Report from the

Ministerial Summit on Health Research

Identify challenges, inform actions, correct inequies

Mexico City, 16-20 November 2004

Co-organized and co-sponsored by
World Health Organization and Government of Mexico

[ www.who.int/rpc/summit |



WHO Library Cataloguing-in-Publication Data

Ministerial Summit on Health Research (2004: Mexgity, Mexico)

Report from the Ministerial Summit on Health Resbaidentify
challenges, inform actions, correct inequities.

1.Health services research - congresses 2. Hswdtlems plans 3.Health
services research - utilization 4.Health serviesearch - organization and
administration 5.Delivery of health care 6.Worldahk |. Ministerial
Summit on Health Research - Identify challengefgrin actions, correct
inequities

ISBN 92 4 159295 1 (NLM classification: W.8%

© World Health Organization 2005

All rights reserved. Publications of the World HeaDrganization can be obtained from WHO Press,
World Health Organization, 20 Avenue Appia, 121In8& 27, Switzerland (tel: +41 22 791 2476;
fax: +41 22 791 4857; emaibookorders@who.iit Requests for permission to reproduce or
translate WHO publications — whether for sale ar fencommercial distribution — should be
addressed to WHO Press, at the above address-g&hx@2 791 4806; email: permissions@who.int).

The designations employed and the presentatioheofrtaterial in this publication do not imply the

expression of any opinion whatsoever on the pathefWorld Health Organization concerning the

legal status of any country, territory, city or @@ of its authorities, or concerning the delitiita of

its frontiers or boundaries. Dotted lines on mag@esent approximate border lines for which there
may not yet be full agreement.

The mention of specific companies or of certain afacturers’ products does not imply that they are
endorsed or recommended by the World Health Orgé#oiz in preference to others of a similar
nature that are not mentioned. Errors and omis®gospted, the hames of proprietary products are
distinguished by initial capital letters.

All reasonable precautions have been taken by tlwldAHealth Organization to verify the
information contained in this publication. Howevéhe published material is being distributed
without warranty of any kind, either express or liegh The responsibility for the interpretationdan
use of the material lies with the reader. In nerg\shall the World Health Organization be lialde f
damages arising from its use.

Printed by the WHO Document Production ServicesieBa, Switzerland



Acknowledgements

This Report was prepared and edited by Joanne MaMander the
overall direction of Tikki Pang. Advice and guidanavere given
throughout the process by Tim Evans and Julio Frdile World
Health Organization is also grateful to the Mexidéinistry of Health
for its strong support and for having hosted theniderial Summit.
Patrick Unterlerchner provided support for the laycand the
production of the Report. Last but not least, sgeitianks go to all
participating Ministers, Deputy Ministers, officiadelegates and
participants to the Ministerial Summit for theirlwable contributions

and without whom this Report would simply not héwappened.






Table of Contents

EXECULIVE SUMIMAIY .. ittt e e e e et e e e et e e e eaneeaen e eeees i
Chapter 1 Taking a comprehensive, problem solapgroach to health research ..... 1
Why focus on health SYStEMS? ... 1
The lead Up 10 MEXICO .....cciiiiiiiiie et ettt e e 3
Key themes emerge at SUMMIt OPENING ........cammeeeiiiiiee et 3
Funders address how to meet the challenges ofidiebdth ................................. 5
A “tale Of tWO SheratONS” .........ooviiii e 6
Chapter 2 Research to improve health SYyStemMS e ..vvveveviiieieiieiei e, 1.
The “grand challenges” facing health Systems..............ooiiiiiiii 7
Priority reSEarCh @reas.............oooivieie et 9
The crisis in human resources for health ..o 10
Sustainable financing for health SyStems.........ccooiiiiiiiiii s 11
Information systems, a basic building block.................ccooiii 3.1
Chapter 3 Towards the better management of hesdtarch..................cccccee 15
The importance of local research and Knowledge..............ccooeviiiiiiiiiiiiinnnene. 15
The importance of good leadership ..o 16
Reconciling intellectual property rights and affabte access...........ccccoeevveieeeennn. 17
Gender and equity dynamics in health research...........c....cooiiiiiiiiineeeenen, 17
Producing ethical, reliable, relevant, and accésssearch..............cccooeevvvnes 18
Chapter 4 Making the results of research COUNtum . ..oovveviiiiiiiii 21
Health ministers identify challenges and oppori@sit.............ccccooeeviiiiiiiiieeiennns 21
From action comes knowledge and change .........cccccoooiiiiiiiiiiiiecce 22
Creating demand for reSearch ...........oooouceeimiii e 24
Making programmes more effeCtiVe...........ccceeei i 26.
Collaboration throughout the research proCess..............coevvviiiiiiiiiiiiinneeeeeennns 27
Chapter 5 A call tO ACtION...........uui e e 29
FOOd fOr thOUGNT ... e 29
The MeXICO StatemMENT .......oiiii e e e e e eees 29
SUMMIE POSESCIIPT ...ttt eemmmm ettt e e e et e e e e e e e e eenees 35

AAPPENAIX e et 37






Executive Summary

A landmark event took place in Mexico City in Novesn 2004. For the first time,

health ministers from around the world came togetbealk about health research.
More specifically, they came to the Ministerial Suinon Health Research to discuss
how research could help strengthen national healtstems and achieve the
Millennium Development Goals (MDGs). Topics inclddbow to address critical

shortages in human resources for health, increadesastain financing for health

systems, promote public access to information, awprthe way health research is
conducted, increase the uptake of the results séareh, and ensure effective
interventions reach those in need.

The ministers, their representatives, and othetiggaaints collectively called for a
radical rethinking of the global health researchiesrise. The following four
imperatives emerged from the Summit:

* more investment is needed in research on healtbrags

* better management of health research is required;

* increased efforts must be made to secure publitd=arce in science; and

* more emphasis should be put on turning knowledtpeaation to improve health.

Participants reviewed the progress made sincentieeniational Conference on Health
Research for Development in 2000 in Bangkok, ThdilaThey identified new
challenges and debated the principles and conteatrew research agenda. Their
efforts culminated in the Mexico Statement, an eopdented consensus between
policy-makers, researchers, funders, NGOs, and sntiety groups on how to
refocus health research to improve public health.

Key messages from the Summit included:

1. Health systems must be strengthened so that th&l'siggoor have access to
interventions and services that can improve thegith and well being.

2. The link between development, health, and knowledges been clearly
established. Intersectoral research is neededamiar factors outside the health
sector that have a significant impact on health.

3. The knowledge that is lacking in allowing fasteogress towards the MDGs and
other health goals can be derived from learning heaith systems work and why
they do not. Significantly more funding is required research that is focused on
health systems and how to make them stronger.

4. All countries, including the least developed, néleel capacity to conduct health
research, to implement and evaluate policies andgrammes, and to
communicate and use what is learnt.

5. New kinds of partnerships and broader collaboratiare needed to advance the
health systems research agenda and to accelegatestarch and development of
new vaccines, drugs, and diagnostics that addhessngjor diseases of the poor
and related MDG challenges.
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6. Political will and good leadership are requiredsteengthen domestic scientific

capacity and infrastructure, and to ensure thatttheasearch is embraced in
shaping policies for planning, funding, and cooatling health systems.

. The demand side of research can be strengthenedodtgring structured

interactions between researchers and policy-maksiag knowledge “brokers”
or “intermediaries” to facilitate the process, andolving the potential users of
research in setting research priorities.

. The dissemination of research results must exteydrd publication in peer-

reviewed journals. Effective communication of tlesults of research is necessary
so that policy-makers, health-care providers, téeegal public, and funders can
make better use of scientific evidence.

Evaluation must become an integral component oflthhegolicies and
programmes; research must be embedded in the iraptation of interventions
and in health systems themselves.

10.Public access to information as well as far gretgersparency and accountability

are required to build public trust in science andthe global health research
enterprise.
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Why focus on health systems?

to health research

Chapter 1 Taking a comprehensive, problem solvingpproach

The World Health Organization, togethg
with the Government of Mexico, conveng
the first Ministerial Summit on Health
Research to address the vital role of reseq
in strengthening health systems. The prima
objective was to gain support and funding f
the research that is needed to improve

health of the world’s most marginalize
people and to tackle obstacles prevent
countries from achieving the health-relats
Millennium Development Goals (MDGS)
Given that it is already possible to prevent
least half of the premature deaths

developing countries, the emphasis of t
Summit was on how to translate th
knowledge into action to improve publi
health.

For evidence of the failure of health systej
one need look no further than a child wh
survived the recent Asian tsunami only to g
a few weeks later of tetanus, or the fact tf
every day, far away from the media
spotlight and the world’s attention, equal
senseless tragedies claim the lives of teng
thousands of children, women, and men.
cheap, effective, and easy-to-adminisi
interventions that were brought to market
long time ago are not already universa
available, what chance is there that 4
new, expensive, and complicated-to-deli
treatment for a disease like AIDS, cancs
tuberculosis, or type Il diabetes will eve
reach those in need? Clearly, it is more th
time for a radical change. To borrow th
words of Gita Sen, the Sir Ratan Ta
Chair Professor at the Indian Institute

“Research is a basic component of strengthenindstkn
systems and achieving the MDGs.”
—Vicente Fox

“Health policy cannot be left to the margin of reétns
between countries.”
—Vicente Fox

“Health is not an expenditure that comes after you
achieve an economic goal, but an investment and a
condition to achieve economic growth.”

—Julio Frenk

“Health research is a topic where the self-intereseach
country coincides with the common interest of all
nations.”

—Julio Frenk

“Research focused on health systems can idengfy th
magnitude of the challenges, inform actions, andecd
injustices.”

—Tim Evans

“The MDGs require a new vision for health reseafch.
—Elias Zerhouni

“Research can not be done in one place for the oette
world—every research activity is fundamentally ealo
activity.”

—Elias Zerhouni

“We must not believe that one size fits all.”
—Mark Walport

“Health research starts with identifying priorityeeds in
the community and ends with health gains for the
community.”

—Mark Walport

“Without research it is impossible to find real stons to
the health care needs of populations.”
—Alan Bernstein

“Everything we fund must be publicly available.”
—Alan Bernstein

“One of the most important goals of research igtsure
universal access to health care regardless of ighiiti
pay.” |

—Octavi Quintana

“Research is about partnerships.”
—Octavi Quintana

Management in Bangalore, India, it is tim

A2

for “the voices in the wilderness” to become “thimds of change.”

Few would disagree with the statement that whepadti system isn’t working, the
health of a population suffers. The strength of aiom's health system is a
determining factor in a country’s ability to impmvts people’s health, alleviate
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Box 1.1 Health research for developmer

Commission on Health Research for Development (199
Action agenda:

Essential national health research in every

country

International partnerships

Capacity building

support

Ad Hoc Committee on Health Research Relating taifeu
Intervention Options (1996)

Development, Bangkok (2000)

Key challenges for health research:
Adherence to values of ethics, equity, and
excellence
Sustainable health research systems
Favourable research environment
Knowledge production and application

Ministerial Summit on Health Research, Mexico (2004
Key messages:

Better management of health research
Secure public confidence in science

actions to improve people’s health

More financial resources for health research
Mechanisms to monitor progress and gener

“Best buys"—R&D priorities on major healtf
challenges:
e Child and maternal health
e Microbial threats
* Noncommunicable diseases and injuries
e Health care systems
International Conference on Health Research

More investments in health systems resear(

Stronger emphasis on turning knowledge in

poverty, meet the MDGs, accelerate
development, reduce inequities,
conduct health research, track emerging
diseases like SARS and avian
influenza, and respond in times of war
and civil unrest and in the aftermath of
natural disasters.

