The document “Denmark’s Multilateral Development Cooperation Towards 2015”
from August 2008% outlines Denmark’s strategy for the coming years. It is based on
these principles:

Poverty-oriented and long-term multilateral development cooperation engagement
A more strategic and focused approach

Fewer, but larger contributions

More systematic, less automatic contributions

Explicit strategy for influence

Co-operation with the multilateral organisations will be governed by specific
organisational strategies®®; Denmark has organisational strategies for UNICEF,
UNFPA, and WHO, and new ones are being prepared (2009) for UNAIDS and
GFATM. Henceforth, contributions to multilateral organisations will systematically be
assessed on the basis of four parameters. The four parameters are Partnership (the
organisation is serious in its partnership with the developing countries and other
international organisations, and it is regarded as a constructive and effective partner in
and by the poorest developing countries), Relevance (in relation to the objectives and
priorities of Danish development policy), Efficiency, and Dialogue and strategic
influence.

Multilateral assistance shall be coordinated with bilateral aid at the country level by
active participation in donor coordinating mechanisms, alignment of organizational
strategies with country operations and by increased coordination and sharing of
technical assistance.

As a rule, Denmark will grant multi-annual core contributions and use earmarked
contributions as the exception rather than the rule. In the organisations in which
Denmark is a strong core contributor, Denmark will make it a priority to participate in
the consultative donor groups and other working groups, which set the strategic
directions. It is seen as important to provide significant technical input to the dialogue.

Denmark is concerned about the rapid growth in Global Health Partnerships (GHP).
While the increase in funding volume is a much-needed addendum to ongoing support
to improve health outcomes, it poses major difficulties in terms of distortion of national
health priorities and budgets. It overstrains fragile government administrations and it
makes major public sector reforms like decentralization more difficult to pursue.

Denmark supports some of the GHPs but will condition its support on increasing
adherence to the Paris Declaration principles. Alignment with national policies and
harmonisation with other donor support is considered essential; if these two principles
are not followed, effectiveness of health sector support will not materialise. The
development will be monitored closely and the best practice principles for GHPs

%8 Ministry of Foreign Affairs of Denmark (2008) Denmark’s Multilateral Cooperation Towards 2015,
Danida.

2 Danish Ministry of Foreign Affairs of Denmark: Multilateral co-operation Organisation Strategies of
Danida, Source:
http://amg.um.dk/en/menu/PoliciesAndStrategies/MultilateralCoOp/OrganisationStrategies/

19



developed in the Paris process will be applied as part of the regular joint evaluations of
the GHPs® at both global and national levels.

Danish assistance through NGOs constitutes app. 7% of the total assistance in 2006 or
nearly DKK 1 bn. Major Danish NGOs that receive long-term support from the Danish
Government include: The Danish Association for International Cooperation,
Danchurchaid, Danish Red Cross, Save the Children Denmark, IBIS and Care
Denmark. A host of other NGOs receives variable support for projects - many targeting
health. For example, from 2003 to 2008 Denmark supported 16 projects on SRHR
through 12 NGOs totalling DKK 142 million. There is no comprehensive overview of
the health support channelled through NGOs, as many projects are mixed community
development initiatives. Denmark will continue to fund health programmes through
NGOs and will expect that this type of assistance will complement health sector
programmes and be provided to fragile states as well as humanitarian crises.

Capacity building and technical assistance to Ministries of Health is an integral and
essential component of Danish health sector support. It will be provided primarily in
connection with sector programme support both on long- and short-term basis.
Denmark funds bilateral and multilateral junior professional officers (JPOs) in order to
strengthen the Danish resource base and to enhance Danish presence in international
organizations.

Fellowship courses and stipends, some of the first tools of international development
assistance, have traditionally played a small but important role in Danida’s health sector
support. Cooperation with Danish and developing country universities and knowledge
management institutions in long-term and short-term courses on issues such as
governance, capacity building, human disasters, HIV/AIDS and gender relations is a
supplement to Danida’s support to health.

The private sector, which comprises private for-profit health care providers as well as
not-for-profit (often faith-based) NGOs that run health centres and hospitals, are part of
the health sector. They have, however, traditionally been left out of the policy dialogue
in the countries in which Danida funds sector programmes although they provide a
substantial part of services, often in remote areas.

Denmark has formulated a strategy for the collaboration with civil society®*, which
identifies the long-term overarching objective of Danish civil society support as
“contributing to the development of a strong, independent and diversified civil society
in developing countries”.

As stated in the civil society strategy, Danish development assistance emphasizes the
role of civil society organizations in:

i) Advocacy and holding governments responsible for their commitments and promises;
i) strengthening of community-based volunteer systems and safety nets for

%Karen Caines, Michael Conway (2005) Best Practice Principles for Global Health Partnership Activities at
Country Level, High Level Forum on the Health MDG'’s.

available at: www.hlfhealthmdgs.org/HLFPresenationslil/caines.ppt

31 Ministry of Foreign Affairs. (December 2008) Strategy for Danish Support to Civil Society in Developing
Counties
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marginalized populations; iii) reducing HIV-related stigmatization and discrimination
and iv) ensuring active involvement of the most vulnerable groups.

