi cosponsors and

other donors have insisted that it continue its role as cosponsor

and administrator of the funds. It is increasingly difficult to
Finet

remain in this role as a non-contributor. &ixsedfy fhe financial

needs of the program are increasing with its movement into the

application phase of new discoveries;

and the Bank's financial commitment is required‘to sustain te donors ’
support at a time when competing priorities for scarce resources exist.
Sccond, the Bank's position will be strengthened in its management role
by adding = fZzcncial contribution to its cosppnsorship. Now is

the time £o£ the Bank to demonstrate its support for TDR in a con-

crete and timely manner by contributing financially. This will

undoubtedly serve as a stimulus to other concerned agencies and governments.

(ol = PSR
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Implications for Future Health Research Programs

34, It can be expected that there will be other important research
opportunities that may warrant Bank consideration of support along the
linés of TDR. A specific case in point is the global research program
for Control of DiarrhoealDiseases now under consideration by a consort-
jum of donors./The Bank may wish to establish with other agencies a

broader framework within which to consider specific programs that would

appropriate
insure/establishment of priorities and scarce resource allocation among

these and other such programs. -The_TDR-would—fit—logically—within-sucir
a-frameworke. The Bank would of course expect to take an active part
in this.

Advantages of Bank Financial Participation

sl f
-

Comim i TN T
st _ The Bank's support is considered important to sustain the current '
dowsFs Sl gz o - (5 Yeal J [1.'<‘_ X s prog ew and &
support of other donors and to encourage increased support from them and

[l ]

others as required by the evolution of the program. Its involvement kv hegaicied
) A

assures the proper management of those funds. As major development insti-
tutions, the Bank and UNDP increase donor confidence that criteria for
program selection will accelerate social and economic progress in developing
countrieé to the greatest extent possible.

35, The Bank's involvement in TDR strengthens the system's potential

in several important ways:

A i M o it S e

e

o e e o



o T e

el
1;51 In participating financially in TDR, the Bank should recognize
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that it is embarking on a long-term effort implying support., The level of
A

support would be determined annually, with funds allocated from the Bank's

annual net income and on approval of the Bank's Executive Directors. This
outlay would:
1) reinforce the ?-nk's efforts to meet basic needs of
the pooresi populations of the developing world through
the development of new and appropriate technoiogy and
increased national cépability to provide cost-effective
health services; o /4
1i) reinforce the Bank's collaborative effort with WHO,
UNDP and other UN agencies, bilateral donors and the
developing countries toward integrating health activities
more closely into overall development activities as a
means of accelerating social and economic progress in

the developing world,
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VORLD Bate IHTERUATIONAL FIRATKE CORPORATION ?1LL
OFFICE MEMORANDUM |
Mr. Robert S. McNamara DATE September 12, 1980

Ernest Sternuﬁiéi€f) b"

Bank Participation in Internmational Health Research Programs

The question of Bank financial support for international health
research programs was put to the Finance Committee in May this year on the
basis of the attached CPS proposal. At that time, you, Mr. Qureshi and I
agreed to defer a decision pending a review of criteria for Bank support
of such programs to be prepared by PAB. In the light of discussions since
then I believe it appropriate to reconsider our position essentially because
of three factors:

1. The Bank became a co-sponsor when the first of the
international health research programs, the Program
for Regearch and Training in Tropical Diseases (TDR)
was established. Although we stated that this did not
imply any commitment to a financial, contribution it is
clear, in retrospect, that this is not (and was not at
the outset) a viable position. We cannot co-sponsor
a program and refuse to participate in financing what
we endorse as a high priority, technically sound opera-
tion. Our choice was, and is, to co-sponsor and to
{inance or to withdraw.

2. While we have been concerned about the proliferation of

such requests for financing, and how we can deal with

them in the absence of criteria, the financial support

for international health research presents a special

case: we are establishing a management structure which

will serve as a clearing house for international health _
research and training programs and which will be our

best insurance against future, uncoordinated request (
for Bank financial support in this important field of

research. For the moment we can therefore reasonably

argue that we will not finance any new activity until

we have agreed general criteria except those where we

are already actively engaged in the management of the

entire international program. Moreover, no additional

requests outside the health area are on the horizon.

3. I have discussed this matter at length with Dr. Evans
vho feels strongly that Bank failure to contribute
would put the Bank as well as him personally in a very
awkward position with WHO and the health community con-
cerned about development, at a time when we need to rely
increasingly on both tc get our health program off the
ground. He notes that he will be expected to present
the Bank's position at the upcoming meeting of the Joint
Coordinating Board on Decewber 10, 1980.



Mr. Robert S. McNamara o September 12, 1980

In light of these factors I recommend:

1. that you approve Bank financial support for TDR and for
other high priority international health research and
training programs such as Control of Diarrheal Diseases
(CDD) and Health Services Research (HSR) which are cur-
rently being considered for ccordination and management
by a joint coordinating board for health research;

2. that you make our continued support of TDR and other
priority health research and training programs contin-
gent on the effective operation of a Joint Board and
ancillary organizational structure so as to ensure
proper screening, efficient administration and timely
phase-out of individual international health research
and trainipg programs;

3. that our support be limited to 10%Z of the respective
program budgets; .

4, that you authorize preparation of a Board paper seeking
approval of a contribution of up to $3 million in FY81
(subject to the 10% ceiling) out of the $118 million
already approved for transfer to IDA and the two other
grant programs.

Mr. Qureshi concurs.

Attachment

cc:  Mr. Qureshi
Mr. Gabriel
Dr. Evans

ES/HV:ome
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Mr. Warrem C. Baum, Vice President, CPS _ September 23, 1980
Ernest Stern, Senior Viece President, Operations

Financing of the Tropical Disease Research Program .

The Finance Committee, in its meeting of September 23, considered
the proposal for financing of the tropical disease research
program. The Committee did not endorse the recommendation that

we seek Board approval for a Bank finaneial econtribution to TDR, or
to a general body designed to screen, approve and supervise health
research programs.

It was decided that WHO should be informed as follows:
- The World Bank does not normally finance research programs.
It has made only two exceptions—-the CGIAR and the

Onchocerciasis Program. It does not foresee at this time
any possibility of making further exceptions.

ce: Mr. McNamara
Dr. Evans

EStern:dpw



JRE: 1Is this to be a letter or a memo? I think should be a memo.,

cc Stern and Baum?? JREvans/rmf
DRAFT

9/29/80
Mr. McNamara:

Warren Baum has advised me of the decision not to recommend financial
support for the program for Research and Training in Tropical Diseases
and the international framework for research on top priority health
problems.

The credibility of the Bank's entry into the health field will be
seriously weakened by this decision. These global research and develop-
ment programs are perhaps the most important opportunity for shared
responsibility among the donor community in the health field. #x This

wdecalice o
action together with the indicative level of 1% of overal]ilending/%g?Yq

the next five years suggests that the Bank does not attach VEery significant&.
#]W*M‘LW M)MMM‘ W o
Equally important is the view tha 11 involvement of the Bank i

in these programs will be of real conmsequence to their effective manage- //

il
-

_'_,_,_,-'-""
ment and to sustaining the interest of the donor community/ And-khese

. T
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putpe3es—a:e_wo;th-pursuing—stneehthe programs are an important wehiele hicud

for making available to the developing world simpler and more effective
measures to control the principal causes of morbidity and mortality.

I deeply regret that I have been unable to convince you of the importance
of full Bank support for these programs.

Yours sincerely,
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A PROPOSAL FOR WORLD BANK PARTICIPATION IN

INTERNATIONAL HEALTH RESEARCH PROGRAMS

Summary

1. This paper recommends that the World Bank participate in the organiza-
tion and funding of research programs designed to achieve two principal
objectives: first, to develop and evaluate new methods to control major health
problems which are widespread in developing countries; and second, to strengthen
capabilities in these countries to adapt technology and implement programs to
alleviate the problems.

2. The Special Programme for Research and Training in Tropical Diseases
(TDR), cosponsored by UNDP, WHO and the Bank is an example of a large-scale
health research effort directed to six disabling diseases which are endemic in
many developing countries. The program has made substantial progress towards
both objectives during the first three years of operation. The Bank is a
cosponsor of TDR and has participated actively in its development. It is now
recommended that the Bank initiate financial support of the TDR in CY80 with a
contribution of US$2.0M, which is 10% of the anticipated donor support of the
approved CY80 budget.

3. A second large-scale health research program, the Control of Diarrheal
Diseases (CDD), is in an advanced stage of preparation through UNDP/WHO/Bank
collaboration. Financial and management support from the Bank will be called
for in CY81, and it is recommended that the Bank provide this support if the
program continues to develop as now foreseen.

4., CDD could be incorporated into the existing management structure of
TDR. Looking to the future, however, there is need for an umbrella mechanism
under which TDR, CDD and other large-scale health research programs could be
managed. This broader framework could also provide a useful forum in which to
evaluate competing claims for health research support and to assess priorities.
The Bank should therefore discuss with interested parties the establishment of
& Joint Coordinating Board for Health Research responsible for a portfolio of
global health research programs and comsider bringing it into operation at the
time CDD is added.

S5 Bank participation in large-scale, mission-oriented health research
programs directed to the control of disease and more effertive methods of
providing health services will contribute to the development of cost-effective
primary health care for underserved populations in the developing world. The
mechanism proposed will focus the attention of the international health and
development community on the rational allocation and management of scarce
resources to address health problems which limit social and economic progress.



I. Needs for Improved Technology in the Health Sector

6. The health status of the poor in developing countries may be improved
through both the general process of social and economic development and the
provision of basic health services. Because development proceeds at a slow

rate and its benefits are inequitably distributed, the impact of the development
process per se on the health status of the poor is limited. Health improvements
may be accelerated through access to basic health services that control commonly
occurring diseases.

7. * Two obstacles must be overcome in order to achieve direct improvements
in health. First, a system must be established to bring currently available
technology to those who have no access to health services. Second, safe,

simple and inexpensive measures must be developed to prevent or treat serious
common diseases such as malaria, schistosomiasis and onchocerciasis, for which
current tools are inadequate.

8. The Bank has initiated activities to eliminate the first obstacle by
establishing direct lending to countries for health care delivery. However,
there is a critical need for research on health services to accelerate innova-
tion, improve their effectiveness and to measure the operational impact on
health status and economic productivity. Overcoming the second obstacle
requires mobilization of the world's health science research community to focus
attention on the major infectious and parasitic diseases of the developing
world in order to discover appropriate technologies for their control.

9. Because of its experience in the operation and management of develop-
ment programs, the active participation of the Bank is considered important in
gaining the commitment and support of multilateral and bilateral donors as well
as developing countries. Support on a considerable scale and over an extended
period is required to stimulate promising lines of research in scientific
laboratories throughout the world, to coordinate the succeeding stages of
experimental and clinical trial leading to implementation, and to strengthen
research capability in developing countries to adapt technology and to implement
programs.,

10. Research on the major diseases endemic in developing countries has so
far been neglected by the scientific community and the pharmaceutical industry.
Investment in the search for drugs for tropical diseases has been limited by

the high cost of drug development in relation to anticipated financial returns

in developing countries. The overwhelming emphasis of biomedical research has
been on cancer, cardiovascular disorders and the other major diseases of the
industrialized world. The scientific techniques in itmunology and molecular
biology developed in the course of this research offer powerful new tools to be
applied to the diseases of the developing world, if the attention of the research
community can be focused in this direction.



11. Under the sponsorship of WHO, UNDP and the Bank, the scientific
community, donors and developing countries have launched or developed several
major goal-oriented health programs. The Onchocerciasis Control Program (OCP)
is an action-oriented regional program to control the black fly vector in the
Volta River watershed. OCP requires financial resources well beyond the means
of the countries affected and control techniques which must be applied across
national borders. The Special Programme for Research and Training in Tropical
Diseases (TDR) and the Diarrheal Diseases Control Programme (CDD) are research
efforts designed to produce simple, low-cost and effective vaccines, drugs and
pesticides; to develop new methods for delivery of disease-control technology

and to strengthen research capabilities in countries where the diseases are
endemic.

12. Discovery of a new drug or vaccine and the steps leading to its
ultimate use are normally carried out by different scientific groups and involve
a sequence of time-consuming activities: laboratory discovery; animal trial
testing to confirm such factors as safety and efficacy; research to achieve
product stability, predictable potency and low=-cost production methods; and
evaluation of cost-effective disease detection and delivery methods. Two
elements could shorten this process by several years: (a) organization, coordi-~
nation and management of a network of scientific groups whose individuzal projects
are linked in successive stages to a goal-oriented plan; and (b) the regular and
timely provision of necessary financial support. Success in any one program
depends on maintaining the commitment of scientists and the support of donors
over 10-15 years. An effective mechanism is needed to organize and manage the
scientific network and financial resources. Bank participation in such a
mechanism could perform the vital services of strengthening management and

attracting and sustaining the confidence and commitment of donors teo high
priority programs.

13. The health research programs selected for Bank support should be those
that aim to control diseases which significantly impede economic and social
progress in a large number of developing countries, and which do not now receive
adequate attention from the scientific community. The Bank should stress efforts
to accelerate the discovery of simple, cost-effective interventions for use in
the types of primary health care programs now being considered in many develop-
ing countries and which are the main focus of the Bank's health lending programs.
It should also emphasize health services research to improve the quality and
effectiveness of the health delivery systems.

14, The case for investments in health research is strong because of the
heavy burden of illness in developing countries and the expense incurred in

the use of currently available technology to control prevalent infectious and
parasitic diseases. Technology does not yet exist to control common causes of
death and disability such as diarrheal diseases, respiratory tract infections,
hepatitis and parasitic infestations. Over a billion people in the developing
countries suffer from poor health attributed to tropical diseases., Malaria,
once under control, is now in resurgence. Schistosomiasis is more widespread as



a result of irrigation, hydroelectric power and other economic development acti-
vities. Present control technology is difficult, complex and costly. For
example, Bank projects in Upper and Middle Egypt, Giza and West Nubariya for
schistosomiasis control reach only approximately one-third of Egypt's population.
Between 1973-79, the total component cost was US$28.7M, of which Bank financing
totaled US$21.9M. B85%Z of the investment was in molluscicides for vector
control, the remainder in chemotherapy. In the absence of more cost-effective

alternative technologies, annual recurrent costs could amount to approximately
US$18M.

154 Between 1971 and 1979, 437% of health component expenditures by the
Bank were devoted to vector control, chiefly for malaria and schistosomiasis.
This amounted to US$145M, almost 58% of the total expended for health components;
recurrent costs during this period were US$14M. These are necessary, but
interim steps awaiting future technology that will more effectively prevent and
treat vector borne diseases. Presently, where such diseases are endemic, human
productivity is reduced; and during epidemics, entire workforces may be disabled.
The high risk of contracting malaria, schistosomiasis, trypanosomiasis and
onchocerciasis in Africa, Asia and the Amazon region of South America affects
population distribution and patterns of human settlement. Animal husbandry and
other economic ventures are similarly affected. In Africa alone, the tsetse fly
(the trypanosomiasis vector) infests over 10M square km of land which, if
cleared, could support a potential cattle population of 125M. )

16. Appropriate biomedical technology does exist to control measles,
whooping cough, diptheria, tetanus and poliomyelitis., These diseases, however,
continue to be major causes of mortality and morbidity in developing countries
because the majority of the population lacks access to health services. It is
estimated that only one-tenth of the 800,000,000 children at risk have been
dmmunized.

17. The implementation of control measures such as vaceines, drugs or
pesticides is dependent on effective systems of health services delivery. One
of the most important areas of health research is concerned with the development,
management and evaluation of health services to improve their effectiveness and
efficiency. Strengthening of the capability for health services research is
required in all developing countries.

II. TDR: A Model for Coordinating Donor Support

18. The Special Programme for Research and Training in Tropical Diseases
(TDR) is a goal-oriented health research program to develop control measures for
s8ix major tropical diseases and to strengthen research capability in the develop-
ing countries where the diseases are endemic. Supported jointly by contributions
from multilateral and bilateral donors, and countries whose populations will
directly benefit from results, TDR is now in its third year under WHO/UNDP/Bank
cosponsorship. The financial resources made available through the TDR, and the
research and administrative supports developed to manage this investment, have
resulted in participation by leading scientists and institutions throughout the
world. Though still in its early stages, TDR is internationally regarded both



by scientists, and by donors and LDC governments as the major research opportu-
nity for developing new, improved and cost-effective controls for malaria,
schistosomiasis, filariasis (including onchocerciasis), trypanosomiasis, leprosy
and leishmaniasis. Each disease constitutes a major public health problem for
which there is no available control technology which can be implemented at a cost
affordable by developing countries and which is simple enough to be delivered
through the country's primary health care system.

19. TDR is organized as a network of research teams located in many
different countries. The large number of widely dispersed research activities
complicates management of the program but the network approach has been success-
ful in stimulating leading biomedical and health scientists to reorient their
research to the six tropical diseases. It has also strengthened research centers
in developing countries by linkages with established institutions in the
developed world. The large number of technical and advisory committees to guide
the program appears administratively cumbersome but the breadth of scientific
participation has been an asset in mobilizing the interest of research workers

in the program and in achieving quality control.

Management and Technical Advisory Bodies

20. The technical and administrative structures for the organization and
management of TDR are described in a Memorandum of Understanding signed by the
cosponsors and cooperating parties in 1978 (Fig. 1). WHO as Executing Agency,
provides the TDR secretariat responsible for overall program management and for
serving the advisory bodies. The Secretariat includes a Scientific Director,
Program Manager and Staff Officers for each of the six disease sub-programs.

Figure 1: 'TDR Management and Advisory Bodies

Management Advieory

Joint Coordinating
Board Scientific and Tech-
(cosponsora, donors, nical Advisory
Committee
developing countries Sani
Committee

(cosp ors)

Secretariat
(Ceneva)
Scientific Working
Staff Officers L Croups
(one for each sub- ¢ T
program) progran

Project Investigatore




The staff officers are responsible for the administration of research grants to
the project investigators according to a plan prepared by the advisory committee
(Scientific Working Group) for that sub-program.

21. The Joint Coordinating Board (JCB) which meets annually in Geneva is
responsible for the establishment of priorities for the scientific program, and
the approval of policies, budgets and appointments. The annual meeting also
serves as a pledging session for financial contributions. The JCB is composed
of 30 members: 3 cosponsors; 12 representatives of governments selected by
donors; 12 representatives of governments selected by WHO Regional Committees to
represent countries where the six diseases occur; and 3 representatives of agen-
cies selected by the JCB itself because of their activities in tropical diseases
research and training.

22, The JCB is served by a Standing Committee composed of the three
cosponsors and by a Scientific and Technical Advisory Committee (STAC). The
Standing Committee meets three times each year to authorize actions by the
Secretariat between meetings of the JCB and to prepare recommendations for the
annual meeting of the JCB on the following matters:

i) priorities and budget based on substantive program review and
advice by STAC;

ii) appointments to the Secretariat and STAC;

1i1) fiscal and program management matters such as cash flow/liquidity,
internal audit and allocation of staff resources;

iv) terms of reference for quinquennial reviews of the performance of
each sub-program.

23, The senior technical advisory body, STAC, is a multidisciplinary group
of 15-18 distinguished scientists appointed by the JCB on the recommendation of
the Standing Committee. STAC guides scientific planning, assesses priorities;

and evaluates progress on an annual basis and arranges for regular in-depth review
of each of the sub-programs. Three reviews have already been completed and the
total scientific program will be evaluated at five-year intervals.

24, - In addition, each sub-program of TDR has an advisory body, the Scienti-
fic Working Group (SWG), which consists of senior scientists from the relevant
disciplines appointed for a three-year term by the TDR secretariat. There is
one SWG for each of the six diseases under investigation, four for areas that
pertain to all the diseases (biomedical research, vector biology control,
epidemiology and social and economic research), and one on strengthening of
research institutions. Within the context of overall policy and priorities set
by the JCB, each SWG defines research objectives, devises a strategic plan to
achieve them and monitors and revises both the plan and its priorities on a
regular basis. The SWG arranges peer review groups to select proposals for
funding on the basis of scientific merit and relevance to the strategic plan.
SWG members may participate in project site visits and through their broad



scientific contacts stimulate interest in research among investigators in
developing countries.

25. A satisfactory administrative relationship between TDR and WHO has
been established. Technical, administrative and financial operations of TDR
are handled separately from those of WHO for most matters. Where interaction
does exist, the interests of TDR have been effectively represented in the
senior decision-making bodies of WHO by the Special Prograrmme Coordinator who
holds the rank of Assistant Director-General and serves as the WHO member of
the Standing Committee. Some difficulties have arisen between WHO departments
and TDR staff where departments have pressed to establish different priorities
for a TDR sub-program. There has also been lack of clear definition in what
circumstances TDR funds can be used by WHO back-up staff, as in the case of
attending scientific meetings related to the six diseases. TDR/WHO staff
relations are now under review by TDR senior management. Finally, WHO
adwministrative procedures for recruitment have imposed some delays on appoint-
ments. These do not appear to have handicapped progress, but do impose extra
workloads on staff and can delay funding of projects. On the other hand there
are advantages to the location of the TDR Secretariat in the lead international
agency for health. TDR staff have close contact with the technical departments
of WHO and benefit from the back-up of WHO field staff for liaison with
research scientists in developing countries and for project site visits. In
addition, through WHO, TDR has ready access to the highly qualified technical
specialists of the international health science community and to the health
research institutions of WHO member countries.

Progress

26, TDR is meeting standards established by STAC and expectations of the
cosponsors and the JCB. Approximately half of TDR resources are spent in
developing countries on research, training of personnel and strengthening of
research institutions. The scope of activity includes not only biomedical, but
also environmental, epidemiologic, socio-economic and health services research.
Highly qualified scientists from leading institutions in the industrialized
world have turned their attention from the health problems of affluent societies
to participate in research directed toward the six neglected diseases. In
addition, the US National Institutes of Health, the Rockefeller Foundation and
the Wellcome Trust have been stimulated to increase their annual appropriations
to tropical diseases research, thereby accelerating and broadening the scienti-
fic knowledge base for the control of tropical diseases.'*

27. Since the inception of TDR, 600 projects have been funded in 66 countries.
In 1979, almost half of these projects represented new efforts, demonstrating the
rapid rate of program development. More significant, however, is that while the
program is now only in its third year, new technology has been developed for five

of the six diseases under investigation. There are extremely promising leads for
vaccines against malaria and leprosy; improved drug therapy for schistosomiasis;
drug screening for more effective compounds to treat onchocerciasis; and a more
accurate diagnostic test for detecting and treating trypanosomiasis.



28, It is unlikely that necessary resources to produce these results would
have been available without the TDR stimuli. Though complex, the administratiom
and management of the global network appears to be working well. The WHO
Advisory Committee on Medical Research has cited the progressive scientific
achievements of TDR as an example of outstanding research management; it has
also commended the balance between activities in basic research and those in the
strengthening of research institutions. It regards TDR as a model for other
WHO extrabudgetary efforts.

29. Donor response confirms these assessments. TDR financial resources
have grown from about US$3.2M in 1976 to over US$20.0M in CY80. TDR is being
supported by two of its three cosponsors, one development bank, three founda-
tions and 18 bilateral donors including four LDCs. 1/ While financial contribu-
tions from developing countries are modest, allocation of their scarce resources
to TDR is indicative of the value attributed to potential gains. The JCB

approved a CY80 budget at US$26.6M. Recognizing that donors will be approached

to support activities in addition to TDR, concern is being expressed about sus-
taining the level of support required as the program enters the expensive stages
of clinical trial and evaluation of new discoveries. The JCB recognized that
substantial increases in funds will be required to bring new technology to affected
populations. It responded favorably to the Standing Committee's suggestion that a
five year budget forecast would be desirable for planning purposes.

Role of the Bank

30. The Bank was invited to become a cosponsor in order to increase donor
confidence in effective program management and administration. The Bank was also
asked to establish and provide fiscal management of a Tropical Diseases Research
Fund in which most of the TDR contributions are deposited. 2

31. The Bank also influences program management through participation in
the Standing Committee and the JCB. It initiated a proposal for internal audit
of projects and analyzed liquidity issues affecting cash flow. The Bank's
representative to thse bodies exercises independent judgements through staff
assistance of a Public Health Officer responsible for (a) liaison with pertinent
Bank departments, cosponsors and cooperating parties; (b) review and analysis

of program documentation; (c) representation of UNDP/Bank cosponsorship as an
observer to the STAC annual program review, and (d) preparation of documents
relating to the Bank's managerial role.

1/ See Attachment 1

2! Some governments are unable for political reasons to contribute funds through
the Bank and therefore WHO also administers a trust fund to receive these

funds. However, over 65% of 1979 contributions were deposited to the Bank-
administered fund.



32, The Bank accepted cosponsorship because the potential contributions of
the program are central to the Bank's overall objectives. Some major donors
were reluctant to participate unless the Bank became fiscal agent. The Bank
conditioned its participation on the acceptance of the recommendations for
strengthening research management and clarifying administrative relationships
between TDR and WHO. The arrangements for technical and administrative
structures were subsequently accepted by WHO and are incorporated in the Memoran-
dum of Understanding between cooperating parties.

33. - The Bank has been twice requested to make a financial contribution

to the TDR. The first request was made by the JCB in 1978 and was

deferred pending review of Bank policy on allocation from the Bank's net annual
income. At its 1979 meeting, the JCB repeated its request. In view of TDR
progress, the Bank should now provide financial support to the program. TDR
potential is high for delivery of products which have important implications for
Bank lending, particularly through improved vector control in water and irriga-
tion projects and for vaccines and drugs in primary health care. In a broader
context, reduction of infectious diseases and parasitic infestations will
increase worker productivity, educability of students, general health status
and longevity. Future progress of TDR could be impeded if the Bank does not
provide financial support. Several major donors will interpret lack of Bank
support as indicating doubts on TDR potential to meet its goals and this could
seriously erode the amount of financial resources for TDR. Conversely, more
active Bank involvement will make it possible to effectuate further improvements
in administrative mechanisms as the program evolves.

34. It is recommended that the Bank's financial contribution be fixed at
10% of the projected budget support of all TDR donors. On this basis, the
Bank's contribution would be approximately US$2.0M in CY80 and can be expected
to approximate USS$3.5M per annum in CY80 dollars at periods of maximum expendi-
ture. Continuation of the Bank's annual support would be reviewed each year on
the basis of the program's technical achievements and prospects for future
development.

II1I. Recommendations for Establishing a Joint Coordinating Board for
Health Research (JCBHR)

35. The Joint Coordinating Board for TDR was established as a forum to
enable donors to adopt a programmatic approach to the control of six major
diseases rather than supporting isolated health researcH projects. The mechanism
seens to be working sufficiently well to consider its application to other
priority programs. Sine the Bank was instrumental in formulating the management
structure of TDR, it will be approached in the launching of similar large-scale
health research programs.

