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Introduction 

 
Good health is not only a human right and a prerequisite for optimal individual development, 
but is also essential for socioeconomic development at the community level. The disease 
burden and death toll in infectious diseases are staggering. Unfortunately, the following list is 
far from exhaustive:  
 
-Diarrhoea (1): 4 bill cases/year with 2 mill deaths, mainly children  
-HIV/AIDS: 40 mill HIV/AIDS cases, >3 mill deaths/year, mainly adults 
-Malaria: 500 mill episodes/year with > 1.1 deaths, mainly children 
-Measles 2: 30 mill cases/year, >0.5 mill deaths, mainly children  
-Pneumonia (23): 1 bill cases/year, with 4 mill deaths, mainly children  
-Tuberculosis (4): 60 mill cases/year with 1.6 mill deaths, mainly adults 
 
Adding to these enormous problems is the fact that resistance to antimicrobials is increasing 
dramatically world-wide, with serious consequences in particular for poor countries, where 
second and third line drugs in general are unavailable. 
 
Realizing the detrimental human, social and economic impact of major infectious diseases in 
poor country settings, traditional donor countries have recently placed increasing emphasis on 
health aid. New and innovative financial instruments have been created such as the Global 
Alliance for Vaccines and Immunization including the Vaccine Fund, as well as the Global 
Fund for AIDS, Tuberculosis and Malaria. Created through worldwide collaboration such 
initiatives have mobilized considerable funds and also identified new approaches to deliver 
the most cost-effective health commodities to where they are most needed. Although the 
current global health aid has reached approximately US$ 8 billion, the annual need is 
estimated at 3-4 times this amount (Macroeconomic and Health Commission, 2001). Thus, 
current needs can be met only by dramatic increases in funds for health.  
 
Against this background the Government’s pledge to rise Sweden’s annual development aid 
from the current 0.85% to 1.00% of BNP has been very well received all over the world, 
particularly as a substantial part of the additional funds will be earmarked for the fight against 
major infectious diseases.  
 
For decades, investments in health have represented an important part of Swedish 
development aid. Therefore, some of the new resources may well be sluiced into ongoing 
infectious disease control projects of proven success. On the other hand, the considerable 
extra funds that are expected should permit a number of additional efforts to be made.  
 
On May 31 Sida presented its comprehensive Action Plan on Infectious Diseases. Sidas 
conclusions are based on established Swedish policies in the field, are well argued and reflect 
long professional experience in the field. Where our mandates are overlapping, a certain 
distribution of work has been agreed. For example, an overview over the current global 
epidemiological situation has been carried out by  Sida, whereas attempts at mapping and 

                                                 
 

 

(1,3,4) vaccine poor, or only partial coverage of involved species 

2 efficacious vaccine exists  

For details on disease burden, see appendix I (Sida’s Strategic Plan of Action)   
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assessing the international as well as the national architecture of health aid have been part of 
the present exercise. 
 
Sida’s mandate was limited strictly to health aid and did not cover for example, industrial 
contributions to the fight against major infectious diseases. Also, the current documents is 
devoting more space on multidisciplinary aspects, the impact of an unhealthy environment on 
the health of man, infectious diseases in Eastern Europe and on new funding mechanisms for 
research and development. 
 
I fully agree with most of the action proposals offered by Sida, an organization known as one 
of the most professional agencies in the world for international cooperation. However, even 
for professionals it is often difficult to find rational arguments for supporting one programme 
rather than another in a setting where all diseases are equally disastrous and all problems are 
intimately interlinked. The decision process is further complicated by the fact that relatively 
little is known about the comparative cost-effectiveness of the various aid channels. 
 

Swedish development aid policies aim at poverty relief and equitable societies. In a number 
of fields, technology transfer represents an essential contribution to both training and 
sustainable economic growth. Technology transfer in terms of modern methods of diagnostic 
microbiology and where appropriate, know-how for vaccine production, are necessary for  
developing countries’ capacity to control their infectious diseases. 
 
Unfortunately, infectious agents are potential candidates for misuse, whether by a state or 
non-state actors. In principle, biological weapons may be exploited in any conflict and 
intended spread of dangerous pathogens is likely to result in their uncontrolled dissemination 
also outside the target populations. In this regard it is important to attain awareness and 
global vigilance against potential microbial terrorism (Appendix II) outlines some basic facts 
regarding the obligations of the transferring country under the biological and toxin weapons 
convention (BTWC). However, the remote possibility of misuse must not refrain rich 
industrialized countries from transferring technologies that are vital for disease and poverty 
reduction in the poorest parts of the world. In fact, remaining foci of communicable 
pathogens in developing countries are the B-weapons of nature, and more likely to hurt us 
than are most man-made replicas.  
 