D)

'R finisters of Health—especially those
in low- and middle-income countries—
are keenly aware of the complex and
fragile nature of the systems they are

" charged with managing. They are all
too familiar with the many barriers and
challenges that have to be overcome to
keep them functioning, and the kind of
knowledge that is needed to build
sustainable health systems.

for
Describing the challenges in his
country, Nigeria’s Health Minister
Eyitayo Lambo said: The primary
health-care system has collapsed and
coverage rates of routine immuniz-
ations are low; a minimum package of
essential health services has been
defined but not implemented; the

ncountry is far behind on the MDG
targets; and 90% to 97% of the budget
goes to salaries, leaving no money for

lo services and supplies.

“ find myself floating in the air,”

Lambo said, lamenting the absence of evidence tkenpalicy decisions. “l am
desperately hungry for knowledge to allow me to enegrtain decisions—and | don’t
have a whole year to wait.” In the area of finagcatone he said there is:

no information on household health
and

Unfortunately, Nigeria’s predicament is

no information on total health spending;

no data on efficiency, equity, and sustainabilitgarrent health expenditures;
no tools to track external funding for various dise-specific programmes;

no information on optimal health financing methods;

no information on the best systems for nationaltheasurance;

expenditures lzemlth-seeking behaviours;

no way of determining hospital efficiency.

not uniquwdich may explain why the call

to meet in Mexico was met with such an enthusiaggponse. Fifty-two countries
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The

sent official delegations to the Summit, includidyy Ministers of Health and three
deputy ministers (see Appendix for details). Tharfday event gave the ministers
and other country representatives ample opportuaityteract with a diverse group
of key stakeholders responsible for producing,adpcing, financing, translating, and
utilizing scientific knowledge. Policy-makers, rasehers, NGOs, funders, industry,
providers, advocates, and the media were all repted.

lead up to Mexico

The Summit was part of a process that began in 1898tockholm with the
publication of the landmark report of the Commission Health Research for
Development. This was followed in 1996 by a repbum WHO’s Ad Hoc
Committee on Health Research Relating to Futureeryention Options. The
International Conference on Health Research forelagment took place in Bangkok
in 2000. There it was agreed that a similar meetigld be held every four years, a
decision that led to the Ministerial Summit on HldResearch in Mexico in 2004.
Box 1.1 highlights the key messages from each e$dhfour events. The second
ministerial summit will be in Africa in 2008. As iMexico and Bangkok, the world’s
leading health experts will assemble to review peeg, take stock of significant
changes in global health, and examine options foving the global health research
endeavour towards addressing unmet needs and ralerges.

The lengthy preparations for the Summit in Mexiegdn shortly after Bangkok. To
ensure the consultation process was as broad aglgpsneetings with researchers,
policy-makers, NGOs, donors, and civil society gr®were held in all WHO regions.
In addition, three task forces were formed: onelétermine health system research
priorities, another to focus on equity issues, anthird to tackle how to promote
knowledge access and sharing. In the months leaging the Summit, a number of
related research papers were published in medioahgls, notably iThe Lanceand
the Bulletin of the World Health OrganizatioMost significantly, a week before the
Summit, the WHO launched thé/orld Report on Knowledge for Better Health.
Foreshadowing the Summit’s main message, the regrges that strengthening
health systems in low- and middle-income countsiasuld be at the top of the global
health priority list.

As a result of all these efforts, an impressive amhoof supportive background
information was provided to delegates. All the népthat fed into the Summit can be
accessed at www.who.int/rpc/summit.

Key themes emerge at Summit opening

The speeches made at the joint inaugural sessithed¥linisterial Summit of Health
Research and the parallel meeting of the Globalfador Health Research helped to
focus the discussions that followed in the daysdhe
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Box 1.2 Mexico: evidence guides health poli

“The Mexican health reform is a clear example oé {
possibility of harmonizing two core values of resba
scientific excellence and relevance to decisionin@gk
said Mexico’s Minister of Health Julio Frenk in ldpening
address. “Indeed, the formulation of the reformtethwith
a high-quality research process that allowed uguemtify
the challenges confronted by our health systenmeacisity
the lack of financial protection.”

About 40% of Mexico’'s population—the self-employed

and the unemployed, as well as to those who worthién
informal sector—do not have their health expensesred
by the social security system and have to pay fmalth
services out of their own pockets.

“The analysis revealed an unacceptable paradoXnoes
that health is one of the most effective ways ghfing
poverty, but medical care can itself become

impoverishing factor for families when we do novéahe
social mechanisms to assure fair financing thatepts the
entire population. The evidence gathered fromrisgarch
guided a legislative change aimed at correcting plaradox

President of Mexico Vicente Fox spoke
of equity and evidence-informed
policy- making. “Equity is at the centre
of all our public policies,” he said.
“Health is a social asset which must be
within reach of everyone, not just the
privileged few, and so we must ensure
qualty and financial protection.”
Improving equity in health is the
"“primary goal of Mexico’s ongoing
health system reform. President Fox
stressed his conviction that
“strengthening health research systems
is the way to strengthen health systems
themselves,” adding that there is an
affurgent need for policy-makers to
recognize the importance of research.”
He held up Mexico as an example for
other countries to follow: Mexico has

>

by establishing what we have called Popular Healt@chieved the target of spending 2% of

Insurance, which is the basis for achieving faiaficing of
universal access to high-quality services. Reseavith
continue to be a central element during the impleaten
and evaluation phases,” Frenk said.

“The evidence that supported this reform was gathe
through the comparative review of several natioe&rm

initiatives and the use of instruments that wersigieed as
global public goods. Salient among these are thigohl

Health Accounts methodology and the WHO framew
for the assessment of health system performanaes, The
Mexican health reform shows that knowledge, ascéail
public good, can be brought to the centre of a dting
policy agenda in order to address a local probl&mch

application, in turn, feeds back into the globalblpof

experience, thus generating a process of sharedirigal
among countries.”

its national health budget on research
and capacity building. Evidence will
continue to guide Mexico’s efforts to
reform its health system (see Box 1.2).

1]

=

Mexico’s Minister of Health Julio
Frenk addressed the importance of
prinealth for development, the central role
of knowledge in the improvement of
health, and the gaps that need to be
bridged. “Health is not only the result
of economic growth, it is also one of its
main determinants,” he said. “Scientific
knowledge represents the driving force

of health progress...Knowledge leads

to new and better technologies, such as drugsings, and diagnostic methods. The

main challenge is to close the 10/90

gap, whiclameethat only 10% of global

research resources are devoted to those problesmsattect 90% of the world’s

population. Scientific knowledge is assimilated jpgople to structure their daily
relationship with their environment, thus promotimgalthy lifestyles—the challenge
IS to increase access to it, particularly by therpst. The power derived from
knowledge also allows them to become informed usdrservices and citizens
conscious of their rights.” Knowledge may be useddecision-making both in the
delivery of health services and in the formulatarpublic policies, Frenk added. The
challenge is to translate evidence into action‘ama@llow the power of ideas to guide
the ideas of power.”

“Because of the gaps in our current knowledge, exesform initiative should be seen
as an experiment, the effects of which must be ohectied for the benefit of every
other initiative, both present and future. Thisuiegs a solid investment in research in
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health systems. Each innovation constitutes a ilegropportunity. Not to take
advantage of it condemns us to rediscover at gesit what is already known or to
repeat past mistakes. To reform it is necessarpfarm, or else one is likely to
deform,” Frenk said.

WHO Assistant Director General Tim Evans (who spokebehalf of WHO Director
General Lee Jong-wook) acknowledged the past andefuole of medical science in
preventing and controlling disease, but focused tbe unsolved problems,
accumulating dangers, and new challenges. “Whigeisntorld so vulnerable to health
problems that science is supposed to be able @ 2bhe asked. Two of the reasons:
weak health systems and the failure to base policgxisting knowledge.

“Research now needs to turn its attention to thenitcing, workforce, and information
systems on which health depends. Where problemdedireed and understood we can
work consistently towards solving them. Reliabl®imation produced by excellent
research exists, but it is not sufficiently usedstmpe decision-making. Ignoring
research evidence is harmful to patients and wastgsurces. More openness and
better access to research findings are also uygeatded if decision-makers are to
obtain the guidance they need. New research canilmate directly to building strong
health systems, and the research findings we alrbade can be far better used. A
substantial increase in investment is urgently adeth these two areas. | urge
governments and the supporters of research to thakprovision, which will yield a
very high return in benefits for health.”

Funders address how to meet the challenges of gldizalth

The joint opening plenary session featured the ©i@ddsome of the world’s largest
funding agencies—Elias Zerhouni, Director of theidlzal Institutes of Health; Mark

Walport, Director of the Wellcome Trust; Alan Beis, President of the Canadian
Institutes of Health Research; and Octavi Quintamas, the European Commission’s
Director of Health Research. In presenting thegwd on how to best meet the
challenges of global health, the speakers idedtdi@umber of interlocking principles
that should guide health research.

First, different types of health research shouldriieged as synergistic, not mutually
exclusive. Improving global health requires reskarn biomedicine, health systems,
public health, gender, economics, and social seenbDivisive discussions between
basic biomedical and applied health systems relsedoc example, are counter-
productive. So too is the division between analgsid advocacy: good evidence is a
powerful advocacy tool and advocacy can raise pfmvesupport and funds for
research.

Second, many different types of partnerships arthlmarations are needed at the
global, regional, and national levels—public—prejatintersectoral, north—south,
south—south etc. This applies not only to partipssamong researchers within and
between countries but also to collaborations am@sgarchers and policy-makers,
funders, health-care providers, NGOs, and civil idgc Effective knowledge
translation requires a “team effort” where the prcets and users of research jointly
define the health research agenda.
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Third, the speakers emphasized the importance itdfitig capacity in less-developed
countries. Research capacity is needed to genéraieledge, adopt knowledge
generated elsewhere, adapt it to local conditiang, feed back what is learned into
the global pool of knowledge. Another common cadlswor easy and direct access to
information—for global health research to be putha public domain where it will
be more open, transparent, and accountable. Alldpeakers voiced their support for
WHO's proposed international clinical trials regisplatform.

Finally, they noted that the ethical conduct ofesssh is central to gaining and
sustaining public trust in science. Protectingrigéts of individuals who participate
in medical research is paramount, but many otheeas of health research, policy,
and practice also require serious ethical reflectidll efforts to build research
infrastructure in less-developed countries must doeompanied by appropriate
capacity building in ethics.

A “tale of two Sheratons”

Lincoln Chen, Director of the Global Equity Cent&ennedy School of Government
at Harvard University, dubbed the Summit a “taléved Sheratons” because each day
the delegates at the Summit, which was held atSieraton Maria Isabel, were
bussed to the Sheraton Centro Historico to attéeddaily plenary sessions. (The
plenary sessions were jointly held with the Forumesting of the Global Forum for
Health Research.) The daily bus ride was just drieeoopportunities for one-to-one
discussions and interactions, helping to broadeasdand develop networking. Six
ministerial roundtables gave health ministers @irthepresentatives the chance to
discuss topics related to research on health sgstéaily networking lunches
provided an opportunity for informal exchanges. Ttyefour working sessions,
which were focused on more specific topics, wenganized around six themes: 1)
access and sharing of knowledge; 2) innovationgycb and method development,
and evaluation; 3) civil society, gender, and ethi) social, environmental, and
economic determinants; 5) health systems researdhresearch to policy/practice
links; and 6) the organization and funding of headtsearch. While all this was going
on, the Mexico Statement was being revised to aefleputs received from the
official delegations and other participants (sesptér 5).