Danida promotes the involvement of the private sector and civil society organisations in
the dialogue on health sector policy and strategy in the programme countries and
explores ways of including it in sector programme support promoting intersectoral
approaches towards better health outcomes. This could comprise funding and technical
assistance to umbrella organisations on policy and strategy development, organisational
strengthening and capacity building, including support to advocacy activities and
studies on how to improve the functional relationship with the government services and
ensure fair competition. Supporting corporate social responsibilities and partnerships
are examples of such activities.

3.5 Supporting research for health.

Denmark has supported research for health targeting developing countries for many
years. Annex 5 includes information about Denmark’s current activities and challenges
in relation to research for health.

The annex emphasizes the need to focus on priority public health problems and build
capacity for research in partner countries while ensuring that research for health is
directed towards knowledge creation and getting knowledge into practice. The criteria
developed to support Danish research institutions in partnership with institutions in
developing countries are: 1) the relevance to and capacity for solving the operational
problems identified, 2) the effect of the research on the society and 3) the quality of the
research in terms of design and potential for capacity building. The criteria applied by
Danida to decide on international research funding are: 1) relevance to development
assistance, 2) research quality and 3) organisations and networks supported where the
Danish research community has developed important capacity.

The Danish research community plays a key role in Danida-funded research in
partnership with institutions from developing countries. Building capacity for research
through partnerships with emphasis on Danish priority countries is an important
component of the strategy.

Priority setting in the health sector of developing countries often lacks an evidence
base. There is too little systematic collection and analysis of experience from the field;
routine data collection systems are necessary to monitor and evaluate existing
interventions and to test new interventions before they are launched on a larger scale.
Clinical databases as well as other health information systems can supply some of this
information, but they seldom comprise data that is disaggregated by wealth, sex and
age. There is a specific need for community based longitudinal surveillance systems to
support and strengthen the value of existing data and to tailor interventions with a
poverty focus.

3.6. Monitoring and Evaluation

Monitoring and evaluation is an integrated part of development assistance. Danida will
adhere to agreed core indicators in national poverty reduction and health-sector
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strategies and to the joint monitoring process of their impact and outcomes2. More
Danida-specific indicators related to earmarked support for capacity building etc. are
identified on a case-by-case basis depending on the focus of the sector programme
concerned.

Monitoring should include reporting on four major areas:
Determinants of health

Health systems including inputs, processes and outputs.
Health service coverage

Health status

All countries should have a nationally defined set of health-related indicators. Annex 5
present a model list of 16 health performance indicators to be used in the process of
selecting core indicators. The process of defining the core set of indicators needs to
involve key national and international stakeholders in the country. The main challenge
is to align indicators arising from diverse and specific demands of programmes.

The central parameter for child health in the 2015 MDGs is the reduction in under-five
mortality, and one of the most important sources to monitor this is the repeated
demographic health surveys. However, it has been argued that the number of children
participating in the surveys is too small to capture the changes in child mortality that is
expected by 2015. With the uncertainty of mortality figures in these surveys they may
not detect a fall — or an increase - in mortality with five-year intervals®.

In addition to routine monitoring and evaluation, Danida conducts annual or biannual
reviews of the sector programmes supplemented with evaluations as needed. Reviews
of other projects take place regularly both in technical and financial terms. Denmark is
also ggomoting the good practices for reporting and monitoring laid down by OECD in
20037,

%2 Ministry of Foreign Affairs of Denmark (2006) Monitoring and indicators in the health sector Technical
note, Danida.

%3 Data from longitudinal demographic health surveillance research sites which follow child populations large
enough to capture even smaller changes in child mortality are available through in the INDEPTH network on

www.indepth-network.org
3 Organisation for Economic Co-operation and Development (2003) Harmonising Donor Practices for
Effective Aid Delivery: A Good Practice Paper, OECD/DAC.
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Annex 1: Distribution of DALY, low and middle income countries, 2004

2004 2030
As % of As % of
total total
Disease or injury DALYs Rank Rank DALYs Disease or injury
Lower respiratary infections 6.7 1 1 6,0 Unipolar depressive disorders
Diarthoeal diseases 52 2 2 a8 Road traffic accidents
HivAIDS 41 3 3 85 lschaemic heart disease
Unipolar depressive disorders 40 4 4 44 Cerebrovascular disease
Ischaemic heart disease g A 5 40 CORD
Prematurity and low birth weight 3l & B 3l Lower respiratory infections
Cerebrovascular disease ip 7 7 28 Hearing loss, adult onset
Birth asphyua and birth trauma 28 g g 28 Refractive errors
Meonatal infections and other?® 28 9 9 2B HIVEAIDES
Ruoad traffic accidents 27 10 10 21 Diabetes mellitus
COPD** 19 13 13 21 Meonatal infections and ather ®
Refractive errors 13 14 14 20 Birth asphy:a and birth trauma
Hearing loss, adult onset 1.7 16 15 21 Prematurity and low birth weight
Diabetes mellitus 11 20 17 19 Diarthoeal diseases

** COPD = Chronic Obstructive Pulmonary Disease
Source: World Health Organization (2008) The Global Burden of Disease: 2004 update, WHO.
2 This category also includes other non-infectious causes arising in the perinatal period apart
from prematurity, low birth weight, birth trauma and asphyxia. These non-infectious causes
are responsible for about 20% of DALYs shown in this category.