The commissioned Strategic Plan of Action will cover the period 2006-2008 and if 
implemented, most of the proposed initiatives will have an impact within this period of time. 
However, diseases of poverty will remain as long as poverty remains. Therefore, the 3-year 
period is considered an introduction to a battle against poverty extending at least 30-year into 
the future.  
 
Vigorous international measures are required to achieve the millennium goals pertaining to 
reduction of major infectious diseases in developing countries. The intention of the present 
strategic plan of action is to assist Swedish authorities in the process of planning, funding and 
implementing contributions to the global fight against such diseases and their poverty 
sustaining impact. Doing so, one needs to look backwards before looking forwards. Sweden 
has a proud tradition in the field of development assistance, including health assistance. The 
current plan takes account of and gratefully acknowledges the solid body of experience 
represented by a large number of Swedish experts in this field. 
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The main text of this report is kept as brief as possible, largely in the form of summaries. 
Hopefully, however, three main messages will appear clearly in the text: 
 
To have a sustainable impact, Swedish contributions to the global battle against infectious 
diseases should be fought over very broad frontlines, over very long time, and in a very small 
number of geographic areas. 
 
 
 

Chapter 1 

 

Health Aid Architecture 
 

Assessing the Effectiveness of Global Health Aid Architecture* 
Both donors and recipients are increasingly concerned about the effectiveness of the 
multifaceted structures constituting the architecture of health aid. The actuality of this 
concern is demonstrated by reports stating that, at least in the field of health, most low-
income countries are unlikely to meet the Millennium Development Goals. Substantial 
additional aid is now being released  by donor governments. However, aiming at highest 
possible cost-effectiveness, there is considerable uncertainty as to which aid channels or 
agencies to use, whether to support horizontal or vertical programmes, and what the balance 
should be between financial and technical support.    

 
In the early fall of 2005, the Health Resource Centre at the Department for International 
Development (DFID) in London made a comprehensive review of major international 
initiatives directed against global infectious diseases. This review was commissioned as a 
joint venture between interested parties in Sweden, the United Kingdom, the Netherlands and 
the OECD and in part sponsored by funds linked to the current Strategic Plan. The review 
provides an assessment of the relative operational advantages and disadvantages of the World 
Bank, EC, UNICEF, WHO, UNFPA, UNAIDS, GFATM, GAVI, Stop TB and Roll Back 
Malaria. The main conclusions of this investigation may be summarised as follows: 

 

Traditionally, health sector investments have been monitored by inputs and outputs, with 
much less focus on outcome and impact. Comparative analysis is needed particularly of the 
effectiveness of technical support in capacity building, with focus on mechanisms of quality 
assurance. Unfortunately, given the differences of health determinants, attribution problems, 
and mandates, comparable measurement of impact by agency may not be feasible. 

 

There are gaps between agencies’ global strategic direction and practice in the field. Thus, 
while advocating strategies for poverty reduction, the needs of the poorest are rarely 
emphasised when working with the concerned governments. Also, country strategy objectives 
are rarely linked with resource allocation, and there are few indicators to monitor how the 
various interventions translate into impact on the poor. This is a problem especially in middle 
income countries, where about 30 % of the world’s poorest are living.  

 
* Considered as Work in Progress, this document is currently filed at the Ministry for Foreign  

   Affairs 
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With increasing allocations through direct budget support, tracking of donor commitments 
become increasingly difficult both for the sponsoring governments and global health 
partnerships. Also, with direct support, there may be less emphasis on health systems. For 
example, there is a risk that allowances for “systems strengthening” provided by disease 
focused partnerships may not address the underlying constraints to effective service delivery.  
 

Funds for humanitarian aid and for development tend to be separate. Aid to fragile states 
should be provided in a more coherent way to support state and system strengthening early in 
the process. Furthermore, state capacity strengthening does not necessarily equal state 
provision of health care. This problem is easier addressed in states with weak capacity, whilst 
solutions are less obvious in states where government and elites are unwilling or indifferent. 
Strategies for contracting, franchising, social marketing as well as for new forms of 
community engagement are particularly important for fragile states. 