36. The second program would be the WHO expanded effort for diarrheal
diseases control (CDD). Diarrheal diseases are the leading causes of death in
infancy and early childhood throughout the developing world. There are now
encouraging leads in the development of vaccines against two common bacterial



and viral causes of acute diarrhea, and in the use of simple oral rehydration
techniques which could reduce mortality by 30%Z. There have also been improve-
ments in educational methods of health promotion and disease prevention. WHO/
UNDP/Bank collaboration resulted in a five-year US$5M UNDP grant to WHO to
initiate a global research program for vaccine and drug development in 1979.
WHO is seeking continued UNDP/Bank collaboration and it is expected that the

BAnk will be asked to serve as cosponsor of CDD and to contribute financially
in CY81.

37 It has been suggested that the JCB for TDR also serve as the coordina-
ting authority for the organization, management and financing of CDD. This
would be feasible. Looking to the future, however, other large-scale health
research programs may be expected to emerge, for example, health services
research to improve the planning and management of the process of developing
health care. While CDD could be incorporated into the existing management
structure for TDR, it would be preferable to consider an umbrella mechanism
under which the TDR, CDD and other new health research programs might be
effectively managed. It is proposed, therefore, that the Bank explore with
interested parties the establishment of a Joint Coordinating Board for Health
Research responsible for an evolving portfolio of large-scale health programs,
with a view to bringing it into operation at the time CDD is added.

38. The purposes, composition and mode of operation of the JCBHR would
follow the model  established for the JCB of the TDR program. Its principal
functions would be to approve policies and programs, determine appropriate
levels of overall investment and allocate available resources to programs in
relation to priorities which it established. The JCBHR would be advised by omne
STAC with subcommittees of STAC for each of the component programs. SWGs

would advise on each sub-program. The staff directing each program would be
responsible to the JCBHR secretariat which could be strengthened to provide
more effective management and at the same time achieve some economies through
sharing of administrative and technical services.

39. The Bank as a cosponsor would serve on the JCBHR Executive Committee
with the same responsibilities as it has as a member of the TDR Standing
Committee. In order to discharge these responsibilities effectively and
exercise independent judgement on the functioning of the system, the Bank's
representation should be supported by a staff of two individuals experienced in
research management and the health sciences, who would prepare technical,
administrative and financial assessments of the programs for Bank use. The
Bank would also establish and administer a JCBHR Trust Fund 1/ for the pooling
of funds annually allocated to programs.

1/ This fund would dissolve and replace the TDR Trust Fund.
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40, The proposal that the Bank establish and cosponsor a JCBHR would imply
financial contributions for programs accepted in the system. However, through
membership in the JCB and the Executive Committee, the Bank could play an impor-
tant role in ensuring that only strong and suitable programs are accepted by the
JCBHR.

Advantages of Bank Participation

41, The Bank's presence is considered important to attract funds from donors
and to assure their proper management. As development institutions, the Bank
along with UNDP increase donor confidence that criteria for program selection are
directed toward disease control that will accelerate social and economic progress
in developing countries.

42, The Bank's involvement in the JCBHR would strengthen the system's
potential in several important ways:

i) the Bank is more independent of political interference than most
UN agencies and, therefore, is in a much stronger position to
ensure that expert, independent scientific advice is obtained and
used for scientific management decisions;

i1) the Bank's reputation for careful analysis, efficient organization
and sound financial management lends credibility to programs within
the development community;

1ii) the Bank's economic perspective and broad multisectoral approach
to development should reduce the danger of programs falling into
narrow compartments corresponding to the sector responsibility of
one technical agency;

iv) the Bank has the capacity to introduce new approaches and to adapt
them to changing circumstances, thus providing more effective and
flexible leadership than most UN agencies.

43, In participating in the JCBHR, the Bank should recognize that it is
embarking on a long-term effort requiring continual support. The level of
investment would be determined annually, with funds allocated from the Bank's
annual net income and on approval of the Bank's Executive Directors. The bene-
fits to be derived from this form of investment in the health sector would
include:

1) reinforcement of the Bank's activities in meeting basic needs of
the poorest populations of the developing world through support of
health research in currently neglected areas that would produce new
and appropriate technology critical to the success of Bank opera-
tional interventions to provide cost-effective health services;

11) reinforcement of the Bank active collaboration with WHO, UNDP and
other UN agencies, bilateral donors and the developing countries
toward integrating health activities more closely into overall
development activities as a means of accelerating social and eco-
nomic progress in the developing world.

JREvans/AFonaroff:va
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WORLD BANK / INTERNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

TO: Files DATE May 29, 1980

FROM: Arlene Fonaroff, PHN {/

SUBJECT: Request for Bank Financial Support of

of

International Health Research Programme (JCBHR)

1 The Finance Committee considered the JCBHR proposal at its May 20
meeting. It was decided that a decision could not be taken until a full set

of criteria were available for evaluating all proposals requesting research
support: The Weiss criteria were considered insufficient for the purpose,

and P&B will form a task force to prepare such criteria. Estimated completion
is late September or early October, but meeting this target date is questionable
because it conflicts with assignments related to the Bank's annual meeting

(week of September 29).

2, Because of the above action, the JCBHR proposal will not be included
in the paper on uses of Bank income scheduled for Board presentation July 29.
While the JCBHR proposal was considered to be more fully developed than other
research proposals considered by the Finance Committee, its review would have
benefited by having information on budget implications to the Bank. The
latter are contained in the May 23 memo from Mr. Baum to Mr. Gabriel.

3 P&B actions place time constraints on the Bank's position vis-a-vis
TDR. While the Bank's decision on a financial contribution to TDR will not be
presented officially until the December 10-11 meeting of the JCB, delay on
favorable action will likely affect response to Bank input on critical management
issues to be discussed at Standing Committee meetings of the TDR cosponsors
(June 19-20, October 6-7).

explore with management the possibility
4, We may wish to alert senior management to these time constraints, and to /
treating the JCBHR proposal in the characteristic Bank manner of appraising
specific items on their own merits. The Regional Vice Presidents have all
had the opportunity to review the JCBHR proposal circulated by Mr. Baum with
Mr. Stern's agreement. Mr. Gabriel has been provided with answers to the questions
presented to Mr. Baum on costs and effectiveness of administering TDR and the
budgetary implications of the proposed JCBHR. In light of extenuating circum-
stances related to time constraints described in para. 3, it might now be useful
to secure P&B's response to this information and to re-consider whether the pro-
posal could be reviewed by the Board in absence of the general criteria for
Bank financial support of research programs. This would not only expedite
the Bank's decision on this particular proposal, but also could suggest elements
for consideration in developing general criteria. It would be desirable to
consider a timetable that would enable a decision by the Board before the
Annual Meeting, perhaps in late August following the Board recess or in early
September.

cc: Dr. Evans, PHN

AFonaroff:tw



WORLD BANK / INTERNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

TO: K. Georg Gabriel, Director, P&B DATE May 23, 1980

FROM: Warren Baum, CPSVP

SUBJECT: Proposal for World Bank Participation in
: International Health Research Programs

1. The following information addresses the questions raised in your
May 1 Memorandum on costs and effectiveness of administering the Special
Programme for Research and Training in Tropical Diseases (TDR) and the
budgetary implications of the Bank's proposed role in management and
administration of international health research programs.

TDR Administration Costs

2. Administrative costs at WHO headquarters and regional offices
associated with operations of scientific, financial and administrative
bodies of the Secretariat, technical officers, and the scientific working
group structure are estimated at 187 of the total approved budget for 1980.
This includes personnel services, 117%; meetings, 3%Z; duty travel, 1%; and
information systems services, scientific and public information, administrative
support and common services, supplies and equipment at %, It ds difficult
to measure the level of administrative efficiency. The network approach has
been adopted as the most effective means of achieving the program's objec-
tives in scientific development and in strengthening research capabilities
in developing countries. The research management system for network activ-
ities is, however, complex and may be expected to involve relatively high
administrative costs.

3. WHO, not the Bank, is the Executing Agency for TDR. All admin-

jstrative expenses are shared pro rata by all donors. If the Bank made a

financial contribution to TDR, it would share administrative costs pro rata

with other donors. WHO makes a direct financial contribution to the pro-
gram; it has not charged overhead for its role as executive agency.

4, From the outset there has been an expectation on the part of
donors that the Bank, as a cosponsor, would perform a valuable service in
the administration and financial management of TDR. The Bank's position
with the donors had been weakened, however, because unlike the other co-
sponsors it has not provided financial support to the program. The Bank's
influence on the administrative efficiency of the program is needed and
would be welcomed by the donor community. However, exercising its influence
on program management will be much more difficult for the Bank if it does
not provide financial support. ; '

3. The proposed contribution to TDR is 10% of donor pledges to the
approved annual budget. This would be $2.0M in CY80, increasing to

about $3.5M at the peak level of expenditure when field trials and clinical
evaluations would be carried out, as indicated in para. 29 of the proposal.

e T AT A o g



K. Georg Gabriel, Director, BP8B - 2 = May 23, 1980

The approved TDR budget for the 1981-82 biennium calls for a 20% real growth
in operations. Donor contributions are expected to increase by 10%Z per
annum in real terms. The Bank's projected contributions for TDR over the
five year period 1980-1984 assumes annual (real) increments of 107 (Table 1).

6. In addition to TDR, the proposed JCBHR portfolio is expected to
include two additional programs within this period: Control of Diarrheal
Diseases (CDD), and Health Services Research (HSR). The rate of growth of
the CDD and HSR cannot be predicted with confidence at this early stage of
their development; a 10% real growth rate has been used in Table 1. The
five year projection of estimated contributions presented in the table is
calculated on 10% of total estimated donor contributions to approved annual
budgets and is expressed in 1980 dollars.

Table 1

Projected Bank Resources
for JCBHR Programs
= 5-Year
Program 1980 1981 1982 1983 1984 Total

TDR $2.0 M $2.2M $2.4 M $2.7M $2.9M $12.2 M
CDD —— 1-5 107 1.8 2.0 7.0

HSR — - — 1.0 ; I 4 1.2 .- 3.4

Total® $2.0M $3.7M $5.1 M $5.6 M $6.1 M $22.5M

b5 Bank Special Support Staff In addition to the proposed Bank
resources for JCBHR programs, the Bank should also expect to incur costs

to support the Bank's representation as cosponsor. Since 1978, the Bank

- has incurred one full-time staff position for this program, plus travel

and secretarial expenses. Adequate support would require two full-time

staff from FY82 onward, and about 12 consultants weeks each year, plus

travel and secretarial expenses. No provision in this estimate has been

made for promotion and fund raising. If the Bank assumed this responsibility,
it is estimated that 20 staff weeks would be required during the start-up
period and 10 staff weeks p.a. thereafter, based on OCP experience.

8, Table 2, presents estimated Bank resources for required staffing
CY80-84.



K. Georg Gabrilel, Director, P&B - 3 - May 23, 1980

Table 2

Bank Resources for JCBHR
Estimated Staffing Required

Estimated Staffing Requirements CY81 CY82 CY83 Cy84
Total Number Staff Positions = | i 5 2 2 2
Total Number Consultant Weeks 8 20 12 12
5-Year
Position CY80 CY81 CY82 CY83 CY84 Total*
Staff $91;000 $145,600 $320,320 $352,352 $387,587 $1,296,859
Consultant s 9,240 25,880 17,088 18,798 71,006

Total $91,000 $154,840 $346,200 $369,440 $406,385 $1,367,865

* Estimates are in 1980 dollars and on recommendations from P&B assume
a 127 inflationary rate inCY8l and 10% pva. for CY82-84.

ce: Evans/Fonaroff, PHN
van der Tak, CPSVP

JREvans/ AFonaroff:tw
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TO:
FROM:;

SUBJECT:

OFFICE MEMORANDUM 7€ (™) 4

Regional Vice Presidents : DATE: April 16, 1980

(/;'
Warren C. Baum

A Proposal for World Bank Participation
in International Health Research Programs

In apreement with Mr. Stern, I am circulating the attached paper
on "A Proposal for World Bank Participation in International Health
Research Programs" for your information. There will not be a discussion
of the paper at an Operational Vice Presidents meeting, but if you have
any comments I would be pleased to receive them by May 2nd.

WCBaum: rma

cc: Mr. Stern g,
Mr. Benjenk '’

Mr. Gabriel . =
Dr. Evans/Ms. Fonaroff L/’//
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April 4, 1980

Mr. Baum:

Attached please find two copies of draft 17 (14, 15 and 16 are
in the wastebasket)! Its only merit may that it is shorter. On
the other hand possibly the important items are the ones left out.

Arlene Fonaroff would be pleased to clean up minor changes if
this would be of any assistance. The only copy other than the two

sent to you has been sent to Chuck Weiss. I will be back here on
the morning of April 28.

-

-

Joéhn R. Evans
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A PROPOSAL FOR WORLD BANK PARTICIPATION IN

INTERNATIONAL HEALTH RESEARCH PROGRAMS

Summary

1. This paper recommends that the World Bank participate in the organiza-
tion and funding of research programs designed to achieve two principal
objectives: first, to develop and evaluate new methods to control major health
problems which are widespread in developing countries; and second, to strengthen
capabilities in these countries to adapt technology and implement programs to
alleviate the problems.

2. The Special Programme for Research and Training in Tropical Diseases
(TDR), cosponsored by UNDP, WHO and the Bank is an example of a large=-scale
health research effort directed to six disabling diseases which are endemic in
many developing countries. The program has made substantial progress towards
both objectives during the first three years of operation. The Bank is a
cosponsor of TDR and has participated actively in its development. It is now
recommended that the Bank initiate financial support of the TDR in CY80 with a
contribution of US$2.0M, which is 10% of the anticipated donor support of the
approved CY80 budget.

3 A second large-scale health research program, the Control of Diarrheal
Diseases (CDD), is in an advanced stage of preparation through UNDP/WHO/Bank
collaboration. Financial and management support from the Bank will be called
for in CY81, and it is recommended that the Bank provide this support if the
program continues to develop as now foreseen.

4, CDD could be incorporated into the existing management structure of
TDR. Looking to the future, however, there is need for an umbrella mechanism
under which TDR, CDD and other large-scale health research programs could be
managed. This broader framework could also provide a useful forum in which to
evaluate competing claims for health research support and to assess priorities.
The Bank should therefore discuss with interested parties the establishment of
a Joint Coordinating Board for Health Research responsible for a portfolio of
global health research programs and consider bringing it into operation at the
time CDD is added.

5 Bank participation in large~scale, mission-oriented health research
programs directed to the control of disease and more effective methods of
providing health services will contribute to the development of cost-effective
primary health care for underserved populations in the developing world. The
mechanism proposed will focus the attention of the international health and
development community on the rational allocation and management of scarce
resources to address health problems which limit social and economic progress.



I. Needs for Improved Technology in the Health Sector

6. The health status of the poor in developing countries may be improved
through both the general process of social and economic development and the
provision of basic health services. Because development proceeds at a slow

rate and its benefits are inequitably distributed, the impact of the development
process per se on the health status of the poor is limited. Health improvements
may be accelerated through access to basic health services that control commonly
occurring diseases.

7. Two obstacles must be overcome in order to achieve direct improvements
in health. First, a system must be established to bring currently available
technology to those who have no access to health services. Second, safe,

simple and inexpensive measures must be developed to prevent or treat serious
common diseases such as malaria, schistosomiasis and onchocerciasis, for which
current tools are inadequate.

8. The Bank has initiated activities to eliminate the first obstacle by
establishing direct lending to countries for health care delivery. However,
there is a critical need for research on health services to accelerate innova-
tion, improve their effectiveness and to measure the operational impact on
health status and economic productivity. Overcoming the second obstacle
requires mobilization of the world's health science research community to focus
attention on the major infectious and parasitic diseases of the developing
world in order to discover appropriate technologies for their control.

9. Because of its experience in the operation and management of develop-
ment programs, the active participation of the Bank is considered important in
gaining the commitment and support of multilateral and bilateral donors as well
as developing countries. Support on a considerable scale and over an extended
period is required to stimulate promising lines of research in scientific
laboratories throughout the world, to coordinate the succeeding stages of
experimental and clinical trial leading to implementation, and to strengthen
research capability in developing countries to adapt technology and to implement
programs.

10. Research on the major diseases endemic in developing countries has so
far been neglected by the scientific community and the pharmaceutical industry.
Investment in the search for drugs for tropical diseases has been limited by

the high cost of drug development in relation to anticipated financial returns

in developing countries. The overwhelming emphasis of biomedical research has
been on cancer, cardiovascular disorders and the other major diseases of the
industrialized world. The scientific techniques in immunology and molecular
biology developed in the course of this research offer powerful new tools to be
applied to the diseases of the developing world, if the attention of the research
community can be focused in this direction.



135 Under the sponsorship of WHO, UNDP and the Bank, the scientific
community, donors and developing countries have launched or developed several
major goal-oriented health programs. The Onchocerciasis Control Program (OCP)
is an action-oriented regional program to control the black fly vector in the
Volta River watershed. OCP requires financial resources well beyond the means
of the countries affected and control techniques which must be applied across
national borders. The Special Programme for Research and Training in Tropical
Diseases (TDR) and the Diarrheal Diseases Control Programme (CDD) are research
efforts designed to produce simple, low-cost and effective vaccines, drugs and
pesticides; to develop new methods for delivery of disease-control technology
and to strengthen research capabilities in countries where the diseases are
endemic.

12. Discovery of a new drug or vaccine and the steps leading to its
ultimate use are normally carried out by different scientific groups and involve
a sequence of time-consuming activities: laboratory discovery; animal trial
testing to confirm such factors as safety and efficacy; research to achieve
product stability, predictable potency and low-cost production methods; and
evaluation of cost-effective disease detection and delivery methods. Two
elements could shorten this process by several years: (a) organization, coordi-
nation and management of a network of scientific groups whose individual projects
are linked in successive stages to a goal-oriented plan; and (b) the regular and
timely provision of necessary financial support. Success in any one program
depends on maintaining the commitment of scientists and the support of donors
over 10-15 years. An effective mechanism is needed to organize and manage the
scientific network and financial resources. Bank participation in such a
mechanism could perform the vital services of strengthening management and
attracting and sustaining the confidence and commitment of donors to high
priority programs.

13 The health research programs selected for Bank support should be those
that aim to control diseases which significantly impede economic and social
progress in a large number of developing countries, and which do not now receive
adequate attention from the scientific community. The Bank should stress efforts
to accelerate the discovery of simple, cost-effective interventions for use in
the types of primary health care programs now being considered in many develop-
ing countries and which are the main focus of the Bank's health lending programs.
It should also emphasize health services research to improve the quality and
effectiveness of the health delivery systems.

14, The case for investments in health research is strong because of the
heavy burden of illness in developing countries and the expense incurred in

the use of currently available technology to control prevalent infectious and
parasitic diseases. Technology does not yet exist to control common causes of
death and disability such as diarrheal diseases, respiratory tract infections,
hepatitis and parasitic infestations. Over a billion people in the developing
countries suffer from poor health attributed to tropical diseases. Malaria,
once under control, is now in resurgence. Schistosomiasis is more widespread as



a result of irrigation, hydroelectric power and other economic development acti-
vities. Present control technology is difficult, complex and costly. For
example, Bank projects in Upper and Middle Egypt, Giza and West Nubariya for
schistosomiasis control reach only approximately one-third of Egypt's population.
Between 1973-79, the total component cost was US$28.7M, of which Bank financing
totaled US$21.9M. 85% of the investment was in molluscicides for vector

control, the remainder in chemotherapy. In the absence of more cost-effective

alternative technologies, annual recurrent costs could amount to approximately
US$18M.

15, Between 1971 and 1979, 43% of health component expenditures by the
Bank were devoted to vector control, chiefly for malaria and schistosomiasis.
This amounted to US$145M, almost 58% of the total expended for health components;
recurrent costs during this period were US$14M. These are necessary, but
interim steps awaiting future technology that will more effectively prevent and
treat vector borne diseases. Presently, where such diseases are endemic, human
productivity is reduced; and during epidemics, entire workforces may be disabled.
The high risk of contracting malaria, schistosomiasis, trypanosomiasis and
onchocerciasis in Africa, Asia and the Amazon region of South America affects
population distribution and patterns of human settlement. Animal husbandry and
other economic ventures are similarly affected. In Africa alone, the tsetse fly
(the trypanosomiasis vector) infests over 10M square km of land which, if
cleared, could support a potential cattle population of 125M.

16. Appropriate biomedical technology does exist to control measles,
whooping cough, diptheria, tetanus and poliomyelitis. These diseases, however,
continue to be major causes of mortality and morbidity in developing countries
because the majority of the population lacks access to health services. It s
estimated that only one-tenth of the 800,000,000 children at risk have been
Immunized.

17 The implementation of control measures such as vaccines, drugs or
pesticides is dependent on effective systems of health services delivery. One
of the most important areas of health research is concerned with the development,
management and evaluation of health services to improve their effectiveness and
efficiency. Strengthening of the capability for health services research is
required in all developing countries.

II. TDR: A Model for Coordinating Donor Support

18. The Special Programme for Research and Training in Tropical Diseases
(TDR) is a goal-oriented health research program to develop control measures for
six major tropical diseases and to strengthen research capability in the develop-
ing countries where the diseases are endemic. Supported jointly by contributions
from multilateral and bilateral donors, and countries whose populations will
directly benefit from results, TDR is now in its third year under WHO/UNDP/Bank
cosponsorship. The financial resources made available through the TDR, and the
research and administrative supports developed to manage this investment, have
resulted in participation by leading scientists and institutions throughout the
world. Though still in its early stages, TDR is internationally regarded both



by scientists, and by donors and LDC governments as the major research opportu-
nity for developing new, improved and cost-effective controls for malaria,
schistosomiasis, filariasis (including onchocerciasis), trypanosomiasis, leprosy
and leishmaniasis. Each disease constitutes a major public health problem for
which there is no available control technology which can be implemented at a cost
affordable by developing countries and which is simple enough to be delivered
through the country's primary health care system.

19. TDR is organized as a network of research teams located in many
different countries. The large number of widely dispersed research activities
complicates management of the program but the network approach has been success-
ful in stimulating leading biomedical and health scientists to reorient their
research to the six tropical diseases. It has also strengthened research centers
in developing countries by linkages with established institutions in the
developed world. The large number of technical and advisory committees to guide
the program appears administratively cumbersome but the breadth of scientific
participation has been an asset in mobilizing the interest of research workers

in the program and in achieving quality control.

Management and Technical Advisory Bodies

20. The technical and administrative structures for the organization and
management of TDR are described in a Memorandum of Understanding signed by the
cospensors and cooperating parties in 1978 (Fig. 1). WHO as Executing Agency,
provides the TDR secretariat responsible for overall program management and for
serving the advisory bodies. The Secretariat includes a Scientific Director,
Program Manager and Staff Officers for each of the six disease sub-programs.

Figure 1: TDR Management and Advisory Bodies
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The staff officers are responsible for the administration of research grants to
the project investigators according to a plan prepared by the advisory committee
(Scientific Working Group) for that sub-program.

21, The Joint Coordinating Board (JCB) which meets annually in Geneva is
responsible for the establishment of priorities for the scientific program, and
the approval of policies, budgets and appointments. The annual meeting also
serves as a pledging session for financial contributions. The JCB is composed
of 30 members: 3 cosponsors; 12 representatives of governments selected by
donors; 12 representatives of governments selected by WHO Regional Committees to
represent countries where the six diseases occur; and 3 representatives of agen-
cies selected by the JCB itself because of their activities in tropical diseases
research and training.

22 The JCB is served by a Standing Committee composed of the three
cosponsors and by a Scientific and Technical Advisory Committee (STAC). The
Standing Committee meets three times each year to authorize actions by the
Secretariat between meetings of the JCB and to prepare recommendations for the
annual meeting of the JCB on the following matters:

i) priorities and budget based on substantive program’' review and
advice by STAC;

ii) appointments to the Secretariat and STAC;

iii) fiscal and program management matters such as cash flow/liquidity,
internal audit and allocation of staff resources;

iv) terms of reference for quinquennial reviews of the performance of
each sub-program.

23, The senior technical advisory body, STAC, is a multidisciplinary group
of 15-18 distinguished scientists appointed by the JCB on the recommendation of
the Standing Committee. STAC guides scientific planning, assesses priorities;

and evaluates progress on an annual basis and arranges for regular in-depth review
of each of the sub-programs. Three reviews have already been completed and the
total scientific program will be evaluated at five-year intervals.

24, In addition, each sub-program of TDR has an advisory body, the Scienti-
fic Working Group (SWG), which consists of senior scientists from the relevant
disciplines appointed for a three-year term by the TDR secretariat. There is
one SWG for each of the six diseases under investigation, four for areas that
pertain to all the diseases (biomedical research, vector biology control,
epidemiology and social and economic research), and one on strengthening of
research institutions. Within the context of overall policy and priorities set
by the JCB, each SWG defines research objectives, devises a strategic plan to
achieve them and monitors and revises both the plan and its priorities on a
regular basis. The SWG arranges peer review groups to select proposals for
funding on the basis of scientific merit and relevance to the strategic plan.
SWG members may participate in project site visits and through their broad



scientific contacts stimulate interest in research among investigators in
developing countries.

25, A satisfactory administrative relationship between TDR and WHO has
been established. Technical, administrative and finanecial operations of TDR
are handled separately from those of WHO for most matters. Where interaction
does exist, the interests of TDR have been effectively represented in the
senior decision-making bodies of WHO by the Special Programme Coordinator who
holds the rank of Assistant Director-General and serves as the WHO member of
the Standing Committee. Some difficulties have arisen between WHO departments
and TDR staff where departments have pressed to establish different priorities
for a TDR sub-program. There has also been lack of clear definition in what
circumstances TDR funds can be used by WHO back-up staff, as in the case of
attending scientific meetings related to the six diseases. TDR/WHO staff
relations are now under review by TDR senior management. Finally, WHO
administrative procedures for recruitment have imposed some delays on appoint-
ments. These do not appear to have handicapped progress, but do impose extra
workloads on staff and can delay funding of projects. On the other hand there
are advantages to the location of the TDR Secretariat in the lead international
agency for health. TDR staff have close contact with the technical departments
of WHO and benefit from the back-up of WHO field staff for liaison with
research scientists in developing countries and for project site visits. 1In
addition, through WHO, TDR has ready access to the highly qualified technical
specialists of the international health science community and to the health
research institutions of WHO member countries.

Progress

26. IDR is meeting standards established by STAC and expectations of the
cosponsors and the JCB. Approximately half of TDR resources are spent in
developing countries on research, training of personnel and strengthening of
research institutions. The scope of activity includes not only biomedical, but
also environmental, epidemiologic, socio-economic and health services research.
Highly qualified scientists from leading institutions in the industrialized
world have turned their attention from the health problems of affluent societies
to participate in research directed toward the six neglected diseases. In
addition, the US National Institutes of Health, the Rockefeller Foundation and
the Wellcome Trust have been stimulated to increase their annual appropriations
to tropical diseases research, thereby accelerating and broadening the scienti-
fic knowledge base for the control of tropical diseases.