Annex 2: Maternal mortality ratio by region, 1990 and 2005

Maternal deaths per 100,000 live births, 1990 and
2005
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Annex 3: Prevalence of HIV infection among adults, 1990-2007:
Comparing sub-saharan Africa and the global average.

mipm Sub-Saharan Africa
mil= Global
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Source: World Health Organisation (2008) Ten highlights in health statistics, Part 1, World Health
Statistics.



Annex 4: Selected indicators for health expenditures in Danida
HSPS countries

Table 4.1 below presents the figures that can be found in various Joint Annual Health
Sector Review reports or other country specific documents®®. The figures are not
necessarily immediately comparable. For example, some reports specifically include
only discretionary expenditures when calculating % of government expenditures spent
in the health sector, while others are less clear.

Table 4.1. Selected health sector indicators for 2006.

MOH

budget as %

of Govt health Total health Average annual

government exp per capita expenditure per Danish support*
Country Year budget in USD capita in USD  per capita in USD

(social sectors)

Bhutan 2005/06 9.8 24.0 51.6 8.62
Ghana 2006 18.0 14.0 24.1 0.74
Kenya 2005/06 7.0 12.0 12.3 0.27
Mozambique 2006 9.0 7.0 17.5 0.78
Tanzania 2005/06 11.0 99 (2005) 116 0.96
Uganda 2005/06 9.0 10.0 19.7 0.56

* Rough estimate based on the calculation of the average per year of present programmes; see Table 2 in
Main Text, and using population data for 2006 from WHO to arrive at per capita contribution.

Sources: See footnote 27. Mozambique figure as reported by Ministry of Health® (personal
communication).

Total health care expenditures per capita do not include private health sector
expenditures. Further, in many cases it does not necessarily capture all donor
expenditures as a significant proportion of these are off-budget and not necessarily
reported even in specific surveys among donors. For example the off-budget share for
Tanzania is estimated to be 20% for FY06.

WHO attempts to collect comparable information, in principle using the same
definitions, but these figures also depend on the quality of the data submitted by
reporting units. The figures from WHO are presented in Table 4.2. At least for some of
them, the figures in Table 4.1 are more reliable.

% Bhutan Health Sector Review (March 2007), Ghana Joint Sector Review (June 2007); Kenya Joint
Review Mission External Report (October 2006); Mozambique: LNM-PESS 2004 & Mozambique health
sector indicators 2006-07 as reported by Ministerio da Saude (personal communication Bert

Schreuder, 2007); IMF programs and health spending: Case study of Mozambique (April 2007); Tanzania
Public Expenditure Review Update 2005; Tanzania Public Expenditure Review Update 2006 (September
2007); Uganda Annual Health Sector Performance Report, Financial Year 2006-2007 (October 2007).

% Data from Ministry of Finance reports somewhat lower figures than Ministry of Health. The exact
reason for this discrepancy is not clear.



Table 4.2. Selected health sector indicators 2005 from WHO

Total health

MOH budgetas % Govt health exp  Total health expenditure per

of government per capita in expenditure per capita in
Country Year budget UsD capita in USD international USD
Bhutan 2005 7.7 13.0 19.0 109
Ghana 2005 8.4 13.0 31.0 97
Kenya 2005 7.9 9.0 22.0 88
Mozambique 2005 9.1 10.0 14.0 46
Tanzania 2005 8.8 7.0 14.0 33
Uganda 2005 10.0 6.0 21.0 133

Source: WHOSIS.

The trends in health sector expenditures were available in some reports. These are
presented in Table 3a-c. Even within-country comparisons over time may have
problems of consistency in definitions, but probably less than between-country
comparisons.

Table 3a. Percentage of total government budget for the health sector

2002 2003 2004 2005 2006 2007

Bhutan * 11.2 8.3 7.6 7.5 9.8 8.6
Ghana 9.3 9.1 8.2 15 18 15
Kenya * 8.3 8.3 6.9 6.9 7 6.4
Mozambique 13.6 13 10.9 13.4 16.2

Tanzania* 13.2 10.3 11.3 11 11.6
Uganda * 8.9 9.4 9.6 9.7 9 9.6

*) Fiscal year ending June 30. Mozambique trend figures include HIV/AIDS (IMF 2007).

Table 3b. Government health care expenditures per capita in USD.

Budget
2002 2003 2004 2005 2006 2007 2008
Bhutan * 16.6 17.9 20.3 21.6 24.0
Ghana 4.0 4.9 5.4 8.2 14.0
Kenya * 6.1 6.1 6.4 6.5 10.9 13.8 13.8
Mozambique 4.8 5.6 6.0 5.8 5.4
Tanzania* 4.6 5.2 5.9 7.5 9.9 10.3 13.8
Uganda * 7.6 7.9 8.6 8.0 10.0 7.8

*) Fiscal year ending June 30. Mozambique trend figures include HIV/AIDS (IMF 2007).

Table 3c. Total health care expenditures per capita in USD.

2002 2003 2004 2005 2006 2007

Bhutan * 36.7 27 30.5 315 51.6

Ghana 8.1 10.5 13.5 19.0 24.1 28.1
Kenya * 12.3
Mozambique 9.2 8.4 10.4 18.3
Tanzania* 7.1 6.9 8.1 11.6

Uganda * 10.5 10 19.7

*) Fiscal year ending June 30. Mozambique trend figures include HIVV/AIDS (IMF 2007).

