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African health ministers 
lay claim to research

African ministers of health are re-evaluat-
ing, valuing, and taking ownership of
health research on their continent – in a
remarkable development spearheaded by

ministers Eyitayo Lambo of Nigeria and the
Courage E. K. Quashigah of Ghana.

Lambo in paarticular has a deep interest in
health research [see our interview “Research
and politics need a marriage” in Real-
HealthNews No.3, 2005 pp 15-18], and in
a series of meetings beginning in Abuja in
December 2005, he invited WHO, WHO-
AFRO, the special Programme of Research
and Training in Tropical Diseases (TDR) and
others to assist in creating a high-level min-
isterial approach to health research, in
Africa and beyond. continued on page 2 >

> Research for change 

“Health research is a must” – Minister Eyitayo
Lambo, Nigeria. “There’s nothing more powerful
than an idea whose time has come” – Minister
Courage Quashigah, Ghana

Africa is taking the lead in an inter-
continental effort to create a new,
indigenous agenda for health
research, relevant to policy-making
and action – and to apply the
results of proven science.

S U M M A R Y

Health ministers Courage E. K. Quashigah of Ghana and Eyitayo Lambo of Nigeria.
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>This moved quickly to a scene- and
goal-setting ministerial meeting of 11
African nations in Abuja in March, and
will culminate in a 25-nation, inter-
continental meeting hosted by
Quashigah in Accra in June – chosen to
coincide with the annual Joint Coordi-
nating Board Meeting of TDR, at which
the Programme will discuss issues asso-
ciated with its development of long-
term strategy for health research [see
this issue pp 25-28].

Lambo said health research "is a must" 
to identify what kind of health system is
needed and how to use the little money
available in the best way. "Until we do
that, we will go around in a vicious cycle
of poverty and illness. We are paying the
price of this with rising illness and death
among pregnant women and children."

And many key results in health research
already exist which could be more widely
adapted and applied, ministers heard –
such as the Tanzania Essential Health
Interventions Project (TEHIP) which
according to data presented in March had
reduced under-five mortality in one dis-
trict, Rufiji, by 52% from 1990-2003. 

In a technical “synthesis” report to the
meeting, ministers heard that key areas
for research in Africa include infectious
diseases including HIV, TB and malaria;
“neglected” tropical diseases and emerg-
ing diseases; reproductive and sexual
health; non-communicable diseases such
as the rising levels of cardio-vascular dis-
ease, cancer, and injuries, and sickle cell
disease; malnutrition; and mental health
including drug and substance abuse.

Apart from limited funding, said the
report, challenges facing health research
in Africa include:

• Research not focusing on major con-
tributors to disease burden. 

• A weak link from research to policy
and action.

• A lack of coordination between health
institutions and research networks.

• Inadequate participation of stakehold-
ers in the research, policy and imple-
mentation process.

And along with raising resources African
objectives should include, said the report:

• Highlighting the importance of
research to meet the MDGs.

• Defining key areas of research need-
ed regionally and internationally –
especially for diseases of poverty.

• Clarifying the research capacity of
Africa and the best ways to employ it,
nationally, regionally and internationally.

• Capitalising on opportunities, partner-
ships and networks, including the
NEPAD health strategy and the Mexico
Statement on Health Research.

• Learning lessons from best practices,
such as research-led interventions like
impregnated bednets – which linked
research, meta-analysis of studies,
cost-effectiveness studies, acceptability
studies, target definition and transla-
tion into policy.

Charles Mwansambo, chair of the nation-
al health services research and ethics
committee, representing the minister of
health in Malawi said: "Usually it's the
funding agency which determines which
way we go, but we can do this."

"We must take advantage of new tech-
nologies and successful intervention pro-
grams and adapt them to our culture"
said Oladapo Ladipo from the African
Network for Research and Training in
Reproductive Health and HIV (REPRONET-
Africa). "Africa has to wake up to solve its
own problems."

“There's nothing more powerful than
an idea whose time has come," said
Quashigah. RW ■

High Level Ministerial Meeting on Health
Research
www.hlmresearchdev.org/index.html

The 25 Participating countries
www.hlmresearchdev.org/participating_
countries.htm

TEHIP’s research approach
www.idrc.ca/en/ev-3298-201-1-
DO_TOPIC.html

R E A D  O N

I N  B R I E F

ARTEMISININ FROM YEAST

A close precursor of the antimalarial
molecule artemisinin – artemisinic
acid – has been produced from a
genetically modified yeast, according
to a recent paper in Nature.

The non-profit company The Institute
for OneWorld Health [see RealHealth-
News No. 2, 2005 pp 2-3] is taking
the research into development, with
the hope of producing artemisinin in
bulk more cheaply than from its cur-
rent source – plantations of the herb
sweet wormwood (Artemisia annua).

“However, several challenges remain
as the yield of artemisinic acid would
need to be improved several hundred
fold to be economically acceptable
for large-scale manufacturing” com-
mented OneWorld Health.

Swedish researchers had created a
chemically earlier precursor, amor-
pha-4-11-diene, by cloning an
Artemisia annua gene into the yeast
Saccharomyces cerevisiae, but the
latest work by scientists at the
California Institute of Quantitative
Biomedical Research of the Lawrence
Berkeley National Laboratory, in 
collaboration with Amyris
Biotechnologies, went further. 

The California trick was to clone in
extra genes creating a whole meta-
bolic (chemical) pathway in Artemisia
annua that “oxidises” amorpha-4-
11-diene in three steps to artemisinic
acid.

"The team at UC Berkeley and Amyris
have done a great job moving this
important project forward," said
Victoria Hale, founder and CEO of
OneWorld Health. "We still have a
long way to go, but this puts us one
step closer to a low-cost treatment
for malaria." ■

> Read on
The Nature paper: Ro DK, Paradise EM,
Ouellet M, Fisher KJ, Newman KL,
Ndungu JM, Ho KA, Eachus RA, Ham TS,
Kirby J, Chang MC, Withers ST, Shiba Y,
Sarpong R, Keasling JD. (2006)
Production of the antimalarial drug
precursor artemisinic acid in engi-
neered yeast. Nature Apr 13;
440(7086):940-3
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One of the great success stories of the
pharmaceutical industry is the develop-
ment of treatments for HIV, outgoing
GlaxoSmithKline research chairman
Tachi Yamada told European Commu-
nity officials and parliamentarians at a
‘Science Seminar’ organized by Euro-
pean Union communicators ISC in late
March. 

“But one of the realities of the pharma-
ceutical industry is that this is a very diffi-
cult process – very challenging indeed”
said Yamada, who leaves soon to join
the Bill & Melinda Gates Foundation [see
pp 3-4]. Ten years from identifying a
gene that might encode a protein that
could be a target, finding the drug, to
launch “is a very aggressive timetable”
said Yamada.

“There are extraordinary hurdles to
success… Roughly only 1 in 25 new
chemical entity candidate compounds
are approved by regulators – and of
course behind those candidates are lit-
erally hundreds of molecules that don’t
make it to candidate phase.

“Industry metrics are deteriorating in
every possible way. Mean clinical devel-
opment times are increasing at roughly
a year per decade, and success rates
have halved in the past five years. The
costs per new drug launched are now
reaching astronomical proportions. 

“The dawn of the new Millennium cre-
ated the opportunity of the sequencing
of the human genome. That genome
contains all of the targets for interven-
tion by the pharmaceutical industry. So
the entire envelope of potential oppor-
tunities is known. It’s a question of how
we fish those opportunities out. 

“I would say that the most important
element here is collaborative research.
Silos of academia working on one side
and industry on another no longer
make sense. It’s counter-productive
and wasteful. 

“What kind of collaborative research
have we taken part in? Up until now
they have been mostly in basic science
arenas, and they have delivered tremen-
dous benefits already.

“There’s a consortium to look at single
nucleotide polymorphisms – to define
the differences between individuals
with the same genome. There have
been consortia to describe the mouse

genome, which is a very important ani-
mal model for studying human disease.
And there’s been a very important con-
sortium to study structural genomics. 

“But the new opportunity and the new
frontier in biomedical research for the
21st century is experimental medicine.
Man is the experimental animal of
choice in some ways. There are many
many illnesses for which there are no
animal correlates. Many many targets
for pharmaceutical intervention do not
have a similar target in animals. So
experimental medicine becomes a very
important avenue for collaboration.

“By experimental medicine we are really
talking about very important areas, like
gene-based medicines or pharmaco-
genetics. And there is in-silico chemical
research, in computers, if information
systems are robust. And non-invasive
imaging approaches; and bio-markers
and surrogates.

“These are just a few experimental
tools for important collaboration. Hap-
pily on both sides of the Atlantic – in
the US the Food and Drug Administra-
tion (FDA) focussed on the Critical Path
Initiative – and [in Europe] we have 
the European Technology Platforms, to
promote information sharing. 

“One kind of information-sharing proj-
ect that has been initiated in the US are
collaborations between the FDA, the
National Institute of Health (NIH), and
the pharmaceutical industry, are the
consortia to look at biomarkers. 

continued on page 4 >

“Astronomical” new product costs demand
public-private collaboration – says Pharma

> Research for change

Public sector collaboration, experimental medicine and no intellectual
property for “science” – these are the future for pharmaceutical R&D

It’s not only WHO that is hear-
ing calls for a new “framework”
for the research and develop-
ment of pharmaceuticals [see
RealHealthNews No. 4, 2005, pp
14-16]. Despite great scientific
prospects, the pharmaceutical
industry is in trouble. 

S U M M A R Y
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> “Biomarkers are a way of identifying
illnesses or the consequences of illnesses
through simple tests to predict outcome.
One commonly known biomarker for
example is blood pressure. That’s a bio-
marker for stroke, or heart attacks or
kidney failure. It’s not in and of itself a
disease. It’s a biomarker for what will hap-
pen later. The same is also true of blood
sugar. Diabetes is a complex illness for
which blood sugar is a biomarker.

“These consortia will assist in identify-
ing new biomarkers for other complex
illnesses – for example Alzheimer’s dis-
ease. There’s another such collabora-
tion to identifying non-invasive imag-
ing techniques that will predict out-
come with or without intervention. The
idea is to create important means of
validation and standards and provide a
public database and biological samples
to help us understand and learn more
about these illnesses. 

“Behind all of this is an implied social
contract – which we can never forget.
Industry and society are joined in a very
important partnership… 

“Industry wil l  share innovations,
advanced science and medicine to the
extent commensurable with a viable
competitive position. And in this regard I
would say industry is very open about its
collaborations. I believe industry is mov-
ing to the point that science should not
be intellectual property (IP) protected.”
But “discovery, invention, innovation
should. In return of course society will
accept that industry’s IP protection for
invention is the bedrock of future innova-
tions and hence improved healthcare.”
RW ■

Three new roles at the Gates Foundation

On 1 May, the Bill & 

Melinda Gates Foundation

was re-organized into 

three programme groups

under three presidents: 

the Global Health

Programme, headed by

Tachi Yamada; the Global

Development Programme –

focussed on agriculture 

and finance for the poor,

but including libraries,

advocacy, water, sanitation

and hygiene – headed by Sylvia Matthews (left) – a past staff member 

of the US Clinton administration; and the US programme – whose core 

is education – headed by Allan Golston (right) – the past chief financial

and administrative officer at the Foundation. Patty Stonesifer (not on 

the picture) continues as Chief Executive Officer. According to the

Foundation’s figures, with a staff of just 263 people it has so far granted

US$ 10 074 848 073 in projects and research, an average of approaching

US$ 2 billion a year since its establishment in the year 2000. Global

Health amounts to nearly 60% of that spending, with US$ 1.5 billion 

given to projects in HIV, TB and reproductive health, US$ 1.4 billion to

other infectious diseases, US$ 2.4 billion to global health strategies, 

US$ 440 million to global health technologies, and US$ 122 million to

global health research, advocacy and policy. ■

> Read on Bill and Melinda Gates Foundation

Quick facts
www.gatesfoundation.org/MediaCenter/FactSheet/default.htm

Global Health fact sheet
www.gatesfoundation.org/GlobalHealth/RelatedInfo/GlobalHealthFactSheet-021201.htm

Global Health grants
www.gatesfoundation.org/GlobalHealth/Grants/default.htm

> And also :
Monitoring Financial Flows in Health Research 2005 – Behind the Global Numbers
www.globalforumhealth.org/Site/002_What%20we%20do/005_Publications/004_
Resource%20flows.php

Brussels Science Seminar
www.isc-europe.com/seminar/
programme.php

Crisis – what crisis? An alternative view
of Big Pharma’s prospects from Marion
Associates, a management consultancy
firm
www.marakon.com/ideas_pdf/
id_041104_mckinnon.pdf

R E A D  O N
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> by Robert Walgate, Brussels

> RHN: Your achievements as Chair-

man of Research and Development at

GlaxoSmithKline have been fascinat-

ing. You’ve changed the philosophy

of research in the company… 

TACHI YAMADA: Yes I think that’s
right…

> RHN: What principle did you apply?

TY: There are two principles. One that
for us to succeed in society we had to
focus on medical need, and address
societal needs. So that’s one very impor-
tant element. The other is to remove the
bureaucratic impediments to innovation
which size inevitably creates. So we cre-
ated research units that were very inde-
pendent.

> RHN: What principle did you apply?

TY: There are two principles. One that
for us to succeed in society we had to
focus on medical need, and address
societal needs. So that’s one very impor-
tant element. The other is to remove the
bureaucratic impediments to innovation

which size inevitably creates. So we cre-
ated research units that were very inde-
pendent.

>RHN:Your seven Centres of Excel-
lence.

TY: Right. So those are two very impor-
tant elements.

> RHN: When we were reporting your
work on the RSS,S malaria vaccine at
RealHealthNews in 2004, when you’d
got over 50% protection rates in a
trial Mozambique, a remark was made
to me that it had actually become a
business strategy for GSK to work on
developing country diseases like TB,
HIV, and malaria. Now how can that
square with the goals of a profit-mak-
ing company? These are poor mar-
kets, aren’t they?

TY: Well I believe - if you think about our
ability to thrive in the world, as a busi-
nessman – it depends on the state of the
world. There’s probably no greater con-
tributor to instability than health dispari-
ty! So the idea is that health problems in
the developing world are important
problems for us, and we have to address
them to be successful. 

It’s something that we learned, perhaps
the hard way, when we got involved in
some difficult issues over HIV drug pric-
ing in South Africa some years ago. I
think that really taught all of us a lesson
about how important it was…

> RHN: “All of us” meaning the phar-
maceutical industry as a whole?