27 Since the inception of TDR, 600 projects have been funded in 66 countries.
In 1979, almost half of these projects represented new efforts, demonstrating the
rapid rate of program development. More significant, however, is that while the
program is now only in its third year, new technology has been developed for five
of the six diseases under investigation. There are extremely promising leads for
vaccines against malaria and leprosy; improved drug therapy for schistosomiasis;
drug screening for more effective compounds to treat onchocerciasis; and a more
accurate diagnostic test for detecting and treating trypanosomiasis.



28. It is unlikely that necessary resources to produce these results would
have been available without the TDR stimuli. Though complex, the administration
and management of the global network appears to be working well. The WHO
Advisory Committee on Medical Research has cited the progressive scientific
achievements of TDR as an example of outstanding research management; it has
also commended the balance between activities in basic research and those in the
strengthening of research institutions. It regards TDR as a model for other

WHO extrabudgetary efforts.

29. Donor response confirms these assessments. TDR financial resources
have grown from about US$3.2M in 1976 to over US$20.0M in CY80. TDR is being
supported by two of its three cosponsors, one develog?ent bank, three founda-
tions and 18 bilateral donors including four LDCs. =/ While financial contribu-
tions from developing countries are modest, allocation of their scarce resources
to TDR is indicative of the value attributed to potential gains. The JCB
approved a five-year budget forecast recommended by the Standing Committee. The
CY80 budget was approved at US$26.6M with annual budgets not exceeding

US$35.0M (CY80 dollars) thereafter. Recognizing that donors will be approached
to support activities in addition to TDR, concern is being expressed about
sustaining the level of support required as the program enters the expensive
stages of clinical trial and evaluation of new discoveries.

Role of the Bank

30. The Bank was invited to become a cosponsor in order to increase donor
confidence in effective program management and administration. The Bank was also
asked to establish and provide fiscal management of a Tropical Diseases Research
Fund in which most of the TDR contributions are deposited. 2/

31. The Bank also influences program management through participation in
the Standing Committee and the JCB. It initiated a proposal for internal audit
of projects and analyzed liquidity issues affecting cash flow. The Bank's
representative to thse bodies exercises independent judgements through staff
assistance of a Public Health Officer responsible for (a) liaison with pertinent
Bank departments, cosponsors and cooperating parties; (b) review and analysis

of program documentation; (c) representation of UNDP/Bank cosponsorship as an
observer to the STAC annual program review, and (d) preparation of documents
relating to the Bank's managerial role.

1/ See Attachment 1

2/ Some governments are unable for political reasons to contribute funds through
the Bank and therefore WHO also administers a trust fund to receive these

funds. However, over 65% of 1979 contributions were deposited to the Bank-
administered fund.



32, The Bank accepted cosponsorship because the potential contributions of
the program are central to the Bank's overall objectives. Some major donors

were reluctant to participate unless the Bank became fiscal agent. The Bank
conditioned its participation on the acceptance of the recommendations for
strengthening research management and clarifying administrative relationships
between TDR and WHO. The arrangements for technical and administrative
structures were subsequently accepted by WHO and are incorporated in the Memoran-
dum of Understanding between cooperating parties.

33. The Bank has been twice requested to make a financial contribution

to the TDR. The first request was made by the JCB in 1978 and was

deferred pending review of Bank policy on allocation from the Bank's net annual
income. At its 1979 meeting, the JCB repeated its request. In view of TDR
progress, the Bank should now provide financial support to the program. TDR
potential is high for delivery of products which have important implications for
Bank lending, particularly through improved vector control in water and irriga-
tion projects and for vaccines and drugs in primary health care. In a broader
context, reduction of infectious diseases and parasitic infestations will
increase worker productivity, educability of students, general health status

and longevity. Future progress of TDR could be impeded if the Bank does not
provide financial support. Several major donors will interpret lack of Bank
support as indicating doubts on TDR potential to meet its goals and this could
seriously erode the amount of financial resources for TDR. Conversely, more
active Bank involvement will make it possible to effectuate further improvements
in administrative mechanisms as the program evolves.

34. It is recommended that the Bank's financial contribution be fixed at
10%Z of the projected budget support of all TDR donmors. On this basis, the
Bank's contribution would be approximately US$2.0M in CY80 and can be expected
to approximate US$3.5M per annum in CY80 dollars at periods of maximum expendi-
ture. Continuation of the Bank's annual support would be reviewed each year on
the basis of the program's technical achievements and prospects for future
development.

IIT. Recommendations for Establishing a Joint Coordinating Board for
Health Research (JCBHR)

35. The Joint Coordinating Board for TDR was established as a forum to
enable donors to adopt a programmatic approach to the control of six major
diseases rather than supporting isolated health research projects. The mechanism
seems to be working sufficiently well to consider its application to other
priority programs. Sine the Bank was instrumental in formulating the management
structure of TDR, it will be approached in the launching of similar large-scale
health research programs.

36. The second program would be the WHO expanded effort for diarrheal
diseases control (CDD). Diarrheal diseases are the leading causes of death in
infancy and early childhood throughout the developing world. There are now
encouraging leads in the development of vaccines against two common bacterial
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and viral causes of acute diarrhea, and in the use of simple oral rehydration
techniques which could reduce mortality by 30%Z. There have also been improve-
ments in educational methods of health promotion and disease prevention. WHO/
UNDP/Bank collaboration resulted in a five-year US$5M UNDP grant to WHO to
initiate a global research program for vaccine and drug development in 1979.
WHO is seeking continued UNDP/Bank collaboration and it is expected that the
BAnk will be asked to serve as cosponsor of CDD and to contribute financially
in CY81.

37. It has been suggested that the JCB for TDR also serve as the coordina-
ting authority for the organization, management and financing of CDD. This
would be feasible. Looking to the future, however, other large-scale health
research programs may be expected to emerge, for example, health services
research to improve the planning and management of the process of developing
health care. While CDD could be incorporated into the existing management
structure for TDR, it would be preferable to consider an umbrella mechanism
under which the TDR, CDD and other new health research programs might be
effectively managed. It is proposed, therefore, that the Bank explore with
interested parties the establishment of a Joint Coordinating Board for Health
Research responsible for an evolving portfolio of large-scale health programs,
with a view to bringing it into operation at the time CDD is added.

38. The purposes, composition and mode of operation of the JCBHR would
follow the model established for the JCB of the TDR program. Its principal
functions would be to approve policies and programs, determine appropriate
levels of overall investment and allocate available resources to programs in
relation to priorities which it established. The JCBHR would be advised by one
STAC with subcommittees of STAC for each of the component programs. SWGs

would advise on each sub-program. The staff directing each program would be
responsible to the JCBHR secretariat which could be strengthened to provide
more effective management and at the same time achieve some economies through
sharing of administrative and technical services.

38. The Bank as a cosponsor would serve on the JCBHR Executive Committee
with the same responsibilities as it has as a member of the TDR Standing
Committee., In order to discharge these responsibilities effectively and
exercise independent judgement on the functioning of the system, the Bank's
representation should be supported by a staff of two individuals experienced in
research management and the health sciences, who would prepare technieal,
administrative and financial assessments of the programs for Bank use. The
Bank would also establish and administer a JCBHR Trust Fund 1/ for the pooling
of funds annually allocated to programs.

1/ This fund would dissolve and replace the TDR Trust Fund.
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40. The proposal that the Bank establish and cosponsor a JCBHR would imply
financial contributions for programs accepted in the system. However, through
membership in the JCB and the Executive Committee, the Bank could play an impor-

tant role in ensuring that only strong and suitable programs are accepted by the
JCBHR.

Advantages of Bank Participation

41. The Bank's presence is considered important to attract funds from donors
and to assure their proper management. As development institutions, the Bank
along with UNDP increase donor confidence that criteria for program selection are

directed toward disease control that will accelerate social and economic progress
in developing countries.

42. The Bank's involvement in the JCBHR would strengthen the system's
potential in several important ways:

i) the Bank is more independent of political interference than most
UN agencies and, therefore, is in a much stronger position to
ensure that expert, independent scientific advice is obtained and
used for scientific management decisions;:

ii) the Bank's reputation for careful analysis, efficient organization
and sound financial management lends credibility to programs within
the development community;

iii) the Bank's economic perspective and broad multisectoral approach
to development should reduce the danger of programs falling into
narrow compartments corresponding to the sector responsibility of
one technical agency;

iv) the Bank has the capacity to introduce new approaches and to adapt
them to changing circumstances, thus providing more effective and
flexible leadership than most UN agencies.

43, In participating in the JCBHR, the Bank should recognize that it is
embarking on a long-term effort requiring continual support. The level of
investment would be determined annually, with funds allocated from the Bank's
annual net income and on approval of the Bank's Executive Directors. The bene-

fits to be derived from this form of investment in the health sector would
include:

i) reinforcement of the Bank's activities in meeting basic needs of
the poorest populations of the developing world through support of
health research in currently neglected areas that would produce new
and appropriate technology critical to the success of Bank opera-
tional interventions to provide cost-effective health services;

ii) reinforcement of the Bank active collaboration with WHO, UNDP and
other UN agencies, bilateral donors and the developing countries
toward integrating health activities more closely into overall
development activities as a means of accelerating social and eco-
nomic progress in the developing world.

JREvans/AFonaroff:va
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A PROPOSAL FOR WORLD BANK PARTICIPATION IN

INTERNATIONAL HEALTH RESEARCH PROGRAMS

Summary

1. This paper recommends that the World Bank participate in the
organization and funding of research programs designed to achieve two princi-
pal objectives: first, to develop and evaluate new methods to control major
health problems which are widespread in developing countries; and second, to
strengthen capabilities in these countries to adapt technology and implement
programs to alleviate the problems.

25 The Special Programme for Research and Training in Tropical Diseases
(TDR), cosponsored by UNDP, WHO and the Bank is an example of a large scale
health research effort directed to six disabling diseases which are endemic in

many developing countries. The program has made substantial progress towards

both objectives during the first three years of operation. The Bank is a cospon-—

sor of TDR and has participated actively in its development and it is now recommended

that the Bank initiate financial support of the TDR in CY80 with a contribution
of US$2.0M which is 10% of the anticipated donor support of the approved CY80
budget.

3. A second large scale health research program, the Control of Diarrheal
Diseases (CDD), is in an advanced stage of preparation through UNDP/WHO/Bank

collaboration. Financial and management support from the Bank will be required

in CY81.
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4, CDD could be incorporated into the existing management structure of
IDR. Looking to the future, however, there is need for an umbrella mechanism
under which TDR, CDD and other large scale health research programs are managed.
The Bank should diﬁcuss with interested parties the establishment of a Joint
Coordinating Board for Health Research responsible for the portfolio of global
health research programs and consider bringing it into operation at the time
CDD is added. The broader framework would provide a useful forum in which to

evaluate competing claims for health research support.

5. Bank participation in large scale mission oriented health research
programs directed to the control of disease and more effective methods of
pProviding health services will contribute to the development of cost-effective
primary health care for underserved populations in the developing world. The
mechanism proposed will focus the attention of the international health and deve-
lopment community on the rational allocation and management of scarce resources
to address health problems which limit social and economic progress.

I. Needs for Improved Technology in the Health Sector

6. The health status of the poor in developing countries may be improved
through both the general process of social and economic development and the
provision of basic health services. Because development proceeds at a slow rate
and its benefits are inequitably distributed, the impact of the development
process per se on health status of the poor is limited. Health improvements

may be accelerated through access to basic health services that control commonly
occurring diseases.

7. Two obstacles must be overcome in order to achieve direct improvements
in health. First, a system must be established to bring currently available
technology to those who have no access to health services. Second, safe, simple
and inexpensive measures must be developed to prevent or treat serious common diseases

such as malaria, schistosomiasis and onchocer¢iasis, for which current tools are



inadequate.

8. The Bank has initiated activities to eliminate the first obstacle

by establishing direct lending to countries for health care delivery. However,
there is a critical need for health services research to accelerate innovation
and improve the effectiveness of health sector activities and to measure the
operational impact on health status and economic productivity. Overcoming the
second obstacle requires mobilization of the world's health science research
community to focus attention on the major infectious and parasitic diseases of the
developing world in order to discover appropriate technologies for their control.
9. The credibility of large-scale, long-term operations in which the

Bank is involved is important in gaining the commitment and support of multilateral
and bilateral donors as well as developing countries. Support over an extended
period is required to stimualte promising lines of research at the stage of
discovery in scientific laboratories throughout the world)to coordinate the
succeeding stages/giperimental and clinical trial leading to implementation and
to strengthen in developing countries research capability to adapt technology

and to implement programs to alleviate serious health problems.

10. Research on the major diseases endemic in developing countries has

been neglected by the scientific community and the pharmaceutical industry.
Investments in the search for drugs for tropical diseases has been limited by the
high cost of drug development in relation to anticipated financial returns in
developing countries. The overwhelming emphasis on biomedical research has

been on cancer, cardiovascular disorders and the other major diseases of the
industrialized world. The scientific techniques in immunology and molecular
biology developed in the course of this research offer powerful new tools to be

applied to the diseases of the developing world.



11 Under the sponsorship of WHO, UNDP and the Bank, the scientific
communit%’donors and developing countries have launched several major goal-oriented
health programs. The Onchocerciasis Control Program (OCP) is an action-oriented
regional program to control the black fly vector in the Volta River watershed.

OCP requires financial resources well beyond the means of the countries affected,
and control techniques which must be applied across national borders. The

Special Programme for Research and Training in Tropical Diseases (TDR) and the
Diarrheal Diseases Control Programme (CDD) are research efforts designed to produce

and effective
simple, low-cost /vaccines, drugs and pesticides:to develop new methods for

2
delivery of disease control technology and to strengthen research capabilities
in countries where the diseases are endemic.
12, Discovery of a new drug or vaccine and the steps leading to its
ultimate use are normally carrried out by different scientific groups and involve
a sequence of time-consuming activities: laboratory discovery; animal trial
testing to confirm such factors as safety and efficacy; research to achieve
product stability, predictable potency and low-cost production methods; and
evaluation of cost-effective disease detection and delivery methods. Two
elements could shorten this process by several years: (a) organization, coordi-
nation and management of a network of scientific groups whose individual projects
are linked in successive stages to a goal-oriented plan; and (b) the regular and
timely provision of necessary financial support. Success in any one program
depends on maintaining the commitment of scientists and the support of donors
over 10-15 years. An effective mechanism is needed to organize and manage the
scientific network and financial resources. Bank participation in such a mechanism

could perform the vital services of strengthening management, as well as attracting

and sustaining the confidence and commitment of donors to high priority programs.



13, The Bank should promote health research programs that aim to control
diseases which sighificantly impede economic and social progress in developing
countries, and which do not receive adequate attention from the scientific
community. The Bank should stress efforts to accelerate the discovery of

simple, cost-effective interventions for use in the types of primary health

care programs now being considered in many developing countries and which are the
main focus of the Bank's health lending programs. It should also emphasize
health services research to improve the quality and effectiveness of the health
services delivered.

14, The case for investments in health research is very strong because of
the heavy burden of illness in developing countries and the expense incurred in
the use of currently available technology to control prevalent infectious and
parasitic diseases. Technology does not yet exist to control common causes of
death and disability such as diarrheal diseases, respiratory tract infections,
hepatitis and parasitic infestations. Over a billion people in the develcping
countries suffer from poor health attributed to tropical diseases. Malaria, once
under control, is now in resurgence. Schistosomiasis is more widespread as a
result of irrigation, hydroelectric power and other economic development activi-
ties. Present control technology is difficult, complex and costly. For example,
Bank projects in Upper and Middle Egypt, Giza and West Nubariya for schistosomia-
sis control reach only approximately one-third of Egypt's population. Between
1973-79, the total component cost was US$28.7M, of which Bank financing totaled
US$21.9M. 85% of the investment was in molluscicides for vector control, the
remainder in chemotherapy. In the absence of more cost-effective alternative

technologies, annual recurrent costs could amount to approximately US$18M.



15. Between 1971-79, 437% of health component expenditures by the Bank were
devoted to vector bontrol, chiefly for malaria and schistosomiasis. This amounted
to US$145M, dmost 58% of the total expended for health components; recurrent
costs during this period were US$14M. These are necessary, but interim steps
awaiting future technology that will more effectively prevent and treat vector
borne diseases. Presently, where such diseases are endemic, human productivity
is reduced; and during epidemics, entire workforces may be disabled. The high
risk of contracting malaria, echistosomiasis, trypanosomiasis and onchocerciasis
in Africa, Asia and the Amazon region of South America affects population distri-
bution and patterns of human settlement. Animal husbandry and other economic
ventrues are similarly affected. In Africa alone, the tstse fly (the trypanoso-
miasis vector) infests over 10M square km of land which, if cleared, could .
provide a potential cattle population of 125M,

16. Appropriate biomedical technology does exist to control measles,
whooping cough, diptheria, tetanus and poliomyelitis These diseases, however,
continue to be major causes of mortality and morbidity in developing countries
because the majority of the population lack access to health services. It is
estimated that only one-tenth of the 800,000,000 children at risk have been immunized.
17. The implementation of control measures such as vaccines, drugs or
pesticides is dependent on effective systems of health services delivery. One

of the most important areas of health research is concerned with the development,
management and evaluation of health services to improve their effectiveness and
efficiency. Strengthening of the capability for health services research is

required in all developing countries.



II. TDR: A Model for Coordinating Donor Support

18, The Special Programme for Research and Training in Tropical Diseases (TDR)
is a goal-oriented health research program to develop control measures for six
major diseases and to strengthen research capability in the developing countries
wvhere the diseases are endemic. Supported jointly by contributions from multila-
teral and bilateral donors, and countries whose populations will directly benefit
from results, TDR is now in its third year under WHO/UNDP/Bank cosponsorship.

The financial resources made available through the TDR, and the research and
administrative supports developed to manage this investment, have resulted in
participation by leading scientists and institutions throughout the world. Though
still in its early stages, TDR is internationally regarded not only by scientists,
but by donors and LDC governments as the major research opportunity for developing
new, improved and cost-effective controls for malaria, schistosomiasis, filariasis
(including onchocerciasis), trypanosomiasis leprosy and leishmaniasis. Each
disease constitutes a major public health problem for which there is no available
control technology which can be implemented at a cost affordable by developing
countries and which is simple enough to be delivered through the country's

primary health care system.

19. TDR is organized as a network of research teams located in many
different countries.  The large number of widely dispersed research activities
complicates management of the program but the network approach has been successful
in stimulating leading biomedical and health scientists to reorient their research
to the six tropical diseases. It has also strengthened research centers in
developing countries by linkages with established institutions in the developed
world. The large number of technical and advisory committees to guide the

program appears administratively cumbersome but the breadth of scientific

participation has been an asset in mobilizing the interest of research workers



in the program and in achieving quality control.

Management and Technical Advisory Bodies

20, The technical and administrative structrues for the organization and
mangement of TDR are described in a Memorandum of Understanding signed by the
cosponsors and cooperating parties in 1978 (Fig. 1). WHO as Executing Agency,
provides the TDR secretariat responsible for overall program management and

for serving the advisory bodies. The Secretariat includes a Scientific Director,
Program Manager and Staff Officers for each of the disease sub-programs. The
staff officers are responsible for the administration of research grants to the
pProject investigators according to a plan prepared by the advisory committee

(Scientific Working Group) for that sub-program.

Figure 1

JDR MANAGEMENT AND ADVISORY BODIES

Management Advisory

Joint Coordinating
Board Scientific and Tech-
(c:spcnsors. donors, nical Advisory
eveloping ¢ tries
ping coun Standing Committee
Committee v
(cosponsors)
Secretariat
(Geneva)

i if Worki
Staff Officers Prientifis g

- Groups
one for each sub-
(progrm) (one for each sub-
Program

Project Investigators




21, The Joint Coordinating Board (JCB) which meets annually in Geneva is
responsible for approval of policies, priorities for the scientific program,
budget and appointments. The meeting also serves as a pledging seesion for
financial contributions. The JCB is composed of 30 members: 3 cosponsors; 12
respresentatives of governments selected by donors; 12 representatives of
governments selected by WHO Regional Committees to represent countries where
the six diseases occur, and 3 representatives of agencies selected by the JCB
itself because of their activities in tropical diseasee research training.
22, The JCB is served by a Standing Committee composed of the three
cosponsors of TDR and by a Scientific and Technical Advisory Committee (STAC).
The Standing Committee meets three times each year to authorize actions by the
Secretariat between meetings of the JCB and to prepare recommendations for the
annual meeting of the JCB on the following matters:
1) priorities and budget based on substantive program review and
adviee STAC;
ii) appointments to the Secretariat and STAC:
i1ii) fiscal and program management matters such as cash flow/liquidity,
internal audit and allocation of staff resources;
iv) terms of reference for quinquennial reviews of the performance of
each sub-program.
23, The senior technical advisory body, STAC, is a multidisciplinary group
of 15-18 distinguished scientists appointed by the JCB on the recommendation of
the Standing Committee. STAC guides scientific planning, assesses priorities;
and evaluates progress on an annual basis and arranges for regular indepth review
of each of the sub-programs. Three reviews have already been completed and the

total scientific program will be evaluated at five-year intervals.



o T o

24, In addition, each sub-program of TDR has an advisory body, the Scienti;
fic Working Group tSWG) ,2which consiste of senior scientists from the relevant
disciplines appointed by the TDR secretariat. There are SWGs, one for each of the
six diseases under investigation, four for areas that pertain to all the

diseases (biomedical research, vector biology control, epidemiology and social

and economic research), and one on strengthening of research institutions. Within
the context of overall policy and priorities set by the JCB, each SWG defines
research objectives, devises a strategic plan to achieve them; and monitors:énd
revises both the plan and its priorities on a regular basis. The SWG arranges
peer review groups to select proposals for funding on the basis of scientific

merit and relevance to the strategic plan. SWG members may participate in project
site visits and through their broad scientific contacts stimulate interest {n re-
search among investigators in developing countries.

25, A satisfactory administrative relationahip between TDR and WHO has

been established. Technical, administrative and financial operations of TDR

are handled separately from those of WHO for most mattters. Where interaction
does exist, the interests of TDR have been effectively represented in the senior
decision-making bodies of WHO by the Special Programme Coordinator who holds the
rank of Assistant Director-General and serves as the WHO member of the Standing
Committee. Some difficulties have arisen between WHO departments and TDR staff
where departments have pressed to establish different priorities for a TDR sub-
program. There has also been lack of clear definition in what circumstances TDR
funds can be used by WHO back-up staff, as in the case of attending scientific
meetings related to the six diseases. TDR/WHO staff relations are now under
review by TDR senior management. Finally, WHO administrative procedures for

recruitment have imposed some delays on appointments. These do not appear
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to have handicapped progress, but do impose extra workloads on staff and can
delay funding of projects. On the other hand there are advantages to the loca-
tion of the TDR Secretariat in the lead international agency for health. TDR
staff have close contact with the technical departments of WHO and benefit from
the back-up of WHO field staff for liaison with research scientists in developing
countries and for project site visits. In additionm, through WHO, TDR has ready
access to the highly qualified technical specialists of the international health
science community and to the health research institutions of WHO member countries.
Progress

26. TDR is meeting standards established by STAC and expectations of the
cosponsors and the JCB. Approximately half of TDR resources are spent in
developing countries on research, training of personnel and strengthening af
research institutions. Tha scope of activity includes not only biomedical, but
environmental, epidemiologic, socio-economic and health services research. Highly
qualified scientists from leading institutions in the industrialized world have
turned their attention from the health problems of affluent societies to
participate in research directed toward the six neglected diseases. In addition,
the US National Institutes of Health, the Rockefeller Foundation and the Wellcome
Trust have been stimulated to increase their annual appropriations to tropical
diseases research, thereby accelerating and broadening the scientific knowledge
base for the control of tropical diseases.

27 Since the inception of TDR, 600 projects have been funded in 66 countries.
In 1979, almost half of these projects represented new efforts, demonstrating the
rapid rate of program development. More significant, however, is that while the
program is now only in its third year, new technology has been developed for five
of the six diseases under inwvestigation. There are extremely promising leads for

vaccines against malaria and leprosy; improved drug therapy for schistosomiasis;
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drug screening for more effective compounds to treat onchocerciasis; and a more
accurate diagnostiﬁ test for detecting and treating trypanosomiasis.

28. It is unlikely that necessary resources to produce these results would
have been available without the TDR stimuli. Though complex, the administration
and management of the global network appears to be working well. The WHO
Advisory Committee on Medical Research has cited the progressive scientific
achievements of TDR as an example of outstanding research management; it has also
commended the balance between activities in basic research and those in the
strengthening of research institutions. It regards TDR as a model for other WHO
extmbudgetary efforts.

29, Donor response confirms these assessments. TDR financial resources
have grown from about US$3.2M in 1976 to over US$20.0M in CY80. TDR is being
supported by two of its three cosponsors, one development bank, three foundations
and 18 bilateral donors including four LDCs ;/. While financial contributions
from developing countries are modest, allocation of their scarce resources to
TDR is indicative of the value attributed to potential gains. The JCB approved
a five-year budget forecast recommended by the Standing Committee. The CY80
budget was approved at US$26.6M with annual budgets not exceeding US$35.0M (CY80
dollars) thereafter. Recognizing that donors will be approached to support
activities in additon to TDR, concern is being expressed about sustaining the
level of support required as the program enters the expensive stages of clinical
trial and evaluation of new discoveries.

Role of the Bank

30. The Bank was invited to become a cosponsor in order to establish and

provide fiscal management of a Tropical Diseases Research Fund in which most of

1/ See Attachment 1
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the TDR contributions are deposited.l/ The Bank presence was felt necessary to
increase donor con%idence in effective program management and administration.,

31. The Bank also influences program management through participation in

the Standing Committee and the JCB. It initiated a proposal for internal audit

of projects and malyzed liquidity issues affecting cash flow. The Bank's
representative to these bodies exercises independent judgements through staff
assistance of a Public Health Officer responsible for (a) liaison with pertinent
Bank departments, cosponsors and cooperating parties; (b) review and analysis

of program documentation; (c) representation of UNDP/Bank cosponsorship as an
observer to the STAC annual program review, and (d) preparation of documents
relating to the Bank's managerial role.

3% The Bank accepted cosponsorship because the potential contributions of
the program are central to the Bank's overall objectives. The Bank was encouraged
to become a cosponsor because some major donors were reluctant to participate
unless the Bank became fiscal agent. The Bank itself conditioned participation

on its recommendations for strengthening research management and clarifying
administrative relationships between TDR and WHO. The arrangements for technical
and administrative structures were subsequently accepted by WHO and are encorporated
in the Memorandum of Understanding between cooperative parties.