It is often discussed whether the share of recurrent expenditures allocated to salaries are
too high, leaving too little funding for drugs and supplies. The optimal level is,
however, not known and would vary between countries. Nevertheless, it may be of
interest to know the share in various countries. To the extent that these figures were
available in the reports used for generating Table 1, they have been included in Table 4.
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Table 4. Salaries as percentage of total recurrent expenditures.

2002 2003 2004 2005 2006 2007

Bhutan * 35 36 35 39 35

Ghana 54 49 48 52 59

Kenya * 54 54 52 52 53 53
Mozambique 29 32 42 40
Tanzania* 61 45 47

Uganda * 47 50 52

*) Fiscal year ending June 30.
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Annex 5: Danish support to research for health

Introduction

Supporting research activities and research capacity building is part of Denmark’s
international development cooperation. Development research contributes to the ability
to respond to the challenges of the Millennium Development Goals, but it must also be
aware of challenges and problems that will appear in a longer perspective.

Support to development research aims at achieving coherence between development
research, development assistance policy and practical cooperation. This also implies an
emphasis on research that generates knowledge for promoting the general goal of
poverty reduction.

Denmark has been investing substantial funds into research as an important component
of its development assistance for many years. Research underpins quality, effectiveness
and efficiency as well as better access to services in the health sector. Research can also
help improve health equity and health systems and lead to the development of new
drugs, vaccines, diagnostics and to evidence-based decision-making for preventive as
well as curative health strategies.

The overall purpose of this annex is to present an overview of the Danish support to
research for health and to highlight current challenges for research for health.

Section 1 reviews the global context of health research, including the paradigm shift
from health research to research for health. The Danida perspective of research for
health is presented in section 2, and the major challenges as well as the Danida
approaches to address these challenges are presented in section 3.

There are three major target groups for this part of the guidance note: 1) government,
research institutions and civil society in partner countries with whom Danida
collaborates can find support and encouragement to integrate research for health in
programmes and activities at various levels of their health system; 2) research
institutions and researchers in Denmark can contribute to better health development
effectiveness through research that complement development aid; 3) staff of the
Ministry of Foreign Affairs both in Copenhagen and at the Danish Embassies in partner
countries will find guidance on how Danish development assistance can support
research for health and how research can support evidence based health development
assistance.

Section 1. Global Perspectives on Research for Health

1.1 The context of research for health

The importance of research for improving the health of people in developing countries
is an essential issue for the entire development community. This has become evident in

the context of the Millennium Development Goals (MDGs). The MDGs for 2015 are
important global and national goals for alleviation of poverty and they comprise targets
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for health improvements in developing countries®’. In order to reach these goals there is
a need to improve the evidence base for the effective implementation of the key
strategies towards 2015 and beyond. The research agenda should, i.a. address a
changing disease pattern caused by increasing urbanization, demographic transitions
and climate change.

The international research community is rightly concerned with supporting developing
countries in their efforts to achieve the MDGs by the target date of 2015. Growing
recognition that these goals cannot be achieved independently of each other has led to
calls for research to be increasingly broad-based, intersectoral and interdisciplinary®.

These calls endorse the shift in thinking about health research, which evolved at the
beginning of this century resulting in a new paradigm known as research for health.
The paradigm broadens the scope of health research and views its aims as follows®:

e To understand and address the impact on health of policies, programmes,
processes, actions or events originating in any sector

e To assist in developing inclusive interventions that can help prevent or
mitigate that impact (participation);

e To contribute to the achievement of health equity and better health for all
(equity).

The development of this paradigm was prompted by the recognition that only 10% of
health research funding was invested in diseases that affected 90% of the world’s
population (the 10/90 gap)*. Such inequity was alarming and at the 2004 Mexico
Ministerial Summit on Health Research in 2004*" all countries were urged to increase
investment in health systems research. Another recommendation endorsed was that at
least 5% of development assistance and 2% of national health budgets (as originally
recommended by the Commission on Health Research for Development in 1990%)
should be dedicated to research in order to address the “10/90" gap. By 2008 fewer than
10 countries globally have met this target.

Inadequate funding and the low priority given to research for health in developing
countries are major global health issues. In these countries there is limited leadership
and investments for research for health relevant to their needs, and partner funding does
not always meet the countries own priorities.

In 2008 the Bamako Global Ministerial Forum on Research for Health endorsed a new
vision for research for health and health equity. At this meeting intersectorality was
identified as critical for targeting the determinants of health, as well as health problems

37 United Nations (2008) The Millennium Goals Development Report 2008, United Nations. Web source:

www.un.org/millenniumgoals

% For example, adequate nutrition is a crucial input to achieving 5 of the 8 MDGs Web source assessed

24™ January 2009: http://www.un.org/millenniumgoals/

¥ Web source assessed 24™ January 2009:

http://www.globalforumhealth.org/more/000__Research%20for%20Health%20.php

0 \Web source: http://www.globalforumhealth.org/Site/003__ The%2010%2090%20gap/001__Now.php

Accessed 20th November 2008.

*1 Ministerial Summit on Health Research (2004) The Mexico Statement on Health Research. Knowledge
forbetter health: Strengthening health systems. For more information, please see
http://www.who.int/rpc/summit/en/.

2 Commission on Health Research for Development (1990), Cambridge, USA
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per se. The importance of ensuring that research priorities are determined by countries
and not by global institutions was among other key conclusions. The summit issued a
call for funders and development agencies “to better align, coordinate and harmonize
the global research for health architecture and its governance” and “to improve

coherence and impact, and to increase efficiencies and equity”*.