TY: Well GSK for certain, I can’t say for
the whole industry. In GSK it was a very
important, seminal event in our history
as a company, that we understood that
our ability to make medicines and be

successful was completely dependent
on society’s view of us as contributors to
society as opposed to takers.

> RHN: So it’s a very long-term vision,
in fact.

TY: Absolutely.

> RHN: You’ll be bringing this same
philosophy, presumably, to the Gates
Foundation?

TY: Oh absolutely!

> RHN: You’re looking forward to that
opportunity?

TY: I’m very excited by it. 

> RHN: It seems exactly to suit your
perspective. And good luck there!

TY: Yes it does. And thank you! ■

“Big Pharma must tackle global health – 
to survive” explains Tachi Yamada 

> Interview

“Seminal” GSK experience in South Africa will inspire new Gates chief

The Big Spender in developing
country health research, at over
US$ 1 billion a year, is now the Bill
and Melinda Gates Foundation’s
Global Health Programme. Tachi
Yamada, currently in Big Pharma 
as Chairman of Research and
Development at GlaxoSmithKline,
is leaving to head that programme.
So what is his philosophy? 

S U M M A R Y

Tachi Yamada to Lead Gates
Foundation’s Global Health Programme
www.gatesfoundation.org/GlobalHealth/
Announcements/Announce-060106.htm

GlaxoSmithKline Centres of Excellence
in research
www.gsk.com/research/research/
index.html

RSS,S malaria vaccine breaks 50% barrier
RealHealthNews, No. 0, Nov. 2004, p. 8
www.globalforumhealth.org/
realhealthnews/RealHealthNews0_Final.pdf

Tachi Yamada’s “seminal” event: story
of GlaxoSmithKline’s battle with South
Africa over anti-retroviral drug pricing – 
a compilation of reports
www.cptech.org/ip/health/firm/glaxo.html

GlaxoSmithKline’s view of its policy
towards developing countries
www.gsk.com/community/downloads/
facing_the_challenge.pdf

R E A D  O N
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Could river blindness lead the way ?

> Research for change

From women researchers to community control, APOC has lessons
for African health – and health research

> RHN: Tell us the story – how did you
discover the importance of skin dis-
ease in onchocerciasis? 

UCHE AMAZIGO: I was a teacher and
researcher at the University of Nigeria in
Nsukka, in Eastern Nigeria, working on
schistosomiasis and oncherciasis and
malaria – tropical diseases. But I was also
very interested in social issues affecting
women. So I would go out into rural
areas, as a hobby, once a week, and talk
with the women there, and advise them
on improving their lives, nutrition and
overall health status.

I would visit them when they came to
their antenatal clinics – that gave me
the chance to meet many women, and
talk to them about children, about par-
asitic infections. And on one of these
trips a nurse called my attention to a
young girl – a very pretty looking girl –
and I was shocked, devastated, at the
type of lesions I saw on her body. And
she was pregnant as well, visibly
anaemic, and very weak.

And the nurse told me from her experi-
ence, without any tests, that she
thought the lesions were caused by a
filarial worm. So being a researcher I
decided to take a skin-snip [to look for
worms] from the girl – her name is
Agnes – and make a preliminary study in
her village. I found she had the microfi-
lariae (young parasites) of Onchocerca
volvulus (the cause of river blindness
when the microfilariae build up in the
eye), but in very small numbers. But she
had very bad skin disease.

At that stage I was more interested in
saving her life and that of the child,
because she was pregnant, so we gave
her iron for her anaemia and other
drugs to save her and her baby. Then I
thought I should take photographs of
her progress, and [in 1991] I sent them
through Carol Vlassoff, Manager of 
the Task Force on Social & Economic
Research, to Tore Godal, then director
of the UNDP/World Bank/WHO Tropi-
cal Disease Research Programme (TDR)
in Geneva. The Task Forces he set up
supported the work of many African
young women in research. And as soon
as she’d seen the pictures, Carol advised
me to send in a research proposal on
oncho in women. 

Interviewing Agnes I found her husband
had deserted her – because her lesions
were very stigmatising and awful look-
ing. She was incessantly itching and
scratching herself. I found many other
women in the same village in the same
condition, but I particularly followed
and photographed Agnes and one
other woman. The two were ultimately
treated annually with ivermectin –
which kills the microfilariae.

Ten years later, in 2002, we went back
for visit her from APOC, and we found
that Agnes’s skin lesions had improved,
her husband had come back to her, and
she’d become an ivermectin distributor
in her village and was very proud! Peo-
ple would come from other villages to
ask her how she’d managed to get rid of
most of the lesions. You could see the
scars, but they were no longer the
unsightly acute dermatitis that she’d
had in 1991.

So each time I came to her village she
hugged me! She was so pleased! I think
that was one of the greatest moments
in my life, to see her so very happy with
her husband, her children, her family.
And now she’s like an ambassador to
APOC. So we had to report that in the
Annals of Tropical Medicine and Para-
sitology in 2004.

> RHN: And did that first baby survive?

UA: Yes, yes!

> RHN: You said that Agnes actually
had very few microfilariae in that
first skin-snip. So was she reacting
particularly badly to them? Or do
most women react in the same way?

UA: I think the pregnancy was exacer-
bating the lesions. Because I realised the

UUcchhee  AAmmaazziiggoo, now Director of
the African Programme for
Onchocerciasis Control (APOC),
argues passionately for more
women scientists in Africa – to
study the specific health prob-
lems women face, that they won’t
reveal to men; explains APOC’s
success in giving communities
control of their own treatment;
and argues for a strong link
between research and policy.

S U M M A R Y
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lesions began to dry up, a bit, after
pregnancy.

> RHN: So how important was this
discovery?

UA: Oh it was important to OCP! [This
was the then blindness-focussed
Onchocerciasis Control Programme in
11 countries of West Africa, in which
the disease has now been greatly
reduced by community-directed iver-
mectin treatment]. 

TDR picked up our report, and we
developed a tool to determine the
prevalence of oncho outside the OCP
areas. And when we realised the mag-
nitude of the problem, in 19 more
countries in Central and East Africa,
TDR used it to make the case that while
we should pay attention to blinding
oncho, skin-disease caused by oncho
plagues many many more countries
and people. 

And that led to the non-governmental
development organizations, the donor
community, the UN agencies, and TDR
to launch the African Control Pro-
gramme, APOC.

There were more cases on skin disease
than blindness in these countries.
There are places with both, like Sudan
and Chad and northern Nigeria, but in
the Democratic Republic of the Congo
and southern Nigeria for example, in
the forest areas, you are dealing mostly
with skin disease. It’s to do with varia-
tion in the parasite and the fly.

> RHN: So you were really very lucky
to get your message over so quickly!

UA: I was lucky that I had people like
Tore Godal. He really did something
fantastic for Africa, which I think many
people have recognized. He gave voice
to developing country female scien-
tists. Many of us were given a chance
to serve in the WHO and TDR task
forces. People like Jane Kengaya-
Kayondo [a member of the RealHealth-
News Advisory Board, see story on
home-based management, page XX].
There were quite a number of us. Tore
gave us the limelight and gave us very
unique opportunities to be heard. That
helped a lot of us. 

And from there I moved to Harvard,
and there the Takami Programme in
International Health gave me an excel-
lent opportunity to sell this message to
the world.

> RHN: This was good for you women
scientists personally, but it was also
good for women in Africa as a whole,
wasn’t it, because you focussed on
gender problems.

UA: Absolutely.

> RHN: So how well established is
that principle? Do we still need more
African women scientists?

UA: Oh yes. We are too few to make a
difference. Very few. We need more
women scientists. I hope our work will
be an encouragement to African
women, to be liberated – liberated
from fear of competing in the world of
science, in a man’s world. A world of
science and leadership. My dream is to
see more women in national and inter-
national leadership positions, in gover-
nance and health.

> RHN: Looking at it from the point
of view of ordinary women in Africa,
and also from the point of view of
policy-makers who want to improve
health – it might be Ministers or inter-
national policy-makers – what oppor-
tunities are being missed, by there
being so few African women scien-
tists? What might they achieve?

UA: Oh, the opportunities! You know
we have diverse cultures in Africa. But
for many African communities and cul-
tures women have more access to
women, than men do. Bringing in and
encouraging more women scientists
will help us to reach women – who are

the primary caregivers and providers of
health! We can begin to understand
better how to deal with health issues,
and to work in partnership with com-
munities and with women. Particularly
those in very remote areas. 

When I began my study on skin dis-
ease, for example, I enrolled in
women’s groups, and would attend
their women’s meetings, just to under-
stand more. And this is what a male
partner or scientist cannot do! To
understand the social implications and
psychological effects of disease on
women, how it affects their social life,
their entire lives, and what they can do
to improve that, we need women sci-
entists. With oncho skin disease many
of them had been divorced or their
husbands had taken second wives,
many had been stigmatised, they are
not as economically productive, their
children drop out of school.

So bringing in more African women sci-
entists will help the world of to under-
stand the intricacies in public health,
particularly for poor countries, and
improve health in these regions.

> RHN: I think that’s extremely
important, what you say about the
access to women, and the fact that
women are the principal health car-
ers.

UA: They are, they are.

> RHN: You could think of issues in
HIV/AIDS for example where it is
obviously crucial to know the point of
view of the women…

UA: Exactly. And women are the ones
who can open up to each other. If you 

continued on page 8 > 

Uche Amazigo discovered Agnes was suffering from onchocercal skin disease, the first such case
known to science. The discovery helped Agnes find a cure, and Amazigo a vocation. Extracts from 
a video. 
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interview a woman, and you are a fel-
low-woman, and you are down-to-
earth with her, she will tell you things
that she would not tell even medical
doctors. And that crucial angle is
extremely important in dealing with
disease control.

> RHN: Tell us more about APOC.
Your principal tool is community-
directed treatment with ivermectin
[ComDT], isn’t it?

UA: Yes it is.

> RHN: How does it work?

UA: Let me say that effective interven-
tions [for many diseases] exist. They
just do not reach the people who need
them most – the poor in very remote
communities. So for us, prior to launch-
ing ComDT, not enough was known
about what systems can ensure that
such people can get access to a drug
like ivermectin – regardless of their
locations, even in a conflict area, 50
miles from the end of the track, far

removed from the health services. This
was the challenge we faced when iver-
mectin became available.

So we did research. You know oncho
control has always been based on
research: we have a tradition that poli-
cy and decisions are always based on
research.

I was in the task force to develop
ComDT, and TDR asked the simple
question: ‘can communities themselves

distribute this drug?’ And the research
showed that if communities are
empowered to distribute and join in
this business, the coverage rate would
be higher and the distribution mecha-
nism was likely to be sustainable.

Distribution needs to be sustainable, as
we need to give ivermectin for more
than the life of the adult worm – about
15 years. 

[Individuals infected with onchocercia-
sis harbour one or more adult worms,
the macrofilariae. Alone they are rela-
tively harmless, but they constantly
produce thousands of young – the
microfilariae; and these microfilariae do
the harm of onchocerciasis, causing
skin disease and in some cases blind-
ness. Ivermectin kills the microfilariae
but not the adult worm, so retreatment
is necessary annually until the adult
worms die a natural death.]

> RHN: So what is the technique –
how does it work? Is there training?

“We need more women
scientists. I hope 

our work will be an
encouragement to

African women, to be
liberated – liberated

from fear of competing
in the world of science,

in a man’s world.”

U C H E  A M A Z I G O

Before ivermectin, onchocerciasis was truly "river blindness", caused by a parasite – carried by flies from fast-flowing streams - whose young gathered in
the eye and gradually caused blindness. Sights like these, with children guiding the blind elderly, were common. Inset: a statue outside WHO HQ in Geneva
reminds everyone what disease control is for.
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UA: It’s more than training. The princi-
ple is community participation. Which
means villagers make decisions them-
selves to select their own distributors;
to plan the time of distribution; to
select the location, and the mode of
distribution – whether they want the
distributor to come house-to-house
and give them the drug, or whether
they want to come to a central place in
their community to take it.

Communities supervise the distribu-
tion; and the distributors are trained by
the health service. APOC now has
261 000 community drug distribu-
tors (CDDs) in 16 countries. The CDDs
are also trained to prepare a census
record, which is now a big advantage
to immunization programmes because
these records help them – and other
programmes – to identify children
under five years old very quickly. 

So the communities plan; they select the
distributors; they are trained; but the
community do the distributing. And the
collection of the drug from the periph-
eral health service is even paid for by the
community. They send their distributors
– and some of them walk up to 14 km –
to go and get this magic bullet.

> RHN: When you say “the communi-
ty” takes charge, what kind of people
are you talking about? Who are these
people who become involved?

UA: The community leaders call a
meeting of community members, men
and women. In most communities,
given our tradition, we have more men
than women attending the meeting.
But once the decision is made, all good
men and women comply, including
those who did not attend. But we are
trying to get more women to partici-
pate in those meetings.

> RHN: Let’s generalise this a bit.
ComDT has been applied to other
kinds of treatment, for other condi-
tions, hasn’t it. What can other pro-
grammes learn from what you’ve
achieved with ivermectin and ComDT?

UA: I’m not sure that other pro-
grammes apply ComDT in the way we

would prefer. Some programmes
“short-change” the process. For us,
what is important is the process of
involving communities in decision-
making – allowing them to be in the
business as a full partner, making deci-
sions on the whole process.

> RHN: Let’s generalise this a bit.
ComDT has been applied to other
kinds of treatment, for other condi-
tions, hasn’t it. What can other pro-
grammes learn from what you’ve
achieved with ivermectin and ComDT?

UA: I’m not sure that other pro-
grammes apply ComDT in the way we
would prefer. Some programmes
“short-change” the process. For us,
what is important is the process of
involving communities in decision-mak-
ing – allowing them to be in the busi-
ness as a full partner, making decisions
on the whole process.

> RHN: So that it belongs to them?

UA: So that it belongs to them. What
has happened in the last ten years is
that immediately programmes saw the
benefits of the APOC strategy of
ComDT. They’ve adopted part of it, by
going to villages to use our distribu-
tors, without consulting with the entire
community, without allowing the com-
munity to go through the whole
process so that it owns the interven-
tion. That is what is missing for now.

> RHN: How important is research in
oncho control?