33. The Bank has been requested twice to make a financial contribution to the
TDR. The first request was made by the JCB in 1978 and was deferred pending review
of Bank policy on allocation from the Bank's net annual income. At its 1979
meeting, the JCB repeated its request. In view of TDR progress, the Bank should
now provide financial support to the program. TDR potential is high for delivery

of products which have important implications for Bank lending, particularly through

1/ Some governments are unable for political reasons to contribute funds through
the Bank and therefore WHO also administers a trust fund to receive these funds.
However over 657 of 1979 contributions were deposited to the Bank-administered fun
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improved vector control in water and irrigation projects and for vaccines and
drugs in primary health care. In a broader context, reduction of infectious
diseases and parasitic infestations will increase worker productivity, educability
of students, general health status and logevity. Future progress of TDR could

be impeded if the Bank does not provide financial support. Several major donors
will interpret lack of Bank support as indicating doubts on TDR potential to

meet its goals and this could seriously erode the amount of financial resources
for TDR.

34, It is recommended that the Bank's financial contribution be fixed at
10% of the projected budget support of all TDR donors. On this basis, the Bank's
contributbn would be approximately US$2.0M in CY80 and can be expected to
approximate US$3.5M per annum in CY80 dollars at periods of maximum expenditure.
Continuation of the Bank's annual support would be reviewed each yeaf on the

basis of the program's technical achievements and prospects for future development.

III. Recommendations for Establishing a Joint Coordinating Board for
Health Research (JCBHR)

35. The Joint Coordinating Board for TDR was established as a forum to
enable donors to adopt a programmatic approach to the control of six major
diseases rather than supporting isolated health research projects. The
mechanism seems to be working sufficiently well to consider its application to other
priority programs. Since the Bank was instrumental in formulating the management
structure of TDR, it will be approached in the launching of similar large-scale
health research programs.

36. The second program would be the WHO expanded effort for diarrheal
diseases control (CDD). Diarrheal diseases are the leading causes of death in
infancy and early childhood throughout the developing world. There are now
encouraging leads in the development of vaccines against two common bacterial and

viral causes of acute diarrhoea and in the use of simple oral rehydration techniques

£
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which could reduce mortality by 30% and the better understanding of the educational
methods of influen;e health behavior. WHO/UNDP/Bank collaboration resulted in

a five-year US$5M UNDP grant to WHO to initiate a global research program for
vaccine and drug development in 1979. WHO is seeking continued UNDP/Bank
collaboration and it is expected that the Bank will be asked to serve as cospon-
sor of CDD and to contribute financially in CY81.

37 It has been suggested that the JCB for TDR also serve as the coordinating
authority for the organization, management and financing of CDD. Looking to the
future, however, other large-scale health research programs may be expected to
emerge, for example, health services research to improve the planning and manage-
ment of the process of developing health care. CDD could be encorporated into the
existing management structure for TDR but it would be preferable to consider an
umbrella mechanism under whicﬁphe TDR, CDD and other new health research programs
might be effectively managed. It is propsoed, therefore, that the Bank explore
with interested parties the establishment of a Joint Coordinating Board for

Health Research responsible for the portfolio of large-scale health programs with

a view to bringing it into operation at the time CDD is added.

38. The purposes, composition and mode of eperation of the JCBHR would follow
the model established for the JCB of the TDR program. A proposed structure is
illustrated in Fig. 2. TIts principal functions would be to approve policies

and programs, determine appropriate level of overall investment and allocate availa-
ble resources to programs in relation to priorities established by the JCBHR.

The JCBHR would be advised by one STAC with subcommittees of STAC for each of the
component programs. The staff directing each program would be responsible to the
JCBHR Secretariat which could be strengthened to provide more effective management

and at the same time achieve some economies through sharing of administrative

and technical services.
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Figure 2
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39. The Bank as a cosponsor would serve on the JCBHR Executive Committee with

the same responsibilities as it has as a member of the TDR Standing Committee. In
order to discharge these responsibilities effectively and exercise independent
judgement on the functioning of the system, the Bank's representation should be
supported by a staff of two individuals experienced in reeearch management and the
health sciences who would prepare technical, administrative and financial assessments
of the programs. The Bank would also establish and administer a JCBHR Trust Fund Y
for the pooling of funds annually allocated to programs.

40, The proposal that the Bank establish and cosponsor a JCBHR would imply

financial contribution for programs accepted in the system. However, through

1/ This fund would dissolve and replace the TDR Trust Fund.
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membership in the JCB and the Executive Committee, the Bank could play an impor-

tant role in ensuring that only strong programs consistent with the above criteria

are accepted by the JCBHR.

Advantages of Bank Participation

41, The Bank's presence is considered important to attract funds from
donors and to assure their proper management. As development institutions, the
Bank along with UNDP increase donor confidence that criteria for program selection
are directed toward diseases control that will accelerate social and economic
progress in developing countries.
42, The Bank's involvement in the JCBHR would strengthen the system's
potential in several important ways:
i) the Bank is more independent of political interference than most
UN agencies and, therefore, is in a much stronger position to
ensure that expert, independent scientific advice is obtained ;nd
used for scientific management decisions;

ii) the Bank's reputation for careful analysis, efficient organization
and sound financial management lends credibility to programs within
the development community;

iii) the Bank's economic perspective and broad multisectoral approach
to development should reduce the danger of programs falling into
narrow compartments corresponding to the sector responsibility of
one technical agency;

iv) the Bank has the capacity to introduce new approaches and to adapt
them to changing circumstances, thus providing more effective and
flexible leadership than most UN agencies.

43. In participating in the JCBHR, the Bank should recognize that it is
embarking on a long-term effort requiring continual support. The level of investment

would be determined annually, with funds allocated from the Bank's annual net
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income and on approval of the Bank's Executive Directors. The benefits to be

derived from this form of investment in the health sector would include:

1)

ii)

reinforcement of the Bank's activities in meeting basic needs

of the poorest populations of the developing world through
support of health research in currently neglected areas that
would produce new and appropriate technology critical to the
success of Bank operational interventions to provide cost-
effective health services;

reinforcement of the Bank active collaboration with WHO, UNDP
and other UN agencies, bilateral donors and the developing
countries toward integrating health activities more closely into
overall development activities as a means of accelerating social

and economic progress in the developing world.
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“ ' _CONTRIBUTIONS TO THE SPECTAL PROGRAMME FOR RESEARCH AND
4 g TRAINING IN TROPICAL DISEASES AS AT 30 DECEMBER, 1979
_(EXPRESSED 1IN USS 1000)
Pledces
Contributor 1973-1975 1976 1977 ) 1978 1979 1980
Multinational
United Nations Developzent
Prograc-e (L2DP) - 50 50 969 1 787 1 948
World Health Organizatina (WEOD) 175 331 ' 503 I 50 ] 1 050
Total 175 381 953 | 2.470 | 3.379 | 2.998
nks
African Developzment Bank C - : - : - - 250 250
Total - - | - - 250 | 250

[Foundations

International Federaticn of Anti- '
Leprosy Associations 78 - - 36 63 62 67 65

Japan Shipbuilding Indus:ry
Foundation 51 500 - 400 400 400 400
Lepers' Trust Board, Yew Zea-
land . - - 10 7 10
WellcomeTrust, United Kingdom 25 - - - — e
EUL 154 536 473 472 474 475




Pleaczes

Concributor 1973-1975 1976 1977 1978 1979 1980
Bilateral: Developing Countries .

Bah#m;a . €3 0.5 - - i P
Cuba ’ — = o — 2 2
Cyprus - i 0.2 -
India - - - - 103 100
Iraq S - = - — s
Niger - - - 2 2 2
Nigeria - 80 81 81 80 80
Romania - 2. = i o =

Total 6 83 81 83 187 184
laterzl: Developed Count-ies
Australia - - - 260. 237 233
Austria 5 23 31 38 40
Belgiun 64 272 ” 1.533%% | 450 500
Canada - 309 - 535 609 700
IDRC/Czanada 75 491 178 63 = -
Denmark - = 4.933 2.934 2.363 1.900
Finland - - 72 96 125 125
France - - - - 227 225
Germany, Fedaral Republic of - - - 333 1.168 1.)00
Netherlands 100 400 1 000 1. 000 955 1,000
Norway 71- 109 456 966 1.090 "L 110
\Sueden - 805 404 1 453 1,928 2,530 2.530
Switzerland - 102 422 554 747 750
United Kingdom - - 133 s | owss BB froam
" United States of America/USAID - - 25. 24 RS ;_0
Total 1.120 2.243 8.838 |11.323 13.791 116,157
CRAND TOTAL 1.455 3.243 10.345 14.348 18.081 [20.064

%X Includes tinal part ot CY/9 to be paid in CYsU
&%  Jncludes 1977 contribution

-




Mr. Warrem C. Baum, CPSVP Mareh 24, 1980

John R. Evans, PHN

Proposal to Establish Bank Particination in

Global Health Research Programs

1. Attached for your comments is a revision of the Mareh 10 draft
on the proposal that the Bank encourage the establishment of a health
research and development group. We have tried to respond to the basic
questions you raised on why it is desirable to propose establishment of
an umbrella mechanism now, what an appropriate structure would look like,
and how boundaries are drawn between basic technical and managerial
responsibilities for research programs.

2. We have dropped the "HRDG" label and replaced it with a Joint
Coordinating Board for Health REsearch (JCBHR), and distinguished between
the structure and functional relationships of technical management and
advisory bodies in the JCBHR (see page 18). Because WHO will remain as
Executing Agency for most if not all programs, we have placed a JCBHR
Secretariat in Genmeva for implementation and coordination among programs.
The experience with TDR leads us to believe that this arrangement will
work with little or no interference from WHO's general modes of operation.

: 8 We project implementation of the JCBHR in CY82. To facilitate
negotiations, we recommend that the concept be presented for approval

in principle at this year's December meeting of the TOR/JCB. This would
require prior agreement by the Bank, WHO and UNDP cosponsors to the
arrangements proposed.

4. The progress made by TDR merits its inclusion as the first
program when the JCBHR is implemented. In recommending Bank support to
establish the JCBHR, the Bank should also commit itself to financial
support of the TDR at the December 1980 JCB meeting. As we discussed, it
would be difficult for the Bank to aveid taking a decision on the JCB
requests for financial support. It is recommended therefore that the Bank
provide a financial contribution in CY80. The proposed level of support
is US$2M, approximately 10Z of donor contributions in support of the CY80
budget.

Attachment

AFonaroff/JREvans :va

Distribution = Mr. H. G. van der Tak, PAS
Dr. Kanagaratnam, PHN
Mr., C. Weiss, PAS



Draft (2)
AFonaroff/JREvans:va
March 24, 1980

A PROPOSAL TO ESTABLISH WORLD BANK PARTICIPATION IN

GLOBAL HEALTH RESEARCH PROGRAMS

Summary

1. This paper recommends that the World Bank encourage the establish-
ment of a Joint Coordinating Board for Health Research (JCBHR) to mobilize
global scientific and financial resources for discovery and evaluation of

new measures to control the major diseases of developing countries; and to
strengthen research capabilities in countrier where these diseases occur. The
JCBHR would be. established as a single system, composed of cospoa-

sors, donors and countries affected by the dlseases, and would be responsible
for the identification, organization, managenent and financing of a selected
number of global programs that meet the abov: objectives. Separate adminis-
trative units and expert advisory groups would be maintained for individual
programs.

2. The concept of the JCBHR expands the JCB mechanism successfully
applied in the WHO/UNDP/Bank cosponsored Special Programme for Research and.
Training in Tropical Diseases (TDR); and under consideration for a second
program for the control of diarrheal diseases (CDD).

The JCB mechanism will functicn well for these

two programs. However, as the portfolioc of special giobal heaith research
programs increases, more rigorous technical and advisory controls will be

_ needed, particularly in establishing priorities and resource allocaticns

among programs. It is therefore proposed that the JCBHR be accepted in principle

in CY80, for implementation CY82, to include TDR and CDD (in CY81) and such



other global health research programs as are subsequently approved.

3 It is proposed thaf the Bank, WHO and UNDP act as cospbnsors of ”

the JCBHR. The Bank's cosponsorship would include (a) participation in the JCBHR
and its Executive Committee; (b) establishment and administration of a Trust
Fund to which donors would contribute; and (c) contribution annually to the
Fund. Annual apportionment among JCBHR programs would be based on past-year
achievements and progress feorecasted. Bank financing could be derived as it

is for grants to CGIAR and OCP, from the allocation of the annual net inco.e

and on approva’ by the Bank's Executive Directors.

4. It is recommended that the Bank initiate financial support to th:
JCBHR with a contribution to the TDR in CY80 in the amount & US$2.0M, which is
10% of the anticipated donor support of the approved CY80 budget. It is
expected that the Diarrheal Diseases Control Progfam, in which thé Bank/WEQ/UNDP
have been collrborating, would be reviewed for support as the second program

in CY81.

5. The formation of the JCEHR would represent a marked change in the
philosophy towzrd health research support by directing attention of the
international health and development community to the rationa. allocation and
management of écarce resources for priority disease control programs that affect
social and economic progress. It would reinforce the active c&llaboration

among UN specialized agencies, bilateral and other donors and developing
countries in increasing cost-effectiveness of primary health care as 2 means

to upgrad poverty conditions in the developing world. The JCBHR is also a tangible
mechanism through which the Bank can extend its own efforts to

meet basic needs beyond customary lendirg orveratiouns.



I. Needs for Improved Technology in the Health Sector

6. The health status of the poor in developing countries may be improved
both through the general process of social and economic development and through
the provision of basic health services. Because development proceeds at a
slow rate and its benefits are inequitably distributed, the impact

of the development process per se on health status is limited. Improvements
in health may ke accelerated through basic health care that controls commonly
occurring diseases.

1. . . Two obstacles must be cvercome in order to achieve direct im-
provements in health. First, a system must bLe established to bring currently
available technology to those who have no access to health services. Second,
safe, simple znd inexpensive measures must be developed to prevent or treat
serious common diseases such as malaria, schlstosomiasis_and onchocerciasis,
for which there are currently no effective control technologies. The Bank has
initiated activities to eliminate the first obstacle by establishing direct
lending to countries for health care delivery. Overcoming the second obstacle

however requires the mobilization of scientific and financial resources at
the global level toward discovery of appropriate technology to control mzjor
infectious and parasitic diseasesf '
8. The Bank's leadership can stimulate such an effort. As the majcr
development lending institution, multilateral and bilateral donors as well as
develcping countries attach considerable credibiliéy to the large-scale,
long-term operations in which the Bank is involved. This level
of credibility is crucial in gaining the long-term support and commitment for
health research that require mechanisms:

1) to stimulate, coordinate and finance promising research from

early stages of discovery through to trials that assure effective

irplementation; and



ii) to stimulate and increase country-level skills in research

and management of control programs in countries where the

diseases are endemic.
Such efforts should draw on the scientific resources of institutions in both
the public and private sectors throughout the world.
9. The common causes of mortality and serious morbidity in deﬁeloping
countries include diseases which are rare in the developed world. Public and
private funding of research on diseases prevalent in developing countries (:as
been very limited, resulting in neglect by scientists in academic institutions
and the pharmaceutical industry. The pharmaceutical industry, for example,
has limited its research investments on drugs to control tropical diseases
because of the high cost of such drug develcpment in relétion t6 financial re-
turns in developing countr;es. The focus of biomedical and other research on
the control of cardiovascular diseases, cancer and other major causes of d:ath
in the industrialized world, has produced recent advances in inmunology,
molecular pharmacology, epidemiology and social and behavioral sciences. These
have broad applicability to the contrdl of major diseases in the deyeloping'
world that have not been fully exploited.
10. Some steps, however, have been taken in this direction. Under the
leadersh;p of WHO, UNDP and the Bank, the scientific and donor communities,
and developing countries themselves, several major goal-oriented joint programs
have been launched. The Onchocerciasis Control Program (OCP) is an action-
oriented regional program focused on the control of the black fly vecter in the
Volta River watershed. OCP requires financial resources well beyond the means
of the countries affected, and control techniques which must be applied across
ﬁational borders. The Special Programme for Research and Training in Tropical

Diseases (TDR) and the Diarrheal Diseases Control Programme (CDD) are basic



research efforts designed to produce simple, low-cost, vaccines, drugs,
pesticides and other new methods of disease control; and to strengthen
research capabilities in the countries where the diseases are endemic.
11. Discovery of a new drug or vaccine and the steps leading to use
are normally carried out by different scientific groups and involve a
sequence of time-consuming activities: laboratory discovery; animal trial
testing to confirm such factors as safety and efficacy; research to achieve pro-
duct stability, predictable potency and low-cost prod;ction methods; and evalua-
tion of cost-effective disease detection methods and modes of their delivery.
Two elements coi1ld shorten this process by several years: (a) skillful
_organization of a network of groups to coordinate the successive stages of
work; and (b) the regular and timely provision of necessary financial
;upport. Success is dependent on maintaining the commitment of scientists and
support of dono:s over 10-15 years. An effectivé mechanism is needed to
organize and manage the scientifir network and financial resources. Bank
participation in a consortium of scientists and donors could perform the vital
services of strengthening manégement, as well as attracting and sustaining the
coufidence and :ommitment of donors to high priority programs.
12, The iank should promote programs that aim to control diseases that
significantly impede economic and social progress in developing countries, par-
ticularly in research areas that are not receiving adequate attention from the
scientific community. The Bank should stress efforts to accelerate the
discovery of simple, cost-effective interventions for use in its lending
programs of basic health services.
13. Investments in health research programs are modest_compared toc the

costs associated with technologies currently used to control certain infectious



and parasitic diseases. Over a Billion people in the developing countries suffer
from poor health attributed to tropical diseases. Some tropical diseases once
under control, such as malaria, are in resurgence. Others, such as schistoso-
miasis, are spreading as a result of irrigation, hydroelectric power and other

economic development activities. Present control technology is difficult, com-

_ and Middle Giza and West Nubariya
plex and costly. For example, Bank projects in Upper/Egypt,/for schistosomiasis

control reach only approximately one-third of Egypt's population. Between 1973-79,
the total component cost was US$28.7M, of which Bank financing totaled USSz1.9M.,

85% of the investment was in molluscicides for vector control, with the

remainder in chemotherapy. In the absence of more cost-effective alternative
technologies, znnual recurrent costs could amount to approximately US$18M.

14, Between 1971-79, 437 of health component expenditures by the Bank were
devoted to vector control, chiefly for malaria and schistosomiasis. This
amounted to US$145M, almost 587% of the total expended for health componants;
recurrent costs during this period were US$14M. These are necessary, but
interim steps awaiting future technology that will more effectively prevent

and treat vector borne diseases. Presently, where such diseases are endemic,
human productivity is reduced; and during epidemics, entire workforces may be
disabled. The high risk of contracting malaria, schistosomiasis, trypanosomiasis
and onchocerciasis in Africa, Asia and the Amazon region of South America
affects population distribution and patterns of human setflement. Animal
husbandry and other economic ventures are similarly affected. In Africa alone,
the tstse fly, the trypanosomiasis vector, infests over 10M square km of land
which, if cleared, could provide a potential cattle population of 125M.

15. - To alleviate such problems, the Bank as part of its program to develop
primary health care, should give high priority to the support of research aimed

at producing simple, effective and inexpensive technology that will protect



populations in developing countries against the principal causes ofﬁﬁor;ality

and morbidity. Appropriate biomedical technology exists for those major‘fﬁfectioﬁs
diseases such as measles, smallpox and influenza which seriously affect popula-
tions in both the developed and developing world. However, there remain technolo-
gical gaps to control other major infectious disorders and parasitic diseases

that are prevalent in the tropics. These problems contribute to high infant
mortality rates throughout the developed world and constrain progress in popula-
tion control. .Improved methods to control fertility and to curb malnutrition

. are also needed to enhance longevity and quality of life.

II. ThR: A Proven Model for Coordinating Donor Inputs

16. The Special Programme for Research and Training in Tropical Diseases
(TDR) provides an excellent example of a goal-oriented global effort desizned

to meet the ne2ds described. Supported jointly by contributions from major
multilateral and bilateral donors, including'couﬁtries whose populations will
directly benefit from results, TNR is now in its third year under WHO/UNDP/Bank
cosponsorship. It is acknowledged by scientists, donors and developing countries
as the leading research force (a) in developing new, improved and cost-
effective prodicts and techniques for the control of six major diseases: leprosy,
mal#ria, schistosomiasis, filariasis (including onchocerciasis), trypanosomiasis
and l-~ishmaniasis; and (b) in strengthening research and management capability
in developing countries for essential tasks of testing, evaluating aﬁd

delivering new disease control technologies.

17. Two mechanisms ﬁere considered to implement TDR. One was to apply

~the CGIAR model and establish a select number of centers of excellence to

develop new products and techniques for technology transfer. The other was to
organize a global network of existing laboratories with sophisticated biomedical

expertise in industrialized countries and clinical and research facilities in
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countries affected by the diseases. For the following reasons a decentralized
global network was selected:

(1) Necessity to stimulate the acceleration of basic discovery

in tropical diseases control was unlike the situation when CGIAR was established

Significant strides in basic agricultural research permitted centralized foci
for applied research to improve the quantity and quality of food production
in developing countries. TDR, however, needed to stimulate large numbers

of leading basic biomedical scientists to continue basic research in their
laboratories with re-emphasis on tropical diseases; and to expedite results of
research formulations through linkages withk other experts in the public aand

private sectors for the next stages of evaluation and testing.

ii) Cost-effectiveness in fundamental biomedical research is more

likely achieved by drawing on leading scierntific teams in immunology, pharmacology
and-molecular biology in the manner noted zbove than by starting

de novo to assemble new center(s). The network approach alsc overcomes the
costly time constraint of identifying and obtaining sites in endemic areas for
clinical evaluation of promising drug compounds. Pharmaceutical companies
involved in formulating new schistosomidal drugs, for example, must have
collaborative arrangéments with multi-center research institutions‘in the
developing world in order to undertake well-designed clinical trials.

Linkages between developing country institutions and more developed research
centers (e.g. staff exchange and secondmen;, joint research and training
projects) also increases developing country research capabilities for the con-

trol of major diseases now and in the future.

111) Variability in ecological conditions requires that certain
phases cf research be conducted at country level, as is the case in other

situations of technology transfer. Country and regional scientists and



institutions must be involved in defining local problems, identifying
environmental and behavioral determinants, developing specifications of new
techniques and participating in their trials, and developing appropriate
methods for technology transfer.

Technical and Administrative Management

18. The extent to which TDR short and 1ong-fange goals are Qchieved
depends not only on the quality of scientists but on the effectiveness of
management. A 1978 Memorandum of Understanding on Technical and Administ-—a-
tive Structurzs agreed upon bj cosponsors and cooperating parties defines the
organizational/management system to assure global scientific and technical
progress. TDR has two separate but relaﬁed systems, one for technical
management performed by a secretariat appointed by WHo; and the other composed
of monitoring/advisory bodies at each management level.

19. Program and Project Management: WHO, as Executing Agency, prcovides

a TDR Secretariat in Geneva that is responsible for program implementaticn.

The Secretariat serves all advisory bodies described helow. Individual projects
in research and institutional_strengthening are reviewed and managed by full-

time Technical Staff Officers.

20. The relationship between TDR and WHO has been satisfactory. TDR
techniﬁal, administrative and financial operations are handled separately
from those of WHO for most matters. WHO administrative procedures for
recruitment do impose some delays on appointments. The TDR Secretariat does
receive the benefit of technical back-up suppert from WHO staff,

as for example in site visits to review projects and to identify capable

research scientists in developing countries.
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21. The senior body to which management reports is the Joint Coordinating

Board (JCB). Its membership of 30 includes the cosponsors; representatives

of governments financially contributing to the program, governments reflecting
interests of countries where the six diseases occur, and agencies selected

by the JCB because of their activities in tropical diseases research and
training. It meets annually iu Geneva to decide upon program budget, program
balance, major staff and advisory éppointments, and to pledge its continueé

support.

22. The JCB is served by a Standing Committee composed of the three

cosponsors. It meets three times yearly to review progress and to undertake
specific functions on behalf of the JCB. The Standing Committee is hosted by
the cosponsors in rotation, the host cosponsor acting as chair. Responsibili-
tieslinclude preparation of annual recommencations to the JCB on (a) program
and budget based on substantive review by ths STAC; (b) major appointmente,
such as the Programme Coordinator and STAC members; (c) fiscal and program
management issues such as internal audit, cash flow/liquidity; allocation of
staff resources; and (d) preparation of terms of reference for the Prograume's
five-year performance review. WHO provides che Secretariat for the Standing

Committee and also handles fund-raising. The Bank administers a TDR Trust

Fund.

23. Advisory Structure: Expert senior scientists both from within and

outside the TDR network are drawn from relevant disciplines and are appointed
by the TDR Secretariat to serve as advisors to the technical staff. These

advisors are organized into Scientific Working Groups (SWGs), one for each of

the six diseases under investigaticn, four for areas that pertain to all the
diseases (biomedical research, vector biology control, epidemiology and social

and economic research), and one on strengthening of research institutions.
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SWGs define research cbjectivés, devise a strategic plan to achieve them, monitor
and revise both the plan and research findings as work progresses. Individual
projects are submitted by the Technical Staff Officer for scientific evaluation
by a small group elected by the SWG on recommendation from the Secretariat.
Individual research projects so submitted are evaluated for relevance to goals,
objectives and strategies of the network plan and for scientific method and
merit. Great reliance is placed on peer group assessment in the review of TDR
mission-oriented research.

24, The total program is evaluated on a jearly basis by a Scientific

and Technical Advisory Committee (STAC), a muitidisciplinary body of 15 - i8

internationally distinguished scientists which is advisory to the TDR Secreta-
riat. STAC also performs in-depth program resiews of the SWGs. Three reviews
have already been completed and the total scientific program will be evalucted
at five-year intervals. STAC members are appointed by the JCB on the recormen-
dation of its ~dvisory Standing Committee. Nominations are made by the TDR
Secretariat and the cosponsors.
Progress

25, TDR is meeting standards establisied by STAC and expectations of the
cosponsors and the JCB. Approximately half ol TDR resources are spent in
developing countries on research, training of persomnnel and strengthening of
research institutions. The scope of activity includes biomedical, environmental,
epidemiologic, socio-economic and health services research. Highly qualified
scientists from leading institutions in the industrialized world have turned
their attention from the health problems of affluent ;ocieties to participate

in research directed toward these neglected diseases. In addition, NIH, the

‘Rockefeller Foundation and the Wellcome Trust have been stimulated to increzee

their annual appropfiafions to tiopical diseases research, thereby accelerating

Y
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and broadening the scientific knowledge base for the control of tropical
diseases.

26. Since its inception, 600 projects have been funded in 66 countries.
In 1979, almost half of these projects represent new efforts, demonstrating

the rapid rate of program development. More significant, however, is the steady
progress of technical activities. New technology has been developed for five

of the six diseases under investigation: extremely promising leads for

vaccines against malaria and leprosy; improved drug therepy for schistosomiasis;
drug screening t» discover more effective compounds for treating onchocerciasis;
and a detection method for more accurate diagnosis and treatment of trypanoso-

miasis.