The Paris Declaration on Aid Effectiveness 2005* states that development cooperation
through coordination can be more effective and should increasingly take into account
partner countries’ priorities, systems and procedures. There is currently a growing and
better understanding of how the declaration applies to research for health: through
closer alignment with national plans and structures for research, and more coordination
of research support between donors. This is a major challenge given the diverse nature
of funding agencies of research for health. These range from bilateral donors that have
endorsed the Paris Declaration to foundations whose goals are dedicated to research
results without considerations for alignment and harmonization.

There is currently a positive global move supporting development of national research
systems. A multi-donor initiative is being catalyzed by the UNDP/World Bank/WHO
Special Programme for Research and Training in Tropical Diseases (TDR) through its
donor harmonisation process on research capacity strengthening known as ESSENCE®.
The strategic plan to guide this initiative has been developed in accordance with the
principles of the Paris Declaration, the revitalization of Primary Health Care and the
drive to formulate new research strategies and guidelines for and by a number of key
stakeholders, comprising both research agencies and donors (e.g. WHO, SIDA, DFID,
Danida, Irish Aid).

In recent years public—private partnerships have gained growing popularity as
mechanism for increasing access to essential drugs. With the creation of product
development partnerships, such as the International AIDS Vaccine Initiative (IAVI) and
Medicines for Malaria Venture (MMV), important changes in the landscape of research
for health have taken place. A growing pipeline of vaccine and drug candidates has been
established for a range of diseases that are of major importance for developing
countries.

1.2 Key international stakeholders in research for health

A number of different stakeholders are important for research for health. One key
stakeholder, WHO, is currently finalising a new research strategy that could influence
the future global priority setting in research for health. Four central elements constitute
the fundamental components of this strategy: (i) priority setting (i) capacity of research
systems (iii) standards and norms and (iv) the translation of research results into health
policies and practices. The components provide a framework for global as well as
national research for health.

* From the Global Ministerial Forum on Research for Health (2008) The Bamako Call to Action on
Research for Health. Strengthening Research for Health, Development and Equity.

Web source assessed 24™ January 2009: http://www.tropika.net/svc/specials/bamako2008/call-for-
action/call

* Paris Declaration on Aid Effectiveness: Ownership, Harmonisation, Alignment, Results and Mutual
Accountability (2005). Web source: http://www.oecd.org/datacecd/11/41/34428351.pdf

** ESSENCE on Health Research: Enhancing Support for Strengthening the Effectiveness of National
Capacity Effort, WHO (forthcoming in 2009).



The Council of Health Research for Development (COHRED) plays a crucial role in
advocating and enabling research for health. This organisation works for the recognition
of research for health as essential to the optimisation of health for all and the reduction
of inequity and poverty. As a facilitating agency it also aims at strengthening research
systems for health development.

The Global Forum for Health Research (GFHR) operates at the global level and
provides evidence, tools and discussion forums for decision-makers in research funding
and policy on research for health. This organisation links global partners within research
for health for development, identifies international health priorities and advocates for
increased funding to research for health to improve the health of poor populations.

Pharmaceutical companies contribute a major proportion of research for health through
development of vaccines, drugs, devices and laboratory tests. The United States
National Institute of Health (NIH), the Bill and Melinda Gates Foundation, the
Wellcome Trust and the Rockefeller Foundation all provide substantial funding to a
variety of health research areas. Bilateral donors provide critical funding especially to
capacity building, neglected diseases and national research system strengthening.

1.3 National health research systems

National health research systems (NHRS) are composed of the people and institutions
whose primary research purpose is to generate high-quality knowledge that can be used
to promote, restore or maintain the health status of populations. NHRS also promote the
mechanisms needed to operationalise the findings from research®®. Each country has its
own system for supply of knowledge. A focus on strengthening of public research
institutions provides a good foundation for the development of knowledge, human
resources and experience of knowledge management strategies on a larger scale. Annex
1 presents a framework for the development of an NHRS.

National research capacity is not only vital to a nation, it also enables the country to
share and contribute to the stock of global public goods. With sufficient research
capacity a country is able to adapt higher education curricula to local demand
articulated in country development strategies.

Figure 1 presents a matrix for supporting capacity building in research through a NHRS.
The figure specifies the locus and the nature of specific interventions and can be used in
any given context depending on the degree of development of the NHRS. In any given
environment capacity exist in the form of individuals and institutions. However, much
more is needed in terms of systems development to make national research sustainable,
relevant, ethical and excellent. Research support and partnerships should aim to support
all loci of interventions through multi-pronged approaches.

Figure 1: Elements of national health research systems and categories of support to research
capacity building®’

* Council on Health Research for Development (2004) Biennial Report 2003 - 2004, Making health
research work ...for everyone, COHRED, page 20
T Council on Health Research for Development (COHRED), January 2009.
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2) The difference between ‘capacity building’, ‘capacity strengthening’ and ‘performance enhancement’
is not absolute. It refers to the level of prior development of national health research systems when the
intervention starts and is mainly intended to take explicit note of the fact that in many countries, no
matter how poor, research capacity does already exist and needs to be built upon.