Rather than summarize each presentation, this repganizes highlights from the
Summit into four areas: chapter 2 deals with hegydtems research and chapter 3
with better management of health research; chapterovers issues related to
improving the use of research; and chapter 5 iotelto closing remarks and the
Mexico Statement. A postscript notes developmenteghe Summit closed.
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Chapter 2 Research to improve health systems

The “grand challenges” facing health systems

The Grand Challenges in Global Health initiativehiah is funded by the Bill &
Melinda Gates Foundation and managed by the Foiondatr the National Institutes
of Health, aims to direct more biomedical resedoshards the health problems that
disproportionately affect the two billion poorestople on earth. The initiative, which

ladl

was announced in January 2003, has sing
out 14 critical scientific and technologica
problems that, if solved, could lead f
important advances against diseases of
developing world. During his openin
remarks at the first plenary session, WH
Assistant Director General Tim Evans said
similar approach was needed for hea
systems research.

He identified three "grand challenges"” th
must be tackled in order to improve th
performance of health systems. The first
making sure that safe, proven, and che
interventions reach those in need. The f
that about two thirds of current child deat
could be prevented with existing, low-co
health interventions and that in 2001 only
15% of African children were sleeping und
mosquito bednets highlights the extent of t
problem.

The second challenge involves improving t
distribution of health services. Those wil
unmet needs are disproportionately thd
with lesser means. From Bolivia to Egyp
from Indonesia to Zimbabwe, women in tf
lowest income quintile are far less likely 1
give birth with the help of a skilled attendar
Even in poor areas within countries, relati
wealth differentials matter. Again and agai
the least poor have better access to he
services than the poorest. Because equit)
often sacrificed for efficiency whery

“It is difficult to strengthen what you do not umsand.”
—Lola Dare

“Health systems research, to put it simply, is hasv
organize ourselves for knowledge-based social healt
action.”

—Lincoln Chen

“We need more information about how to integratetvh
we are spending in a way that will have the mostipu
benefit.”

—Julio Frenk

“We need to unravel the health systems genome.”
—Tim Evans

“A lot of holes have to be plugged before we carept
that research will help achieve the MDGs. We hdeatp
of problems but very few solutions.”

—Ashok Jugnauth

“Peace is a pre-condition for good health. Unlessvave
peace in the world, the MDGs will be hard to achiév
—Muhammad Nasir Khan

“Sometimes we chase numbers, and equity and qudlity]
health care get ignored."
—Manto Tshabalala-Msimang

“The only route to reaching the health MDGs is thgh
the worker; there are no short-cuts.”
—from the Joint Learning Initiative report

“Disease is not the fault of people. A system tmgioses
burdens on the sickest and poorest is unethical.”
—Julio Frenk

“If you want to fund without knowing the way, you'l
flounder.”
—Francisco Songane

“It is essential for countries in the south to haecess to
ICT to compensate for lack of information.”
—Celine Seignon Kandissounon

prioritizing health care and because t

he

MDGs do not specifically target the poor, steps inluestaken to ensure that striving
to achieve the MDG targets does not widen the g@aip.

The third grand challenge involves protection aafgéty because far too many people
are worse off after encounters with the healthesystThis applies not only to the
quality of care they receive but also to the cdstemeiving that care. Each year
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around the world, the act of seeking care pushedsast 100 million people into
poverty (see Figure 2.1). For millions of otheneatly living below the poverty line,
seeking care pushes them even further into poverty.

Figure 2.1 Number of People Suffering Financial Castrophe and
Impoverishment Due to Health Spending
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In order to address these performance shortfatisraprove health systems, research
needs to focus on the critical functions that upaea health system, such as human
resources, financing, information systems, comnmexlitand services. “These and
other subsystems are not a given in any healttesystsaid Evans. “They require
contextual specificity as well as understandintghefr global interconnectedness.”

For example, health information is the “glue thatdls health systems together, and
yet in most countries in Africa, we still don't evdhave a system for counting the
dead.” Among the 46 nations in the WHO African oggifor example, just four
countries provide “reasonable” estimates and omlg bas a complete death count.
With more investment, innovative approaches, battanagement, and a focus on
tackling the gap between knowledge and actionthegstems research can produce
the required tools and knowledge to build an effechealth system and improve
people’s health. One example—a project in ruralZzéara that has reversed the trend
in child mortality using system-wide interventions/as presented by Don de
Savigny, Senior Visiting Scientist at the Swiss fical Institute, during a working
session (see Box 2.1).
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Priority research areas

In the lead up to the Mexico Summit, the WHO comeera group of experts to
analyse how research can create the new knowledgessary to improve health
systems and thus improve the prospects for atgithe MDGs. The Chair of the
Task Force on Health Systems Research, Andy Haieesthe first ministerial

roundtable, which sought the ministerp
input into the question: Can resear
help to achieve the MDGs?

Box 2.1 Tanzania: Systen-wide interventions for
more effective health systems

The Tanzania Essential Health Intervention Project
The Task Force has identified 12 bro (TEHIP)—a partnership betw_een Tanzania’s Ministfy |0
. N . Health and Canada’s International Development Rekep
topic areas as priorities for primar Centre—was set up in 1997 in two of the country’s 12

research and systematic reviews (S
Box 2.2). These topics address heal
system barriers to the attainment of t
MDGs but they also have a wide
relevance to many other heal
problems, including the manageme
of chronic conditions like
cardiovascular disease, diabetes, §
cancer. Haines, who is the Director
the London School of Hygiene an
Tropical Medicine, stressed the neg
for local solutions, collaboration, an
international cooperation. He also sa

¥
that to have an impact, these priori ;Zl’ ‘\ oot st o o [
research areas need to be grounded ﬂ .y SR e
linked to the MDGs and othe| |iw A
initiatives dealing with specific diseasq |{ * s K

or health concerns.

One of the most recent examples
influential research on health systems

districts. As part of a nationwide reform of thealtle
system, TEHIP’s mission was to develop new tools
allocate resources according to health priorit@syvide
communications and supervisory support, and impr
health services. These tools have since been use
significantly reduce the burden of disease. Thairég
below, for example, illustrates the decline in @h
mortality. Data gathered during regular evaluatiohshe
project played an influential role in the Tanzani
government’s recent decision to scale up and imghén
TEHIP’s tools and interventions in all districts.

Reversing the Trend in Child Mortality
Impact of District Health System Interventions in Rufiji District Tanzania

I 1997 Start of Health System Intervention

----------------------------------------------------------- 484
'MDG Target for Tanzania

der Five

1990 1995 2000 2005 2010 2015

the evaluation of the WHO'’s Integrat

U

Management of Childhood Iliness (IMCI) programmeelitinary findings from
Bangladesh, for example, have demonstrated impranedity of care and better
health outcomes after IMCI was implemented (see Bd. Similarly rigorous
evaluations of other programmes, initiatives, artdriventions are an urgent priority,

Haines said.

Summit participants agreed that governments shaiititcate adequate funds to
support health systems research in order to adgmessty questions. But many

stressed that it was not sufficient. Some minisspeke about the significant causes
of ill health that neither ministers of health m@alth researchers can easily influence,
including poverty, war, civil unrest, and the abo$&uman and civil rights.

Of the 12 priority areas identified by the Task ¢&rfinancing, human resources, and
information technology were discussed in considerdbtail throughout the course of
the Summit. The following three sections presemesof the highlights.
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The crisis in human resources for health

It should go without saying that strong health eys are impossible without an
adequate number of health workers. Indeed, resdmshdemonstrated a clear link
between worker density and mortality—maternal, nbhfeand under-five mortality

rates all drop dramatically as the ratio
Box 2.z Task Force on Health Systems Researcl | of health workers per 1,000 population

priority research topics rises. But even though health personnel
Financial and human resources development is an essential component
« Community-based financing and national healthf of health systems development and
insurance personnel accounts for the highest

*  Human resources for health at the district level | percentage of recurrent expenditure in a

* Human resources for health at the national leve health system, very little research has
Organization and delivery of health services ’

. Community invoivement been done in this_area. To tal_<e a step

« Equitable, effective, and efficient health care towards closing this huge gap in health

«  Approaches to the organization of health servicgs 'esearch, one of the six ministerial

+  Drug and diagnostic policies roundtables was devoted to the human
Governance, stewardship, and knowledge managemeni resources for health.

e Governance and accountability

e Health information systems

- ) ’ _ _ The session, which was chaired by
*  Priority setting and evidence-informed policy-

making Lincoln Chen, provided an ideal
- Effective approaches for intersectoral engagemenPPPOrtUNity to present the findings of
in health the  Joint Learning Initiative.
Global influences Participants were given the Executive

C Effects of global initiatives and policies (incladi Summary of “Human Resources for
trade, donors, international agencies) on health Health—Overcoming the crisis,” which
systems ) .

was not made public until a week after

the Summit. The report estimates that
an additional one million health workers are neeeslib-Saharan Africa to provide
a basic package of health-care services and medfliliGs—that is nearly triple the
current number of workers. The report cites thregomforces contributing to the
crisis: HIV/AIDS, labour migration from developintp developed countries, and
decades of “chronic under-investment in human nessu’

In one of the working sessions, David Sanders efihiversity of the Western Cape
in South Africa presented some detailed numbet&duihighlighting the extent of the
problems of health worker distribution and the fbrarain” between and within

countries. For example, between 1985 and 1995, 60&hana’s medical graduates
left the country; during the 1990s Zimbabwe losD & 1,200 medical graduates; in
1999, 78% of doctors in South Africa’s rural ar@sre non-South Africans; and in
2000/2001, some 1,086 South African nurses werstezgd in the UK.

Sanders said effective management of human resouegeires the development and
strengthening of information systems, an understandf the factors affecting staff
retention and training, and excellence in leaderdResearch is needed to:

* Develop, monitor, and evaluate evidence-based huraaource interventions,
which should be informed by needs assessmentstaatian analyses.
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Understand and measure the factq
influencing the movement of healt
professionals between and with
countries (including GATS and th
expanding private sector in healf
services).

Determine how best to improve th
working conditions of doctors an
nurses in medium- and low-incom
countries so that they stay at homg

Inform the debate about how t
develop an effective workforce t
deliver health services, as well §
how to organize and financ
education and training.

