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A NUTRITION THRUST IN THE HEALTH SCIENCES DIVISION

l. Nutrition and Development

Adequate nutrition is a basic requirement that must be met
if people are to enjoy good health and a minimum standard of
well-being. Malnutrition is "both a consequence and a determinant
of underdevelopment. It is fundamentally a product of poverty,
yet in turn it erodes a country's human capital, thus further
tightening the web of poverty. The deprivation caused by
malnutrition stands out as an intolerable denial of a basic need
and human right".!

It is estimated that today one fifth of the world's
population does not get enough to eat. This year alone, over 20
million people, mostly children, will die from starvation and
diseases related to malnutrition.

For those who do survive, often under varying degrees of
malnutrition, the attainment of their full human potential can be
forever out of reach. Particularly disturbing are the strong
indications that the nutritional situation is deteriorating in a
number of countries where macroeconomic adjustments have been
made, with pre-schoolers and women the main victimsZ2.

II. Overcoming Malnutrition: A brief history of trends in
research and development activities

The focus of research on nutrition over the years has
generally reflected the conceptualization of the causes of
malnutrition current at the time. Up until the 1970's the bulk of
scientific research was basically generated in food technology
institutes, agricultural research centres and medical
laboratories. The emphasis was on technological and biochemical
research: this being the result of a view that malnutrition was
the consequence of limited availability and/or utilization of



food at the level of the individual and community. In the 1950's
and 1960's, protein deficiency was considered the major cause of
third world nutrition problems and this led to substantial
investment in research on protein as a food source. This narrow
view of the causation of malnutrition led to the development of
technical fixes for malnutrition, such as single cell proteins and
fish protein concentrates. In this era, research resources were
also concentrated on the development of weaning food mixtures, nn
basic and clinical research on nutrient metabolism, and on the
interrelationship between nutritional status and infection. Also
the health sector increasingly played an important role in the
prevention and management of malnutrition through its activities
related to the prevention, detection and treatment of diseases.

In general, the failure of these approaches to make any
significant indent on malnutrition, plus the realization that lack
of energy was the fundamental cause of protein-energy
malnutrition, resulted in a radical realignment of priorities in
allocation of resources for research. Attention in the scientific
community turned instead towards the further harnessing of science
to increase yields in order to improve nutrition, an objective
that agricultural scientists had been actively pursuing since the
1950's, alongside research on tropical agro-industrial crops.

In the early 1970's the Green Revoludtion arrived, bringing
fertilizers, pesticides and new high-yield seeds to improve
nutrition. While the Green Revolution often did result in a
significant increase in food production, it did not however
Tive up to the expectations it raised. When the accounting was
done it was found that, while it was possible to significantly
increase crop yields in many situations, hunger and malnutrition

persisted and the gulf between the rich and the poor had in many
cases widened.

With this experience it could no longer be assumed that
increasing yields, while necessary, would be sufficient to improve
nutrition. Factors such as access to resources, especially
capital or arable land, were undeniably important determinants of
access to food and consequently, better nutrition and health.

By the mid-1970's the move in the development and research
communities was to finally regard malnutrition as being grounded
in a complex array of relationships that needed to be identified,



analyzed and understood before effective solutions could be
formulated and implemented. The multi-dimensional nature of
malnutrition has been graphically portrayed in diagrams prepared
by a number of authors, including E.T. Kennedy and

P. Pinstrup-Anderson (figure 1) and A. Pacey and P. Payne (figure
2). While researchers continued to conduct narrow investigations
into specific aspects of the problem of malnutrition and their
work contributed substantially to the body of scientific knowledge
on food and nutrition, the limitations of isolated interventions
aimed at alleviating malnutrition were recognized without a

doubt. Research horizons had to be broadened and solutions had to
be more comprehensive in their approaches.

Multi-sectoral nutrition planning, integrated into broader
development policy planning and programmes, was then actively
promoted as the panacea to the problem of malnutrition. The
purpose of the planning exercise was to identify a range of
policies and programmes which would set out a comprehensive,
systematic and cost-effective approach to alieviating
malnutrition, The various agencies of government were to be
mobilized in a well co-ordinated plan of attack on malnutrition.
Food and nutrition problems were to be viewed holistically, with
solutions requiring that action cut across major sectors such as
agriculture, health and education, and the m%nisteria]
jurisdictions responsible for these sectors.

By the 1980's however, the hope that multi-sectoral
nutrition planning would lessen widespread malnutrition had dimmed
considerably. In general, the approach had proved to be difficult
to operationalize. It was overly holistic and ambitious,
unrealistic in terms of national government capabilities and its
expectations for intersectoral collaboration and too demanding on
facilities for data collection, analysis and application. And of
serijous concern, the ultimate beneficiaries - the malnourished -
did not receive the attention they deserved and needed.

Nonetheless, the experience with multi-sectoral nutrition
planning has left a valuable legacy. As Alan Berg® points out in
an eloquent rebuttal to John Osgood Field's assessment that
nutrition planning is dead, "nutrition problems and their
solutions are today being looked at very differently than before
this all started". Many people working in action projects or in
research have been stimulated to broaden their vision and think
more holistically and analytically about the multiple causality of
malnutrition. The incorporation of nutrition improvement
objectives into practical schemes in areas such as community and
rural development, primary health care, agricultural development,
and employment and income generation is now widely accepted as a
desirable goal. Many of these activities have been undertaken by
NGO's, community groups and other organizations.



The orientation of organizations like UNICEF, (e.g. with
its GOBI programme and the Situational Analyses it undertook in
many countries) and other UN agencies (e.g. in the multi-agency
approach to nutritional surveillance) and that of IFPRI (the
International Food Policy Research Institute) has also clearly
been influenced by an approach based on the multi-sectoral
analysis of the causes of malnutrition.

Additionally, at various levels there are examples to be
found of successful multi-sectoral operational efforts to
alleviate malnutrition. Large-scale models of successful
nutrition interventions which are clearly multi-sectoral are the
Tamil Nadu Integrated Nutrition Project and the experiences in the
state of Kerala, both in India. On a smaller scale, many
NGO's have also successfully undertaken initiatives to combat
malnutrition - A characteristic of these successful interventions
is that, prior to deciding upon appropriate interventions, a
systemic analysis of the food and nutrition situation has been
undertaken. As a result it is found that the proposed
interventions often fall outside of the health and nutrition
sectors, and may involve a broad range of desired actions.
Importantly, decisions to improve a community's health and
nutrition status have often necessitated social and political
changes: scientific knowledge is often not enough.

Without a doubt, a thorough appreciation of the factors
contributing to malnutrition in a given context before identifying
appropriate interventions is fundamental to the success of
nutrition improvement initiatives. Moreover, there is much
potential for achieving improvements by involving the appropriate
people in the more localized identification and analysis of the
causes of malnutrition. Depending on the situation, this could
mean, for example, the participation of members of the local
community, government authorities, academics or researchers. This
local analysis can then lead to a decision on the choice of
intervention and the strategy for change.



If the analysis is done at the community level, it will be
necessary to identify those actions which can be undertaken by the
community itself and those in which the authorities or specific
sectors should be involved. This community diagnosis of
malnutrition is sorely needed and is an area in which there is a
gap in both reported experiences and the literature. Interesting
approaches to community analysis and action on malnutrition are
described in a few publications though,including Helping Health
Workers Learn (5)and Community Diagnosis of Nutritional Problems
by C. de Sweemer (6). There is also much to be learned from
writings in the adult education and participatory research fields
about community-based problem identification and analysis, and
from the agricultural field concerning the methodology of Rapid
Rural Appraisal.

The experience of groups which have conducted nutrition
activities based on community participation and local analysis of
the food and nutrition situation may be important to examine.
Both the impact of such activities on health and nutritional
status and the process of community involvement in the
identification and implementation of interventions are aspects
that need further study. The challenge here may be to promote
collaboration between NGO's and governmental programmes and to
disseminate more widely the experiences and outcomes achieved by
such groups.

While local analysis, planning and action can be promoted,
it is necessary however to recognize the limitations on
alleviating malnutrition that may exist in the local context.

It would be wrong to place the burden of responsibility for
malnutrition on those who may be powerless to change a given
situation due to their lack of political influence or authority
over operational programmes. “Top-down planning", the analysis
and change of policies that may affect health and nutrition status
(e.g. consumer prices, land ownership, agricultural policies
regarding land use, migration and labour policies) and the
involvement of those in positions of power to influence decisions
that affect nutritional concerns (e.g. academic, health care
planners and providers, agriculturalists, economists, etc.)

will likely also be needed.



IT1. Approaches for a HSD Nutrition Thrust

It is with the preceding background in mind that
approaches for HSD nutrition initiatives need to be considered.
The challenge for the HSD (and indeed, for the Centre) is to move
beyond an identification of the many known gaps in knowledge
towards the formulation of strategies and approaches that we
expect will make some impact on nutritional status. Given the
magnitude of the problem of malnutrition globally and the real
difficulties one faces when attempting to ameliorate malnutrition,
it will be necessary to be realistic in terms of expectations for
research funded by IDRC to make an impact on malnutrition.

In many cases, much more than research or work within
the agriculture and health sectors may be needed to improve
nutrition significantly. Indeed, it may be found that changes in
the social, economic and political order (e.g. land reform, food
subsidies, provision of safe water supply, income generation) can
make the greatest impact on nutritional health.

So then, the question remains: What can the HSD do to make
a substantial contribution to ameliorate malnutrition? How can
our resources best be allocated for research on nutrition?

In the project mode of assistance to research the
possibilities include the following:

a) As in the past, continue to fund nutrition projects on an
ad-hoc basis as proposals are submitted, in those topic
areas proposed by the researchers and with the conceptual
and methodological approaches they suggest. While such an
approach may not contribute much to strengthening a
particular theme area or network of researchers, it may be
valuable for the local context and fit well into the
context of that research institution and programme. In
choosing this route however, one can expect only a limited
impact of the research. By trying to do everything at
once, we might in retrospect find that we have done very
little.

A review of the support given to nutrition
specific-research by the HSD since 1971 is found in
Appendix 1.



The HSD can take a more pro-active stance, and fund only
proposals on IDRC-identified priority research topics
and/or on priority target groups. The advantages to such
an approach would be that it might be possible to develop
a strong, focused programme in a single area. On the other
hand, this approach would likely be seen to be
unresponsive to local needs and priorities, taking the
control over goal-setting out of the hands of the
researchers and placing it in the donor's hands.

The HSD could continue to fund nutrition proposals on an
ad-hoc basis, but will consciously and systematically try
to ensure that the following elements are contained in the
proposal: (1) a multi-disciplinary perspective on the
problem and the involvement of the corresponding range of
appropriate technical expertise; (2) the research should
be action-oriented, not stopping only at the fact-finding
stage but stimulating, and even undertaking, the
implementation of intervention programmes where
appropriate; and 3) the research should be community-based
where appropriate, with members of the community involved
in the research process.

Community-based nutrition research would begin with
careful community study and exploration of questions on
the how and why of malnutrition problems. Here, in-depth
knowledge is needed of local customs, and beliefs, food
availability and market forces, health problems and
services, and the socio-economic and political
environment.

With such an approach it is expected that research
conducted and solutions posed will be more relevant to the
food and nutrition problems faced by communities. In
adopting this approach to applied nutrition research,
however, there a number of limitations that will need to
be recognized and addressed if the approach is to

succeed. These include the following: the pursuit of
narrow research interest arising from a yet widely
prevalent narrow view of malnutrition and the research
needed to overcome it; the lack of exchange between
disciplines both in the academic and non-academic areas;
the lack of a community approach practised by most
nutritionists and researchers working on food and
nutrition problems; and the lack of knowledge on the part
of nutition researchers regarding identification of
nutrition problems and the range of research possibilities
to address them.

Suggested areas of HSD support to nutrition research can
be found in Appendix 2.



Given the complexity and magnitude of nutrition problems
and the lack of research infrastructure found in many countries,
it is proposed that research project support alone as provided in
the past cannot be an adequate Centre response to the problem of
malnutrition and certainly cannot be thought of as a Nutrition
Thrust. If the HSD (and again, the Centre) wishes to build and
strengthen a nutrition programme focus, it will be necessary to go
beyond the effective demand expressed in reasonably good proposals
and build the base needed to lay a sound foundation for a serious
attempt at alleviating malnutrition. Areas to be emphasized
should include: the promotion of attitudinal change towards
nutrition interventions and community-based work; the d2velopment
of research skills; the strengthening of food and nutrition
research institutions; and the support by IDRC (in both financial
and personnel terms) of innovative modes of assistance to
nutrition related activities.

Some of the approaches that the HSD can adopt if it wishes
to strengthen its nutrition research focus are outlined below:

a) Research activities that work towards the goal of
establishing networks of complementary projects should be
promoted and supported. Such activities might well take
the form of joint, inter-programme or inter-divisional
projects.

b) Collaboration with other organizations involved in
initiatives to improve nutritional status can be sought to
assure complementary inputs to development programmes.

¢c) The development of Strategic Plans for Nutrition Research
Support should be encouraged for each IDRC region. As
these are developed they should be given every
consideration and support possible. It is expected that
Divisions besides the HSD would contribute to such plans
and that resources, both financial and human, beyond the
present Divisional allocations may well be required.
The formulation of regional strategies might also present
challenges to the traditional ways in which HSD has
supported research. Besides the funding of projects,
activities such as the organizing of workshops may be seen
to be of high priority as well as the need to offer
support to innovative presentations of proposals (e.g.
such as the projects Applied Nutrition Research (Kenya)
3-P-86-0073 and the WHO-IDRC Small Grants Programme on
Health Services Research in Africa 3-P-87-0269.



The development of strategies to overcome the regional
food and nutrition problems is already underway in WARO
and SARO., In WARO, Dr. de Sweemer has prepared a draft
discussion paper on "Food and Nutrition in WARO" (copy
attached as Appendix 3) in which the organization of a
number of training workshops and the creation of a
nutrition network is proposed. In SARO, R. Young (AFNS)
and S. Mowat (SS) have long shown interest in
inter-divisional support of nutrition research and are
leading the discussion on plans for a SARO Nutrition
Thrust. 1[It is expected that they will soon submit a
proposal for a two year project on nutrition, the funds to
come from Centre reserve funds. An outline of this
proposal is presented on pp. 4-5 of Appendix 4. The main
components of this project are: a Senior Nutrition Advisor
to assist the SPO in developing the regional nutrition
programme; a nutritionist to assist with programme
development and to conduct short studies on problem
identification and NGO activities; a review of factors
contributing to the success of nutrition interventions;
and regional workshops on specific items of interest.

Support for the development of capacity for conducting
multi-disciplinary research in the area of nutrition, as
needs to be emphasized, as Third World researchers are
frequently isolated not only geographically but also
according to discipline. Capacity building is especially
necessary in Africa where the institutional and research
base is very weak. This would require a continuous and
prolonged effort over many years. In this regard it may
be useful to assess, by region, the capacity of
institutions to carry out nutrition research. The review
could entail inventories of nutrition research adn
training institutes including information on courses
available, professional staff and their areas of
expertise, research equipment, library facilities and an
assessment of the multi-disciplinary capacity of existing
institutions.



Training of nutrition researchers in various topics will
be required. As stated in Dr. de Sweemer's draft on "Food
and Nutrition in WAROQO" the following focus may need
special attention in the training of capable nutrition
researchers: principles of nutrition epidemiology;
assessment of nutritional status; methodologies of
community intervention for the different nutrient
deficiencies; and the analysis and interpretation of
nutrition data.

Also needed is the promotion of attitudes and/or skilis
that enable nutritionists to undertake multi-disciplinary
and/or community-based research studies. Training support
either through fellowships, or preferably, a series of
workshops might go a long way to improve the research
capacity in nutrition.

The creation of awards or prizes to recognize creative,
original applied nutrition research undertaken by young
scholars can be promoted.

The support of the publication by IDRC of a manual for use
by researchers and primary health care workers on
Community Diagnosis and Management of Nutrition Problems
might be a useful activity to undertake in collaboration
with the Communications Division. To my knowledge, such a
manual does not exist and could serve as a catalyst to
challenge and change the attitudes of the research
community regarding the role of the researcher in the
identification of nutrition research priorities and the
methodologies needs to solve the problem in question.

The HSD could become involved in the development and/or
adaptation of methodologies in the area of problem
identification in community nutrition. Here, experience
with the methodologies of rapid nutritional assessment and
of rapid rural appraisal might be useful to examine.
Emphasis would be placed on methodologies to generate
focused, manageable and relevant data to address the
research question at hand.

More efficient tools might also be developed for more
effective ways of analyzing and interpreting
nutrition-related data and of disseminating research
results.



The HSD can be a partner in the facilitation of the
pooling together of existing knowledge on nutrition
research, with the goal of delineating gaps needing review
and research. In this connection, the NWG has recommended
that IDRC fund a consultative meeting of representatives
of international agencies and scientists working in
nutrition to review the current status of orientation of
nutrition research and to determine future research

needs. It might also be useful to fund specific country
initiatives which focus upon the identification of
priority nutrition research problems and the w~ays and
means to address them.

The HSD can promote the collection and analysis of
community-based case studies dealing with malnutrition.
The successes and failures of the various approaches (many
probably undertaken by NGO's) can be analyzed and IDRC can
play a role in publishing and disseminating this
information.

Recommendations

The HSD should continue to be involved in, and support,
the work of the interdivisional Nutrition Working Group.

Research supported by the HSD should have the following
general characteristics. It should:

(a) Promote, when appropriate, community participation
through the involvement of the community in the research
process;

(b) Be oriented towards the application of existing
knowledge for the solution of concrete problems, for which
operational objectives should be formulated;

(c) Respond to the identification of national and local
priorities that has been based on an analysis of the
multiple causes of malnutrition; and

(d) Promote multi-disciplinary approaches to the
investigation of food and nutrition issues.

The HSD should encourage the submission of regional
strategies for a nutrition thrust. Preferably, these
plans should be jointly developed with colleagues in other
Divisions. Once regional strategies have been submitted,
they should be given the support needed to see that they
are carried out.
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Support to nutrition research training and human resources
development needs to be increased. The organization of
IDRC-supported workshops on various themes and/or problems
of malnutrition should be given a high priority. A number
of workshops on the following topics should be supported
over the next four years: principles of nutrition
epidemiology; assessment of nutrition status;
methodologies of community intervention for the major
nutrition deficiency diseases; and the analysis and
interpretation of nutrition data. Plans for such training
should be developed in the regions, with sizeable support
(with financing and logistics of organizing the workshops)
coming from Ottawa.

The HSD should become involved in the development and/or
adaptation of methodologies to identify and help solve
community nutrition problems. In this regard, the HSD
should support the preparation of a publication on the
subject of either "Community Diagnosis and Management of
Nutrition Problems"” or "Nutritional Assessment
Methgdo]ogies and the Interpretation of Growth-Related
Data".

Support should be given to an examination of experiences
in conducting nutrition interventions characterized by
community participation and local analysis of the food and
nutrition situation. Here, the HSD could support i) a
review of NGO's involved in activities that influence
nutrition or ii) a review of factors that either promote
or impede success in interventions that improve
nutritional status.

The pooling together of existing knowledge on nutrition
research in order to delineate gaps needing review and
research should be supported. Useful activities here
could include: the support of a consultative meeting
organized by IDRC to bring together representatives of
international agencies, development organizations and
scientists working on food and nutrition problems to
review the current orientation of nutrition research and
recommend future research directions and priority themes;
the financing of specific country or regional initiatives
which focus on the identification of priority nutrition
research problems and the ways and means to address them;
or the preparation of a document summarizing the views of
a variety of organizations (e.g. academic, NGO's, multi-
lTateral and bi-lateral donors) involved in nutrition
activities and/or nutrition research regarding priority
needs in nutrition research.



The investigation of research capacity in nutrition should
be supported. This activity is best completed in the
regions and with the active involvement of local
researchers. The investigation could entail the
compilation of inventories of nutrition research and
training institutes, including information on courses
available, professional staff and their areas of
expertise, research equipmenc, library facilities and an
assessment of the multi-disciplinary capacity of existing
institutions.
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APPENDIX 1

Health Sciences Division Support to Nutrition Research

In order to study the nature of HSD support to nutrition
research the support given to this area by the HSD since 1971 was
reviewed. By searching the PINS database using a number of
descriptors and by manually searching the listing of all projects
supported by HSD, a listing of projects supported was produced.
The complete listing of these projects by region plus a brief
description of each is available upon request.

From 1971 up to FY 1986-87 a total of 53 nutrition
projects was funded hy the HSD. Appropriations for these
projects total CAD 7,173,930 (i.e. 9% of the total appropriations
for the HSD for this same time period). Table 1 shows the
appropriations for these nutrition projects and the number of
projects funded by fiscal year, HSD appropriations by fiscal year
and percent of HSD appropriations taken up by nutrition projects
by fiscal year.

Table 1: HSD Appropriations by fiscal year
To nutrition-specific projects To all HSD projects
fiscal year amount count amount count %*
71-72 0 0 833,000 N/A** N/A
72-73 0 0 1,821,000 N/A N/A
73-74 322,492 1 3,404,000 N/A N/A
74-75 0 0 3,661,000 N/A N/A
75-76 0 0 4,996,000 N/A N/A
76-77 0 0 4,070,000 N/A N/A
77-78 432,000 1 3,824,000 35 11
78-79 28,810 1 4,045,000 27 1
79-80 232,310 3 3,291,000 26 7
80-81 755,855 5 3,739,000 38 20
81-82 987,230 5 6,010,000 37 16
82-83 0 0 5,801,000 29 0
83-84 1,616,540 18 8,356,000 62 19
84-85 1,261,079 8 8,006,000 58 16
85-86 1,053,879 4 8,740,000 60 12
86-87 483,735 7 10,421,000 12 5
7,173,930 53 81,018,000 N/A N/A

*This column refers to % total HSD appropriations for nutrition
projects.

**N/A - figures not available for this report.



Table 2 shows the appropriations and number of projects funded by
region during the period 1971 to end of FY 1987.

Table 2: Appropriations for and number of nutrition-
specific projects by region

Regional Office Amount Count
ASRO 1,084,673 12
EARQ 528,761 5
LARO 2,538,644 19
MERO 603,760 4
SARO 422,930 4
WARO 1,475,252 7

Subtotal 6,654,020 51
Global 519,910 2

Total 7,173,930 53

By far the highest proportion of projects have been
concentrated in the LARO region (total no. = 19) with ASRO also
showing a relatively moderate amount of nutrition research
activity at 12 projects, this parallels the overall HSD trend in
support of these regions. The numbers funded in all other regions
are quite low. The reasons for these low numbers bear
investigation. One can speculate that important factors for this
situation in these regions might include: lack of regional
representatives, thereby reducing the division's ability to
identify researchers and stimulate development and submission of
proposals; the existence of a weak research infrastructure
(especially in WARO and EARQ) rendering the submission of research
proposals difficult; lack of clearly established Divisional
priorities accorded to regions of highest need; and in the case of
SARO, its relatively new existence. Also of note is the fact that
many countries in all regions have not received support for
nutrition research. Again, the reasons for this situation are
worth investigating.

Of the 53 projects supported by the HSD, three were joint
projects with other divisions as shown in Table 3.

Table 3: Funding of joint projects in nutrition by Division
Division Social Sciences AFNS IS Coop Communications
No. of

projects 2 -- ~- 1 ==

with HSD

Project 3-P-84-0049 -- -- 3-P-86-1035 ---

No . 3-P-85-0269



In view of the Centre call for interdivisional research on
problems of nutrition this apparent lack of collaboration is
striking. However, the reasons for this situation would need to
be further explored before conclusions are drawn. For example,
this joint collaboration reflects only those projects that were
jointly funded: it does not give any indication of whether or not
there was indeed collaboration at various stages of project
development or implementation, or of the extent of
multi-disciplinary input that occurred in the field.

The nutrition projects supported by the HSD cover a
variety of topics. Each of the projects was assigned to one of
the research topic areas in order to see where research funding
emphasis has been placed by the HSD. This assignment was done
with reference only to the project abstract and therefore might
misrepresent the focus of research actually undertaken. 1In those
cases where the proposed research investigated a number of the
research topics, the project was assigned to that topic which
seemed to be the predominant focus of the project. Table 4, on the
following page, summarizes these findings.

While time does not permit a detailed analysis of these
findings, it can be stated that the HSD has funded research on a
wide range of nutrition topics. In particular, research support
has gone to projects dealing with infant/child feeding (i.e. 14/53
projects or 26%): only one of these projects was in Africa. Most
of these projects deal with one or more of the following:
breastfeeding promotion; the promotion of appropriate weaning
practices; and nutritional assessment.

Nine projects have been supported on the topic of the
interrelationship between nutrition and infection. Focus of
research in these projects included: the effect of nutritional
status on incidence and/or duration of infection.

A few studies have been done on each of the major forms of
malnutrition, with research focus ranging from studies to
establish the magnitude and scope of the prevalence of the
deficiency in question, to studies on the associated risk factors
to research involving the design and evaluation of preventive
and/or control programmes.



Research on maternal nutrition has focused on the
metabolic effects of oral contraceptives on lactation, the
relationship between lactation and postpartum amenorrhea and the
determination of the quality and quantity of breastmilk.
Interestingly, no studies have been funded on the effect of
nutrient supplementation (or maternal nutritional status) on
pregnancy outcome.

Studies on various aspects of nutrition policy and
planning ha/e received minimal support. Nutrition research
training and human resources development also seems to have
received 1ittle support. To establish if this is an accurate
statement though, it would be necessary to check the DAP's that
have been jssued over the years and the support given to nutrition
training by FAD.

It is of interest to note that while many of these studies
are community-based, community participation in the research
process is a rare occurrence. It also seems that a narrow
disciplinary focus characterizes most projects.

Besides the support given by the HSD to the projects
herein designated as nutrition-specific, the HSD has given much
support to projects on topics that can influence nutritional
status: for example, water supply and sanitation; strengthening of
PHC services; immunization programmes.



APPENDIX 2

Suggested Areas of HSD Support to Nutrition Research

This section outlines proposed topics for HSD funding in
nutrition research. These topics cover a wide range of
activities, reflecting some (but certainly not all) of the unmet
research needs that exist in the field of nutrition research for
development as determined by a brief review of sources
highlighting research priorities for nutrition research (e.g. -
United Nations documents; published articles in food and nutrition
journals and texts; researchers and field workers). These topics
relate primarily to the following c¢ritical food and nutrition
issues that affect nutritional status:

(i) the major nutrient deficiencies which continue to be
significant public helath problems in many of the
developing regions of the world (i.e. protein energy
malnutrition; nutritional deficiency anemias; vitamin A
deficiency; and iodine deficiency);

(ii) the shift in food production from subsistence to cash
crops;

(i11) the lack of stated nutrition policies or plans and/or the
lack of analysis of them;

(iv) lack of basic education and primary health care services
for the poor regarding health and nutrition;

(v) ecological crisis situations (e.g. drought, floods);

(vi) increased rural to urban migration resulting in negative
consequences on health and nutrition as per capita food
production declines and the migrant adopts new patterns of
food consumption; and

(vii) declines in breastfeeding duration and consumption of an
inadequate weaning diet.

In correspondence to the recent reorganization of the
HSD into three new programmes areas, an attempt has been made to
assign the research topics (without prioritizing them) to the most
appropriate programme. Depending upon the focus of a particular
research proposal however, the topic might certainly fall instead
into another programming area or Division.

Due to both the inherent overlap between HSD programme
areas and the multi-causal nature of malnutrition, many of the
research topics would benefit from the expertise available in a
programme area other than the one assigned to it in this 1list or
indeed, from collaboration with another Division(s). The research



topics listed are followed by a bracket indicating other
programmes or Divisions that might be involved at some stage in
such research. Clearly research on nutrition can cut across all
programme areas and divisional boundaries and offers countless
opportunities for multi-disciplinary collaboration between
colleagues both within and outside of the H.S.D.

A. Health and the Community

- Maternal nutrition (e.g. breastfeeding protaction and
promotion; effect of supplementation during sregnancy and
lactation on pregnancy outcome).

- Infant and child nutrition (e.g. studies on the KAP with
regards to breastfeeding, infant and child feeding;
weaning foods).

- Development of non-invasive, convenient, precise and
economical methods for nutritional assessment and
monitoring (HSR).

- Prevalence surveys prior to the design of interventions
for the prevention and control of specific nutritional
deficiencies.

- Studies on the influence of socio-cultural and of
environmental factors on food consumption patterns (H&E).

- Effect of malnutrition on work capacity and performance.

- Investigation of traditional foods consumed and their
contribution to nutrient intake and of methods of
food processing (H&E, AFNS).

- Nutrition education for the public and for health workers,
including the development and testing of effective,
culturally-appropriate educational methodologies and tools
(HSR, SS, COMM).

- Investigation of the food behaviour and nutritional status
of new high risk groups appearing in many countries (e.g.
the elderly; the young, unemployed, single male; single
females marginalized from society).



Research on the impact on nutritional status of factors
such as cropping patterns, women's time use, income-
generating schemes and new technologies (AFNS, WID).

Research to define the nutritional characteristics of the
population under study (i.e. nature, extent, causes of
malnutrition) before planning an intervention (H&E).

Studies on the effect of rural-urban migration and of
refugee movements on nutritional behaviour and status
(HSR, SS).

Studies on food distribution within the household and its
effect on nutritional health (WID, SS).

Studies on the relationship between dietary habits and
non-communicable diseases such as hypertension, coronary
heart disease and diabetes mellitus (H&E).

Health and the Environment

Research on toxic factors in foods (AFNS)

Nutrition effects of seasonal variations in food
availability (H&C).

Nutritional effects of food preparation and processing
techniques (AFNS).

Household and community food storage systems (AFNS, EES.)
Consumer protection and food quality (e.g. research on
street foods: sanitary aspects of its preparation and
distribution, nutritional quality, affordability, etc..)
(H&C, AFNS, SS, WID).

Interrelationship of malnutrition and infection (H&C).



Health Systems Research

Evaluation of nutrition research training and manpower
development (H&C, FAD).

Effect of agricultural policies and practices on food
availability (AFNS, WID).

Food, nutrition and development policy research (H&C, SS,
AFNS).

Evaluation studies of nutrition interventions, including
education and primary health care programmes, and also of
the unintended consequences of other development
interventions on nutritional status.(e.g. comparisons of
biological impact and feasibility of interventions under
varying socio-economic circumstances; strengthening of
delivery of nutrition services through PHC

programmes ){H&C).

Operational research to plan, implement, monitor and
evaluate nutrition programmes (e.g. food for work schemes;
school feeding; feeding of refugee populations;
supplementation or fortification schemes to overcome
nutritional deficiencies) (H&C).
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INTERNATIONAL CENTRE DE RECHERCHES
DEVELOPMENT POUR LE DEVELOPPEMENT
RESEARCH CENTRE INTERNATIONAL
MEMORANDUM NOTE DE SERVICE
All program officers WARO DATE : 26/1/88

Cécile De Sweemer

HS/CS/052/88/nd
Drait on Food and Nutrition in WARO

Please find attached a draft on Food and Nutrition in WARO. I have written
it as a first think piece coming from my admittedly limited perspective.

I am painfully aware the AFNS contributions don't come through as clearly
as they should.

Please comment, redraft or formulate your own as I am most eager we can
discuss a prefinal draft in April so that we get the administrative WARO
mechanisms which should undergird this clear also.

cc: Plerre Sané
“Jenny Cervinskas

BUREAU REGIONAL POUR L'AFRIQUE CEMTRALE ET QCCIDENTALE
B.2. 11 907 CD ANNEXE — DAKAR
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INTERNATIONAL CENTRE DE RECHERCHES

DEVELOPMENT POUR LE DEVELOPPEMENT
RESEARCH CENTRE INTERNATIONAL
MEMORANDUM NOTE DE SERVICE
All program officers WARO DATE :26/1/88

Cécile De Sweemer
HS/CS/051/88/nd

Food and Nutrition a West and Central African Perspective

We have taken cognizance of the proposed Nutrition thrust and want to
specify our regional perspective at least tentatively. Two factors
can only be determined as time goes by:

l. how much research capacity exists in the region or can be developed
starting from the multiplicity of relevant disciplines;

2. how much of the stimulation can be done through an interdivisional
coalition FAD/AFNS/HS (to be decided tentatively in April) how much
will have to be born by HSD.

Food and Nutritions issues in WARO region

In the region no studies have been done that permit a comprehensive
statement of the present day nutritional problems. Still the outlines
are known:

~ the nutritional problems show themselves both as chronic malnutritiocn
(endemic) and famine (epidemic);

- the chronic malnutrition is most prevalent in children and women and

is due to four major deficiencies: pcm and anemia and in particular
ecologies also endemic goiter and vit A, for which strategies for control
are kaown but largely unapplied (annex 1);

- the agricultural and ecological crisis and rural-urban migration lead
to an ongoing decline in per capita food production. This accentuates
the caloric deficit among urbanised poor;

- the urban economic crisis (particularly preomounced in Nigeria and Zaire)
means traditional caloric supplies are becoming outpriced. This leads

to shifting dietary habits: relying almost exclusively on white rice or
white bread. One sees now adult male and female kwashiorkor in Zalre, omne
can expect protein~deficiency beri-beri, Vit B2 , Vit C deficiency

to becume more important everywhere in West and Central Africa among the
marginalised of any age or sex.
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Where before 1980 one could confidently estimate about 30Z of children
in W and C Africa were malnourished mostly due to intra-familial
maldistribution and lack of nutritional knowledge, we now have an
unknown X, but > 30% of manourished children and sheer'economic un-
availability of food seems to become a major reason.

The applied research agenda

The research agenda dictated by our comprehension of the present problem
should be of interest to several divisions of IDRC.

l. Community diagnosis (HSD with SSD and CD?)

We need diagnosis of who is malnourished, with what kind of wmalnutrition,
what people's perceptions are of the "problem", what the discernible
causes are at household, village and national level. .

This needs wherever possible to be participatory research (see in annex 2
my paper on community diagnosis of nutritional problems).

A special effort needs to be made to look for new types of problems (Bl
B2 Vit C deficiencies protein deficiency in adults) and new high risk
groups such as the old (more than 162 live alone in Nigeria and Zalre),
the young unemployed single urbanised male, the marginalised widowed and
divorced or single females who are domestics, beggars, and occasional
prostitutes.

These studies also have to go beyond simple epidemiology into perceived
causes as well solutions, which the community can initiace. The results
of such research would need local application first, but also be widely
publicized to the general public.

2. Nutritional Policy Research (AFNS, SSD and CD7)

Most countries in the region have no stated nutritional policy or olan.
Access to land (within a reasonable distance from the village), to water,
to agricultural implements and inputs, to the knowledge on new techniques
and to credit as well as reasonable pricing policies, marketinyg and
distribution are necessary to agricultural production but not suilicient
to assure the production will be locally consuied or be translated into
food purchases.
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It would seem more studies need to, be done that are critical analyses of
the agricultural economics of nations and administrative subunits. The
agricultural crisis is widespread and deep and unlikely to respond to
technological fixes, before major changes in policies. Policy research
vould need to raise awareness of decision makers and literate public
opinion to gain some momentum,

3. Policy Action Research (AFNS, SS, IS and HSD)

In case any of the nations or intergovernmental organisations of the region
vere to declare a nutrition policy or were to change one of the policies

ve suspect to affect nutrition, it would be important to do a policy
analysis and an evaluation of the impact. This may ask a commissioned

study by a regional group.