27, It is unlikely that necessary resources to produce these results

would have been available without the presence of the Special Programme. The
administration ard management of the global neLwﬁrk is effective. The WHO Ad-
visory Committee on Medical Research has cited the scientific achievements of
TDR as an example of outstanding research management, and has commended the
balance between basic research and the strengthening of research institutions.
It regards TDR ac a model for other WHO extrabudgetary efforts.

28. Reflecting these assessments, TDR financial resources have grown from

about U7$3.2M in 1976 to over US$20.0M in CY80, TDR is being supported by two

of its three multinational cosponsors, one development bank, three foundations
and 18 bilateral donors including four LDCs.:/ While financial contributions
from developiﬁg countries are modest, allocation of their scarce resources to

TDR is indicative of the value attributed to potential gains. On the

1/ See Attachment 1
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recommendation of the Standing Committee, the JCB approved a Standing
Committee, recommendation for a five-year budget forecast. The CY80 budget was
approved at US$26.6M with the expectation that annual budge;s would not exceed
US$35.0M (1980 dollars) in periods of maximum spending. Recognizing that
donor interest tends to shift over time, concern is being expressed about
sustaining the level of support required as the program enters the expensive
stages of clinical trial and evaluation of new discoveries.

Role of the Bank

29, The Bank was invited to become a cosponsor in order to increasc

donor confidence in effective program management and administration and to
establish and provide fiscal management of a Tropical Diseases Research Fuui to
which the major’ty of TDR contributions are deposited. There are, however, some
governments who are unable for political reascns to contribute their funds through
the Bank and whe deposit their contributions to a WHO administered trust fuaid,

In 1979, over 65 percent of contributions were deposited to the Bank-administered
fund.

30. In addition to its role as fiscal agent, the Bank jinfluences program

management through participation in the Standing Committee and the JCB. It
initiated a proposal for internal audit of projects and analyzed liquidity issues
affecting cash flow. The Bank also provides a Public Health Staff Officer for
(a) oﬁgoing management liaison with pertinent Bank depaftments, cospdnscrs and
cooperating parties; (b) review and analysis of technical and administrative
program documentation; (c) representation of UNDP/Bank cosponsorship as an
observer to the STAC annual program review, and (d) preparation of documents

relating to the Bank's managerial role.



- L

31. The Bank accepted cosponsorship because the potential products

of TDR are central to the Bank's mission of improving opportunities for better health
and progress in countries affeeted by the diseases. There was reluctance on the
part of some major donors to participate in the program unless the Bank became
fiscal agent, and the Bank itself conditioned participation on its recommendations
for strengthening of technical and administrative relationships between the TDR
and WHO. These arrangements were subsequently accepted by WHO and are reflected
in the system presented .

32, The Bank has been requested twice to make a financial contributioﬁ to
the TDR. The first request was made by the JCB in 1978 and was deferred perding
review of Bank policy on allocation from the Bank's net annual income. At its
1979 meeting, the JCB repeated its request. In view of TDR progress to date,

the Bank should provide financial support to TDR. TDR potential is high for
delivery of prooucts essential to Bank lending operationms, éarticularly for
vector control in water and irrigation projects; and for vaccines and drugs in
primary health care. These outcomes extend beyond sector-specific benefits to
general improvements in social and economic development in that reduction of
parasitic infection will likely increase worker productivity, general heal:h
status and longevity.

33. " The recommended level of Bank financial contribution to TDR in

C¥80 is 10% of the projected budget support of TDR donors. The Bank's
contribution would be approximately USS$2.0M in CYB80 and can be expected to
require up to approximately US$3.5M per annum in CY80 dollars at periods of
maximum expenditure. Recommendations on the Bank's level of annual support

would be based on the program's technical achievements and prospects for short,
medium and long-term outcomes.

34. It is also recommended that the Bank consider the support of TDR

within the technical and administrative framework for health research described below.
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III. Recommendations for Establishing a Joint Coordinating Board
for Health Research (JCBHR)

35. The World Bank should join with WHO and UNDP to cosponsor an um-
brella mechanism for health research. The formation of a Joint Coordinating Board

for Health Research (JCBHR) would represent a departure from the current philoseophy

.

toward investment in health research. It would direct attenticn of the
international health and development coﬁmunifies toward the rational allocation
of scarce resources among priority goal-oriented programs designed to provide
appropriate techaology for control of diseases influencing social and economic
progreas in developing countries. Membership would include the proposed cospon-
sors and represeatatives of donors and countries affected by outcomes of
sponsored programs.
36. Such a change 1s necessary. Until TDR was established, WHO hac limited
success in stimulating broad support of global health research programs. As
%he technical lead agency in health, WHO has bren the primary force in idertifying
health conditiors that require such attention. Since the TDR mechanism has pProven
uccessful in movilizing resources, donors have been presented by
‘%HO with a large number of programs for extrabudgetary funding. WHO can and
should provide this stimulus, but donors have critized WHO for not establishing
priorities among operational and basic research activities and for not providing
sufficient information on administrative and management support sttems. In
the cac: of TDR, Bank and UNDP involvement was/iritical factor in establishing
credibility for donors of

/ the priority for long term investment in tropical diseases research and

of the proposed technical and administrative structures to deliver
potential products.
37. The JCB established for TDR could accommodate a second program
such as the new global program on diarrheal diseases control (CDD). However,

the potential portfolio of special global health research programs will

increase; and more rigorous technical and management controls will become
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necessary, particularly in establishing priorities and resource allocations
among programs. The proposed JCBHR offers the following advantages for coping

with this situation:

1) It provides a forum for decisions on resources allocations

among programs. The same donors will likely be called on

for financial support of different disease-control programs.
Donors are more willing to provide both top-level represen-
tation and greater level cf commitment when their responsi-
bilities are focused toward establishing direction for a variety
of supported programs;

ii) It increases cost-effectiveness through sharing of common

administrative services and scientific resources;

iii) It increases donor confidence that management capability exists

for early identification ard intervention in the inevitable
problems that may occur in long-term research programs;

iv) It facilitates implementation of new global programs based on

expefience with TDR and CDD.

Technical and Administrative Management

38. The separate technical management and advisory structures established
for TDR provide a prototype for the proposed JCBHR. Each program accepted into
the system would, like TDR, function according to legal terms of agreement
between cosponsors and cooperating parties contained in a Memorandum of
Understanding on Technical and Administrative Structures. Proposed alteratimns
in structure and functions of the JCBHR are presented on the following page.

39, Management Structure: As in TDR, the senior body to which manage-

ment reports would be the Board. Membership criteria would continue as in TDR.

In addition to assuming all current functions as in TDR, the Board would assume
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the added responsibilities of identifying priority research to include in the
system and allocating financial and.manpower resources among sponsored programs.
It would meet annually at the headquarters of any of its cosponsors to review
and decide upon the planning and execution of programs. For this purpose it
will be advised of all aspects of program developments and consider reports and
recommendations submitted by its Executive Committee and the Bank. Cgtegories
of review and action wi;l include:
i) proposed annual plans of action and budgets for the coming
finencial period;
11) fiuencial statements, as well as the audit reports thereon, and
allocation of financial resources within and among programs;
iii) major appointments- to management and advisory_bodies (e.g., JCB'R"
Secretariat, Program Directorate. STAC);
iv) proposed longer-term plans of action, their financial implicatiens
and a rolling five-year plan of operation;
v) other matters as may be referred to it by any Board member.

40. The three cosponsors would constitute an Executive Committee responsible

for JCBHR management. The Committee would advise the Board on mztters similar to
those handled by the TDR Standing Committee (para. 22) with the necessary add:ticnal
reports and recommendations to assist the Board in carrying out its function as
described above. The Committee would also manage a JCBHR Trust Fund to be
administeréd by the Bank and would fund-raise for programs approved by the Board.
41. In carrying out the above functions, the Committee will be assisted by

the JCBHR Secretariat and by the Bank. The Bank would be responsible for
establishing and administering a JCBHR Trust Fund for the pooling of funds annually
allocated for programs. The Bank's role would also include the preparation of
technical, administrative and fiscal assessments on each program ard the JCBHR

Secretariat for annual presentation to the Board. The Bank's representative
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PROPOSED JCBHR STRUCTURE AND FUNCTIONS

OF MANAGEMENT/ADVISORY BODIES

BOARD

(cosponsors, donors,
developed countries)

Advisory

STAC

EXECUTIVE COMMITTEX

TAG
(for each prog

ran)

(cosponsors)
JCRER
SECRETARIAT
(Geneva)
TDR CDD Future
Directorate Divrectorate Programs
Directorates...
Technical Technical Technical

Staff Officers

Staff Officers

Staff Officers

Project
Investigators

Project
Investigator

Project
Investigators

SWG
(for each Tech-
nical Staff

Peer
| _[Review
Group

This model modifies the TDR structure,
resource allocation and coordination among programs
Executive Committee which recommends budgets and priorities; and technical,

administrative and management aspects of programs; and conducts fund-raising. The
Bank would establish and administer a Trust Fund; and prepare technical, finanmcial
and management assessment reports for the Board.
for most if not all individual programs.
blishing pricrities by a STAC composed of international sci
JCBHR Secretariat
programs and their technical implementaticn.
Directorate responsible for implementation, reporting to the Secretariat. FEach
Directorate would be advised by a TAG on
in-depth evaluation of SWGs.

trans-disease areas.

Officer

enabling the Board to establish priorities,
under advisement of an

WHO would be Executing Agency
The Committee would be advised on esta-
entific experts. A
would be responsible for overall management, coordination of
Each program would have its own

goals, priorities and progress; and for
Technical Staff Officers in each Directorate would
review and marage individual projects grouped according to disease-specific and
Each TS50 would be advised by a SWG which develops a goal-
oriented strategic plan and monitors ics progress.
by the SWG would select projects for funding.

A small peer review panel elected
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to the Executive Committee will require a small support staff to expand the
present technical and management funﬁtions of the Bank's Responsible Officer
for TDR. WHO would be represented by an Assistant Director-General in order to

facilitate adminstrative implementation of programs carried out by WHO.

42, A JCBHR Secretariat would be established in Geneva for technical
and managerial coordination among programs. The Secretariat would serve the
Board and its Executive Committee. Technical, administrative and financial
operations woulc be handled separately from those of WHO, although as in TDR
technical back-up support from the WHO Secretariat may be required periodically.
This procedure ihas worked well for TDR.

43, Each JCBHR program would have its »wn Program Directorate. In most

if not all cases WHO would be the Executing Agency. Each Directorate will “e

respensible to the JCBHR Secretariat and would manage its own budget and

administrative activities. Technical Staff Officers (TSO) would perform onzoing

administrative znd management activities related to individual projects and
research capability strengthening activities. TSOs would be responsible to the
Program Directorate.

44, Advisory Structure: 1In establishing priorities among programs,

the Board through its Executive Committee will be advised by a Scientific and

Advisory Committee (STAC), composed of internationally renowned scientists re-

presenting expertise in social and economic development as well as health

sciences. Appointments to STAC would be made by the JCBHR on recommendations

by the Executive Committee. Each Program Directorate would be advised by a

Technical Advisory Group (TAG) and a SWC would be established to advise each

Technical Staff Officer. Procedures would parallel those of the TDR/STAC

(para. 24) and SWGs (para. 23).



Implementation

45, The proposed JCBHR would be implemented in stages, replacing the
JCB mechanism currently used for TDR when two or more globﬁl programs are
identified for support. Because of the necessary lead time to refine and
institute the JCBHR, it is recommended that the Bank propose acceptance in prin-
ciple at the December 1980 JCB meeting of the TDR in Geneva. Actual implemen-—
tation is projected by CY82. It is proposed that the TDR mechanism be absorbed
as the first program in the JCBHR.

46. The second program would be the WHO expanded effort for diarrheal
diseases control (CDD). Diarrheal diseases are the leading cause of death in
infancy and early childhood throughout the developing world. In 1979, WHO/UNDP/
Bark collaboration resulted in a five-year U3$5M UNDP grant te~ WHO to initiate

a global research program for vaccine and drug development. WHO is seekirsg

continued UNDP/Bank collaboration and consid¢ring a suggestion that the TDF/JCB
also serve as the mechanism for financing, organizing and managing CDD.

47 . Future priorities for JCBHR programs might also include: (a) safe
and effective fertility reduction techniques of high acceptability to indiv.duzals
in different clinical and cultural situatioms; 1/ (b) improved »revention,
detection and treatment for nutritional disorders; and (c) improved diagnostic,
therapeutic preventive measures to deal with common but serious disorders such

as respiratory infections.
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48, Proposed criteria for recommending programs to the JCBHR would

include:

1)

i)

ii1)

iv)

v)

vi)

opportunity for providing new or improved cost-effective

biomedical or other technology with obvious links between re-

 search, application and integration in primary health care

to deal with major causes of morbidity and mortality in LDCs;
methods for institutional strengthening to build self-
reliance in LDCs for developing, managing and evaluating
control programs;

innovative, comprehensive approaches to meeting objective:,
logistics and cvaluation o scientific task(s);

sound financial and administrative management procedures
for monitoring cost-effectiveness;

practical and feasible goals to be achieved within defined
time periods and available finances;

opportunitieé which no single bilateral or multilateral
donor is able to accomplish by itself but where leadershin
in development and management of large-scale programs and
projects is regarded as essential to attract and sustain a

critical mass of donors and scientists.

The WHO Human Reproduction Program (HRP) focuses on this goal but operates.

within an organizational framework that would require modification for acceptance

within the proposed JCBHR.
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49, The proposal that the Bank‘establish and cosponsor a JCBHR would
require financial contribution for programs accepted in the system. The fifSt
proposed program for the JCBHR is TDR, and the Bank should contribute to its
financial support. This recommendation is justified for two

major reasons. First, progress to date reinforces the system's

capaeity to deliver products essential to Bank objectives. Second, future
progress céuld be impeded because several major donors will interpret lack of
Bank financial support as indicating doubts on TDR potential to meet its goals.
This would sericusly erode the amount of donor resources for TDR. * As proposed
earlier, the Bark financial contribution to TDR in CY80 would be at a level

of 10 percent o: the projected budget support of donors. The Bank contribution
would be approx:.mately US$2.0M in CY80 and can be expected to require up to
approximately U3$3.5M per annum in CY80 dollars at periods of maximum expenditure.
The Diarrheal D:sease Control Program would be reviewed for support as the

second JCBHR pxogram in CY81.

Comparative Advantages of Bank Participation

50. As & proposed cosponsor, the Bank would be a member of the Management

Board, the key JCBER advisory body. It is expected that the Bank would establish
and administer a Trust and to which donors would contribute sums annually., The
Bank's presence is considered important to attract sufficient funds and to assure
their p.oper management. As development institutions, the Bank along with UNDP
increase donor confidence that criteria for program selection are directed toward
disease control that will accelerate social and economic progress in developing
countries.

51. The Bank's involvement in the JCBHR would strengthen the system'‘s
potential in several important ﬁays:

i) the Bank is mere independent of political interference

than most UN agencies and, therefore, is in a much stronger
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position to ensure that expert, indepehdent scientific advice
is obtained and used for scientific management decisions;

ii) the Bank's reputation for careful analysis, efficient organi-
zation and sound financial management lends credibility to
programs within the development community;

i11) the Bank's economic perspective and broad multisectoral
approach to development ahould reduce the danger of programs
falling into narrow compartments corresponding to the sector
responsibility of one technical agency;

iv) | .the Bank has the capacity to introduce new épproaches and to
adapt them to changing circumstances, thus providing morec
effective and flexible leadership than most UN agencies.

52. The credibility of JCBHR would be further reinforced in developing
countries and the donor community if the Bank provided a commitment for financial
support on a lcoaz-term basis (e.g. 15 years). This is importart in order to
demonstrate the appropriate level and direction of support for other donors.
The financial contribution to JCBHR should be viewed as an investment with
delayed returns similar to those expected in Bank lending in those sectors sup-
portive of meeting basic needs. Cost-benefits from simple, low-cost alternative
technologies derived through JCBHR would offset the Bank's current investmeats
in disease control, many of which are complex,costly, logistically difficult
to manage and do not fully reach the populations affected. The level of invest-
ment would be determined annually, with funds allocated from the Bank's annual
net income and on approval of the Bank's Executive Directors.
53 JCBHR would provide the Bank with a tangible mechanism that extends
the Bank's efforts beyond customary lending operations. There are three
outcomes which justify its full participation:

1)  reinforcement of the Bank's activities in meeting basic needs

of the poorest populations of the developing world through



11)

support of health research in currently neglected areas;

this would provide new and appropriate technology critical

to the success of Bank operational interventions to provide
cost-effective health services;

reinforcement of the Bank's active collaboration with WHO,
UNDP and other UN agencies, bilateral donors and the
developing countries toward integrating health and developﬁent
activities as a means of accelerating social and economic

progress in the developing world.
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CONTRIEUTIONS TO THE SPECIAL PROGRAMME FOR RESEARCH AND

TRATNING IN TROPICAL DISEASES AS AT 30 DECEMBER, 1979
(EXPRESSED IN USS 1000)
. Pledrges
Contributor 1973-1975 1976 1977 1978 1979 1980
Multinational
United Nations Developzent
Prograccme (UNDP) - 50 50 969 1 787 1 948
World Health Organization (WHO) 175 331 903 150 . 1. 592 1 050
otal | 175 381 953 | 2.470 | 3.379 | 2.998
African Development Bank - - - : - =4 250 250
Total = - = - L 250 250
[Foundations
International Federation of Anti-
Leprosy Associations 78 36 63 62 67 65
Japan Shipbuilding Industry ;
Foundation 51 500 - 400 400 400 400
Lepers' Trust Board, New Zea-
land & - ) - 10 7 10
WellcomeTrust, United Kingdom 25 - - - e 5
o 154 536 473 472 474 475




: i Pleaces
Contributor ' 1973-1975 1976 - ~-31977 .. | 3978 1979 1980

b -

Bi{lateral: Developing Countries

Bahamas . S R . o —_ s
Cuba . e - - - 2 2
Cyprus - - 0.2 -
India | : " - o = - 103 100
Iraq ) ' 5 ¥ g & L - -
Niger ‘ - . - s 2 . 3 2
Nigeria - 80 81 81 80 80
Romania - 2. ' - . 5 g o
Total 6 83 81 83 187 184
I ateral: Developed Countries
Australia - 1 - | - - 260. 257 253
Austria : ‘ 5 ” 23 { 31 38 40
Belgiun 64 272 | - 1.533%% | 450 500
Canada . - - 309 - 535 609 700
IDRC/Canada 75 491 178 63 - -
Denmark . - - 4,933 2.934 2.863 | 1.%00
Finland - o 72 96 125 125
France " - - - & o 227 225
>rmany, Fedaral Republic of - - - 333 1.168 1_ )00
Netherlands 100 400 1 000 1. 000 955 1,000
Norway n 109 456 966 |1.090 [ 110
\Sweden : - 805 404 1 351 1,928 2,530 2.530
Switzerland *a - 102 422 554 747 750
United Kingdom ‘ - 133 76 | ess  BaEm  jimst
" United States of America/USAID - - 25. 24 3 4.0
Total 1.120 2.243 8.838 11.323 13.791 6,157
GRAND TOTAL | 1.455 3.243  |10.345 [14.348 [18.081 [o0.0s4

% JIncludes fical part of CY79 to be paid in CYSU
®%  Includes 1977 contribution

- = =
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Mr. Warrem C. Baum, CPSVP Mareh 11, 1930

John R. Evans, Director, PHN

to Ee ish Participation in
Global liealth Research and Development Programs

Attached for your couments is a revision of am earlier draft
you reviewed on a preoposal that the Bank encourage the establishment
of a Health Research and Development Group (HRDG). In reviewing the pro-
posal, the following points should be considered:

1)

(2)

(3)

(%)

The Special Programme for Research and Training in

Tropical Diseases (TDR), Control of Diarrheal Diseases (CDD)
and several others are emerging with very high potential
for developing cost-effective interventions in primary
health care.

At this time, it would be valuable to establish a mechanism
that would provide donors with a techmical and managerial
review for priority setting among programs, rather tham
individual treatment for each separate area put forth for
consideration. WHO has mixed responses to this suggestion,
although at senior level there is recognition of the need
for an usbrella mechanism to review and manage research and
development programs. UNDP (Mashler) is pushing this concept
harder and wmore brosdly than I would vecommend at this tiwe.
Informal discussions with representatives of German, Swedish
and Canadian bilaterals, IDRC and the Pord Foundation
strongly endorse the HRDG comcept. Ford, in particular, has
stressed the strengths whiech Bank involvement could bring to
an HRDG,

Management control is obviously a key issue in the proposed
HEDG., WHO has clearly asstablished itself as the lead techni-
ecal agency through executing the TDR. Unlike the Bank's
exparience with OCP and the Cooperative Bank/WHO Village
Water Supply Program, the technical and administrative
structures developed for TDR have provided to date a very
effective mechanism for technical and administrative manage-
ment which is free from undesirable agency influence.

Because the TDR model has proven suecessful for mobilizing=
donor support and the highest quality of scientists in the
field, it seems desirable to apply it to the HRDC, The
Secretariat responsible for technical fmplementation of the
proposed HRDC fontinue to relate to WHO. It is recommended
that the Bank exert its influence by accepting responsibility
for the preparation of substantive technical overview reports
for the donor group each year. This would serve to establish
priorities among programs, identify bemeficiaries of the
research and analyze the management effectiveness with which
objectives are being met by HRDC programs.



Hr. Warren C. Baum - 2 =~ Hareh 11, 1980

Attachment

(5) The progress made by TDR merits ite inclusion as the

firet program in the proposed WRDG, In recommending Bank
support to establisk the HRDE, the Rank zhould also commit
itself to finamcial support of the TDR. As you kaow, there
are twe pending vequests from the Joint Coordinating Board
(JCB) requesting Bank financial support of TDR. The
expectation is that the Bank will have its decision for
presentation at the December 1980 JCB meeting. Since the
December 1979 JCB meeting, twe Executive Directors have
approached me to clarify the Bank's position: both were
enthusiastic about Bank support of research of the type being
implemented in TOR. It would be difficult for the Bank to
avoid once again making we comment om the JCB's requests.

It is recommended therefore that the Bank provide a financial
contribution in CY80. The proposed level of support is
U8§2M, approximately 10% of donor eontributions in support
of the CY80 budget. As you know, Mr. Stern recommended to
Hr. McNamara that Bank finaneial support of TDR be initiated
this year, and the {ssue was postposed pending decisions on
uges of Bank net ammual income.

A¥enaroff /JREvans:va



A PROPOSAL TO ESTABLISH WORLD BANK PARTICIPATION
IN GLOBAL HEALTH RESEARCH AND DEVELOPMENT PROGRAMS

Summary
1. This paper recommends that the World Bank encourage the establishment

of a Health Research and Development Group (HRDG) to mobilize global scien-
tific and financial resources for discovery and application of new measures
to control the major diseases of developing countries; and to strengthen

research and delivery capabilities in countries where these diseases occur.

2, The HRDG would be established as a single management system, composed
of cosponsors, donors and countries affected by the diseases. It would be
responsible for the identification, organization, management and financing

of a selected number of global programs that meet the objectives defined
above. Separate administrative units and expert advisory groups would be
maintained for individual programs. The HRDG portfolio would proceed in
incremental stages, beginning in CY80 with the Special Programme for Research
and Training in Tropical Diseases (TDR); with a second program the following
year for the control of diarrheal diseases (CDD), the major killer of infants
and young children.

3. It is proposed that the Bank, WHO and UNDP act as cosponsors of the
HRDG. The Bank's cosponsorship would include (a) participation in the HRDG
and its management board; (b) establishment and administration of an HRDG
Trust Fund to which donors would contribute; and (c) contribution annually
to the Fund. Annual apportionment among HRDG programs would be based on
past-year achievements and progress forecasted. Such financing could be
derived as it 1s for grants to CGIAR and OCP, from the allocation of the
annual net income and on approval by the Bank's Executive Directors. It is
proposed that the Bank provide a financial contribution to HRDG in support
of the TDR in CY80 in the amount of US$2.0m., which is 10 percent of the
anticipated donor support of the approved CY80 budget. It is expected that
the diarrheal diseases control program, in which the Bank/WHO/UNDP have been
collaborating, would be reviewed for support as the second HRDG program in
Cy8l. ¥

4, The need for the proposed HRDG and the functions it would perform
resemble those of CGIAR when it was initiated in 1971 to draw attention to
the neglected research areas in the agricultural sector that influence
economic development. Like CGIAR, the formation of the HRDG would represent
a marked change in the philosophy toward investment in health research. It
would direct attention of the international health and development community
to the rational allocation and management of scarce resources for priority
disease control programs that affect economic progress. This could reinforce
the active collaboration among UN specialized ggencies, bilateral and other
donors and developing countries in increasing cost-effectiveness of primary
health care as a means to upgrade poverty conditions in the developing world.
The HRDG is also a tangible mechanism through which the Bank can extend its
own efforts to meet basic needs in developing countries beyond its customary
sector lending operations. X
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I. Needs for Improved.Teehnologj in the Health Sector

5. The health status of the poor in developing countries may be improved
both through the general process of social and economic development and
through the provision of basic health services. The impact of the develop-
ment process per se on health status is limited; moreover development pro-
ceeds at a slow rate and its benefits are inequitably distributed.

6. Improvements in health status may be accelerated through basic health
care delivery that contxols the commonly occurring diseases. However, two
obstacles must be overcome in order to achieve direct improvements in health.
First, a system must be established to bring currently available technology
to those who currently have no access to health services. Second, safe,
simple and inexpensive measures must be developed to prevent or treat serious
common diseases such as malaria, schistosomiasis and onchocerciasis, for
which there are currently no effective control technologies. The first ob-
stacle is being addressed by the Bank through its normal country lending
operations. Overcoming the second obstacle requires the mobilization of
scientific and financial resources at the global level toward discovery and
application of appropriate technology to control major infectious and para-
sitic diseases.

7. The Bank's leadership can be instrumental in stimulating such an
effort because as the major lending development institution, multilateral

and bilateral donors as well as developing countries place a high degree of
credibility on successful outcomes of large-scale, long-term projects
managed by the Bank. This level of credibility is crucial in gaining the
long-term support and commitment for health research and development programs
that require mechanisms:

i) to stimulate, coordinate and finance promising research
from early stages of development through to wide-scale
implementation; and '

ii) to stimulate and increase country-level skills in
research, development and management of disease control
programs in countries where the diseases are endemic.

Such efforts should draw on the scientific resources of institutions in both
the public and private sectors throughout the world.

8. The common causes of mortality and serious morbidity in developing
countries include diseases which are rare in the developed world. Public
and private funding of research on diseases prevalent in developing countries
have been very limited, resulting in neglect by scientists in academic insti-
tutions and the pharmaceutical industry. The pharmaceutical industry, for
example, has limjited its research investments on drugs to control tropical
diseases because of the high cost of such drug development in relation to
investment returns in developing countries. The focus of biomedical and
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other research on the control of cardiovascular diseases, cancer and other
major causes of death in the industrialized world, has produced recent ad-
vances in immunology, molecular pharmacology, epidemiology and social and
behavioral sciences. These have broad applicability to the control of
major diseases in the developing world and have not been fully exploited.