Box 2.3 Evaluation shows IMCI can delive

Results of the first evaluation of WHQO'’s Integrat
Management of Childhood lliness (IMCI) strategy, ethi
has been implemented in Bangladesh, Tanzania, @ga
Peru, and Brazil, illustrate what health systeneaesh can
achieve. When implemented effectively, IMCI contidsi
to the achievement of the MDG on child survival.GN&

goal is to remove the main barriers to improvingldch
mortality—low utilization of health facilities, irkequate
quality of care in first-level facilities, and pooompliance
with referral for very sick children. In Bangladestor

example, an evaluation of IMCI has revealed thamditée

improvements were achieved in a matter of morithacet
2004; 364: 1595). In 2003, the proportion of vergks
children who were managed correctly at first lelrehlth
facilities rose from 15% in January-March, to 39%6
April-June, and to 81% from July-September. Theurkg
below shows the increase in health facility utili@a in

137
o

nd

_ _ _ areas where IMCI was implemented.
Provide reliable estimates of work

force requirements for appropria

Health facility utilization increases in IMCI areas

health-care  delivery—not  jus

doctors and nurses but alg | 2 —
community  health  workers| | *" H 2 /
midwives, clinical nurse practy |3 . sk sb . TN\ AN
tioners, and medical assistants, | | wo 1B // \u/ ~

well as managers and public heal |§ = wizw" Ve

workers with skills in policy-| |3 S+ ""“aﬂuh_ﬁ_“___,
making, advocacy, planning, prd ) SN S ]
gramme design, implementatior FoEREEiiiREEiiciEEg

monitoring, and evaluation.

Data source: Routine MIS and GoB MIS

The ministers at the roundtable, all too
aware of the urgency to find effective solutionached a recommendation for a
meeting devoted entirely to research issues retatbdman resources for health.

Sustainable financing for health systems

One of the ministerial roundtables addressed hoseareh can help improve the
financing of health systems. No one disputed tlog tlaat current funding is grossly
inadequate to strengthen health systems and imppeeple’s health. In a video
presentation, the Honourable Paul Boateng, the @Kief Secretary to the Treasury,
said that if the current pace of funding remainshamged, the health-related MDGs
would not be met until 2155. Expressing support thoe proposed International
Finance Facility, he said an additional US$50 dnilliand a global strategy were
needed to meet the MDGs by 2015.

The flip side of the coin is that out-of-pocket sgmg accounts for a significant
percentage of total health spending in many lesgldped countries (see Figure 2.2).
Moreover, the percent of out-of-pocket spendingfien highest in countries that do
not offer adequate risk protection to the poor.
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At the moment there is no rhyme or reason to thenfting of health systems in many
developing countries. Most governments do not atlecan adequate portion of
government spending to their health systems andorddonds are erratic,
disorganized, and opaque. There was general agnétem®ng the health ministers
that it was necessary to redefine what “sustainéibéncing” means in low-income
countries. Working out an appropriate balance demral and domestic funds for
financing health systems is an important first sé&fhat percentage of funds for a
health system can reasonable and realisticallyxpeated to come from domestic
sources? To encourage greater transparency, cesirghiould develop their own
financing mechanisms to deal with funds from exaésources.

Figure 2.2 Composition of health spending - 2001

Data estimated using average annual exchange rate
SourceNHA Unit, EIP/FER/RER, World Health Organization

O Taxes M Social health insurance [ Private health insurance
O Out-of-pocket spending B Other private expenditure

100% T T J— || B |

80%

60% 1

— |
|=—— i
20% —
0% T T T T

AFRO AMRO- EMRO EURO SEARO WPRO  OCDE - USA
USA USA

The key policy questions that emerged from the dtaivie were:

What are the possibilities for increasing and sostg domestic flows of money
to health?

What is the impact of external flows and how cassthbe increased and sustained
in a predictable manner?

What is the source of money injected in the heditlancing mechanism,
including out-of-pocket spending by income quirgite

What is the evidence on catastrophic paymentsmpdverishment, and what are
the options to extend and sustain financial riskegxtion?

How can the efficiency and equity of current exgemds be measured and
improved?
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Manuel Dayrit, the Secretary of Health from theliBpines, summed up what all
health ministers want to know: “Where is the mooening from? How is the money
being spent? How can it be better spent?”

Information systems, a basic building block

The absence of basic health data throughout mutteadeveloping world is a major

problem. At the same time as health systems laskntsl information, they are

“drowning in data.” Even though there is expondrgr@wth in the volume of health

information, the information needs of health-camxision-makers are not being
served. The solution to this “information paraddiés in developing integrated

information systems that go beyond the measuremEbasic health statistics and
capture key health system parameters, best practiod other information needed by
policy-makers, funders, managers, providers, aadyémneral public.

The general consensus at the ministerial rounddleted to “e-health” (a term for
the effective use of electronic information and oeamication technology in health)
was that it is an essential tool for strengtherfieglth system performance. e-health
can improve access to information, train health keos and keep their skills and
knowledge updated, improve human resource manadeandrpatient care, allow for
the use of electronic health records and telemeelicand improve monitoring and
reporting in a number of areas from disease oukbreadrug supplies.

The roundtable focused on the health researchsssiemtified by health ministers
and the prospects of bringing e-health to beartipeli on these issues. Merceline
Dahl-Regis, Chief Medical Officer, Ministry of Heh] Bahamas, presented the
results of a survey undertaken by WHO prior to Semmit. Eight out of 13
respondents indicated that their countries had -aeaéth strategy and three others
anticipated having one within the next two years.

Developing and implementing national strategies| w# a challenge for many
developing countries, and will require the techhead material support of WHO.
Countries should pursue a comprehensive natiorsitagegy covering commerce,
government, education, and, of course, health.élaez opportunities for technology
leapfrogging, for example, through the use of ne@telephone technology.

The Health Metrics Network, a new global collabamataimed at enhancing the
availability and quality of health data at the coyrand global level, was the topic of
another roundtable. Both health research and heafithmation systems generate
guestions on how to improve health and provide Haell on the effectiveness of
interventions. But research is often poorly intégdainto health information systems
and health information systems often fail to geteethe kind of data that researchers
need.

The following are some of the highlights from tloeindtable:

* Information overload is a critical issue—the chadje is not to simply produce
more data but to generate better quality datayjorove data analysis, and to
promote data use.
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* Too much of the information currently available a$ interest primarily to
academic and research communities. More effort s)\¢edbe directed towards
data and analyses that address the health infamakeds of policy-makers,
programme managers, front-line health workers,cammunities.

* It is important to embed evaluation into programnagsl projects and health
information systems should more explicitly seeldtothis. Evaluation is of vital
interest to decision-makers at all levels.

* Generating good data costs money.

* A sound legal framework is needed to ensure adberennorms, standards, and
timelines.

* It is important to address sub-national health nmiation needs and ensure the
involvement of communities in data generation asel u
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The previous chapter summarized the roundtableudsons and presentations that
specifically related to challenges facing healttsteyns. This chapter covers the
broader issues related to improving the manageroémealth research. Topics like
funding for health research, capacity building, deaship, intellectual property
rights, equity, access to information, and syst&@maviews were discussed in several
plenary and working sessions.

The importance of local research and knowledge

Several speakers noted that even though globathheasearch and development
spending passed the US$100 billion mark in 200dreths still a massive gap in
funding for health research that is relevant tstlekeveloped countries.

Most low- and middle-income countries do not altecadequate funds to health
research. In 1990, the Commission on Health Rekedor Development
recommended that at least 2% of national healtlerdipures should be invested in

research and capacity building. But tH
target has only been met by four countries
the developing world—Brazil, Cuba, Indig
and Mexico.

How can other countries be encouraged
follow suit? One way is to lead by examp
and use evidence to show the benefits t
arise from a modest investment in hea
research. As noted in a working session
scientific and technological innovatior
researchers in Cuba have developed a Id
number of health products that are being us
in the Cuban health system and also be
marketed in other countries. What's mor
infant mortality rates and life expectancy
Cuba are similar to high-income countri¢
even though its per capita GDP is closer
that of low-income countries.

Donors are also falling short of the mark. T
Commission on Health Research f
Development recommends investing at le
5% of external donor funds for health int

“Countries need to develop their own solutionsheirt
own problems.”
—Andy Haines

“Internationally-funded vertical programmes tend to
worry only about their own targetsot the long-term
needs of aid-recipient nations.”

—John Frank

“Weke rangi mpya kwenye gari, Abdallah, Kuna
mabadaliko. Repaint the land-rover, Abdallah. BRI i
toast; ART is here.”

—John Frank

“Knowledge is the handmaiden of money.”
—Gita Sen

“Gender gets mainstreamed out of existence; it's
everywhere but it's nowhere.”
—Gita Sen

“We need less research, better research, and revear
done for the right reasons.”
—lain Chalmers

“Biased under-reporting of research is unethicaban
should be outlawed.”
—lain Chalmers

“Increasing the visibility of evidence can contribuo a
broader culture of evidence and accountability.”
—Sally Stansfield

research and capacity building. But tf

reality is that very few donors fund research per $he majority of donor

development funds that are allocated to healthogeettical programmes. Research
funding is by and large limited to specific progeind individual studies. Investment
from external donors in long-term capacity buildirsgrare. With the roll out of

billion-dollar funds to fight HIV/AIDS, tuberculosj malaria, and other causes of ill
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The

health well underway, it is crucial to ensure tsatme money is directed towards
research and capacity building in least-develomraties.

Although not all countries can afford highly sopitiated research facilities, Summit
participants agreed that all countries—including tkast developed—need some
national capacity for analysis and research. Duangorking session hosted by
various funding agencies, Berit Olsson, Assistameddor General of SIDA in
Sweden explained why: “Without this essential reseacapacity, countries are
vulnerable. They cannot even produce or monitoepgyweduction strategies needed
to access external assistance and cannot engageneguatiate with external
actors...The capacity to interact with—and say ‘me—external actors is critical.”

Much more support is needed for research “in ariddeyeloping countries, and not
just “on and for” developing country problems, shdded—a common theme
repeated throughout the Summit. “The value of nete#& not only in developing

products and outcomes; the process itself is inapbrtResearch, analytic capacity,
openness to inquiry, and exposure of failure orerfgct policy choices are vital

contributors to strengthening the general cultufeaccountability, openness, and
democracy,” Olsson said. “In order to have goodliegpresearch, you need a
foundation—you need core capacity in basic disegdi such as statistics,
epidemiology, and social sciences. This entailgmm institutional support.”

importance of good leadership

Effective leadership at all levels is an essemiament in managing health research.
Two areas of leadership within ministries of heaktbre discussed in a working
session on the political value of a systems appro@adealth research. If encouraged
and facilitated, ministries of health can providadership to convene the spectrum of
stakeholders and sectors involved in the productioth implementation of research
findings that address health concerns. Ministriebealth can also leverage policies
and strategies to support and retain researchemsietparly those embedded within
the health system—provided they work in partnershiin other ministries, sectors,
and institutions (and often foreign institutionsvesll).

Panellists and participants agreed that sharingréeqces across countries is valuable
and that good leadership requires several compshientuding:
* having a vision for health research;

* understanding the organization of national heatearch;

* knowing the major health challenges;

» setting and coordinating health research priotities

» working with other partners;

» developing and enforcing ethical standards forthealsearch;
* increasing accountability in the use of public fsnd

* knowing how research is distributed and accesset; a

* monitoring and evaluating health research.
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Leadership also featured prominently in a workiagsson on new technologies from
public—private partnerships to achieve the MDGsniders of health and other

leaders in the developing world can play a decisole in accelerating the research
and development process and in speeding up acoesew health technologies

(vaccines, drugs and diagnostics) that addressndjer diseases of the poor and the
related MDG challenges. Recent experiences in Kddganda, Thailand, India, and

elsewhere show that national leadership is criiitahaping policies for planning and

coordinating clinical trials, informing and mobilg communities in trial areas,

strengthening domestic scientific capacity and astiructure, and developing

“roadmaps” for the swift adoption and uptake of neshnologies.