4. Community Action Studies (HSD - SS and poséibly otheri&ivisions?)

Communities that have gone through a community diagnosis will choose

a mix of appropriate activities including nutrition education and agricultu
ral extension. The activities will need evaluation. This evaluation we
should support.

Sometimes a professional group may propose to develop nutrition education
in absence of a comnunity diagnosis. Our support should be limited to those
cases where in fact modules are being developed of nutrition knowledge that
can be used and applied by communities.

WARO has at present very limited nutrition activities:

1) 3P-086-1035-02 in Chad. A multidisciplinary team aims to study the
nutritional status in the waddis where through agricultural extension new
vegetable cultures have been introduced; the research will try to measure
the access and cost of land, the production, marketing, storage, consumptio-:
and nutritional status of vulnerable groups. The policies involved are both
traditional (access to land) and newly introduced (production) as well as

ad hoc local initiatives (marketing, storage). The nutritional status is
further mediated by formal and informal taxes, intrafamilial distribution
and nutrition knowledge.

2) 3P-83-0246
Nutritional Anemia in CAR, which limits itself to descriptive epidemiology.

3) 3A-87-4951 non-invasive hemoglobin Estimation in Nigeria. This PODA
will permit inovative technology to be developed useful to later community
diagnosis projects.
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4) Two PODAS under consideration would permit: . 5

- development of a research protocol for a project in Republique éf Coﬁgo
basically attempting a community diagnosis with unfortunately very minimal
community participation; )

-~ further analysis with community involvement of the data of 3P-84-0174
Sevrage au Mali.

In fact the limitation on present applied research activities in Nutrition
in the region are manifold:

1. Very few nutritionists with real research capacity are active in the
region. Between Mali, Congo and Chad, I found one or more of the following
not really understood:

~ principles of nutrition epidemiology“

- " " " assessment

- policy

- methodologies of community intervention for the different deficien-
cles

methodology of analysis and interpretation of nutrition data

2. Very few nutritionists have a community or a policy approach or truly
understant even what it would take (most striking in Mali and Congo).

’ 3. There is no ready political support for this kind of research into a
condition which is found politically and socio-culturally embarassing
(only slightly less so than AIDS).

4. Good nutrition research has no ready support from the donor comnunity.

, OQur activities should try to be responsive to the needs and therefore in
this difffcult situation go beyond the effective demand expressed in
reasonably good proposals.

First of all we need to better undergird the initiatives that have been
or ave being taken; we propose therefore some workshops and creation of
a nutrition network

- to involve all present and past grantees with nutrition interest in one
(or more if needed) workshops on computerisation and use of general soft-
ware such as Lotus 123 and SPSS;

-~ to involve the same group in workshops on the use of CDC software for
anthropemetric analysis;

A
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= to use the data existing iﬁ Mali and Benin and being gathered in Chad
to develop an analytical protocol for dietary consumption by infants and
children;

- to encourage a network between all concerned sharing both experiences
with community participation, with field methodology and with application
of putative solutions. It is too early to judge where the point of gravity
should fall for the network, so to test the situation and prevent fore-
closure one workshop should be organised in each of the possible places.

Second to stimulate new initiatives and enrich existing ones, by larger
workshops on causal mechanisms and importance of the 4 to 6 most prevalent
deficiencies as well as strategles of intervention and research agendas.

Indeed the agricultural, social and bilomedical elites of West and Central
Africa largely ignore the epidemiology, causation and importance of the -
"existing deficiencies. A fortiori their notions on strategies are even
vaguer! We had just a request to train a physicilan in biophysics...so that
he can help solve the endemic goiter problem in Burkina Faso. Décidement
quite a high tech solution.

We may need to seek to enlarge the nutrition network with new recruits
through these workshops. The network will need early on to link also with
organigations like ISRA, IITA, FAO, UNICEF and WHO which can all be vital
to its meaningful survival and expansion, later on it should also seek

to influence the existing training programs of the faculties of medecine,
agriculture, social sciences or special institutes like PAID, CESAG.

The training workshops on analyticial methods for presént and future
grantees as well as the more general workshops on the deficiencies will
have to involve FAD.

Last but not least we should seek may be in collaboration with FAO or/and
FF to have a good nutrition policy analysis done, which can be used as an

effort to raise awareness of national decision makers and general public
opinion.

cc: Plerre Sané
Jenny Cervinskas




COMMUNITY DIAGNOSIS OF
NUTRITIONAL PROBLEMS

by Cécile De Sweemer

How much of a probilem malnutrition is in a com-
munity, or even whether or not there is a famine, is
strangely enough, not self-evident; it takes careful
community study before facts are clear. The reason is
partly that malnutrition hits mostly mothers and chil-
dren, two categories who have no say in most com-
munity councils or churches. Moreover, malnutrition
is often not recognized by the community for what it
is; it may be cailed a natural weakness or a super-
natural disease.

Similarly, for famine, the first victims are the mar-
ginalized, the poar for whom it may be considered a
natural condition to be malnourished — and who are
very uniikely to come and complain to a gathering of
leaders as they are accustomed to not being heard.

Hew can a community or church be muora sensitive
and detect problems of nutrition early?

1. Chronic mainutrition

The advice given in the article *Growth Monitoring”
should help to set up a simple surveillarce system
that can irndicate not only how frequant mainutrition
is in children under 1 year, under 3 years, under §
years, but also whether the situation is growing bet-
ter or worse over the yéars. Birthweights are one of
the most reliable indicators of whether adult women
are significantly malnourished. A well-fed population
has less than 5% of low birthweights. Again one can
follow any long-term improvement or deterioration
in these perceni2ges and treat increases in percen-
tages as serious danger signs.

2. Famine

Famines are u<ually predictable even before people
starve. They are the outcomes of diminished food
availability and/or of the ability. to buy the available
food because of pricing. Both mechamsms go often
hand in hand.

These two mechanisms increase the numbers of
people hit and the severity of the malnutrition that
hits them.

Infamine, again the worst hit are the poor and among
them the women and the children. As a famine con-
tinues, weight/height measurements of children and
aduits alike permit identification of groups most in
need of immediate help and permit follow-up of their
rehabilitation. Quite often communities only begin
action 'when excess deaths have otviously occurred
due to starvation, and even adult males are starting
to show effects of hunger. This could be avoided
entirely if communities were closely monitoring
birthweights and child malinutrition and recognizing
that risirg percentages of thesa refiact nutritional dis-
tress in communities which demand further investi-
gation. '

Sucn ‘nvestigation should not tc done by pro-
fessionals in isolation fram the community. it should
be based on discussion in the community with
responsible leaders and, as far as possible, with a fair
reprasentation of women and of the poorer peopie in
the community.

Guide to discussion

1. As a starter, the professional health team can pre-
sent some findings on malnutrition in the com-
munity. Together the group can discuss:

- nature and severity of the problam

- which people experience the most malnutrition

- which people are most likely to be in danger of
experiencing the problem (this question should be
posed several times as no one likes to think about
it, but the protection of the vuinerable is important)

2." The foilowing food path (Fig. '} can be used as a
basis for systematic discussion.

Y

In its present shape. thls food path is 1ust 8 very
general idea ng 'l%\ the discussaon ln a gsven com-
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From Manual for Child Nutrition in Rural indis, De Sweemaer, Sengupta and Takulia, VHAI 1978,

munity, one can raviaw and remembar how things
are actually done. Put up the food path for your com-
munity for all to see. It may be that people will start
mentioning blocks on the food path as you develop
it. List them separately so as notto be forgotten. Once
you have a complete food path for your community,
start systematically to look for important blocks; fol-
low the arrows.

1. Do ail families have sufficient access to land? Are
the landhoidings equitable? Where rotational
cultivation is practised, are the cycles becoming
shorter?

2. Is the clearing and pioughing of the land easy?
Are there enough people to do it?

3. Isthere enough water and fertilizer, enough high-
quality seeds?

4. Arepeaople tooill towork hard in the fields? (mal-
nutrition, anaemia, malaria, river blindnass)

8. Is the community growing enough food for its
own use? If not, why not?

6. Is the community growing the right crops? (non-
food-cash crops versus food crops, selected crop
varieties and animals, kitchen gardens, balance
between cereals or tubars and legumes, oily
crops}

7. Are there plant or animal diseases or pests that
attack the crOps? o i

S
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8. How is storage done? Is there much loss to pests
or bad weather?

9. Isthere trouble selling crops? (transport, middle-
men, markets, prices below cost, taxes on farm-

ing)
10. Are thera kitzhen gardans? plots with legumes?

11. Are thete ploexks gn the mer oy path? (no jobs, no
work in agricultural cif-seazons, bad budgeting
in families, bad shopping, hian taxes, high school
fees)

12. Are cr.i‘dren born toc quisslv  dirthspacing of
less than 3 years)? Are thars more children than
wantea?

13. Is there enough fuel to coox food?

14. Are children breast-fed untit at least 18 months?
Are children given suppiementary foods from the
age of 5 months? Are the children's shares clearly
set aside and sufficient? Are they given properly
balanced multi-mixes?

15. Are there food taboos that limit the intake of pro-
tein and amounts of food of mothers or smali
children?

It is clear from these questions that many of these
blocks are tied together. The diagram in Figure 2
shows how this was visualized in a Punjabi pro-
gramme. It may be good to dlscus for . your co
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Figure 2 munity which blocks are related and put them in
0\,65‘ spider-web diagrams. Now you are ready to discuss

~—~— \/ ' b"(\ which blocks can be attacked by the community, the
\/ &_ t@\g\ authorities or the professionals or by cooperation

& o between all. How the action can be carried out and

3
&
’060 h/ §k zb\ " .
))?6,,_ </ SN\ & \\“‘ when and how the community shouid review the
e

results. Programmes that deal with chronic causes of
malnutrition in a community are also long-term pre-

\ -
Ml” achl.ng protain foods or fats vention against famine. Programmes that supple-
t0 8 child’s porridge mant the malnourished are often necessary to tide

e
\) \ é { people over and conscienticize the community. But
Y they do not in and of themselves solve the problem.

%0

I § - ‘I;’;?pd In fact they may help people to be sufficiently satis-
\‘@" ™ £ ~— ”4,% 2 fied that they do not feel motivated to face problems.
o \ 87 %15%,- . . .
N\ /"- ” % So before undertaking supplementation and during
- supplementation programmes, it is necessary to
Tied Together Like a Spider's Web explore the above questions on the why and how of

From Manual for Child Nutrition in Rural India, De Sweemer, Wa“d to hel_p the community design corrective
Sengupta and Takulia, VHAI, 1878. actions.
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APPENDIX 4
INTERNATIONAL DEVELOPMENT RESEARCH CENTRE

CENTRE DE RECHERCHES POUR LE DEVELOPPEMENT INTERNATIONAL

MEMORANDUM
! RECEIVED
E. Weber pate: vanuary 5, 1988
Richard Young JAN 12 1988
LD R C YOUR REF:
Nutrition: Presentation %o MaMﬁEM’&m&

As we discussed in Delhi last month, I am providing some thoughts
which might be incorporated into the document you intend to present
to Management Committee. These have basically been derived from
the responses to the NWG document (as well as the document itself),
our recent meetings on nutrition and my own current analysis and
reading.

I believe it is fair to state that the document prepared by the
NWG has received general support from all Divisions.

There is also concensus that definite regional initiatives should
now be developed, based on the recommendations of the document

_ and the ideas subsequently received.

- Community orientation and broad problem identification exercises,
based on rapid appraisals, should be the starting points. Criteria
for selecting regions/communities would include factors such as
the perceived ex.ent of malnutrition, existence of ongoing action
programs, agroclimatic characteristics, presence of related IDRC
activities and others. Particular groups vulnerable to malnutrition
within selected communities, and therefore candidates for targetted
interventions, would be automatically identified by means of the
appraisal. The program would thus not be limited in the first
instance to any discreet group.

- There is a felt need for methodo]ogy _adaptation . and development:in
the area of problem identification in commun1ty nutrition. . Most of
the published work on rapid rural appra1sa1 is related to farm1ng
and commodity systems. The SARO study in Indian drylands may
represent a reasonable basis for formulating approaches. The
objective should be to develop and disseminate methodologies which
can produce quick but reliable results to assist Tutrition policy
makers. In the latest issue of Food Policy, Berg*® (quoting
M. Griffiths) states"...... follow the same type of planning procedures
that combine national priorities with community needs. Our research
may point to the need for legislation, a consumer subsidy,
sanitation infrastructure and an intensive education effort to
improve household practices. Often we cannot implement the entire
package. But at least we understand the context and the priorities
and are guided accordingly. The end product is no longer a poster

1. Berg, A (1987). Rejoinder: nutrition planning is alive and
well, thank you. Food Policy 12 (4), 365-375.
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or a nutrition talk promoting the four food groups." Clearly,
though, the kind of problem identification exercise mentioned
is still in its infancy and needs further attention and
development. Here, I see a definitive future role for IDRC,
1ikely in collaboration with other international agencies
involved in nutrition support.

- For any given region or community focus, the impact of national
food policies should be evaluated, in addition to local factors
affecting nutritional status. IDRC should channel its attention
to both community and policy making levels to gain a clear,
overall picture of relevant factors. Collaboration with IFPR]
is a possibility for policy research. Such work should be
related to ongoing, action programs and not conducted in isolation.

- There is a need for more detailed assessment of the work of NGO's
and for documentation of successes. IDRC could seek to act as a
link between field NGO's and government policymakers, to strengthen
NGO's that deliver and to disseminate their approaches and results
more widely.

- A1l the above activities should sensitise governments and policymakers
to nutritional problems and causes, long-term solutions and
opportunities for short-term alleviation of malnutrition in
vulnerable groups. Active collaboration with international donors,
eg. UNICEF, WFP, should be cultivated in the course of this exercise.

- Much scope exists for developing more appropriate marketing,
promotional and communications techniques to improve practices which
affect nutrition and to create demand for agricultural products and
processes. The collaborative effort in this area being pursued in
relation to the Food Enterprises (India) project may become a model
for wider dissemination.

- IDRC's ongoing programs should be encouraged to articulate nutrition
objectives. However, the framework for inputs to specific nutrition
projects by the programs should be provided by community/problem
identification work, i.e. a community/people orientation must be
promoted on which to build relevant, priority technical programs.

- We have been asked to more clearly address the linkages between
agricultural production and nutrition. Self-sufficiency in food
production is of course crucial to maintain food security and the
nutritional wellbeing of populations. Nevertheless, it has now
been widely demonstrated that food production alone is insufficient
to generate overall nutritional adequacy for the poor and most
vulnerable. Given recognition of the fact that increasing the
purchasing power of the poor is fundamental to long-term nutritional
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improvement, programs such as CAPS, Fisheries and Forestry should
review the possible impact of their support on income generation
and access to food. Creation of surpluses, marketing and the
conversion of agricultural produce to higher value consumer
products will play an important role. AEP, PPS, SSD and the
nutrition group could assist other programs in articulating the
above and in introducing the necessary components to provide a
more vertical, systems orientation.

~"For long-term rehabilitation of the most malnourished (eg. landless,

" tribals), IDRC could contemplate the development of a model which
effectively combines improving the wellbeing of people with
developing the environment and its productive capacity. Land
.reclamation, resettlement, agroforestry, farming systems, food
jconversion and market 1inkages are balanced in sustained
nutritional rehabilitation of the most deprived. As we have
.discussed, the BAIF model holds important lessons for this process
and is most relevant as a viable and sustained nutrition intervention.
The impact should be explored and documented in a nutrition context.

- Because nutrition as a subject is complex, involving many disciplines,
a nutrition program should not be accommodated within any one sector,
eg. agriculture, health. In the past, each discipline has seen
overly specific solutions to malnutrition. The working group
mechanism has been useful in formulating an overall strategy for
the Centre and identifying possible entry points for Centre
contribution. The working group arrangement, however, may not
now be the appropriate way to proceed. Action should be developed
in the regions (SARQ, WARO and EARO are priorities) with an
individual nominated to take the lead in overall coordination
and able to draw upon resources from different divisions.

- To further develop the above approaches, some options for utilizing
the DAP funds requested for next FY are as follows:-

i) A consultative meeting of representatives of international
agencies working in nutrition to review current problem
identification exercises and determine future needs.

ii) Studies to test the application of rapid appraisal
methodologies for nutritional assessment in African

communities.

iii) Evaluation of the effects of national policies on food
pricing and availability in selected African countries,
possibly with IFPRI.

iv) Assessment of the capabilities, activities and requirements
of African national institutions and NGO's working in
nutrition.
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v)

vi)

vii)

Surveys to identify like-minded resource people active
in nutrition and collation of their expertise and
experience.

Computerisation of material used to date and recommended
by the NWG as a good basis to the nutrition initiative -
initiation of an information network and sharing of
relevant information on nutrition between the regions.

Study of the factors that contributed to substantial
nutritional gains amongst the poor in certain countries
and regions (eg. Sri Lanka, Kerala, China).

Options i) - iv) would be priority activities in my opinion.

- The regional nutritionl;gggﬁgikgg_gg,suhmi;ted by SARO as a
two-year project for Céntre's reserve fund§, should comprise the

following components :-

1.

A Senior Nutrition Adviser to assist the SPO in developing
the regional program, enhance the Centre's profile in
nutrition, recommend projects and institutions, organise

Yorkshops and liaise both at high government and NGO
evels.

A Nutritionist to conduct surveys and short studies on
problem identification and NGO activities, collect
background information, prepare papers and information
documents and generally assist program development.

A review of NGO activities and linkages to government
policies on nutrition, factors important for targetting
and delivery of nutrition improvements, management
issues and sources of training for field workers. The
overall objective will be to 1ink successful NGO's
more adequately with national programs and strengthen/
disseminate their approaches. This activity will
culminate in a regional workshop to formulate projects
for potential IDRC/interagency support,

Further problem identification exercises, dissemination
of knowledge on methodologies and nutrition problems and
causes, design of training programs in appropriate
techniques, creation of linkages to both government

and NGOs, interfacing national food policies with
community analysis. Again, to be the topic of another
regional workshop.

Further elaboration of novel marketing/communications
techniques and 1inkages to promote better nutrition
practices among the poorer sectors and to stimulate

depressed rural economies. (Based on an expansion of
avnarienrec aained thrannh Fand Fntarnricace - Thndial

CONTINUATION SHEET NO. 4.

| o
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6. Consolidation of a core group of like-minded specialists
in nutrition, marketing and economics to develop and advise
on nutrition-oriented activities in the South Asian region.

Please forgive the lengthy memo but hope you can distil out points
which may be emphasized to management. conmittee.

Regards.

Lo

cc: H. Zandstra

ns
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Research Capacity Building in Developing Countries

Introduction

In addressing this topic, one confronts a number of phrases which are similar

in meaning but different in scope. Research Capacity Building connotes either

starting where nothing exists, or expanding on an already existing base.

Research Capacity Strengthening suggests more of the latter - building on an

existing infrastructure,. Research Instjtution Strengthening could be a

modality for either Research Capacity Building or Research Capacity

Strengthening.

An obvious deficiency in the health sector in the developing world is the

relative lack of a capacity to undertake relevant research and to bring the

results to bear on policy formulation and decision-making., One can cite an
exanple, less than 20 years aqo, of how a particular Ministry of Health
decided on budget allocations for the ensuing year by simply adding x percent
to the previous year's allocations. This exanple illustrates the
shortcomings, including a lack of relevant data and/or the minimal capacity to
analyse them and draw rational conclusions. Important policy decisions
regarding the allocation of meagre resources were thus made on an ad hoc,

subjective basis.



Within the 1ast two decades many countries have come to realize that they need
such a research capacity if they are to use their scarce, and in some
instances dwindling, resources optimally. Indeed the strengthening of
indigenous research capacity is often the first priority for national health
research institutions and researchers, as well as decision-makers. This need
was underlined, for exanple, in a paper by Dr. T. Nchinda, formerly a
professor at the Centre Universitaire en Sciences de 1la Sante (CUSS),
Cameroon, now with TDR/WHO, at a conference, jointly sponsored by IDRC and the
University of Waterloo, on Research for Third World Development, which was

held at Waterloo in May 1985.

This increased awareness has come about in part through the efforts of the
World Health Organization (WHO), in part throwgh activities of other agencies
interested in improved health in the developing world such as the Rockefeller
Foundation, the Ford Foundation, the Swedish Agency for Research’ (SAREC), and

some of the (other) UN agencies (UNDP, the World Bank among them) .

Much impetus has been given to Research Capacity Strengthening by the WHO

since the Alma Ata meeting in 1978, from which the declaration of Health For

A1l by the Year 2000 (HFA/2000) emerged; and stemming from the realization

that, in order to attain the goal of HFA, there were major implications for
health services, health systems and health policies: how they were organized,
managed, financed, evaluated. This necessitates a functioning research

capacity in the developing countries. One of the WHO programs, the Special



Progranme for Research and Training in Tropical Diseases (TDR) has become in
many ways a model for Research Capacity Building and reference will be made to

it several times in this paper.

At its 27th meeting in October 1985, WHO's Global Advisory Committee on
Medical Research spent much of its time examining and discussing the Report of
its Subcommittee on Health Research Strategy for HFA/2000. The following

passage from that report is worth quoting:

"Attention must be given to the organization and support of research on the
delivery of health services so that diverse disciplines and sectors are
brought together into effective working teams, so that research groups are
effectively linked with communities on the one hand and policy-makers on

the other, and so that adequate support for research is available.

Capacity for research in this field, at both individual and institutional
levels, is seriously limited, and concern must be directed towards the
building of local capabilities with support from national and international

sources” .

The activities referred to are the essence of health systems research; and WHO

constantly promotes the goal of self-reliance in such research in the

developing countries. Today one would hardly find a ministry of health in a



developing country making decisions about resource allocations on as
"jntuitive" basis as in the example previously given. A great deal of the
credit for bringing about this change must go to WHO, though other agencies

have also played a significant part.

Elements of One Successful Model of Capacity Building

The WHO views Research Capability Strengthening as a long-term effort,

consisting of two main elements:

. training and

. institution strengthening activities

As mentioned previously WHO's Special Proaramme for Research and Training in
Tropical Diseases (TDR) is credited with having mounted one of the most
successful prograns for building and strengthening capacity in health
research. Since there are many lessons to be learnt from this program, some

details of the approach adopted are given here,.

From the perspective of the TDR program, institution strengthening activities

have two goals:

. strengthening applied field research; and

. promoting fundamental research



The modality for achieving these broad goals is three types of institutional

grant:
. capital grants
. Short-term support grants

. long-term support grants.

Capital qrants cover buildings and the purchase of major equimment and

furnishings. Short-term support grants cover specific items, including

research costs. Long-term grants cover any or all of these itens, and usually

include salaries and operating costs. The first two are used during initial
phases of strengthening, or for well-established institutions needing single
grants to improve their research capacity. The last, the main instrument for
strengthening institutions, is normally of at least 5 years' duration, with
occasional extension for another 3 years. Another type of long term support
goes for the organization of lona post graduate courses. These grants
therefore provide core or program support, as well as the costs of specific
research. Post-doctoral support for the continued growth of the institution;
and funds and materials for implementing new courses which may attract not
only nationals but also foreign students, can also be a part of the

institutional grants.



Expected outcomes from this institutional strengthening include:

. improvement of the scientific infrastructure

. creation of new research facilities

. development of human resources
support of post graduate education relevant to the prevailing disease
patterns

. promotion of sound management practices, through and including networking

and continuous monitoring.

As for the training element, a necessary complamnent of institution

strengthening, specific disciplines and areas which are amnphasized include:

. epidemiology
. social sciences as applied to health

continuous self evaluation, with the develomment of appropriate

indicators.

The emphasis on social sciences is worth noting when considering plans by IDRC

for strengthening research capacity.



IDRC and Research Capability Building

An Evolution in Thinking

In fulfilling its mandate "“to encourage and support development through
research", IDRC decided since its inception to use the project mode - the
support of specific research projects. Many difficulties soon emerged,
anong them the relative lack of research capacity in the developing worid,
more acute in some regions 1ike Africa than in others. A certain measure of

research capacity building was therefore necessary.

As it became increasingly obvious that the research infrastructure in some
countries and regions was deficient, the need for the Centre to become
involved in training was clear. The Fellowship and Awards Division (FAD) was
created in response to this need; and FAD's role and responsibilities have
evolved, increased and diversified over the years in response to increasingly

complex demands for training.

Most divisions of IDRC have used existing project-related training mechanisms
such as pre-project awards, post-project awards and the various other Centre
awards to help in building research capacity. These provide training, usually
of relatively short duration, to enhance the skills of principal investigators
and/or other members of research teamns. Some divisions have used these
mechanisms to a greater extent than have others; some have also built in

relatively longer-term training, sometimes leading to degrees at the doctoral



level. However, it has become more and more evident that other mechanisms are
required; and from time to time calls have been made for seriously examining

and testing such other mechanisms for capacity building/strengthening.

Centre directions and emphases have been changing simultaneously, in
consonance with changes taking place in the world which the Centre serves.
Succeeding changes in Managenent Committee and Board personnel have also had
their impact on corporate thinking. Taken together, these developments have
led to the present situation in which the Centre appears ready to pick up the
challenge of strengthening research capability by a mode other than project
support. The following is a brief review of how this position has evolved,

with some of the landmarks along the way.

As early as 1973, shortly after IDRC came into being, its president, in
discussing policy issues, questioned the appropriateness of the then existing
balance in Centre support among institution-building, training and project
support; and the relative emphases of core support as distinct from project

support .

In 1980, PPR II quoted a call from the President to the Board to examine ways,
other than through project support, for varying the Centre's approach to the
strengthening of institutional capacity, given the great variation found in

such capacity in developing countries.



In 1981 the Board approved institutional support to social science
institutions 1in parts of Latin America to help them survive in politically
hostile enviromments. (With increased flexibility in Centre policy, this

approval was withdrawn in 1986).

In 1983 Management Committee recommended core support for institutions in
countries with weak infrastructures; and the institution-building need was

echoed in the Board resolution in PPR VI in that year.

Building institutional capacity received another boost in 1984 and 1985 as a
result of evaluations of selected IDRC projects, which highlighted weaknesses

in the capacity of same institutions in Ethiopia, Tanzania and Thailand.

In Board deliberations surrounding PPR VI in October 1984 a resolution was
passed endorsing "experimentation by the Centre to identify and expand on
alternative forms of support to the project mechanism which could, in some

cases, address develomment research requirements more effectivel y.

In PPR VII (1985), in an apparent change of emphasis, capacity building
fiqured as a secondary objective. By Board resolution, research for

development was viewed as more important.

However, an issue addressed in the joint deliberations of President's and
Management Committees in the spring of 1986 was integrated support for

research institutions, seen as a means for coordinating inputs from various



divisions, for achieving greater coherence in Centre programns, and for
enhancing the application of research results. Capacity strengthening thus

seems to have been restored to prominence.

In July 1986, Management Committee asked the Office of Planning and Evaluation
(OPE) and the Regional Directors to make recommendations on integrated support
for research institutions (ISRI); and the President requested Regional

Directors to identify potential recipient institutions.

OPE produced a paper outlining deficiences in the strict project mode,
including under-funding for research supporting functions (1library and
laboratory facilities, publications, training capacity, administrative
capacity); the lack of coordination among divisional inputs in supporting
large recipient institutions; and the difficulty 1in mobilizing the
interdisciplinary efforts needed to move from research results to their
application for problem solving. Camponents for ISRI-type support, criteria
for identifying candidate institutions and mechanisms for implementing ISRI

were proposed; and sources of possible funding were noted.

The Regional Directors supplied 1lists of national research institutions
councils and centres, universities and colleges, societies, as well as of
regional and international institutions. Some stressed that the lists were
provisional, impressionistic; and that each institution had to be carefully

exanined before applying ISRI.



Meetings of the President with management in the spring of 1986 allowed not
only discussion of institution strengthening, but also refining of the
Centre's objectives. The process continued with the Board of Governors

meeting that October.

In March of 1986, formal statements were adopted on the Centre's view of
development, its mission and its objective; and this event was seen by some as
signalling a new phase of strategic planning for the Centre. These statements
have important implications for the approach to ISRI, and parts of them are

repeated here, as abstracted from PPR IX (1988/89 - 1991/92).

The Centre views development as a process for the benefit of people; with
decisions made by the people of the developing countries themselves and not by
IDRC. There is a raninder that people's needs must have higher priority than
scientific interest. The implication 1is for 1linkages, through the
researchers, between the research institution and the community, and the
latter's involvemnent not only in the research itself but in the application of
the results. The institution must be appropriate and relevant to the

situation and the problems needing solutions.

In the mission statement, the emnphasis is on development through research and
research- supporting activities, promoting the indigenously determined social
and economic advancement of. the developing regions of the world with
particular focus on the problems of poverty. The implications of this are

touched upon in a following section on Selection of Institutions.



The Centre's objective, very forcefully re-stated, is the support of research
of direct relevance to and demonstrable potential for third world develomment,
with relative emphasis on poverty problems; and, to that end, to assist
developing countries to build and maintain indigenous research and
researc h- supporting capacity ... mainly in terms of human resources. This is
a clear call for more training as well as for other inputs, additional to the

project mode,.

Other statements in PPR IX are of relevance to ISRI. As an example, a clear
distinction is made between clients (researchers) and beneficiaries (peaple),
reiterating definitions given in PPR VII. The enphasis was on people. There
are implications therefore for what sorts of clients and institutions are
supported. In this and in moving towards decentralization of decision-making
the Centre is also signalling the discretionary powers of regional program

staff, as well as their role in shaping divisional/regional strategies.

Additionally, the notion of development thrusts was introduced - "“the

identification of problems common to a geographic region and/or a particular
aspects of development", as well as the promotion of "coordinated research
prograns" directed at prevailing problems. This has implications for the ISRI

decisions made in any particular region and/or country.

PPR IX exanined modalities of (IDRC) support: project or program? If program,

is core or institutional support included?




It appears that the Centre was de facto increasing support for institutional

activities; and this, with the heightened discussions in 1986 reported above,
hastened an analytic process leading to an ISRI paper, produced by OPE in

October 1987. This is discussed below.

Note should also be taken of the recent report to the Parliament of Canada by
the Winegard Committee* which stressed that (Canada's overseas develomment

efforts must give priority to human resource development. The philosophy and

activities of IDRC, as well as the decentralization and increasing delegation
of decision-making authority to the regional offices were deemed worthy and
held up as a model--even if not a perfect one. This has clear implications

for ISRI-type activities.

In sumary, soon after its inception IDRC realized that the project mode would
be inadequate if used as the sole instrument for fulfilling its mandate; it
was increasingly perceived that the project mode had deficiences and
limitations, both for the recipients and for the Centre, and accepted that in
practice other research-supporting activities were being covered under that
unbrella; the evolution of Centre thinking over the years has given full
legitimacy to the idea of building research capacity in developing countries;
and, most recently, it has been acknowledged that not only should we try to

* The Parliamentary Standing Committee on External Affairs and International
Trade.
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ensure that the main outcome of our activities be development, but that
developnent should benefit people. This reinforces strong implications for

capacity strengthening. Since we have limited resources and cannot be all

things to all persons, then we must focus our support more carefully, with
coordinated, planned interdivisional inputs and with particular attention to
regional/geographic needs. One vehicle suggested for experimentation in

achieving all of these ends is the Integrated Support for Research

Institutions, applied on a selective basis. This is discussed in the

following sections of the paper.

INTEGRATED SUPPORT FOR RESEARCH INSTITUTIONS (ISRI):

Present thinking and some questions

Present Thinking

The discussion paper "Approaches to Strengthening Research Institutions",
prepared and presented by IDRC's Office of Planning and Evaluation (OPE) in

October 1987, acknowledges the importance of institution-building in the
development literature; admits that for 15 years it had been the subject of
policy discussion within IDRC; and states that IDRC's contribution to

institution-building up to then had been implicit rather than explicit.

Two recommendations emerged from the paper; that:



- with regard to the need, consciousness be raised throughout the Centre;

- as a complement to project funding, longer termm, coordinated support be

considered for selected institutions (paraphrased).

These recommendations were made after careful review of the 1literature
relating to the concept of institution-building, as well as case studies of
strategies employed by several develomment-oriented agencies: USAID, UNDP, The
World Bank, SAREC, WHO (the two special programmes have been referred to
previosuly). The elanents of relatively successful models are enumerated and
lessons for the future are given; suggested criteria for successful
institution building are detailed; and, using conments made by IDRC staff as a
basis, policy gquidelines for IDRC in ISRI are proposed. The reader is

referred to the document for further details.

It is clear from the review that no well-proven or universally accepted model
exists for institution-building. However, all the different approaches
adopted by the various agencies seem to incorporate certain minimal
imperatives: strong and dedicated 1leadership; competent management; and
linkages to the enviromment 1in which the institution operates, to the
infrastructure, to the external enviromment, and to the end user of the

research product.

As previously mentioned, the paper identifies two fairly successful models:

WHO's Human Reproduction and Tropical Diseases Research Programs. Both have



taken a similar approach to building research capacity, consisting essentially
of long term (5 to 10 year) planning for a programme; a quite substantial
training component; support for equipment and supplies; and close monitoring,
with the dinstitutions furnishing reports on activities and publications at

fairly frequent intervals.

The remaining parts of this paper are devoted mainly to an examination of what
the Centre, and specifically the Health Sciences Division, might do in ISRI.
In so doing, the author is in part reflecting the contents of OPE's ISRI

paper .

Some Questions

The call by OPE for consciousness raising is a reasonable one, given the need

for a multidisciplinary approach to ISRI, and the necessity to convince

everyne that the effort is worthwhile.
However, before IDRC engages in any new and formal manner in integrated
support for research institutions, there are basic questions which must be

addressed, options which have to be exanined.

The first set of questions has to do with levels of Centre support for

research capacity strengthening:



- will there be an experimental period during which one or tw

jinstitutions' needs will be addressed?

- will the ISRI, in these circunstances, be a full, interdivisional
exercise, with interdisciplinary inputs, coordinated to make an
institution a multidisciplinary, multisectorally responsive research

facility, serving a critical national or regional role?

- or will the first efforts be more modest, with the principal inputs being
made fram one division into an appropriate institution, related to the
particular division's program and its associated disciplines, but
with necessary and adequate inputs from other divisions to ensure a
holistic dimension; as well as rounded, intersectorally linked outputs

from the recipient institution?

An example would be to have the HSD as the principal contributor in
strengthening a selected health research institution in a particular region,
but with inputs from appropriate other discipl ines such as those available in
the social sciences, in order that the recipient institution might develop the
capacity to research not only the biomedical aspects of a particular health
problen or syndrome, but also the social and behavioural facets. The
institution, in turn, would link the research output not only to the Ministry

of Health, and its programme, but also to other social services.



The recommendations in the ISRI paper, as well as the antecedent discussions
and their evolution, point to the multidisciplinary, wmultisectorally

responsive model.

The second question has to do with whether IDRC would wish to be a partner
with other agencies - Canadian; other, international or bilateral. Within
such a model one could again conceive of either the unisectoral or the

mul tisectoral approach, both mentioned in the preceding paragraphs.

There are of course mixes of these options. There could concurrently be
ISRI activities with inputs from several divisions as well as some with
preponderant single progran inputs; and in either case there could be solely

Centre or Division support, or multi-agency support involving IDRC.

From formal and informal discussions which have been taking place in IDRC it

appears that there would be no objection to multi-agency efforts at ISRI.