9. Some steps, however, have been taken to exploit this potential.
Under the leadership of WHO, UNDP and the Bank, the scientific and donor
communities, and developing countries themselves, several major goal-
oriented joint programs have been launched. The Onchocerciasis Control
Program (OCP) is an action-oriented regional program focused on the control
of the black fly vector in the Volta River watershed. OCP requires finan-
cial resources well beyond the means of the countries affected, and control
techniques which must be applied across national borders. The Special
Programme for Research and Training in Tropical Diseases (TDR) and the
Diarrheal Diseases Control Programme are other global collaborative efforts
that focus basic research on major causes of morbidity and mortality which
impede social and economic progress in developing countries. These pro-
grams are designed to develop simple, low-cost, vaccines, drugs, pesticides
and other new methods of disease control; and to strengthen institutioms
in the countries where the diseases are endemic.

10. Discovery of a new drug or vaccine and the steps leading to use are
normally carried out by different scientific groups and involve a sequence
of time-consuming activities: 1laboratory discovery; animal trial testing
for toxicity and teratogenecity before human use; clinical trials in humans
to confirm such factors as safety and efficacy; research to achieve product
stability, predictable potency and low-cost production methods; and eva1E7—
tion of cost-effective disease detection and product application methods.=
Two elements could shorten this process by several years: (a) skillful
arrangements of a network of groups to coordinate the successive stages of
work; and (b) the regular and timely provision of necessary financial sup-
port. Success is dependent on maintaining the commitment of scientists and
support of donors over 10 - 15 years, and for this an effective mechanism is
needed to organize and manage the network of scientific and financial re-
sources. Bank participation in a consortium of scientists and donors could
perform the vital services of strengthening management, as well as attracting
and sustaining the confidence and commitment of donors to high priority
programs.

11. The Bank should be highly selective in supporting research and develop-
ment for health. It should promote those programs that aim to control dis-
eases that significantly impede economic and social progress in developing
countries, yet which are not receiving adequate attention from the scientific
community. The Bank should stress efforts to accelerate the discovery and
application of simple, cost-effective interventions for use in its lending
programs for basic health services in developing countries.

_l/ See Attachment 1
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12, Investments in programs of research and development in health are
modest compared to the costs associated with technologies currently used
to control certain infectious and parasitic diseases. Over a billion
people in the developing countries suffer from poor health attributed to
tropical diseases. Some tropical diseases once under control, such as
malaria, are in resurgence. Others, such as schistosomiasis, are spreading
as a result of irrigation, hydroelectric power and other economic develop-
ment activities. Present control technology is difficult, complex and
costly. For example, between 1973-79, Bank projects in Upper Egypt have
included a total component cost for schistosomiasis control of US$28.7m.,
of which Bank financing amounted to US$21.9m. 85 percent of the invest-
ment was in molluscicides for vector control, with the remainder in chemo-
therapy. In the absence of more cost-effective alternative technologies,
the recurrent costs could amount to approximately US$18m. per year, yet.
reach only approximately one third of the total population.

13. Between 1971-79, 43 percent of health component expenditures by the
Bank were devoted to vector control, chiefly for malaria and schistosomiasis.
This amounted to US$145m., almost 58 percent of the total expended for health
components; recurrent costs during this period were US$1é4m. These are
necessary, but interim steps awaiting future technology that will more effec-
tively prevent and treat vector borne diseases. Presently, where such di-
seases are endemic, human productivity is reduced; and during epidemics,
entire workforces may be disabled. Human habitation is at high risk over
large areas of Africa, Asia and the Amazon region of South America due to

the prevalence of malaria, schistosomiasis, trypanosomaisis and onchocer-
ciasis. Animal husbandry and other economic ventures are similarly affected.
In Africa alone, the tstse fly, the trypanosomiasis vector, infests over 10m.
square km of land which, if cleared, could provide a potential cattle popula-
tion of 125m.

14. To alleviate such problems, the Bank as part of its program to develop
primary health care, should give high priority to the support of research
aimed at producing simple, effective and inexpensive technology that will pro-
tect populations in developing countries against the principal causes of
mortaility and morbidity. While appropriate biomedical technology exists for
some major infectiocus diseases such as measles, smallpox and influenza, there
remain technological gaps to control other major infectious disorders and
parasitic diseases. Furthermore, improved methods to control fertility and
to curb malnutrition could also enhance longevity and the quality of life.

The situtation in the health sector for the 1980's is parallel to that under-
lying the creation of the CGIAR in the 1970's, when it became clear that
meeting the food problems of the poor required a major research effort draw-
ing upon global resources.
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II. TDR: A Proven Model for Coofdinating Donor Inputs

15. The Special Programme for Research and Training in Tropical Diseases
(TDR) is a goal-oriented global effort that provides an excellent example
of a research development program designed to meet the needs described.
Supported jointly by contributions from major multilateral and bilateral
donors, including countries whose populations will directly benefit from
results, TDR is now in its third year under WHO/UNDP/Bank cosponsorship.
It is acknowledged by scientists, donors and developing countries as the
leading research force (a) in developing new, improved and cost-effective
products and techniques for the control of six major diseases: leprosy,
malaria, schistosomiasis, filariasis (including onchocerciasis), trypano-
somiasis and leishmaniasis; and (b) in strengthening research and manage-
ment capability in developing countries for essential tasks of testing,.
evaluating and delivering new disease control technologies.

Organizational Structure

16. Unlike CGIAR which establishes major new research institutions, TDR
scientific activities are based on a global network of existing laborato-

ries with sophisticated biomedical expertise in industrialized countries

and clinical and research facilities in countries affected by the diseases.
TDR Scientific Working Groups (SWGs), composed of scientists from several
disciglines, define research objectives, devise a strategic plan to achieve
them,_f conduct research according to the plan, review and revise both the /
plan and research findings as work progresses. A list of SWGs is attached.=—

17. Evaluation mechanisms are part of the Programme. Individual research
projects are technically evaluated by a Steering Committee of each SWG.

The activities of each SWG are evaluated on a regular basis by a Scientific
and Technical Advisory Committee (STAC), a multidisciplinary body of 15-18
internationally distinguished scientists. In addition, STAC performs in-
depth reviews of the SWG's: three SWG reviews have already been completed

by STAC, which will evaluate the total scientific program at five-year
intervals.

Programme Management

18. The extent to which TDR short and long-range goals are achieved depends
not only on the quality of scientists but on the effectiveness of management.
Modeled to some degree after the CGIAR, a 1978 Memorandum of Understanding on
Technical and Administrative Structures between cosponsors and cooperating
parties defines the organizational/management system to assure global scienti-
fic and technical progress.gf WHO, as Executive Agency, appoints the
Secretariat and also handles fund raising. The Bank administers a trust fund
and plays a major role in program management. All three cosponsors act as a
Standing Committee to evaluate ongoing program activities and recommend annu-
al priorities and budgets to the Joint Coordinating Board (JCB), the top

1/ See Attachment 1
2/ See Attachment 2
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decision-making body. The JCB consists of 30 members, including the co-
sponsors; representatives of governments financially contributing to the
program, governments reflecting interests of countries where the six diseases
occur, and agencies selected by the JCB because of their activities in tropi-
cal diseases research and training.

Role of the Standing Committee

19. The Standing Committee performs key management functions. It meets
triannually to review program progress and to undertake specific functions on
behalf of the JCB. While it is not a resident body, its functions are simi-
lar to that of the CGIAR Executive Secretariat. Standing Committee responsi-
bilities include preparation of annual recommendations to the JCB on (a) pro-
gram and budget based on substantive review by the STAC; (b) major appoint-
ments, such as the Program Coordinator and STAC members; (c) fiscal and
program management issues such as internal audit, cash flow/liquidity;
allocation of staff resources; and (d) preparation of terms of reference for
the Programme's five-year performance review.

Role of the Bank

20. The Bank was invited to become a cosponsor in order to increase donor
confidence in effective program management and administration and to estab-
lish and provide fiscal management of a Tropical Diseases Research Fund to
which the majority of TDR contributions are deposited. Governments who are
unable, for legal or political reasons, to contribute their funds through the
Bank, deposit their contributions to a WHO administered trust fund. In. 1979
over 65 percent of contributions were deposited to the Bank-administered
fund.

21. In addition to its role as fiscal agent, the Bank exercises its re-
sponsibility through participation in the Standing Committee and the JCB.

It initiated a proposal for internal audit of projects and analyzed liquidity
issues affecting cash flow. The Bank also provides a Public Health Staff
Officer with responsibilities for (a) ongoing liaison with pertinent Bank
departments, cosponsors and cooperating parties; (b) review and analysis of
technical and administrative program documentation; (c) representation of
UNDP/Bank cosponsorship as an observer to the STAC annual program review, and
(d) preparation of documents relating to the Bank's managerial role.

22, The Bank accepted cosponsorship because the potential products of TDR
are integral to the Bank's mission of improving opportunities for better
health and progress in countries affected by the diseases. There was reluc-
tance on the part of some major donors to participate in the program unless
the Bank became fiscal agent, and the Bank itself conditioned participation
on its recommendations for strengthening of technical and administrative
relationships between the TDR and WHO. These arrangements were subsequently
accepted by WHO and are reflected in the system presented here.



Progress

23. TDR is regarded as successfully progressing according to standards
established by STAC and expectations of the cosponsors and the JCB.
Approximately half of TDR resources are spent in developing countries on
research, training of personnel and strengthening of research institutions.
The scope of activity includes biomedical, environmental, epidemiologic,
socio-economic and health services research. Highly qualified scientists
from leading institutions in the industrialized world have turned their
attention from the health problems of affluent societies to participate in
research directed toward these neglected diseases. In addition, TDR has
stimulated NIH, the Rockefeller Foundation and the Wellcome Trust to in-
crease their annual appropriations to tropical diseases research, thereby
accelerating and broadening the base of scientific knowledge to be applied
to the control of tropical diseases.

24, Since its inception, 600 projects have been funded in 66 countries.
In 1979, almost half of these projects represented new efforts, demonstra-
ting the rapid rate of program development. More significant, however, is
the steady progress of technical activities which already have produced
major results to control five of the six diseases under investigation:

i) Trypanosomiasis: disease detection which permits more
accurate diagnosis and treatment;

i1) Onchocerciasis: drug screening for more effective
treatment;

1ii{) Schistosomiasis: improved drug therapy;

iv) Leprosy:)

) extremely promising leads for vaccines.
v) Malaria:)

25. It is unlikely that necessary resources to produce these results would
have been available without the presence of the Special Programme. The WHO
Advisory Committee on Medical Research has cited the scientific achievements
of TDR as an example of outstanding research management, and has commended

the balance between research and development and strengthening of research
institutions. It regards TDR as a model for other WHO extrabudgetary efforts.

26. Reflecting these assessments, TDR financial resources have grown from
about US$3.2m. in 1976 to over US$20.0m. in CY80. In CY80, TDR is being
supported by two of its three multinational cosponsors, one development bank,
three foundations and 18 bilateral donors including four LDCs.1/ while finan-
cial contributions from developing countries are modest, allocation of their
scarce resources to TDR is indicative of the value attributed to potential
gains. On the recommendation of the Standing Committee, the JCB approved a

1/ See Attachment 3
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Standing Committee recommendation for a five-year forecast of budget needs.
The CY80 budget was approved at US$26.6m., with the expectation that annual
budgets should plateau at about US$35.0m. in 1980 dollars. Recognizing
that donor interest tends to shift over time, concern is already being ex-
pressed about sustaining the level of support required as the program enters
the stages of clinical trial and implementation of new discoveries.

27. The Bank has a request pending from the JCB for a financial contri-
bution to the TDR in CY80. A financial contribution has been supported -
to the President by the Vice President, Operations, and is awaiting review
for allocation from the Bank's FY80 net annual income. There are two major
reasons why the Bank should provide this support:

i) TDR progress to date promises delivery of products essential.
to Bank lending operatioms, particularly for vector control
in water and irrigation projects; and for vaccines and drugs
in primary health care;

ii) several major donors to TDR will interpret lack of financial
support by the Bank as indicating doubtful value of the
program's potential to meet its goals; this could seriously
erode resources made available to the program.

28. It is therefore proposed that the Bank make a financial contribution
to TDR in CY80 at a level of 10 percent of the projected budget support of
TDR donors. The Bank's contribution would be approximately US$2.0m. in
CY80 and can be expected to require up to approximately US$3.5m. per annum
in CY80 dollars at periods of maximum expenditure. Recommendations on the

Bank's level of annual support would be based on the program's technical
progress and prospects for short, medium and long-term outcomes.

29, It is also recommended that the Bank consider the support of TDR
within the technical and administrative framework of health research and
development described below.

II1I. Recommendations for Establishing a Health Research
and Development Group (HRDG)

30. The World Bank should join with WHO and UNDP to cosponsor a health
research and development group. The formation of the HRDG would provide a
mechanism to broaden the support for international goal-oriented programs
of research and development aimed at providing appropriate technology for
control of diseases influencing social and economic progress in developing
countries. HRDG membership would include the proposed cosponsors, repre-
sentatives of donors and countries affected by outcomes of sponsored pro-
grams. The proposed cosponsors correspend to FAO/UNDP/Bank cosponsorship
of the CGIAR with WHO the technical lead agency in health, as the counter-
part of FAO.
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31. Administrative and technical structures established for TDR provide

a prototype for the proposed HRDG. Each program accepted into the system

would, like TDR, function according to legal terms of agreement contained

in a Memorandum of Understanding on Technical and Administrative Structures.

This is a departure from CGIAR, where each center is the responsibility of

an independent international Board of Trustees legally functioning under

local law and agreement. The Bank would establish and administer an HRDG Trust Fund.

32. The HRDG would include the Group, per se, and a Management Board
composed of the cosponsors to work on behalf of the HRDG. The role of the
Board would be comparable to the TDR Standing Committee and the CGIAR
Executive Secretariat. Management Board recommendations on budget, manage-
ment, administrative and technical aspects of HRDG and its programs would be
presented for annual decision to the full HRDG. The HRDG and its Manage-
ment Board would be advised on each program by a STAC composed of interna-
tional experts working outside of the program network. The Board would be
" assisted in establishing priorities among programs by a small panel of
international scientists from outside the HRDG network. An HRDG Director
would be responsible for coordinatim and technical implimentation of HRDG
programs and report to the Management Board. WHO would be represented on
the Management Board by an Assistant Director-General in order to facilitate
administrative implementation of programs carried out by WHO. WHO would
also provide secretariat and administrative services.

HRDG Functions

33. Proposed structure and functions of the HRDG are presented on the
following page. As proposed, the HRDG would organize, manage and finance

a selected number of global health programs aimed at providing appropriate
technology for the purposes defined above. It would be responsible for
identifying such programs and establishing priorities among them. It would
meet annually at the headquarters of any of its cosponsors, to discharge the
following functions:

i) review and decide upon the planning and execution of
programs. For this purpose it will keep itself informed
of all aspects of program developments and consider
reports and recommendations submitted to it by the
Management Board;

i1) review and act on the proposed plan of action and budget
for the coming financial period, prepared by the Executing
Agency and reviewed by the Management Board;

1i1i) review financial resources and recommendations provided by
the Management Board to determine allocations within and

between specific programs;

iv) review periodic reports which evaluate the progress of each
program towards the achievement of its objectives;
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PROPOSED HRDG MANAGEMENT STRUCTURE AND FUNCTIONS

(cosponso@%?cdonors,
developing countries)

Identifies programs
Establishes priorities among
programs

Finances, organizes and
manages programs

HRDG Management BRoard

COSPONSOLS

Recommends budgets and
priorities, performs adminis=-

trative/managerial oversight

HRDG Secretariat

Fund raising,Trust Fund mgmt.

>~ Program Coordination

Technical Implementation

TDR

Diarrheal Diseases
Control

Scientific¢ Secretariat
and Management Support

STAC

Sclentific Secrétariat
and Management Support

[

STAC

Steering Committees

SWGs _

Steering Committe31

SWGs

This model modifies CGIAR and TDR mechanisms. Major departures from CGIAR are:

(a) The single TAC is replaced by a separate STAC for each program; (b) the
support of lead institutes is replaced by support of a global network of scien-
tists and institutions linked to goal-oriented strategic plans; (c) there is

only one technical/administrative Secretariat housed at WHO, Geneva, and responsible
for coordination between programs (d) the Bank's role as Chair of the CGIAR

Executive Committee is replaced by a Management Board composed of the three
cosponsors, with the Bank serving as administrator of a HRDG Trust Fund.
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v) review and act on ‘the proposals from the Management Board
for appointments of HRDG Director, Program Directors, and
STAC members;

vi) review proposed longer-term plans of action, thelr finan-
cial implications and approve a rolling five-year plan of
operation;

vii) review the annual financial statements as well as the
"~ audit report thereon;

viii) consider such other matters relating to the HRDG as may
be referred to it by any group member.

HRDG Management Board Functions

34. The Management Board would be composed of the three cosponsors. It
would function in the same manner as the TDR Standing Committee, with the
additional responsibility for fund raising. The funds annually allocated
to each HRDG program would be pooled in a single HRDG Trust Fund to be
established and administered by the Bank on behalf of the Board and the HRDG.
The role of the Bank's Responsible Officer for TDR would be expanded to all
HRDG programs.

35. The Board would be éxpected to perform four major functionms:

i) management overview of each program as well as the total
network system;

i1) management of the HRDG Trust Fund which would be adminis-
tered by the Bank;

'1ii) recommendations to the HRDG on resource allocations and
program direction;

iv) recommendations to the HRDG on appointments to HRDG
Director, Program Directors and each STAC.

36. In establishing priorities among programs, the Board would be assisted
by a small panel of international scientists from outside of the HRDG net-
work. Proposed criteria for recommending programs to the HRDG would include:

i) opportunity for providing new or improved cost-effective
biomedical or other technology with obvious links between
research, application and integration in PHC to deal with
major causes of morbidity and mortality in LDCs;

ii) methods for institutional strengthening to build self-
reliance in LDCs for developing, managing and evaluating
control programs;
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iii) dinnovative, comprehensive approaches to meeting objectives,
logistics, and evaluation of scientific task(s);

vi) sound financial and administrative management procedures
for monitoring cost-effectiveness;

v) practical and feasible goals to be achieved within defined
time periods and available finances;

vi) " opportunities ‘which no single bilateral or multilateral
" donor is able to accomplish by itself but where -leadership
in development and management of large-scale programs and
projects is regarded as essential to attract and sustain a
critical mass of donors and scientists.

37. Each program would be operated according to management procedures
described above, and in most, if not all, WHO would be the Executing Agency.
Each program would have its own Scientific and Administrative Director
responsible to the HRDG Director whose responsibilities will include tech-
nical implimentation and coordination of all programs. The HRDG Director
would be in charge of the Secretariat and be responsible to the Management
Board.

Functions of HRDG/STAC

38. The equivalent of STAC in the CGIAR model is the TAC, appointed by
the cosponsors to assure scientific excellence. CGIAR has one TAC, whereas
the proposed HRDG would require a separate STAC corresponding to the speci-
fic needs of each program. Functions of STAC include:

i) STAC, like TAC, would follow goal-oriented terms of
reference prepared by the technical lead agency and
approved by the HRDG on recommendation by the Management
Board. WHO would normally provide the professional and
administrative Secretariat for each STAC;

ii) STACs would prepare the recommended work program and
budget level for annual presentation to Management Board
and HRDG;

1ii) each STAC would perform in-depth annual reviews of acti-
vities for presentation to the Management Board.

A five-year review for each program would be conducted by groups of independent
outside experts selected by the HRDG under terms of reference which it approves
on recommendation from the Management Board.
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Rationale for Establishing the HRDG

39. The need for the proposed HRDG and the functions it would perform
resemble that of CGIAR when it was formed in 1971. CGIAR demonstrated

the growing awareness that important aspects of the agricultural sector were
being neglected and that these created impediments to economic development.
It sought to focus on neglected aspects of food research and to enhance po-
tential progress through multilateral funding. The formation of HRDG would
represent a similar necessary change in the philosophy toward investment in
health research, one which directs attention of the international health

and development communities to the rational allocation of scarce resources
for priority disease control programs that affect economic progress in
developing countries.

40. Such a change is necessary. Until TDR was established, WHO had
limited success in stimulating broad support of global research and develop-
ment for disease control. As the technical lead agency in health, WHO has
been the primary force in identifying health problems that require such
attention. The success of mobilizing resources for TDR has resulted in the
presentation of more than 200 areas for extrabudgetary funding, with no
priority order or indication of requirements for organizational management.
As the technical lead agency in health, WHO can and should

provide this stimulus. However, donors have been critical of the lack of
criteria for selecting among priority programs. and the lack of necessary
assurance that cost-effective methods would be applied in the delivery of
program outcomes.

41, In the case of TDR, for example, WHO required assistance from the
Bank and UNDP in order to establish the priority for long-term investment
in tropical diseases research, as well as to establish the credibility of
the TDR technical and administrative structures for achieving its potential
products. .

42, WHO is now attempting to mobilize similar support for an expanded
program of Diarrheal Diseases Control (CDD). Diarrheal diseases are the
leading cause of death in infancy and-.early childhood throughout the
developing world. In 1979, WHO/UNDP/Bank collaboration resulted in a
S5-year US$5m. UNDP grant to WHO to initiate a research program for vaccine
and drug development. WHO is seeking continued UNDP/Bank collaboration,
similar to that of TDR, to effect a technical and organizational structure
that commands long-term donor support and commitment. It has been suggested
that the JCB for TDR also serve as the mechanism for financing, organizing
and managing the TDR and CDD. Future priorities for global programs might
also include: (a) safe and effective fertility reduction techniques

of high acceptability to individuals in different clinical and cultural
Bituations;é. (b) improved prevention, detection and treatment

for nutritional disorders; and (c¢) improved .diagnostic, therapeutic
preventive measures to deal with common but serious disorders such as
respiratory infections.

1/ The WHO Human Reproduction Program (HRP) focuses on this goal but operates
within an organizational framework that would require modification for

acceptance within the proposed HRDG.
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43. While it is likely that the JCB could handle two programs of the scope
and magnitude of TDR and CDD, additional priority programs to develop alter-
native disease control technologies would require coordinative mechanisms
beyond those in the current JCB mechanism. A mechanism like the proposed
HRDG would have the following advantages:

i) provide a forum for decisions on resource allocations among
programs. The same donors will likely be called on for
financial support of different disease-control programs.
Donors are more willing to provide both top-level representa-
tion and greater level of commitment when their responsibili-
ties are focused toward establishing direction for a variety
of supported programs;

ii) increase cost-effectiveness through sharing of common
administrative services and scientific resources;

iii) increase management effectiveness of program review and the
identification of management interventions to deal with the
inevitable problems which may occur in long-term research
efforts;

iv) facilitate implimentation of new global programs based on
experience with TDR and CDD.

Comparative Advantages of Bank Participation

44, As a proposed cosponsor, the Bank would be a member of the Management
Board, the key HRDC advisory body. It is expected that the Bank would
establish and administer a Trust Fund to which donors would contribute sums
annually. As in the case of its role in the TDR Standing Committee, the
Bank's presence is considered important to attract sufficient funds and to
assure that they are well managed. - As development institutions, the Bank
along with UNDP, increase donor confidence that criteria for selecting HRDG
programs are directed toward disease control programs that will appreciably
affect social and economic progress in developing countries.

45, The Bank's involvement in the HRDG would strengthen the system's
potential in several important ways:

i) the Bank is more independent of political interference than
most UN Agencies and, therefore, is in a much stronger
position to ensure that expert, independent scientific
advice is obtained and used for scientific management deci-
sions;

ii) the Bank's reputation for careful analysis, efficient organi-
zation and sound financial management lends credibility to
programs in the eyes of donors and recipient countries;
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ii11) the Bank's economic perspective and broad multisectoral
approach to development should reduce the danger of programs
falling into narrow compartments corresponding to the sector
responsibility of one technical agency;

iv) the Bank has the capacity to introduce new approaches and to
adapt them to changing needs and circumstances, thus pro-
viding more effective and flexible leadership than most UN
agencies. :

46. The credibility of HRDG programs would be further reinforced in develop-
ing countries and the donor community if the Bank provided a commitment for
financial support of global health programs on a long-term basis (e.g. 15
years). This is important in order to demonstrate the appropriate level and
direction of support for other donors. The level of support to any program
in the HRDG should be determined annually, with funds allocated from the
Bank's annual net income and on approval of the Bank's Executive Directors.
The annual apportionment of the Bank's contribution among HRDG programs
should be determined on the basis of past achievements and progress fore-
casted. Programs would be subject to annual review of technical and admin-
istrative progress by the HRDG Management Board and intensive quinquennial
review by an independent group. The financial contribution to HRDG programs
should be viewed as an investment with delayed returns similar to those
expected in Bank lending in those sectors supportive of meeting basic needs.
Cost-benefits from simple, low-cost alternative technologies derived through
HRDG should offset the Bank's current investments in diseases control, many
of which are complex, costly, logistically difficult to manage and do not
fully reach the populations at risk. '

47. The HRDG would provide the Bank with a tangible investment mechanism
in technology development for use in sector operations that extends the Bank's
efforts to improve health in developing countries beyond customary lending
operations. There are three major outcomes which justify its full partici-
pation in the HRDG:

1) reinforcement of the Bank's own activities in meeting basic
needs of the poorest populations of the developing world
through support of research and development in currently
neglected areas; thig would provide new and appropriate
technology critical to the success of Bank operational
interventions to provide cost-effective health services
in developing countries;

11) reinforcement of Bank loans to strengthen health infrastructures
. thfcugh increased research capability and management in LDCs for
initiation and maintenance of disease control activities;

1ii) reinforcement of the Bank's active collaboration with WHO,
UNDP and other UN agencies, bilateral donors and the
developing countries toward integrating health research and
development activities as a means of accelerating social
and economic progress in the developing world.
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HRDG Implementation

48. The proposed HRDG would be implimented in stages, replacing the JCB
mechanism currently used for TDR and under consideration for CDD. The HRDG
would add two elements that could not be achieved by merely expanding the
existing JCB to serve these two programs. First, the donors and cosponsors
would receive recommendations on the priorities for research and development
support of existing and proposed new programs. Second, an HRDG Secretariat,
under the direction of the Management Board, would be added to oversee and
coordinate the technical implimentation of programs. These functions would
assume even greater significance as the number of HRDG programs increases.
Because of the necessary lead time to refine and institute the HRDG, it is
recommended that the Bank propose its establishment at the December 1980

JCB meeting of the TDR in Geneva.