UA: I think it’s been the lifeblood, the
engine for oncho control. OCP had this
tradition, and APOC continues with
this. It’s been very important because
research informs the donors and the
ministers on which direction to take
their decisions. This I find lacking in
some control programmes, and I think

that they need to be encouraged to see
the very powerful and positive relation-
ship between research, policy and
implementation…

…High-level advocacy is very important;
as is strong partnership, well-defined
objectives, and preparedness to listen to
and invest in research. The oncho con-
trol partnership believes in research,
and making use of research findings.

> RHN: The World Bank and WHO
saw the socio-economic conse-
quences, of oncho, did’t they…

UA: Yes, abandoned vi l lages and 
valleys. Now they have turned into fer-
tile villages. APOC has a 17% rate or
return on investment. 

> RHN: So controlling oncho is not
just good for your health! RW ■

A double-length version of this inter-
view, with a downloadable video of
Agnes, is available on our website.
www.globalforumhealth.org/
realhealthnews/RealHealth.php

University of Nigeria, Nsukka
www.unn-edu.net/

The Importance of Onchocercal Skin
Disease – report of the TDR Pan-African
Study Group on Onchocercal Skin
Disease, 1995
www.who.int/tdr/publications/
publications/pdf/onchocercal.pdf

Ivermectin (Mectizan)
The current “magic bullet” microfilaricide
for onchocerciasis, ivermectin, originated
in a compound from a unique microorgan-
ism found only in soil sampled from a golf
course in Japan. The parent compound,
avermectin, was isolated in 1975 through
a joint research programme between
Tokyo’s Kitasato Institute and the US-
based Merck, Sharp and Dohme, with the
latter developing, testing and marketing
the safer and more potent derivative,
ivermectin, for animal health purposes –
before donating it for human use to help
conquer onchocerciasis.
http://www.mectizan.org/

APOC
www.apoc.bf/en/

Onchocerciasis – TDR’s perspective
www.who.int/tdr/diseases/oncho/
direction.htm

R E A D  O N

“What's important 
is involving communities

in decision-making”

U C H E  A M A Z I G O



How could the public and
private sectors unite to help
African mothers and carers
save their children from
dying of malaria, and pro-
vide a model for an engaging
and complete health system?
Potentially, by adopting and
extending the scheme known
now as the Home Manage-
ment of Malaria (HMM).

When trialled in 37 villages
in rural Ethiopia in 1997,
HMM reduced under-five
mortality by 40%. In 32 vil-
lages in rural Burkina Faso
in 1998-9, HMM reduced
severe malaria in children by
nearly a half, RealHealth-
News reported to the World
Economic Forum, in a docu-
ment to be presented to
African leaders in a summit
meeting in Capetown this
June. 

So what is HMM? In the
original trials in over 6000
children in Ethiopia, “moth-
er coordinators” were trained
to teach other local mothers
to recognize symptoms of
malaria in their children and
to promptly give a complete
course of chloroquine. 

In Burkina, opinion leaders
(mainly older mothers) were
trained in the management
of uncomplicated malaria,
including the administration
of dose-specific pre-pack-
aged chloroquine – and the
chloroquine was also sold
through the local markets. 

Even though they had to
pay, mothers treated 56% of
potentially malarious fevers
with the drugs within a day
of onset of illness, and
reduced the progression of

those fevers to severe malar-
ia by 47%.

According to Jane-Frances
Kengaya-Kayondo, the resear-
cher who pioneered HMM 
at the Tropical Disease
Research Programme (TDR),
Geneva, “earlier research had
shown that in most countries
80% of malaria episodes, par-
ticularly in children, are dealt
with at home using available
resources, whether traditional,
herbal, or medical of some
nature.”

“But this treatment is almost
invariably inappropriate” she
said. “They start late, get the
wrong treatment, and even
when they get the right treat-
ment they don’t comply with
it.” And “in a Tanzanian
study 90% of under-five kids
died without even one con-

tact” she said. “So these two
arguments really inspired
TDR to find ways of increas-
ing access to care, providing
appropriate care, and ensur-
ing compliance.”

A key question was “who
can deliver nearer home?”
Different countries tried 
different approaches, from
community-based volunteers,
who could be male in some
studies,  or  mothers who
could be trained and given
basic skills of how to take a
decision that this child needs
on-the-spot treatment for
malaria, or immediate refer-
ral.  “So they developed
training programmes to do
that,” Kengaya-Kayondo
said.

The next question was “what
intervention?”
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Home based management of malaria –
artemisinin studies needed

> Research for change

Mothers can cure malarial fevers, but research funding problems
are slowing application

A case study prepared by RealHealthNews for the
World Economic Forum revealed that in the 1990s,
research showed that with training and home pro-
vision of antimalarials mothers could help cut
malaria mortality by 40%. In Uganda, the scheme
has been extended to most major child health
issues, and stimulated the creation of a country-
wide network of multi-purpose “community drug
distributors”, who also provide bednetss. So why
isn’t the scheme applied more widely? It seems
funding is limiting studies on the community distri-
bution of artemisinin combinations. 

S U M M A R Y

A chemical seller in Ejisu-Juaben, Ghana.
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“When we started four or
five years ago, chloroquine
was still the drug of choice in
many countries. So what we
did was to package unit dose
blister packs for kids, so they
had a dose for under one
year, and a dose for 1-6 years,
with different colour codes 
so the community-based
providers could easily learn,
even if they were illiterate,
that the red one was for the
baby and the white one for
the child. It was one tablet a
day for three days. So they
had these drugs in their
hands all the time.”

“Then of course we had to
study the system – how does
it link with the nearest dis-
pensary or health centre,
because they can provide the
support, the training, keep up
the supply of drugs. So in
some countries like Kenya
and Uganda, where shop-
keepers are the main outlets
of drugs, we developed shop-
keeper training programmes,
to provide appropriate treat-
ment and good information
on how to use it. And we
tested this.”

Thus HMM was adopted in
Uganda, Kengaya-Kayondo’s
home country, and has
become the inspiration for a
widening series of health
activities, with the Ministry
of Health eager to apply it to
other health issues, as both a
delivery and communications
tool. 

However the focus has been
less on mothers (or more gen-
erally, carers), who remain a
vast under-used resource,
than on training private
providers (“community drug
distributors”, CDDs) in child
and mother’s health, vitamin
A distribution, growth moni-
toring, health promotion,

diarrhea management, and
acute respiratory infection
management. So in another
study, the Ugandan Malaria
Partnership Project – led 
by the African Medical
and Research Foundation,
AMREF – has tested training
CDDs to communicate on
insecticide treated nets and
intermittent preventive thera-
py (see references below). 

According to AMREF Direc-
tor Michael Smalley, after
UMPP training, households
using at least one bednet
increased from 11% to 37% in
one district, and from 1.4% to
14% in another. Some 40% of
the CDDs were dropping out
of the programme after a
year, said Smalley. But
AMREF reduced this to 1-2%
by offering self-respect - by
connecting them with the pri-
mary health care system, and
providing T-shirts labelled
“Ministry of Health”, drug
boxes and bikes to get around
the community, he said.

The Kampala Pharmaceutical
Manufacturer’s Association
has also been a key HMM
partner, preparing the origi-
nal pre-packed antimalarials
– chloroquine plus sulfadox-
ine-pyramethamine, called
“HOMAPACK”. From the
manufacturers’ perspective
the Uganda scheme divides
into two parts – the public
sector, free provision of
HOMAPACK, and a private
sector scheme where the
drugs are sold at “market
price”. In Uganda “a good
number of people go to the
private vendors”, especially
in the peri-urban areas, which
are not well served by the
public health system, says
WHO’s Wilson Were.

In fact according to a govern-
ment report of 2002 “A

recent literature review on
malaria treatment revealed
that in peripheral Kampala,
ordinary shops and drug
shops are the source of drugs
for 80% of cases.” And even
in rural Kabarole District in
West Uganda, “51% of house-
holds obtain malaria drugs
from shop vendors and other
informal practitioners, and
20% from health centres.”

So Uganda has produced a
“training and negotiating
guide” along with monitoring
guidelines for improving the
child health care practices of
private providers, creating a
wide network of community
drug distributors (CDDs).

HMM has shown that “all
kinds of people can be
engaged in providing treat-
ment” says TDR's Franco
Pagnoni. “In rural communi-
ties it’s mainly farmers and
teachers, in urban areas chem-
ical sellers and even barbers
and video-shop managers.”

A chemical seller (see pic-
ture) in Ejisu-Juaben, Ghana,
used to sell chloroquine syrup
for childhood malaria – and
made a small profit on the
sale. According to Pagnoni
he now distributes pre-pack-
aged artemisinin combina-
tion therapies (ACTs), on

continued on page 32 > 

TDR: scaling up home-based management of malaria
www.who.int/tdr/publications/publications/home_2004.htm

The Ethiopia study
Teaching mothers to provide home treatment of malaria in 
Tigray, Ethiopia: a randomized trial: Gebreyesus Kidane, Richard 
H Morrow, The Lancet, 2000, 356: 550-555

The Burkina study
Early treatment of childhood fevers with pre-packaged anti-
malarial drugs in the home reduces severe malaria morbidity in
Burkina Faso, Sirima SB, Konate A, Tiono AB, Convelbo N,
Cousens S, Pagnoni F., Trop Med Int Health, 2003, 8(2): 133-9.

Ugandan private providers guidelines
Improving Child Health Care Practices of Private Providers –
Guidelines for Monitoring and Documentation. Ministry of Health,
Uganda, March 2002.

Improving Child Health Care Practices of Private Providers – 
A Training and Negotiating Guide. Ministry of Health, Uganda,
March 2002.

Uganda Malaria Partnership Project at AMREF
www.amref.org/index.asp?PageID=63&ProjectID=57&PiaID=
1&CountryID=3

Intermittent preventative therapy
According to Roll Back Malaria, “Intermittent treatment of preg-
nant women with sulfadoxine-pyrimethamine has been shown to
reduce the risk of maternal anaemia, placental parasitaemia, and
low birth weight, and is now being integrated into the malaria
control programmes of a number of African countries. Recent
research from the United Republic of Tanzania has also demon-
strated that treatment of infants with SP at two, three, and nine
months of age, at the time of routine immunization, reduces
episodes of clinical malaria by 60%, and episodes of severe
anaemia by 50%.”
www.rbm.who.int/cmc_upload/0/000/015/367/RBMInfosheet_
6.htm

R E A D  O N
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>RHN: How long has it taken to pro-
duce this massive set of recommenda-
tions, the Second Edition of the Disease
Control Priorities Project in Developing
Countries, DCP2?

DEAN JAMISON: We’ve been work-
ing away on this for about four years.
700-900 people were involved, with
about 350 chapter co-authors. DCP1
[published in 1993] had about 100
chapter co-authors. 

>RHN: I was struck immediately by a cou-
ple of things as I started to read your sum-
mary document, Priorities in Health. One
was the use of the word ‘technical’. I imag-
ined that that would mean the products
of the pharmaceutical industry and bio-
logical research – but you use the term
extremely widely, so wide as to include
things like new cadres of health workers,
what used to be called “barefoot doctors”.

DJ: We use the word ‘technical’ in the
way economists use it, which is exactly
in the comprehensive way that you’ve

described. A ‘technical’ change [to an
economist] could be a change in the
way of managing structures. Or it could
be the epidemiological knowledge
underpinning public sector decisions to
influence smoking. They are both ‘tech-
nical’. And in addition so are the vac-
cines and drugs and so on. 

So whatever the mix is of say oral rehy-
dration therapy, or the kinds of organi-
zational changes or systems to deliver
ORT to a large population, is a technical
change. 

And the diffusion of that ‘technical’
knowledge of what to do, and how to
do it, has proceeded very slowly in some
parts of the world and faster in others.

>RHN: Let me ask you about the use
of another word – ‘knowledge’. If you
are going to argue successfully in the
world of health policy, you need a
very strong evidence base to make
your case. So how strong is the evi-
dence base for the recommendations
that are being made in DCP2? 

DJ: It varies quite a bit. When we talk
about policy, we have to talk from evi-
dence accumulated at this point in time,
from many sources, from randomized
clinical trials to the experience of clini-
cians and public health officials. 

And the task as I saw it was to make the
best available use of evidence that’s
sometimes quite good - and often quite
poor – or evidence that’s good, but orig-
inates in one part of the world while we
are trying to apply it to a very different
part of the world.

So in health care finance, for example,
we know a lot in high-income countries,
and the lessons are reasonably clear, and
for an upper-middle-income country like
Mexico or Brazil probably pretty rele-
vant. But for an India or China I would
personally judge that that evidence is
much less strong. It doesn’t to me mean
that [in finance] we are in an evidence-
free world; it’s just that there is nothing
quite as decisive as a clinical trial.

>RHN: And it leads to an argument
that more research is needed in these
areas.

DJ: I think so. For example – I’ve dis-
cussed this at length with the authors of
our AIDS chapter – the AIDS community
and the people who finance their work,
both the prevention part of it and now
the treatment part, are accumulating
knowledge so slowly! This is absolutely
incredible given the importance of the
epidemic! 

There are opportunity costs for the
interventions like mass treatment with
ARVs that say PEPFAR is paying for, or
the Global Fund to fight AIDS, Tubercu-
losis and Malaria. Richard Feachem [the
current Director of the Global Fund]
doesn’t see it as his mandate to do
research, as far as I know.

>RHN: So what needs to be done, to
accumulate knowledge more quickly?

DJ: One thing is to look a lot more at
the variety of things we do, including
different drugs and combinations; and
to put in a lot more [research] resources,

The Ministers’ magic moment: 
a cookbook for disease control

> Disease control priorities

First, take 900 scientists and health experts from around the
world. Second, identify the world’s most cost-effective health 
interventions. Third, tell the world. Fourth, over to you, Ministers:
turn them into action

Dean Jamison, Editor-in-Chief of
the massive Disease Control
Priorities Project, recommends
immediate action on a surgery
package, care for the under six-
days-old, and cheap interven-
tions against non-communicable
diseases – and on research on the
bewildering variety of health
interventions world-wide.

S U M M A R Y
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not necessarily into randomized clinical
trials but into systematic learning from
the varied implementation.

>RHN: I see – so you’re saying vary 
the implementation, and run studies
alongside. Doesn’t that happen?

DJ: I’ve talked to the people in the aca-
demic world here financed by the Bush
administration through the US Centers
for Disease Control (CDC), on things
like early mother-to-child transmission
[of HIV]. They had the sharpest of
instructions from the CDC – not that
CDC wanted to pass on these instruc-
tions but the legislation was clear - that
they were not to be doing any evalua-
tion research. This was not to funding
the careers of pointy-headed academ-
ics; this was to be funding real people.
That was the message.