The third question relates to the nunber and locations of institutions
selected for ISRI attention. The answers would to a considerable extent
depend on the responses to the first two questions. Again the impression from
existing Centre documents and from staff is that there should be modest
beginnings, the Centre cautiously moving to select and experiment with a
limited ﬁmber of institutions in Africa, where the need is greatest; later

attention should focus on Asia and Latin America.



The fourth genre of question has to do with whether, having decided on a
region, one selects one regional institution; one institution in one country;
several institutions in the same country; or several institutions in several
countries. To these questions there would likely be a variety of answers,
reflecting the opinions of management, the Board, programme and regional
staff. Need and feasibility would have to be demonstrated in the given local
situations; but with IDRC's 1imited resources some of these alternatives are

not tenable.

A fifth question is whether one would encourage single institutions working
in isolation; or networking, which can take many forms. [Experience suggests
that the latter is preferable, ensuring greater vitality through the 1inkage.

However, there are cost implications.

Another question is whether the Centre should be creating new research
institutions, or strengthening existing ones. This is a question touched upon
only lighty in the Centre documentation reviewed. There is some support for
the idea of creating institutions, especially where Tittle or no research
capacity exists. This would be an enormous task, with great risks, possibly
taxing the relatively modest human and financial resources of IDRC,
particularly if attempted alone. Such an experiment should be contempl ated
only in circunstances in which the demonstrated need is excessively great,
where no infrastructure already exists, but most of the other criteria for

institution strengthening adopted ( see next section) apply. However, it is
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difficult to imagine such a situation; and if it did exist, IDRC should

preferably lead an aid consortium in meeting the need.

There are special situations in which the product might effectively be a new
institution, though; such as when inputs are made which change the
orientations, operations and curricula of research/academic institutions to
such an extent that while they are being coordinated and focused, new entities
emerge. Through its ISRI support IDRC could also bring together several
national institutions, with related and overlapping interests and activities,
but which at present operate separately, into one institute, in the manner
that this has been done in parts of North Amnerica, thus effectively creating a
new research institution. Such a situation would also offer an opportunity to
steer the new creation away from a western model, in temms of its research
interests, its relevance to regional needs, its raison d'etre. The Centre
could in effect be helping thereby to create new models of National
Development Institutes in which there could be such innovations as faculty

cross-appointments.

In a somewhat different sense IDRC might, through its inputs, partly transform
what is essentially a service or development agency into one which has a
minimal research capacity. Such is the case with the recently approved
project for support to the Bharatiya Agro-Industries Foundation (BAIF) in
India (3-P-87-0161). There céu]d be 1imited opportunities in the future for

this type of institution strengthening.



Other questions have to do with themes or foci that in the local settings
would have to be stressed in building up the capacity of these institutions;
and, of course, the difficult issue of evaluation and an evaluation plan. The

latter point is briefly addressed Tater.

SELECTION OF CANDIDATE INSTITUTIONS FOR ISRI

As has been stated previously, it seems generally agreed that priority should
be given to Africa for institution strengthening; and, for a number of reasons
(weakest infrastructure among them) topmost priority to francophone Africa.
Great need is also perceived in parts of Asia, notably Indonesia; and in parts
of Latin America. Following is a set of suggested criteria for selecting

candidate institutions.

Criteria for Selection of Institutions

Of the possible criteria, same are general, applicable if Centre wide,

multidisciplinary support is contemplated; others are more specific to health

sciences considerations. They are not set down necessarily in priority order.

For consideration for IDRC's ISRI support, it would be desirable that an

institution:



(11)

(§i1)

(iv)

(vii)
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exists in a stable political enviromment;

has a national role and function in temms of what it strives to do,

how, for whom;

is sensitive to national (as distinct from international) needs; while

not being a slave to national whims and fancies; having some autonomy;

is predominantly and ultimately people and community oriented; rather
than laboratory and biomedically and/or high technology - for the sake
of "keeping up" with the Joneses"; and will research problems at

district/community Tevel;

already has a "critical mass" of competent researchers, in "adequate"

nunbers (quality and quantity of output)

has support from national authorities, who are ready, willing and able
to assume the costs of running the institution, and this to an

increasing degree over time, as external support is phased out.

has a plan for long-term staff development, with built in opportunities

for staff career advancement;

(viii) already has links to national sector-related programs;



(ix)

(x1i1)

(xi11)

(xiv)

has practised careful selection of high-calibre nationals for staffing;
and staff is kept reasonably content through acceptable levels of

salary and other perquisites;

tends to publish locally/regionally; and there are appropriate vehicles

for doing so:

undertakes research work of demonstrable relevance to the sectoral

needs of the nation/reqion; and not those of the researchers.

has leaders committed to the institution's activities, actual and

potential.

has leadership which is bright, flexible, sensitive and at the same

time resolute.

has an association or working relationship with other sectors
(faculties), such as social sciences, agriculture (in the case of

health) .

There are doubtless many other criteria which could be listed.



With respect to (iv), and in relation to health research, there is muwh
argunent at present concerning the relative merits of investing 1imited
resources in the developing world in research related to social, behavioural
and envirommental aspects of health problans which are nation-or region-
specific, as against their investment in biomedical research, as related to
prevalent disease syndromes and health problems, that can only be done
locally., This latter is seen as "frontier" or "national" research, adding
new knowledge, same of which can be useful internationally. While this view
has undoubted validity, it is 1ikely a minority one today. IDRC should invest
predoninantly in the former while realizing that there is bound to be a need

for both types of investment

Furthermore, with respect to any IDRC-HSD initiative, it is suggested that, at

Teast to begin with, we should be thinking regionally (or in large countries,

nationally). Other criteria might then be:
(xv) acceptability regionally of such an institution as a model, leader;

(xvi) acceptability nationally of such an institution assumning such a

regional leadership role (with all its implications);

(xvii) the existence of evidence of linkages, or proposed linkages, with other
similar (in terms of orientation,interest) national institutions in the

region.



The intent is that the selected institution, both during and after
strengthening, should play the role of strengthener in turn (the idea of
"Centres of excellence" helping weaker vessels, assuning leadership roles,

engaging in "technical cooperation among developing countries - tcdc... etc).

There is a place for first-world collaboration with such regional institutions
in 1imited high technology and/or biamedical research as necessary, and as
related to specific local problems - in the manner of the Centre's present
cooperative projects (certainly in health). However, in keeping with IDRC's
philosophy, well-accepted and respected, and part of our comparative
advantage, all our efforts should be towards the paramount aim of

indigenization.

Final selection of experimental ISRI institutions.

Were IDRC to contempl ate proceeding along the suggested Tlines, discussions
should take place not only with the personnel of the candidate institutions,
but also with relevant scientific bodies nationally and regionally, people's
organizations, interested and appropriate private and voluntary groups (in
health, for example the African Medical and Research Foundation (AMREF) in
Kenya) , other interested international and bilateral agencies. By these means
the Centre would ensure that its development, mission and objective goals were

met .
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A few, perhaps not more than 2, institutions should then be chosen in Africa,
one francophone in West or Central Africa, one anglophone. This is suggested

because, as previously stated, there seems to be a general acceptance that the
greatest need is in Africa; and in Africa, greatest in the francophone
regions. Selective strengthening could then be planned, implemented, managed,
monitored and evaluated. This would entail careful data collection and
anal ysis about prevalent problems, priority problems (decisions made on basis
of severity; size of the burden (of morbidity, mortality in the health
sector); economic impact; feasibility of useful research and of finding

practical solutions, etc.)

Institutional profiles should also be carefully constructed at this stage,
covering all important dimensions of structure, process and function. This
will be useful not only for ensuring whether an institution is a suitable
candidate for ISRI funding, consistent with the ISRI philosophy; but also in

providing baseline information for later evaluation.

Once the final selection of institutions has been made, for each a development
and action plan should be elaborated, taking into account cost implications,

and monitoring and evaluation camponents built in.



Some possible elements in ISRI support

If predaninantly or solely IDRC (or HSD) funded, the following would be

reasonable elaments of ISRI:

staff salaries;

short term training (skill sharpening);

long term training (skill acquisition);

provision of consultants, as necessary only, especially as related to
(ii), above;

re-entry grants for long-term trainees, for research;

small grants;

library support, including modern equipment;

instituting or strengthening information systems (camputers, software,
training of appropriate people);

strengthening communications capability (audio-visiual material;
production of materials, etc);

specific research grants.

I[f other agencies are involved:

(x1)

(xi1)

IDRC might furnish minimal equimment and supplies; other agencies more
substantial items;

buildings, other special facilities supplied by others;
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(xiii) maintenance capabilities strengthened (engineers, mechanics,
technicians and their appropriate training); this by others or by IDRC;

(xiv) equipment replacement - by others;

(xv) the biomedical or other sectorally-specific high technology component
of the research, supported by IDRC; or, if other agencies involved,

predominantly by them.

It is understood that, where IDRC is the sole funding agency, these elements

of core and other essential program support will nevertheless be adequately

addressed .

Training

It is clear that training will be a major component of any ISRI. Help would
be obtained from appropriate IDRC divisions, and if necessary from others
outside the Centre, in determining the necessary inputs and the placement of
candidates (preferably in enviromments similar to those at home). In cases in
which health would be the focus training would be given to properly prepared
individuals; and would include disciplines such as epideniology; biostatics;
health systems research including health policy analysis and health economics;

social anthropology, health education, planning and management.



Training Modes

As will be obvious from the above, the preferred training modes should be:

- short term skill transfer, preferably locally or regionally, using local or

regional experts when feasible, Canadian expertise otherwise.

- long term, formal training, for disciplinary skill acquisition, at the most
appropriate institutions, given the need for high calibre graduates. The

above criteria would apply to the extent deemned necessary and rational.

- periodic workshops on specific topics or for fulfilling specific,
demonstrable needs (eg. interpersonal relations, public relations, cultural

sensitivity, computer applications, etc.)

- refresher and up-dating courses, meetinas, perhaps on a regular, periodic

basis; preferably regional in scope.

It is understood that the most modern methods of pedagogy, including adult
education and problem solving approaches (learning by doing) will be employed,

using acknowl edged experts.
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With respect to any experiment in francophone Africa, excellent opportunities
will be afforded for collaboration, as desired, with francophone Canadian

institutions, especially in Quebec.

THE NURTURE AND GROWIH OF ISRI INSTITUTIONS

In order to increase the chances for the survival and growth of institutions,

given ISRI support by IDRC, the following actions should be taken:

- give preferential project support to such institutions;

- encourage the trained personnel to begin playing, as soon as possible,
their roles as trainers of trainers, the Tlatter coming from within the
country and/or other institutions in the region. (Later there might be a
shift in support, less going to the ISRI institutions, more to the "trainee"

ones);

- IDRC should take the lead in pointing the ISRI institutions to other,

diverse sources of funding; in fact playing a brokering role;

- IDRC must help to strengthen the ISRI institutions' links (twinning) with
other (Canadian) institutions, while gquarding against their being

overwhelmed by outside interests.
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- IDRC must help (through network funding, for example) ISRI institutions to
forge links with other institutions in other regions having similar research

interests.

- IDRC must likewise help to bring together researchers from various (ISRI and
other) institutions to periodically exchange experiences, information and
thinking and thereby also help to strengthen collaboration and networking.

- IDRC must encourage, and help to arrange, local and regional consultation

by ISRI institutions on behalf of private or international organizations.

THE RELATIONSHIP OF ISRI ACTIVITIES TO IDRC'S REGIONAL PLANS

As already implied any ISRI initiatives that IDRC is contemplating should have
local inputs, including those of the regional IDRC staff, certainly with
respect to the nomination and selection of candidate institutions. Such
initiatives should tie in with regional strategic plans. Regional plans are
as yet still being discussed and prepared; to the extent that they have been

proposed for Africa, they are outl ined here:



(a)

East and Southern Africa

(1) Training, facilities, supplies and research funding for
confronting the serious, deadly and major problem of the AIDS

epidenic.

(ii) Long term measures to address the recurrent problems of drought,

fanine, starvation, malnutrition, undernutrition.

(ii1) greater efforts to ensure that research results are translated

into action.

(iv) trying to identify and mobilize continuing support for activities
whose initiation IDRC supported and/or is not interested in

( further) supporting.

Attending to some of these problems will need structural economic and
political adjustments at the national level, among other things; and
these are largely beyond the capacity of IDRC to engineer. However, our
material support, and the dialogue surrounding the channeling of this

support, could have substantial effects even in these spheres.

The greater use of research results is an area which is at present

becaming the focus of much Centre attention at several levels.



The very act of serious discussion with national leaders and relevant
groups leading up to any ISRI activity is likely, in itself, to ensure
better and wider use of research results; and this for any region of the
world in which we're operating. It must also be noted that IDRC is
already trying many strategies to ensure better use of research results;

and the experience gained can be applied in ISRI.

West and Central Africa

The priority activities so far proposed for this region include:

(1) general training in research skills, at all Tlevels (including
analytic skills: epidenioloay, biostatics, health systems

research);
[}

(ii) training in planning and management skills;

(ii1) action research, operational research, demonstration projects;

(iv) research into major public health problems (AIDS, major endemic

diseases such as trypanosomiasis (sleeping sickness)).

(v) skills as related to water management and sanitation; and relevant

research.
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These preliminary notions tend not only to indicate the extent of need; but to
underl ine the disparate needs, as related to the different enviromments, the

different levels of infrastructure development in different parts of Africa.

Much more information needs to be gleaned - either from existing data or
indeed from new research efforts. The nature, extent and complenentarity of
interdivisional IDRC support for ISRI in these differing circumstances would

need to be carefully worked out.

Specific Examples of Actual and Potential ISRI-type Activities

Apart from the now common (for HSD) collaboration, particularly with SSD, in
project development, the HSD has engaged, largely on its own in a centre

context, in several institution strengthening projects.

One exanple is the project in which, in collaboration with CIDA and M Gill
University, the HSD is supporting epidaniology training for Ministry of Health
Staff in Ethiopia (3-P-86-0283).

Another, from which it is hoped that the experience will provide useful
lessons for the future, is the present project in Sri Lanka (3-P-86-0125) in
which there is research capacity/ institutional strengthening through training
and the support of specific research. There is also some program support.

Collaborators include the WHO and McMaster University.



In a recent development the HSD has been approached by an African country for
long-temn support for the development and rationalization of a national
capability for public health research. This is clearly an ISRI type endeavour

in which the division can help to mould and shape the final product.

In another situation, where a thriving health research facility exists,
supported by govermment, it has been suggested that IDRC could very well help
to strengthen the capacity in the disciplines of social and behavioural
sciences, thereby enhancing its holistic and multisectoral possibilities for

linkages, and its relevance to the society in which it exists.

In China a project is contemplated (the proposal is beinqg presented to the
March Board meeting: 3-P-87-1041) in which there will be post-graduate
training of researchers in nutritional sciences, combined with the support of
specific research and some programme suppo;t. Canadian collaboration is with

the University of Toronto.

The Nutrition theme at the Centre level is an obvious candidate for true ISRI,

with opportunities for inputs from most, if not all, of the divisions.
(A paper on MNutrition has also been prepared by the HSD).
Another Centre theme now under discussion for potential development is

"Shelter". This could also lend itself to multisectoral (multidivisional)

collaboration - true ISRI,



EVALUATION

Evaluation is not an easy undertaking even under the best of circumstances.
Various frameworks exist, different approaches are used by different people,
depending on their backgrounds, disciplinary affiliations, the purposes for
which the evaluation is to be used. An imperative is that for evaluation to
be successful , it must be appropriate, properly planned and preferably built
in before rather than attempted after, the activities to be evaluated get

underway.

If ISRI activities were entered into by IDRC especially if on an
experimental/trial basis, then proper evaluation would be a vital elanent,

necessary for gquiding later expansion, if contenplated.

As indicated above, a proper plan, with all necessary elenents, would need to
be first elaborated, following preliminary discussions, reviews, campilation
of institutional profiles. Targets would need to be set, processes worked
out, There should be repeated monitoring, feedback, restructuring in the
light of new information. Evaluation, at preset times, should be done by a
joint evaluation team. Represented should be at 1least IDRC; other
contributing agencies, if any; the particular dinstitution; the appropriate

national authority and a neutral, external expert.
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Without going into too many details about the most relevant and appropriate
evaluation plan for ISRI activities, here are a few exanples of possible

output indicators:

- staff developnent: number of established posts, career paths, etc
- support attracted - national, international; kind, quantity

- no. and types of people trained

. and types of projects undertaken; successes/ failure

. of projects whose results translated into action

. of papers produced, published, where

3 8 3 3

. of linkages formed nationally, internationally
- no. of workshops, meetings, short training courses mounted. Who
participated; evaluations.
.

This is but a short, indicative 1ist of indicators, in an area that is not at
all easy. Other, more gualitative indicators, would include the feelings of
national statutory bodies, departments, scientific institutions, private and
voluntary agencies as to the work, worth and impact of the institution. Very
importantly, the feelings of people's organizations and community groups as to
the relevance, and hel pfulness of the institutions in solving their problems

and improving their life status should be gauged.

It should be noted that papers on Evaluation and on Health Education have also

been prepared by the HSD.
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THE HEALTH SCIENCES DIVISION AND ISRI

a) Collaboration With Other Divisions

It is assuned that whether the Centre and the Health Sciences Division go for
one or another of the options for ISRI mentioned previously, inputs will be
multidisciplinary, with varying degrees of interdivisional collaboration and
linkage depending on the particular choices. The most obvious partner for the
HSD is the Social Sciences Division whose restructuring, still in progress,

is 1ikely to facilitate such interdivisional collaboration, and in a mutually
canplenentary fashion. In 1ight of the HSD's holistic approach to health
problens, behavioural facets will have to be approached with help from the
SSD; similarly, in problems of say infant mortality, inputs will be necessary
(as in the past) from health scientists to complement those of the population

scientists/demographers in SSO.

Inputs from the Communications Division and from Information Sciences will
also be required since information generation and its internal flow, as well
as information dissemination, are important for institutional management, for
decision-making and for generally informing people. Training in these areas
will be a necessary facet of any ISRI. Indeed, these are exactly the areas
which are often identified as needing specific strengthening in developing
countries. Furthermore, as has been said before, when IDRC is involved in

training, FAD has critical inputs to make.



There will also be opportunities and imperatives for inputs by the AFNS,
especially when nutrition figures in any ISRI, whether at Centre level or at
HSD level. Similarly there will be opportunities for inputs from the new

division of Earth Sciences and Engineering.

On the other hand, given that health sector activities are accepted as an

important elanent in any develomment initiatives, it is clear that inputs from

the HSD will be relevant in many Centre-wide ISRI activities.

(A paper on Interdivisional Collaboration has also been prepared by HSD).

b) HSD Appropriations for Institution Strenqthening/Capacity Building

In a previous section same examples of actual and potential ISRI-type
activities in which the HSD is involved were given. They illustrate that the
HSD is not only willing, but able to plav a leadership role in enhancing

health status in the developing world. ISRI is not new to us.

We can see possibilities during the next 10 years for integrated support for
predaninantly health-sector-related research institutions in 5 or 6 places in
Africa, Asia and Latin America (possibly Indonesia, India, Thailand; same of
the lesser developed countries or lesser-developed regions of larger countries

in Latin America and the Caribbean).
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In a previous section there was also discussion about the selection of two
institutions in Africa for multidisciplinary, multisectoral strengthening on
an experimental basis. The time frame will likely be 10 to 15 years. HSD is
keen to make inputs into such Centre-wide ISRI, which will probably increase

in scope with time.

In instances of Centre-wide ISRI initiatives, funding might come from special
reserves and/or from appropriations from the interested and relevant

divisions. Where the initiative is more sectoral (divisional), then funding

would come from all the division's programs (for example the three in HSD).

In either case an important role is seen for FAD, given the major training

component in any ISRI activity.

For the Centre-wide, and the predominantly sectoral (HSD) ISRI efforts, as
8

well as the wusual institution strengthening components of the division's

projects, HSD is willing to consecrate up to 30 % of its budget: 50-70 % going

to the first 2, 30-50 % to the last.



CONSORTIUM FUNDING

Having regard to the nature of ISRI, in any given situation it may be
necessary to exanine the possibility of consortium funding. Depending on cost
and other implications, IDRC might wish to work in collaboration, and in a
coordinated fashion, with other agencies with which we have good working
relationships, and whose reputations are, in our terms, impeccable. Their

philosophy with respect to development issues should match ours.

Commitments on their part, as well as on the part of national authorities,
should be clear and unambiguous. We should not enter into such consortia when
there are too many caveats, eventualities. Likewise areas of responsibility,
authority, decision-making, single or joint, should be clear and agreed to
beforehand. In addition there must be an assurance of local, rather than

expatriate control.

It must be a cardinal tenet that flexibility be built into the ISRi activities
thenselves, so that less attention is given to strict adherence to budget 1ine
items than is normally the case - while fiscal responsibility is not

sacrificed.



ASSOCIATED ACTIVITIES OF OTHER HEALTH-ORIENTED GROUPS

Before closing it might be useful to briefly describe some related activities

in prospect or in progress by other health-related groups.

(1)

(i)

(iii)

WHO . Both their programns for Research, Development and Recearch

Training in Human Reproduction (HRP) as well as in Tropical Diseases
Research (IQB) support long-term institutional development in member
countries of WHO (some documents are quoted in the ISRI paper; these

programmes have also been cited in this paper).

There is an Independent International Commission on Health Research for

Development, in which IDRC is an active player, which is exploring the

possibility of setting up a mechanign for mobilizing and making
available more fu;ds than are at present available for health research
in the developing world. [t is also proposing to do case studies of
past efforts at institution-strengthening. I[DRC should closely monitor

developments and available data.

In the area of contraceptive research, the Rockefeller Foundation is
initiating a program to strengthen biomedical research in institutions
in the developing world, in collaboration with WHO. Later, behavioural
and other facets of research in contraception/fanily planning will be

funded. IDRC should also follow this closely.
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The Pew Foundation, has a particular interest in health policy

anal ysis.

There are other national/international, bilateral/multinational aid

agencies which have institution strengthening activities.

NEXT MOVES FOR IDRC-HSD IN ISRI

This is addressed in the context of health-related research with the lead role

devolvina on the HSD.

(a)

IDRC should set up a small group, consisting of the HSD Director and/or
his nominee who, working through a couple of expert consultants on
HSD's and after briefing by OPE, will reviewt relevant ongoing ISRI
activities and will approach other agencies for their help. Apart from
WHO and the International Health Commission, others might include the
German Technical Cooperation Agency (GTZ), SAREC, the Ford Foundation,
The World Bank, ODA (U.K.), and the Commonwealth Secretariat. They in

turn would participate in naominating candidate institutions for ISRI.

* The review should also include existing models such as INCLEN (the
International Clinical Epidemiology Network and FETP the Field Epidemiology
Training Program of CDC, WHO).
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Depending on the degree of interest evinced , there should be a joint
mission of interested agencies, of say 4 weeks' duration, to visit and
closely study, with 1local involvement and proper preparation
beforehand, a short 1ist of about 4 to 6 African universities/research

institutions. Naturally, there would be an IDRC regional office input.

Based on their report, and on agreed criteria they would choose 2
centres (1 francophone, one anglophone) and make the necessary detailed

arrangements with all concerned to use them as experimental modeils.

In elaborating plans, due notice and attention must be given to

intersectoral 1inkages.

As well IDRC (and others) should have an eye at that time to helping
[}
consol idate strengths from various institutions into one health-related

research "institute".

The plans should be brought to Centre attention for examination.

1. Detailed procedures for bringing the initiative to IDRC's Board

would be as usually followed, and as outlined in the ISRI paper.

2. Definitions of termms as used in this paper and in the ISRI paper are

as found in the Tatter paper.
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Summary

The concept of Strengthening Research Capacity in the developing world has
been exanined, and exanples of past attempts to do so cited. One of the more
successful examples happens to have been in the health sector, and the

characteristics of this (WHO/TDR) have been detailed.

Suggestions are made as to how the Centre, preoccupied for several years with
the need to find new ways of strengthening research capacity, might go about
it. The Centre's own docunents have been helpful in arriving at these
suggestions. The proposed approach is quite similar whether centre-wide,
multidisciplinary efforts are contemplated, or whether they are unisectoral.
In any case the HSD is shown as ready and willing to make its contribution, in

fact already leading the way (examples are given).

In the case of the HSD the ultimate objective would be, in a sectoral sense,
to help generate culturally relevant and specific knowledge for bringing about
changes in health systens, and for hopefully solving priority health problems,
especially those afflicting the most vulnerable population groups. The
ultimate aim 1is to improve the health status of the Tless privileged

popul ations of the developing world.
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In the broader multisectoral context the aim of the HSD, as of other sectors
in IDRC, is to accelerate the process of develomment, for the benefit of
people. The HSD is ready for the interdivisional collaboration necessary for
selecting candidate institutions in order to strengthen their research
capacity; for making the necessary and adequate inputs for training and
progr ame support, working with other agencies if necessary; and for doing a
proper evaluation of inputs and outcomes. Myst importantly, the HSD is
prepared to consecrate eventually about one-third of its budget resources for

these activities.
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I Introduction

The purpose of this paper is to propose and evaluate strategies for
Health Sciences Division (HSD) research support in health education over
the next four years (up to 1992).

During the past four years about 12% of projects supported by the HSD
have had a health education component. From the beginning of Centre
activities to 1986-87, 55 projects funded by the HSD (or 10% of the total
funded) were described as "health education" projects. Yet even a cursory
reading of these project summaries suggests wide variation in
methodologies, research design, philosophy, intended outputs and
definitions of "health education". In addition, many of these projects,
while being multidisciplinary in nature, have been carried out solely by
health scientists whose primary mission has been to improve the health of
individuals or communities. Although this in itself is a valid mission, it
has often been carried out without the understanding of how and to what
extent cultural, sociological, political and environmental factors
influence health and health maintenance/seeking behaviours. This situation
has been further hampered by a lack of collaboration between the adult
educators and health scientists.

This present IDDR of the HSD is therefore an appropriate time for
reviewing past experiences, evaluating the broader shifts in the practice
of health education, examining the philosophies which have influenced its
practice and implementation, and determining priorities and strategies for
HSD supported research in this area over the next review period.

It would be difficult, however, to understand the importance of
research in health education and therefore in the HSD without first
examining the topic in a broader context.

The objectives of this paper are to:

a) provide a brief historical review of philosophies and
strategies which have influenced health education;

b) present an analysis of current health education philosophies
and strategies;

c) assess the role of research in health education;

d) critically review health education research in developing
countries;

e) present recommendations as to IDRC's role in health education
research;

f) present recommendations as to HSD's approaches to health
education research;



g) propose recommendations as to the types of health education
research that IDRC and HSD should encourage; and

h) present possibilities for inter-divisional collaboration.



II MAJOR INFLUENCES ON THE DEVELOPMENT OF HEALTH EDUCATION

A) Community Health Influences

In order to place the current concept of health education into
perspective it is useful to outline some of the major historical
events which may have influenced the way that society has viewed
health. By doing this, it may be possible to explain why we have
today such a broad range of ideas regarding health education.
Four major emphases or approaches are characterized within the
community health sector:

a. Sanitary phase

b. Medicalization phase

c. Behaviour modification phase
d. Health promotion phase

These approaches to health were modified as experience and
practice affected theory. As a result, philosophy and practice of
health education has been continually changing. In developing
countries particularly, culture, traditional beliefs, educational
levels, infrastructure and available finances are all important
factors in the maintenance and improvement of health status.
However it should also be noted that the official health system in
most developing countries has been based on biomedical principles
and philosophies imported from "developed" countries.

a. Sanitary Phase

During the last century great advances in preventive health
were made in the industrial world. Notably, John Snow tried in
1854 to shut down the Broad Street water pump in London because
he believed (after scientific investigation) that cholera was
being spread through the drinking water from that pump. The
concept of a water-borne disease was a radical departure from
known theory and no one believed him. It took another two
cholera epidemics before he was proven right,

During this time, sometimes called the "sanitary" phase,the
field of community health was based largely on the study of
environmental and social conditions in the communities. An
example was the involvement of public officials in a critique
of the "poor laws" in Britain at that time. Much of the
emphasis was directed towards convincing the legislators and
authorities to develop measures, such as laws and sewage
systems, to advance the health of the public. By comparison,
little effort was directed towards educating members of the
community. Therefore, although the great preventive health
strategies and accomplishments of the last century were aimed
at improving sanitary conditions, they did not involve the
communities except as end-users of the services provided.



b.

Medicalization Phase

The second phase in public health history can often be linked
to technological advancement and the development of drug
therapies around the turn of the century. Focus shifted from
the preventive sanitary actions of the mid 1800's to the
development and use of 'miracle' drugs. For the medical
profession the health of the individual became the important
focus and the communities and families were relegated to
secondary positions.

To some degree these technical advances made it possible to
ignore or forget the social, cultural and environmental
causes of disease. All attention was focussed on the
life-saving effects from antibiotics and the long-term
immunity provided by the new vaccines (e.g.) smallpox.

Health practices changed: they became largely diagnostic and
treatment oriented rather than preventative. Practitioners
became diagnosticians and specialists in particular diseases.
The focus was on the particular health problem of the
individual rather than on the health problems of the community
at large as in the previous sanitary phase. Health education
in this phase emphasized following instructions and utilizing
the new discoveries.

Behaviour Modification Phase

Beginning around the 1950's,there was an increasing awareness
that individualized medical and technical solutions were not
always the answer to complex public health problems. Medical
interventions and pharmaceutical products were expensive
solutions to what seemed sometimes to be fairly simple
problems. In 1974 Marc Lalonde, then Minister of Health and
Welfare in Canada, produced a landmark document, A New
Perspective on the Health of Canadians. This document equated

health education and prevention with healthy lifestyles.

While recognizing the environment as an important health
determinant, it recommended that individuals and organizations
accept more responsibility and become more active in matters
affecting their mental and physical health. This document,
which has influenced health education practices throughout the
world, placed most of the responsibility for health problems
entirely on the individual. Solutions to health problems were
also seen as individual.

The concept of an individual's "lifestyle" as being a major
determinant of her/his health status gained greater acceptance
among health workers, but, with it, came the practice of



“blaming the victim". It was thought that individuals should
take responsibility for keeping fit, eating nutritious food,
and generally leading healthy lives. Often overlooked was the
fact that significant social and environmental factors
prevented the individual from attaining this “healthy"
lifestyle. Focus was placed on changing individual health
habits and not on the socio-economic and political factors
causing poor health. Individuals were held 1iable for
situations in which they often had little or no control. The
assumption underlying health education activities was that
individuals would enjoy better health if they would only act
in the manner recommended by health workers.

Lifestyle and individual responsibility had now acquired a
place in the community health jargon. Community health
practitioners became concerned not only with health risks but
with lifestyle risks: In Canada, people were exercising too
little, drinking too much, smoking and eating too much. In
third world countries, women prepared the wrong foods, fathers
drank away their family's meagre earnings, mothers breastfed
too little, families did not boil their water and couples did
not plan their families. Individuals did not understand or
take responsibility for their health.

In order to change people's "unhealthy" behaviours it was
therefore necessary to find out what people did, why, and what
their belief systems were. One of the foundations, therefore,
of the behaviour modification approach became the KAP
(Knowledge, Attitude and Practices) model. The KAP model was
founded on the simple premise that if only people were
informed about the relationship between behaviour and health,
they would change their health attitudes and ultimately their
unhealthy behaviours.

The basic criticism that can be made of the behaviour
modification approach to health education is the view that
behaviour change was seen as the primary objective; it was
less important to help people understand why they were ill

or to help them change personal and social conditions that
encouraged i11 health. The individual continued to be viewed
as essentially independent of her or his surroundings,
unconstrained by social events and processes (Crawford, 1977).

In addition, the focus on individual responsibility and
choices made this model particularly inappropriate for most
developing countries where the "poorest of the poor" really
have little individual control over the factors which
influence their 111 health.

The final outcome of this behaviour modification phase was
that, policies and practices which sicken people were not
challenged; the victim continued to be forced to accommodate
to the causes of illness; and primary prevention remained an
elusive goal. (Freudenberg, 1984).



These various critiques and the experiences of health workers,
adult educators, and communities, heralded in a new approach
to both community health and health education in the 1980's.

Health Promotion Phase

The philosophy underlying this approach is broader than that
of its predecessors. With the limited success of the mass
contraceptive programmes in the third world and the
"lifestyle" programmes in developed countries like Canada,
health professionals have begun to reconsider concepts with
which to promote health.

The idea of "lifestyle choices" which can be made freely by
any individual does not adequately recognize the reality of
living conditions in either the developed or the developing
world. The physical and socio-economic environments are often
deciding factors which largely determine what "lifestyle" an
individual may have. And, for most individuals of the lower
socio-economic groups, key "lifestyle" choices - such as place
of employment, housing and diet - are often not choices at
all.

The understanding of the profound 1ink between an individual's
physical well-being and the circumstances in which she or he
lives has deeply affected the nature and goal of health
interventions, particularly those that involve any element of
what is referred to as health education. This new
understanding places health activities in the hands not only
of the health professionals, but also in the hands of
communities, politicians, educators, etc. The role of the
health workers and health educators may frequently be seen as
a collaborator or a catalyst for change rather than a mere
provider of a health service or just a health "teacher".

Such a broad view of the community health field immediately
places upon it both a burden and a challenge. The burden is
the inherited hierarchy of a health service delivery system;
the diagnosticians and specialists inherited from the
medicalization phase; and the lifestyle experts inherited from
the behaviour modification phase. Health workers are now
asked to listen and be sensitive to the various factors that
influence a person's health. They are also asked to
participate more actively in health projects organized by
communities themselves. No longer are they viewed as the
experts in all areas of health care. The challenge for most
health workers is to step out of a disciplinary straightjacket
and work with communities in improving health and the social
and environmental factors which affect health.



The major causes of death in the developing world (e.g.)
diarrhoea, malaria, acute respiratory infections and their
modes of transmission, need to be understood and dealt with by
both community members and health professionals.

In addition, the scarcity, expense and ineffectiveness of
"western" health services in developing countries is forcing
health administrators and planners, who desire to increase the
coverage and effectiveness of their services, to look again at
their programmes and consult with the communities. One of the
most underutilized resources in health is the capacity of
community members to organize and carry out health programmes
building on their own traditions, realities and needs.

As a result of these conditions and the new understanding that
health development is not a matter of compliance but one of
participation, the active involvement of the community is
generally believed to be necessary for a health programme to
be successful. Involvement of villagers in the planning,
implementation and evaluation phases is therefore important.
In addition, health education strategies in communities
require detailed and in-depth information about the
community's beliefs and practices regarding health and health
care.

Community participation can also be encouraged around a
health theme. Specific community problems can provide a
starting point for community members to discuss the
constraints and causes and to propose practical solutions
based on their own realities. One of the critiques of the
previous behaviour modification phase was that individuals
do not necessarily change "unhealthy" behaviours just
because they are told to by health professionals. Various
authors (Tonon, Issley) have found that active community
participation in health education programmes positively
influences behavioural changes in health practices.

Dr. Halfdan Mahler, former Director General of the World
Health Organization (WHO) states that "public health is in a
process of change and that our understanding of what
constitutes health is broadening...Health is reinstating
itself as a collective effort, drawing together a wide range
of actors, institutions and sectors within society towards a
goal of a 'socially and economically productive life'." He
argues that public health needs to move into positive and
active advocacy for health. It needs to enable individuals
and communities to develop what he calls "“health

potential". (Health Promotion, 1986, p. 1).