3) The dotted vertical line indicates that most capacity building efforts in research focus on individuals
and to some extent on institutions
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Section 2. Danish Perspectives on Research for Health

2.1 Danish Support to Research for Health
Denmark supports research for health in a number of ways:

1. Research applications financed on a competitive basis through the Consultative
Research Committee for Development Research (FFU)

Bilateral health sector programmes and the embassy local grant authority

Support to international research organisations

Centre for Health Research and Development (DBL- KU-LIFE)

The Danish Research Network for International Health

arwN

Re. 1: Research funded through FFU

The Minister for Development Cooperation has appointed the Consultative Research
Committee for Development Research (FFU). The FFU-members represent a broad
range of Danish universities and other research institutions and they provide advice to
the Minister on strategic issues in relation to development research.

Currently there are two distinct categories of FFU grants: larger research grants above
DKK 5 mn with substantive elements of capacity building and individual PhD and post
PhD grants below DKK 5 mn.

A special allocation of DKK 25 mn and DKK 50 mn has been allocated through FFU
for research in medicine and health of particular relevance for developing countries in
2008 and 2009, respectively*®.

Capacity building has been a major output of the Danida support to both Danish and
international institutions. It has focused on individual capacity building, such as in the
ENRECA programme, but institutional capacity enhancement is receiving growing
attention. Capacity building is now fully integrated into the research support provided to
development research by Danida.

Africa is by far the most important recipient of research for health support. Allocations
for research for health over the past 10 years has mainly been provided to the following
areas: 1) poverty related diseases such as malaria and TB, 2) HIV/AIDS, 3) health-
related research in nutrition and water/sanitation, 4) neglected tropical diseases, 5)
selected priority health programmes, and 6) health systems.

In the yearly call for applications the prioritized themes are advertised together with
details on the criteria used. The general criteria applied by Danida on assessing research
applications are: 1) relevance, 2) effect and 3) quality.

The importance of utilization of results is emphasized and up to 10% of the budget can
be allocated to communicating research findings and thereby bridge the know-do gap.

The MFA receives, on average, 150 applications annually, including pilot projects and

*8 Ministry of Foreign Affairs of Denmark (2007) Danida's Annual Report 2007 (only available in
Danish), Danida
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initiative grants and roughly 30-35% are approved. Grants are primarily awarded within
annual prioritized research themes in the yearly call. Preference is given to larger
research projects implemented in collaboration between partners in Denmark and in
developing countries.

In 2008 the administration of the FFU research funds, funds for the centers and
networks and the international research was delegated to the Danida Fellowship Center
(DFC). Ministry of Foreign Affairs is responsible for the political and strategic aspects
of the development research.

Re.2: Research funded through bilateral programmes and embassies

Danida also supports research for health through the bilateral health sector programmes.
Mozambique and Ghana use the largest amounts for research, namely DKK 3.5 mn and
2.2 mn, respectively.

Re.3: Research funded through international organisations
Denmark has provided support to several international organisations, first and foremost

to TDR, but also to EMVI, AMANET, COHRED, GFHR, IAVI and IPM. Table 1
shows the budget allocations for these institutions since 2000.

Table 1: Danida budget allocations for different organizations since 2000 in mio DKK

2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
EMVI - 02 |08 |- - 1 1 2 2 2
AMANET | - 06 |- 1 1 1 1 1 1 1
IAVI - 15 |10 10 |10 [10 |10 |10 |10 |-
IPM - - 1 4 5 75 |10 |10 |10 |10
TDR 15 |10 |10 |10 [10 |10 [10 [10 |10 |10
COHRED |08 |08 |1 1 1 - - - - -
GFHR - - 07 |2 2 - - - - -
Total 15,8 | 26,5 | 235 |28 29 295 | 32 33 33 23

Denmark is active in global agenda setting and has for example through its
collaboration with GFHR been involved in the preparation of the Bamako Global
Ministerial Forum on Research for Health and will continue to be active in global
agenda setting®.

The continuous and consistent Danish contributions to international health research
have made Denmark internationally recognised as a serious and reliable partner in
health research. In addition, the Danish research capacity building efforts (e.g. DBL-
LIFE and ENRECA) are widely acknowledged and have gained international
recognition.

Denmark has initiated a process of focusing the support to the international research
institutions. The overall aim is to provide multi-annual core funding to fewer
organizations in order to be in a better position to monitor the work of the organizations.

* For more information, please visit www.epb2008.dk
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Re.4: Research through DBL-KU-LIFE

In 2008 the Ministry of Foreign Affairs entered a 3 year performance contract with
University of Copenhagen, Faculty of Life Sciences covering support to three centres:
Danish Seed Health Centre for Developing Countries, Danish Centre for Forest,
Landscape and Planning and Centre for Health and Development (DBL). The main
objective of the support is to strengthen DBL’s engagement in generating and managing
health knowledge and in providing demand-driven support and facilitation for
knowledge utilization in the South. DBL works primarily in Danida programme
countries with health sector programme support or with sector programme support with
relevance for health (e.g. environment, education, agriculture, water resources).

Re.5: The Network

The Danish Network for International Health Research facilitates coordination within
the Danish research community — and partner institutions in the South - working on
health and health related issues as well as the dialogue and interaction between research
and development communities. Danida funds the secretariat of the network which
facilitates information sharing, coordination, interaction and communication between
researchers and to a lesser extent also between development programmes and
researchers.