49, TDR would be the first program in the HRDG, CDD the second. As
noted earlier (para. 27), the Bank has a pending request from the TDR/JCB for
a financial contribution in CY80. This has received support from the Vice
President, Operations and is awaiting review for allocation from FY80 net
annual income. There are two major reasons why the Bank should allocate
funds to support TDR. First, TDR progress to date reinforces the system's
capacity to deliver products essential to Bank lending operations in the
health sector. Second, future progress could be impeded by lack of Bank
financial support because several major donors will interpret this as
indicating doubtful value of TDR potential to meet its goals. Thies would
seriously erode the amount of donor resources for TDR. For these reasons,
it is proposed that the Bank make a financial contribution to TDR in CY80
at a level of 10 percent of the projected budget support of donors. The
Bank contribution would be approximately US$2.0m. in CY80 and can be
expected to require up to approximately US$3.5m. per annum in CY80 dollars
at periods of maximum expenditure. The diarrheal disease control program
would be reviewed for support as the second HRDG program in CY81.

JREvans/AFonaroff:fo

March 10, 1980
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Each SWG develops its strategic plan

against which individual projects are

evaluated for priority and relevance.

Below is the strategic plan of the SWG

working on developing of new compounds

for treatment of filariasis, including

onchocerciasis. :
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ATTACHMENT 3

CONTRIBUTIONS TO THE SPECIAL PROGRAMME FOR RESEARCH AND

——

TRAINING IN TROPICAL DISEASES AS AT 30 DECEMBER, 1979

(EXPRESSED IN US$ 1000)

: Pledges
Contributor .- 1973-1975 1976 1977 1978 1979 1980
Multinational

United Nations Development

Programme (UNDP) - 50 50 969 1 787 1 948
World Health Organization (WHO) € 7 3 331 903 150 1 592 1 050
Total 175 381 953 2.470 3.379 2.998
‘BL A
African Development Bank_ - - 3 - - 250 250
Total - & - - 250 250
{Foundations

International Federation of Anti-

Leprosy Associations 78 | 36 63 62 67 65
Japan Shipbuilding Industry

"oundation 51 » 500 400 400 400 400
Lepers' Trust Board, New Zea-

land & - - 10 7 10
WellcomeTrust, United Kingdom 25 - - - — - —

ARl 154 536 473 472 474 475




Pledges

®%

Contributor 1973-1975 1976 1977 1978 1979 1980
Bilateral: Developing Countries
Bahamas o5 0.5 - - o s
Cuba - = — - 2 2
Cyprus - - 0.2 »
India o - - - 103 100
Iraq 5 — = = i S
Niger - 2 - - 2 2 2
Nigeria - 80 81 81 80 80
Romania - 2. - = o —
Total 6 83 81 83 187 184
. steral: Developed Countries
Australia § - - - 2560. 257 253
Austria : 5 23 31 38 40
Selatin 64 272 - | 1.533%«] 450 500
Canada - 309 - 535 609 700
IDRC/Canada 75 491 178 63 - -
Denmark - - 4,933 2.934 2.863 | 1.900
Finland - - 72 96 125 125
France - - - - 227 225
.rmany, Federal Republic of - Y- - 333 1.168 1.)00
Netherlands 100 400 1 000 1. 000 955 1,000
Norway 71 109 456 966 1,090 -]f' 110
Sweden 805 404 1 351 1,928 |2.230 2.530
Switzerland - 102 422 554 747 750
United Kingdom - 133 470 992 1.232 1.934*
United States of America/USAID - - 25. 26 |13 4.0
. 1
Total 1.120 2.243 8.838 |11.323 13.791 |16.157
GRAND TOTAL 1.455 3.243 10.345 [14.348 18.081 [20.064
* Includes final part of CY79 to be paid in CY80

Includes 1977 contribution




UNITED NATIONS DEVELOPHMENT PROGRAMME

Title:

Number:
Sector:
Sub-Sector:

Government :
. Co-operating Agencies

Executing Agency:

Estimated Starting
Date:

Government Inputs:

WFORMED
e GOPY

Diarrhoeal Diseases Control Programme - Research in
Vaccine and Drug Development

GLO/78/005/A/01/14 Duration: Five years
Health (25) |

Communicable Diseases Prevention and Control (25&0)

Ministries of Health and Education

World Health Organization (WHO)

June 1979

n.a.

UNDP Contribution (Indicative Planning Figure, IPF): US$ 5,150,400

OPEC Special Fund Cost-Sharing Contributionm:

frthin-

Equipment US$ 562,000
Overhead us$ 78,680

TOTAL Us$ 640,680

47[\760(?9 /ﬁ7ﬁ

Approved on behalf of the Date
Executing Agency

Myt Lkl 4Tl gip

proved on behalf of the United Nations Date
Development Programme
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Part 1. Legal context

Not appliéable.

Part II. A. Development objectives

Diarrhoeal diseases top the list of killing diseases, not'only taking the lives of
millions of children in the developing world each year, but also retarding physical and mental
growth and reducing the quality of life of those who survive by impairing their nutritional
status.

Recent World Health Assemblies and Regional Committees and other forums have increasingly
reflected the wide concern of national health administrations about the extent, severity and
complexity of this problem, particularly in the developing countries. They have urged
governments and WHO to develop further the global collaborative Programme on Diarrhoeal
Diseases Control, in association with UNDP, UNICEF and the World Bank.

The present project for vaccine and drug development and related epidemiological studies
is proposed as an essential component of the broader research programme designed to support
the overall attack on diarrhoeal diseases which WHO has now launched. This project takes
into account existing knowledge and aims at developing a research programme in vaccine and
drug development, which will complement and support other ongoing preventive and control
activities of WHO and UNICEF-supported programmes at the country level. The project is
designed to promote development at the earliest possible date of vaccines and drugs for the
prevention and control of several of the diarrhoeal diseases by placing resources at the
disposal of researchers who give promise of contributing successfully to this goal-oriented
research effort,

Part II. B. Immediate objectives

To improve and to develop appropriate intervention measures for reducing morbidity and
mortality due to diarrhoeal diseases through (1) immunological research, vaccine development
and related epidemiological studies; (2) pharmacological and pathophysiological research
aimed at the development of new drugs for the treatment and prevention of diarrhoeal diseases.

Part 1II. C. Special considerations

The project will be of the highest social relevance as indicated in Part II.A. As
research results emerge and field trials are initiated the sociological and other factors
involved in appljcation will require close attention.

- Part II. D. Background and justification

1. In the past, the efforts of the world medical and scientific community in the field of
diarrhoeal diseases have been mainly directed towards the control of cholera, typhoid fever
“and dysentery. It is only in recent years that the need to combat a number of other and even
more prevalent diarrhoeal diseases, such as those caused by other enterotoxin-producing
bacteria and rotaviruses, has been fully recognized and that these diseases have begun to
receive some of the attention they deserve. It has been estimated that each year about

500 million episodes of acute diarrhoea occur in children below five years of age in Asia,
Africa and Latin America, resulting in at least 5 million deaths. This is similar to the
mortality rate from diarrhoeal diseases in industrialized countries at the end of the last
century. More than one-third of the children's hospital beds in developing countries are
occupied by diarrhoea patients who receive expensive antibiotics and intravenous fluids, thus
putting a heavy load on the limited health budgets of those countries.

In many developing countries at least one-third of infant mortality can be attributed to
diarrhoeal diseases and frequently these deaths are associated with malnutrition. Malnutri-
tion increases susceptibility to, and the severity of, diarrhoeal disease. Moreover,
diarrhoea is associated with diminished food intake and nutrient wastage leading to
malnutrition, thereby creating a vicious circle.
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Those living under the poorest socioeconomic and sanitary conditions suffer the highest
attack rates from diarrhoeal disease and, amongst these, infants and children are the chief
victims. Those who survive childhood are usually somewhat more resistant. High childhood
mortality rates force parents to bear more children to replace their losses, thus counteracting
family planning efforts to regulate birth rates. :

2. Many developing countries now depend on tourism as a major source of national income.

In countries where diarrhoea is prevalent, tourists and other newcomers to the area often
suffer a higher attack rate from diarrhoeal disease than the residents of the area who have
acquired some resistance. "Travellers' diarrhoea" is a well-recognized health hazard in many
countries, and efforts to reduce its prevalence should be taken into account in the planning
for overall economic development. Travellers' diarrhoea is caused by a number of different
micro-organisms, probably varying from time to time and from country to country. More
research is needed to determine the relative importance of different causes in different areas.
Research efforts aimed at improving the treatment and prevention of travellers' diarrhoea

could bring benefits to the developing countries in two ways: (a) the acquired knowledge

about the causative organisms, as well as ;hé modes of treatment and prevention of such
diarrhoea, could be applied directly to the local residents, especially the children who, like
the traveller, are immunologically naive; (b) since the fear of diarrhoea may limit the number
of tourists to a particular region, any improvement in the health of travellers could result

in a greater number of visitors. This greater influx of foreign currency would have a major
economic impact, which would have a cascading beneficial effect in many sectors of the
community.

3. Acute and often fatal diarrhoeal disease in livestock is frequently caused by micro-
organisms closely related to those which afflict man. Outbreaks of these diseases amongst
newborn calves, piglets, lambs and goats reduces herd size and hence available food protein.
Research on diarrhoeal diseases of livestock has already contributed extensively to our
understanding of the analogous diseases in humans. By the same token, better understanding
of the mode of spread and development of immunity against these diseases in man may be
applicable to their treatment and prevention in livestock.

4. WHO, in response to the concern of Member States, has recently intensified its efforts to
evoke a greater awareness of the deleterious effects of the diarrhoeal diseases and to
stimulate concerted action for their control. The WHO Advisory Committee on Medical Researchl
at its nineteenth meeting in 1977 reviewed recent advances and remaining gaps in knowledge and
emphasized the need to strengthen research on diarrhoeal disease. The Sixth General Programme
of Work of the Organization for the period 1978-1983 affirms that "the impetus given to

cholera control should be extended through prophylactic, therapeutic and environmental health
measures to the entire range of acute infections of the intestinal tract", In line with this
objective, and in the context of the technical cooperatiom programme, the WHO Executive Board
agreed that "in communicable disease control the development programme will be used to launch

a major attack on diarrhoeal diseases".

In response to this mandate, a Technical Advisory Group (TAG) on Programme Development for
Diarrhoeal Diseases Control was convened by WHO in May 1978. After screening the new know-
ledge, current activities and possible approaches, appropriate strategies were formulated for
control of the acute diarrhoeal diseases. These include the promotion of oral rehydration
and the setting up of national facilities for the production of oral rehydration packets; due
attention to critical aspects of child care; improved water supply and sanitation; training
of national health workers; and dissemination of information. The TAG also emphasized the
great need for further research directed towards prevention and control.  These research
needs include: improvement of oral rehydration methods; development of anti-diarrhoeal drugs;
vaccine development supported by further epidemiological and immunological studies; improve-
ment of child care practices; and better methods for provision.of safe water and sanitation
facilities.,

1 . - ; . -
The Advisory Committee on Medical Research is composed of distinguished scientists who
advise the Director-General, WHO, on matters of research in the health sciences.
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The Programme for Diarrhoeal Diseases Control was endorsed by the Thirty-first World
Health Assembly in May 1978 (resolution WHA31.44). This resolution, inter alia, included a
request to the Director-General to accord high priority to research activities for the further
development of simple, effective and inexpensive methods and strategies for treatment,
prevention and control of diarrhoeal diseases in areas with different kinds of health service
facilities. The resolution invited UNICEF's continuing support in the fight against
diarrhoeal diseases and looked forward to key contributions by governments, UNDP, UNFPA and
the World Bank.

Further, the World BankaNDP/PAHO sponsored international conference on the Diarrhoea of
Travellers late in 1976, defined opportunities for exploiting recent research breakthroughs in
Escherichia coli and rotavirus diarrhoeas.

Se It should also be noted that the WHO Global and Regional Advisory Committees on Medical
Research in five of the six WHO regions have given priority to diarrhoeal diseases research,
and are helping to identify local institutions and scientists who are capable of undertaking
this kind of work within the overall priorities of the Programme.

6. A major thrust of the overall WHO Programme for Diarrhoeal Diseases Control is to
strengthen the capabilities of national health services of applying existing knowledge about
the treatment and prevention of diarrhoeal diseases to their own national programmes of
primary health care. To date, some 55 countries have started diarrhoeal disease control
programmes with WHO and UNICEF collaboration. Continued research is needed to improve
strategies for national control programmes.

7. During the last 10-15 years, basic research in physiology, microbiology and immunology

" has yielded a fundamental understanding of the disease mechanisms which has in turn brought
about major improvements in treatment and prevention. For example, basic research on
intestinal absorption and secretion of sugar, water and salts was the essential precursor of
the development of the highly successful oral rehydration therapy for diarrhoea which has
already saved millions of lives. Basic electron microscopic .and microbiological studies of
the surface hairs, or pili, on certain diarrhoea-producing bacteria have led to an under-
standing of their role in causing these bacteria to adhere to the intestinal wall, and have
further led to the development of a successful vaccine for the prevention of diarrhoea caused
by E. coli in calves. Basic virological research led to the discovery of rotaviruses which
have proved to be a major cause of infantile diarrhoea in both temperate and tropical zones.
Environmental research has shown. that the provision of safe drinking-water supplies alone is
not sufficient to prevent acute diarrhoeal diseases. These are only a few examples of the
incalculable contributions made by basic and applied research in diarrhoeal diseases during
recent years. Of even greater importance, a number of the most recent basic discoveries have
_still not emerged from the laboratory stage. of their development, and many of these hold
excellent promise of being translated into practical control measures in the near future if
opportunities are provided for investigators to bridge the gap between the basic findings and
the application to a health-directed goal.

8. The research areas of vaccine and drug development have been selected for the present
project for the following reasons:

(a) Vaccine development

While it is recognized that clean water supplies and safe disposal of human sewage would
bring about a dramatic reduction in human diarrhoeal disease, it must also be recognized that
these two fundamental developments cannot be realized in many areas for many decades.
Therefore, the health and economic consequences of exposure to the diarrhoea-producing

~organisms will continue unabated. If existing vaccines could be improved and new effective
vaccines developed, these would be important components of any national diarrhoeal disease
control programmes. For example, the vaccine that is at present available against cholera
has only limited effectiveness for a short duration.
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New knowledge of immune mechanisms in the human bowel and of the genetics of the causative
microbes has now made it much more likely that substantial improvements can be made in the
efficacy of cholera vaccines. Perhaps of even greater importance, it may now be possible to
develop new vaccines against rotaviruses and enterotoxinogenic E. coli, which together account
for 60-70% of diarrhoeas in infants and young children in the developing countries. There is
hope, especially from recent results in veterinary research, that such vaccines can be
developed in the near future.

In order better to determine the population and age groups at highest risk of disease due
to these various etiological agents, careful field epidemiological studies must be carried out
in the different geographical regions where they are prevalent. This knowledge will be
required in order to determine which segments of the population will benefit from vaccines and
how the most effective vaccine programmes can be developed. Such information will be
eritical, for example, to determine whether it would be efficacious to provide vaccines to
mothers to provide protection for nursing infants by way of antibodies in breast milk.

(b) Drug development

Oral rehydration therapy using a glucose and electrolyte solution is a safe and effective
means of treatment and prevention of dehydration in diarrhoeal diseases. However, in the most
severely affected patients, especially those with cholera, purging occurs at such a high rate
that intravenous replacement of fluid is essential for survival. Thus the development of new
pharmacological agents that could decrease the rate of fluid loss in severe diarrhoeal
illnesses by reversing the secretory process in the small intestine would provide a valuable
adjunct to treatment, especially in developing countries where intravenous rehydration is often
unavailable. The diseases that would be most amenable to such agents are cholera and other
enterotoxin-mediated, secretory (non-invasive) diarrhoeas. Promising results have already
been seen with one such antisecretory drug, chlorpromazine, in patients with severe cholera.

In the initial stages of very severe cholera or E. coli diarrhoea and in rotavirus
diarrhoea, nausea and vomiting may limit the intake of oral rehydration fluid and increase the
need for intravenous therapy and the risk of fatal outcome. This complication could be
avoided by the development of suitable anti-emetic drugs. It is also known that the incidence
of diarrhoeal disease is especially high in family contacts of index cases with certain types
of enteric infections and in visitors from low- to high-prevalence areas (travellers'
diarrhoea); thus the identification of suitable prophylactic agents of a type not promoting
drug resistance could markedly reduce the risk of contracting diarrhoea in these persons.

. There is a need to test currently available anti-diarrhoea drugs (e.g. paragoric,
diphenoxylate and loperamide) for their efficacy in acute infectious diarrhoea. These drugs
may have an effect on intestinal secretion, in additiom to their action on motility. A drug-
‘testing programme could provide a vehicle for interaction between those doing research and the
pharmaceutical industry, in order to evaluate new candidate drugs as they become available.

Part II. E. OQutputs

1. New and improved vaccines for the prevention of diarrhoeal diseases and guidelines for
their use:

- Epidemiological data defining the distribution and relative importance of each of the
major microbial pathogens as causes of morbidity and mortality in representative
geographical regions. ’ '

- Better laboratory methods for quick identification and characterization of these
microbial agents, and for determining the immune response to the major pathogenic
factors in each of the agents.

- New immunizing agents arising from epidemiological, immunological and genetic research
followed by their evaluation in volunteers and controlled field trials.



2. Appropriate drugs for improved treatment of diarrhoeal diseases:

- New anti-diarrhoeal drugs that could block or reverse the intestinal secretory process,
based on pathophysiological studies of the various diarrhoeal diseases in animal models
and clinical trials.

- New anti-emetic drugs that could reduce nausea and vomiting in diarrhoeal diseases,
based upon pharmacological research and clinical studies.

- Better prophylactic drugs for diarrhoeal diseases.
Part II. E. Activities
: This project started with preparatory assistance from UNDP in 1979 and collaboration with
the World Bank. The activities described in the following sections indicate the total scope
of research objectives in vaccine and drug development. Through the mechanisms described in
Part II.K of this proposal, the project will focus on selected research targets and opportuni-

ties within a pattern of priorities evolved and refined over the period of the project.

1. Immunology and vaccine developmeut.

1.1 Toxin-mediated diarrhoea (such as enterotoxinogenic E. coli (ETEC) diarrhoea and cholera)

It is recognized that the research included in this section applies especially to studies
of ETEC and Vibrio cholerae but also will include studies of any enterotoxin-producing
organism that causes diarrhoea.

1.1.1 Protective immune mechanisms and protective antigens

1.1.1.1 There is a need for better definition of the precise bacterial somatic structures,
such as those involved in colonization, and extracellular products, such as toxins, that are
important in pathogenesis and acquired immunity. This knowledge is basic to rational
development of new vaccines. '

1.1.1.2 Tools should be developed for the detection of antibody in serum as well as intestinal
fluid against the structures or products of these organisms that play a role in pathogenesis.,
These would include assays of antibodies to various factors involved in bacterial colonization,
multiplication and pathogenesis (e.g. toxins) in situ.

1.1.1.3 The natural course of clinical disease in toxin-mediated diarrhoeas should be
determined by epidemiological studies and in volunteers. Of particular interest is the
magnitude and duration of protective immunity to both the homologous as well as heterologous
" organisms (for example, does immunity to cholera confer resistance to ETEC diarrhoea?). The
effect of the magnitude and duration of priming of the mucosal immune system on secondary
immune responses should also be studied. '

.

1.1.2  Methods for stimulation of mucosal immunity

1.1.2.1 sStudies can be undertaken to determine the best method of initiating a protective
mucosal immune response, including evaluation of various antigen forms; routes of administra-
tion and adjuvants; and of prolonging both the immune response and the memory for response to
booster. -

1.1.2.2 Studies are required to define practical ways of measuring mucosal immunity. Such
studies should include examination of extra-intestinal secretions such as saliva and breast
milk to determine whether they reflect intestinal immunity. This is important in relation to
- the prospect of immunizing nursing mothers against infantile diarrhoea.

1.1.2.3 Immune responses in different populations should be investigated. This includes
comparisons between persons in endemic and non-endemic areas as well as an assessment of the
influence of age, nutritional status, genetic factors and concurrent infections.
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1.1.3 Development of animal models

There is a great need for more satisfactory animal models than those currently available
for studies of pathogenesis and protective immunity in the toxin-mediated diarrhoeas. These
models should simulate as much as possible intestinal infections in humans by utlllZIHg an
intact, non-ligated bowel in an appropriate animal.

1.1,4 Immunizing agents

1.1.4.1 Systems of genetic and biological analysis should be applied to diarrhoea-producing
organisms to provide a detailed understanding of factors associated with virulence and
protection. Application of this knowledge can facilitate the rational identification of
antigens that should be included in vaccines.

1.1.4,2 New and improved immunogens should be developed; these should include the following:

(a) Non-living immunogens, such as whole-cell vaccines; crude extracellular products
and purified somatic or extracellular products such as lipopolysaccharide; toxin-derived
antigens; and colonization factors or pili.

(b) Living vaccines, consisting either of naturally-occurring non-pathogenic strains,
laboratory-produced mutants or hybrid strains. Candidate live vaccine strains should
have selective genetic markers to allow for their differentiation from wild-type strains.

- The recent demonstration that purified pili preparations from E. coli can protect against
ETEC diarrhoea in livestock (pigs and calves) illustrates that surface antigens, not derived
from enterotoxins, may serve as highly effective vaccines against toxin-mediated diarrhoea.

It is important to recognize that similar, but as yet unidentified, surface factors that are
necessary for colonization of cholera vibrios may be equally important in establishing acquired
resistance to cholera.

There is a need for continued evaluation of the synergy between twoc or more immunogens in
experimental animals and in volunteers. Such studies would facilitate the development of
combined non-living vaccines (e.g. vaccines against cholera or ETEC diarrhoea containing both
somatic antigens such as pili and toxin-derived antigens such as B subunits) as well as
identification of the antigens that will be required in live vaccines.

1.2 Viral diarrhoeas

1.2.1 The mechanism of fluid and electrolyte loss in any of the viral diarrhoeas has not been
established. This area should receive study as such information may be helpful in developing
.and assessing the efficacy of immunizing agents.

1.2.2 Rotavirus diarrhoea

'1.2.2.1 To determine the antigenic components required for a rotavirus vaccine, studies are
needed to establish the number of serotypes, the occurrence of minor antigenic differences,
and the importance of these antigenic differences in pathogenesis and acquired immunity.

1.2.2,2 + Since human rotaviruses cannot now be grown to sufficiently high titre for use in
vaccine development, high priority should be given to the development of more efficient
propagation methods.

1.2.2.3 Although intestinal IgA antibody against rotavirus is of known prime importance in
preventing disease, additional studies are needed to determine the duration of protection and
to develop methods for enhancing the immune response. Studies of antibody levels in
secretions such as saliva and breast milk are required to determine whether these levels
reflect the antibody content of small intestinal fluid.
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1.2.2.4 In a disease in which local intestinal antibody plays such an important role in
resistance, the low rate of illness in infected neonates is difficult to explain. ~ The
mechanism of such resistance requires study.

1.2.2.5 Since passive administration of rotavirus antibody by the alimentary route has
resulted in resistance to challenge in various animal models, studies in humans on the effect
of oral administration of human rotavirus antibody should be considered. Another approach
may be the oral administration of cow's "immune milk" (containing antibody to rotavirds).

1.2.2.6 An animal in which disease could be induced beyond the early period of life should
be sought. This would be important for the study of the safety and efficacy of candidate

rotavirus vaccines.

1.2.3 Norwalk group

1.2.3.1 These viral agents cause diarrhoea in older children and adults. Efforts should
be made to develop animal models for the study of illness caused by these agents.

1.2.3.2 These agents fail to evoke long-term immunity in volunteers. This observation may
have important implications for understanding the basic general mechanisms of local

intestinal immunity and requires investigation.

1.2.4 Other viral agents

Studies should be done to characterize and determine the importance of other viral agents
that may be associated with viral gastroenteritis (e.g. astrovirus, calicivirus),

1.3 Shigella vaccines

1.3.1 Live oral vaccines

Colonization of the intestinal mucosa followed by penetration of and multiplication
within intestinal epithelial cells are necessary steps in the pathogenesis of Shigella
dysentery,. These events are also probably required to confer resistance to challenge.
Currently available attenuated vaccine strains do not penetrate epithelial cells. Perhaps,
by application of genetic techniques, strains could be developed which do not penetrate, and
therefore do not produce disease, but which can colonize the mucosal surface of the bowel to
produce enough antigenic stimulus for protection.

1.3.2  All shigella species have been shown to produce an enterotoxin. The importance of
enterotoxin in the pathogenesis of shigellosis needs to be elucidated.

1.3.3 Studies should be carried out to define the duration of immunity in the natural
disease and in volunteers.

I Genetic studies

There is every reason to believe that recent advances in microbial genetics and DNA
biochemistry can be applied to the practical problems of enteric vaccine development; this
will require an appreciation of both the potential usefulness and limitations of the genetic
approach. Genetic studies should include: '

1.4.1 Identification and chéracterization of a better selection of bacterial strains which
can serve as donors and recipients of plasmids and bacteriophages; this will facilicate study
of the genetic determinants of pathogenesis in the diarrhoea-producing bacteria.

1.4.2 Better characterization of enterotoxin plasmids from the eénterotoxinogenic E. coli
(ETEC) of man and their relationship to those plasmids found in E. coli which cause diarrhoea
in animals.
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1.4.3 Investigation of the nature and genetic basis (whether chromosomal or extrachromosomal)
of colonization of the bowel mucosa by toxinogenic organisms and other enteric pathogens.

1.5 1Identification of facilities for vaccine testing in endemic and non-endemic areas

Certain questions concerning pathogenesis and immunity in the infectious diarrhoeas can
be answered only in carefully controlled studies in volunteers. Thus there is a need for
the identification of suitable facilities in endemic and non-endemic areas. Such facilities
should provide the possibility for studying:

- the response to oral challenge with living bacterial and viral pathogens in order to
define the natural course of disease;

- the immune response;
- the protective value of candidate vaccines.

In all of these studies the highest ethical standards must be followed with regard to
selecting volunteers and informing them of the nature of the study and of their rights.
Volunteer study centres should be operated under the direction of local investigators. The
protocols should be reviewed by national and WHO ethical review committees composed of

" individuals not directly involved in the project. Written informed consent documents must
be utilized, which are drafted in simple terms that can be understood by the volunteer.

1.6 Epidemiological studies

Studies of the epidemiology of diarrhoeal disease in representative regions need to be
carried out in order to define specific needs and use for these vaccines. The studies should
include the determination of groups at highest risk of disease and an assessment of the
relative importance of various pathogenic agents. The micro-organisms that should be
investigated are the pathogenic vibrios (V. cholerae, non-cholera vibrios, V. parahaemolyticus),
enterotoxinogenic E. coli (ETEC), classical enteropathogenic E. coli, invasive E. coli, other
toxin-producing bacteria, Shigella, Salmonella, Yersinia, Campylobacter, rotavirus and other
viral diarrhoea agents, and the diarrhoea-producing protozoa.