> RHN: Let’s come to some of the 
central points of DCP2. You say much
more can be done with existing
resources if knowledge of cost-effec-
tive interventions were applied more
fully; and resources are wasted when
wrong interventions are applied. Can
you give us some examples? 

DJ: For many low-income countries,
that’s not a point I’d want to emphasise.

It’s a message more for middle-income
countries. The different kinds of evi-
dence around it are on for example con-
cern the large tertiary facilities [major
hospitals] that aren’t buying very much
health. The question is how far those
resources can be politically redirected. 

In one country, for example, they kept
the hospital – but made three of the
wards into TB wards. Well that may
have been slightly more expensive than
having a district hospital, but given
where they started from it was an awful
lot better. It was an intelligent response.

>RHN: What’s new in DCP2? What
message is likely to have the greatest
impact – to make people sit up and
change, and do something different? 

DJ: It’s difficult to separate what I think
should happen from what likely could!
Some of the things that could happen, I
think, include a lot more attention to
surgery. 

>RHN: When you say ‘could’, you
mean you think that a surgical pack-
age is quite likely to happen given
the social and political circumstances.

DJ: Yes, over a period of 5-10 years.
This affects a lot of people’s lives. There

are lot of surgical interventions that are
fairly decisive. If systems do surgery well
for trauma and obstructed labour, com-
mon things like hernias in males and so
on, they will get a lot of kudos and cred-
it. There’ll be a positive political feed-
back. 

continued on page 14 >

Dean Jamison presents DCP2 priorities at the opening of the International Launch in Beijing, at the
Second Global Meeting of the InterAcademy Medical Panel, 3 April 2006.

The poor state 
of health systems
research

According to DCP2:

• Evidence on most health 

system reforms – for example,

hospital autonomy reforms

and decentralization – is 

inadequate to draw [useful]

conclusions.

• Few studies relate a reform 

to health outcomes. Even 

evidence on intermediate 

outcome measures, such as

costs and quality of service

provision, is often lacking.

• Virtually no information is

available about the costs of

strengthening [health system]

capacity or the effectiveness

of different approaches to

capacity strengthening, even

though the lack of system

capacity is widely noted.

• Evidence is largely lacking on

the characteristics of delivery

strategies capable of achiev-

ing and maintaining high cov-

erage for specific interven-

tions in various epidemiologi-

cal, health system, and cultur-

al contexts.

• Evidence is lacking on what

types of governance and insti-

tutional arrangements will

support the achievement of

widespread health improve-

ments, especially for the

poorest members of society. ■
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> But there’s been intellectual opposi-
tion. Surgery seems like very very clinical
medicine, the very opposite of public
health. But it should be defended for
what it is.

>RHN: Are we talking about middle-
income countries here?

DJ: No – take India, a solidly low-
income country – well-trained surgeons
are not enormously expensive. And it’s
not enormously complicated, compared
to say what I see as the complexity of,
say, managing anti-retrovirals. So I see
that’s one to make a difference. 

Then approximately one-third of the
deaths under age five come from the
onset of labour to the first six days. Peo-
ple don’t focus on that very much, but
there does appear to be a fair amount
that can be done [for the under six days’
old]. 

There’s resuscitation, keeping babies
warm, delivery care – there’s a series of
things that are not too hard to do and
not too expensive, that have been get-
ting a lot less attention than the older
under-five interventions like treatment
of acute respiratory infections, immu-
nization and malaria.

They are all important, but there’s an
opportunity too to help the younger
age group. So that’s another area where
I think there could be some changes.

>RHN: Looking back to DCP1, what
changes did that achieve? And what
will you do to ensure that DCP2 actu-
ally creates change rather than simply
knowledge?

DJ: There were a couple of lessons from
DCP1. First, given the [low, US$ 5-10
million] cost of these intellectual, syn-
thetic exercises, you don’t have to effect
very much change to pay for the thing
very quickly. That’s a very modest goal.

But looking back at DCP1, if the only
consequence in the real world had been
to accelerate slightly the use of short-
course chemotherapy for TB, and I think
it did do that – in fact I think it made a
pretty big difference – it paid for itself. If
it increased immunization coverage by
1%, it would have paid for itself 50
times over. There really are some pretty
big benefits to be had out there by
doing a little bit more of the right thing.

>RHN: How do you think DCP2 will be
used? You have a very broad audi-
ence in mind, and it’s a massive text.
But you are trying various communi-
cations techniques to make sure it
gets to the right people.

DJ: Right, and that’s a huge change
from the last time around. A lot of it has
simply to do with money. We scrambled
and scraped to get the last dollars
together to publish DCP1, and that was
that. This time, the Gates Foundation,
which provided half the cost of prepara-
tion of DCP2, has a grant for US$ 4 mil-
lion to the Population Reference Bureau
to disseminate this thing. To someone
like me that looks like a hell of a lot of
money! But they have a series of meth-
ods and are being very serious about the
website.

> RHN: It’s one thing to have good
communications, but it’s another to
think about the whole network of
interests, affecting politicians and
policy-makers, within which you are
trying to influence opinion. Don’t we
need to understand those interests 

DCP2: the main recommendations

• Half of all deaths (including stillbirths) of children under age five

occur at ages under 28 days, but little attention has been paid to

this age group. Cost-effective interventions exist.

• Treatment of HIV-positive mothers, treatment of sexually transmit-

ted infections, free distribution of condoms, and other interventions

can cost-effectively interrupt HIV transmission. These preventive

interventions continue to receive inadequate attention.

• Controlling tobacco use, particularly through taxation, is feasible in

developing countries and is the single most important intervention

for reducing noncommunicable disease.

• Lifelong medical management of risk factors in individuals at high

risk for heart attacks or strokes, using aspirin and other drugs, is

cost-effective and would benefit tens of millions of individuals.

• In the health system, provider incentives matter. Financial or other

recognition for timely, responsive service increases the likelihood 

of such services. 

• Conversely, the use of financial incentives for the excessive or 

inappropriate use of drugs or diagnostic tests is an all-too-common

cause of high costs – and poor health outcomes.

• Having providers do a few things frequently, rather than attempting

to provide diverse services, facilitates quality improvement with

potentially major improvements in health outcomes.

• Strengthening surgical capacity at district hospitals is likely to be

cost-effective and would address broad needs.

• In low-income countries, targeting the very limited public sector

resources for health to control of diseases – such as TB – that 

particularly affect the poor would be efficient.

• In middle-income countries, public finance - or publicly mandated

finance – of a substantial package of clinical care for all would be

equitable and efficient in meeting health needs, controlling costs,

and providing financial protection to populations. ■
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as much as we need to understand
health?

DJ: I think it would be helpful. But it’s
not something that I think economists
or doctors or scientists have a compara-
tive advantage in doing. It gets much
more particular than the epidemiologi-
cal environments of countries. So if you
take Washington DC, the manipulation
of political interests now seems to be
heavily influenced by money. I expect
that’s to some extent true everywhere,
but in Washington today it’s unusually
true. 

So in terms of constructively manipulat-
ing political behaviour, what counts is
people with money – people like Bill
Gates. The Gates Foundation asked us
about these kinds of things. We thought
about it, talked about it, and they said
that sounds awfully amateur to us! We
prepared some dissemination plans and
they thought them frankly fairly dumb!
And they were probably right, that we
didn’t have a sense of how to influence
things.

Let me give you one example where the
Gates Foundation is using both ideas
and money. Many things influence
behaviour, and ideas are only one. Short-
ly after Rick Klausner became head of
Global Health at Gates, he and I spent
three or four hours together. What was
clearly on his mind was essentially the
question you asked. He wasn’t unused to
the political environment – he’d been
Director of the National Cancer Institute
– but he said he’d now been thrust into a
position where he was spending a lot of
time interacting with sympathetic and
unsympathetic politicians, political offi-
cials and legislative aids.

And there was an overwhelming line
that was coming back to him, that we
are loving warm-hearted Republicans,
compassionate, we want to help, health
in Africa is enormously important to our
hearts and we suspect even to out con-
stituents. More money would be the
first thing we’d want to give. “But it’s
just pissing money down a rat-hole!”

The politicians were telling him that it’s
all being done by the public sector
which was either incompetent or cor-

rupt or both, so the money ends up in
Swiss banks, or wasted, or spent on a
few high-priced consultancies flying
business class on Air Afrique with three
glasses of champagne. And the money
goes to them, not the very worthy poor
people whom we’d love to help. But we
don’t know how, and you don’t know
how.

Well you can think that that’s all bullshit,
that they don’t want to spend the
money anyway, or that maybe there’s
some truth in that. I think it’s a combina-
tion of both. 

So one of the things that Rick and I
decided we wanted to do was to put
together a set of well documented,
intellectually sound, arguments on the
other side. Advocacy, but honest, well-
informed advocacy, on the other side.
And what we’ve been doing in DCP2,
which by then was under way for a year,
was to ask all our authors to identify
examples of success, and try to figure
out why they’d worked. 

So we asked if you are dealing with
cataract surgery, or acute myocardial
infarction, and if you’ve got some sug-
gestions about how that might be done,
please point to those places around the
world where that has been done. So in 
a backward kind of way that would
answer the kind of question you were
raising.

Well the authors didn’t want to think
about that very much, but Rick said let’s
pursue that much harder. We tried to
identify as many cases as we could of
interventions with several characteris-
tics: one, they addressed a major health
problem with interventions that were at
least somewhat cost-effective; two, that
they’d gone to substantial scale; three,
that they’d lasted a long time so there
was some degree of sustainability; and
four, that there had been some credible
evaluations of how it worked. 

So we ended up with 17 case studies,
and published them as the book Millions
Saved – Proven Successes in Global
Health. I gather that that’s been quite an
influential book in Washington. 

continued on page 16 >

Where research 
is neglected

Individual chapters of DCP2 

discuss R&D policy in general,

and identify R&D priorities

according to disease or area.

Overall, the report endorses the

expected priorities but concludes

that research is neglected on:

• Tight evaluations of 

interventions and systems

[operational research].

• Improving public service 

provision.

• Enhancing human resources.

• Ensuring accountability for

health outcomes, funds, and

medicines.

• Ensuring a functioning central

government.

• Providing evidence for policy.

• Epidemiology of injuries and

cost-effective interventions to

reduce the burden resulting

from both intentional and

unintentional injuries, particu-

larly motor vehicle crashes

and road and vehicle safety.

• Major risk factors for disease

in different contexts (e.g.

tobacco, obesity, physical

activity).

• Medical and surgical errors.

• Occupational and environ-

mental health.

• Risk analysis and risk 

communication.

• Delivery of care at different

levels of the health system.

• Performance of health systems

• Management of health

research.

• Reproductive and sexual

health.

• Health effects of global 

warming. ■
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For the interview with Dean Jamison 
in full, see our website
www.globalforumhealth.org/realhealth-
news/RealHealth.php

Disease Control Priorities in Developing
Countries (Second Edition), DCP2
www.dcp2.org/pubs/DCP

Priorities in Health, the DCP2 
summary, chapter by chapter
www.dcp2.org/pubs/PIH

Millions Saved – Proven Successes 
in Global Health
www.cgdev.org/content/publications/
detail/2841/

DCP2 Chapter 4 – Priorities for 
Global Research and Development 
of Interventions
www.dcp2.org/pubs/DCP/4

R E A D  O N> But my personal aspirations on DCP2
are long term. Graduate students. Doc-
tors aged 36 from Mali getting their
Masters in Public Health from Johns
Hopkins, who go back and in six or seven
years might be Minister of Health. Differ-
ent people associated with the project
have different vision of impact. But my
vision is that over time, it will change
things.

>RHN: If just one thing came out of
DCP2, what would you like it to be?

DJ: I think it would be really ramp up the
degree of effort that goes into under-
standing how to prevent and treat the
major non-communicable diseases, in
low-resource countries. I don’t think we
are putting anything l ike the right

resources into that now. I think the
resources are too focused on high-tech
solutions.

For example, I was stunned at the cost-
effectiveness of treatment of acute
myocardial infarction – and there are a
lot of heart attacks. So how do you get it
done? We need the investments in learn-
ing about how to make that kind of
knowledge relevant in a country like
India. They would need a large scale clin-
ical trial with say 40 Indian medical
schools and 200 Indian researchers, try-
ing out different ways of getting that
done in practice in Indian clinics and hos-
pitals. But the agenda isn’t going any-
where as far as I can see. Maybe this
book isn’t going to help it along, but I
hope it does. RW ■

Companies and communities ready to 
help African health systems

> Health systems

World Economic Forum identifies radical solutions for healthcare
capacity in sub-Saharan Africa

The second health systems workshop
of the World Economic Forum’s Global
Health Initiative, meeting last month 
in Gabarone, Botswana, reached two
striking conclusions: that the private
sector was offering “enlightened” help
with the provision of effective health
care in Africa; and that several research
projects had shown that remote and
vulnerable communities, under the
right conditions, were also ready and
able to assist in the provision of their
own health care.

Conclusions of this and an earlier meet-
ing in Nairobi, Kenya, which advised
that African health systems were trou-
bled by mismanagement as much as by
poor resources, are significant – as they
will form the foundation of a White

Paper from the GHI to the Forum’s influ-
ential Africa Summit of political and
business leaders in Capetown in June.

Through this workshop, therefore,
community-level research results may
reach the highest levels of power in
Africa.

So what are the main management
problems in African health systems? In
Gabarone, a senior representative of
an African Ministry of Health was
asked for her analysis. Immediately she
raised the problem of juggling multi-
ple donors with multiple and different
reporting conditions and require-
ments.“It’s important sometime to say
no,” she said. There is “a flood of new
players” agreed another participant.

According to a World Economic
Forum workshop in Gabarone –
part of a Global Health Initiative
that will report to the influential
African Summit in Capetown in
June – there is help for African
health systems at both ends of 
the track. The corporate sector is
offering help in the management
of health systems and in quality
control; and research in remote
rural areas and slum communities
has shown ordinary people also
willing and able to assist.  

S U M M A R Y
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But then a representative of one major
pharmaceutical company said “we can
help”.

“We have to work with dozens of part-
ners too” he said – “and we have an
alliance management function to do
it.” The company offered training in
that service. 