Perhaps one of the most significant changes in the move to
developing "health potential" is the concept of health

Eromotion.



Health promotion is the process of enabling
individuals and communities to increase

control over the determinants of health and thereby
improve their health.

It represents a mediating strategy between people and their
environments, combining personal choice with social
responsibility for health to create a healthier future.

Health promotion is not only concerned with enabling the
development of 1ifeskills and community competence to
influence factors determining health, but it is also concerned
with environmental intervention to reinforce factors
supporting healthy living conditions and to change those
factors preventing or prohibiting healthy lifestyles.
(Nutbeam, 1986).

Health promotion as a concept therefore goes far beyond the
insular approaches dealing with prevention of disease
(medicalization phase) and the improvement of sanitation
(sanitary phase). Health promotion includes much broader
basic principles such as:

- working with people not on them;

- starting and ending with the local community;

- taking into account the underiying as well as the
immediate causes of i1l health;

- balancing a concern with the individual and the
environment ;

- emphasizing the positive dimensions of health; and
involving all sectors of society and the environment
(Nutbeam, 1986).

Within the health promotion framework, health education has
also needed to broaden its focus from individual behaviour
modification to a more holistic approach based on the
realities of communities and individuals. As the concepts
broaden, so do the conceptual differences.

The changing forces in the community health movement, from
sanitary to medicalization to behavioural modification and now
to health promotion have influenced the practice and theory of
health education. Health education has had to fit in with the
predominant model of the day. However, other factors outside
of community health have also influenced the theory and
practice of health education.

Education Influences

The previous section has attempted to outline changes in
orientation and emphasis in the community health field that have
affected the theory and practice of health education.



This section comments on changes within the discipline of adult
education which have had and are likely to continue to have a
marked effect upon the practice of health education. As with
health education, adult education can mean many things to many
people.

The majority of health education programmes have, in some way,
involved an adult audience. However, discussions about health
education often seem to focus on the health aspect and neglect
the education component, particularly adult learning
principles.

In the early 1950's the predominant orientation in adult education
was towards behaviour modification. The aim of behaviour
modification is to modify or eradicate symptoms or undesired
behaviour and develop more desired behaviour (Kidd, 1973). It is
not a matter of coincidence that this focus and orientation in
adult education occurred at the same time as the community health
sector began also to focus on health behaviour modification.

However, over the past thirty years there has been a transition in
adult education focussing less on teaching and more on learning.
Previously the focus was on transmitting knowledge: filling the
empty vessel. Think of the millions of books and pamphlets in
every language and in every country that have as their subject how
to teach, how to train, how to instruct, how to propagandize. The
vast majority deal with the way one human being imposes his or her
will or knowledge or skill upon another. Consciously or
unconsciously most of them are about how a communication is shaped
and directed - almost always from the point of view of the
director or giver of that communication (Kidd, 1973). The major
emphasis was how most effectively to change behaviour so as to
purchase or adopt a particular product, message or behaviour.

However, in much the same way that community health moved from
changing unwanted behaviours to developing the health potential of
people, the focus of adult education has moved from teaching to
learning - a more active approach. People are not merely the
passive recipients of information or the mere absorbers of facts.
Learning is an active process that involves an analysis of new
information based on previous experiences and attitudes, and
ultimately a decision about whether to integrate or to act upon
this information.

A few basic principles underline adult education as it is now
viewed:

- learners themselves are the richest resource for
learning;
- learning relates to life;
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learning cannot be imposed;

people learn best by doing;

there is strength in learning together;

adults learn best when they are not under stress; and
success reinforces learning. (Cervinskas, 1984).

The importance of the word "education" in health education cannot
be stressed enough. Too often there has been more concern with
the transmission of the health message and not enough analysis of
the most appropriate educational approaches with which to work.
It has often been assumed that anyone with a bit of health
knowledge can "educate" or teach; this has proven to be false.
Adult education has an important role to play in the development
of primary health care (PHC) in the community. It informs people
about problems and solutions and helps the community gain access
to PHC activities. It helps to mobilize people to act to improve
their own health and to gain control over it. As people become
mobilized and feel able to control their own lives, adult
education can help integrate health development with other
sectors.

Perhaps one of the most influential persons in adult education has
been Paulo Freire, a Brazilian educator. In Freire's approach,
all educational programmes must confront the conditions of the
real world which are causing the problem (Freire, 1970). The
educational process should lead to the development of
"conscientization" - a criticial consciousness which is achieved
through a dialogue between facilitator and learner and through
action taken upon problems that have been identified and analyzed.

Freire has called this educational process"problem-posing
education” and has argued that the teacher is no longer merely the
"one-who-teaches" but simultaneously is taught in the exchange.
The student, while being taught, also teaches. Active community
participation and control is inherent in this process.

The Freirian approach has been used successfully in many third
world countries in both literacy and health education programmes.
For many, Freire's philosophy has formed the basis of the
'popular' health education movement.

Placed in the context of popular adult education, health education
is moving from purely information dissemination towards an active
role in helping people and communities to understand and change
their own social environments and thus to promote their own
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health. The participatory and active approaches to adult
education fit nicely with the health promotion philosophy (see

pg. 8).

Socio Cultural Influences

Cultural anthropology has also influenced the theory and practice
of health education. With the recognition that knowledge and
attitudes were important to health practices, more work was done
by medical anthropologists in this area. Research on health
seeking behaviour and health beliefs and practices in various
cultural settings has abounded for many years. However, only
recently has it been recognized as an important consideration in
health education. Much of the original anthropological research
was conducted in isolated tribal communities. Many
anthropologists simply ignored medicine or studied exotic folk
healers and healing rituals for their symbolic and religious
rather than their medical interest (Kleinman, 1980). This focus
perhaps led health professionals to the conclusion that most
medical anthropological research was a bit eccentric and not
really applicable to community health programmes.

However, over the past 15 years medical anthropology has begun
to take on a more health-oriented focus. The information gained
from these studies has supported the emphasis towards advocating
community control and Tay knowledge. All communities have had to
face illness and death and all have evolved their own ways of
dealing with these issues, some based on thousands of years of
beliefs and experience. The role of cultural anthropology in
health education is to discover how these belief systems work in
order to give the best possible chance that any health education
intervention will be not only culturally appropriate, but
effective.

De-medicalization of Health

During the 1970's a move away from the medical model and the
physician dominated health care system gained greater prominence.
The women's movement in industrialized countries played a
particularly important role in trying to demedicalize health care
and placed much of the control of that care back where they felt
it belonged - in the hands of the people themselves. In the
developed world we have witnessed the increase of many self help
groups to deal with various health and social issues e.g.,
alcoholism, chronic diseases, childhood illnesses, drug abuse,
etc. In the developing world we have seen a much greater emphasis
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on community involvement in the control of PHC programmes. For
example, villagers have been asked to participate in the delivery
of PHC programmes, communities have formed health committees,
women's groups have begun to ask questions of health workers and
traditional medicine practices have become important aspects of
some PHC programmes.

Al11 of these movements have altered the role of health workers in
health education and strengthened the role of the communities and
individuals in maintaining and improving their own health.
Inherently these have also influenced health education programmes
and methodologies.

[ TR
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II1. CRITICAL REVIEW OF HEALTH EDUCATION RESEARCH IN DEVELOPING
COUNTRIES

In order to better identify the research needs and research gaps in
health education, various health education research projects in
developing countries were critically reviewed. This included an
analysis of 32 developing country health education projects; a review
of IDRC-supported research in health education; and some lessons from
project experience prepared by other reviewers. Because of the way
that health education research has been conducted in the past, it has
not always been possible to show positive health effects. This could
be taken to mean that health education interventions are not effective
in improving the health status of a population. It is more likely,
however, that health education programmes have not paid enough
attention to how an intervention is planned and implemented and to
what happens between the time this intervention is introduced into the
community and the evaluation. This review was done in order to
provide the HSD with information on needs and gaps in the health
education research field. These gaps can then be addressed in future
planning.

A. Critical Review of 32 Developing Country Health Education
Projects

Thirty-two published articles were identified that either

assessed the impact of the health education interventions or
included an evaluation component. (See Annex). The research was
assessed under four elements which are important to consider in
health education interventions - the involvement of community; the
intervention itself; the type of study conducted; and the type of
evaluation performed.

Community participation -Although it is generally advocated

that any health education intervention must be appropriate to the
community involved, it was found that this aspect was not always
addressed. Although some of the articles reviewed discussed the
importance of socio-economic variables when planning a health
education intervention some, did not. About two-thirds based
their intervention on an assessment of health needs in the
community but did not always say how this was accomplished.

Health education intervention - The health education
intervention, including the location, who carried out the
intervention, etc. was described in the majority of the articles
reviewed. However, most of the studies provided little
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information on "how" the health education intervention was carried
out or of the research process involved in preparing and testing
the health education materials. As well, none of the reviewed
studies compared different educational approaches, only the effect
of presence or absence of an educational programme. This makes it
difficult to generalize from one situation or geographic location
to another.

Study design - The articles reviewed varied in their study designs
from having an experimental design, to being descriptive studies
with no attempt at quantifying the results. For the most part the
lack of application of rigorous scientific methods, such as
randomization, controls, statistical testing, discounting
confounding variables and possible measurement bias, as well as
lack of baseline data made it difficult to attribute positive
changes to the education intervention or to decide which approach
was most effective.

The majority of the articles reviewed concentrated on
epidemiological quantitative research frameworks and placed little
emphasis on qualitative or process methodologies.

Evaluation/Outcome - Although behaviour change is not always
easily quantifiable, a measure of this was most often used as

an indication of program effectiveness. Change in knowledge was
also offered as evidence of program effectiveness and less often,
change in health status.

0f the studies reviewed, only a few made an attempt to evaluate
the programme in terms of audience coverage achieved and a few
looked at their programmes in terms of cost-benefits.

(3
Nearly all studies reviewed claimed positive results for either
knowledge, behaviour or health status change. This could
represent a bias against publishing negative results. However,
given the lack of appropriate study designs and evaluative
mechanisms in the majority of these projects, it is difficult to
attribute any change to the health education intervention or to
decide which health education approach is most effective.

Summary of HSD Research Support in Health Education

Using the NEWPINS data base and the descriptor health education,
it was found that from the beginning of Centre activities up to
FY 1986-87, a total of 61 projects in health education or with a
health education component, had been supported Centre-wide.
Table 1 presents the data according to the Division providing
the grant.
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Table 1: Health Education Projects by Program Division up to FY 1986-87

No of
projects

TOTAL

DIVISION
COMMUNICATIONS HEALTH INFORMATION SOCIAL AFNS
SCIENCES SCIENCES SCIENCES
3 52 2 - -
2 Joint HS/COMM Joint IS/
1 Joint HS/SS COMM
3 55 3 - -

The table shows that the Health Sciences Division has supported
55 research projects in health education or with a health
education component. The total for the other Divisions is 6
projects supported. The HSD projects can be categorized within
four broad program areas, with several sub-categories:

Maternal and Child Health

family planning

- pregnancy

- oral rehydration therapy

- breastfeeding

- nutrition (including weaning)
- child health (general)

Disease Transmission and Control - diarrheoal and parasitic
diseases
- sexually transmitted diseases

Water Supply and Sanitation - health education
' - health education associated with
technology introduction

Health Services Research - health services
- medical education

Table 2 (below) presents a summary of these 55 projects,
according to the program areas outlined above. (These do not in
all cases coincide with the previous HSD sectors). Except for
health services research, the projects are nearly evenly divided
among maternal and child health (19), disease transmission and
control (15) and water supply and sanitation (17). Nearly half
of the projects dealing with health education also involve the
introduction of water or sanitation technology (usually
handpumps and latrines).
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Table 2: Summary of HSD Supported Projects in Health Education or with a
Health Education Component (from the beginning of Centre
activities up to FY 1986-87).

Maternal |Family Pregnancy| ORT | Breast- |Nutrition |Child TOTAL

and Child |Planning feeding |(incl. health

Health weaning (general)
practices)

No of

Projects 1 1 4 4 6 3 19

Disease Diarrhoeal and Sexually transmitted diseases 1

transmis- |parasitic diseases

sion and

Control

No. of

Projects 13 2 15

Water Health education Health ed. associated with 1

Supply and technology introduction

Sanitation

No of 6 11 17

Projects

Health Health Services Medical education

Services

Research

No. of

projects 2 2 4

TOTAL 55 |

Note: Table 2 analysis was done with reference to project abstracts only
and therefore reflects the work proposed to be done by the project and not
work actually undertaken.
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In addition, nineteen final technical reports (see Annex p. xiii
for listing) of completed health education projects supported by
the Health Sciences Division (FY 1980-81 to FY 1984-85) were
randomly chosen and critically reviewed. The results of this
review must be interpreted cautiously since the criteria for
health education projects, that now have an emphasis on
multidisciplinary aspects, adult education and community
participation, were different when these projects were developed.

This review shows that much of the research with a health
education component took the form of pilot, demonstration or
technology development projects. This is not surprising, given
the Centre's mandate to support applied research of interest and
direct benefit to developing countries. It was evident that when
the health education was not central to the project, or when it
was coupled with a health intervention, this aspect did not always
receive priority attention from the researchers. For example,
health education projects in conjunction with the latrine
construction or with efforts to enhance community participation
did not evaluate the efforts of the health education
intervention. However, when health education research was the
main focus it was well documented in the final reports.

Researchers were often focussed on developing a variety of
educational materials (manuals, pamphlets, radio programs, a
health card, etc.). In most projects, an evaluation of the content
of the instructional materials was also developed. However, the
pretesting and cultural adaptations of these same materials was
usually not a focus. In general, final reports showed that the
Jack of suitable control groups and inadequate research designs
allowed only tentative conclusions to be drawn from much of the
research conducted.

Lessons from Project Experience

Several other authors have compiled critical reviews of health
education projects. Some of these reviews are summarized as
follows.

Michael Favin (1986) analyzed twelve health education campaigns in
developing countries with a view to comparing evaluation results.
Outreach or coverage; changes in knowledge, attitude and
behaviour; health impact; and cost effectiveness were assessed.
Only one, the Nutrition Education Campaign (Philippines) attempted
to evaluate the impact of the campaign on health status. Favin
felt that this lack of evaluation was due to the fact that it was
difficult to do and added to the cost of a campaign. As well,
relatively few programmes attempted to evaluate the effects of
health education on behaviour. Most programme evaluations have
relied on other indicators such as percent of target audience
hearing the message, percent understanding and retaining the
message, increase in knowledge, etc.

Janet Jenkins (1983) assessed seventeen mass media campaigns in
developing countries. She concluded that "...unfortunately
evidence on effectiveness and cost is rare". This does not mean
that the projects were not successful, just that evidence of
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success was not always available. However, the most dramatic
results were obtained when the media was complemented by personal
support such as consultation with health workers or by
correspondence with tutors for distance learning.

A study of community health education in 47 Commonwealth countries
was commissioned by the Commonwealth Secretariat (Walt, 1983).

One of the aspects looked at by the consultants was whether the
health education units had tried to evaluate any of their
programmes. It was found that although many countries had made
attempts to assess their activities, evaluation was not built in
as an on-going process.

D. Gaps and Needs Arising from the Critical Review

The critical review of research, projects and studies with a
health education focus showed that in certain instances health
education interventions can have a positive effect on knowledge,
attitudes or behaviour related to health. This, in turn, can have
a positive impact on the health of the people concerned. However,
as shown above, the claims of positive effects on health are

often based on scanty scientific evidence. Many questions remain
unanswered regarding the efficiency, effectiveness and
cost-effectiveness of health education programmes. The need for
appropriate research methodologies and evaluation techniques is
obvious. In addition to more rigorous experimental and
quantitative designs, more attention must be paid to qualitative
and process methodologies. In addition to this major point, we
would like to highlight the major areas of concern in each of the
previously defined categories.

The Community

As stated earlier, community participation is important for the
success of health education programmes. However, it does not
appear that many communities have been actively involved in the
planning, implementation or evaluating of their health education
programmes--rather they have usually been regarded as "targets" or
“receptacles”. Data are therefore needed on the most effective
ways of involving communities in defining their health problems,
in carrying out their programmes and in evaluating the impact of
the health education interventions on community health priorities.
Qualitative methodologies will be important in obtaining this
information.

In addition, a priority area for research in health education
concerns the area where people's felt needs overlap or conflict
with epidemiologically assessed needs. How is some degree of
compromise reached?
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The Health Education Intervention

Much more focus is needed on the process part of health
education. Process indicators need to be developed as well as an
analysis of the most effective communication approaches which can
be utilized in a given situation. Rather than focussing primarily
on content, more attention needs to be given to the methologies
used, the process involved and the effect of interpersonal
relationships.

Evaluation

More research needs to be done to understand the relationship
between knowledge, attitudes, practices and behaviour. In the
health education field there is some discussion about the

effect of attitudes on behaviour and vice versa. This needs to be
explored further. In addition, studies are needed to assess the
effectiveness and cost-effectiveness of various methods of health
education. This is especially important if programmes are going
to be replicated on a larger scale. The whole area of evaluation
is vital to health education and probably one of the most
difficult to address. Research has hitherto focussed on "hard"
quantitative variables, process and qualitative indicators now
need to be incorporated.

This critical review has provided us with current indicators of
the state of health education research. Using this basis, as well
as the historical influences, it is now possible to formulate a
policy for the HSD.
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RATIONALE FOR HEALTH EDUCATION

The signing of the Alma Ata agreement in 1978 declared that "people
have a right and a duty to participate individually and
collectively in the planning and implementation of their health
care"”, and that "the education concerning prevailing health problems
and the methods of preventing and controlling them was the first of
eight essential activities in primary health care (PHC)". (WHO,
1983, p.8).

However, within the new health promotion framework where does
health education fit and what do we mean by it?

The health promotion philosophy is a community based,
socio-ecological approach to health. Rather than focussing
on individual solutions to individual problems it seeks to
determine community responses and actions to community and
social problems (which also influence individual behaviours).

Health promotion has often been viewed as an "umbrella" with

various strategies emanating from it. Figure 1 presents conceptually
where health education would fit into the health promotion umbrella
and which other strategies are also under this umbrella. It should be
remembered that all of these strategies work towards the goal of
health promotion which is to enable individuals and communities to
increase control over the determinants of health and thereby improve
their health.



Figure 1*

Health
Promotion
Strategies

Pub]ic Advocacy Fiscal Legislation Health Organizational
Policy Measures Education Change

Y

*Adapted from "Re-stating the case for health
education" by Ken Allison, Sandy Bollenbach,
Ann Pederson and Barbara Davis. 16 November,
1987. Unpublished.
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These various health promotion strategies are not mutually exclusive -
they are very interconnected. However, the important issue is that
health education is placed within an overall framework. It is one
strategy that may be considered to improve health. At the same time
it may also be necessary to consider other strategies such as changes
in public policy or fiscal measures. Concepts such as the coordination
of healthy public policy, the creation of healthy environments and the
empowerment of communities - the symbols and the rhetoric of the new
health promotion - have evolved after an analysis of the various
factors influencing health.

In this new era of health promotion and adult education, how
should health education be defined? We propose the following working
definition for the HSD:

Health Education refers to learning
experiences designed to

assist and mobilize individuals

or communities in the control of
their own health, as they define it.

This definition places health education in the broader social
framework of health promotion. There is an inherent focus on
community and individual participation, the societal and environmental
constraints are acknowledged, and there is a desire to promote
preventive health action. This approach to health education is
paralleled in the field of adult education where the emphasis has
switched from individual to group learning.

In the philosophy of PHC, health education plays an important role.
[t assists individuals and communities in understanding their health
problems, determining possible mechanisms for dealing with these
problems and determining their own priorities. Health education
provides information to people that can be utilized by them to improve
their health conditions. In addition, through the adult education
techniques, communities should begin to critically assess their own
1iving conditions and propose alterrnatives. Today, health education
goes beyond providing basic information to people. It is part of a
process which enables people to acquire the resources, appropriate
technology, skills and political support that make change possible.

Many community health programmes are now emphasizing the importance of
health education as opposed to medical interventions. It has been
recognized that communities maintain health beliefs and practices
which in no way relate to the western biomedical model. Health
workers' knowledge of these beliefs is minimal. It is also recognized
that communities must take an active role in this health education and
that the real key to improvements in health conditions is through

s
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- 23-

changing unhealthy environments. For certain health problems, such as
AIDS, health education has been identified as the primary modality for
coping with the spread of the disease.

It seems that health education is becoming a more prominent
part of any PHC programme. However, how is this health

education planned, implemented and evaluated?
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THE ROLE OF RESEARCH IN HEALTH EDUCATION

As the community health sector, adult educators and communities
themselves have argued for a stronger and more active role by
communities in developing their health potential, health promotion
efforts have increasingly and necessarily involved the use of health
education in achieving these goals. Health practitioners and adult
educators are both marking out new terrain in which the tools of the
past cannot merely be adapted and applied to find solutions to
problems in practice. The health practitioners are required to step
outside of the biomedical disciplines and understand human behaviour
and the process of change; the adult educators are required to
understand the communities, their health priorities, and the health
practitioners and facilitate a dialogue between both. In doing so,
they too must step out of their disciplinary boundaries and encourage
communication between the practitioners and communities.

There is no single rule of thumb to follow. Communities,

health practitioners and adult educators together must experiment

to find approaches that are meaningful for particular cultures and
traditions in the poor socio-economic environment that characterizes
many developing country projects.

Within this context, perhaps one of the most important issues in such
a trial and error approach, is the question: does health education
work? How? Why? In conditions of fiscal constraint, health
educators need to be able to evaluate whether or not their programmes
work, and why. Historically, the measurement of the success of health
education programmes has been based on quantifiable changes in health
attitudes and behaviour attributable to the programme. Unfortunately,
particularly with community based programmes, it has been difficult to
show any degree of success based on this type of "hard"
epidemiological data. The varied and complex conditions which
contribute to i11 health and the period of time over which disease
develops and endemicity in communities declines makes epidemiological
variables unreliable indicators of the effectiveness of health
education programmes. It is now necessary to examine the role of
health education in different ways, and to develop more appropriate
process criteria to measure whether or not "it works" and "why" in
given situations.

Health education research is complex. Not only do we need to
evaluate quantitative, epidemiological outcome variables, we also
need to look at process variables and qualitative information. Why
do certain programmes work? What influences communities to alter
health practices? Why does a certain educational method work? What
influence does the setting have? What characteristics should the
educators possess? These are all questions which need to be
addressed.
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Research is an essential component in the development of community
appropriate health education programmes. However, where does research
fit in to the health education process?

When contemplating any community health programme, various planning
stages will need to be addressed. At each of these stages
researchable issues will emerge. Health education programmes may need
to consider many of these same stages. £ach project will have its own
community characteristics and particular emphasis, however, it must be
remembered that any health programme operates within a political,
economic, social and technological environment. These factors all
need to be considered when developing appropriate strategies.

Figure 2 (page 26) illustrates a community health planning circle.
These various stages can also be applicable to the development of
health education programmes. The outer circle depicts the social,
economic, political and technological realities which influence all
communities; the middle circle depicts the planning cycle; and the
inner circle emphasizes process evaluation which should be constant
and ongoing.

At each juncture of this community health planning circle specific
research issues in health education may need to be examined. Examples
of some of these issues might include the following:

a) Identify Need or Opportunity

- what are the health problems?

- what are the traditional health beliefs?

- how does the community perceive its health conditions?

- what does the community want at this time? What will
it accept?

- what are the educator's priorities?

b) Set Goals/Objectives

These goals and objectives will determine the criteria for success
of the programme. Community and health workers must work together
to establish common goals - how is this done? What is the process
involved?

c) Identify Alternatives

- what content might address the objectives?

- what types of methodologies and communication modalities should
be used?

- who is best suited to coordinate this intervention?
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Figure 2
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d) Select Appropriate Programme and Approach

- how does a community select the most appropriate
programme?

- what are experiences from other groups?

- which programme best addresses the goals?

e) Implementation of Programme

- where and how will the implementation be done?

- who will be involved?

- how will the content be developed?

- what past experiences are available with the group?

- what will be the involvement of health workers and
community members?

f) Process Evaluation

how was the programme implemented?
what interactions were effective?

how did the community participate?
was the message understood?

who did the programme reach?

g) Outcome Evaluation

- did the project meet its goals, why or why not?
- what was the project's effect on the community?

Given these possible foci for research in a health education project,
there are two areas which should be emphasized when contemplating such
research.

Varied methodologies will need to be considered in health education
research. Although guantitative and epidemiological techniques
provide useful baseline and evaluation indicators, they cannot alone
provide the subtle information necessary to plan and evaluate
programmes. This is where qualitative and participatory research
methods are useful. These methodologies provide for a more in-depth
view of communities and also encourage more active participation of
the communities in the research/action/evaluation process. These
various methodologies complement each other and provide different
information.

Health education often demands detailed and in-depth information
rather than the broad and superficial results characteristic of speedy
quantitative surveys. Information is needed on the variations,
content and strengths of beliefs; this type of information is not
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measurable quantitatively but is critical to the success of health
education programmes. For example, in interviews with women (who are
often responsible for child care and nutrition in developing and
developed country families), information given to a stranger is often
different from that given to a trusted friend; thus, though a survey
may technically cover a cross section of the community, functionally
it is not representative since any particular group will not talk
freely except in certain conditions (Ramakrishna, 1987).

Evaluation is a particularly important aspect of any health education
programme. Many programmes lack information which could contribute to
an evaluation of the outcome. Because programmes are often run on
tight budgets it is important for researchers and programme managers
to develop continuous evaluative criteria which will support the
subsequent evaluation of their health education programme. The
correct baseline information must not focus exclusively on morbidity
and mortality. More information should be gathered on qualitative
health indicators, motivation and understanding. And, with the mcve
towards a health promotion framework, process evaluation is becoming
much more important, particularly when the community is actively
involved.

An important question is: who does the evaluation? Ideally,
community members should be involved and in some cases will carry out
their own evaluation. This process requires researchers who are
familiar and compatible with adult learning philosophies and
techniques.

Health education research is complex and requires the cooperation and
collaboration of many actors--health specialists, health educators,
educators, sociologists, anthropologists, community organizers,
communication experts, and of course, community members themselves.
As communities are asked to participate more in their own health care
they will need to be given the opportunity to participate in health
education research--this also implies that researchers must possess
adult educator skills (or collaborate with educators). In order to
develop health education programmes which are truly effective and
appropriate, researchers must begin to utilize innovative methologies
and work more closely with communities. However, these same
innovative researchers and communities must be themselves supported
and encouraged while breaking new ground. Evaluation must become a
primary focus and sharing experiences must be encouraged. Unless some
of these areas are addressed health education research will stagnate.
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VII HSD POSSIBILITIES FOR RESEARCH IN HEALTH EDUCATION

In order to delineate possibilities and priorities for HSD involvement
in health education research it has been necessary to step backwards
and examine the primary factors influencing the theory and practice of
health education. In addition, a critical analysis of completed and
ongoing health education projects was completed. The following are
now some of the main issues facing the HSD:

- how much emphasis does the HSD wish to place on health education
research;

- what will be the priority areas for funding support; and

- what will be the mechanisms of this funding.

FRAMEWORK FOR HSD HEALTH EDUCATION RESEARCH SUPPORT

Health education is considered by some researchers to be a priority
area for research. So much of what a PHC programme can hope to
accomplish is based on the principles of knowledge and participation.
However, the ways in which communities and individuals learn; how they
participate and how to plan and develop more effective community based
programmes are all areas in which IDRC could play a role. The need
for innovative, comprehensive health education is unquestionable. The
mechanics of doing this research are another matter.

We have situated health education as one of the various strategies
within an overall health promotion umbrella (see page 22). In
addition we have defined health education within a socio-ecological
framework as: learning experiences designed to assist and mobilize
individuals and communities in the control of their own health, as
they define it. However, it must be recognized that, although the
community based health promotion framework is being "officially"
advocated, health education programmes do not all necessarily reflect
this shift in philosophy.

Many health education programmes in the developing world still
maintain either a dissemination or a teaching philosophy. Examples of
the former would be the mass communications campaigns used to promote
contraceptives and ORT (oral rehydration therapy). Examples of the
latter would be diarrhoea education programmes where mothers are
taught to wash their hands, wash the food and defecate in a latrine in
the hopes that childhood diarrhoea will decrease. Perhaps the common
thread which runs through each of these programmes is the degree of
participation of the community or "target" group. The content will
likely be very similar.

One of the great difficulties with health education is that people
define it differently. When popular educators speak of popular health
education they will likely have a very different concept in mind than
the nurse who talks about presenting health information to expectant
mothers. This semantic difficulty has produced misunderstandings and
a lack of clarity amongst health workers, communities and educators.
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We would therefore, based on HSD experience and priorities, suggest
the following classification for health education research projects.
Given the various interpretations and approaches to health education
we have delineated the five most common approaches (see Fig. 3). All
projects with a health education component should fit into one of
these approaches. This framework will allow the HSD to determine
where to place its priorities and resources.

FIGURE 3. HEALTH EDUCATION APPROACHES

HEALTH PROMOTION

HEALTH EDUCATION

Didactic Community or School Mass Non-Formal
Health Popular Health Health Communication Health
Education Education Education Approach Education
Approach Approach Approach Approach

Within each of these approaches the goal should be to move
incrementally towards the health promotion goal. However, each
approach will have its own particular strengths, weaknesses and
researchable issues and priorities. It should be remembered that the
goals and objectives of each health education programme will determine
the most appropriate approach to be used.

a. Didactic Health Education Approach

This approach arises from the behaviour modification phase of
Community Health. It is the type of health education
communication which implies “teaching". It consists of a
structured Tearning opportunity about some aspect of health
but usually looks upon the learner as a passive participant in
the process. This approach is a common way for health care
workers to "get their message across"; whether it be about
washing hands, breastfeeding, immunization or the use of
condoms.
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In this approach a great focus is placed on the content of the
message. Indeed, most health education programmes in this
category would be focused on a health problem, e.g.,
diarrhoeal disease. A lesser focus is placed on the process
of communicating this message or on the inter-personal
interactions between teacher and learner. In this approach
the teacher is the person with the information--the
expert--the learner is someone who needs to know something
(which has often been previously defined by the expert).
Written and audio visual materials are commonly used in this
approach. Evaluations are usually focused on outcome
variables rather than process indicators.

In this approach, the role of the community is often ill
defined. Because many of these projects are disease or
content focussed, the community may not be a geographic
community but rather a group of people with the same health
problem who have been grouped together for some specific
reason e.g., mothers attending antenatal services at a
district hospital who are gathered together before their
appointments to learn about nutrition.

HSD has supported various projects in this approach including:
High Risk Pregnancy (Indonesia) 3-P-84-0003; Diarrhea/Health
Education (Philippines) 3-P-84-0028; and Filariasis Control
(Indonesia) 3-P-85-0340.

Some research issues in this approach might include:

-- how to determine the Tearning needs of a very diverse group
of people;

-- how to plan programmes around these needs;

-~ use of non-traditional teaching methodologies;

-~ preparation of culture and community appropriate health
education materials (written and audio-visual);

-- methods of dealing with difficult environmental situations
(crowded waiting rooms; uncomfortable benches; etc.);

-- appropriate ways to pre-test any new programme;

-- how to do ongoing evaluations and thereby keep the
programme up to date;

-- how to adapt a standard programme (content) to very
different cultural groups;

-- determination of appropriate evaluation indicators (both

-- outcome and process);

-- testing of methodologies to involve the audience more fully
in the programme;

-- what are the costs and benefits of these programmes;

-- how to train health educators working this milieu.
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Community or Popular Health Education

This is an approach which has arisen out of Paulo Freire's
work in Latin America as well as from adult education
experiences throughout the developing and developed world.
During the last decade and with the emphasis on PHC, popular
health education has become one of the focal points in the
health promotion framework.

One of the basic principles of PHC is the active involvement
of communities in the planning, implementing and evaluating of
any health education programme. This approach concentrates on
fostering community action and mobilizing local resources to
solve community-wide health problems.

Various actors may be involved in this approach including
health workers, community members, adult educators and social
scientists.

Projects cited as examples of this approach are often small,
local initiatives. They may be initiated by a community group
itself or through non-governmental organizations (NGOs). Each
community has its own specific health problems and social
history, and problems, and each will need to determine
appropriate solutions to these problems.

In this approach the focus is on the process and the personal
interactions as well as on the content.

HSD has supported several projects in this modality including:
Women, Water and Sanitation: An Action Research Project
3-P-85-0185 and Women in Community Development (Asia)
3-P-87-0033.

Research questions in this approach might include:

--development of methodologies to encourage community
participation;

--training of health educators to be involved in community
health education;

--g??1yses of how communities deal with their own health and
illness;

--evaluations of the cost-effectiveness of community based
initiatives;

--evaluation of the replicability of community based
initiatives;

--development of appropriate evaluation methodologies
involving the communities;

--comparisons of various popular health education techniques
(socio drama, role playing, sculpting, etc.).
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School Health

In this approach the communication setting is the school and
includes pre-school, primary and secondary levels. School health
education consists of health education activities occurring as
part of a school curriculum. Emphasis in this approach is usually
placed on age-appropriate content and effective communication
methodologies. In addition, audio-visual and written materials
are important factors.

This approach has not been emphasized by either the health or
education sectors. It has, in most cases, been left to develop on
a rather ad-hoc basis. Curricula often contain outdated health
information; written materials are not effectively presented; and
teachers are often not well prepared to deal with health issues.

However, there does seem to be an increasing awareness of the
importance of health education during childhood and adolescence.
This is reflected in an increasing concern for appropriate and
innovative curricula as well as enjoyable communication
methodologies. Various schools in the African region are
exploring ways of linking up with community based health
organizations (Sheffield 1987).

HSD has supported several projects in this approach including:
Information Exchange with Children (Kenya) 3-P-84-0030;
Pre-school Health Education (Indonesia) 3-P-86-0088 and Children
as Change Agents (Honduras) 3-P-86-0225.

Researchable issues in this approach might include:

--development of innovative health education curricula;

--evaluation of different health education messages;

--involvement of children in their own health education and
evaluation of this participation;

--determinants of evaluation indicators (process and outcome);

--training of teachers in evaluation;

--children being used as data collectors in their communities;

--adaptation of content to age group;

--development of audio visual aids.

Mass Communication

This approach is marked by the use of the mass media to
communicate messages to reach a dispersed audience. Radio,
television, print media, posters, can all be involved. The most
common form of mass media used in many developing countries is the
radio. Social marketing of health products, and educational
campaigns are examples of this approach.
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Social marketing is an attempt to use commercial marketing
techniques to promote products desirable from a health
viewpoint, such as ORT or contraceptives. Social marketing
has been gaining widespread acceptance as an educational tool,
even though the technique does not allow for interaction with
the message-giver and usually focusses on individual behaviour
change. It borrows communication and education techniques
from commercial marketing.

Educational campaigns often involve mobilizing large segments
of the population at various levels, from politicians and
government workers to local leaders, to achieve certain stated
objectives. This may be to achieve vaccination coverage of a
certain percentage of the population, to promote breastfeeding
or to improve nutrition. Educational campaigns are often
multidisciplinary and may include such varied techniques as
social marketing combined with face-to-face communication.
IDRC support in this area has been through the following
project: 3-P-86-0149 Child Health Radio (Indonesia).