 

A clear consensus among all partners is needed on the processes, channels and investments 
required for strengthening the health system. Such a consensus is needed not just at sector 
level, but also at macro-policy level. Furthermore, greater emphasis at global and country 
levels is needed to encourage development of pro-poor health strategies. At agency level, 
more attention is needed to how poverty reduction and MDG related policy and objectives are 
followed up in terms of country level strategies, investments and monitoring. Further support 
is needed also for the ongoing efforts towards a consensus-based national health sector policy 
and strategy. All external funding should fit into that strategy and be included in the annual 
review process.  

 
Agencies are making substantial efforts to strengthen their performance including response to 
the harmonisation and alignment commitments of the OECD/DAC. Rapid changes will come 
with improved collaboration and division of labour and not with radical reforms of the overall 
architecture. Rather than creating new structures, existing agencies should take a co-
ordinating and mobilizing role both at global and country level. This will require commitment 
from the other agencies, bilaterals and and funders to accept the need for a stronger co-
ordinating role of for example the WHO. 

 

 

Architecture of health aid at the EC level 

 
EC policy on HIV/AIDS is developed as part of a comprehensive approach to confront 
HIV/AIDS, malaria and tuberculosis. In recent years, EC funding targeting these three 
diseases has been four-fold increased (some € 280 million on annual average for 2003-2006).  
 

During the period 2002-2004 the country-programme disburses an annual average of about 
€300 million (4% of EC bilateral aid). Most country-programme support is aiming at health 
systems strengthening and at priority areas such as communicable diseases (€ 56 m/year). 
 
The programme regional initiatives in health has presently allocated € 337 million for the 
period 2002-2007 (annual average € 70 million). These regional initiatives will be carried out 
mainly in the Africa with partner organizations such as the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (GFATM), WHO, UNFPA, UNICEF and others (AMANET, 
HDIC), and with allocations to poverty related diseases of over € 55 m on annual average. 
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Support to innovative initiatives on poverty diseases and sexual and reproductive health and 
rights (also linked to HIV prevention) goes through the thematic budget lines will reach € 430 
million for the period 2003-2006 (annual average €107.5 million). 
 

The NGO co-financing budget line continues to provide an annual average of €12 million for 
health-related programmes through calls for proposals. 
  
The proportion of EC support given to humanitarian aid interventions will continue to 
provide some €15 million annually. 
 

Support for Health research in partnership with developing countries will total some €450 
million for the 6th Research Framework, with an annual average of €75 million, of which  
€ 67 million addressing poverty related diseases. 
 
In October 2004, the EC adopted a new policy framework to confront the three diseases 
through external action5 The new policy broadens the rationale for action beyond poverty 
reduction to include human security and human rights. It also widens the geographic scope of 
application for EC. 

 
The EC is currently aiming at more flexibility in funding and accelerated disbursement. 
 

 
Chapter 2 
 

Architecture of Swedish Health Cooperation 
Policies, channels and volumes of Swedish Health Cooperation*  

 
For a summary of the overriding policies regulating Swedish Health Aid, see introductory 
chapter of Appendix I, (pp 1-z)  
 
This chapter presents the conclusions of an inquiry into the Swedish architecture of health 
cooperation, looking at policies, channels and volumes on Swedish Heath Cooperation in the 
year 2004. The inquiry was requested as part of the current strategic plan of action. 
 
The total Swedish funds for Health Cooperation has increased from SEK 1 450 million in 
2000 to SEK 2 800 million in 2004, representing a increasing share of the total Swedish 
development cooperation from 9% in 2000 to 12.5% in 2004. This implies that the balance 
between multilateral and bilateral aid has changed drastically. During the same period, the 
multilateral share of the total disbursements for Health Cooperation has grown from 20% to 
40%. 
 
The health cooperation policies of organisation like WHO, UNICEF, and UNFPA are largely 
coinciding with Swedish points of view. Sweden is now working with the main Global Health 
Initiatives (GHIs) with the aim of strengthening the health systems at the country level.  
 
                                                 
* Considered as Work in Progress, this document is currently filed at the Ministry for Foreign  

   Affairs 
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Sweden is moving towards sector-wide support and subsequently budgetary support in all 
sectors of development cooperation.  
 