Reconciling intellectual property rights and affoeble access

Over the past few years a number of high-levekiagonal meetings have been held
to try to resolve the issue of patents and acaessdential medicines. In one working
session at the Summit, members of the Commissionintellectual Property,
Innovation, and Health gave an account of its worklate and sought feedback from
participants. Issues identified by the Commissioicluded: how to reconcile
incentives for innovation with affordable acce$s tosts of R&D and how to reduce
them; other factors affecting innovation includirgulation, liability, and the neglect
of some groups (eg, children); and the importariddepatent system for innovation
and potential problems in its application.

In the discussion, not everyone agreed that patsate a powerful incentive for
innovation, suggesting that other models may beenadfective. Most agreed that
patents were not an important incentive for diseasainly affecting least-developed
countries. The issues arising from the introducodrmproduct protection in India in
2005, as regards incentives and future access decimes in India and elsewhere, are
important for the Commission to consider.

Consideration also needs to be given by the Conmnige non-biomedical research,
including health systems research and other meanprdduce desirable health
outcomes. Because the current system is not woddiegjuately for diseases mainly
affecting developing countries, the Commission stheonsider new institutional and

financing arrangements in this area. A key problenthat public funders tend to

finance basic research, but not “translational agd® to produce useable products.
This implies the need to consider the funding pies of public sector funders,

alongside improved incentives in the private sector

Part of the management of the health research gsasedentifying priority questions
and commissioning appropriate research. As the next sections pointedly
demonstrate, there is room for considerable impr@rg in both areas.

Gender and equity dynamics in health research
In her plenary session talk, Gita Sen explored v@sgarch on health equity has been

neglected. For example, it has been known for & lome that socioeconomic
determinants play a critical role in determininglie outcomes and yet little research
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has been done in this area. What's more, discussimd to focus on poverty and
ignore other determinants—such as caste, racegamder—that “shape how people
live and influence their chance to be healthy,” shel. “Research gets done as if
these things don’t matter. More attention needsetpaid to the multiplicative impact

of these effects—they are not simply additive.”

Profit is part of the reason but since not all trea¢search is profit oriented, part of
the responsibility also lies with institutions. Wiho profit potential, the absence of
institutional support is the “kiss of death” forrgker, equity, and health research, she
said. For example, without a catalyst in the insoin, the results of gender research
do not stand a chance of getting picked up andlated into policy. And because the
women who do this research do not belong to thevorés that dominate health
research, they are often unable to find supporowtnd in which ways are we going
to ensure that the roots of influence are openetbupe young female researchers
working in this area?” she asked.

Sen also spoke about power—the “all pervasive” rogige of the equity coin. “Power
shapes the dynamics of health research, policy, smhations”, and it uses many
"masks" and "disguises” to do so. Power and momeiand in hand, and there are
power dynamics in the relationships between theamesers and the researched. It
appears in the translation of research into padiog explains why some issues get
sidestepped in the process. For example, to urmshersthy sexual abuse, domestic
violence, and unsafe abortions have not reachegdley level it is important to look
closely at power relationships. Sen concluded Hiyngafor a “cultural revolution” at
the institutional level to buffer against the irdhce of power.

These messages were followed-up in a working sedsicused on the WHO Task
Force Report “Priorities for research to take favehe equity policy agenda.” The
Report states that “unfair inequalities in healtlseaat a number of levels, in the
economic, social, and environmental determinantshedlth, in the policies that
influence the distribution of these determinantsl & the political and economic
interests that shape these policies.” It goes ostdte that “any research process that
seeks to explain and understand the sources avetslof this inequality would need
to take account of these determinants, and theipsliinterests, and imperatives that
influence them. More importantly, a research preckssen by values of equity, and
goals of justice, would need to generate knowletthg¢ confronts these trends and
promotes public, population health interests inaythat preferentially benefits the
most disadvantaged in society.”

Producing ethical, reliable, relevant, and accedsilbesearch

Sharing knowledge and public access to researchrnmaftion are essential

components of managing the research process. Twase broad support at the

Summit for initiatives like HINARI (Health InterNebrk Access to Research

Initiative), which are providing health institutiein least-developed countries free or
very low-priced access to the full text to thousandl international journals via the

Internet. In addition, speakers and delegates @idorsed the establishment of an
international public register of clinical trials.
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There was also widespread recognition of the pivatie of systematic reviews—
which are designed to review reliable and relevaseéarch and to minimize biases—
in the research process. Reviewers establish olejctives and selection criteria,
search for and assess all eligible studies, anabgdts, and prepare a “transparent”
report, allowing readers to judge when the revievikely to be trustworthy. In his
plenary session talk “Ignoring information from @asch evidence is harmful to
patients and wastes resources,” lain Chalmers miextea compelling case for why
new research should begin and end with a systemeafiew.

“Good intentions are not enough to protect patidndsn unintended harm,” said

Chalmers, who is Editor of the James Lind Libramythhe UK. In the 1950s, for

example, Benjamin Spock believed it was best fdiidsato sleep on their stomachs,
advice that was based on no scientific evidencelesido tragic consequences for
thousands of parents who believed the paediatramhauthor of a best selling book
knew best. To avoid such tragedies, systematicewevishould inform health-care
decisions, policy-making, and clinical practice.

Moreover, “biased under-reporting of research ificatly and scientifically
unacceptable, and it should be outlawed,” Chalrseid. “Information about ongoing
research should be registered prospectively antichubReferring to the “mountain

of trivial research” that has no impact on impravioutcomes for patients, he said
systematic reviews would result in “less reseab#tier research, and research done
for the right reasons. The current research agelods not serve the interests of
patients and the public efficiently because of pesg commercial and academic
influences on the research agenda and insuffiaieetest in evaluation among health
policy-makers.”

“Research must consider the needs of the end-usesaid. “People reading research
reports want researchers to provide answers to doestions: Why did you start?
What did you do? What answer did you get? What daesan anyway?”

In his concluding remarks, Chalmers suggested distdon points that, if followed,
would save lives and resources:

* Encourage admission of uncertainty about the effedt health practices and
policies.

* Increase the capacity for systematic reviews afaesh evidence.

* Outlaw the biased under-reporting of health redeaamd require public
registration of all clinical trials.

* Promote research relevant to people planning, wgrkn, and using health
services.

* Refuse to support new research unless systemaiew® of existing evidence
show that it is ethical and likely to be worthwhile
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Reliable information produced by excellent reseamshsts, but it is not being

sufficiently used to shape decision-making. Gettimg results of health research,
biomedical or otherwise, into policy and practicequires specific knowledge and
skills. One of the main objectives of the Mexicon®it was to garner meaningful

support for this message. To that end, how to pterand support evidence-informed
decision-making among policy-makers, funders, hgaibfessionals, and the general
public was the subject of one ministerial roundéala few plenary session talks, and
several working session debates.

Health ministers identify challenges and opportuigs
Delegates who attended the ministerial roundtabléaking informed policy

decisions: challenges and opportunities” were fimseéfed on a meeting of senior
government officials in Kuala Lumpur in Septemb@02, which was organized by

WHO to gather input into the Mexic

Summit. Officials there concluded that tf
global community needs to improve th
availability, communication, and use of th
best available evidence for health policy
global, national, and regional levels and
initiate a global fund to support thed
activities. They also concluded that acquiril
and using evidence to strengthen hes
systems should have equal priority wi
acquiring and using evidence to addrg
priority diseases.

Health ministers and heads of count
delegations were then asked to respond
two questions related to informed policy
making and international collaboration. TH
following points highlight some of thei
responses.

What is the single biggest challenge you fa
in making well-informed policy decisions?

* Addressing the multisectoral influencq
on health.

* Involving stakeholders in decision
making about health systems and he§g
policies and in turn making informatio
available to stakeholders and the gens
public.

* Accessing timely, relevant, up-to-dat
and reliable information that is locall

“There is a unity between research and health —the
two are separated only by time.”
—Harvey Fineberg

“Beyond piloting innovations, true success comeh wi
standardization, amplification, and replication.”
—Harvey Fineberg

“When | have sick kids, you give me surveys—when a
minister is sick, you hire a plane. | don’t wantvays; |
want policies that promote local ownership. Researc
must be disseminated and used.”

—Manto Tshabalala-Msimang

“Researchers: adopt a manager or policy maker téday
Managers and policymakers: adopt a researcher tdday
—Jonathon Lomas

“Politicians and policy makers don't see the ligtitey
feel the heat.”
—Christina Zarowsky

“We often have a better sense of what is not wgrkian
what is working. The collection, documentation and
dissemination of evidence of good practice through
research should be a key priority.”

—David Sanders

“Most health research is still not done in a wath
explicitly considers and increases its chancessef e
being used—by anyone.”

—John Frank

“There are opportunities to use research to transfo
both policies and politics—we need to use our nesea
results much more creatively.”

—Sally Stansfield

“Empowerment of communities enables people to build
their lives, as agents of change and not simplgaibjof
charity.”

—Pascoal Mocuml
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applicable, user-friendly, and written in languageat are widely spoken—
especially information about which health systems public health interventions
work.

What is the single most promising opportunity foternational collaboration in
supporting you in addressing the challenge?

» Establishing or building upon an existing globapasitory of user-friendly
information (especially systematic reviews of th#l fange of relevant health
systems interventions), and ideally one that seggneformation by applicability
to different country contexts.

» Establishing local processes to collect and analgta as well as to adapt global
information so it is locally applicable and so dncbe presented to busy policy-
makers. (Brief summaries should include cost esamand suggests indicators
that can be used to monitor progress.)

* Creating a government-wide policy to promote the o$ evidence in policy
development.

» Undertaking broader political initiatives (like th®20) to address the political
iIssues involved in the development and implemeottadf multisectoral policies.

Health ministers and heads of country delegatigneel that national governments
should establish sustainable programmes to sumwdtnce-based health delivery
systems and evidence-based health policies bugsstiethe importance of clarifying
that it applies to public health interventions amat just clinical and institutional

interventions.

From action comes knowledge and change

In his plenary presentation “Research, communioaténd action—making results
count,” Harvey Fineberg, President of the InstitotéMedicine in the US focused on
transparency—*“the prompt and complete reportinghefresults be they positive or
negative,” capacity building in developing courdrieand communicating global
health issues to the public. But he started ousdyng more recognition and more
funding needs to be given to those who disseminaiglement, and evaluate health
programmes and interventions.

There are only two kinds of research, Fineberg: sa&l discovery of new things and
the search for better ways to do what is alreadywkncould work. The latter is
relatively under-invested compared with the form#rearning how to improve
delivery and how to enhance services is a resegahelienge. More support and
recognition is needed for those who are dissenmgatiesults and bringing
programmes to scale. It is not a unidirectionahdeolge-to-action pathway,” he said.
“Action can also lead to knowledge—there is muchldarn from the valuable
experience gained in the application of researstlte”
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Referred to as *“action learning,
“participatory action,” “learning by
doing” and so forth, the important rol
of research throughout the process
implementing and evaluating reform
interventions, and programmes was
recurring theme at the Summit. In the
respective plenary session talks, A
Langer, the Population Council
Regional Director for Latin Americg
and the Caribbean, and Eva Harr
President of Sustainable Scien
Institute in the US, showed how suq
an approach to research was reduc
maternal mortality in Mexico and
facilitating the transfer  of technolog
to scientists in Latin Americar
countries.