There could also be assistance on man-
agement of individual projects, he said.
For example, Estonia had been strug-
gling with a multimillion-dollar HIV/
AIDS proposal to the Global Fund. Min-
istry staff had had no idea how to cope
with such sums of money, or how to
introduce effective monitoring and
evaluation to satisfy the Fund’s require-
ments. The company advised, and
solved their problems.

Corporates also showed themselves
ready at the workshop to provide man-
agement advice on procurement, to
prevent stock outs, control quality and
reduce costs. Companies have “opera-
tional excellence” units to ensure just
that. Again, advice was proffered.

Another strategically useful offer was
made – training in how to draw on the
most successful units in ministries, to
communicate their methodologies to
the least effective. This would compen-
sate somewhat for the conflict between
“vertical” disease programmes driven
by donor funding and holistic, “hori-
zontal” health system needs. “Man-
agement consultants could do that
well” said one – “that’s their bread and
butter”.

“What’s lacking? Just an effective
national, regional and continental
means to broker our offers with the
public sector and create real trust” said
one speaker. So proposals were made
on how to achieve that brokerage, and
thus create concrete assistance on two
levels: for dealing with Ministries’
immediate management needs; and
for providing long-term, strategic man-
agement training. However it must be
certain that the skills provided will be
tuned to real African needs, in the
African context, with African exam-
ples, it was emphasized. 

And what is the scale of the offer?
Some 10s of major companies working
in Africa are ready to create the struc-
tures and pioneer the process, said one
participant, with “100s of companies
are ready to do it long term.”

In similar vein, corporates are also
showed themselves abundantly ready
to aid in improving maintaining the
quality of laboratory and hospital facili-
ties. The quality of diagnostic laborato-
ries and drug quality assurance could
thus be improved.

Why are corporates ready to step up to
this line? “Candidly, enlightened self-
interest” said one. Companies strength-
en their internal morale, and improve
public image in other countries where
they have much larger markets, by
showing themselves wil l ing to help
countries and communities in need.
Clearly such action also helps to stabilise
their markets in the countries they help. 

However, while these strategic, Africa-
wide offers were placed on the table, it
was however made abundantly clear
that corporates no longer felt Min-
istries should think of them as sources

of cash – their new role and offer would
be primarily in the form of expertise,
they said.

“The role of the private sector is evolv-
ing” said one “from the time 5-6 years
ago when there were no huge donors
funds like the Global Fund and PEPFAR,
and we were init iating huge multi-
million-dollar programmes around HIV/
AIDS and other issues.” Thus at least
some corporates think major funding is
“no longer our role or appropriate”. 

Funding should be addressed though the
major donors and new mechanisms such
as support for schemes like social health
insurance, the meeting heard. African
health systems were drastically under-
funded, but better management would
attract more funds, it was argued.

Private companies also showed them-
selves willing, in Gabarone, to assist in
quality assurance and relevant training
at many levels, from the performance
of diagnostic and analytical laborato-
ries to the monitoring of whole district
hospitals.

continued on page 18 >
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Still too little research for the poorest

> Disease control priorities

The poor need more health products, women education, corruption
a vaccine – and research a new framework

>RHN: The central plank of the Disease
Control Priorities project (DCP2) recen-
tly launched in Beijing [see interview
with Dean Jamison, this issue p 12] has
been to collect evidence to identify
the best interventions for health in
developing countries. Do you agree
with that?

PRAMILLA SENANAYAKE: Evidence
is one of the reasons why I’m part of the
whole Beijing group for DCP2. I believe
evidence-based medicine should be the
norm. And evidence means research.

The Global Forum for Health Research
took on the cause of the 10/90 gap –
only 10% of resources for health
research being spent on diseases affect-
ing the world’s poor, while the other
90% was for the rich. Now even DCP2’s
more recent findings shows that of 1
300 new drugs brought to market, only
15 were for conditions that affect the
tropics, in other words the world’s poor. 

So my whole concern in this area is this
lack of research on issues that affect the
poor. If we are to solve the problems we

Pramilla Senanayake, advisor to
the Editors of the Disease Control
Priorities Project and Chair of 
the Global Forum’s Foundation
Council, says DCP2 should become
the “bible” for ministers of health
– and finance. But there’s plenty
of research to be done, on prod-
ucts – and corruption.

S U M M A R Y

> One company providing diagnostic
equipment reported that it already
works strongly in training and quality
assurance, training African trainers to
train other lab workers in an exponen-
tial chain of training. The benefit is
clearly mutual, as this not only improves
African facilities – but increase demand
for the company’s products. For success
in any action, even in health, there must
be interests on both sides.

Right at the other end of the track,
research has shown that mothers, small
private enterprises like shops and video
shops have shown themselves to be
ready and willing to play a strong role in
providing both health products and
information. In Gabarone, the African
Medical and Research Foundation
(AMREF) reported success with commu-
nity drug distributors in Uganda, and
received a case study on the work of the
Special Programme on Research and

Training in Tropical Diseases (TDR) on
the home management of malaria [see
this issue pp 10-11]. 

The meeting also heard that the African
Programme for Onchocerciasis Control,
impossible without the free drugs sup-
plies from one of the corporates pres-
ent, has created 216 000 community
drug distributors in 19 African coun-
tries, but only through TDR research
which trialled and developed direct
involvement of the community in select-
ing distributors and agreeing and man-
aging their exact mode of work [see this
issue pp 6-9].

AMREF Di rector  Michae l  Smal ley
reported that similar results had been
achieved in urban informal settle-
ments, though the task was much
harder and took longer. Respect for the
community and local ownership of a
programme were among the key con-
ditions for success.

Thus the World Economic Forum was
alerted to the fact that the communi-
ties that are hardest to reach with good
health care, from the remotest village
to urban slums, can be mobilised to
“draw down” their health care from
the system, rather than acting as pas-
sive recipients. RW ■

World Economic Forum’s Global Health
Initiative
www.weforum.org/site/homepublic.nsf/
Content/Global+Health+Initiative

World Economic Forum on Africa 2006
– Going for Growth
www.weforum.org/africa

AMREF
www.amref.org/

R E A D  O N
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need the evidence base – and even now
we don’t have it. We’ve made a dent in
the problem but we need to do a lot more.

> RHN: You are of course Chairperson
of the Foundation Council of the 
Global Forum.

PS: Indeed. Another hat I wear is the
Chairmanship of the Concept Founda-
tion, located in a developing country, in
Bangkok, Thailand. Our main ambition
is to find manufacturers, distributors for
the so-called orphan drugs. To us that
of ten means a  product  that  was
researched by a public sector organisa-
tion, like the WHO, or the Population
Council in the area of contraceptives.
The organization may have developed a
tablet or an injection or an implant or
whatever. But they don’t want to get
into manufacture and distribution like
industry would.  

Quite often industry is happy to grab a
product like this – because that’s worth
almost US$ 200 million on the route
down their product line. They will take
and run with it and make vast profits. 

We have no intention of letting compa-
nies do that, with products developed
with public money! So we go to manu-
facturers with good repute in a develop-
ing country, and give them the know-
how and training to become good man-
ufacturers of these products, so they
can manufacture the items at low cost.
They then sell them to the Concept
Foundation at cost price, and we can in
turn distribute them at a low price to
developing countries.

Already we have HIV rapid tests – dip-
sticks – on the one side and Cyclofem, 
a monthly injectable contraceptive. 
I’m very much a women’s reproductive
health person! Cyclofem came on the
market through the research of WHO,
and PATH in Seattle. But there was no
manufacturer. 

So Concept came in, became almost a
broker, took the product to Mexico,
Indonesia, to Thailand, found good man-
ufacturers in these countries, gave them
extra know-how on clinical data collec-
tion and testing procedures, and now we
have a super product.

> RHN: What about the intellectual
property (IP) – patents?

PS: That’s another area I’m interested in
– I happen also to chair a fairly new
group called the Management of Intel-
lectual Property for Health Research
(MIHR), based in Oxford, England.
We’re looking at products manufac-
tured maybe in rich countries, and at
how we transfer the IP to developing
countries so they can benefit from these
products. 

We’re training the developing countries
in IP transfer…

>RHN: …to give them a more sophisti-
cated relationship with the drugs com-
panies, for example…

PS: Exactly. But the reverse is also more
true, when we look at products coming
out of developing countries, as they do
sometimes with good research – they
don’t have the know-how to get it up 
to a level where their IP is acceptable
around the world.

>RHN: Until this point we’ve been
talking about research to create physi-
cal tools. But how much in reproduc-
tive health, for example, do we need
to know about, say, delivery, or acces-
sibility of services, or socio-economic
determinants?

PS: Good question. I have friends who
say look we don’t need more [medical]
research, we know all we need to
know – we just need implementation. I
don’t believe that to be a just and fair
comment. 

Let’s take contraception, an area that
I’m familiar with. We do have 12-14 rea-
sonably good contraceptive products. If
made available today to the some 150
million women and couples who don’t
know about contraception or have no
access, then yes, we can solve the prob-
lem.

But the other side of the coin is that
these products are not suitable for all
couples, so we need better methods.
And you get those by research.

Yet it’s true that if I have a super duper
contraceptive on this table at this

moment it still has to be delivered to the
right couples in the right place at the
right time, and so on. So we do need
delivery channels and research into how
to get these products over. 

So I belong to that school of thought
that believes that these different kinds
of research need to be balanced.

>RHN: DCP2 identifies a list of inter-
ventions that it considers most cost-
effective. What would your personal
list be?

PS: Consider Sri Lanka, my own coun-
try. Sri Lanka is a classic example of a
poor country, by GDP per capita. We
didn’t do our own research to discover
vaccines and so on. But we accepted
other people’s research and we knew
that measles vaccine works, that oral
rehydration therapy works, so we didn’t
have to reinvent the wheel – we just
accepted what was known outside, and
implemented it. 

We gave it to the women and children
and – lo and behold – we reduced our
maternal mortality enormously, our
infant mortality, and we are doing well
on our health indices, at least for
women and children. So I’m very proud
to be part of that country.

And also family planning: we have 70%
prevalence rates for use of contracep-
tives, equal to many European coun-
tries. So what have we done well?

continued on page 20 >

Studies around the
world have shown that
for a baby’s health it’s
twice as good if the
mother is educated
than if the father is

educated! Though it’s
great if both are.

P R A M I L L A

S E N A N AYA K E
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> Yes, the health system is good, but
also, I believe, women’s education has
been crucial. Sri Lanka was way ahead
in providing education for women. I
believe we have reached 90% literacy,
or above, for women and men. I empha-
sise it’s for both, as in many countries
you find say 75% of the men going to
school but only 25% of the women.
They may be in purdah or in some cul-
tures where women’s education is
almost taboo. 

In Sri Lanka fortunately we don’t have
such religious problems. So right-think-
ing ministers of health and education
got us a good education system and a
good health infrastructure.

> RHN: How exactly does education
relate to women’s health? 

PS: When women can read and write
they read the newspapers, they listen to
and watch the news, they are open to
the wider world. They know what’s
good for their children, and with literacy
they can find out about infections, dis-
eases, immunization, nutrition. 

Studies around the world have shown
that for a baby’s health it’s twice as
good if the mother is educated than if

the father is educated! Though it’s great
if both are.

And when I speak to the mothers of my
children in Kalutra, they say “Madam,
we really want to educate our children”.
They don’t want to leave them in igno-
rance. That’s the cry.

>RHN: In rebuilding schools in Kalutra
after the tsunami, you’ve said that
you came across corruption. It’s of
course widespread. What can be
done?

PS: It’s one area that I find missing in
DCP2: attention to corruption and
transparency. I think they’ve infiltrated
the health system in virtually every
country in the world, rich and poor.

You can find corruption among National
Health Service doctors or those in private
practice, with under the table payments
to get a bed in hospital for example. 

On the one side you might see cost-
effective medicine. On the other – in
hospitals that lack basic equipment –
you’d see a fantastic piece of the latest
ultrasound equipment, to which many
hospitals even in London may not have
access. Too often, these machines are

brought into Africa or Asia just because
someone gets a good commission out
of it or a bribe. 

So these are the things that I think we
also need to expose. Because if we are
t a l k i ng  abou t  hea l t h  f o r  a l l  and
improvement of health, it’s not just the
upside of getting more research or
products or drugs or improving the
health system – but the downside must
be addressed too.

>RHN: But there can be research and
evidence on corruption too. 

PS: Exactly. And there is. Transparency
International is a group that I’m very
familiar with, and they have done a lot
of research on this. It’s no good to say
ah, but it happens everywhere! We can
do something about it!

Children are dying everywhere of
measles. What can we do? Vaccinate.
In the same way we have a vaccine for
measles, I think we can have a vaccine
against corruption.

>RHN: DCP2 takes Sri Lanka as one of
the few successes in developing coun-
try health. But what were the deeper
circumstances that enabled it to suc-
ceed?

PS: 1948 was a turning point. Until
then we were a British colony, but they
left us – I think – with a good infrastruc-
ture. In spite of what colonization has
done to many countries, in my opinion
in Sri Lanka it was a very positive thing.
The British left us with a good network
of roads, good railways – and a good
health infrastructure, based almost on
the National Health Service in the UK,
which was then very new. 

>RHN: But they did the same for India,
and its health is not so pretty.

PS: Yes, but please – India is a conti-
nent, it’s not a country. It would be like
saying Europe is a country. If you go to
different parts of India you find things
are totally different, with different lan-
guages, looks, climate, social structure.
And within that continent you can find
pockets of excellent health services.
Especially in the South, in Karnataka,
Kerala, Tamil Nadu and places like that.

DCP2 should be the bible for every health minister! – Pramilla Senanayake
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> RHN: You have a little charity of
your own, don’t you, the “Educate a
Child Project” to educate poor chil-
dren in Kalutra in Sri Lanka, and there
you’ve emphasised your belief that
development must happen from the
ground up – that while donors may
be there to help, the real initiative
must come locally. Could you expand
on that?

PS: What I am today is purely because
of what Sri Lanka provided for me
through its education. Without that,
millions of dollars couldn’t have got me
here. My little project is to pay back to
Sri Lanka a little. 

Education in Sri Lanka is free – but the
school system is so poor that if a kid
sometimes cannot bring a desk and a
chair, they cannot get to school! But
more important the parents can’t pro-
vide them with the basics – the pens,
the pencils, the uniform, even the shoes
to get to school to get that free educa-
tion. But I’m delighted when I see kids 
in this project over the last 20 years
going to university, to dental school,
becoming lawyers – and they are the
poorest of the poorest of the poor.