2. .Pharmacological development

2.1 Antisecretory drugs

Such drugs should ideally: (1) have a large margin of safety; (2) be inexpensive;
(3) not only prevent but, more importantly, reverse established hypersecretory processes in
the bowel; and (4) be effective by both parenteral and oral routes.

The following research activities would promote the development of such drugs:

©2.1.1 Ppilot trials of the most promising inhibitors of enterotoxin-induced intestinal
secretion (e.g. chlorpromazine, nicotinic acid, salicylates and indomethacin). Initial
trials should first be done in toxin-mediated diarrhoeas since these drugs have proved to be
effective in animal studies (chlorpromazine has recently been shown to reduce intestinal
fluid losses in a preliminary trial in cholera patients)., These trials should study
effectiveness:; toxicity; dose-route-response relationships; and the feasibility of com-
-bining these drugs with oral rehydration treatment.

2.1.2 Expansion of the search for additional pharmacological agents with antisecretbry
activities, with the aims of improving the therapy of diarrhoeal disease and obtaining a
better understanding of the intestinal secretory mechanism.

2.1.3 Determination of whether antisecretory drugs are effective against only one class of

enterotoxins (such as those produced by V. cholerae and ETEC) or whether they have a broader

spectrum including heat-stable toxins, and Shigella and Salmonella enterotoxins, as well as
_invasive diarrhoea caused by rotaviruses or salmonellae.
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2.1.4 Determination of whether a combination of two antisecretory agents - e.g. chlor-
promazine and nicotinic acid - increases the magnitude or spectrum of their activity.

)
2.1.5 Continuation of basic studies of the physiology of secretion and absorption in the
small intestine and colon, in relation to the various kinds of pathogenic mechanisms seen in
the infectious diarrhoeal diseases. Until these processes are well understood, the search
for antisecretory agents and improvement of the therapy of diarrhoea will, of necessity, be
empiric.

2.2 Anti-emetic drugs

2.2.1 Controlled trials of available anti-emetic drugs in diarrhoeal diseases of various
etiologies are needed. It is notable that certain drugs like chlorpromazine have both anti-
emetic and antisecretory activities,

2.2.2 Studies are required to clafify the basic mechanisms of nausea and vomiting in severe
secretory and invasive diarrhoeas, and to identify microbial products that contribute to these

symptoms.

2.3 Absorption-promoting drqgg

2.3.1 There is a need to study the physiology of the colon in diarrhoeal disease.
Information is especially needed about the absorptive function of the colon in infancy and
early childhood.

2.3.2 The search should be continued for drugs that enhance absorption in either the small
intestine or colon. This should include investigations with naturally-occurring substances
such as carbohydrates (other than glucose), amino acids, etc. ;

2.3.3 Investigations should be done to determine the action of narcotics and their analogues
(e.g. diphenoxylate) on intestinal secretion and absorption. - Such an effect should be
evaluated against the consequences of prolonged carriage of pathogens in the gut, as well as
toxic side-effects. '

2.4 Antimicrobial agents

2.4.1 Antimicrobial agents are of proven benefit in the treatment of bacillary dysentery,
typhoid fever, amoebiasis and severe cholera. There should especially be evaluation of the
efficacy of antibiotics in the treatment of ETEC and EPEC diarrhoea. Clinical investigations
should also be directed at improved management of the haemolytic uraemic syndrome of bacillary
dysentery which is often fatal and has not been proved to benefit from antibiotic therapy.

2.4.2 Prophylactic use of antimicrobial agents in the prevention of diarrhoeal disease is

a controversial issue, Although controlled studies have demonstrated that certain drugs can
“reduce the incidence of diarrhoea in travellers and in family contacts, there are major risks
which must be considered, such as the promotion of antimicrobial resistance in various
intestinal bacteria including the pathogens; alteration of intestinal flora; and drug
toxicity. Careful studies should be carried out to determine in which situations, and for
which pathogens, antimicrobial prophylaxis might be used to reduce severe disease or deaths
from diarrhoeal disease. The risks associated with antimicrobial prophylaxis should also

be defined so that appropriate recommendations can be made concerning their usage.

2.5 Other anti-diarrhoeal drugs

There may be a role for the use of other pharmacological agents in the treatment or
prevention of diarrhoea which is independent of their effect on hypersecretion.
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2.5.1 Nonspecific adsorbents like charcoal, kaolin and pectin, which are commonly used for
the treatment of diarrhoea, are worthy of carefully designed clinical trials. Such drugs
could have selective abilities to bind certain organisms or their virulence factors, such as

toxins.

2.5.2 GM1 ganglioside specifically binds cholera toxin as well as E. coli heat-labile toxin.
GM1 coupled with charcoal (to prevent cell uptake of ganglioside) should be evaluated as a
prophylactic and/br therapeutic measure against cholera and ETEC diarrhoea. There should
also be a search for other specific receptors for the toxins of other diarrhoeal pathogens.

2.5.3 Cholera B subunit can prevent experimental cholera in animals by blocking the
intestinal GM1 receptors for the toxin. Oral administration of purified B subunit may thus
provide immediate protection against cholera by receptor blockage, and stimulate a protective
mucosal immune response. This could be evaluated in close contacts of cholera patients.

2.5.4 Basic studies of virulence factors and pathogenic mechanisms could lead to the
identification of "target events'" susceptible to drug interference. Such investigations
could provide a basis for the development of specific adsorbents for enteropathogens or their
virulence factors. :

. 2,6 Facilities for clinical trials

Facilities for conducting clinical trials of drugs for treatment of diarrhoea should be
identified and strengthened. These facilities should develop the capacity for careful
clinical investigation of the natural history of the diseases under study and for the design
and execution of controlled trials. Details concerning the ethical considerations relating
to clinical investigation are the same as set forth in 1.5 for vaccine development.

Part II. G. Inputs

The provision is to be used by WHO as Executing Agency for the implementation of this
research component of the Diarrhoeal Disease Control Programme in accordance with the policies,
priorities and plans formulated and endorsed by the WHO Advisory Committee on Medical
Research, ] the WHO Scientific Working Groups (SWGs) in these disciplines,2;3s4 and the WHO
Technical Advisory Group (TAG) for this Programme.s

The project will be using the services and facilities of the Executing Agency at the
global, regional and country level for executing and coordinating the research programme.
The project will develop collaboration in specific laboratory and field aspects of the research
work with selected institutions in the scientific community and with the pharmaceutical
industry, and will be carried out in developed and developing countries. The project will
make arrangements for the exchange of research workers in diarrhoeal diseases between
institutions in different countries to enable them to exchange research experience and develop
research potential. Collaboration and linkage between institutions in the developed and
developing countries for vaccine and drug development and their evaluation will be developed.
. Appropriate contractual arrangements will be made by the Executing Agency in consultation as
necessary, with the TAG, the SWGs and the WHO Expert Advisory Panel on Acute Diarrhoeal
Diseases and other Enteric Infectionms.

. New knowledge and research needs in the control of acute diarrhoeal diseases, WHO
. unpublished document BAC/DDC/?B il

Immunity and vaccine development - Report of a Scientific Working Group (Geneva,
14-16 August 1978), WHO unpublished document WHD/bDC/§8.2.

4 Clinical management including drug development - Report of a Scientific Working Group

(New Delhi, 30 Octcber - 2 November 1978), in preparation.

4
Escherichia coli diarrhoea - Report of a Scientific Working Subgroup (Copenhagen,
15-16 January 1979), in preparation.

Development of a programme for diarrhoeal diseases control - Report of an Advisory
" Group (Geneva, 2-5 May 1978), WHO unpublished document HHO/bDC/WB.l.

St
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International Centre for Diarrhoeal Diseases Research, Bangladesh

In addition, UNDP support in the amount of US$ 1.5 million will be provided over the
years 1979-1983 to the International Centre for Diarrhoeal Diseases Research, Bangladesh,
This Institute, formerly the Cholera Research Laboratory, is expanding its activities in
diarrhoeal diseases. The amount allotted under the subcontract is not limited in its use to
the areas defined in the project but may be used in support of the other Institute's activities
in diarrhoeal diseases. Subcontract arrangements will be made and a mechanism will be worked
out for allotment of the money to the Institute which will take into account the responsi-
bilities of WHO as the Executing Agency .2/

Part 1I. H. Preparation of work plan

See Annex.
Part II. I. Not applicable.

Tart IL, J. Development support communication

Not applicable.

Part II. K. Institutional framework

The project will promote, support and evaluate research in vaccine and drug development
and related immunological and epidemiological activities. WHO will act as Executing Agency
on behalf of UNDP, with the collaboration of the World Bank. The project will constitute
part of the overall WHO Diarrhoeal Disease Control Programme and, as such, the overall
guidance and monitoring of progress for the project will be exercised by the Programme's
Technical Advisory Group (TAG). The TAG is composed of specialists from the developed and
developing countries representing various fields of public health, communicable diseases and
research administration with specific interest and experience in various aspects of diarrhoeal
‘diseases control and research, It meets at least once a year to review the entire scope of
the WHO Programme and to present progress reports to the Executing Agency and the Programme
sponsors, and, in turn, to Member States.

The mechanism that will be used for support and guidance of the research activities under
this project will be that of the WHO Diarrhoeal Disease Control Programme, operating within
the policy and framework of the Sixth General Programme of Work for the period 1978-1983, the
Global and Regional Advisory Committees on Medical Research and their subcommittees on
Diarrhoeal Diseases, and the governing bodies of the Organization. The mechanism directly
related to the project is the following:

Scientific Working Groups (SWGs) - In the WHO Programme there are five SWGs in the
fields of: (1) immunology and vaccine development; (2) clinical management including drug
development; (3) epidemiology and etiology; (4) child care practices related to diarrhoea;
and (5) improvement of water supply and sanitation.  Each SWG is composed of up to 10 experts
in each of these five research areas. The membership of the SWGs is not fixed. The first
three of these SWGs will be concerned with this project. Subgroups at present exist for the
SWG on epidemiology and etiology, and it is anticipated that subgroups in other areas will be
formed as needed. The SWGs and subgroups of the Programme will meet as nécessary to review
recently acquired knowledge, recommend priority areas of research, and review research
proposals. ;

WHO Expert Advisory Panels - The Qrganization has a number of panels made up of experts
in different disciplines. The Diarrhoeal Disease Control Programme utilizes the services of
members of related panels, which in the case of this project are: Acute Diarrhoeal Diseases
and other Enteric Infections, International Pharmacopoeia and Pharmaceutical Preparations,
Immunology, International Surveillance of Communicable Diseases and Health Laboratory Services.

2/ The cost-sharing contribution to the Centre from the OPEC Special Fund will be used as
follows: US$500,000 for construction of buildings for a Clinical Research Unit; and
US$62,000 for research equipment for the Unit.
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The process used for review of research proposals for funding under the project will be
that of the WHO Diarrhoeal Disease Control Programme and will involve the existing WHO
mechanism of research promotion and ethical review. Proposals will be screened by the
Secretariat of the WHO Diarrhoeal Disease Control Programme for their relevance. Those
-acceptable will be referred for an objective evaluation to members of a Scientific Review
Committee composed of from five to 10 members drawn from the SWGs most closely related to the
proposals under review. This Committee may be augmented, at-the discretion of the Secretariat,
by members of the expert panels or other outside experts, as appropriate. This Review
Committee will evaluate and rank all proposals in accordance with the research activities set
forth in this project and advise the Secretariat concerning priorities for funding. Proposals
may also be sent for evaluation to members of SWGs or otherwise who will not be members of the
Review Committee but whose evaluations will be considered at the meeting of the Scientific
Review Committee.

~ The three sponsoring agencies for this project (UNDP, the World Bank, WHO) will form a
Standing Committee to advise on and facilitate the orderly development and management of the
project and will meet at regular intervals.

The continuing technical and administrative management of the project will be the
responsibility of the Executing Agency Secretariat, which will also serve the TAG, SWGs, and

the Standing Committee. _ o

The project during its initial stage of implementation will arrange for the involvement

of the pharmaceutical industry. It is recognized that the pharmaceutical industry has a key
role in the Programme, not only in the development, manufacture and distribution of any
products that emerge, but also in the research phases. The appropriate means of most

effectively involving industry in WHO programmes will be established.

While WHO has had beneficial collaboration with industry, especially in the Human
Reproduction Programme and the Special Programme for Research and Training in Tropical Diseases,
some problems remain, as, for example, the development of policy as it relates to patents and
pricing and the speed of response to research proposals.

Discussions will be initiated with industry, both with individual corporations and with
representatives of the pharmaceutical industry as a whole, to exchange information and identify
possibilities for research and other collaboration. One point of contact would be with the
recently constituted International Association of Biological Manufacturers. It is recognized
that a major activity by which the WHO Programme could encourage pharmaceutical industry
participation is the development and improvement of facilities for clinical research so that
new methods of treatment or prophylaxis could be rapidly and critically evaluated.

Part II. L. Pridr obligations and prerequisites

Not‘applicable.

Part II. M. Future UNDP assistance

The UNDP inputs for the research components of this project for the next five years will
contribute significantly to developing and supporting several of the activities envisaged;
however, additional UNDP assistance and voluntary contributions from bilateral and multilateral
sources will be needed as considerable funds will be required to further support research.

Part III. Schedules and monitoring, evaluation and reports

The research components of the project will be periodically reviewed and evaluated as
described in Part II.K.

An annual report will be prepared, together with a terminal report, in line with UNDP
requirements. Special reports may also be produced as required.

, Future UNDP assistance will be reviewed between UNDP and the Executing Agency and other
interested parties in 1981 (mid-term review) and again im 1983.



Project Budget Covering the UNDP awu the OPEC Special Fund Cost-Sharing Contribution

Country: GLOBAL

Project No.: GLO/78/005/A/01/14

Ticle: ‘Diarrhoeal Diseases Control Programme - Research in Vaccine and Drug Development
Total 1979 1980 1981 - 1982 1983
uss$ Us$ Uss$ UssS : us$ _ uss$
19. Personnel 650,400 76,700 140,500 141,500 144,400 147,300
29. Sub-Contract 5,062,000%* 1,112,000- 1,050,000 960.000 1,000,000 1,000,000
99. Grand total 5,712,400 1,188,700 1,190,500 1,041,500 1,144,400 1,147,300

101l. Cost-Sharing 562,000 562,000 ) = _ - =

102. . Total UNDP
Contribution 5,150,400 626,700 1,190,500 1,041,500 1,144,400 1,147,300

* This amount includes US$ 1.5 million earmarked for the International Centre for Diarrhoeal Diseases
Research, Bangladesh for research purposes; $500,000 for construction of buildings for the Clinical
Research Unit; and $62,000 for purchase of equipment for the Unit.
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OPEC Speclal Fund Cost-Sharing Contributlon

Country: . GLOBAL

Project No.:  GLO/78/005/A/25/14

Title: .Diarrhoeal Diseases Control Programme - Research in Vaccine and Drug Development
Total 1979
Uss$ uss

Cost-sharing (line 101) 562,000 562,000

Overhead on Cost-sharing 78,680 78,680

Total Cost-sharing Contribution 640,630 640,680

Upon signature of the Project Docunent, the OPEC Special Fund will make an initial pavment
which will thereafter be replenished upon submission by UNDP of satisfactory evidence of

disbursements made, and in accordance with the above project budget.
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TIMETABLE FOR PROJECT DEVELOPMENT

The activities listed immediately below have been completed or are in the process of
completion:

Activity Date completed

SWG on Immunity and Vaccine Development 14-16 August 1978

SWG on Clinical Management including Drug
Development ; 30 October - 3 November 1978

-

SWSG on E. coli Diarrhoea - 15-16 January 1979
UNDR/World Bank/wHO collaboration to develop

a project on Vaccine and Drug Development

Research for submission to UNDP Governing

Council : ) _ . '8-14 February 1979
SWSG on Rotavirus Diarrhoea 27-28 March 1979

The following activities are expected to be completed within the time intervals shown:

Activity Estimated completion time

Review and expand, as needed, membership of
SWGs Mid-June 1979

Constitute the SRC by selecting appropriate .
representatives from the SWGs 1 July 1979

Establish priority areas of research as
guidance to potential investigators with

the help of consultants ) 31 July 1979
Extend first invitation for grant applications August 1979
Convening SWSG on cholera September 1979

Complete initial grant review process and _
notify applicants of status ? ; December 1979

Convene SWG on Epidemiology and Etiology Autumn 1979

The following timetable will serve to guide the early involvement of the pharmaceutical
industry and research institutions in the project: :

Activity Estimated date

Initiate consultations and visits with
pharmaceutical firms and research
institutions _ April 1979

Convene meeting of interested pharmaceutical
films to define potential collaborative
research and related vaccinq/drug .
development activities - December 1979
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The activities described in this section indicate the scope of research objectives in
vaccine and drug development. Through the mechanisms described earlier (Part II, K) the
project will focus on selected research targets and opportunities within a pattern of
priorities. ’

The principal objectives to be served within the context of this limited proposal are
the support, encouragement and realization of promising breakthroughs in a few selected areas
made possible largely through the results of previous and/or ongoing researches. In this
connexion, the role of the pharmaceutical industry is seen as being especially important in
achieving early development of efficacious products with other scientific institutionms.

1. Vaccine development

1.1 Development of immunizing agents against cholera

1.1.1 Evaluation of well-defined bacterial components or products as protective immunogens
in animals and volunteers: f

(a) subunits of the enterotoxin;
(b) bacterial surface antigens such as LPS and adherence factors;
(c) flagellar components.

1.1.2 Evaluation of combined antigens as practical immunogens (e.g. whole-cell vaccine and
toxoid).

1.1.3 Evaluation of naturally occurring non-toxinogenic strains as live vaccines in animals.

_1.1}4 Development and evaluation of laboratory-induced mutants as live vaccine candidates:

(a) non-toxinogenic strains;
(b) strains producing selected subunits.

1.2 Development and evaluation of enterotoxinogenic E. coli vaccines

1.2.1 Evaluation of the importance of antitoxic immunity in resistance in animals and
volunteers.

1.2.2 Identification of bactefial colonization factors and evaluation of their protective
immunogenicity alone and in combinations.

1.2.3 Search for and evaluation of candidate live E. coli vaccines.
1.2.4 Development of a simple and rapid diagnostic test for enterotoxinogenic E. coli.

1.3 Development and evaluation of vaccines against other toxin-producing organisms

1.3.1 Assessment of the role of enterotoxin .in pathogenesis.
1.3.2 Identification of other putative protective antigens.

1.3.3 Evaluation of immunogens in protection.
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1.4 Development of rotavirus vaccine

1.4.1 Studies of pathogenesis and pathophysiology of rotavirus diarrhoea.

1.4.2 Development of methods for large-scale production of human rotaviruses in cell culture,
1.4.3 Development of animal models for the study of rotavirus disease.

1.4.4 Elaboration of serotypes and antigenic variations.

1.4.5 Development and testing of candidate rotavirus vaccine.

1.5 Development and evaluation of vaccines against Shigella

191 Study of the role of enterotoxins in the pathogenesié of shigellosis.
1.5.2 Evaluation of the 1mp§rtance of antitoxic immunity in shigellosis.

1.5.3 Study of mechanisms of acquired resistance in shigellosis.

1.5.4 Development of oral vaccine baséd on findings derived from above studies.

1.6 Gut-associated immunity

1.6.1 Basic studies of gut-associated immune mechanisms in animals.

1:6.2 Studies to assess the measurement of antibodies in milk and saliva as a means 6f
estimating immunity in the intestinal mucosa.

1.6.3 Studies of the local immune response in patients and volunteers with cholera,
E. coli diarrhoea and other enteric infections.

1.6.4 Studies in humans of secretory IgA antibody responses to defined immunogens
administered by different routes.

1.7 Epidemiological studies to determine the distribution of the major causes of diarrhoeal
diseases and their microbial agents

2. Drug development

2.1 Antisecretory agents

2.1.1 Clinical trials of promising agents, such as chlorpromazine, and the anti-inflammatory
agents.

2.1.2 Search for new drugs and their assessment in animals and volunteers.
2.1.3 Basic studies of intestinal secretion.

2.2  Anti-emetic drugs

2.2.1 Controlled trials of available drugs.

2.2.2 Basic studies of the.pathogenesis of vomiting.
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2.3 Absorption-promoting drugs

2.3.1 | Studies on function of the colon in diarrhoeal disease.

2.3.2 Search for drugs that could promote absorption in the small intestine and colon.
2.4 Antibiotics

2.4.1 Evaluation of their therapeﬁtic efficacy in E. coli diarrhoea, and diarrhoea caused
by other specific agents.

2.4.2 Studies to define the benefits and risks of prophylactic use of antibiotics.

2.5 Other anti-diarrhoeal agents

2:5.1 : Carefully designed clinical trials to evaluate the effectiveness, if any, of non-
specific absorbents such as charcoal, kaolin and pectin.

. 2.5.2 Evaluation of Ml ganglioside as a prophjlactic an@/ar therapeutic agent against
toxin-mediated diarrhoeas. '

2.5.3 Evaluation of B subunit of cholera toxin as a prophylactic and/or therapeutic agent
against toxin-mediated diarrhoeas.

2.5.4 Studies of the pathogenesis and pathophysioiogy of diarrhoeal diseases of different
etiology to identify potential "target" events for interference.
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UNDP FUNDS - 1979

Amount a
e Pl Disbursed Balance
; ; $ $ 3
Allotment IR/ARI/BVD/085/DP/79 .1 50 000
(Preliminary funds from UNDP)
1. Meeting to prepare and review draft _ 4 950
proposal for research in areas of
vaccine and drug development for
research in diarrhoeal diseases
%
2. SWSG on Epidemiology and Etiology of )
Escherichia coli Diarrhoea )
SWSG on Rotavirus and other Viral g 13 402
Diarrhoeas )
-3. Visits with Pharmaceutical Industry o 4 561
4. Participation in meeting of SAREC/SIDA 924
5. Consultants 13 565
6. Personnel : _ 12 210
Total disbursement under this allotment 49 619 381
Allotment IR/ARI/BVD/091/DP/79 ? 226 700
(Funds from UNDP for research in vaccine and
drug development for diarrhoeal diseases)
1. SWSG on Etiology and Epidemiology of )
Cholera and other Vibriogenic Dlarrhoeas; 22 300
SWSG on Salmonella, Shigella, Yersinia )
and Campylobacter Infections
2. Meeting on Wellcome Cholera Vaccine Trial, 1 070
Bangladesh . :
3. Duty travel _ 5 140
4. Personnel ' : _ : 24 200 (projected)-
Total disbursement under this allotment 52 710 173 990
Allotment IR/ARI/BVD/091/DP/79.1 400 000
(Funds from UNDP for ICDDR,B)
1. Meeting on Wellcome Cholera Vaccine
Trial, Bangladesh 20 055 379 945

*
Scientific Working Sub-Group



DIARRHOEAL DISEASES CONTROL PROGRAMME
Reports

Title

Development of a Programme for Diarrhoeal Diseases
Control (Report of an Advisory Group), WHO/DDC/78.1

Immunity and Vaccine Development (Report.of a
Scientific Working Group), WHO/DDC/78.2

Clinical Management of Acute Diarrhoea (Report of a
Scientific Working Group), WHO/DDC/79.3

Escherichia coli Diarrhoea (Report of a Sub-group of
the Scientific Working Group on Epidemiology and
Etiology), WHO/DDC/EPE/79.1 :

Rotaviruses and other Viral Diarrhoeas (Report of a
Sub=group “of-the-Scientific Working Group on
Epidemiology and Etiology) - in press, WHO/DDC/EPE/79.2

Child Care Practices related to Diarrhoeal Diseases
(Report of a Scientific Working Group), WHO/DDC/79.4

Environmental Health and Diarrhoeal Disease
Prevention (Report of a Scientific Working Group)
- in draft

Cholera and other Vibriogenic Diarrhoeas (Report of
a Sub-group of the Scientific Working Group on
Epidemiology and Etiology) - in draft

Date of meeting

2-5 May 1978
14-16 August 1978
30 October-

2 November 1978

15-16 January 1979
27-28 March 1979

17-20 April 1979

3-6 July 1979

'24-27 September 1979

T S —————
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Dr. John R. Evans, PHN L March 31, 1930
Arlene Fonaroff, PHN - ;

WHO/UNDP/Eank Diarrheal Diseases Control Prograrme (CDD)

-

Dr. Mersam was at PAIO last week for the USAID-sponsored
peeting for PVOs on oral rehydration methods and conveyed the following
progress on CDD:

Joint Coordinating Board

1. While general support for a joint JCB for TDR/CDD exists at
senior level in Geneva, WHO Regional Directors are apprehemsive. Dr. Zahra

- gremains concerned ghout whether the JCB would accommodate the TAG recommen—

dations for operational, epidemiologic and basic research. A small
comnittes was formed at Geneva to review the issues and is expected to
present a proposal to Dr. Mahler by the end of the month. Expectations are
that concensus can be achieved, provided WEO does wnot feel 1t is being
pressured into accepting the idea. ;

2. Mr. Mashler has been at WHO several tires since the January TAG
neeting. Te evidently believes that all CDD conpanents should remain
together under JCB managexent.

3. A CDD budget is pear conpietion. as is the finalized report of
the TAG.

Vaccine and Drug Development (VDD)

il UNDP hag funded two additional staff positions for the Technical

Secretariat. Mr. Hogan has been seconded from CLDC to handle prosram
managerent. However, the organizational structure and technical/adminis-
trative responsibilities have not been clearly worked out. It 1is unclear,
for example, vhether Dr. Mersam will be responsible for all or part of the
VDD effort, or whether he will direct the total program.

3. There are three SWCs concentrating on VDD which will begin meeting
this Spring: bacterial and enteric diseases (April, June, Septeumber); viral
diseases (June, September); and drug development (September). At the firat
meeting, each SWG will prepare a strategic plan. Steering Cormittes neetings
will then be scheduled to review proposals already submitted for relevanee

to the strategic plan; and to identify methods for soliciting additional
proposals.

Toplications to Bank ; 4

6. The focus of VDD is likely to broaden beyond rotoviras and
enterotoxigenic E. Coli to other agents because of very recent and promising
discovaries. UNDP vupport was based on Bank recocmendations for a limited
dnitial focus to accelerate discovery and drug development and the Bank
collaboration was based on the understanding that WHO would adhere to the

torms of reference in the proposal. The diffusion of interest to investi-

gate other agents, particularly inm the absence of a definitive plan of
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research management, may jeopardize progress of the original collaborative
sgreenent. Delays hava already occurred because of limited staff resources,
requiring Dr. liersam to uo:k on other than the VDD component.

7. The Bank's role has yet to be defined. UNDP's interests have now

~ expanded to all phases of the CDD. Since we and UNDP will be in Geneva at

the end of April, we might consider initiating an ad-hoc meeting to discuss
progress on VDD. Perhaps by then Hanagenment will have rmade clearer its
{ntent to support the JCBHR in which case we could also discuss the scope

of Bank interest in support of CDD. The Baunk's position is pot at all clear
4{n Dr. Zahra's mind. ' ; : - . :
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