In a working session, David Sande
said a participative action resear
approach could be used to train hea
workers and develop case managem
protocols. “Given the necessary trainir
and support, hospital staff, even in tf
most under-resourced areas, have

ability to identify and begin to rectify
poor practices,” he said. “N
conceptualized carefully and if owne
by policy-makers and implementer
research can inform decision-makir
and implementation of interventions.”

Another working session arrived at tH
following conclusion: To help improvs
health systems and health outcomq
new research methods that both engza
and are carried out by local healf
communities must be establishe
alongside traditional approaches
scientific discovery (see Box 4.1 fo
details).

The idea here is that researchers sho
not view policy-makers, health
workers, and citizens as passi
recipients of the results of their wor
but rather as active participan
throughout the research process, frg

deciding the research questions ri

Box 4.1 Learning communities in primary care

A working session reviewed four on-the-ground atities
demonstrating different approaches to supportiroglly-
driven learning communities in the developing world

The Implementing Best Practices Initiative is
international knowledge-sharing community worki
to close the knowledge-to-practice gap in reprdseac
health by creating communities of practice.

AMPATH (Academic Model for the Prevention ar
Treatment of HIV/AIDS) has improved patient care
Mosoriot, Kenya by establishing an electronic medi
record system and clinical learning network.

Partners in Health is using a secure web-ba

9

n

sed

electronic medical record system to improve the

quality of care across networks of clinics in Haitid
Peru.

The Institute for Healthcare Improvement is usi

local learning systems, electronic communicatiord &

“plan-do-study-act” cycles in places like Peru, §tas
and Rwanda to improve data collection and hasten|
diffusion of innovations and the scale up of treatin
programmes.

Key messages from the working session included
following:

Sound measures and processes to ensure the aia
information (quantitative and qualitative) captur
must be established and adopted by communities.

Tools and processes must remain flexible to accq
for varying needs of communities, but must sharm
adhere to common standards for codifying g
exchanging information.

ng

th

the

ity
bd

unt
an
nd

Regular meetings should be held to review outcomes,

celebrate successes, and coordinate responsestd
desirable trends.

Decision-support tools can both improve the efficig
of community work and catch potential errors befq
they can do harm.

Combining evidence from rigorous and structur
research with effective practices from local leagni
and improvement results in what can be referregist
“pragmatic science”.

Sustainability is a critical concern for such aputees,
and every effort should be made to decre
dependence on non-local resources (including filaan
resources and human capacity).

Such concrete projects offer great hope for alteraa
solutions, however their true benefits can onlyseen
through broader implementation.

The international funding community must design
more resources to amplify such initiatives.
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Box 4.2 Ondo State, Nigeria: a learning and actior
strategy for strengthening health systems

In one of the joint plenary sessions, Lola Daregdttive

Secretary of the African Council for Sustainable IHe3
Development (ACOSHED), presented a case study dthhg
system reform in Ondo State, Nigeria. The oppotyuifor

reform came in April 2003 with the election of annparty.

Among the new administration’s first tasks wasnipiove the
performance of the health sector. ACOSHED-Nigerihictv
was contracted to help, started by generating secileto
support the need for reform. Extensive consultatiquolicy

dialogues, forums, rollout workshops, and presantatto the
People’s Parliament helped to ensure this eviderasewidely
and effectively communicated.

The evidence spoke for itself. Quality of care wbgsmal. For
example, only 20% of malaria cases were being ede
properly. From 2001 to 2002, child and maternal lthe
indicators had worsened (where there were datartare).
Funding was grossly inadequate. Health as a pewgerdf the
state budget had declined from a high of 6% in 2001.5% in

2003 (compared with WHO’s recommendation of 15%)pea
capita health budget of $2.20. Drugs, services, andpment
suffered in the cutbacks with infrastructure eatiqyalmost
70% of the capital expenditure budget compared @46 in

2002. As for recurrent expenditure, 94% went toarsed

leaving virtually no funds for training, servicesjpplies, and
administration.

Moreover, the health workforce was unmotivated. Whey
were asked what would improve their performancép Gid
more drugs, supplies, and equipment. Dare repeatgdote
from a Nigerian nurse: “I come to work at eightlotk in the
morning and there are no drugs to give. | leavé&(ato sell
vegetables in the market.”

ACOSHED singled out investing in human resourceshas
key to meeting Ondo State’s health sector goalsrdwould
be no improvement in health status without mor#eskhealth
workers. Equitable access to good quality and défbole care
requires equitable distribution of health workensd quality of
care depends on well-trained staff in additiorh availability
of equipment and supplies.

The reform is now underway and results to date Haeen

encouraging, Dare said. Health as a percentagéeotatal

state budget increased to 5.5% in 2004, and to &92005,

which translates to a per capita $5.20 and $1@ectively.

Other positive signs are an increase in health litiac
utilization, the visible engagement of stakehold@gnsluding

communities and the private sector), and increa
commitment by development partners.

In closing, Dare offered the following advice:

Health systems are critical—understand and stremg
them.

Good practices and lessons abound—share the leg
learned and scale up.

Civil society organizations can play a role—work Iwi
them.

Regional institutions and networks are essentialtdb

through the development,
implementation, monitoring, and
evaluation  of  policies and

programmes. The other four boxes
ain this chapter were selected from
the case studies presented during the
Summit that demonstrate the
benefits that result from adopting
such a collaborative approach to
improving the performance of health
systems (see Boxes 4.2, 4.3, 4.4, and
4.5). These examples show the
central role of evidence in policy
development and implementation,
at M :

. the key role of civil society
organizations as brokers of evidence
for action and change, the
importance of collaboration and
community involvement, and the
pivotal role of evaluation.

Creating demand for research

In his plenary session talk “It takes
two to tango,” Jonathon Lomas,
Chief Executive Officer of the
Canadian Health Services Research
Foundation, agreed that to improve
the use of knowledge, decision-
makers and researchers must work
together in the production of that
knowledge. The focus has shifted
away from “push” strategies to a
new era of “partner and pull”
approaches to knowledge use, he
said. These approaches are driven by
the health system, not by the
research world. They focus on
ongoing linkage and exchange
(personal two-way communication
sedetween researchers and decision-
makers), as well as on creating
demand for useable research.

" Lomas spoke of four ways to create
s@gmand for research: design forums
for the exchange of ideas; re-design
 organizational structures and pro-
cesses to value and apply research;
L improve  individual's skills to

capacity and strengthen institutions.
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identify, adapt, evaluate, and app
research; and develop credib
knowledge brokers or intermediaries.

Forums can be used to highlig|
“proven innovations” and create

climate for implementation. Regional g
local “exchanges” between leadin
researchers and those governir
managing, and delivering health ca
can also be effective provided th
number of participants are limited, th
meetings are “off-the-record,” and th
chosen themes are topical and releval

Lomas illustrated organizational pre
paredness for evidence-based decisi
making in the following way:

* My organization is on the mailing
and alert lists of key health servicg
research agencies, and | have acc
to people inside or outside m
organization (librarians, web searq
specialists, consultants, researchg
journal clubs, etc) who can help m
find the information | need.

* People who understand the contg
(including  political, economic,
organizational, and societal factor
for a specific health system proble
facing my organization are involve

in assessing the relevance
available evidence.
* My organization requires tha

evidence be summarized, written
plain language, and presented in
format suitable for decision-makers

* Researchers/analysts have regu
opportunities to  brief senio
management/board members abqg
research on specific issues.

Whether knowledge brokers (alg

Box 4.3 Ceara State, Brazil: researchers ani
policy-makers working together to
improve health

In one of the working sessions, Cesar Victora, Bsafe of
Epidemiology at the Federal University of Pelota®8razil

explained why one state in his country is well snway to
achieving the health-related MDGs seven years édfoe
deadline of 2015. The short answer is researcheds
policy-makers in Ceara State have a long traditién
working together.

In 1987, the newly elected state government tatgeitdld

survival as a priority and sought help from reseears in

understanding the problems and defining prioriti&h a

very small budget, they conducted a survey thaided on
well-defined indicators, including mortality andusa of

death. Social inequities were also investigatecduke led

to the implementation of several new initiativestackle

specific problems such as a high incidence of d@ea and
low immunization rates. To increase the chanceiofess,
innovative approaches were used (such as relyirg reew
cadre of community health workers and alternateinagc
delivery strategies), and health-care providers ew
rewarded for good performance.

A few years later, a follow-up survey showed whg
improvements had been made, pinpointed persis
problems, and drew attention to new problems (g
high rate perinatal mortality and low use of brésesting).
Several years and four surveys later, considerghles
have been made in improved nutritional status dnldl G
survival, as well as in reductions in social in¢igsi

According to Victora, the key factors behind CearateSs
success are:

e political will and continuity—child survival had
remained a political issue even though the Ig
government has changed five times;

e a clear and long-standing commitment to improvi
health systems, including efforts to reach
population through community health workers al
other delivery channels;

« delivering preventive and curative interventionsaim

tre
tent

cal

ng

the

nd

integrated way, and never considering child health

separately from reproductive and family health éssu

e a motivated and technically competent central tear
focus on capacity building and improving servi
delivery, and a commitment to evaluation; and

* a close alliance and regular feedback between ypol
makers and evaluators.

']7
ce

ic

known as knowledge translators or intermediaries) @n the supply-side or the
demand-side, they facilitate the use of researcfause they understand both the
research and decision-making environments, Lomak Bamowledge brokers have
the professional skills to find, synthesize, andseas relevant research and
communicate it in ways that non-specialists careustdnd. They also possess a range
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Box 4.4 Free State, South Africa: a fruitful
collaboration between implementers and
researchers

For the past 10 years, the Department of Healtkrae
State, South Africa has been actively pursuinglauildiing
relationships with researchers to assist its efftrimprove
the health of the community. “Researchers haverhean
invaluable part of our team,” Ron Chapman
department’s Executive Manager of Health Suppad sa
one of the working sessions.

1

The specific example he used was the ongoing pu
sector rollout of the Comprehensive Care and Tredtn

Program for HIV and AIDS. The department has irdife Population

research teams and community groups to collabavdke
government and service providers in implementing
programme (which includes treatment with antiretiais).

According to Chapman, researchers add value bygsiage
outcomes and impact, monitoring the implementat
process, ensuring the collection of quality infotio
documenting the process, and helping to developl |
training guidelines. Moreover, such a participati
approach encourages other interested researcheesdme
involved, and makes it possible to raise funds fr
interested donors.

Chapman also stressed the importance of being ofian
the public and exposing weaknesses and problentsess
arise. “In reality, the more open we are, the l@#scism

we have,” he said. “It has been a win—win situagdirthe

way.”

Unfortunately, such collaborations are still theceptions
rather than the rule. A researcher involved inrthikout of
the HIV/AIDS treatment programme in Free Stateethit
“one positive experience among several negative
unfruitful attempts where policy-makers are eithet open
to evidence or not interested in using evidencehmose
among alternatives. We need to explore and dewstys
to encourage decision-makers to be more open teeve
and research,” he said. “It's not just researchérs need
new perspectives and reward structures.”

of mediation and negotiation skills,
which helps improve the chances of
constructive  interactions  between
demanders and suppliers of research.

Making programmes more
"effective

bIIln a working session, John Frank,
1el§cientific Director of the Institute  for
and Public Health,

Canadian Institutes of Health Research
thsaid: “Most basic research is used
primarily by other researchers, and so
its knowledge transfer can be
%teasonably accomplished by journal or
book publication. Most applied

pC . . .

veclinical, health system, and public
health research is also used by
bnpractitioners,  policy-makers, and
programme administrators, and so it
wneeds other explicit knowledge transfer
strategies, which vary some-what
according to the specific target
audience of users.”