But given this chance they work much
harder than your kids or mine! Studying
in the evening with a little bottle lamp
of kerosene… They don’t have electrici-
ty, or candles – and they beat the kids
from Colombo! In their O-levels, their
A-levels, and their scholarship exams! 

And I invest only in the kids not the
schools. All I pay is for the shoes and the
books and pens and pencils – £25 per
child per year. Which is nothing – two
decent bottles of wine.

> RHN: So this is where development
comes from.

PS: Exactly. 

> RHN: Let’s come back to DCP2. When
we spoke to the Editor, Dean Jamison,
we asked what impact he though it
might have. He said surprisingly that if
a few of his students, in the long term,
were influenced [and maybe became
ministers], he would be happy. But as
one of the advisors to the project, do

you think it could be moved farther
and faster?

PS: Dean’s a modest man! But what
he’s done is amazing. This should be the
bible for every health minister! But not
only the health minister. Also every min-
ister of education and finance. 

Health ministers have the lowest budg-
et; it’s the least important ministry in
many countries, with very few excep-
tions; and he or she has the least clout
in terms of implementing things. But
ministers of finance are very powerful,
and they are getting very conscious of
things like DALYs. 

DCP2 does show that even in the US,
the increasing expectation of life, by
about 20 productive years, contributed
more to the growth of the economy
than any other economic factor. And I
think that’s repeated in other countries.
So I think ministers of finance are now
looking at days lost through ill health
much more than are ministers of health.

You know the medic looks at one per-
son, to cure their condition. But econo-
mists look at communities. I think that’s
the thing.

Prevention is of course also crucial, and
DCP2 addresses that. There is this lovely
book Millions Saved, produced along
with DCP2, that counts these successes,
and those two should go hand in hand.

> RHN: Let me ask you about the Glob-
al Framework for R&D in health, pro-

posed by Brazil and Kenya, and to be
discussed at the World Health Assem-
bly in May [see RealHealthNews No. 4,
pp 14-16]. In essence, this challenges
our current reliance on the existing
market rules, intellectual property
regimes, and Big Pharma. It’s less
explicit than that but it’s asking for a
new regime for global health research.
In DCP2 also, Barry Bloom and others,
in their chapter on research, called for
“non-exclusivity” and “non-rivalry” in
international research. Do you think
that’s called for, or is it more pie in
sky?

PS: I think it’s called for. I totally sup-
port Brazil and Kenya, and Barry Bloom
in his proposals. But whether the rich
countries, with their industries and so
on, would allow this kind of thing to
happen, is another matter.

Just go back to the 1980s. The WHO at
its Assembly had this fantastic resolu-
tion to ban milk foods for young
infants. Who abstained? The US natu-
rally, because the President thought 
it was bad for business. 

So I would love this resolution to go
through the WHA, but I fear it will be
again one of those UN documents
watered down with brackets and
brackets because many governments
can’t agree! But they should think
globally rather than nationally. Let’s
hope they do. RW ■

The Concept Foundation
www.conceptfoundation.org/

PATH, Seattle
www.path.org/about.php

Management of Intellectual Property for
Health
www.mihr.org/

Transparency International
www.transparency.org/

Millions Saved – Proven Successes 
in Global Health
www.cgdev.org/content/publications/
detail/2841/

Full Interview continues on our website
www.globalforumhealth.org/
realhealthnews/RealHealth.php

R E A D  O N

Health ministers have
the lowest budget; it’s
the least important

ministry in many coun-
tries, with very few

exceptions; and he or
she has the least clout
in terms of implement-

ing things.

P R A M I L L A

S E N A N AYA K E



> RHN: Can you first tell us a little of
your background?

RAVI NARAYAN: In the 1980’s, after
WHO’s 1978 declaration of Health for
All by the Year 2000 at Alma Ata, many
people were working for Health for All;
but NGOs, government, and researchers
were all boxed up in their own little
worlds, not talking to each other, not
affecting each other.  

So four or five of us in Bangalore, India,
started the Community Health Cell
(CHC) – now the functional unit of the
Society for Community Health Aware-
ness, Research and Action.  

It’s a multidisciplinary group of profes-
sionals, based initially in Bangalore, but
now in many parts of India. We all
helped to build an interface between
these three groups – NGOs, govern-
ment and researchers – and amongst
other things we built a People’s Orient-
ed Health Movement in India.   

Some of my colleagues and I were very
deeply involved the first international
People’s Health Assembly in Bangla-
desh in 2000, and I was invited to con-
tinue to build such coalition in other
places since 2003. That explains to
some extent even my role now on the
Foundation Council of the Global

Forum for Health Research: my con-
cern is to build linkages and dialogue.

> RHN: You were also Professor of
Community Medicine in Bangalore,
and an Overseas Lecturer for the Lon-
don School of Hygiene and Tropical
Medicine. What research did you pur-
sue?

RN: Well I was very involved with some
pre-Alma Ata primary health care strate-
gies – health cooperatives – and also in
the tea plantation communities of

South India. There we evolved some-
thing called the comprehensive labour
welfare scheme. 

These experiences and ideas con-
tributed to primary health care thinking,
and made the Indian Government very
enthusiastic about being a signatory of
the global Alma Ata Declaration when it
came about in 1978.  We had started all
these in 1974, so we felt very endorsed
by the Alma Ata declaration itself.

>RHN: So these were effectively
action research projects, were they?

RN: Yes, this was action research. We
ran India’s first health cooperative –
which was when we transplanted a
health function to a milk cooperative in
rural India, in Karnataka. The Indian
Council of Medical Research selected it
as one of the 14 alternative approaches
to health care in 1976.  

The second thing that I did was to set up
a small occupational health unit, which
focussed on agriculture. I did a very
large study on tea plantation workers in
South India, looking at potential occu-
pational hazards. It was probably one of
the largest studies on agricultural com-
munities in the world. 

Tea plantations are geographically 
well defined, so one can study health
system development and epidemiologi-
cal needs in a closed community.  

So they’re ideal for research; but they’re
also very useful and constructive,
because you’re dealing with the planta-
tion management – and by giving them
evidence of what is happening you can
try and build health systems that are
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Just listen: research and activism 
can walk hand-in-hand

> Research for change

The goal of Health for All is underpinned by health systems
research, but the subject is still ignored, says Ravi Narayan

Completing his three-year term as co-ordinator of the Global Secretariat
of the People’s Health Movement – before it moves to the Middle East –
activist researcher Ravi Narayan, a member of the Foundation Council of
the Global Forum, speaks of the necessity for all groups working towards
people’s health, including researchers, to listen to each other. 

S U M M A R Y

Ravi Narayan leading the People’s Health March
at the Second People’s Health Assembly at
Cuenca, Ecuador, 22 July 2005 – carrying the
banner of the local Ecuadorian National Health
Committee. 



RealHealthNews • the newsletter of real action and research • No. 5 • May 2006 23

more responsive to the needs of planta-
tion labour.  

At CHC we also researched TB in a very
disadvantaged part of our state, looking
at the social determinants and the
health system issues that were making
the TB programme unsuccessful.  

The world was then moving to the 
new approach called DOTS – directly
observed treatment, short-course. But
in the social milieu of India, particularly
in the disadvantaged rural areas, with
our health systems being as they are,
we felt DOTS would not be adequate.
It was too biomedical and techno-man-
agerial.  

Our study was done by Thelma Narayan,
presently the Coordinator of the CHC,
and presented at the Global Forum for
Health Research in Tanzania in 2002,
where we showed a whole range of
social, economic, cultural and political
factors that determine the success of
the TB programme. And we felt that if
biomedical researchers don’t look at
health system issues and social determi-
nants, TB programmes would not really
get far.

We’re quite thri l led with the fact 
that health systems research has now
became a very important theme of the
WHO – and I was honoured to be a
member of its Task Force on the topic.
We felt that in recent years some of the
early research that we’d done, which
was considered in a way marginal to
mainstream research had now become
mainstream. 

Now health systems research and social
determinants research are well recog-
nized – and now we have a whole
WHO Commission on Social Determi-
nants with which many of us are also
working closely.  

The CHC basically focused on public
health challenges and their social deter-
minants and the health systems needed
to address them. So you can understand
why we are so thrilled with what’s now
happening at an international level –
and as a Global Forum Foundation
Council member and in other capaci-

ties, I will try and push for health sys-
tems research and social determinants
research in all health programmes.

>RHN: Your research seems closely
connected with pressure for change.

RN: I am an activist researcher. I am
concerned about two global trends
which I feel at present seem counter to
the whole issue of looking at social
determinants and health systems and I
hope the Global Forum in Cairo in Octo-
ber will help to shift the balance a bit.  

One is that donor funds still look at TB,
malaria and HIV/AIDS as single vertical
disease programmes. And no doubt they
are very important diseases but if you go
a little behind them, all three of them,
you find health system issues and social
determinants, which are cross cutting.  

So whether you talk about development
strategies or equity, gender, stigma or
poverty or whatever, they affect all
three and it’s important for the donors
also to allow for projects that look at
cross cutting, health system and social
determinant themes rather than individ-
ual disease or health problems.

We hope that the WHO Commission on
Social Determinants of Health will make
a breakthrough on that. 

The second trend is that there are
groups like Gates Foundation who still
are looking for drugs and vaccines –
and we’ve been trying to suggest that
existing drugs and vaccines that we
have, and good ones at that, don’t
reach the people they are supposed to
reach. And so there’s absolutely no
guarantee that you will be able to
reach them with the new ones unless
some of the funds, 10% maybe of the
money, spent on research, is also be
spent on finding why existing drugs
and vaccines don’t reach the people.

> RHN: Right, I understood. But let me
be devil’s advocate. Isn’t the principal
factor in this failure to reach the
needy really political and economic?
It’s not so much to be challenged by
research, as to be challenged by polit-
ical and community action.

RN: Well, I think that’s only partly true
and I tell you why I say that. We need to
look at social, economic, political and
cultural determinants also as research-
able evidence, not just as ideological
positions…

>RHN: I see, that is the point.

RN: There is a reason for that. There is
increasing evidence all over the world in
a lot of research, which is at present is
not mainstream, but marginal, some of
it from respected academia, not all from
People’s Movements and Civil Society
campaigns, that the existing vertical top
down single disease strategies don’t
work. 

And they don’t work because these
larger determinants have not been
looked at adequately. And even groups
like World Bank regularly generate data
on these issues but sometimes tend not
to use them.  

For example, the World Bank has
enough data to show that user fees
don’t work anywhere, if you use access
for poor people as an indicator. It’s
maybe very good for a health system to
generate some funds but if you use that
as an obstacle for poor people to access
whatever you want to distribute or pro-
vide, it’s definitely not a good idea.

So what would we call this?  Economic
evidence or an ideological position? I
feel researchers must look at all the data
and use the Cochrane Foundation type
of approach asking, is there really evi-
dence? [See “South African Cochrane
Centre”, this issue pp 28-9].

continued on page 24 >

Speaking at the welcome ceremony to the
People's Health Movement in Canar, Ecuador,
before the Second People’s Health Assembly. 
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> Everybody is also pushing public-pri-
vate partnerships. There is no evidence
than that public private partnerships
support primary health care or public
health goals. So why are we pushing a
major policy shift in this direction?
Where are public health programmes or
primary health care programmes which
are public-private partnerships, and
which are working towards the Health
for All goals? Because when you get pri-
vate sector coming in with a profit
motive, it will shift priorities. 

I feel in some of the new official roles
I’m going to play, in the Global Forum
Foundation Council, the Public Health
Foundation of India, and on the Editori-
al Board of the British Medical Journal,
I’ll be able to provide or locate this sort
of evidence – and to use hard evidence
to challenge the system. So it’s not only
the strength of people on the streets, or
people demanding health for all as a
right – but evidence that is also today on
our side.

>RHN: That’s the point you were mak-
ing at the Global Forum in Mumbai in
2005 and I was very struck by that. But
what do you mean by saying that this
research is somehow not mainstream?
Where is it being published?

RN: Well, it is being published, as reports
by organisations, or in journals, but only
on the sidelines. Let me give you one
example.  Some years ago I was asked by
the Karnataka government, because
they set up a health task force in the
state, to look at externally funded proj-
ects. I looked at a combination of about
12 externally funded health projects.
Karnataka, as you know, has a 55 million
population, about the same as the UK.

There were World Bank, DFID and
UNICEF programmes in TB, malaria and
other diseases. The study looked at
what these externally funded projects
did to government health systems. 
We asked, through a participatory,
interactive process: what do they do to
sustainabil ity and integration? Two
very important issues.  

My study showed that vertical pro-
grammes, when you have twelve like

that coming to a state with each fund-
ing agency negotiating with the state
with its own evaluation procedures,
and its own schedules, the health sys-
tem gets disintegrated. So most of it
is unsustainable, because there are
twelve systems rather than one inte-
grated system.  

Now this was reported and it helped
Karnataka government make a deci-
sion. The 2001 WHO Commission on
Macroeconomics and Health, chaired 
by Jeffrey Sachs, had a group, which
looked at international funding, and
they know about my study. It is included
in the references –  but unfortunately
they didn’t take the recommendations
seriously, just mention it in the reading
list. If they’d actually gone into that data
they wouldn’t have made some of the
recommendations they did. But groups
like the Global Forum for Health
Research, by facilitating researchers
with such data available in the annual
Forums, will slowly begin to change the
balance.

>RHN: So there may be two issues
there.  One may be that there’s not a
critical mass, as such, of research and
another might be that it’s being
ignored for ideological reasons?

RN: Yes – I think they both are impor-
tant. One is that most of the money is
getting more and more linked to indus-
try, and industry wants products, they
don’t want processes – which they can-
not own at some time and sell in some
way. Now I understand that that’s the
way drugs and vaccines will develop.
But if you say after studying non-
communicable disease, that what you
have to now do is to change people’s
lifestyles, you can’t sell that easily. At
the most you can produce a little manu-
al on healthy living or something.  

But commercially that’s a bit limited,
whereas if you say that you take this pill

and your stress will come down, that’s
something you can sell.  

So part of what you just asked was a
clue, that research in those fields is not
adequately funded because a lot of
our funding is now coming from
industry and we don’t have independ-
ent research from government bodies
and from other networks that will look
at health systems and social determi-
nants.  There’s no money in that.  

Another problem is that a lot of
researchers who understand health sys-
tems often also do a lot of single dis-
ease type of research – because that’s
the way they can get some funds. And
then they go to meetings, which are
also single disease oriented.  