Channels of Swedish Health Aid 
The total public support for controlling infectious disease is SEK 1 650 mill, corresponding to 
about 60% of Swedish health aid. Public funds are channelled through 
 
  a) Multi- and bilateral support from the Ministry of Foreign Affairs and Sida  
  b) Mixed funding for academic research  
  c) Mixed funding via private/public initiatives (NGOs) 
 
In addition comes support from private charities and DC-collaborating private industry    
 

Recent trends in Swedish Architecture of Health Cooperation 
Disbursements for Swedish Health Cooperation have grown from SEK 1.45 billion in 2000 to 
SEK 2.8 billion in 2004. The growth has benefited multilateral as well as bilateral aid. 
During this period the balance between the multilateral and the bilateral shares has changed 
significantly in that the multilateral share has increased from 20% to 40% of the total 
disbursement 
 
Main recipients of the increased multilateral disbursements are the UN system and the Global 
Health Initiatives (GHIs). GAVI’s and GFATM’s growing emphasis on health systems has 
facilitated the increased Swedish support 
 
Sector-wide support and, a step further, budgetary support is the direction urged by Sweden 
in all sectors of development cooperation. Harmonisation has become a dominating concept 
in the Swedish attitude towards health cooperation.  
 
Sida’s heath division continually makes evaluations and follow-ups on specific projects in all 
programme areas. Evaluations concerning a total programme area are done occasionally.  
Programme areas such as Health Systems Development, Human Resources for Health and 
Child Health including immunisation have not been evaluated on a general level.  
 
General experience from the cooperation with WHO has been evaluated in a study in March 
2005.  Directed health support through the UN system has been evaluated but not in a 
systematic manner e.g. UNICEF’s Child Rights Programme in Latin America, 1997 and 
Evaluating Sweden/PAHO cooperation, 2005. Sweden participated in the MOPAN study 
which evaluated the performance of UN organisations on the country level in which health 
was focused. No attempt has been made to evaluate general support to other UN 
organisations, like UNFPA, UNICEF or the Global Health Initiatives.  
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Chapter 3 
 

 

Better use of existing tools 
 

General considerations  
 
In spite of the considerable health aid that has been provided, the health impact on the poorest 
among the poor has been little and in some cases, negligible. Therefore, the noble but rather 
unrealistic Millennium Goals pertaining to health improvements in developing countries are 
unlikely to be achieved. Still, these millennium declarations have alerted the world to the 
urgency and magnitude of the problems. This chapter identifies some of the main areas in 
need of attention when trying to increase the use of existing tools as well as to design new 
coherent strategies for the fight against infectious diseases in low-income countries.   
 
Diseases of poverty are not only caused by, but also causing poverty. HIV/AIDS, malaria, 
tuberculosis, and measles are well-known members of this group, but similarly important are 
diarrhoeal diseases, respiratory tract infections, and infectious complications of childhood and 
birth. Most poverty-related diseases could have been controlled using currently available 
tools for prevention and treatment and the impact on health would have been almost 
instantaneous. Unfortunately, vaccines, drugs, condoms, insecticides, and improved hygiene 
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are vastly underused in poor countries. The limiting factors include failing health systems, 
inadequate water and sanitation, as well as lack of education, particularly of mothers.    
The greatest effect of such tools would therefore be expected in the poorest populations with 
the weakest infectious disease control programmes. These countries are mainly found in 
Africa south of Sahara.  
 
Thus, the logical first point of attack on poverty is to fight infectious diseases and it seems to 
be in line with a noble Nordic tradition to concentrate efforts on the most deprived people, the 
poorest of the poor. Unfortunately, infectious diseases represent only one component of a 
vicious cycle. The complex causes of poverty must be removed using a number of synergetic 
strategies and for a long period of time. Some of these obstacles to development are of 
general nature, common to most developing countries. Others may be uniquely associated 
with particular cultures or populations. Regardless of the prevailing problems, interventions 
must be sensitive to the local populations’ perception of their most important needs.  
 
In spite of the powerful armamentarium already at hand, for some infections disease 
problems, such as the control of HIV/AIDS, tuberculosis and malaria, the development of 
new tools is mandatory. Unfortunately, represented by only 4% of the total spending, 
infectious diseases figure low on the global health research and development agenda. Besides, 
only a fraction of the research funding for infectious diseases was allocated to health 
problems of developing countries.  
 