Concurring with many other speakers
at the Summit, Frank said users,
aridcluding community groups, should be
involved from the start of any research
project, especially in the selection and
framing of the research questions to be
addressed. Civil society organizations
and NGOs can play a role in fostering

an environment where evidence and

information can be used to promote so
health-care/public-health staff in least d

cial changel gelected front-line primary
evelopedntries should be “transformed”

into operational research partners, especiallyhat start of a new intervention

programme.

Moreover, project evaluation criteria should in@dueéxplicit assessment of the

following questions:

* Who, if anyone, is starting to use this

researc® ldan that be facilitated?

What is known about barriers to its use and possblutions?

How will this use be sustained after this projsabver?
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Collaboration throughout the
research process

“Research—not only biomedical, but alg
operational, socioeconomic, behaviour
and political—could help enormousl
policy-makers caught in political, social
financial and ethical dilemmas as thg
struggle to set priorities and make ha
choices amongst competing demands 4§
tasks,” Pascoal Mocumbi, the formg
Prime Minister of the Republic o
Mozambique, said in a plenary sessi
speech. “The example of developir
countries that have adopted approprig
policy measures to face the heal
challenges and even with limite
resources made rational use of existi
interventions proves that the MDGs &
achievable.”

Mocumbi, who is now the High
Representative of the European a
Developing Countries Clinical Trials
Partnerships (EDCTP), continued: “It
our obligation to come out of thig
meeting with a strategy for the wa
forward that will contribute to thg
strengthening of international collabg
ration, networking, and coordinatio
between scientists, funders (public a
private), and policy-makers. There has
be a radical change, not increment
reorientation, in the way health resear
Is performed, particularly in Africa.

“Research as a process of producing n
knowledge is critical to solutions to ne
challenges. In health, particularly
solutions are based on choices and th
who carry the major burden of diseas
being addressed, should make t
choices. The strategic focus should be
the priority health concerns of the podg
Empowerment of communities throug
transfer of information and knowledg
will enable them make appropriate use
the new clinical interventions resultin

from research and

development,

Box 4.5 India: bringing the public back into
public health

As part of its national “Right to Health Care” caaign,
the People’s Health Movement in India has be
organizing People’s Health Tribunals in varioustpanf

en

the country. The tribunals are a partnership beatwee

government and civil society collectively partidipg in
a process to improve health services.

“The People’s Health Movement is based on evidermte)
ideology,” Ravi Narayan, the organization’s Bangeio
based global coordinator, said during one of theking
sessions. “We are systematically collecting, vaiidpg
and documenting health system failures such
corruption, gender discrimination, social exclusiamd
stigma.”

Narayan described the two-pronged evidence gather
process and its impact to date. Questionnaires
checklists have been designed so that villageiatgiand
local people can collect information in a standeedi

as

in

and

manner. The questionnaire is used to document cases

where individuals have been denied essential health
in the public health system; the checklist is used
document the workforce, infrastructure, servicesd a
supplies available at primary health centres asttict
hospitals.

Reports based on an analysis of the informatioleceld

on health-care denial form the basis for the Péwple

Health Tribunals, which were held in various region
2004. Each tribunal is attended by several hundeed
over a thousand people, including local health muamet
organizers, district and regional health officisdsd an
independent panel of health and social sector &xpg
Individuals who have suffered serious denial ofliea
care narrate their testimonies. This is followed dyf
presentation of the people’s report on structueslial of
health care, along with a series of recommendatams
strengthening the public health system and making
accountable. Health officials are then asked toroent
on the cases of denial and the specific stepsabald be
taken to redress structural issues. Finally, theeltiats

give their assessment and recommendations. The isvén

reported in the media, which helps to raise awa®mné
people’s health rights.

In July 2004, a formal submission of selected nestiies
of denial of health care and reports on the staftypsiblic
health facilities and services was delivered toNl&onal
Human Rights Commission. As a result, the Commisy
is now helping to organize similar public hearingsall
the regions of the country.

“The government of India has been so impressechby t

quality of the evidence we have gathered that treye
begun to invite the People’s Health Movement
participate in health policy planning meetings,”idsa
Narayan.

Mocumbi said.
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Chapter 5 A call to action

Food for thought

“This Summit has been both an inspiring an

humbling experience. | learnt of the knowledge gaps

and some rational ways of tackling the problems—

and | return home a better minister.”
—Manuel Dayrit

In his closing remarks, Julio Frenk declared thenfit a success in two respects. It
was the first ever gathering of ministers of he#dtlaiscuss health research—which is
a valuable outcome in and of itself. And the Summas successful in putting forward

a more integrated view of health research. This acdseved in three main areas, he
said. First, the Summit moved away from confrootagiof the past and took a more
comprehensive approach to health research—onebéteces biomedical and other
types of research. Second, there was an undernstaatithe importance of integrating

local, national, and global research. The thirdhavkere the importance of integration
was recognized was in the production and utilizatbresearch and the need for both

supply and demand side solutions. Frenk

len

stressed the importance of knowledge be
regarded as a global public good; t
importance of transparency and democrg
access to knowledge—both positive a
negative; and the importance of public try
and ethics.

In his wrap-up, Lincoln Chen noted that th
“‘centrality of health to political and
economic development is increasingly bei
recognized.” Although information an
knowledge “are not panaceas that ¢
overcome conflict, economic stagnation,
social exclusion,” research can help achie
the MDGs and improve global health. Th
keys to success are partnerships 4
collective action. “Mexico has established
new linkage between knowledge and sog
ingenuity for health equity in today’s ney
context. That linkage will depend upo

partnership of all users and all researcher;

“We have all committed to t MDGs, do we no\

run away from even trying to achieve them? We

need to invest big and we need to invest big now.|
—Pascoal Mocumbi

“One of the best meetings I've ever attended.”
—Lindiwe Makubalo

“You have achieved the impossible.”
—Sally Davies

“Good evidence is the most powerful advocacy
tool.”
—Julio Frenk

“To translate that action agenda will require
ownership, internalization, and commitment by all
participants.”

—Lincoln Chen

“We look forward to a document that will set the
tone for the direction of health research in the
coming years and which would be reflective of its
participatory genesis.”

—Lincoln Chen

biological and social, north and south,

and puldicd private,” Chen said.

“Ultimately, research is local, not local versuslil. Global research, after all, is
simply the summation of all local research. Globealth problems are commonly
shared and so too are the solutions. There carmobglabal health without global
collective action. In pursuing collective globaltian, we should adopt the three
pillars proposed by Julio Frenk: politics, ethiagd evidence. These can guide us to
the Second Ministerial Summit in Africa in 2008.”

The Mexico Statement

The Mexico Statement represents the consensusacaghparticipants at the Summit
on how to move the global health research agendmafd. The first draft of the
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Statement was written after an extensive consaitgbrocess involving meetings in
all WHO regions with researchers, policy-makers,¢Gand civil society groups.
One month before the Summit, a draft was circuldtedll Member States seeking
their input. In Mexico, all official delegations wee requested to submit written
comments to the drafting committee. On the secastiday of the Summit, a revised
Statement was circulated to all delegates and deaidg a ministerial roundtable by
Richard Horton, Editor ofhe Lancetand a member of the drafting committee. With
David Gunnarsson, Permanent Secretary of Icelare&dth Ministry, acting as chair,
all ministers or their representatives were givanopportunity to comment. At the
joint closing session the following day, the pemuodite version of the Statement was
read by Manuel Dayrit, the Secretary of Health fricve Philippines, and participants
at both the Summit and the Global Forum for Hedtsearch were invited to
comment.

Back in Geneva, some of these suggestions werea takéoard and a final draft was
circulated to the 52 official delegations for aresthound of approvals (see below for
the full text). In order to give all Member Stataschance to comment and take
ownership, the Statement was further refined aedented as an official document to
the 118 Session of the Executive Board of WHO in Janua@p52 The draft
resolutions contained in this document will be préed to the World Health
Assembly in May 2005 for endorsement by all MenB&tes. The Mexico Statement
Is appended as an annex in both official documents.

The Mexico Statement on Health Research

Knowledge for better health: strengthening health gstems

We the Ministers of Health and other official dedégs from 52 countries*

RECOGNIZE THAT

1. There remain serious obstacles to achieve the millen Development Goals
(MDGS) in many low- and middle-income countries.

2. Strong national health systems are needed to déleadth-care interventions to
achieve the health-related MDGs; to address otb@nntunicable and non-
communicable diseases, sexual and reproductivéhheajuries, violence, and
mental ill health; and to improve health and heafjhity.

3. Research has a crucial but under-recognized patagoin strengthening health
systems, improving the equitable distribution oghhiquality health services,
and advancing human development.

4. Research is an essential component of strong hegdtlems for informed and
knowledgeable action to improve people's health aocelerate the rate of
global, regional, and national development.
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5. High quality research is facilitated if each coyritas a strong, transparent, and
sustainable national health research system, defsethe people, institutions,
and activities whose primary purpose is to genenmaevant knowledge
adhering to high ethical standards, which can lexlus improve the health
status of populations in an equitable way.

6. Health policy, public health, and service delivatyould be based on reliable
evidence derived from high quality research. Redeavidence comes from
various sources, including those that illuminatespeal and cultural values and
differences, draw on the needs of patients and igeos; and measure the
benefits and potential risks of health intervensidignoring research evidence is
harmful to individuals and populations, and wases®urces.

7. The findings of high quality research should be maly accessible to decision
makers but also communicated in ways that effelgtivéorm policy, public
health, and health-care decision-making. Reseashlts must be published,
documented in internationally accessible regisé@t archives, and synthesized
through systematic reviews. These actions can teeipform decisions about
support for new research and to build public caeriizk in science.

8. Biomedical and social science research contributatty to our understanding
about the prevention, diagnosis, and treatmentwida range of diseases. But
crucial research aimed at strengthening publicthesmhd health systems has
been neglected and under-funded. There should bdalanced and
comprehensive research strategy that is inclusfvallaelevant investigative
approaches.

9. Health systems would be better able to deal withrect global health
challenges if existing interventions were adeqyaaelopted and more effective
interventions were developed for neglected diseade&scouraging and
supporting national, regional, and global produewvedopment and public—
private partnerships, including partnership initi@s with developing countries,
could contribute to fulfilling this need.

CONSCIOUS OF THE NEED TO

1. Re-affrm the culture and practice of high qualitgsearch, knowledge
generation, and its application as critical totl® attainment of health targets
within the MDGs; (ii) the performance of health t®ms, including expanding
the capacity of human resources for health; (i@ vitality of a country's socio-
economic development; and (iv) the achievementatfth equity.

2.  Strengthen evidence-based evaluation of the coeseqa of health and other
policies and practices at national, regional, aaal levels.

3. Address the social determinants of health, inclgdimose related to gender,
income, education, ability, conflict, and ethnicity

4. Involve and inform users of evidence to create dehfar research and to foster
participation in the research process.
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5.

Strengthen national health research systems bydibgilrelevant capacity,
developing capable leadership, providing essemiahitoring and evaluation
tools, improving capacity for ethical review of easch, and putting in place
necessary ethical standards and regulations fowlgopn health, health
services, and clinical research.