The Danish research community covers a wide range of research domains from basic
research to participatory action research and capacity development. The breadth of
research being undertaken provides a good resource base for the move towards research
for health. Danish development research is primarily based at the universities and
hospitals and it covers areas that go well beyond the bio-medical sphere. The
Copenhagen School of Global Health is the most recent addition to the range of Danish
institutions engaged in research for health.

Section 3. Future Challenges for Research for Health

3.1 Challenges and opportunities

Support to research for health needs to take into account a number of global and
national challenges such as globalisation, the fragmentation of research initiatives and
funding in many countries, the know-do gap between knowledge and practice, the
spreading of research between too many projects, themes and geographical areas, the
channeling of funds to northern institutions, good governance of research and the
human and financial resource gaps.

Based on these challenges and the experiences gained over the past decade Denmark’s
support to research for health is guided by the following:

e Contributing knowledge that improves the effectiveness of the development
assistance;

e Supporting research aligned with national institutions policies, strategies and
priorities;

e Focusing on larger strategic research allocations;

e Communicating research results effectively and translating evidence into policy
and policy into practice;
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e Supporting NHRS strengthening;

e Pilot initiatives where priorities and themes are increasingly defined by partner
countries.

Danish support to research for health aims at securing coherence between research for
health, development assistance and practical application in the partner countries.
Building strong capacity in the research institutions in the South requires a long-term
timeframe, and will include partnership building with institutions in and outside of
Denmark.

Figure 2 shows the conceptual framework that serve to shape the modalities for support
to research for health.

Figure 2: Support for research for health and health research systems in Danish development
assistance

2. Investin Polioy
Processes

2. Building 4. Investin
susrainable Capacity
Research Systems Development

5. Ensure Good Governance in Research for Heal th

These five key components, taken together and pursued at global, national and local
level are expected to both create an enabling environment for research for health and
provide guidance for reviewing and funding research for health. The overall goal is to
positively influence the health and wealth of the people in the partner countries and
reduce the inequity in health.

In practice, Danida’s support to research for health is provided through a two-pronged
approach including:

I. Research of priority health problems of disadvantaged populations, and
I1. Support to an enabling environment which constitutes:

i. Investing in sustainable research systems for better health;

Il. Fostering capacity development through knowledge
management;
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iii. Ensure good governance, public participation and gender equality
in research for health; and

iv. Investing in policy processes and promoting the alignment of
research for health within NHRS

3.2 Research of the priority health problems of disadvantaged populations
Danida supports:

1. Basic research in priority public health problems.

2. Operational research for health with a focus on the underlying causes of ill-
health and inequity, e.g. social and environmental determinants of health as
well as research into interventions, health systems and health policies.

The primary research focus is on poverty reduction and equity.

Through support to TDR, Danish research institutions can promote Danish research
partnerships, and Denmark can ensure that a knowledge and resource base in the South
is strengthened and maintained and new vaccines and drugs developed.

Significant health improvements come from research that is not directly related to the
health sector but is addressing the social, economic and environmental determinants of
health. Thus, more multi- and interdisciplinary research is needed and Denmark can
influence the agenda setting of research funding accordingly and support research into
determinants of health. Denmark will seek to impact the Global Health Partnerships,
WHO, TDR, WB, UNICEF, UNDP, and UNFPA through active dialogue and funding
in order to direct the focus of research towards ‘the causes below the causes’ of ill-
health i.e. the social and environmental determinants of health.

3.3 Supporting an enabling environment for research for health through:
i. Investment in sustainable research systems for better health
Danida supports:

1. Capacity development of individuals, organisations, institutions and systems in
the Danida partner countries with emphasis on linkages to and dialogue with
Danish institutions.

2. Development of national health research systems (NHRS), institutions and
capacities.

3. Bridging the know-do gap aiming at bringing research results into practice.

Danida will strive to support research that is in line with the partner countries national
policies and strategies. Where research policies and strategies do not exist, Danida will
consider supporting national efforts to strengthen national health research systems. This
process will also promote ownership of the cooperating partner. The process has already
started through the development of a research strategy for HIV in Mozambique and
through a decentralised pilot research project involving Tanzania and Vietnam.

Danida will move towards a more institutional approach to research for health in the
South that builds on the framework of a developed national health research system
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(Appendix 1). This will require an institutional development approach in selected
partner countries in order to align the strategies of Danida-supported research for health
better with country needs and priorities. Governments and research institutions in
Danida partner countries will be encouraged to develop national health research systems
and prioritize their research agenda.

Research will be further integrated as a modality in the Health Sector Programme
Support (HSPS), primarily to support research systems as presented in Appendix I. This
will require long-term institutional development in selected partner countries.

Research management will be strengthened through training courses in areas such as
financial management, monitoring and evaluation in order to provide an enabling
environment for research and capacity building.

Ii. Fostering capacity development through knowledge management
Danida supports:

1. Investments in knowledge management (KM) through stimulating the
generation, access to, translation, dissemination, sharing and usage of
knowledge.

Knowledge Management (KM) is an integral component of a NHRS and Denmark will
assist partner countries in strengthening KM at national level through sector
programmes and through health research projects implemented by both Danish and
partner institutions. Promoting access to and use of health research findings is essential
to good KM. The communication of research results and the optimization of processes
that aim at integrating evidence into practise is a priority for Danida. Ensuring good
communication between researchers, policy makers and civil society, both in partner
countries and in Denmark is important.

iii. Ensuring good governance, public participation and gender equity in research
for health

Danida contributes to:

1. Promoting good governance, good practice and public participation in research
for health

2. Promoting gender equality and sexual and reproductive health and rights in
research for health

Good governance in research for health promotes easy access to research information,
sets norms and standards and promotes accountable structures and systems. It includes
civil society in research agenda setting, implementation, data dissemination and
utilisation and monitoring and evaluation.