So nobody is discussing health systems!
Whereas if you actually went and lis-
tened to a conference on malaria and a
conference on immunisation and a con-
ference on TB, you find all of them are
saying  'we are not able to transfer our
ideas into the field because of health
system issues, social determinants'. But
then they won’t research it! RW ■

This interview continues in full on our
website
www.globalforumhealth.org/
realhealthnews/RealHealth.php

People’s Health Movement
www.phmovement.org/

Alma Ata Conference on Primary
Health Care, 1978: Declaration on
achieving ‘health for all by the year
2000’
www.euro.who.int/AboutWHO/Policy/
20010827_1

The Community Health Cell
www.sochara.org/about_us/overview.htm

WHO Alliance for Health Policy and
Systems Research
www.who.int/rpc/alliance/en/

WHO Commission on Social
Determinants of Health
www.who.int/social_determinants/en/

WHO Commission on Macroeconomics
and Health
www3.who.int/whosis/menu.cfm?path=
whosis,cmh&language=english

R E A D  O N

I'll use hard evidence to
challenge the system – so
it's not only the strength
of people on the streets.

R AV I  N A R AYA N
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The field of tropical disease
research has changed dramatically
in the last ten years – and many of
these changes are positive. The
announcements of large new sums
of funding from the Bill & Melinda
Gates Foundation, and from devel-
opmental agencies and govern-
ments, as well as the establishment
of many new organizations, notably
including several public-private
partnerships (PPPs), appear to lead to the conclusion that
progress is well underway, and priorities set.

TDR was formally established in 1978 and anticipates its
30th birthday in 2007, it is therefore an appropriate time to
consider the global state of tropical disease research – what
has been accomplished and what is still needed. Closer to
home, it is time to ask: where does TDR play a role?  As TDR
goes through this process we hope it will also be of value to
the wider community.

When the Special Programme for Research and Training in
Tropical Diseases (TDR) was established almost thirty years
ago as a co-sponsored programme, it was set up specifical-
ly because there was so little focus in the area of tropical
diseases research – particularly on how to translate research
into practical outcomes such as the development of new
tools like drugs and vaccines, and their optimal use within a
public health context. There was also a need to build
research capability in the developing countries, where the
diseases were endemic.  The need for new approaches was
so acute that it required the establishment of an intergov-
ernmental programme – TDR – now sponsored by UNICEF,
UNDP, the World Bank and WHO.

Since then there have been some notable advances through
partnerships and collaborations. Around half of the new
drugs for neglected tropical diseases have been developed
through such activities through TDR support and collabora-
tion with pharmaceutical companies; and now there are a
multitude of new initiatives and organizations on the verge
of developing more new drugs and diagnostics. TDR has
also supported research that has led to new delivery mech-
anisms to get these products to the poorest communities at
the periphery of the health care system. For example, it is

proud to have been an early sup-
porter of the research that led to
ivermectin based onchocerciasis
(river blindness) control pro-
grammes in Africa.  The approach of
community directed treatment pio-
neered in these programmes is
now being studied to see if it can be
used to manage multiple condi-
tions – and not just river blindness.
The interview with Uche Amazigo

in this issue [page 6] explains the history and the promise
of this approach. 

Overall, TDR has supported more than 10 000 projects,
trained more than 1 000 developing-country scientists, and
contributed to numerous partnerships and collaborative
endeavours that have resulted in significant health impact.
For example it coordinated multi-centre studies that provid-
ed evidence for improved vector control approaches against
Chagas' disease. More recently it coordinated with multiple
partners the generation of definitive evidence for the policy
of introducing artemisinin combination therapy for the
treatment of malaria.  Further evidence has since been gen-
erated within individual countries, especially in Africa, with
support from WHO as a whole and notably the African
regional office.  

TDR has also had an institutional impact in the area of inter-
national health research. Working with many partners, it
incubated and helped support the establishment of PPPs
such as the Medicines for Malaria Venture (MMV) and the
Foundation for Innovative New Diagnostics (FIND) – and
also supported the development of the Drugs for Neglected
Diseases Initiative (DNDi). In addition, it played a critical role
in the establishment of organizations such as the Global
Forum for Health Research (GFHR) and the Multilateral
Initiative for Malaria (MIM).  

But where should TDR focus its endeavours for the next ten
years, given all these new players and funding? Even with
today's expanded funding, there are still limits.  And with so
many organizations, there is a greater need than ever to
develop a shared agenda with commonly agreed priorities
– so that each group can be contributing unique value to the
health impact that is needed.             continued on page 26 >

Time to analyse tropical disease research

> by Robert Ridley, Director, TDR

> Paper

S U M M A R Y • With so many organ-
izations now at work in global health
research, there is a greater need than
ever to develop a shared agenda with
commonly agreed priorities – so that
each group can contribute unique
value. An analysis by the Special
Programme for Research and Training
in Tropical diseases (TDR) should pro-
vide insights for a new strategy.
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Changing global public health 
environment

Some of the more significant changes in just the past ten
years include:  

• The establishment of the Millennium Development
Goals, placing health at the forefront of human develop-
ment and raising the issues of focused, realizable health
targets high on the international agenda. Increasingly,
through the reports of the Commission for Africa and
others, capacity for research, science and technology
have been highlighted as critical elements for improving
health and sustaining development.

• Increased public awareness and political commitment to
global public health issues, and infectious diseases in
particular, given that they observe no borders and are
recognized as a massive threat to human and national
development, economic returns and the redefined
domain of human security.

• Increases in donor grants for tropical and infectious dis-
eases, especially malaria and TB R&D. There was a 60%
compounded average growth rate for malaria R&D funds
between 2002 and 2004. Increases in budgets are also
expected for organizations focusing on product develop-
ment through PPPs.

• A growing number of players and initiatives. Ninety-two
public-private partnerships have been formed to date,
with 34 focusing specifically on product development.
There is a growing need for analysis to inform donors
and stakeholders on issues of prioritization and research
needs.

• An anticipated rise in activity for the development of
pharmaceutical products in several disease areas (e.g.
malaria, HIV, TB, visceral leishmaniasis and African try-
panosomiasis). Malaria has one of the richest pipelines,
with six new product combinations expected in the next
five years.

• An increasing number of initiatives for controlling and/or
eliminating neglected tropical diseases, based on new
tools and methodologies developed over the last 30
years, with an increasing emphasis placed on the need
for integrated approaches. Four of TDR's target diseases
(Chagas, leprosy, lymphatic filariasis and onchocerciasis)
are targeted for global elimination, and one, visceral
leishmaniasis, is targeted for regional elimination on the
Indian sub-continent. 

• The rise in significance of the disease burden of several
classes of infectious disease – such that the overall infec-
tious disease burden is likely to remain very significant
for some time to come. This includes HIV/AIDS, with an
increase in expected deaths from 50 per 100 000 to 95
per 100 000 by 2030, with consequent impact on other

diseases, notably TB. The rise also includes emergent and
re-emergent infections, such as Severe Acute Respiratory
Syndrome (SARS), Avian influenza and Ebola, and other
highly neglected parasitic diseases.

• An increasing regional variation in epidemiological and
disease patterns, with most of the infectious disease bur-
den focused on Africa and southern Asia.

• More research conducted in and by developing country
institutions, as seen in a 14% annual increase in the num-
ber of tropical diseases publications from disease-
endemic country researchers since 2000. There remains,
nonetheless, a major gap between the financial and
human resources for health research in developed coun-
tries compared to developing countries, and also
between middle and low-income countries. 

Mapping the gaps

To analyse the situation of international health research, it
helps to view research as a continuum leading to health
impact, as seen in this graphic.  

The process begins on the left with the phase of explorato-
ry and discovery research, followed by: product develop-
ment, evaluation and implementation; managing and dis-
tributing the knowledge gained; and developing the capac-
ity to conduct and sustain the research within the disease-
endemic countries.  

However, this process is not always linear, moving from left
to right. There are iterative loops feeding back information
among the phases in a cyclical manner. Constant through-
out all phases is the need to build adequate research capac-
ity in developing countries, so that research gains can be
adapted, adopted, owned and sustained by developing
country institutions. Effective strategic knowledge manage-
ment is also needed to ensure the adequate collection,
assessment and distribution of the latest evidence, guide-
lines and research. 

In 2006, we see – in the next graphic – the uneven distribu-
tion of funding and attention across this spectrum that we
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believe needs to be addressed.  One area increasingly high-
lighted as needing attention is research into how best to use
new tools and implement them within the health system.

• A continued need for innovation
In product research and development, there is now signifi-
cant funding, though not necessarily sufficient, for the "big
three" – HIV/AIDS, malaria and TB.  But there is very little for
the other neglected diseases, and even less for researchers
from the disease-endemic countries to participate in this
process. We are currently exploring mechanisms that can
combine these two goals by bringing developing country
scientists together with pharmaceutical companies and uni-
versities to investigate promising new leads for drugs and
diagnostics.

• Implementation research
Many new PPPs have attracted funding to create new drugs,
vaccines and diagnostics. These are in the early to middle
stages of development. If the PPPs are able to produce what
they anticipate, there will be a growing need for field-test-
ing these products in real-life settings. It is one thing to
know that a drug works in a laboratory setting and under
controlled clinical trials, and quite another to see whether it
works and can be administered properly in rural villages
with limited access to healthcare systems and workers and
a reliance, for example, on community workers. We antici-
pate a greatly increased need for evaluation and implemen-
tation research to identify best practices to support health
systems.

• Research capability strengthening and
utilization 
Gains in health research can only be truly sustainable if
researchers and research institutions in developing coun-
tries are fully integrated into the priority setting of the glob-
al research agenda and in implementing it. 

• Sustaining the effort 
Given the many players in the field, many observers cite
two additional needs:

1. Distributing and making information accessible so that
everyone has access to the latest research and resources. 

2. Facilitating priority setting – helping to bring the many
players together, to work with the governments and fun-
ders to develop shared agendas, goals, outcomes and
measures of impact.

Measuring R&D needs

What we want to see tomorrow should drive what we do
today. There is a continual need to review and analyse what
needs to be done, as well as what can be done.  In the past,
TDR has developed performance indicators to monitor 
and measure achievements and success. We need to look
into the appropriate measures for tomorrow's needs.
Measurements like number of scientific articles published
and meetings attended are short-term indicators. These will
continue to be important, but we are also looking beyond at
medium and long-term indicators. For example, which dis-
eases should have which kinds of tools? There will always
be limited resources, and a broad, inclusive discussion
among governments, policy makers, philanthropic organi-
sations, researchers, and the private sector is needed to
have a productive discussion and develop shared goals.    

Towards a new vision

This article analyzes some of the gaps that exist in address-
ing health research and the main focus of many of the new
organizations. An assessment of TDR's mission, mandate
and operations will be undertaken soon by TDR's governing
bodies. Together with these analyses and discussion  an
updated vision for the next decade will be developed that
can both build on the past but look to the future. ■

READ ON

TDR’s current strategy
http://www.who.int/tdr/about/strategy/default.htm

For more detailed information, please contact Jamie
Guth, Communications Manager, TDR, at: guthj@who.int

S
o

u
rc

e
: W

H
O

/T
D

R
N

at
u

re
 M

e
d

ic
in

e
 2

0
0

4
, 1

0
, 1

-4



RealHealthNews • the newsletter of real action and research • No. 5 • May 200628

Promoting evidence-based health care 
in Africa through training in research 

synthesis  

> by Taryn Young, Jimmy Volmink
South African Cochrane Centre, South African Medical Research Council

What diagnostic test should be
offered or used?  What treatment is
best?  Which policy should be prior-
itized? These are some of the ques-
tions health care providers, policy-
makers, funders and consumers
are faced with on a daily basis. Vital
to the decision-making process is
reliable information about whether
an intervention being considered
does more good than harm.
Unfortunately, this knowledge is
not readily accessible. It is frequent-
ly buried in a vast sea of studies, many of which are irrele-
vant, of poor quality or have conflicting findings. Research
synthesis, a method of tracking, appraising, deciphering
and summarizing primary research, has, in recent years,
evolved as an important tool for managing health care
information and facilitating evidence-based practice and
policy. 

Steps involved in conducting a systematic review:

1) State the objectives of the review

2) Define eligibility criteria for studies to be 
included in the review

3) Identify (all) potentially eligible studies

4) Apply eligibility criteria

5) Assess study quality

6) Assemble the most complete dataset feasible

7) Analyze this dataset, using statistical synthesis 
(meta-analysis) and sensitivity analyses, if 
appropriate and possible

8) Prepare a structured report of the research

Championing the routine use of research synthesis is The
Cochrane Collaboration (http://www.cochrane.org), an inter-

national, non-profit organization
dedicated to the task of making reli-
able evidence on the effects of
health care interventions widely
available. Members of the
Collaboration conduct exhaustive
searches for relevant studies and
evaluate and summarize the evi-
dence on the benefits and safety of
interventions following a predeter-
mined protocol. This process has
been called systematic reviewing.
Systematic reviews differ from tra-

ditional reviews as they involve a rigorous and transparent
process aimed at reducing bias and the effects of chance in
the interpretation of evidence (see Box). They are less likely
than traditional reviews to result in wrong conclusions1, 2.   

Expertise in preparing systematic reviews is still very limit-
ed in Africa. In 1997, the South African Cochrane Centre
(SACC), the reference Cochrane Centre for individuals living
in sub-Saharan Africa who wish to contribute to The
Cochrane Collaboration, was established to address this
need (http://www.mrc.ac.za/cochrane/). The goals of the
Centre are:

1) to increase the number of high quality, up-to-date
Cochrane Reviews relevant to the African region; 

2) to promote access to Cochrane Reviews and derivative
products in countries for which the Centre is the refer-
ence Cochrane Centre; 

3) to promote evidence-based practice and policy in the
African region; 

4) to promote the science of research synthesis; and 

5) to promote the optimal functioning and sustainable
growth of The Cochrane Collaboration. 

Funded predominantly by the South African Medical
Research Council, the SACC focused its activities mainly on
South Africa in the early years but more recently this has
begun to change. 

SUMMARY•Reliable information to
guide health care practice and policy
is buried in a sea of studies of mixed
quality. Research synthesis, a method
of tracking, appraising, and decipher-
ing primary research, has become an
important tool for evidence-based
practice and policy. Expertise in the
process is however still very limited
in Africa. The South Africa Cochrane
Centre was established to change this
situation through training.