Researchable issues might include:

--evaluation of the impact of mass communication programmes;

--development of more community appropriate strategies;

--evaluation of the long term effects of mass communication
techniques on local communities;

--involvement of communities in the planning of mass
communication programmes;

--determining which specific health problems are more
appropriate to deal with at this level;

--evaluation of the effectiveness of different communication
techniques (radio, TV, VCR);

Non-Formal Health Education

This approach involves health education activities that take place
outside the school or health systems and are distinguished from
mass communication strategies by having a smaller audience. These
activities can take place wherever people get together--in homes,
at community meetings, in markets, etc. For example, an
innovative technique has been the use of pre-recorded cassette
tapes to communicate messages on a number of topics including
nutrition, sanitation and preventive health to women gathered at
laundering places in rural Guatemala (Colle, 1977). Another novel
approach involved a team of Nigerian health educators who set up
booths in the village marketplace to “"sell" primary health care
ideas to the people. The success of this project led to the
involvement of a number of communities in identifying and solving
their major health problems (Laoye, 1981).



- 35-

Possible research issues might include:

--evaluation of the effectiveness and appropriateness of these
various ideas;

--utilization of cross cultural comparisons;

--development of evaluation strategies;

~-how communities are involved.

Pilot and demonstration projects trying novel ways to reach
people to educate them about health issues can often be
included in this theme. IDRC support in this area has been
through the following projects: 3-P-80-0181 Rural Teachers
Health Program (Paraguay); and 3-P-82-0058 Water and
Sanitation Film (Asia).

Summary--ATthough these approaches are individually described,

there can be considerable overlap between them and boundaries
are not always easily apparent. The same project could
contemplate various approaches at different stages. However,
given the HSD commitment to community participation, the
overriding factor in each modality should be the role of
community members. By utilizing this framework the HSD will
be able to more easily determine where the majority of its
projects now fall and where emphasis should be placed in the
future.

PRIORITY AREAS FOR HSD CONSIDERATIONS IN HEALTH EDUCATION

RESEARCH

Throughout this paper various issues keep reappearing. In order
to improve the quality of health education programmes and the
impact which these same programmes will have, these issues will
need to be addressed. The HSD will also need to consider these
areas when planning health education research.

Evaluation - The effectiveness of health education programmes

has been difficult to ascertain. Concerted efforts need to be

directed towards developing both outcome and process
indicators. Qualitative and quantitative research
methodologies need to be utilized and amalgamated. With the
increased emphasis on community participation, participatory
research may also be utilized. Community members need to be
actively involved in these evaluations and this participation
needs also to be evaluated.
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Training - At present there are few health educators trained
throughout the developing world and fewer with any research
background. IDRC may need to consider finding interested
researchers and providing scholarships for post-graduate
trainees. In addition, IDRC should consider organizing
methodology workshops--this sharing between researchers can
often be more valuable than a university course.

Regional Differences - Due to cultural, socio-political and
environmental differences, each region should be encouraged to
develop its own health education research plan based on the
framework set out.

Development of Resource Materials - A constant need in health
education research is appropriate resource materials.
Researchers often need to be linked to graphic artists or
communication specialists who can collaborate with the design
of such materials. In addition, community members should be
encouraged to participate in the development of their own
materials.

Community Involvement - Given the HSD's commitment to
community involvement in PHC programmes, this element needs to
become a focal point in all health education research. How
the community will be involved and to what degree are both
questions which will be determined by the research

objectives. IDRC could play a fundamental role here in
encouraging research that examines the process of community
participation.

Multidisciplinary Emphasis - Health education within the

health promotion framework, necessarily requires a
multidisciplinary focus. Anthropologists, community
developers, health workers, educators and community members
may need to be involved in the health education programme.
This implies collaboration between local researchers that
often has not existed previously. IDRC should be prepared to
encourage and support this process.

In addition this implies strong interdivisional collaboration
within IDRC. Various divisions in the Centre will have
potential contributions to make to health education
programmes--Social Sciences (educational methodologies,
process evaluations, anthropological research, etc);
Communications (development of audio visual aids,
publications); Information Sciences (networks of health
education researchers).
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Communication Between Researchers - One of the major
difficulties in much health education research is that the
results are often not published. Consequently other
researchers are unaware of possible new strategies. IDRC
could play a fundamental role in establishing and encouraging
contacts between researchers through networks, meetings,
publications, etc.

Organizations Involved in Health Education Research - Some
thought needs to be given to which organizations are best
suited to carry out health education research. Frequently,
NGO's are the groups who are most closely involved with
community members and who have consequently developed
innovative community health education programmes. However,
these NGO's may lack the necessary expertise to conduct
research about these same health education initiatives.
Universities and academic institutions, on the other hand, may
have the research expertise but lack the community base. We
may need to look at strengthening research experience within
NGO's; Tinking NGO's with research institutions; and
encouraging research institutions to obtain more community
input and involvement.
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RECOMMENDATIONS FOR ACTION

1.

de.

Project Support

Rationale

Given the commitment of the HSD to projects whose beneficiaries
will be the "poorest of the poor" and the HSD's interest in
encouraging community participation in health, health education
research should continue to receive project support.

Recommendation:

That the HSD designate the following as priorities for funding:

i) proposals which fall into the "community or popular
health education" approach;

ii) proposals which may fall into one of the other four
approaches but which also emphasize active community
involvement in all phases of proposal development,
implementation and evaluation.

Rationale

In order to encourage active community participation and control
in the development, implementation and evaluation of health
education projects, small demonstration projects sponsored by
communities themselves or together with NGOs should be

supported. These projects will likely be of short duration
(18-24 months); focussed on a specific problem which has been
identified by a specific community; include process and outcome
evaluation measures; and actively involve community members in the
project's development, implementation and evaluation.

Recommendation:

That the HSD support over the next four years, a minimum of six
community based health education demonstration projects in the
community or popular health education approach.

Rationale

One of the principal problems in health education research is the
lack of adequate, sensitive and appropriate evaluation
strategies. Many projects are funded for short periods of time
and are not able to adequately evaluate the programme's impact or
indeed the process by which the project functioned. In order to
permit more effective and innovative evaluations we would
recommend support for projects of longer duration (three to four
years). The primary focus of these projects should be
evaluation. In addition, particular attention should be paid to

—
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evaluations which include quantitative and qualitative indicators
of health status, productivity and quality of 1ife., These
projects may, out of necessity, sit in universities or research
institutions, howaver, the active involvement of other sectors
(government, NGOs and communities) will be important.

Recommendation:

That the HSD support at least three health education projects
which have as a focus the development of appropriate
evaluation methodologies.

Rationale

In several regions multidisciplinary teams are already
involved in health education research. Given the importance
of a multidisciplinary (including community members) approach
these teams should be encouraged and supported.

Recommendation:

The HSD should give high funding priority and encouragement to
research teams which are multidisciplinary in nature.

Subject Areas

Rationale

Two content areas should be considered for priority funding by the
HSD:

i} AIDS - The primary way to deal with the AIDS problem in many
developing countries is through health education. HSD could
play a fundamental role in encouraging the development of
culturally and community appropriate strategies.

ii) Women's Health - Given the important role of women in health
care in the developing world, many health education projects
are developed focussing primarily on women. IDRC has
committed itself to examining and improving the role of women
(WID Unit) in development. HSD could play a fundamental role
in encouraging the participation of women in the development,
implementation and evaluation of health education research
projects which are appropriate to them and their families'
needs.

Recommendation:

That the HSD assign a high priority to health education
projects in the areas of AIDS and women's health.



3.

da.

- 40-

Regional Networks

Rationale

In the field of health education research, researchers are often
not aware of other projects similar to their own. This is
particularly true for small, community-based NGOs or communities
themselves which may have 1ittle contact with other groups in the
same province, let alone internationally. There are often
regional and international similarities which can provide lessons
and information for further research.

Recommendation:

That the regional offices, in conjunction with HSD organize one
workshop in each region over the next two years, with the purpose
of examining the role of research in health education. It will be
up to the regions, in consultation with Ottawa, to decide, based
on experiences and priorities, what focus this workshop might
take; however, the ultimate objective should be the formation of
a regional network of researchers involved in health education
research. Possibilities for a focus might include:

- the role of research in popular health education;
- evaluation strategies in health education programmes.

Given the Division's focus on communities and multidisciplinary
teams, each workshop should include members from the various
sectors (including but not limited to academics).

It is further recommended that HSD investigate strategies for
linking researchers on a regional basis including:

- a newsletter or update on ongoing projects;

- a periodic mailing of research articles;

-~ the possibility of establishing a health education research
clearing house which would serve as an information point for
researchers to contact (this would be particularly useful with
educational materials).

Training Options

Rationale

One of the major areas of weakness in health education is the
shortage of persons who are adequately trained to perform research
in the field. The shortage is particularly acute in many of the
NGOs, where most of the innovative, community based health
education research occurs. Conversely in universities and
ministries, where a relatively sophisticated research capability
may exist, there are often not good links to the non-academic
community or to local communities.
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Recommendation:

That the HSD over the next two years, investigate alternative
strategies for the training of researchers in the field of health
education. Such strategies may include the following:

i) Workshops (provincial, national, regional) to investigate
specific research issues (e.g.) participatory research in
health education, evaluation techniques;

ii) Bringing local resource people to work with NGOs or local
communities to facilitate the research process by actually
being in charge of the research component or by training the
health education team in the mechanics of basic research. The
involvement of universities and ministries with NGO
initiatives should be encouraged;

iii)0rganization of post graduate training for researchers with an
aptitude and commitment to the area.

Interdivisional Collaboration

Rationale

As has been emphasized throughout this paper one of the most
important elements of health education research is its
multidisciplinary focus. If the HSD is encouraging a
multidisciplinary approach from research teams we also need the
in-house capacity to respond in a multidisciplinary fashion. This
approach needs to be carefully worked out by programme staff from
the various divisions which may need to be involved. At the time
of writing this paper SSD and HSD have already met and agreed to
work closely together on any health education initiatives.

Recommendation:

That over the next year the HSD work with other divisions as
appropriate to develop areas of collaboration and a mechanism for
collaboration. Possible areas might include:

i) Social Sciences Division - school health education
qualitative indicators
health attitudes and practices

ii) Communications Division - mass media approaches
audio visual materials
publications

iii) Information Sciences - networks between researchers
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It is further recommended that, for the next two years, all.
research proposals whose primary objective is health education, be
shared with the appropriate divisions.

In additijon it is recommended that an interdivisional group be
established in order to develop guidelines for support of health
education proposals. The guidelines should be reviewed after 2
years.

Inventory

Rationale

In order to identify researchers, academics and community groups
who are experienced in or have an interest in health education
research, both in Canada and in developing countries, the division
should develop and maintain several inventories.

Recommendation:

That the HSD organize various inventories over the next year,
including:

i) Institutions in both Canada and developing countries offering
appropriate health education courses;

i) Developing country researchers and practitioners who are
involved in health education;

jii)Canadian researchers and practitioners who are invoived in
health education research; and

jv) NGOs involved in community based health education research.

Health Education Research Consultative Group

Rationale

Although the HSD has supported health education research the new
focus proposed here requires that the division devote more of its
resources to health education. In order to assist the HSD in the
development and implementation of appropriate health education
research strategies, some expert advice maybe necessary.

Recommendation:

That an external consultative group be established within the next
six months. This group should be composed primarily of developing
country researchers, however, several representatives should also
be chosen from the Canadian community. Expertise in this
committee should include researchers, practitioners and,
hopefully, some community members. This consultative group could
also have as its responsibility a three year progress review of
HSD health education research.

"
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CONCLUSIONS

An attempt has been made to situate health education within the
overall socio-ecological perspective of health promotion. A possible
framework for research support within the HSD has been suggested as
well as recommendations for action. Health education has become an
important area for PHC research. However, much work still needs to be
done in the area. The HSD's focus on community involvement is an
important step in laying the framework for more appropriate and
effective health education research. The research projects and
organizations which we support over the next four years will indeed
reflect our own commitment to community involvement.
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ANNEX

CRITICAL REVIEW OF HEALTH EDUCATION RESEARCH IN DEVELOPING
COUNTRIES

To better identify the research needs and research gaps in
health education, a review of health education research in
developing countries was undertaken. This included a
critical review of 32 developing country health education
projects, a review of IDRC-supported research in health
education and some lessons from project experience by other
reviewers,

A computerized research was conducted on 'Medlars' (1980 to
present) and on 'Popline' to identify articles that discussed the
evaluation or impact of health education programs and for articles
on health education research that include a discussion of impact of
the health education intervention. As well a manual search of
several bibliographies and journals for relevant articles on health
education in developing countries was conducted (the last three to
five years only). These journals were HYGIE, Social Sciences and
Medicine, International Quarterly of Community Health Education and
Journal of Tropical Pediatrics.
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NOTES TO TABLE

Published articles on evaluation of health education interventions or
of health education programs with some outcome measurement.
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Executive Summary

In this paper certain basic questions concerning evaluations to be performed
within the framework of a Health Sciences Division evaluation plan are answered,
i.e. the "why", "who", "what" and "when" of evaluation. Suggested important
dimensions of performance of interest in health research; relevance,
process/progress, effectiveness, impact and efficiency, are then presented and
discussed.

An analysis of the various components in the IDRC Evaluation system and the
missing elements therein which must be incorporated in the divisional evaluation
framework is a major focus of this paper. "Middle-level" evaluations, which
include the evaluation of programs, themes, groups of projects and selected
individual projects, are identified as the area of concentration for the HSD
evaluation plan. Examples are then given of specific types of evaluations at
each of these levels that should possibly be undertaken within the IDDR cycle.
Each of these examples is explained in terms of the dimensions of performance.
Other factors to be considered in these evaluations are also noted. The examples
are summarized in Table 2 of the appendix.

.
Although an evaluation framework for the division is presented and examples of
evaluations to be performed are provided, the resource issue remains a thorny
one. Due to workload constraints, program staff are not likely to have much time
to coordinate or participate in the identified evaluation activities. Certain
possible means of working around this problem are suggested in the resources
section of this paper, notably extensive use of consultants, the use of ongoing
evaluation and building evaluation components into projects or groups of
projects.



1. Introduction

The purpose of this paper is to present a framework for evaluation in the Health
Sciences Division of IDRC. 1In so doing the paper will address the following
basic questions, as relate to this HSD evaluation framework:

. why are evaluations required?

. who will use the results of these evaluations?

. what will these evaluations attempt to measure?

. what evaluations could possibly be undertaken?

. how will these evaluations be performed and by whom?
. when will these evaluations likely be performed?

The questions have engendered considerable discussion in the division. This
paper will attempt to present the results of these discussions in a coherent,
logical manner.

Evaluation is intended to provide feedback on performance (over varying time
frames, as dictated by circumstances) that can be used in planning and policy
formulation. This then raises the question of "who will use this information?"
Clearly there are several possible groups of users of this information, including
the IDRC Board of Governors, Centre Management, Division Management and Program
Staff. For purposes of this paper we will assume that the latter two groups will
be the primary users of information generated from evaluations undertaken by

HSD itself. The Board of Governors and Centre Management will also likely
benefit from such evaluations, but their needs will, in most instances, be the
focus of Centre-wide evaluations that fall within OPE's responsibility.

The distinction between divisional responsibility for evaluation and that of OPE
was clarified in November 1986, when President's Committee and Management



Committee approved certain proposals for modifying the Centre's evaluation
system. It was stated that "divisions are primarily responsible for the choice
and conduct of project and program evaluations", whereas OPE "should concentrate
more on program and largely on policy evaluations of major issues" (MC/36 Annex
1, p. 5). Concerning the evaluations to be undertaken by the divisions, it was
also agreed that divisions would prepare evaluation plans, defined as "“statements
of intention as to which projects and programs are to be evaluated, focussing on
the IDDR as the occasion when the results will be used and future evaluation
plans formulated". These divisional evaluation plans are an essential component
of the IDRC evaluation system. This paper presents a tentative evaluation plan
for the the Health Sciences Division for the period covered by the IODR,
suggesting what activities could be evaluated and when these evaluations could
take place.

A definition of evaluation proposed by OPE in their January, 1988 draft paper on
evaluation planning, i.e. that "evaluation is a retrospective examination of IDRC
experience", will generally be used for purposes of this paper (except where
otherwise noted). This definition is proposed by OPE as being appropriate in the
context of Centre operations. It presupposes that some thought has been given,
before the evaluation is carried out, to why the information is required and how
it is going to be used.

This paper thus suggests divisional activities to be evaluated, indicating why
evaluations should be performed in these specific instances, and also looks at
criteria for selecting the activities to be evaluated (i.e. the "what" these
evaluations will attempt to measure). It considers divisional activities at
various levels. While it is recognized that for each evaluation the responses to
the basic questions of who, why, etc. may vary, likely answers at each level of
evaluation are discussed. How the evaluations will be performed, however, i.e.
the methodology to be followed, will differ in virtually each individual case and



consequently is addressed here in very general terms. For detailed information
on the methodology or procedures to be followed in carrying out the evaluations,
reference can be made to the OPE Evaluation Procedures Manual, which presents a
framework for evaluations, and texts available on this subject.

2. Types of Evaluation

In the literature on evaluation in the health field many schemes for measuring
performance, according to various criteria, are proposed. For purposes of this
paper we use a scheme presented by Rundall. This scheme was subjectively chosen
for discussion in the paper because although it was proposed for evaluation of
health care programs, it can also be applied, quite readily, to health research.

Rundall suggests five possible dimensions of performance. These are relevance,
progress, effectiveness, impact and efficiency. They are defined as follows:

Relevance evaluation refers to activities designed to determine whether a

program is needed.

Progress evaluation, as described, refers to efforts made to assess the
extent to which implementation complies with a pre-established plan (N.B.:
for purposes of this paper Rundall's definition of progress evaluation has
been expanded to include an examination of the Process involved in the
program or project undertaken, i.e. includes consideration of what was
learned in the process of undertaking the activity that can be applied in
future similar activities).



Effectiveness evaluation involves looking at whether a program or project
meets predetermined objectives.

Impact evaluation considers long-term outcomes of a program or a series of
programs.

Efficiency evaluations attempt to relate the results obtained from a specific
program or project to the resources usedl.

Although each of the five types of evaluations may be appropriate within the
overall HSD divisional evaluation plan at different levels and in different
circumstances, at each level and for each use of information certain types of
evaluation are of primary importance. In the following paragraphs a brief
description is provided of how each type of evaluation fits into an evaluation
framework.

The impact of the Division's or the Centre's activities upon the health and
well-being of its beneficiaries is in most instances substantially removed in
time and substance from the research activities to which it relates.
Consequently, even though impact is the aspect of performance that we might most
want to measure, it is extremely difficult to incorporate an evaluation of the
impact of a divisional program within the four-year evaluation cycle established
to coincide with the IDDR period. Moreover, impact may be more readily assessed
when considering activities of a more manageable scope, e.g. a group of related
projects, but here again the time factor and a host of other variables must be
taken into consideration. Therefore even at this level it is very difficult to
evaluate impact.

Relevance should be a major focus of evaluation at the HSD program or theme

1 Rundall, T.G. Evaluation of Health Services Programs: Public Health and
Preventive Medicine, 12th editibn, pp. 1831-1847.



level. In the divisional statement (PART I) a comparative analysis of the demand
for and supply of health research is presented. This analysis is then combined
with an assessment of how each program relates to the identified areas

where further support appears warranted. This type of evaluation, at the program
or theme level, could be performed on a cyclical basis, every 3-4 years,

perhaps best in conjunction with the IDDR. Reviews, which examine the state of
research in the world on specific health-related topics, could be included in
evaluations of this type.

Effectiveness evaluations, in which results are compared to objectives, are
appropriate at virtually all levels. Here the scope could be relatively short
term, e.g. assessing whether the project proponents attained their originally
stated objectives, or longer-term, e.g. reviewing whether a program has been
successful in achieving its explicitly stated goals.

Progress evaluations could be undertaken at all levels, but would be particularly
appropriate at the project level. In the context of IDRC operations, they are
included in the Project Completion Report (PCR) prepared for each project. PCR's
can be used as a tool to identify lessons learnt in undertaking a project and to
assess how to better manage the portfolio of research projects funded by the
division.

Efficiency has not previously been a major focus of evaluation in the division.
In that PCR's look at, among other things, the efficiency of the process followed
in undertaking the project, to a limited extent we can say that the question of
efficiency is considered at this level. It should be noted, however, that
efficiency as defined in these terms is 1likely to be of equal or greater interest
to the recipient than to HSD. Moreover, this still does not address the larger
question at the program level of the cost benefit of activities funded by a HSD
program. This latter question is much more difficult to tackle for many reasons,
e.g. benefits cannot be precisely defined and are not readily quantifiable,
measurement of costs and/or benefits must take place over a long time frame,



etc. Concerning cost/effectiveness, although many cost effectiveness models have
been suggested in the literature on evaluation in the health field, these models
are very difficult to extend to health research. For example, models such as the
one proposed by Shepard and Thompson attempt to relate net costs of interventions
to net health effects?. Again in this instance all associated costs must be
measured over a long period and then it is extremely difficult to link health
research with the health impact because of many intervening variables. We
therefore propose that to the extent possible efficiency will be considered in
evaluating programs, but it will not be the primary focus of evaluations at the
program level. Efficiency is also addressed, however, outside of the evaluation
framework through the ongoing management processes of the division and
complementary activities such as internal audit.

3. Hierarchy of Evaluation

In preparing an evaluation plan it is useful to first consider what types of
evaluation are currently being performed and what other types of evaluations are
required at the divisional level to complement these. At present “"stripe"
evaluations are performed under the auspices of OPE on issues of Centre-wide
concern. Another key element in the Centre's evaluation system is the In-Depth
Divisional Review (IDDR) of each program division, which is performed every four
to five years. At a more micro level, Project Completion Reports (PCR's), which
are a review of the history of a project, are prepared for all completed
projects. In addition, program staff review of technical reports from HS funded
projects also includes an informal evaluative component.

It is apparent that the element not otherwise considered in the overall Centre
evaluation strategy is the evaluation targetted somewhere between the

2 Shepard, D.S. and Thompson, M.S. First Principles of Cost-Effectiveness
Analysis in Health: Public Health Reports, Vol. 94, No. 6, November-December
1979.



macro level IDDR/stripe evaluations and the micro level PCR's. These
"middle-level" evaluations, which include the evaluation of programs, themes,
groups of projects and selected individual projects, should therefore be the
primary focus of divisional level plans. A divisional evaluation hierarchy,
which is a modified version of the one proposed by OPE for Centre evaluation, is
presented in Table 1. It shows how each proposed level of evaluation fits into
the overall framework. The proposed evaluations to be carried out at each level
are summarized in Table 2. Each of these different levels of evaluation are
discussed at further length in the ensuing sections.

3.1 "Stripe" evaluations

In their January, 1988 draft paper entitled "Evaluation Planning:
Framework of Policy Issues", OPE suggests that division-specific studies
could be carried out in some instances to fill gaps in knowledge about
Centre-wide (“stripe") issues. In this paper, OPE outlines certain
“"stripe" evaluations that they plan to conduct over the next few years
and some others that are tentative ideas for future evaluations. An
assessment of HS experience in certain of these areas, e.g. Institutional
Strengthening (ISRI), would normally be an integral part of these
OPE-initiated evaluations. Although it is difficult at this point to
specifically identify areas in which HSD will undertake evaluations as
part of or to complement “stripe" evaluations, certain other possible
stripe subjects for evaluation in subsequent years would be Nutrition and
Women in Development. The division will continue to work closely with
OPE in identifying these policy areas of interest and in carrying out the
appropriate portions of these reviews.

3.2 Divisional-level evaluation

The IDDR is the formal review of the HS mission, objectives, strategic
plan and the overall performance of the division undertaken by a Board
panel. Although impact is of paramount interest in considering the
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performance of the division, because of the previously described
difficulties in assessing impact the IDDR considers primarily other
dimensions of divisional performance, such as relevance and
effectiveness. The orientation of the IDDR is essentially toward policy-
and program-related matters. Management issues are reviewed on an
ongoing basis by Division Management and are considered in the internal
audit, which takes place every four years and is seen as being
complementary to the IDDR.

Program-level evaluation

At this level it would be useful to make a distinction between
prospective evaluations and the retrospective type of evaluation usually
performed in the Centre, as defined by OPE (see p. 3 of this paper). As
far as prospective evaluation is concerned, in reviewing their objectives
the HSD programs should ensure that their goals are expressed in a manner
that will facilitate measurement. In this sense evaluation would be of a
prospective nature and would be most concerned with effectiveness.
Moreover, to the extent that the success of the strategies selected to
attain these goals is assessed (preferably on an on-going basis), the
progress performance dimension is also addressed. Program evaluations of
this nature might be carried out by groups of "External Peers".

With respect to retrospective evaluation, given that the HS programs have
just been significantly restructured, it is unlikely that a program-level
evaluation of this type carried out within the IDDR cycle would be of
considerable benefit. Once the HSD programs are more firmly established
and have had sufficient time to implement their themes, program-level
evaluation could more readily be envisaged, probably at some time in the
next IDDR cycle.

One activity that is currently being supported by HSD, however, that
should be taken into account in considering the relevance of the
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division's programs is the Independent International Commission on Health
Research for Development. This initiative, which is scheduled to be
completed in late 1989/early 1990, should provide information that can be
used by HSD in assessing and modifying, if necessary, its programs to
enhance their relevance to the Centre's beneficiaries.

Evaluations involving themes

At the theme level, one can make the same argument as that made regarding
the evaluation of the HSD programs, i.e. given the change in program
structure, insufficient time will have elapsed during the period covered
by the IDDR cycle to permit a meaningful retrospective evaluation at this
level. However, in that health education is a key underlying theme for
the Health and the Community (HS-COMM) program, this is one area in which
the division should consider undertaking an evaluation in the near
future. The Health Sciences Division has considerable experience in this
area, both in terms of projects whose primary focus is health
education/promotion and other projects that have a health
education/promotion component. Other divisions, such as Social Sciences
Division (SSD) and Communications, have also supported projects on this
theme. For this reason, the HS-COMM program proposes that an evaluation
be undertaken in collaboration with OPE to look at the methodologies
applied in the various divisions' projects. Even though other divisions'
projects would be involved, the initiative for this evaluation would come
from HS-COMM, thus this evaluation would fall into the HSD "theme"
category. Nonetheless, in performing this evaluation, consideration
should be given to how the HSD, SSD and Communications programs, as
relate to this topic, can best be structured to complement each other.
Such an evaluation could also be incorporated into a broad review of this
subject area, including not only IDRC experience but also a general state
of the art research review and a demand and supply assessment for
research in this area. The evaluation could be carried out by a small
group of external "Peers" in association with OPE and HSD.
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3.5 Evaluation of groups of projects

There are many possible evaluation candidates at the group of projects

level. The following is a brief explanation of each of these groups

(which are not necessarily mutually exclusive) and the specific

evaluation candidates therein:

a)

Networks

For purposes of this paper, we will define networks as a group of
projects, all with a similar focus, taking place in different
institutions and countries, but linked through a coordinating
mechanism. In considering possible evaluation candidates from among
the HS-supported networks, the Norplant projects immediately come to
mind. Even though the Norplant projects do not form a formal network
per se, these projects would likely be a good potential evaluation
candidate. An external evaluation has already been carried out on
the development of this technology. A complementary evaluation,
relating to the implementation of this technology, would be very
useful in assessing the effectiveness of this group of projects.
This would be of particular interest given the amount of money
invested by HS in this technology so far and the question that has
been raised of "where we go from here", which is one of relevance.

Group of projects relating to a specific problem

This would cover projects with different focuses, but all relating to
the same problem. Examples of such problems would be Teishmaniasis,
Hepatitis B, and pesticide poisoning. In such an evaluation, the
division would be looking at a group of related projects and
interventions that cross program, and in some instances, divisional
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boundaries. The main issues here are the interdisciplinary
organization and operation of the projects and recommendations
concerning future HSD support in these areas, based on the perceived
effectiveness and progress.

Group of projects with international governmental organizations and

international NGOs

International governmental organizations refers to institutions such
as WHO, UNICEF, etc. HSD has provided long-term support for several
WHO Special Programmes, specifically the Special Programmes for
Tropical Diseases Research, Diarrheal Diseases Control and Human
Reproduction. Total funding provided by HSD to these three special
programs to March 31, 1988 was $4,347,000.

HSD has also supported initiatives with several international
non-governmental organizations (NGOs), notably the Program for
Appropriate Technology in Health (PATH) and the Population Council.
HSD has funded 35 projects with these two organizations totalling
$10, 230, 000.

HSD policy with respect to continued support of these international
governnental organizations and international NGOs is described in the
paper on collaboration presented in the appendix to the HSD
divisional statement. Given the large amount of support provided to
these organizations to date and the concomitant Board of Governors
interest in this subject, assessments of these initiatives would be
useful in helping to shape future HSD policy in this area.
Concerning support of the WHO Special Programmes, HSD could rely on
the annual reports, as well as evaluations of these programmes
carried out internally or by outside parties, to assess the overall
effectiveness of these initiatives.
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Regarding support for international NGOs, a good deal of the funding
that has gone to the Population Council in the past relates to
Norplant (see the preceding discussion of the evaluation of networks
of projects). For PATH, a review of all HSD projects funded with
this organization and the results of these projects will be
undertaken in the first year of the IDDR cycle (1988/89). The
results of this study will be presented to the IDRC Board of
Governors.

d) Projects involving innovative methodologies

One of the proposed themes for the H&C program is the development of
participatory research methodologies and a better understanding

of community dynamics. HSD experience in supporting such projects
has been limited to date, but we have recently approved a number of
projects that would fall within this category and will likely fund an
increasing number in the future. For this reason, an evaluation of
several such projects would be useful, towards the end of the current
IODR cycle, principally to obtain a clear understanding of the ¢
effectiveness of these projects and the processes involved. Such an
evaluation could also he undertaken as part of a broader Centre-wide
examination of participatory research initiatives.

3.6 Evaluation of individual projects

In addition to the PCR's prepared for all projects (see Sec 3.7),
evaluations would also be useful for several types of projects. These
projects can be grouped in the following manner:
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a) Pilot projects

The division has supported a number of demonstration or pilot
projects. It would be useful to evaluate some of these to determine
whether they attained their objectives and were cost effective.
Recommendations could then be made regarding further dissemination of
the knowledge obtained or technology developed. An example of this
would be the Nutrition Education/Weanlings project in St.
Christopher/Nevis with the CFNI (Centre File: 3-P-83-0103). A
follow-up study has been proposed to evaluate the results and
effectiveness of the original project intervention. This evaluative
study (Phase II) will be funded as a research project by HSD. This
study could fall into the proposed evaluation of all HSD health
education related projects, or could be considered by itself.
Another similar example would be the DAFF latrines project in
Guatemala (3-P-87-0286) in which an evaluation will be undertaken of
the effectiveness of the interventions in the first phase of the
project. Other follow-up Phase II projects could also be funded by
the division to look at how the results of pilot research projects

may be applied.

b) Multi-component projects

This would include projects in which the research is being performed
in several countries concurrently. This category would include such
projects as Heavy Metal River Pollution (Latin America) or

the proposed Psycho-Social Support and Pregnancy Outcomes (Latin
America) project. Experience gained and lessons learned in the
process of promoting South-South cooperation would be of interest.
Given the timing of these projects, i.e. the former somewhere in
mid-stream and the latter not yet started, it would only be
appropriate to consider an evaluation towards the end of the IDDR
cycle.
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Projects with several phases

HSD has supported many multi-phase projects, notably Anticonceptive
Technology (India) and Bilharzia (Egypt). The goal of an evaluation
of such projects would be to assess what has been achieved so far
(effectiveness) and provide recommendations concerning future
possible HSD support (relevance). An evaluation of the
Anticonceptive Technology (India) project was in fact carried out on
behalf of HS by two Canadian consultants, Drs. Robert Kinch and
Thomas Wegmann, in late 1985. The results of this evaluation were
very positive. The consultants recommended continued IDRC support
for the Population Council and a continued or increased level of
support for the National Institute of Immunology in India for
development of the anticonceptive vaccine.

Additional evaluations of appropriate multi-phase projects should be
performed sometime during the middle of the IDDR cycle.

Large-scale institution strengthening projects

This could be tied into the "stripe" evaluation relating to
institution strengthening that is being planned by OPE (see the
preceding discussion of "stripe" evaluations).

One such project we would like to evaluate is the Sri Lankan Health
Systems Research project. This project is just getting underway and
consequently an evaluation would only be appropriate towards the end
of the IDDR cycle. An evaluation is called for given the resources
invested in this initiative and the policy implications, i.e. should
HSD get involved in other similar initiatives? and if so, in how
many, where and to what extent? The focus of such an evaluation
would be to assess the effectiveness of the project in meeting its
stated objectives, and determining the impact the project has had on
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health research in Sri Lanka and (to the extent this can be measured)
on the health system and on the health of the beneficiaries. Such an
evaluation should have a relatively high priority. Institutional
support for BAIF would normally be another evaluation candidate, but
this is to be evaluated by OPE and subject to a CIDA-funded, external

evaluation.

Large projects significant in themselves

These would be projects that are significant in the context of the
operations of HS given our investment in them, the potential
importance of the research results, etc. Projects that are not
otherwise incorporated in the evaluation plan that are over an
established dollar limit, in this instance $750,000, would be
included. The purpose of evaluation for such projects is primarily
accountability, which relates to cost effectiveness, although the
information obtained could also be used for other purposes, e.g.
determining future directions (relevance), documenting lessons
learned (process). Two such significant projects that would be
evaluation candidates are CIMDER Phase II (Colombia) and Perinatal
Mortality (Jamaica).

An evaluation of CIMDER is being scheduled sometime in 1988/89 as the
researchers are about to reach the mid-point of the project. An
evaluation of Perinatal Mortality (Jamaica) would be helpful if
carried out within the next 12-24 months as a subsequent phase of
this potentially valuable project is already being planned.

Projects with built-in evaluation components

Many projects supported by HSD have built-in internal or external
evaluation components. An example of such a project would be the
recently-approved "Training in Health Management, Phase III" project
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(Centre File: 3-P-87-0200). In this project, the program offered is
internally evaluated each year and will be subject to an independent
evaluation by outside consultants after the fourth year of the
project. In the Water Pumping Technology (Malaysia) Phase III
project (Centre file 3-P-87-0084) an evaluation component has also
been built in to look at the lessons learned in going through the
process of technology development to technology implementation that
may be applied in other projects. Such "built-in" evaluations will
be taken into consideration in related program, policy and project
planning decisions.

3.7 Project completion reports

The Project Completion Report (PCR) is a review of the outcome of a
project, comparing original objectives with the results achieved. PCRs
serve the objectives of corporate accountability and corporate memory.
They are prepared for all completed projects. Although not a formal,
independent project evaluation per se, PCRs do provide a brief
retrospective assessment of each project from the perspective of the
Program Officer and division responsible, focussing on several aspects of
performance, notably process/progress. The PCR attempts to answer at
least six basic questions:

What project results were achieved and did project activities and results
follow project objectives and methodology?

Did the project result in building institutional, managerial or
individual scientific capability to the extent this was one of the

explicitly or implicitly stated objectives of the project?

What publication or dissemination of results have been achieved?
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What lessons were learned which would allow IDRC to develop better
projects in the future or to improve its policies and practices?

What follow-up action, if any, is required?

Was the project "worthwhile"?