Good practice in research such as transparency, accountability and ensuring that ethical
standards are being upheld are all-essential to maintain public trust and confidence in
research. Inclusiveness is a key word in research for health and not least inclusion of
civil society. Danida supports enhanced civil society participation in the entire research
process.
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It is well known that sexual and reproductive health and rights and gender are important
issues of health. Danida is very active in promoting research for health on gender and
engendering research for health through its support to UNIFEM, IPPF, UNDP and
UNICEF. In the same line Danida supports research (through its support to IAVI,
IWCH and IPPF) into sexual and reproductive health and the increased burden of
diseases on women of HIV/AIDS.

Iv. Investing in policy processes and promoting alignment of research for health
within NHRS

Danida | contributes to:

1. The promotion of a more coordinated and aligned global support to institutions
working in research for health.

2. The application of the guidelines of the Paris Declaration on aid effectiveness in
research for health.

3. The promotion of investments in research for health by Global Health
Partnerships through NHRS.

In global research for health policy there is a need for growing convergence around
common themes such as priority setting, capacity strengthening, common standards and
knowledge translation. Denmark is involved in global agenda setting on research for
health both through bilateral, multilateral and NGO support.

Denmark participates at the global level of research for health through GFHR. GFHR
works at global level and in collaboration with WHO and other partners. GFHR
organises yearly meetings that get upgraded to ministerial meetings every four years
and takes a leading role on the global agenda setting on research for health.

Through the support to TDR and the recent ESSENCE process™ spearheaded by
SIDA/TDR, Denmark supports alignment and harmonisation of research in accordance
with principles of the Paris Declaration. Denmark also supports WHO, UNICEF,
UNFPA, the Global Fund and other partnerships, EU and other international research
institutions in ensuring that research is coordinated and focused on equity and poverty
reduction.

%0 Special Programme for Research and Training in Tropical Diseases (TDR) (2008) ESSENCE on Health
Research: Enhancing Support for Strengthening the Effectiveness of National Capacity Effort, WHO (yet
to be published).
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Appendix 1: Framework for Developing a National Health
Research System

NHRS Development
FRAMEWORK FOR DEVELOPING A

NATIONAL HEALTH RESEARCH SYSTEM

a clear picture of the
current state of health
research — and the
areas where
development should
be targeted

Using this view,
countries can apply
various approaches,
tools and methods to
implement a strategy
of system strengthening

Building support and
ownership from all
stakeholder groups is
essential to successful
system strengthening

Stage of development

Building the socio-political environment

Polifical commitment to health research

Political & socic-economic climate

Level 1 needs - The foundations of a health research system

e iy Credible priority seffing regularly updoted |

) Develop policies/policy framework for
Health research policy framework research and hedlth research

" Establish mechanisms and struct
Nationol research monggement appropricle fo counlries* exising
structures and aspirations for research.

Level 2 needs - Initial policy goals

Develop a medium-long term human
Human Resources for Health Research resources *’Umyﬂl‘d pll'.l’l ﬂlig’ld with
priorities.
. ; Develop a medium-long term health
Stable, predictable research financing ressarch financing sirateqy, induding
donor alignment and harmonisation.

Level 3 needs — Optimising the health research system

Improving hedlth research for example:
system components - Research ethics.
- Research communication, including
evidence fo policy & practice.
- Pear review vs commitiee review.
- Merit-based promation systemn.
- Community demands for research.
- Monitoring & evaluation of impad.
- Health systems research needs.
- Good research contradting.
- Technology transfer arrangements.
- Intellectual property rights.
- Institution building.

Integrating the system

International collaborative arangements

Linking to other sectors

COUNCIL ON HEALTH RESEARCH FOR DEVELOPMENT (COHRED)

XiX

www.HealthResearchForDevelopment.org
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Appendix 2: Application Guide for FFU funds, 2009

Danish Ministry of Foreign Affairs
Consultative Research Committee for Development Research (FFU)
Application Guide, November 2008

This guide is available at http://www.dfcentre.com
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Annex 6: Indicators

Health Metrics Network’s List of 16 Health Indicators used

for Assessing the Performance of Health Information Systems

Mortality

. Child mortality (Probability of dying by age 5 years) (outcome)

]

. Maternal mortality (outcome)

Morbidity

. HIV prevalence (outcome)

. TB incidence (outcome)

. Underweight in children (outcome)

D | W

. Obesity in adults (outcome)

Health Service

7.

Measles coverage (output)

8.

Skilled birth attendance (output)

g

TB treatment success rate under DOTS (output)

10. Proportion of children sleeping under insecticide treated bed nets (output)

11.General government expenditure on health per capita (input)

12. Private expenditure on health per capita (input)

13. Density of health workforce per 1,000 inhabitants (input)

14. Smoking prevalence (outcome)

15. Condom use at higher-risk sex (outcome)

16. Improved water supply (output)

Source: Danish Ministry of Foreign Affairs (2006) Monitoring and Indicators in the Health Sector,

Danida.
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