Promote access to reliable, relevant, and up-te-daidence on the effects of
interventions, based on systematic reviews of thality of available research
findings.

Identify under-funded areas of research, such abeaith systems and public
health, where increased resources and leadershipldwaccelerate the
achievement of critical health goals.

Emphasize that research is a global endeavour basedhe sharing of
knowledge and information.

Build and strengthen public trust and confidencscience.

CALL FOR ACTION BY

National governments to commit to fund the necsskaalth research to ensure
vibrant health systems and reduce inequity andabogustice.**

National governments to establish and implementa@onal health research
policy.

National governments to promote activities to sjtban national health
research systems, including the creation of infarrdecision makers, priority
setting, research management, monitoring performaaopting standards and
regulations for high quality research and its ethioversight, and ensuring
community, nongovernmental organization, and papanticipation in research
governance.

National governments to establish sustainable progres to support evidence-
based public health and health care delivery systamd evidence-based health
related policies.

National governments, WHO secretariat, and thernat@nal community to
support networking of national research agenciesoinducting collaborative
research to address global health priorities.

Funders of health research to support a substaahgesustainable programme
of health systems research aligned with priorityrdoy needs.

All major stakeholders, facilitated by WHO secretirto establish a platform
linking a network of international clinical triategisters to ensure a single point
of access and the unambiguous identification afdri
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10.

*k

All major stakeholders to strengthen or to estlbdistivities to communicate,
Improve access to, and promote the use of reliaelleyant, unbiased, and
timely health information.

The international health research community to endoroad support for
national, regional, and global partnerships, inicigd public-private

partnerships, to accelerate the development ofnaabkelrugs, vaccines, and
diagnostics, and to ensure the equitable delivétlgese interventions.

WHO secretariat to report progress on the Mexicateptent at the UN
Millennium Development Goals Summit in 2005, at anference on health
systems in 2006, and at the next Ministerial Sunamithealth research in 2008;
and to convene a ministerial level internationahfecence on research into
human resources for health.

See appendix for the names of the ministers @nerdneads of official delegations

For example, the Commission on Health ReseaoctDievelopment in 1990 recommended that
“developing countries should invest at least 2%ational health expenditures in research and
research capacity strengthening, and at least 5pgapéct and programme aid for the health
sector from development aid agencies should be a#&ed for research and research capacity
strengthening.” WHO should consider allocating @pprtion of its country budgets to support
high-quality health systems research.
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Summit POStSCFipt “We have to be accountable and develop s

specific criteria about how we will know if we have
been successful by 2008... These agendas are

o . urgent; we need to commit ourselves to efforts to
AS_' state_d at the t_)eglnnlng of this report, 1| translate these well-intentioned words into specifi
Ministerial Summit on Health Research w{ actions.”

part of an ongoing process. This postscH —Tim Evans

takes a brief look at what is being done (and

what is being planned) to build on the momentumegated by the Ministerial
Summit and turn the words of the Mexico Statememo iconcrete actions and
tangible results.

As of March 2005, the following initiatives, prognanes, and plans were underway:

1. WHO is pursuing the implementation of the actigtieontained in the Mexico
Statement in close collaboration with the Alliarfoe Health Policy and Systems
Research and WHO's Advisory Committee on HealtreRe$. To start, WHO is
working to ensure that the Summit recommendatiossd finto the Africa
Commission, the G8 Summit in June, and the MDG Stimmn$eptember 2005.

2. WHO is considering the feasibility of establishiagnajor programme on health
systems research. Its mission would be to prombéegeneration and use of
knowledge in strengthening health systems in lomd middle-income countries
in order to accelerate the achievement of the Ihealated MDGs, improve equity
in health, and reduce poverty.

3. The Milbank Memorial Fund, the Center for Evide@esed Policy, and WHO
AFRO are exploring the possibility of establishmgoluntary, high-level network
of senior policy-makers in health to promote diale@nd discussion on problems
of mutual interest.

4. Following on the recommendations of the Task Fooee Health Systems
Research, a detailed health systems research agdalha developed by the end
of 2005.

5. A major conference focused on health systems wiltdnvened in 2006.

6. In close collaboration with existing initiatives #te national level, WHO is
exploring optimal mechanisms to improve researepeixy linkages, including
the role of knowledge intermediaries and brokense itiative being developed
IS a competitive grants process to solicit propofam countries for mechanisms
and entities that will encourage policy-makers eggarchers to work together.

7. The International Clinical Trial Registry Platforpnoject was initiated in January
2005. Currently, the project is proceeding in thieeks: substantive standards,
technical implementation, and fundraising. Thetfingeeting of the Standards
Advisory Group will be convened in April 2005.

8. In March 2005, WHO launched the Commission on S@xderminants of Health
to add to existing UN efforts to increase vulneegiople's chances for a healthy
life. The Commission will be strongly advocating foolitical action on the key
social factors that influence health.
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9. The Commission on Intellectual Property Rights,oivation and Public Health,

which was established by the World Health AssembB003, continues its work,
which includes the search for appropriate fundind acentive mechanisms for
the creation of new medicines and other productaingg diseases that
disproportionately affect developing countries.

10.WHO is refining its e-health strategy and estalntigla global observatory for e-

health systems. It is also defining strategiesrtompte knowledge translation in
countries that will more closely involve the gloletwork of WHO collaborating
centres.

11.A new global collaboration, the Health Metrics Netl, has been established by

WHO and Member States to enhance the availabitity quality of health data at
the country and global level, as well as to develogtainable and efficient health
information systems within countries.

12.The scope of the second Ministerial Summit on HeRlesearch, which will be

held in Africa in 2008, will be broadened to addregersectoral issues that affect
health. In addition to ministers of health, invitais will be extended to ministers
of education, science, trade, finance, social welfand defence. The Summit will
also seek to involve international organizationgaged in activities beyond
health (United Nations Educational, Scientific &waltural Organization, United
Nations Development Programme, World Bank, Worlcader Organization,
International Organization for Migration, World é&liectual Property
Organization, etc).
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Appendix — Names of the ministers and other heads of offididelegations

Ministers
Deputy Ministers

Head of Delegations

21
3
28

TOTAL

MINISTERS (21)

Burkina Faso

Congo

Costa Rica

Haiti

Iceland

India

Islamic Republic of
Iran

Lithuania

Mauritius

Mexico
Mozambique
Nepal

Nigeria

Pakistan

Philippines

52

Jean-Gabriel Ouango, Ministre de é&ainistére de la
Santé

Alain Moka, Ministre de la Santé et de la Haipon,
Ministére de la Santé et de la Population

Rocio Saenz Madrigal, Sefora Ministr&alad,
Ministerio de Salud

Josette Bijou, Ministre de la Santé, Minigtéle la Santé

Jon KristijAnsson, Minister of Health é&wakial Security,
Ministry of Health and Social Security

Lakshmi Panabaka, Minister of State, of ite& Family
Welfare, Ministry of State, of Health & Family Wate

Masoud Pezeshkian, Minister of Health and Medical
Education, Ministry of Health and Medical Education

Juozas Olekas, Minister of Health, Minif Health of the
Republic of Lithuania

A.K. Jugnauth, Minister of Health and @ity of Life,
Ministry of Health & Quality of Life

Julio Frenk, Minister of Health, Ministry blealth
Francisco Songane, Minister of Hedlimjstry of Health
Ashok Kumar Rai, Minister of Health, Minigiof Health

Eitayo Lambo, Minister of Health, Fedekéihistry of
Health

Mohammad Nasir Khan, Federal Ministatedilth,
Ministry of Health

Manuel Dayrit, Secretary of HealthnMtry of Health
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Senegal Issa Samb, Ministre de la Santé, Ministérda Santé, de
I'Hygiene et de la Prévention

South Africa Manto Tshabalala-Msimang, MinisteiH#alth, Ministry
of Health
Swaziland Sipho Shongwe, Minister of Health andi&d/Nelfare,

Ministry of Health and Social Welfare

Turkmenistan Gurbanguly Berdymukhammedov, Ministddealth,
Ministry of Health and Medical Industry

Uganda Alex Kamugisha, Minister of State for Heal#linistry of
Health

Uruguay Conrado Bonilla, Minister of Public HealMinistry of
Public Health

DELEGATIONS (31)
Deputy Ministers (3)

Chile Antonio Infante Barros, Deputy Minister oéé&ith,
Ministry of Health

Cuba Gonzalo Estevez-Torres, Vice-Minister of RuHkealth,
Ministry of Public Health

United Republic of  Hussein A. Dr Mwinyi, Deputy Minister of Health,
Tanzania Ministry of Health

Head of Delegations (28)

Austria Rudolf Lennkh, Austrian Ambassador to MexiAustrian
Embassy, Mexico

Belgium Godfried Thiers, Director, Scientific Iiiste of Public
Health, Ministry of Health

Benin Yarou Moussa, Directeur de Cabinet, Ministigda Santé
Publique

Brazil Santiago F. Alcazar, Head of the InternaaioAffairs

Office, Ministry of Health

Brunei Darussalam Zainal Ariffin bin Hj. Yahya, Aag Assistant Director,
Human Resources Development, Ministry of Health
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Canada

France

Germany

Indonesia

Ireland
Israel
Kenya

Lao People's

Democratic Republic

Malaysia

Mali

Myanmar

Nicaragua

Norway

Oman

Panama

Poland

Portugal

Romania

Nick Previsich, Acting Director, InternaabHealth
Policy and Communications Division, Ministry of Heéea

Gérard Bréart, Professeur d'épidémiologjignéversité
Paris VI et Directeur d'une unité de recherches de
I'INSERM en santé périnatale et santé des femnaes P

Alfred Merkle, Deutsche Gesellschaft flicHrasche
Zusammenarbeit (GTZ)

Dini Latief, Director General, Natiomastitute for Health
Research and Development, Ministry of Health

Ruth Barrington, CEO, Health Research BpBublin
Avi Israeli, Director General, Ministry Biealth
J. Nyikal, Director for Medical Services,try of Health

Bougnong Boupha, Director, National Institute obkw
Health, Ministry of Health

Kok Han Ng, Acting Director, Instituterfidledical
Research

Mamadou Adama Kane, Conseiller Technique duisie
de la Santé, Ministere de la Santé

Soe Paing, Director General, DepartmeMexdical
Research (Lower Myanmar)

Norman Jiron Romero, Director GenerdRegiéacion y
Acreditation, Ministerio de Salud

Turid Kongsvik, Permanent Mission of Norw&eneva,
Switzerland

Bin Abdul Qadir Al Ghassani Oman, Under-Sacyefor
Health Affairs, Ministry of Health

Jorge Morta, Director del Instituto Conmetmeo Gorgas
de Estudios de Salud

Roman Danielewicz, Director, Department@éice and
Higher Education, Ministry of Health, Polish Mimgtof
Health

Francisca Avillez, Deputy Director, Naabmstitute of
Heath

Radu Constantiniu, Director-General, Gdrigirectorate
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Sweden

Switzerland

Thailand

United Kingdom

United States of
America

for European, Ministry of Health

Anders Blanck, Deputy Director-General, idfig of
Health and Social Affairs

Daniel Maeusezahl, Swiss Agency foved@pment

Suwit Wibulpolprasert, Deputy Permanestr8tary,
Ministry of Public Health

Sally Davies, Director of Reseaacidl Development,
Department of Health

Elias Zerhouni, Director of the National InstitutsfHealth
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