To date, PCRs have been prepared for over 210 completed HSD projects.
PCRs are generally put together on behalf of the responsible Program
Officer by a Research Assistant, who reviews the project file and
compiles the necessary information. Once this is done, the Program
Officer reviews the information, adds his/her assessment and signs off on
the PCR. This system has been found by the division to be the most
expeditious in the circumstances. Over the IDDR cycle, the division will
take steps to eliminate the PCR backlog (approximately 90 projects as at
the date of writing this paper) and ensure that PCRs are used, as
appropriate, in the planning process. In so doing the division will
review the PCR format to ensure that these documents will be comparable
and as useful as possible.

4. Resources Required

Some possible evaluations and evaluation-related activities are summarized in
Table 2. The number of evaluations proposed appears to be at a level equal to
or above the amount of the resources HSD can commit to evaluation, if the
division applies the oft-suggested 5% guideline, i.e. that up to five percent of
divisional professional staff time should be devoted to evaluation-related
activities. Recognizing that much of this 5% is taken up on reviewing reports,
preparing PCR's and other routine work, it is assumed that consultants will be
used extensively in evaluations. Some HSD professional staff may be freed
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up from other responsibilities for periods of up to three months to devote their
time to evaluation-related activities if resources permit, but at current
staffing levels this is unlikely. While divisional staff might directly

participate in evaluations, in most instances they would play more of a
coordinating role, i.e. helping to establish terms of reference, selecting
consultants to perform the evaluation, acting as the liaison between the
consultants and the division, etc. To minimize the workload pressures on HSD
professional staff arising from evaluation, to the extent possible evaluations
will be performed on an on-going basis or built into projects, groups of
projects, etc.

5. Conclusions

This paper broposes an evaluation plan for the Health Sciences Division, covering
the five years of the IDDR cycle. It is expected that the information generated
from the evaluations identified will be of considerable use to the division in
the periodic revision of its strategic plan. In the same manner that the
division's strategic plan will be updated on a rolling basis, the evaluation plan
that has been proposed will be periodically reviewed and modified to help best
meet the division's and Centre's requirements.
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Table 1

HSD EVALUATION FRAMEWORK HIERARCHY
LEVEL OF EVALUATION
CENTRE-WIDE POLICY ISSUES
HEALTH SCIENCES DIVISION
Health Systems Health & the Health & the
(SYS) Community Environment

(H&C) (H&E)

Currently being defined/refined by the programs.

Networks

Group of projects relating to a specific health problem

Projects with international governmental organizations
and international NGOs

Projects involving innovative methodologies

Pilot projects

Multi-component, large-scale projects

Projects with several phases

Large-scale institution capacity strengthening projects
Large projects that are significant by themselves
Projects with built-in evaluation components

Completed for all projects
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Table 2

HEALTH SCIENCES DIVISION

SUMMARY OF POSSIBLE EVALUATION AND EVALUATION-RELATED ACTIVITIES

1988/89 1989/90 1990/91 1991/92

“Stripe" ISRI (1)

Evaluations of
which HSD would
participate:
Division: IDDR
Program: 4 ongoing =
Independent Int'l
Commission

Themes: Health Education

Groups of - PATH - Leishmaniasis - Norplant - Participatory
Projects: or other subject Research

- WHO Special
Programmes
Projects: - CIMDER - Perinatal - Heavy Metal River HSR Sri Lanka
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2.1

The Health Sciences Division Framework for
Support of AIDS-Related Research

Introduction

In the past year it has become accepted that Human
Immunodeficiency Virus (HIV) infection is the most important
pandemic of the century, although its ultimate dimension in terms
of incidence, prevalence and mortality remains in question. The
current estimate is that at least halif of those who become
infected with HIV will eventually develop AIDS (Acquired
Immunodeficiency Syndrome), a fatal condition for which there is
presently neither preventive vaccine nor curative drug. The
disease is spreading through all strata of society and to all
nations in both the developed and developing world.

On the basis of what is known today about its epidemiology, AIDS
could inflict major setbacks upon all sectors of development in
those countries worst affected and least able to withstand its
jmpact. By virtue of its mandate, the IDRC has a special role to
play in the aqlobal campaign against AIDS: to support research
needed to contain the virus' further spread in order to sustain
and further hard-won advances toward a better life for the world's
poor.

Within the Centre, the Health Sciences Division, too, has a
special part to play. In order to fulfill its appointed role as
coordinator for IDRC sponsorship of research in this field, it
must first set forth a rationalized framework for funding -- one
which will foster inter-Divisional collaboration, and serve as the
basis for a Centre-wide policy on support for AIDS-related
research. This paper attempts to provide such a framework.

The Problem

HIV is principally a sexually transmitted infection which is also
spread through contaminated intravenous instruments and needles
used for injection; transfusion of infected blood and blood
products; or congenital transfer from mother to infant. The
current methods available to control its spread aim to interrupt
transmission -- health education on limiting the number of sexual
partners and following safer sex practices including the use of
condoms; sterilization of needles and syringes; screening of blood
and organ donors; microfiltration and heat treatment of biological
products for infusion.
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Globally, HIV predominantly affects men and women between 20 and
45 years of age, society's most productive and reproductive
group. Recent studies have revealed HIV seropositivity in up to
20% of a general adult population in some areas of Africa. The
potential depletion of this cohort could have significant
repercussions 1in all social and economic sectors. As AIDS
spreads, the potential for congenital or perinatal transmission to
newborns increases.

Industrialized countries can more readily mobilize the resources
needed to limit the transmission of this virus. More affluent and
educated populations have a far broader range of options than
those available to people in most developing countries, and may be
more amenable to modifications of behaviour designed to reduce HIV
transmission.

In developing countries, the addition of AIDS to already
overburdened health systems and health budgets will be crippling.
On the research front, the aggressive attack on AIDS in developed
countries has already led to some inappropriate research
initiatives by expatriates in developing countries. The
comparative advantage of IDRC in helping developing country
researchers chart their own course may prove to be a more
effective vehicle to assist these countries to develop the means
to arrest the spread of AIDS with maximal acceptance by the local
populations.

Current Needs (1988)

The World Health Organization is coordinating the global campaign
against this disease through its Global Program on AIDS (GPA).
Since February 1987, the GPA's focus has been principally on the
hardware required for the containment of HIV transmission in those
developing countries most affected: assisting them to introduce
screening for HIV in blood banks; to create local diagnostic
laboratory capabilities; and to establish national AIDS
committees.

Much research and development needs to be directed toward the
so-called "software" component of AIDS prevention in developing
countries at greatest risk: i.e. accurate epidemiology of
prevalence and transmission; identification and remedy of
deleterious practices; promotion of particular cultural traditions
that are most likely to reduce transmission risks, etc.

Equally important is the need to prevent the further spread of HIV
in developing countries of reportedly current low prevalence,
mainly through intensive public education and epidemiologic
surveillance combined with 1laboratory screening. How best to
accomplish this demands further investigation.



3.4 With a focus still on the software aspect, research is needed on
how to integrate national efforts in HIV containment and AIDS
management within existing health systems.

4., Suggested Areas for HSD Support of AIDS-Related Research

What follows are proposed themes in AIDS-related research considered
appropriate for HSD funding. They have been selected because they
address important informational gaps in the overall strategy of
prevention in developing countries of estimated high and low HIV
prevalence. There is no doubt that well designed and well executed
studies in the suggested topics can yield valuable, practical results.
How this information is translated into policy and programmes will
likely depend mainly on political will and available resources.

The very nature of AIDS makes its research questions multi-sectoral and
difficult to fit discretely within the mandate of any particular HSD
program., Looking at the problem as a whole we find that we can group
all proposed research ideas under five general themes:

-~ studies on the nature and magnitude of the problem in developing
countries;

-~ studies on technologies for diagnosis and prevention;

-- studies on behavioural patterns and their effect on transmission,
prevention and control of the disease;

-~ studies on the strategies and methodologies for prevention through
health systems and education systems;

-- studies on the development and testing of pethodologies and
strategies for identifying, monitoring and caring for those who
have contracted the disease.

For the sake of presentation, we have attempted to group specific
topics reflecting these themes according to the most appropriate HSD
Program, without assigning them any particular priority at this time.
Some, however, lend themselves to joint development; others transcend
individual programs to harmonize with proposed HSD thrusts, such as the
AIDS health education initiative; still others Tlogically entail
collaboration with other IDRC Divisions, especially Social Sciences,
Information Sciences and Communications; and some will serve as entry
points in the larger context of research capacity building.

4,1 AIDS Research Directions for Health and the Environment

4.1.1 Seroepidemiological surveys in developing countries with
suspected high HIV prevalence.

4,1.2 Research into the introduction of active surveillance,
particularly in developing countries with reportedly low
HIV  prevalence (i.e. the so-called "second-line"
countries).
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4.1.3

4.1.4

4.1.5

4.1.6
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Comparative studies on the signs and symptoms of AIDS in
rural, urban and peri-urban settings so that clinical
diagnostic criteria could be developed for different
levels of health care delivery.

Investigations into risk factors associated with the modes
of transmission of  HIV infection (e.q. sexual
transmission, maternal-infant transmission, circumcision,
scarification, shaving with common razors, intravenous
drug use, etc.) which may be relevant to different
socio-economic and ethnic groups.

Research into the manifestations of HIV infection and AIDS
when underlying infections (e.g. T.B., malaria and other
parasites, measles, syphilis) exist and/or occur.

Applied research in appropriate low cost technology for
the diagnosis of HIV infection and the treatment of AIDS
patients.

AIDS Research Directions for Health Systems Research

4,2.1

4.2.2

4.2.3

4.2.4

Health systems reseach on policy implications leading to
formulation of scientifically-based recommendations for
national health policies governing such issues as AIDS
relating to:

-~ Expanded/Universal Programmes of Immunization
-- Breast-feeding campaigns

-- Therapeutic abortions

--  Doctor-patient confidentiality

-- Informed consent

Operations research into the 1integration of AIDS
prevention and care activities with those of the national
primary health programme, particularly regarding MCH/FP,
disease surveillance and management information systems.

Research to determine the current and projected costs
involved in AIDS-related interventions at each level of
the health system, including national health insurance
schemes, and to identify and evaluate possible
supplementary financing mechanisms.

Investigations into the feasibility of marketing and
promotion of high grade, affordable, Tlatex condoms,
spermicides and similar technologies which may reduce the
risk of transmission.



4,2.5

Comparative studies on the cost-effectiveness of
alternative treatment strategies (e.g. domiciliary vs.
inpatient care, different palliative regimes, etc.)

4,3 AIDS Research Directions for Health and the Community

4.4

4,3.1

4.3.2

4.3.4

General

Collaborative studies with communities in regions of high
HIV prevalence and incidence to elucidate:

--  local behavioural determinants of HIV transmission;

-~ indigenous traditions and taboos which modulate the
virus' spread;

-- the manner in which particular societies and cultures
deal with the victims of AIDS among their members;

-- the possible influence of respected local secular and
religious leaders on community behaviour;

-- public knowledge of and attitudes towards AIDS.

Joint investigations with communities in regions of low
HIV prevalence to identify:

--  local customs and behaviour which would be
potentially deleterious in the presence of HIV;

-- beneficial practices which might serve to inhibit HIV
transmission if the virus were introduced in the
community;

--  public knowledge of and attitudes towards AIDS and
the most appropriate approaches to influence their
status.

Identification of possible factors and co-factors which
could contribute to maintaining a positive health status
in HIV-infected individuals.

Measures

4,4.1

4.4.2

4.4.3

4.4.4

4.4.5

Support for the training of developing country scientists,
especially in epidemiology, and health systems management.

Assistance for institutional development and strengthening
for AIDS-related research especially in epidemiology and
health systems research.

Promotion of networks for developing country researchers
in HIV/AIDS.

Support for international publications, such as "Panos",
which focus on HIV/AIDS in developing countries.

Support for Project Identification Workshops coordinated
with the WHO/SPA for developing country researchers.



4.5 Strategy Review

Because of the rapid advances and changing opportunities in AIDS
research, these research themes and directions of support will be
reviewed and reassessed within the Division every six months.

5. AIDS Priority

Finally a most important issue has been recognized by HSD (as it is
faced by all other programmes which address AIDS). This new problem of
AIDS has not meant new funding. The efforts directed towards AIDS tend
to consume resources from other pre-existing programs. What will be
sacrificed to support AIDS research? Where will we fix the level of
priority? What "across the board" benefits for developing country
research capacity and health systems will result from supporting the
battle against AIDS?

One goal of HSD's "holistic" approach should be to ensure that a focus
on the "new" AIDS problem does not obscure, divert or nullify our
activities in pre-existing health problems or issues. These problems
will continue no matter what develops in the AIDS pandemic over the
next several years. There 1is a natural tendency to focus on the
“trees" and forget the "forest" when confronting a specific problem,
but as with all health issues, one should always be mindful of the
dialectic between the two.

6. General References

6.1 The First Human Retrovirus, Robert C. Gallo
Scientific American, December 1986

6.2 The AIDS Virus, Robert C. Gallo
Scientific American, January 1987

6.3 AIDS in Developing Countries, Panos Institute, November 1986
(Revised March 1987)

6.4 AIDS in Africa, An Epidemiologic Paradim, Quinn et al
Science, 234: 21 November 1986, pg. 955-963

6.5 Science, 239: 05 February 1988

7. AIDS-Related Projects Supported by HSD during Fiscal Year 1987-88

7.1 Paediatric AIDS (Kenya): 3-P-86-0177 (CAD 441,045)
-~ research into paediatric AIDS and perinatal transmission of HIV




7.2 Paediatric AIDS (Uganda): 3-P-86-0336 (CAD 74,200)

-- a case-control, prospective study of vertical HIV infection

from mothers to children
7.3 AIDS Diagnosis (PATH-Global): 3-P-87-0154 (CAD 47,260)

-- Joint financing the development of an inexpensive and reliable
dipstick test for HIV antibodies for use 1in developing
countries

7.4 Conference on AIDS at CESTI, Dakar (Senegal): DAP 3-A-87-4194

-- collaboration with Communications Division in organizing a
workshop to formulate a strategy for public education in AIDS
via the mass media throughout Africa, with a special focus on
Francophone countries.
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TOXIC SUBSTANCES AND HEALTH

THE CHEMICALIZATION OF DEVELOPING COUNTRIES

Recent estimates(l) suggest that two thirds of the popul ation of less
developed countries (LDCs) are exposed to chemicals which may prove
harmful to their health. This exposure is 1ikely to increase. The world
sales of pesticides used to control disease vectors and crop pests for
exanple, rose from US 8.1 billion in 1982 to US 12.8 billion in 1983.

The most rapid growth occurred in developing countries(2) where the cost
of exports of various chemicals rose by 650 percent between 1970 and
1980. Some 15,000 individual compounds and more than 35,000 different
formul ations have come into use as pesticides since 1945(3), so the
magnitude of the potential health hazard can be appreciated.

More significant safety requlations in industrialized countries have led
to movenent of hazardous chemicals and technologies to developina
countries. In fact, a significant portion of the pesticides used in the
Third World are banned in the exporting countries: 20% of the pesticides
exported from the USA for example have had their registration for use in
that country cancelled or suspended because of their toxity to humans or
to the enviromment(2). As developing countries strive to industrialize
and develop their agro-imdustries, technology transfers involving the use
of highly toxic chemicals are likely to increase rapidly, particularly in
the energing countries. The concomitant need for labour will mean that
more ill-trained workers will find employment in industries making use of
dangerous processes and chanicals. Unsafe working conditions will often
be compounded by the workers' ignorance or disregard of safety
procedures. Ignorance of hazards, the absence of stringent reaqulations
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in the use of hazardous chemicals in industry and agriculture, and the
industrialization imperative can spell wholesale disaster in developing
nations. Recent chemical disasters in Mexico and Bhopal--to cite extreme
examples--have shown that the transfer of hazardous technologies from
North to South not only affects workers, but poses a major public health
risk to surrounding communities.

THE PESTICIDE PROBLEM

The Third World is home to most of the 10,000 principal insect pest
species and 600 weed species that curb food production(20). The use of
pesticides has helped prevent crop losses in developing countries and
thus reduced food shortages. These chemicals have also contributed to
reducing the incidence of vector-borne diseases, such as malaria.

Pesticide overuse has started to erode these original benefits, however,
mainly because of the appearance of resistant pest species. For example
it has been suggested that every kg of DDT (an organochloride
insecticide) sprayed on cotton fields in Central America results in 105
additional cases of malaria because of the ensuing appearance of
resistant strains of non-target organisms such as anopheline
Mosquitoes(6).

1. The scope of the problem

By their very nature, pesticides are toxic to all living things, a
fact that users are learning the hard way. To cite the Bhopal
Working Group of the APHA(26), "Pesticides are poisons by design".
In 1972, the World Health Organization (WHO) estimated from the



published statistics of 19 countries that there were as many as
500,000 cases of pesticide poisoning cases per year. This number is
increasing. A recent report(4) states:

"In 1977, based on notifications from several
governments and surveys of nine countries, WHO
estimated that the number of deaths globally was
about 20,640 a year. In 1981, OXFAM, up-dating the
WHO fiqures, estimated that world pesticide-related
poisonings were around 750,000 a year. More
recently, the Economic and Social Commission of Asia
and the Pacific (ESCAP) suggested that pesticide
poisoning might amount to two million a year, of
which 40,000 could be fatalities".

Concern about the toxic effects of pesticides to humans and domestic
animals is growing in developing countries. The orthodox research
establishment, however, continues to direct its activities to
occupational exposure, more specifically of those workers spraying
or directly handling these chemicals. In mos} cases, only acute
cases displaying classic symptoms are consigned to medical records.

Researchers, however, are now increasingly aware of under

reporting. Loevinsohn(5) for example, noted an association between
occupational exposure to pesticides and an increased mortality from
non-traumatic causes in the Central Luzon province of the
Philippines. The increased mortality (27%) was correlated with
conditions, such as stroke, often associated with (or 1ikely to be
confused with) pesticide poisoning. This is a clear indication that
the actual incidence of pesticide or toxic chemical-related deaths



may have been grossly underestimated, not only because of poor
recording but also perhaps because attending health personnel fail
to recognize the symptoms of pesticide poisoning.

The toxicity of pesticidal compounds should surprise no one:
Parathion, one of the early organophosphates synthesized and
characterized for its anticholinesterase effects, was the parent
compound for a series of nerve gases investigated during World War
[I as possible anti-personnel weapons. Parathion is still used as
an insecticide in many countries.

The molecular action of organophosphates on nerve transmission has
been extremely well studied(7). But as the large-scale use of
pesticides transforms the fields of the Third World into a
toxicology laboratory, clinical effects that cannot easily be
ascribed to the classic anti-cholinesterase action of these
chemicals have been reported, notably a delayed polyneuropathy(8),
and, more recently, an intermediate organophosphate poisoning
syndrome(9). This syndrome involves the paralysis of a nunber of
muscle-sets including the respiratory muscles, and has resulted in
the death of a number of patients. It is distinct from the well
defined cholinergic phase characterizing normal, acute cases of
poisonings.

The prevalence of these two new syndromes is yet to be evaluated
anywhere in the world in relation to declared cases of pesticide
poisonings. Many patients released from health centres after
treatment for the acute cholinergic phase of organophosphate

poisoning may suffer and die from these syndrames unbeknownst to the

treating physician. Psychological after-effects of organophosphate

I wWron



poisonings--impaired concentration, increased distraction, continued
visual disturbances, headaches and nervousness even three years
after the incident(10)--are also often reported.

Conditions prevalent in the Third World can significantly aggravate
the effects of pesticide intoxication. No studies have yet been
conducted in rural areas of Third World countries to confim that
conditions such as chronic malnutrition increase the chemical risk.
Laboratory studies(13), however, have shown that rats suffering from
dietary protein deficiency were more 1ikely to exhibit altered
hepatic enzyme activities following the administration of malathion
(an organophosphate). Decreased liver protein and 1ipid contents
were also observed. The malnutrition common in Third World
countries could therefore make populations, especially women and
children more susceptible to intoxication.

Agricultural practices now encourage the large-scale use of
herbicides to control weeds and to desiccate some crops prior to
harvesting. These compounds are highly toxic. Reports of their
carcinogenicity are regularly published, especially in connection
with phenoxyacetic acids such as 2,4,0(11,12). The importance of
intoxications by one -Paraquat- was illustrated by Mahathevan(14):
From 1977 to 1981, post-mortem analysis of 569 pesticide-linked
deaths performed in Malaysia, detected herbicides in 326 cases,
310 of which were Paraquat.

Responsive to the particular threat posed by this herbicide, the
Health Sciences Division is supporting a study in Colombia (Paraquat
Intoxication [3-P-84-0279]). Preliminary results indicate that
Paraquat intoxication is not seen in individuals who are not



directly involved with spraying the compound, although it might be
widespread in the enviromment. . A subsample of sprayers is being
surveyed to confirm the occupational nature of paraquat
intoxication, at least in Colombia.

Other, larger studies in Asia indicate that most reported cases of
pesticide poisoning are either suicidal or criminal(15).

These findings agree with those of an IDRC-sponsored study carried
out in four Southeast Asian countries--Sri Lanka, Indonesia,
Thailand and Malaysia [3-P-83-0089]. They contradict recent reports
fran Latin Anerica, however. In Costa Rica, for instance, 6.4% of
pesticide poisonings were found to be suicidal, while 67.8% were
occupational(l6). These regional differences could be due to
cultural factors or to different research methodologies.

Standardi zed research protocols and a common terminology are
essential to obtaining a clear understanding of the pesticide
intoxication situation in LDCs. IDRC could play an important role
in these areas.

Environmental persistence

The persistence of some pesticides in the enviromment is another
aspect of the problem, particularly in relation to organochloride
pesticides, such as DDT, which are still used in some parts of the
world to control disease vectors. The danger this presents for
hunans, and the rest of the biotic enviromment is illustrated by a
study carried out by Atuma(l7) which revealed organochloride
pesticide residues in a variety of foodstuffs --domestic red meat,
poultry, game, and vegetables-- in Nigeria. Because organochlorides



are very liposoluble, they readily find their way from blood into
mothers' milk, and thus pose a grave risk for nursing infants. This
problem is further compounded by popular practices in many
developing countries: in Zambia, for example, it is reported that
DDT is commonly used to protect dried fish from pest attacks(18).

Concerted efforts have been made to find new pesticides that are
less toxic to non-target organisms. Pyrethroids, a family of
canpounds originally isolated fram Chrysanthemuns are one example.
These insecticides were purported to exhibit a very low toxicity
toward non-target organisms, specifically humans. They are
neuroactive molecules, but their low dermal absorptive capacity was
thought to render them safe for large scale use even by relatively
untrained workers.

Severe cases of pyrethroid intoxication have been reported in
sprayers of cotton fields in China, however. The Health Sciences
Division is therefore supporting a study of the prevalence of
Fenvalerate intoxication (a synthetic pyrethrin derivative) in Hubei
province, and a further investigation of the etiology of the
incidents [3-P-83-0083].  These incidents underline the fact that
pesticides, even less toxic compounds, are only safe if they are
used properly.

Attitudes and legislation

It is becoming evident that the problem of chemical intoxications is
partly an attitudinal one. This is true for end-users, but, also at
higher levels. For example, Janzen(19) [cited by Philogene(20)]
reported in 1985 that South Africa, Egypt, Mauritius and Zimbabwe
were the only African countries with a well structured and



comprehensive system of importation and regqulation of pesticide
usage. In other countries, this type of legislation is sketchy,
nonexistent, or imbedded in bodies of legislation indirectly related
to pesticides. As a result, the use of organochloride pesticides
such as DDT, Dieldrin, Heptachlor, Aldrin, and BHC, banned in
industrialized countries for their retention in the enviromment or
their high toxicity are still reported from countries such as
Zanbia(l8).

The formulation of appropriate legislation is made all the more
difficult by the lTack of personnel in LDCs incapable of making a
toxicological assessment of imported pesticides and by the lack of
proper laboratory facilities. These countries therefore largely
rely on toxicity studies carried out in industrialized countries,
often by the producer.

In fact, no one will dispute that the use of pesticides poses health
risks to applicators as well as to all individuals exposed to them
through envirommental contact. This is also very true for
enviromrmental contamination of non-target organisms other than
hunans. As stressed earlier, pesticides are poisonous to most
organisms, including human beings. However, as in all cases related
to the use of potentially unsafe substances, what developing country
goverments must strive for is the proper assessment of the risk
involved with their use as opposed to the consequences of not using
them,

This is really the key question, and it cannot be answered if
trained scientists are not available in LDCs. Legislators and civil
servants versed in the complexities of risk-assessment of toxic



substances-use are also sorely needed. Such training must therefore
be made available in LDCs before the problem of import of unsafe
substances can be tackled comprehensively.

In the late 1970s Canada, Finland and the U.S.A. started reexamining
studies submitted to gain registration of pesticides. They found
that many were invalid. Because the manufacturers did not
substitute the required valid toxicity tests as requested, many
pesticides were deregistered in these countries(22,23). The
rejected invalid studies are still being submitted to LDC
governments by exporters, and are still used to determine which
pesticides should be imported and registered.

LDCs increasingly use international aid subsidies to purchase
pesticides(24). This aggravates the problem because the subsidies
enable Third World governments to sell pesticides to end-users at
reduced cost, therefore encouraging the use of these chemicals as
the preferred method of increasing crop yield. They likewise
discourage farmers from using alternate, less chemically-reliant

methods of pest control. ¢

Pesticide storage and application

The storage of pesticides poses yet another problem. Haynes(25)
estimates that as much as 10% of pesticides may be wasted through
inappropriate storage.

A study of storage conditions in four African nations, six Southeast
Asian countries and in Fiji revealed many improper practices and
hazards: Pesticides were stored near fertilizers, seeds, food or
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drink; records were not kept; no provisions were made for spills;
labels were lacking; containers were corroded and leaking;
pesticides were improperly repackaged. The study indicated that
most of these problems could have been prevented through prior
training of shopkeepers and storage-facility handlers(25). An
[DRC-supported study in Southeast Asia corroborates these findings.
It found that many instances of fatal poisonings in the home
followed the accidental ingestion of pesticide-contaminated meals.
This was most often because pesticides were kept in unlabelled
containers next to food in the cooking area.

[t should be remembered that all pesticides, including those that
are still in use in industrialized nations, are dangerous. But
although 85% of world pesticide production is used in industrialized
countries, the incidence of human poisoning may be 13 times greater
in the Third World than in the USA(27). It is doubtful that this
large difference can be accounted solely by the higher toxicity of
some of the compounds and formulations used in LDCs.

A number of studies supported by the Centre indicate that end users
are insufficiently, if at all, informed about the risks posed by
pesticides and their misuse. Worse, farmers' attitudes and
practices are based on erroneous information, with disastrous
results to crops and humans alike.

Pesticides are usually applied by workers using personal sprayers,
of which only a few designs exist. Many small landholders use the
lever Operated Knapsack sprayer (LOK sprayer).
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An assessment of LOK sprayers in Malaysia's Muda irrigation scheme
by Anas et al1(20) revealed that 20% of 193 sprayers examined had
serious faults or were badly damaged. The study also revealed that
the fammers' knowledge of the operation and maintenance of the
sprayers were seriously lacking.

A separate study further indicated that farmers chose a sprayer for
reasons of weight, size, and ease and comfort of use(29). Very
Tittle consideration was given to durability, safety, ease of
repair and availability of spare parts. The design of a safer,
inexpensive sprayer for tropical conditions has generated
considerable interest. A recent workshop in Kuala Lumpur
(International Conference on Pesticides in Tropical Agriculture,
September 1987), focused on this topic.

A recent review of LOK sprayers comnissioned by the Centre
[3-A-86-4075](30) outlined avenues of research for improving this
technology, and recommended possible areas of IDRC involvement.

It thus appears that occupational and accidental poisoning in LDCs
can be attributed to a faulty technology allied to a serious lack of .
knowl edge as much as to the high toxicity of pesticides. User
attitudes and practices must be changed through appropriate
education and sensibilization to the risks.

Such behaviour modification can be achieved. In China, for example,
serious organophosphate intoxications were dramatically reduced in a
comunity by involving communities members, from end users to
government officials, in a prevention programn(21). The poisoning
rate decreased despite a marked increase in the community's use of
pesticides.
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This encouraging report shows that pesticide poisoning can be
prevented at the grass-roots, community level, possibly through
simple educational exercises and surveillance.

TOXICITY OF NATURAL CHEMICALS

The recent search for appropriate, affordable technology has lead to the

investigation of a number of locally occurring natural substances for
various uses. Some, 1ike synthetic pyrethrins, are now the subject of
major investments by commercial concerns.

Optimal and least expensive use of these natural compounds can obviously
be made at the point of growth. Some can be used directly; others may
need minimal processing by users or cottage industries.

1.

Plant molluscicides

Some natural molluscicides have already been identified and show
pronise in controlling parasitic diseases for which snails are
obligatory intermediate hosts. In studies supported by the Centre,
in Eqypt (Bilharzia phases I to IV [3-P-76-0184, 3-P-80-0194,
3-P-82-0223 and 3-P-87-0204]), two molluscicides of plant origin,

Ambrosia maritima (Damsissa) and Phytolacca dodecandra (Endod) have
already shown qreat promise in laboratory and limited field
testing. To date, however, toxicological and envirommental impact
studies have tended to be ad hoc. Field and community testing of
these products requires that they be subjected to the same
toxicological screening criteria as synthetic pesticides.
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The lack of standard preparation of plants and plant extracts has
constrained this testing (32). Unlike sythetic chemnical

pesticides, locally prepared water extracts of crude plant material
contain many additional, unknown substances, not to mention variable
concentrations of active ingredients. It is difficult to accurately
assess the fate of these compounds and their metabolites in the

env iromment.

Possible hazards of using these compounds include pollution of water
used for drinking, bathing and cooling, the bioconcentration of
products in food and in the food chain, and potentially toxic
effects on non-target species such a fish on which the coomunity may
actually depend for nutrition. These hazards must be assessed
before the use of any plant molluscicide can be sponsored and
encouraged.

Water purification agents

A nunber of seed extracts have long been used in developing
countries as flocculents for removing suspended solids from
drinking/cooking water. Systematic research on these natural
coagul ants is being carried out by a number of organizations
interested in appropriate, low cost technology for Third World
communities(34). The Centre is no exception (Theythancottai water
treatment [India, 3-P-84-0208].

Long-term use does not necessarily make these compounds innocuous,
however, as tobacco well shows. Organizations supporting the study
of natural coagulants must therefore, seriously consider toxicity
assesanents as part of any research progran aimed at promoting the
use of these chemicals.
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Such studies are particularly appropriate in the case of coagulants
which are used specifically to treat water before its use for
drinking or cooking. As in the case of pesticides, a major hurdle
might well be peoples' ignorance of the dangers these substances may

pose.

OTHER CHEMICALS IN THE THIRD WORLD

The emphasis placed by LDCs on industrialization as a means to promote
develomment, has led to the appearance of a large number of chemicals in
the Third World. Like pesticides, most are potentially toxic. In fact,
a lTarge number of processes and chenicals used in the Third World are now
banned in industrialized nations because of the unacceptable toxicities.

Many medicinal products are imported and sold in the absence of effective
requl ation and control by street vendors, for example. One could also
arque that imported alcoholic beverages should come under the umbrella of
potentially toxic chemicals making an entry in LDCs from their more
developed brethren. ¢Surely, the escalating problemn of alcoholism in some
areas is a clear sign of this problem.

Other factors also increase chemical risks in developing countries: many
chemicals react differently in tropical enviromments than they do in more
temperate climes; safe disposal methods are usually lacking, handling and
processing technologies are often not available.

Social and attitudinal problems are of even greater concern. Workers,
managers and health experts lack sufficient knowl edge of the risk posed
by chemicals and of proper handling techniques. Legislation on chemicals
is inadequate in the LDCs and enforcement of existing regul ations is
rarely effective.
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The major classes of toxic chemicals affecting the health of individuals
in the Third World are: Heavy metals such as lead, arsenic, mercury and
cadmiun; chlorinated compounds other than the organochloride pesticides
-- PCBs, TCDs, PCDFs, and chlorinated phenols; organic solvents which
find their way into the industrial processes now being introduced in
developing countries.

Many of these compounds are neurotoxic and oncogenic (i.e. causing
cancer)., Chronic exposure to threshold levels of these compounds may
cause sub-acute symptoms not readily diagnosed as chemical poisonings.
Cancers may appear 20 or more year after the initial exposures.

Some chemical toxicants result from community, or even household
activities. Indoor pollution, for example, is now attracting a great
deal of attention particularly as it affects women who spend much of the
day near the cooking fire. Combustion produces a large number of
carcinogens such as benzo-a-pyrenes. When cooking is done indoors,
airborne particles and irritating gases such as NOy, CO and SOy add to
the problem. Chronic exposure to these airborne chemicals isS now
implicated in the high incidence of acute respiratory infections (ARI) in
the Third World.

The Tocation of many Third World cities and their slums, in combination
with atmospheric conditions leads to the stagnation of cooking- and
heating-fire enanations - a domestic smog. Slums are often situated near
the industrial cities. Because Third World factories often operate
without the sophisticated pollution control technologies used in
industrialized countries, a host of toxic byproducts are released in the
enviroment of nearby communities. The most common are heavy metals
produced by smelting, tanning, mining etc. These also linger in the air.
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What the inhabitants do not breathe in directly, they ingest with their
food and beverages on which pollutants have settled. Children's poor
sanitary habits make them a particularly high risk group for heavy metal
intoxication.

Industrialized countries are partly to blame for the high rate of
chanical intoxication in LDCs. Many hazardous chanicals reach the Third
World with insufficiently docunented toxicity data. A week after the
Bhopal incident, for example, toxicologists were still frantically
searching standard texts in order to produce definitive medical
stataments in respect to methyl isocyanate(33). Adequate data must be
available to enable users to assess the risks, protect comnmunities and
individuals, and provide aid when accidents occur. The Third World
governments cannot adequately legislate the use of these chemicals
without such information and without adequately trained scientists.

In the transfer of technology, a serious time lag usually occurs between
the transfer of industrial processes and that of the appropriate control
technologies and requlatory procedures. Both the exporter and importer
share responsibility for this "double standard of safety.

In the Bhopal tragedy, for instance, a number of factors may have been
responsible: The failure of local operators to enforce standard
operating practices and engineering controls; the parent company's slow
withdrawal fraom the facility; poor training; and some aspects of the
policies and requiraments of the Indian government(26). As a result, an
estimated 100,000 to 200,000 people were exposed to an extramely toxic
substance: As many as 20,000 died.
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The LDCs' Tlow degree of technological development makes the toxic
chemical problem all the more complex and difficult to solve. Many of
these chemicals are essential for achieving food self-sufficiency and
economic development. But they are dangerous and the health protection
technologies are often too expensive for developing countries to import
and apply.

AVENUES FOR RESEARCH

This brief overview skims the surface of the problems posed by toxic
chemicals in the Third World. We have focussed on pesticides because of
the risk they pose to rural populations, a group that represents the
largest portion of Third World inhabitants.

A nunber of research opportunities present themselves, many of which lend
themselves to IDRC support. A multidivisional approach would be needed

in many instances.

1. Collecting baseline data

From the published data, it is clear that the full extent of the
incidence of chemical intoxications (particularly of pesticides
intoxication) is still unknown, and badly underestimated. More
prevalence studies need to be undertaken in developing countries.
These studies should address a number of crucial issues: the actual
incidence of such poisoning cases; how the physical and social
environment affects this incidence; the most frequently implicated
pesticides; how the technology used to apply these chemicals
influences intoxication rates.
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Documenting health effects

A nunber of hidden health effects such as delayed syndrames and
misdiagnoses have now been identified, but few rigorous studies of
late-onset diseases such as cancer have been undertaken in
developing countries. One could also arque that imported alcoholic
beverages should come under the umbrella of potentially toxic
chemicals making an entry in LDCs from their more developed
brethren. Surely, the escalating problem of alcoholism in some
areas is a clear sign of this problem.