> Paper
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The SACC has assumed a leading role in the region in
recruiting, training and mentoring authors of Cochrane
Reviews. In 2000, the SACC launched the HIV/AIDS
Mentoring Programme (http://www.mrc.ac.za/cochrane/
hivmentoring.htm) in collaboration with the Cochrane
HIV/AIDS Review Group, based at the University of
California, San Francisco. This initiative aims to increase the
number of systematic reviews in the field of HIV/AIDS rele-
vant to resource-poor settings. Novice authors are linked
with more experienced authors who provide guidance and
methods expertise throughout the review process. The
Programme has grown considerably with 20 authors cur-
rently receiving mentorship – fifteen from South Africa, two
from Kenya, one from Nigeria, one each from Cameroon
and Uganda. To date four reviews have been published in
The Cochrane Library; and fourteen are in progress, with ten
review protocols already published. 

The Reviews for Africa programme (RAP) (www.mrc.ac.za/
cochrane/rap.htm), is a more formal training course in
research synthesis for people with an interest in HIV/AIDS,
tuberculosis, malaria, as well as other high priority health
topics. Participants are drawn from countries in the SACC
reference region (with preference given to people outside of
South Africa) and equipped with knowledge and skills nec-
essary for initiating, completing and maintaining Cochrane
Reviews. RAP consists of two intensive training courses
conducted at the SACC offices in Cape Town, and between
course electronic support which ultimately lead to authors
publishing a peer-reviewed systematic review in The
Cochrane Library. The first intake of six trainees took place

in September 2005 with further intakes being planned for
the next three years. RAP is a collaboration between the
SACC, Liverpool School of Tropical Medicine, and the
Cochrane HIV/AIDS Review Group and is funded by the
Nuffield Commonwealth Programme.  

Staff of the SACC also participate in other research synthe-
sis training activities in addition to those coordinated by 
the Centre. These include the Effective Care Research Unit
course targeting practitioners working in the field of preg-
nancy and childbirth (http://www.gfmer.ch/International_
activities_En/ECRU.htm), and Masters of Public Health
courses at the Universities of Malawi and Cape Town.  

We believe that these efforts to build capacity in research
synthesis will lead to a substantial increase in the number
of Cochrane Reviews relevant to health care in the African
region. While not a sufficient condition in itself, this is a sig-
nificant step towards making evidence-based health care a
reality in Africa. ■

For more detailed information, please contact Taryn
Young at: taryn.young@mrc.ac.za

1 Chalmers I, Altman DG, eds. (1995)  Systematic Reviews. London, BMJ

Publishing Group. [This book contains the series of papers on systemat-

ic reviews published in the British Medical Journal during 1994] 

2 Volmink J, Siegfried N, Robertson K, Gulmezoglu AM (2004) Research

synthesis and dissemination as a bridge to knowledge management:

the Cochrane Collaboration. Bulletin of the World Health Organization,

82:778-783

Scaling ‘3 by 5’ to Universal Access
requires enhanced prevention

> by Wim Van Damme, Katharina Kober, Guy Kegels, and Marie Laga
Institute of Tropical Medicine, Antwerp, Belgium

> Paper

S U M M A R Y • In countries of high incidence of HIV/AIDS, within 20 years health systems that were
mainly set up to deliver maternal and child health services and care for acute episodes of disease will
have to cater for large numbers of people living in need of lifelong chronic disease care1,2. Critical, con-
text-specific thinking on the scale and nature of the challenges ahead for AIDS treatment, and the assis-
tance provided by scaled-up prevention, is essential if universal access is to be achieved. Meanwhile
local communities are of necessity developing their own solutions, which deserve scientific study.
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WHO and UNAIDS were the initiators of the “3 by 5” cam-
paign to increase access to antiretroviral treatment (ART)
for HIV/AIDS, and now the same agencies are taking the
lead with its successor “Universal Access to Care and
Prevention by 2010”3. However, for a chronic condition such
as AIDS, even 2010 is a relatively short time horizon, and it
may be useful to project the challenges over a longer term
period, for example to 2025. For this purpose, a simple cal-
culation exercise, with rounded numbers, can illustrate the
challenges ahead – both for the scale-up of antiretroviral
treatment (ART) and for HIV prevention.

The growing caseload of people on ART

Let us assume that by the end of 2006 there will be three
million people on ART in low- and middle-income countries
(“3 by 6”); that from 2007, health systems world-wide will
continue to expand by putting two million people on ART
every year; and that the annual mortality rate of people on
ART will be 10%. On these assumptions the health systems
of low- and middle-income countries will have to deal with
close to nine million patients on ART by 2010, and over 13
million by 2015. In 2025 this would level off, at around 18
million. 

In a country with 20% HIV prevalence, unchanged HIV inci-
dence, and an effective ART programme starting in 2005
and putting two-thirds of those in need on ART, then by 2010
over 6% of the adult population could be on ART, a figure
that might even increase to almost 12% by 2025.
Consequently, adult HIV prevalence would increase to close
to 26% in 2010 and even to 32% in 2025 (Figure 1).

If, however, this country managed to reduce HIV incidence
by half, its long-term prospects would be quite different.
This is illustrated in Figure 2, made with similar assump-
tions, but supposing that from 2007 on, HIV incidence were
halved, and that consequently from 2017 on the number of
new people requiring ART would also be halved. This would
lead to significantly fewer people on ART from 2017 onward,

and a HIV prevalence of 22% in 2010 and 18% by 2025,
which is close to half the previous scenario. 

Nevertheless, in both scenarios such an expanding supply
of long term ART care is likely to be unsustainable for the
health system, with the potential crowding out most non-
AIDS patients.  

The challenge is unprecedented. Health systems that were
mainly set up to deliver maternal and child health services
and care for acute episodes of disease suddenly have to
cater for large numbers of people living with HIV/AIDS
(PLWHAs), in need of lifelong chronic disease care. 

The challenges ahead differ between countries, as the data
in the Table show. This tabulates for a selection of countries
the data published on WHO and UNAIDS websites ,  on the
availability of medical doctors and nurses against the num-
ber of PLWHAs in the country, and calculates the number of
PLWHAs per medical doctor and per nurse. It is often esti-
mated that some 20% of PLWHAs are presently in need of
ART. However, after large-scale introduction of ART these
cumulative numbers will grow rapidly, and ultimately all
PLWHAs will end up needing ART. It is striking to note that
most countries praised for their performance in the ART
scale-up are among those with the lowest numbers of
PLWHAs per doctor (below the blank line in the Table). This
is most obvious for Brazil, Thailand and Cambodia, which
have two, 30 and 75 PLWHAs per doctor respectively. But
within sub-Saharan Africa there is also wide variation, as
the table shows.

Our contention is that ART delivery models will have to be
context-specific. The countries at the top of the table, with
over 2 000 PLWHAs per doctor, will have to develop ART
delivery models that are quite different from those of
Botswana or South Africa, and certainly from Brazil (with
only two PLWHAs per doctor).

As RealHealthNews has indicated before (RealHealthNews
No. 3, 2005 pp 26-27) such prospects put into question the
adequacy of a ‘medical paradigm’ for ART in high-burden
HIV/AIDS countries.  Given the human resource constraints,
there is a need for innovative, far more de-medicalised
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delivery models, based primarily on the communities and
on the capacity and resourcefulness of PLWHAs, supported
by professional back-up when required. This challenge to
health systems is unprecedented, but on the ground health
services and communities are busy coping with it.  

It thus seems likely that creative solutions are being devel-
oped, probably not by academics, but by field workers and
local communities. These need to be studied, to learn lessons
that might be more widely applied. Relatively little is report-
ed about this grassroots reality. This may partly be because
practical issues of health services organisation are often con-
sidered to be “local” and hence too context-bound to be of
“scientific” interest. This bias should be forgotten in the face
of the human tragedy that challenges us all. Research should
be done to learn useful lessons, as Nduku Kilonzo is doing in
Nairobi (RealHealthNews No. 4, 2006, pp 3-5).

ART scale-up could compromise 
prevention

The rate at which people get infected still exceeds the speed
at which people can be put on treatment. In Malawi, for
instance, in 2005 some 30 000 people got access to ART,
while an estimated 110 000 new infections occurred in the
same year. Unless the rate of new infections can be dramat-
ically reduced in the years to come, sub-Saharan Africa will
only move further away from Universal Access.

Success stories in HIV prevention have been documented in
sub-Saharan Africa, indicating that reducing HIV incidence
is both possible and feasible. However, these efforts were
too small in scale to have resulted in a significant decline of
the overall HIV incidence. It is shocking to note that more
than 20 years after AIDS was first described, less than one
person in five of those in need in sub-Saharan Africa have
access to essential prevention services. In 2003, 1.5% of
adults had received HIV testing and counselling, 5% of preg-
nant women had access to prevention of mother-to-child
transmission programmes, and only 31% of sex workers
had access to outreach prevention programmes. 

The reasons for this ‘prevention implementation gap’ are
multiple, ranging from denial, stigma, lack of financial,
human and technical resources, cultural, political or reli-
gious barriers, to disagreement among programme man-
agers on efficacy and mix of prevention strategies.

It is important to recognise that the scaling-up of ART could
itself further weaken current prevention efforts. The focus,
energy and resources, especially the already scarce human
resources, could easily be absorbed by the formidable
needs posed by the treatment programmes, resulting in an
even greater reduction in the scale of prevention activities.
As an example, in Africa many grass roots organizations
and NGOs for PLWHAs, which were traditionally involved in
community mobilisation and prevention, have shifted their
focus to treatment support activities.

Table. Doctors and nurses available and people living with HIV/AIDS 
(PLWHAs) for selected countries4,5

Medical PLWHAs
doctors  Nurses  Total PLWHAs per PLWHAs
per 100 000 per 100 000 PLWHAs population per 100 000 medical per 
population population (thousands)(thousands) population doctor nurse

Malawi 1 26 900 12 105 7 435 7 435 286

Mozambique 2 21 1 300 18 863 6 892 3 446 328

Zimbabwe 6 54 1 800 12 835 14 024 2 337 260

Tanzania 2 37 1 600 36 977 4 327 2 164 117

Rwanda 2 21 250 8 387 2 981 1 490 142

Zambia 7 113 920 10 812 8 509 1 216 75

Swaziland 18 320 220 1 077 20 427 1 135 64

Botswana 29 241 350 1 785 19 608 676 81

Uganda 5 54 530 26 699 1 985 397 37

South Africa 69 388 5 300 45 026 11 771 171 30

Cambodia 16 61 170 14 144 1 202 75 20

Thailand 30 162 570 62 833 907 30 6

Brazil 206 52 660 178 470 370 2 7
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which he makes no profit,
but he expresses satisfaction
with his task because the
drugs are very effective.

In this research study the ACT
price is being held low, but sig-
nificant (US$ 0.11 for a child
of 6-11 months, US$ 0.22 for
child of 12-59 months). Since
the drugs are provided free to
the project, the money collect-
ed from sales is being saved
until a decision is made on
how it is to be used. 

So why do local people partic-
ipate in providing treatment
for malaria? Probably because
the drugs save lives – raising
self-respect, the respect in the
community for the ‘distribu-

tor’, and the status of his or
her shop. So where next?
“More than 25 malaria-
endemic countries in sub-
Saharan Africa have incorpo-
rated HMM in their malaria
control plans and in their
applications to the Global
Fund”, says Pagnoni.

However there’s a problem, he
says – the malaria drug resist-
ance that led to WHO’s rec-
ommendations for the use of
artemisinin combinations ther-
apies (ACTs), which were not
the drugs originally tested.
“We need to adapt the HMM
strategy to the use of ACTs”
says Pagnoni. “We are work-
ing very hard in TDR, to raise
the funding we need. We need

research to provide data
quickly on the feasibility,
acceptability and effectiveness
of HMM with artemisinin
combinations.” 

HMM provides an opportuni-
ty for public-private partner-
ships, says Pagnoni, “includ-
ing itinerant vendors and
shopkeepers in addition to
organizations.” There are
“interesting and innovative”
partnerships ongoing in Nige-
ria and Kenya, he says.

The drugs provided by such
systems should not be free, so
users will value them, but
equally the price should be
controlled to an affordable
level, Pagnoni believes. 

“We shouldn’t aim to recover
the cost of the drugs. The
drugs should be fully subsi-
dized and all national and
international efforts should
be made to ensure thus. The
funds generated from the
token payments should be
used locally, in the same com-
munity they came from, to
motivate drug distributors,
supervisors, district health
teams and other actors
involved in the programme.
This, for instance, has been
shown to work in Burkina
Faso, and is the recommenda-
tion coming out of the recent-
ly completed TDR study in
Ghana”, says Pagnoni. ■

In conclusion, simple modelling exercises clearly indicate
that a significant response to AIDS, which should include
both reduction of HIV incidence and of AIDS related mortal-
ity, can only be achieved if both prevention and treatment
are enhanced simultaneously. In these circumstances, treat-
ment can make prevention more effective, and effective
prevention will ultimately make treatment more feasible
and affordable. All countries should therefore re-emphasize
both emergency and long-term strategies for enhancing
HIV prevention, in synergy with their rapidly expanding
treatment programmes.

New ART delivery models for coping with the escalating
caseloads, as well as enhanced prevention, are the real chal-
lenges for ART scale-up in sub-Saharan Africa. Both are
compelling reasons why we must look beyond the 2005
time horizon, useful, as it has been for emergency mobilisa-
tion. We believe the time has come for policy-makers to take
a fresh look at the global need for AIDS control by starting
simultaneously to build novel systems to support chronic
care for millions and plan for large-scale HIV prevention

efforts. This requires a focus on a mid-term horizon such as
2010, or a longer-term horizon up to 2025. ■

For more detailed information, please contact Wim Van
Damme at: wvdamme@itg.be

1 Van Damme W, Kober K, Laga M. (2006) The real challenges for scal-

ing up ART in sub-Saharan Africa. AIDS 20: 653-656.

2 Van Damme W, Kegels G. (2006) Health System Strengthening and

Scaling Up Antiretroviral Therapy: The Need for Context-Specific Deliv-

ery Models. Reproductive Health Matters 14(27): 1–3.

3 World Health Organization. 

At: http://www.who.int/hiv/universalaccess2010/en/

Accessed 1 May 2006.

4 World Health Organization. Global Atlas of the Health Workforce. At:

http://www.who.int/globalatlas/default.asp

Accessed 21 February 2006.

5 UNAIDS. HIV data. At:

http://www.unaids.org/en/Regions_Countries/default.asp

Accessed 21 February 2006
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