We should therefore support a small numnber of studies on the actual
rate of under-reporting and the reasons for such under-reporting.
Descriptive studies of unidentified synptoms are also needed to
allow researchers to better estimate the rates of pesticide
intoxications.

Pesticides have been used in LDCs for more than 20 years. Because

such a Targe population has been exposed to these potential
carcinogens, retrospective cohort studies of cancers might now be #n

order. Envirommental cancers may becane an important cause of death
in developing countries with serious implications for public health.

Information dissemination

There is a dearth of information on most aspects of toxic chemicals
in developing countries. The following areas lend themselves to
research:

a) Most Third World health practitioners cannot recognize classic
signs of pesticide poisoning, let alone the symptoms which are
only now surfacing. Diagnostic information needs to be
collected and distributed to health practitioners and
communities.
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Poison Information Centres are ideally suited for information
disseminations: their establishment and strengthening should
therefore continue. Links with developed country institutions
should be further encouraged. Operational research into the
impact of these centres should also be seriously considered.
Attention should 1ikewise be given to their role in community
education.

b) Poison Information Centres could inform those responsible for
purchasing and registering toxic chemicals. Operational
research is needed on how best to establish 1inkages between
these Centres and decision-makers. Toxicologists trained in
the interpretation of toxicity data and able to recommend
appropriate substances for import are in short supply in LDCs.
In-project training or the provision of fellowships would allow
individuals to become proficient in data interpretation and
validation, as well as risk-assessment.

Chemicals regulations

A number of issues related to chemical risk are directly linked to
the lack of legislation. Importation, registration, labelling,
transport, storage and use of all chemicals, more specifically
pesticides, is often done on an ad hoc basis. The unregulated
access to highly toxic chemicals and the lack of enforcement of
existing laws may, in fact, be linked to the large number of
reported suicides and criminal poisonings with pesticides. Research
is needed into the social factors influencing importation and all
subsequent handling of toxic chemicals. Information is needed on
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how purchasing decisions are reached, how legislation could protect
each country's inhabitants, and how training of operators could be
improved and enforced.

Appropriate technology

The development of appropriate technologies is an important area for
research. Projects could include:

a) The development of safe and efficient pesticide sprayers.
Centre support could greatly assist Third World institutions
engaged in this work.

b)  The development and testing of protective clothing and
equipment adapted to tropical conditions.

c) The developnent of cheap, effective industrial control methods
to insure the safety of hazardous processes.

d) The investigation and promotion of alternate means of pest
control in the field such as integrated pest management (IPM).
Topics such as biological control, destruction of breeding
grounds of disease vectors, and the investigation of natural
pesticides should be emphasized. Great care should be
exercised however to ensure that natural substances are not
toxic to non-target species or to the enviromment.
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Standardization of research methodology

The lack of standardization in the terminology and methodology makes
cross-country comparisons difficult. Such exercises should be
encouraged whenever possible. An international workshop was
recently sponsored jointly by IDRC and the International Program of
Chemical Safety at WHO to standardize a protocol for measuring the
incidence of poisoning episodes and their outcomes in developing
country settings (3-A-87-4283). This protocol should serve in
future projects supported by Poison Information Services and will
allow the validation of the methodology. Similar workshops should
be held on other toxic chemicals research areas.

Changing community perceptions and attitudes

Community attitudes depend on and determine the acceptance of new
technologies and knowledge. Research must therefore exanine the
reasons why poisonings occur: Misconceptions, cultural bias toward
a particular technology, lack of understanding, lack of choice, and
involve communities in the Tearning process. Most IDRC supported
studies on pesticides have shown that misconceptions and misuse are
always instrumental in poisoning episodes. This type of study must
continue, preferably in connection with prevalence studies. The
process of chemical intoxication in different Third World settings
could then be better understood.

Intoxications resulting from living conditions

Projects need to be supported on envirommental factors such as the
effect of indoor pollution on health and ways of preventing it.
Solutions need to be culturally acceptable, affordable and easy to
maintain if they are to be adopted.
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9. Ecological impact

It should be noted that all envirommental modifications will affect
some, if not all, facets of the biotope. Because they are at the
top of the food chain, people have the most to lose from negative
aspects. Research is therefore needed on the long term
enviromental and health effects of the introduction of many
biodegradable chemicals such as organochlorides. Less evident
topics of research should include the effects of these chemicals on
the quality and productivity of food species on which developing
country populations depend.

THE NEED FOR A MULTIDISCIPLINARY APPROACH

Most of the research topics outlined above are too broad in scope to be
addressed easily, if at all, by a single research division. Integrated,
multidiscipl inary teams of researchers are needed to develop these
projects. It is hoped that the dialogue which has started between the
Health Sciences and other divisions, in the form of a pesticide Working
Group will continue. It should evolve into a concerted Centre-wide
effort to develop multifaceted research projects that will produce
significant information for improving the health and welfare of
communities in developing countries.
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I. SITUATION OF WOMEN IN DEVELOPING COUNTRIES

A.

Introduction

Today, many people in the third world find themselves in more
difficult circumnstances economically than they did a decade ago.
In particular, the situation of many women has become critical,
especially those women living in rural or peri-urban areas.
Throughout the world, women are disproportionately over-
represented among the poor, the illiterate, the unemployed and
underemployed. They remain a very small minority at the centres
of political power.

Within most societies around the world, women are denied their
full potential and their social and economic contributions often
go unrecognized. Within their communities and fanilies, wamen are
not considered equal to men, nor do they share equally in
decision-making. Conditioned from birth to undervalue themselves
and their work, they often accept their situation as inevitable,
even while aspiring to improve their social and econamic
well-being. The feminist viewpoint states that it is the existing
socio-econanic systems that determine the differential work,
leisure and life chances of women. Throughout Tife, these
differences add up to the systematic inequality between the sexes
and to the subordination of women by men.

Even though most countries have passed laws guaranteeing equal
rights to men and women, in practice, women have not achieved
equality. For exanple, although Zambian Taw does not discriminate
against women, a married woman is regarded as a minor and cannot
get a mortgage or a loan without the consent of her husband.

Kenya exempted the inheritance of property from its constitutional
provision on equality. In Paraguay, Bolivia and Peru, daughters



inherit a smaller portion of the father's land then do sons. In
other countries women are seen as commodities, or walking capital
and exploited by men, often to their detriment.

Women are generally exposed to the same health risks and suffer
from the same il1-health problems as men (for example infectious
diseases and work-related illnesses). However, in addition, they
have special health needs which are a result of their reproductive
roles, the danestic and other labour they perform and are often a
result of their lower social status. Women also play a major role
in providing health care for themselves, for family members as
well as for others in their communities, often in difficult
circunstances. They are valuable resources for the solution of
health problems. This paper will discuss both of these aspects of
women and health and will attempt to outline particular areas of
emphasis and action for the Health Sciences Division.

Health Situation of Women in Developing Countries

Gender, class and kinship, all deeply influence women's lives and
result in canplex patterns of mutual support as well as
dependency. It is within such a socio-cultural context that
women's health development must be considered.

In developing countries women have primary responsibility for the
social welfare of their families. Their social and economic
situation will, to a great extent, determine the health and
well-being of other family members, especially children. This
makes it hard to understand that women's contribution to health
development has, until recently, largely been unrecognized.

In spite of their important contribution, and the relationship
between women's status, education of the mother and health of
offspring, women in many societies are accorded a lower social



status and do not have the same educational opportunities as do
males. Girls are often kept at hame to help with the never-ending
domestic chores. It is a common opinion that girls don't require
as much formal education as do boys and further, that they will
marry and the investment will be lost to the family who made the
econamnic sacrifice for their education. In many of the poorest
nations, 80 % of the women over 25 have had no schooling at all.
This results in substantially lower literacy and employment levels
for women and can partially account for the fact that women are
often found in the lower-paying jobs or working in the informal
sector. In order that women may lead more fulfilling lives as
well as to fulfill their important health and social roles,
however, the health and social interests of women must be
safeguarded and ensured and women's access to education and
employnent made a right.

Females are undervalued from birth., In many societies a
preference for male children, coupled with the present
availability of techniques for sex determination of the foetus may
threaten the 1ife chances of females even before birth. A higher
fanale infant mortality rate (and even fanale infanticide in same
countries and under certain conditions), a greater proportion of
malnourished fenale children, and longer delays in seeking health
care for i11 female children puts female children at a
disadvantage. Often, the males in the family (both children and
adults) receive a better diet than the females, even though at
certain times the nutritional needs of femnales might be greater,
such as during pregnancy and lactation.

Women's reproductive role can adversely affect their health and
this points to the need for appropriate health services. High
parity, adolescent pregnancies, closely spaced pregnancies, lack
of proper obstetrical care, nutritional deficiencies including
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nutritional anemia, all contribute to perinatal morbidity and
mortality as well as to unacceptably high levels of maternal
morbidity and mortality in developing countries. The WHO
estimates that 500,000 wamen in developing countries die every
year from complications of pregnancy, abortion attempts and
complicated childbirth, Nutritional anemia afflicts half of all
women in their child-bearing years in developing countries
canpared with less than seven percent of wamen in developed
countries,

A succession of unwanted pregnancies places a difficult burden,
physical, emotional and economic on many women. Due to a variety
of cultural, social and econamic factors, women in developing
countries often do not have the freedom to decide the number and
timing of their pregnancies, even when fertility regulation
through contraception is available. Without control over their
fertility, however, it is not possible for wamen to take control
of other aspects of their lives.

The generally discouraging contraceptive acceptance rates,
especially in many African countries, is partly due to the failure
of many prograns to inform and educate the male partner in all
aspects of family planning, including male contraception. In the
third world, four of ten married women report that they don't want
any more children. However, the great majority of these women are
not adequately protected against unwanted pregnancy. This leads
to women seeking both legal and illegal abortions, with an
estimated 168,000 wamen dying every year as a result of illegal
abortions.

The majority of people in developing countries still live in rural
areas. However, there is increasing migration by both men and
wamen to urban areas, partially due to the inability of families
to obtain land or to sustain themselves on the land. In



particular, female rural-urban migration is seen as a problem by
many. The inability of recently arrived women to find employment,
leads to their supporting themselves and their children by working
in the service or informal sector or by prostitution. Prostitu-
tion brings with it social and physical problems for women,
including marginalization from society, sexually transmitted
diseases (including AIDS), and physical abuse.

In certain societies which condone male promiscuity, women are
more 1ikely to be infected with sexually transmitted diseases.
One unwelcome consequence of sexually transnitted diseases,
especially if they go untreated, can be infertility. The
inability of a wonman to bear children can have unwelcome social
sequelae, including further marginalization from society which
places great value on children. Since many sexually transmitted
diseases are more difficult to detect in women, or may be
asynptamatic, women may be unknowingly involved in their further
transmission.

Contrary to what is commonly believed, most wanen do not work just
for extra luxuries for their families but out of economic
necessity. Women are the sole bread-winners in one-fourth to
one-third of the families in the world and the number of
waman-headed families is rapidly increasing. Women frequently
work Tong hours for low wages under conditions that may be
danaging to their health., For the same work, wamen usually earn
less than men. Difficult working conditions and possible exposure
to noxious substances, combined with a "double workday" (paid and
domestic work) have a negative effect on the quality of life of
women in general and their health status in particular.

Women's traditional domestic tasks such as water contact behaviour
(fetching water, doing laundry, etc.) and the carrying of heavy
loads (water, children, firewood) as well as indoor cooking with
biomass fuels serve to increase a waman's risk of ill-health. 1In
many countries, women provide a considerable share of agricul tural



labour, contributing to approximately 50% of food production
worldwide. This may put women at risk of exposure to pesticides,
under-nour ishment, over-work and result in poor health.
Furthermore, wamen's contributions in the damestic sphere and
their food production activities, because they tend to be unpaid,
undervalued or paid in kind, have not been counted as economic
activity.

Increasingly, adverse conditions of social treatment are being
brought to public attention: women are frequently the victims of
physical and psychological abuse, rape and incest. Such acts of
violence against women are due to women's generally inferior
physical condition, social position and powerlessness. Clearly
such abuses affect mental and health status, and call for societal
and legislative sanctions, as well as for appropriate services.

Another major health problem for women is cancer. Cancer of the
cervix is the main form of cancer in the developing world with
half a million new cases occurring annually. Breast cancer is one
of the commonest causes of death in many developed countries and
is becamning frequent in developing countries as well.

Effect of the Development Process on Women

By 1975, which was declared International Women's Year, it had
become evident that women were being excluded from the development
process and that, in fact, the development process itself had
often had a negative effect on women's status and econamic
condition. This was in part due to the fact that the mostly male
govermment planners and male development personnel failed to
recognize women's economic contributions and needs with the result
that development projects focussed on the more visible economic
activities and stated needs of men. This led to development
projects being implenented without a canplete understanding of the
social systems operating, the roles played by various family



members or the work performed by women. Projects directed at
women were invariably of the "social welfare" type and did nothing
to enhance women's economic well-being. As well, the projects
that were implemented clearly reinforced values already in
existence, values which limited women to home and family
maintenance activities. Additionally, development projects often
tended to superimpose traditional western values of appropriate
roles and work for women onto existing value systems.

During the past decade, researchers have amassed significant
evidence showing the extent to which women have failed to benefit
from development efforts. Social scientists have found that
gender, like class, plays a key role in determining how men and
women participate in social, economic and political activities.
Therefore, gender must be one of the variables to be considered
when studying or planning projects affecting the community. The
international donor community, and others, after largely ignoring
the needs of women finally decided to make special efforts and
special commitment to deliver and improve programns aimed at
bettering the condition of women in developing countries. Not all
of their approaches have been successful, partially due to the
conpartmentalizing of women's programs from other development
efforts.

Ef fect of the United Nations Decade for Women (1976-1985) on Women

The United Nations Decade for Women (1976-1985) had as its major
goals, equality, peace and development as weil as three sub-themes
- employment, health and education. In July 1985, at the end of
the women's Decade, the World Conference met in Nairobi to review
and assess the achievements of the Decade and to develop
strategies for the advancement of women to the year 2000. The
Conference adopted by consensus the major conference docunent,
“The Nairobi Forward - Looking Strategies for the Advancement of
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Women" which sets out concrete measures to overcome obstacles to
the Decade's goals and objectives for the advancement of women, a
nunber of which pertain to health and health-related issues.

The effect of the Women's Decade on the situation of women in
developing countries still remains to be determined. Several
organizations are looking into the positive health effects on
women of the last ten years but so far these seen to have been few
and far between. In many aspects, particularly economically and
socially, women's situation has deteriorated and this has had a
negative effect on their health and that of their families. The
greatest flaw of the WID effort has been that it ignored almost
completely the dynanics of the relationship between women and men
in their families and communities. The differential power, status
and privilege of men over women were not challenged.

Positive results from the decade include increased and better data
collection on wamen's activities, gender disaggregated health
indicators, a realization of the importance of integrating women
into the development process, along with a better awareness of
women's social and economic contribution as well as their special
needs in all sectors, including health. However, with this
increased awareness comes the realization that their health,
econamic, social and employment situation must be improved.

WOMEN'S ROLES IN HEALTH DEVELOPMENT

In addition to having their own special health neeas, women carry
extra responsibilities for health through their contribution to the
health of their families and communities. Most societies are heavily
dependent on women to provide health care both formally and informally
but this contribution is often undervalued.



Women in the Informal Health Care System

The many roles and considerable contribution of women in providing
health care services have not always been recognized by national
goverments or the donor community. Wamen have been providing a
giant's share of primary health care - particularly as the
majority of the eight essential elements fall almost exclusively
in the woman's domain at the family level. It is the women who
are expected to be health educators; to teach sound health
practices to future generations; to create a home environment that
is conducive to good health (from clean water to nutritious food);
to 1imit family size; to ensure that children are immunized and
taken to the health care providers when necessary; and to care for
the elderly. It is the women, often serving without monetary
compensation as traditional birth attendants, who still deliver
most of the babies in the developing world; and who constitute the
Amajority of volunteers in hospitals, self-help clinics, and other
community organizations.

And yet ironically, women are expected to fulfill these multiple
roles while being the least educated and informed and while
receiving minimal support for their important contributions to the
health of the family and the community. With the modernization of
economies and the development of markets, there is often an
erosion of women's roles as well as a need for new
income-generating opportunities for women if they are to maintain
fanily well-being. This obviously has implications for women's
ability to implement primary health care programs as they are
devised by WHO and Ministries of Health.
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Women in the Formal Health Care System

The role women play in the health professions is also extensive
and important. Available statistics suggest that in most
countries, although the Tabour force in the formmal health system
is predominantly female, women tend to fill the lower paid, less
prestigious jobs, rather than those with status, adequate
remuneration and the power to make and implement decisions.

. Often, community health workers, chosen from their respective
villages, serve in a volunteer or near-volunteer capacity in
primary health care programs. Many of those being trained for the
Tower grades of conmunity health work are women. Their
effectiveness will depend on conditions largely outside their
immediate control, such as the training, support and feedback they
receive as well as the extent to which their work is considered
relevant to the larger health systems. Should women, who are
already providing a major share of primary health care services to
their families, also be saddled with the responsibility for
maintaining the community's health, especially without adequate
compensation? Further, little consideration has been given to the
time and opportunity costs for women who provide health services
on a volunteer or near-volunteer basis.

Women's Organizations as Providers of Health Services

Women's organizations in developing countries can be an important
source of strength and solidarity for women. Village women's
committees, village health committees, women's cooperatives and
other wamen's organizations in developing countries can be
important agents of social change and can have a considerable
impact on the women involved as well as on community health.
Indeed, grass-roots organizations are the main focus of WHO's
strategy for involving women's organizations in primary health
care since they serve the poor and the powerless and their goal is
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usually to satisfy the immediate needs of their members. By
setting and realizing achievable goals, women's groups can be a
training ground for decision-making and for developing leadership
skills, By giving women increased bargaining strength, and by
helping women to pool savings and acquire credit, women's
organizations can lead to the enpowerment of women which then
further allows them to participate in and to benefit from the
development process.

III." EXPERIENCE OF THE CENTRE

With the clarification of the Centre's mission and objectives, PPR VII
(1986/87-1989/90) laid the foundation for strategic planning within
the Centre. By supporting research and research related activities to
assist in promoting the indigenously detemmined social and economic
advancement of the developing regions of the worid, with particul ar
focus on the poorest people of those regions, the Centre was stating
its support for men, women and children. The poorest people are found
to a large extent in rural areas and are often women, .and as stated
before, special efforts must be made to include women in development
and research for development.

As well, in the Centre's view, three elements are essential in order
for development to take place from the point of view of the
beneficiaries. These are: equity, participation and sustainable
growth. As has already been discussed as far as equity and
participation are concerned, in general, women have not benefited from
nor participated equally in the development process. Further, because
of their lower status and poverty relative to men, they have not had
equal access to health services. This led many people within the
Centre to express concern that research supported by the Centre be
seen to be relevant to women's needs as well as men's,
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Formation of the WID Unit

The Centre's WID policy has not been formalized but the Centre
showed its commitment to the integration of women in development
by establishing, in April 1987, the Women in Development (WID)
Unit.

Prior to the formation of the WID Unit, there existed in the
Centre and in the Health Sciences Division, a considerable degree
of both formal and informal support for research looking at the
special problems of women and for the participation of women as
researchers and program managers. This research support
continues, but since the formation of the WID Unit, information
sharing and collaboration have become more formalized.

The WID Unit's objective is to support research on the integration
of women into development. The Unit is active in an advisory and
project development capacity, with the overall function to enhance
and coordinate the Centre's support for research related to

women. However, the Unit is not intended to be the only mechanism
within the Centre through which research on wamen is supported.
Other programs are encouraged to continue to support research
related to wamen with or without the financial and/or technical
participation of the Unit.

Experience of the Health Sciences Division

The Health Sciences Division, by its program emphasis and by
certain activities it has supported, has demonstrated a
recognition of the importance of the participation of women, both
in development and in research for development. In particular the
programs of the former Water Supply and Sanitation and the
Maternal and Child Health sectors, were evidence of this. The
HSD's evolution to embrace a holistic approach to health with an
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emphasis on the health of communities, underlines the need to find

ways to ensure that the research that is funded is relevant also

to the health needs of women in those communities.

1.

Water Supply and Sanitation

The division has for many years recognized the crucial role
played by women in the area of water supply and sanitation.
This has been reflected in the high proportion of female
project leaders, engineers and managers supported, and in the
types of projects supported. Research has been funded that
exanines or encourages the role of village women in
relationship to the introduction, installation, correct use
and maintenance of water supply and sanitation facilities.

Over the last four years, the division has organized and
supported three saminars that have discussed and examined
women's roles in water supply and sanitation programs. The
first, held in Manila, the Philippines was mainly for project
development and for the establishment of informal research
networks. Some of the research proposals generated at this
meeting have since been supported by IDRC, some by other donor

agencies.

The second, a one-half day seminar held in Ottawa highlighted
the importance of the involvement of community members,
especially women in water supply and sanitation activities. A
third meeting was held in Manila in April 1988 to examine
research issues and utilization of research results pertaining
to women in development issues. Recommendations arising from
that meeting stressed the importance of maintaining the
community/women focus as projects are implemented on a larger

scale.



- 14-

Maternal and Child Health

Research aimed at improving the health of women has always
been a priority of the Health Sciences Division. Fundamental
to the rights and true equality of women are reproductive
health and reproductive choice. Since 1971 the division has
supported many research projects in the area of human
reproduction and family planning (94 projects for a total of
CAD 21 million). Much of this support was for the development
of research capacity in human reproduction and for the
establisiment of fertility research networks. Other areas of
research support included: delivery systems for family
planning services and programs; the investigation of risk
factors and possible adverse health effects associated with
contraceptive use; the relationship between breastfeeding and
anennorhea; and the development of educational materials for
the clinical introduction of contraceptive devices. Minimal
support has been given to research on infertility and on
adolescent fertility, which are likely areas of interest for
future funding.

Research to improve obstetrical care during pregnancy and
pregnancy outcome has also received much attention by the
division. Projects supported recently include: Prevention of
Pregnancy-Induced Hypertension {Argentina); Maternal Health in
Tegucigalpa (Honduras); Traditional Birth Attendants
(Zimbabwe) and the multi-country project, Psychosocial
Behaviour in Pregnancy Outcome (Latin America) which studies
the effect of psychosocial support during pregnancy on
pregnancy outcome,
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In the area of nutrition, the division has funded research
projects on anenia in pregnancy and the promotion of
breastfeeding; and in the area of diseases of women, a project
on cervical cancer prevention has been supported.

Other Initiatives

The health of wamen workers in developing countries has been
an area of some concern for the division. However, up until
now only one project, which exanines the occupational health
risks of female factory workers in Korea, has been funded. .It
is hoped that in the future research on health risks to the
agricul tural Tabour force will be supported. In many
developing countries, women and children, an important but
often unrecognized part of the agricultural Tabour force, may
suffer from occupational (and accidental) exposure to
pesticides.

The division has also sponsored the participation of six
female project leaders from developing countries to Forum '85
in Nairobi, a conference of non-govermmental organization
organized in conjunction with the end of the United Nations
Decade for Women,

One significant activity for the division in 1986-87 was the
joint sponsorship with the Rockefeller Foundation of an
initiative whose purpose was to identify key research issues
concerning gender, technology and development in the third
world. This initiative stimul ated much discussion in the
Centre and a greater awareness of the need for further

research.
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As well, together with the WID Unit and the Fellowships and
Awards Division, the Health Sciences Division will be
sponsoring an intern to come to Ottawa to conduct research of
interest to the Centre and to the intern herself, in the area
of women, health and development.

Association with the WID Unit

The Health Sciences Division works closely with the Women in
Development Unit to ensure timely exchange of information and
ideas. This allows for the coordination of project activities
and other activities relating to women in development. InFY
1987/88 and again in FY 88/89 the HSU provided $250,000 to the
WID Unit. Besides the financial support, a program officer
from the HSD was appointed to act as a Tiaison between the
division and the WID Unit and to coordinate activities
pertaining to WID issues within the HSD.

Women, health and development is not envisaged as a separate
progran area within the health Sciences Division. Instead,
the division will further stress the importance of looking at
women's health issues within the context of broader questions
of women's roles in production and reproduction., It is
critical that women's health be examined from a stand that
takes into account not only the physiological aspects but also
the environmental and social contexts. The WID Unit can
provide support to the HSD in the development of projects in
areas which have a health component but which do not fall
directly into the regular program areas. Further, where
appropriate, the WID Unit can help with integrating gender
anal ysis into projects supported by the division. Gender
analysis involves a careful consideration of the socioeconomic
and cultural factors surrounding a particular health issue and
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an examination of the extent to which the particular expectations of
and danands placed on wamen in the society under study may lead to
health problems.

HEALTH SCIENCES DIVISION APPROACH TO WOMEN AND HEALTH

The division will continue to fund research into women's nealth
problems but will do so with the recognition that present health care
systems exist in an unjust society. Radical change within society is
needed for women to overcame their present oppressed situation.
However, the division also recognizes that health is an important
canponent of development and that women in developing countries have
urgent health problens that must be met. The division further
recognizes the importance of the social dimensions of health care and
that women must be involved when solutions to their health problems
are sought.,

Therefore, the HSD support for research on women, health and
development will take a two-pronged approach consisting of :

a) support for research activities that attempt to uncover and
understand the health risks facing women and to find appropriate,
affordable solutions to meet their special health needs; and

b) support for research activities that lead to an understanding of
and facilitation of women's roles in providing health care to

their fanilies and communities.
A. Research on the Special Health Risks and Health Needs of Women

Further study of the health risks to women as they carry out their
productive and reproductive roles is needed. Information is
required from the micro (individual/community) level as well as
from the macro level that includes a study of the social and legal
structures that affect wamen's health, Studies at the community
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level must be carried out in full recognition of the cultural,
religious, social, econamic and physical envirorment for the wamen
concerned. Health beliefs, health practices, available health
services, changing health needs of wamen over the course of their
lives, decision-making with regards to seeking health care, etc.
must be taken into consideration. Research is also needed in the
area of occupational health, especially those situations which
compromise the health of women workers and their (unborn)
children. For example, an important question that needs answering
is what has been the impact of technological change in agriculture
on women's health and nutrition? This holistic approach
recognizes that women and their health needs do make up a single
homogeneous category but that their needs will vary from village
to village, province to province and country to country.

With the recognition that knowledge is a source of power, research
on women's health needs shouid be undertaken with the involvement
and participation of the women themselves. This will ensure that
any health interventions that result will take into account
women's traditional knowledge regarding health and build from
there.

A non-traditional form of research, or action research, can be
appropriately used when studying wanen and health. This research
involves the women themselves, is more closely linked to social
change and has a number of consequences of interest to the

Centre. Action research helps to close the gap between the
Centre's clients (the researchers) and its beneficiaries (the
people in developing countries) and helps to ensure the relevance
of the research undertaken. Further, involving communities in all
phases of research from initiation to the planning, conducting and
evaluation, may help to ensure utilization of research results by
the communities most concerned. A dilemma for the Centre,
however, that should be addressed when support for action research
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is contemplated, is the ethics of raising a community's
expectations that something will be done to improve their
situation. Once the research is completed, the community still
must solve its problems, often in the absence of political will
and the necessary resources,

The action or participatory research approach has become an
important feature of women's research. It helps to uncover the
"why" behind the health situation of women, going beyond a mere
description of their situation. Health may not be a priority for
communities engaged in participatory research where comunities
set their own research agendas and, in effect, control the
research process. Communities rarely count health problemns among
their briority needs. Economic considerations are often more
important with health needs of lower priority. Christine Obbo's
1980 study of women in East Africa found that women preferentially
wanted power, status and wealth, the same as men. However, the
men tended to regard any attempt by women to seek more
opportunities for acquiring these goals as their "getting out of
control™!

Research on Wamen's Roles as Providers of Health Care

It has already been shown that women provide a significant amount
of primary health care to their families and communities, both in
the formal health care systems and informally. However, this is
not well understood in termms of time and cost requirements. As
well, it is felt that the potential exists for a wider, more
effective role for women.
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However, when considering this wider, more effective role for
women, researchers should not consider women (or men) as readily
available unpaid workers to bring health services to rural areas.
For the rural poor, survival and security are of prime

importance. It has been found that when projects that offer women
new opportunities enter a rural community, families have to
evaluate the new risks and advantages compared to traditional
strategies that exist for their women.

Not enough thought nas been given by health planners and
administrators to the nature of the burden which the primary
health care strategies and technologies impose on women. Their
other traditional duties (eg. cooking, cleaning, child care, food
production, etc.) remain unchanged so that new responsibilities
(eg. taking children to the nearest facility for a series of
immunizations, growth monitoring) are additive. Research should
seek to understand the time, care costs and thé opportunity costs
to women as both providers and recipients of primary health care.
The effect on women of the introduction of cost recovery primary
health care programs is needed. Selective primary health care
strategies are almost exclusively targetted for implementation by
women. As well, research should seek ways to encourage and
support men's involvement in family health care so that the burden
is shared more equally by men and women,

It is further hoped that the wamen themselves will benefit from a
greater understanding and recognition of their contribution to
primary health care. Ministries, planners and policy makers need
to be aware of what women are doing so that they will be properly
considered for technical training, and receive timely and
appropriate inputs and compensation. This in turn could be a
stimulus for improving the status of the wamen health worker.
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The feminist viewpoint which calls for a transformation of society
to a more just one with equal access for women and men to
available resources, just pay for work performed and a
restructuring of relations between men and wamen, has relevance
for women and their health needs. Researchers have up to now been
concerned with efficiency of health services rather then equity in
health services. A greater concern for equity means that
researchers and planners must take women into proper consideration
when devising systems of health care.

Within the two broad categories for research outlined above,
priority areas for research still remain to be identified. These
will be determined within each of the three HSD programs, together
with appropriate regiona1 input. Women's studies in developing
countries, which have been undertaken by local women researchers
and activists can provide the contextual framework within which
women's health concerns can be adressed. What follows are general
recommendations for the HSD when considering support for research
projects and other research-related activities.
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RECOMMENDATIONS

The recommendations below are basically of two types: those relating
to substantive issues (health risks, women's roles in health, etc.)
and those relating to efforts by the HSD to encourage women
researchers, research methodology, etc.

A. Recommendations related to substantive issues

1. Women's roles in health development - Women in developing

countries provide a large share of primary health care
services to their famnilies and their comunities. This may be
as female traditional healers and birth attendants or as
conmunity health workers, often without the necessary support
and referral facilities. It is therefore recommended that:

- the division support research that examines the involvement
and enhancenent of women's roles in health services delivery
at the conmunity level. Women should be involved in all
aspects of primary health care including the identification
of the conmunity's health needs, the development of plans to
meet these needs and implementation of these plans.

2. Women's special health needs - Women have special health and

nutritional needs related to pregnancy, childbirth and
lTactation that are not being met by existing health and social
services in developing countries. [t is therefore recomended
that:

- the division support research that, with the participation
of women at the conmunity level, identifies those health and
nutritional needs and seeks ways to solve them.
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3. Risk factors related to women's health - Women's productive
and reproductive activities can at times and under certain
circunstances pose special health risks to women. As well, a

woman's econamic and social condition will determine if she is
able to use existing health services. It is therefore
recommended that:

- the division support research in order to identify and
reduce risks to women's health as well as to seek out ways

to preserve and promote the health of women.

B. Recommendations related to research support

4, Human resources development - In many deve]oping countries,
women have not had the same opportunities for education,
training and employment as have men. Women researchers may be
less experienced and have less seniority. It is therefore

recommended that:

- the division support, when appropriate, female researchers,
principal investigators and managers, providing training and
other support when necessary. It is also recommended that
the division make a special effort to select and support
women researchers to attend international conferences and
seminars, where men most often predominate.

5. Research methodology - It has been found that standard surveys
and some traditional information-gathering techniques do not
always elicit the opinions of or information relating to poor
women. It is therefore recommended that:
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- the division support regional workshops to train researchers
in appropriate research methodologies for collecting data
regarding women - including participatory research
methodologies, anthropological and social sciences
techniques, training in gender analysis, rapid rural
appraisal, etc.

Data base on women researchers - In order that the division
monitor and evaluate the support provided to female
researchers and the training opportunities provided for women
researchers, managers and others, it is recommended that:

- the division establish and maintain a data base that allows
identification by gender of its principal investigators and
other researchers.

Support for women's groups - In many instances, women's
organizations and wamen's action groups are in a position to
determine and to respond to a community's health needs. It is

therefore recommended that:

- the division support research undertaken by non-govermmental
organizations, including women's groups. These projects
will be considered more “risky" since they will often be
conducted by persons with 1little formal research training
and experience. This research should therefore be conducted
in a way that allows for training and for collaboration
between the NGO, the health system, and university
researchers.
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REGIONAL STRATEGIES

Introduction

This paper is presented as an extension of Section E of the Strategic Plan
Part II, prepared by the Health Sciences Division; and is intended to provide
more detail than given there on thinking regarding regional perspectives as
well as to spell out the activities of other divisions of IDRC at the regional
level. Reference is made to various other documents which have been prepared

by the division as well as by others,

There is a range of issues examined, inciuding the government of Canéda's
recent pronouncements on international development assistance and some
implications for IDRC-CIDA collaboration; centralization vs decentralization
in development activities; the role of IDRC's regional offices and staff, as
well as implications for the preparation and deployment of such staff; and
finally how all of these considerations could defenmine and modify the

division's global as well as regional strategies.



Canada's Position on International Development Assistance

Canada's generosity in overseas aid is widely acknowledged and very welcome.
Despite shortcomings regarding its organization and delivery and even in the
face of perceived need at home, Canadians still think it worthwhile and good
to support ODA and to deliver it well. The motivation is partly humanitarian
(recent events, including the African droughts, have highlighted this); but
also, ultimately, enlightened self interest in terms of long term mutual

benefit, through the promotion of goodwill and trade.

In delivering developnent aid, not only is stability at the recipient end seen
as a sine qua non; but considerations of equity, dignity and the development

of self-reliance are stressed.

The Standing Committee (of the House of Commons) on External Affairs and
International Trade, after an exhaustive examination of Canada's Official
Development Assistance Policies and Programs, submitted a Report to Parliament
(The Winegard Report “For Whose Benefit") in May 1987. In September 1987 the
government responded to a number of recommendations made in that document,
accepting most of them ("To Benefit a Better World"). Parts of these
docunents are of particular relevance to IDRC and its operations, especially

at regional levels; and a few issues are now highlighted.



Foremost, it is stressed that ODA is designed to meet the needs of the poorest

countries and people; and within this context human resource development is

paramount. The major emphases are piaced on women, primary health care and

education.

The policy underpinnings in terms of Canada's national interest are:
- hunanitarian, to alleviate human suffering and promote social justice;
- political, to increase stability and improve the climate for peace; and
- economic, to promote growth, stimulate international trade and Canada's
own long term economic prospects.

The three thrusts are seen as complanentary.

[t is emphasized that in strategic terms the aim is to break the (poverty) web
of ill-health, poor nutrition, lack of education and high fertility. The

implication is for an integrated, multisectoral approach to development.

Other elemnents worth noting include the need for improvements in planning and
management skills at the recipient level; the necessity for consistent, long
term, sustained aid; and the desirability of aid being delivered in an
atmosphere of partnership between the ODA operatives and the recipients,
elaborating projects and programs with local participation in such a way as to

ensure that the beneficiaries are indeed the poor.



In order to rationalize the elements of Canada's development assistance
program, a Development Assistance Charter is recommended as part of a
legislative mandate. This has been accepted with modifications by government,

without the legislative component.

Canada's ODA reaches its recipients through many channels, the Canadian
International Development Agency (CIDA) being the major direct one. CIDA
provides aid through multilateral agencies; to a major extent through
bilateral agreements; but also through Canadian third parties (national
academic, business and other organizations), as well as Canadian and third
world non-govermmental organizations. While CIDA does from time to time
support research, it is mostly engaged in technical assistance. It is IDRC
which, by Act of Parliament, was set up specifically to provide aid for
development through the research mode. Enough has been written in others of
the Health Sciences Division's position papers on IDRC's mission and

objectives as not to necessitate repetition here.

In the operations of CIDA and IDRC it has been an ideal that the two should
closely collaborate - IDRC sometimes providing the research results as the
basis for CIDA's technical assistance progranms. However, for a variety

reasons, this ideal has not been met in the past.



In discussing IDRC, the Winegard Report, while beina on the whole
canpl imentary, did have same criticigns to make. On the negative side, there
was a perception of much bureaucratic growth, and a slowing down of the
Centre's responsiveness to requests for research support. In addition,
despite a degree of decentralization to our regional offices, it was felt that
decision-making is still concentrated too much in Ottawa. On the positive

side the fact of attempts at decentralization was praised.

One of the major criticisns of CIDA was the highly centralized nature of its
operations; and recommendations were made for decentralization and deleagation
of decision-making. They were accepted in principle or fully. Some action is

already being taken towards their implementation,.

The Winegard report calls for a link between IDRC and CIDA: more practical
ways for IDRC research to be built into CIDA projects, especially in human

resource develomment. Staff exchange prograns and joint projects were

suggested as two modalities.

So far as IDRC itself is concerned, one specific area of need was seen as

agricultural research for sub-Saharan Africa.

b

Centralization and Decentralization

In this section the relative merits and disadvantages of centralization and

decentralization of plannina, managanent and decision-makina are exanined on a



theoretical basis; as seen in practice in some development programs in
developing countries; as perceived for CIDA through the eyes of Canada's

parliament and government; and as seen by IDRC for its operations.

Centralization

Much of modern experience in centralization/decentralization has accunul ated
in developing countries since World War II, following decolonization; and the
literature is replete with reports of various attempts by these countries to
decentralize, as a consequence of disenchantment with the results of a
centralized approach to the solution of development problems. It is in the
developing (as distinct from the developed) countries, where governments play
dominant ro]gs in quiding development, that these changes are seen most

dramatically.

The major theories of economic development that were propounded in the 1940s
were campatible with central control. Capital intensive industrialization
policies, if they were to maximize gains in GNP, reguired strong intervention
by national govermments in investments and processes for production, with
centrally conceived, comprehensive plans for national development. This
"intervention would provide rational and coherent policies for the effective
use of scarce resources and the promotion of rapid growth. Central planning
was presented and insisted upon by international aid agencies for promoting
modernization, accelerating socio-political change, mobilizing capital and
generating employment, National plans would direct public as well as private

investment.



The benefits of investment, concentrated in metropolitain centres, would
“trickle down" to the periphery, alleviate poverty and generate capital which
would be reinvested, go through the cyle again, leading to self-sustaining
economic growth. It was thought that regional disparities would slowly
disappear, with benefits for all. Finally, for countries just emerging from
long periods of colonial rule, there was an inteqrative function seen in

central planning.

Within about a decade disillusiomment had set in. Economic growth was
sluggish in most countries; where growth was reasonable, it tended to favour a
gnall elite; regional disparities often widened; the poor becamne poorer and
relatively more numerous. Above all, it was difficult to follow the external
prescriptions for comprehensive and long term plans for reasons of national
internal dissension, as well as lack of the real ability, skills and knowledge
to formulate and implement them. Models for macro-economic analysis imported
from developed countries were often inappropriate, in the absence of relevant
data. It was soon realized that a major missing element was "people"
involvement, with the enabling structural transformations necessary in

political, social and economic terms.

"It seemed, in fact, that through central planning an elite of politicians,
economists, technicians and administrators were foisting their own values and
priorities on governmental and private organizations and communities rather
than promoting participation and equitable distribution of benefits. These

perceptions gave rise to a strong movement for decentralization.



Decentralization

A working definition of decentralization is the transfer of planning,
decision-making or administrative authority from the central (government) body
to its field offices, local administrative units, semi-autonomous public
authorities or corporations of non-governmental organizations. There are

several forms of decentralization, described in essence as:

Deconcentration - consisting essentially of redistribution of

adninistrative responsibilities. It may involve merely shifting the
workload from central ministry or agency headquarters to field staff,
without decision-making authority; or true field administration, with some
decision-making geared to local conditions, within set guidelines. In some
instances there is supervision and coordination locally of various

employees of different ministries/agencies by a chief executive.

Delegation - the transfer of decision-making and management authority for
specific functions to organizations such as public corporations, regional
authorities, special project implementers which are not wunder direct
government control. Implicit is the authority to plan and implement within

given bounds.



Devolution - in which central government relinquishes certain functions to
independent levels or units of govermment, outside of its direct control.
Implicit is the power to seek and secure resources to perform their

functions.

Transfer of functions - usually consists of planning and administrative

responsibilities going from govermment to private, voluntary or
non-governmental institutions, in some cases "parallel" organizations such
as trade unions, church groups, professional organizations, cooperatives.

“Privatization" is one of the means of transferring such functions (2).

The theoretical models and practical experiences discussed above have
relevance and application to any proposal for decentralization of agencies

such as CIDA and IDRC.

In discussing decentralization for CIDA, the Winegard Report stresses
delegation of decision-making, seemningly in 1line with the more 1liberal
application of the form of decentralization described immediately above as

deconcentration. In making the case for decentralization, it is stated that

thereby the effectiveness of aid programs will be enhanced, defined as the
*1ikelihood of achieving the central objectives in an economical way. This by
improving the quality of project selection and management, including quicker

adjustment when shortcomings are identified. A call is therefore made for



increasing the number of field staff as well as their decision-making
authority. Field staff should include qualified specialists. On the
recipient side, the arrangement is seen as allowing for recipient involvement

in all stages of decision-making.

Other mechanisms are suggested, including a greater percentage of funds to be
spent at the discretion of mission staff, and the setting up of field support

units for monitoring, evaluation, administrative and logistical services.

To a major extent these suggestions have been accepted by govermment.

Some of the disadvantages of centralization that were used as arguments

included:.

-too long a time taken to make decisions, sometimes years;
-the existing situation lent itself to frequent misunderstandings between
headquarters and the recipient;

-there was too much rigidity, too little flexibility in CIDA's operations.

There are costs envisaged for the exercise of decentralization, however.

" These include:



-financially, more would need to be spent on administration;

-administratively, there would be some loss of central control;

-politically, there are risks; but the aid program would in reality be more
closely tied to, and responsive to, the needs of the developing country

partners.

Decentralization in IDRC

Historically the different program divisions of [IORC have practised

decentralization to differing degrees.

Since early in the nineteen-eighties the Division of Agriculture, Food and

Nutrition Sciences decided that the greater part of its staff, including some

associate directors, would be based regionally; and that trend has continued
with some 75 % of staff now in field positions, among them about one third in
the two main African offices. The rationale has been responsiveness, within
general policy guidelines, "to outside initiatives, rather than controlling
its own direction" (AFNS In Depth Review, September 1985). So increasingly
program officers with specific skills are placed in regions where the subject
matters as related to their skills are considered as priorities. However, at
the same time these specialists, while placed in regional offices, have

responsibilities globally, in terms of the use of their skills and knowledge.



Budgeting, in these circumstances, tends to be problematic. Allocations are
made to a sub-program or region based on the estimated number of new projects
in the succeeding financial year. The degree of responsiveness is therefore
somewhat compromised, it seems. However there does appear to be a real
transfer of decision-making, within these constraints, to officers who happen

to be mostly located in the regions (liberal deconcentration, above).

The Social Sciences Division has tended in the past to be more centralized,
with policy and decision-making residing in Ottawa. However in keeping with
the general trend in the Centre these days, additional senior staff are being
placed in the field. A decision has been made recently to increase the number
of regional staff, and to delegate signing authority to regional directors for

some types of collaborative research.

Similarly the Information Sciences Division seems to a major degree to have
been centralized, with policy formulation and decision making ;ésiding in
Ottawa. However there is evidence that there is a move towards a degree of
decentralization, with regional programn officers being asked to an
increasingly greater extent to give their opinions regarding needs and

priorities and to make suggestions for discussion at general staff meetings.

The Health Sciences Division has in the past been very markedly centralized.
Over time it has become less rigidly so, with regional staff making inputs

into the division's plans and policies. This has been particularly the case



over the past couple of years, with the opportunity offered by the arrival of
a new director and with discussions leading to the developgment of a new

strategic plan.

Among the non-program divisions, the Fellowships and Awards Division has aone
a long way to decentralization in that it has officers in the regions who do
play a cardinal and samewhat independent (of head office of FAD) role in
decision-making within their budget allocations. Advice is sought from other

divisions as appropriate, both at reqional and at headauarters levels.

Whatever has been happening at divisional Tevels, Centre Managemnent has been
consistent in promoting decentralization though, in the opinion of same, not
always providing the necessary resources. From the outset it was decided that
a major part of IDRC's operations would be the establishment of regional
offices, close to the arenas for action, through which its research supporting
activities would not only to some extent be formulated; but also would be
chanelled and monitored. In recent times management has been quite insistent

on further decentralization and the Board has given impetus to this direction.

IDRC'S REGIONAL STRATEGIES - PAST AND PRESENT

As indicated above, it was decided at the outset that IDRC would operate
througah regional offices, these being sited in the geographic areas where

existed the problems tn be solved through research.



The Reqional Director, the President's appointee, has had the responsibility
for managing the affairs of the office (with necessary support), for making
and maintaining contact with relevant qovernment and other institutions and
agencies, for assessing the general research enviroment and potential, and

for discharging the Centre's "diplomatic" work - discussing, preparing and
signing country agreements to enable and facilitate the work of program staff,

for the most part.

Progran staff, the majority at programn officer level, have. been administra-
tively subject to the Regional Director's control; but technically and
ultimately have reported to divisional directors in Ottawa who, within the
broad policy quidelines of the Centre, have decided on their own policies and
priorities. In some instances one could hazard a gquess that regional
priorities, as decided by headquarters staff, have borne less than desired
relevance to priority local needs, and have often been "aloball y* decided. It
has been shown in the previous section, however, that some divisions have
considered that their regional strategies for staffing and develomment hel ped

to ensure relevance.

Some eight years ago senior management, cognizant of the sizes of the regions
,existinq, the diversity of situations and needs within them, and the
increasing volune and complexity of needs, proposed an increased number of
regional offices, mainly as small, subregional ones. This initiative had to

be shelved, however, due mainly to financial constraints. There appeared also



to be questions concerning the existence or otherwise of critical masses of
staff; and relating to difficulties in coordination and communication, among

others,

In the Policy and Management Seminar held in the Centre in the spring of 1986,
the issue of Centre-~initiated research was one discussed. Among other things
looked at was the Appropriateness of using the regional directors in filling
out the "assessment" of local situations, in order to help make I[DRC funding
most relevant and ultimately most useful. It was also felt that concentration
along different lines (institution, country, region, sectors) fits in well
with the ISR! mode in research strengthening. (See paper on Inteqrated
Strengthening of Research Institution - ISRI). However, the need for widely
accepted criteria in such anal yses was stressed. The notion of development
thrusts was also introduced: the "aporoach to resolution of problans common to

a geographic region and/or a particular aspect of development."

In more recent times the Board and the Centre's senior management have been
pre-occupied with the necessity to bring more coherence to all of the Centre's
activities, not only to optimize the use of limited hunan and material
resources, but also to focus the eneraies of staff in addressing priority

problans of developing countries in a more holistic, multidisciplinary
fashion, with a re-iteration of our aim as development for the alleviation of
poverty problams. It is stressed, though, that this is not an attempt at
imposing uniformity to the extent of stifling initiative at the divisional

level.



The Interim Report of the Working Group on Reqgional Offices in addressing the
desire of both (the then) President's Committee and of the Board to enhance a
regional perspective in the Centre's planning; and in stressing the need to
study the implications of further resource allocation to the regional offices
and to identify ways for further delegating decision-making, examined possible

regional office models around three concepts:

(a) decentralization
(b) the nature of the program officer: generalist or specialist?

(c) the level of staffinag, by Division

Decentralization is seen to exist in varying dearees among the divisions, in
terms of the regional P.O.'s authority in decision-making as related to

project development and especially budqetary autonomy.

Concerning decentralization (a), the HSD is ready to extend this further, with
more autonomy being qiven to regional staff in terms of DAP activities and
interdivisional collaboration and in some of the ways recommended immediately
below by the Working Group, so lonag as they have Centre agreement and the

mechanisms are worked out.

Great attention is paid by the Working Group to (b) above, the nature and

function of the P.0. Three types of P.0. are described:



'\W"

(i) the specialist {in nature) who functions as a specialist

(11) the specialist who functions as a generalist

(111) the generalist who functions as a generalist.

It is pointed out that different divisions have adopted differing approaches:
AFNS and FAD have qone for (i); SSD and HSD for a mixture of (ii) and (1iii);
(the then) COOP for (iii), but movinq- towards (ii); and COMM and IS who have

operated along the lines of (1iii).

In relation to the nature and functioning of HSD reagional staff, it can be
stated that the Division will certainly be moving more towards a mixture of
types (i) and (ii) above, with the RR being type (ii), the RPO being type

(i). (See Regional Staffing, below, page 29).

The paper also echoes the Winegard Report in many respects, stressing
increased knowledge of and association with the local situation and enhanced
speed in responding to requests as desirable aspects of decentralization.

This has implications in the level of staffing, (c) above.

Specific suggestions fraom the Working Group which are also germane include the

following:

- a regional role in the approval process, through a regional project review
committee including the Reainnal Director, regardina projects of less than

100,000 CAD;



- reqional project budgets, for project activities not falling into divisional

progr ams ;

- extension of "envelope projects"; a larger anount of divisional funds for a
specified progran area, to be disbursed by the regional office. (See page

20, below).

In keeping with this newest thinking there are many implications and action

for regional strategies:

- Ways are being souwht for regional directors to make greater inputs into

Centre planning. Their opinions are being heard at Board meetinas; and
it is suggested that ways be found for their involvanent with the (new)
Progran Committee. They are asked to submit plans, elaborated through
discussion with regional staff, on possible regional thrusts (sets of
activities appropriate to meeting needs seen as common in the regions, or
subregions); they have been asked to submit lists of possible candidate
institutions in their regions for the proposed, formal inteaqrated support
for research institutions (ISRI, institution strenathenina/capacity

building) .

In a general way, it is proposed that they assess regional developmnent
priorities and attempt to help identify relevant contributions which IDRC can
make . They are also being asked to promote cohesion anong programs in the
region, particularly by encouraging and leadina interaction among (regional)

divisional program officers.



Mechanisms and refinements have still to be worked out, having regard to

considerations of technical as against administrative niceties.

- At the Program Officer level, interdivisional collaboration is encouraged

in terms of project development, funding and monitoring.

- Regional program officers are also encouraged to work closely with
regional directors 1in advising on regional initiatives, priorities,

thrusts.

- An increasing degree of deconcentration is being allowed program officers
through the allocation of increasing amounts of DAP funds for use, at
their discretion, for demnonstration or exploratory studies in their

regions, in keeping with broad divisional policy.

In addition, the Centre has over the past several years made available
increasingly larger amounts of funds to the regional offices, to be used at
the discretion of the regional directors for activities which while related to

the interests and programs of IDRC, are not covered by regular program funds.

From the Office of Planning and Evaluation, in a recent memo to the Program

Committee, are some suggestions regarding the roles of regional officers and
regional directors. Though not necessarily completely acceptable to same
Centre staff, they have some relevance to the question of the strategic

deployment of skills.



In discussing the role of the Regional Director, the same memo recommends that

this include the collection of planning information, with data on:

- development needs and opportunities;
- research needs and priorities;

- the availability of resources, material and human, from all sources.

On many of these modalities and particularly the newly suggested ones, the
need has been expressed for further discussion and study, particularly with
respect to implications for resource allocations. There is also a call for
identifying ways of further delegating decision-making to regional offices (?

likely to remain at deconcentration).

Some regional offices have already been looking at specific means by which to
further decentralize. In ASRQO, for example, it is pointed out that a certain

measure of administrative decentralization already exists, particularly within

the context of the so-called Phase C operations (applying to ASRQ and LARO).
Furthermore, all offices already have the PODA and ROF mechanisms, which
anount to a degree of program decentralization. In furthering the latter, it

is suggested that there be a Regional Envelope Scheme, the essence of which is

that provision be made for interdivisional regional collaborative projects
being authorized at regional level, to a ceiling of 75,000 CAD, with each

division allocating 50,000 CAD per year. A regional project review committee



would be formed to oversee these envelope activities, to meet four times a

yea. There would be a one-year trial period.

In addition it is suggested that regional offices prepare annual Programs of

Work and Budget (PWB).

At the WARO staff meeting in April 1988, in keeping with the wishes of Centre
managenent , there will be discussion of regional planning on the agenda. The

declared enphasis is to be on interdisciplinary, cross sectoral activities.

In a recent report to The Board, one regional director suagested that
decentralization itself is a relevant area for research in his particular
region, in order to help govermments denocratize the political systems at

grass-roots levels. The SSD interest in this area is increasing.

Board menbers have stressed that though problens do seem to be similar in
general terms, there are regional differences, needing different approaches

for finding solutions.

"0f some relevance to a discussion of regional strategies, Board members
thanselves also often question whether same of the things we are proposing to

do (for exanple, training), should not be done by CIDA!



REGIONAL STRATEGIES OF THE CENTRE'S DIFFERENT DIVISIONS

On the background of the discussions above, related to Canada's position on
ODA; to the issue of decentralization: and to the evolution of regional
strategies at Centre level, there will now be a review of eleamnents of the
different divisional strateqies which may be of relevance to, and have
impl ications for, the HSD's own regional strategies, as well as of the HSD's

general policy.

In examining the documents prepared by the different divisions during the past

few years, the following emerge as their regional strategies.

Division of Agriculture, Food and Nutrition Sciences

In general the AFNS intentions seem to be based on existing systems:

Agricultural Economics

Crop and Animal Production Systems

Fisheries

Forestery

Post-Production Systems

The generic reaional strategy seems to be to work within these systems, while

looking at specific needs, priorities, the enviromment (research, political,



etc.); and to give support where there are receptive institutions and where

AFNS is well established.

According to documents reviewed, it appears that the AFNS Division, having
decentralized to a reasonable extent (see above) depends more on
responsiveness to requests, and in responding gives priority to those
countries, within regions, where the capacity has existed to achieve results.
Thus one finds projects with several phases in the same institution; and the
results are supposed to be of relevance and importance to the region. Beyond
that, regional strategies seem to consist mainly of shifting resources, within
existing (sub) prograns, to areas where the needs sean to be greatest. An
exanple is food deficiency, with a relative shift of effort from Asia to

Africa in recent years.
Other concerns entering into such regional strategies seem to include:

- the presence or absence of a supportive political c¢limate;

- where it is easier to generate "worthwhile" nrojects.
Certain dilemas are acknowledged in this way of operating, especially with
the Centre's increasing emphasis on capacity building and in concentrating on
areas with greatest need (region and country); and options are being examnined

for changing strategies.



Areas in which there has been collaboration with HSD, and which have the
potential for increasing collaboration, include nutrition and toxic

enviromments ( incorporating pesticides in aariculture and toxins in food).

Division of Social Sciences

This is the division with which there is the potential for qreatest HSD
collaboration. The present restructuring of the division is expected to
enhance the potential for such collaboration.

1. Africa:

This continent will be an area for concentration of the division's human

and financial resources.

a) West and Central Africa

Encouragenent will be given to increased contacts and exchanges between
institutions and researchers (EARO and WARO), networking, and developing
research capacity. Relevant research enphases will lie in infant and

maternal mortality, adolescent fertility, sterility.



b) Eastern and Southern Africa

Of interest to HSD will be proposed research on child survival,
"community health needs, health-seeking behaviour, behavioural aspects of
endemic tropical diseases, health education, family planning and the
impact of population growth. Institutional capacity building is also

proposed.

c) Middle East

In this region research of interest is to be on fertility reduction.

Mention is also made of training for population research.

South Asia:

Priorities are seen in child survival and development, education and
health, fertility and family planning, the design and implementation of

health systems, the effectiveness of traditional health care practices.

Southeast Asia:

Relevant areas of research are to be in education in relation to community
health and fertility; and, specifically in collaboration with HSD, on
popul ation-health interactions, including infant and child mortality and

morbidity and ultimately tropical diseases.



4. Latin America:

In this region there are to be several research areas of interest to the
HSD: child morbidity, malnutrition, and psycho-social develomment;
adolescent fertility; (noh-bio]oqica]) determinants of tropical diseases;

education for health.

Major emphases in the different regions are envisaged as follows:

Latin America - economics and policy analysis.

Africa - training, infra-structure building.
Asia - training, networking.

(Middle East - as yet undifferentiated)

In more global terms, regional strategies include such elements as information
exchange, networking, south-south collaboration, interdivisional
collaboration, research capacity building, coordination of efforts with those

of other agencies and methodoloay develomment .

"It is clear that there are some research areas that are common to all
regions. Presumably there will be greater focusing of regional strategies as

the plans evolve and are further developed.



Division of Information Sciences

As in the case of the AFNS, there does not as yet seem to be a differentiated
set of regional strategies set out in a plan. There has undoubtedly been
responsiveness to specific regional needs in the context of global program

priorities and directions.

However, as mentioned in the discussion previously on decentralization,
regional staff are now being encouraged to bring forward for discussion areas
of specific need that they see as priorities in their regions. It is
apparently the intention to modify programs in the future in order to be even

more relevant and responsive to specific regional needs.

A broad topic area in which there 1is increasing potential for HSD/ISD
collaboration is health information systems, for better planning and
managenent of health services/systemns, especially in francophone West Africa.
Activity here will cover such disciplines as tropical diseases, occupational
health and safety, public health, traditional medicine, nutrition and mother
and child health, including family planning.

Communications Division

We have had, and intend to continue to have, good working relation with COMM

in publishing reports and manuscripts from selected workshops and projects.



An area in which a new kind of collaboration is proposed is that of
dissemination of research results. This is of course of great mportance at

the regional and local levels; and we will pursue this initiative cautiously.

The Fellowships and Awards Division

The HSD has had a good working relationship with FAD in terms of helping to
select candidates for training in the health sciences, and collaboration on
workshops on methodology of research. There is every indication that this
close and constructive relationship will continue. The two divisions are now
collaborating on an in-depth, post hoc evaluation of the training v\orkshops‘

that we have supported over a period of several years.

The Engineering and Earth Sciences Division

This new division, the successor to the Cooperative Programs Division, has so
recently been established as not to yet have, so far as is known, a definitive
progran and regional strategies. In the past the HSD has had gqood working

relationships with COOP, with an increasing number of joint projects.

HSD 'S REGIONAL STAFFING

The position of the HSD is that there should be a "c¢critical mass" of personnel

in Ottawa, specialized/experienced and multidisciplinary, leadina the efforts
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at shaping the division's global policy and directions, with inputs from
regional staff, and based on information exchange with other health-related

agencies, donors and players.

The Regional Representative of the Division of Health Sciences has been and

will continue to be what we describe as a specialist genera1ist*. The
individual should ideally have a medical degree and/or training to the
doctoral level, with post-graduate training in an appropriate discipline, and
with experience, including a major part of the research experience, in the
developing world. Individuals will be chosen to best fit the demands of the
particular posting (a generic post description is available from the

Division).

Regional Program Qfficers (RPOs) would not necessarily be medically qualified,

but would have knowledge, skills and experience in health-related areas,
camplementary to those of the RR and reflecting regional needs. Indeed
recruitment and deploynent of regional office staff should be on the basis not
only of perceived HSD needs but, in terms of regional thrusts and Centre
coherence, also on the basis of Centre (all sectors) need.

The HSD sees, in addition to the RRs and the RPOs a need for Program
Assistants (PAs), especially 1in non-Phase C offices, for adninistering

projects.

* The type (i) in the Regional Office Working Group Report (see p. 16 above).



The person-year needs of HSD in these terms are shown in Table I of Part II of

the HSD strategic plan.

The Role of the Regional Representatives

The duties of the regional representatives, as seen by the HSD, are in brief

as follows:

In collaboration with the Director and divisional officers to help develop

regional divisional programs and plans as well as divisional policy and

program directions; to make contact with researchers and their institutions;
to encourage and assist researchers to develop research proposals; to review
such proposals; to monitor active projects; to help develop contacts and
information sharing among researchers with similar interests (networking); to
organize project development meetings as deemed necessary and to organize
relevant seminars and workshops. The representative is also expected to make
contact with representatives of other agencies with whom we are likely to
collaborate, and to develop joint activities with thenm. In addition the
regional representative represents the division at regional and international

meetings.

The duties, as now envisaged, will further include working with the Regional
Director on regional plans, making relevant health-related inputs; and working

with colleagues from the other program divisions on joint activities.



In the near future, hopefully as more person years become available to the
division, additional staff will be recruited for the regional offices. Such
staff will be at program officer and program assistant levels, compl enenting
the qualifications and experience of the regional representative, as relevant
to regional needs. (See also pp. 73, 74 of Strategic Plan, Part II). The
regional representative will techﬁical]y and adninistratively supervise other

HSD staff in the regional office.

It is also proposed that the Regional Representative will screen projects,
have peer reviews done locally as judged appropriate, and will participate in
the setting up and/or operations of a local (regional) ethical review

committee.

The Regional Representative will, on a discretionary basis, keep a portfolio
of regional projects reflecting personal interests and expertise. Travel and
contacts of headquarters staff with regional researchers will be arranged
through the qood offices of the regional representatives and regional

directors.

A profile of the HSD's present regional representatives is attached.



THE HSD'S POLICY AND REGIONAL STRATEGIES

An overview will now be given of the HSD's suggested regional strategies,

based on all the above relevant information and plans.

As stated in the Strategic Plan (Section E, page 67), the HSD's regional
strategies are to evolve in step with global strateaies, and throuwgh an

interactive process, each feeding into the other.

The Strategic Plan of the Division clearly gives the aqlobal view of how health
problemns will be approached, in a holistic fashion, with emphasis on the
comunity and on people, and using the skills and talents of various
disciplines both within the division and across divisions. The vehicles for
the implementation of this strategic plan are the three research programs
described, "interdependent and interactive" in nature and scope (Health and
the Community, Health and the Enviromment, Health Systems). The elaments and

dimensions of the programs have also been clearly detailed.

At the regional level, regional plans are being or are to be evolved, having
regard to the special needs of the reaions, gaps which are seen to exist, and
opportunities which may present themselves particularly in the context of

IDRC's comparative advantage.



In drawing up these regional plans ideally institutions, researchers, the
users of research results, developnent agencies and other relevant and

interested groups, including conmunity organizations, will be consul ted.

Existing health, socio-econanic and other develogment-related data will be
collected, collated and analysed as well. There may even be a need for
special research to be wundertaken to generate data for these planning

purposes.

All of these data, taken in conjunction with the other divisional strategic
intentions as related to health (see pp. 22-28 above) should then be collated
and reconciled and form the basis for the modification or the refinement of
the global strategies. This will be done every 2 years or so. The modified
global strategies will Tikewise be fed back into the fomulation of the
regional plans, certainly with respect to health or health-related,
intersectoral, facets of then. This iterative process will continue indefi-

nitely.

To the extent that regional plans have already heen developed, the regional
representatives of HSD, together with Ottawa staff, must begin to shape the
regional strategies, having regard to the other division's regional intentions
as stated above. The elemnents already exist for regional plans for East and
Southern Africa and for West and Central Africa (see paper on Building

Research Capacity in Developing Countries); as well as for Latin America.



For the former two they include, in summary, relevant training (including
epidemiology, systems research, managenent) and research support for
confronting the major regional problems (AIDS, sleeping sickness, drought,

fanine); institution building; and dissemnination and use of research results.

fFor the last, the major elemnents have to do with integrated
(multidisciplinary) approaches to research on the welfare of the inhabitants
of the high Andes; and on the artisanal fishermen of the Caribbean and Pacific

coasts.

So far as health 1is concerned, the L.A. regional representative, in
collaboration with head office staff, has already indicated same tentative
elanents of a regional strategy, apart from involvement in the above. These

incl ude:

- identifying priority health (as distinct from medical) dissues, and
supporting research around them, working with the appropriate

institutions;

- using health education/health promotion as an entry point in several
situations, in different countries, in collaboration with the Pan

Anerican Health Organization (PAHO/WHO);



- in being somewhat proactive, identifying, strenathening and working with

specific institutions, strategically situated:

. geographically, within countries
. regionally
related to deprived communities (e.g. in specific countries, in
regions of countries)
. having an orientation towards community health/primary health care/

health education.

- networking, using project identification/development meetings;

- cultivating particular roles of institutions in the emergina countries of
the region, especially with respect to development and testing of
methodologies likely applicable in other countries, at least in the

region; and in coordinating network research activities;

- usina specific institutions (and researchers) in Latin America as
resources in consulting for appropriate African countries (e.g. Brazil -

M> zanbique);

- being more selective about projects supported, more del iberate and less
all-embracing, in keeping with the attampt of the division to focus more

on the beneficiaries of our support.



Much of this is certainly consonant with the new directions of the Division.
Specificity must now be given to these elements, matching giobal and regional

imperatives, and with due attention to the intentions of the other divisions.

| ey



NEXT STEPS

1. The HSD will as quickly as possible to fill the one existing vacant
regional post. Further needs in termms of regional human resources will
be carefully assessed, discussed with Centre management and, to the

extent permitted, provided as soon as is practicable.

2. In filling further posts, consideration will be given to
complanentarity with existing regional staff; to unique regional needs;
intersectoral (interdivisional) intentions and inter sectoral
opportunities at the recipient end. This will necessitate working
closely with the regional directors and regional staff of all

divisions.

3. Staff will be fully (re)oriented to Centre and Divisional policy and to
HSD regional intentions. Those being recruited and deployed for the
first time will be given special attention, with exposure both at

headquarters and in the field.

4. Divisional and regional office staff, including the HSD's regional
representatives and the regional directors, will be brought together to

work out mutually supportive strategies and plans for regional offices,



(cont...)

having regard to specific regional needs and opportunities. Priorities
will be agreed on, and plans made to pursue them. As indicated
previously, same research may need to be undertaken in order to obtain

some of the necessary data.

Lines of communication and reporting will be exanined and clarified; as

will levels of authority and decision-making.

In all of these efforts due regard will be paid to the intentions of

the other research divisions.

The Division will continue to collaborate with FAD, especially its
regional representatives, in human resource development; and with COMM

in efforts to improve the dissemination and use of research results.

Given the new injunctions to CIDA arising from the Winegard Report; and
given the "concerns" of Board members about IDRC's training role (see
dove), we will make similar efforts to be involved with CIDA in human

resource development.



10.

11.

Efforts will be made, in the same light, to collaborate with CIDA in
joint efforts in the regions. Attanpts will be made to mount projects
in which there is common interest based on perceived need; the research
phase (mainly IDRC-supported) providing CIDA with data as the basis for

decision-making as related to their technical assistance/ aid.
There is evidence that same regional CIDA staff is ready for such
collaboration, as for example, in Indonesia with respect to water and

to enviromment.

In collaboration with headouarters and regional staff of all relevant

divisions, efforts will be made to identify institutions for the

appl ication of integrated support (ISRI) both from the multisectoral as
well as fram the more unisectoral (health) perspectives, as discussed
in the Division's paper on Building Research Capacity. Africa will be

given priority consideration.

Greater efforts will be made to collaborate with non-qovernmental
organizations (NGOs), both Canadian - such as the Canadian Public
Health Association (CPHA) and local ones, in their prograns (e.q. the
jmmunization progran supported by the govermment of Canada through

CIDA). The specific role of I[DRC is seen as providing know-how and



11.

12.

13.

(cont...)

support for the operational research which may be necessary for

effective prograns. The emphasis will be on local and regional

concerns, especially as related to primary health care,

Efforts will continue, especially at regional level, to collaborate
with other health-related agencies in joint proarammes, with IDRC's
main interest remaining the research aspects. Agencies are WHO,
UNICEF, the Population Council, PATH, the Rockefeller Foundation, the
Ford Foundation, to mention a few. Such collaboration will also be
fostered with groups such as the Independent Commission for
International Health Research, from whom valuable and useful

information can be obtained, relevant to regional needs.

The exact mechanisns, which will include information exchange, will be
the subject of further discussion and communication with potential

collaborators.

We will be consciously seeking opportunities for the promotion and
support of south-south collaboration, through such means as

consultancies, joint projects and networking.



14,

15.

16.

On

We will also constantly look for opportunities for the use of
appropriate and available Canadian knowledge and skills which will be
brought to bear, in a consultative or collaborative way, on the
solution of problems at the regional level. This will simultaneously
be strenathening the international involvement and growth of Canadian

institutions.

The HSD will examine carefully, with regional staff, measures. for
strengthening the local peer review process, following screening of
projects by the HSD regional representative and including appropriate

other regional staff.

The HSD will also examine the feasibility of being involved with the
setting up and the operation of regionally based ethical review

committees, in collaboration with QSGC.

EVALUATION

this matter another HSD position paper has been prepared, to which

reference should be made. However, it 1is necessary to stress that, in

association with OPE, any new initiatives, such as experiments with "regional

envelopes" should have appropriate evaluation built in. HSD will naturally

wish to be involved.



The HSD, in the context of the discussions above, will critically and urgently
exanine with regional staff and Centre management ways in which further

decentralization can be implenented, especially once evaluative data are

available.

CONCLUSION

In order for all of these strategic intentions to be rationally translated
into action, the necessay and appropriate regional staff must be in place as

soon as possible.

Such staff must have the appropriate preparation, knowledge and skills, the
experience and the demonstrated ability to be not only analytic but flexible,
at the same time sensitive to the nuances of local cultures and sensibilities.
These considerations will be paramount in recruiting personnel, who will be
properly oriented both at head office and in the field before taking up
regional positions. The period of orientation would be variable, depending on

previous experience.



sumMeRY

This paper has reviewed relevant Canadian govermnment positions on overseas
development aid, for what ends and in what fashion, that relate to IDRC's
regional strategies. There has also been a reQiew of the statements and
intentions fram IDRC management, the different programn divisions and regional
staff which have similar relevance. Issues of decentralization are examined,

as vital to regional strategies.

The paper then looks at the HSD's policy, both global and regional and, while
stressing the iterative process which must go on continuously between global
and regional strategic planning, indicates some of the Division's intentions,
hopefully in collaboration with the other divisions of the Centre, with CIDA
and with other organizations and agencies, in the various regions served by

the Centre, with major implications for regional staffing.

Specific actions to be taken are suggested.
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