 
For the first three-year period 2006-2008, the extra Swedish support now becoming available 
should be directed into three separate, but interacting categories, one that follows established 
channels to support initiatives in need of immediate attention, the other for actions that 
require considerable preparation, but still could be implemented within the 2006-2008 period, 
and the third to prepare for long term, comprehensive strategies in selected countries.    
 

 

Emergencies and bottlenecks 
 
Swedish and international health aid organizations have considerable resources and decades 
of experience to tackle medical emergencies. Recent natural as well as man-made 
catastrophes have demonstrated the need for continuous alert. Sufficient human and material 
resources must be available for instant actions, including measures to prevent and treat 
infectious diseases. To the extent that Nordic coordination of public emergency responses are 
not already well established, a Nordic approach seems to be worth pursuing. 
 
Less dramatic, but in terms of total number of lives lost, equally important are the numerous 
minor catastrophes that occur so frequently in developing countries, such as the sudden 
break-downs of the storage or distribution of essential drugs and vaccines, drying up of 
traditional water supplies, broken communication lines, or closure of hospitals or health 
stations due to lack of essential personnel or provisions. A system should be in place to 
provide immediate assistance to the victims of such minor catastrophes, who all too often are 
lost between conflicting views on ultimate economic responsibility.   
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Strengthening of the health systems 
 
Strengthening the health systems is a prerequisite for delivery of the health care interventions 
at the scale necessary to achieve and sustain the health related Millennium Development 
Goals. This is particularly true for the situation in Africa. Health systems in low-income 
settings share many common features, although some characteristics are contextually unique. 
One universally valid experience is that health gains rarely are attributed to one intervention 
only. Examples of  scientifically sound Minimum Essential Health Interventions, most of 
which developed by the WHO, include “Integrated Management of Childhood Illnesses”, 
“Malaria Case Management”, “Intermittent Presumptive Therapy for Malaria Control in 
Pregnancy”, “Insecticide Treated Nets”, “Sexually Transmitted Disease/HIV Control”, “Safe 
Motherhood Initiative”, “Essential Drugs Programme”, “Expanded Program on Immunization 
with vitamin-A Supplementation”, “Tuberculosis Directly Observed Therapy”, and “Injury 
Care”. 
 
 
 
 
 
The reasons for poor performance of health services in DC include 
-Lack of demand for available interventions 
-Policies not supporting use of effective/affordable drugs 
-Multiple in-coordinated actors with different priorities 
-Low service management capacity 
-Competition between programmes 
-Inefficiency/inequity in financing and resource allocation 
-Weak surveillance, statistics and health information systems 
-Limited availability and poor performance of key persons 
 
 
Training of first line health service providers: 
It is essential to offer basic as well as follow-up training of first-line health providers in the 
correct transport, storage and use of EPI vaccines, safe injection and disposal practices, 
distribution of essential drugs, including for malaria, tuberculosis and HIV, use of bed-nets, 
basic health information, including nutrition and family planning. However, it is equally 
important that health workers receive their salaries according to contract. Studies have shown 
that on average 40% of the work-force of health facilities in developing countries do not show 
up for work. Obviously, absenteeism at that level reduces the availability of health services 
quite dramatically and the problem must be looked into as a matter of urgency. 

 

Expansion of surveillance systems  
In general, health statistics in developing countries are highly unreliable. Representative 
demographic surveillance sites such as the INDEPTH network should be established in all 
developing countries. Correct disease burden assessments are needed for rational priority 
setting and in addition, reliable epidemiological surveillance allows early detection of 
infectious disease outbreaks, as well as of emerging new diseases and drug resistance. 
 
Improved vaccination coverage, drug treatment, and health education 

An essential part of a well functioning health system is efficient implementation of the 
national immunization system, normally as directed by WHO’s Expanded Programme of 
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Immunization (EPI). Several developing countries have vaccination coverage rates of about 
70-80%, which is the global average. However, especially in Sub-Saharan Africa, a number 
of the poorest countries report EPI immunization coverage way below 50% of the annual 
birth cohort. 
Frequently, vaccination is not performed against essential public health diseases such as  
Yellow Fever and hepatitis B. Furthermore,  pockets of hard-to-reach population in some of 
these countries may disseminate diseases such as polio and measles, thereby threatening the 
worldwide attempts to eradicate these diseases.  
 
Other diseases that may be eliminated or even eradicated through the use of existing 
technologies include guinea worm infection, lymphatic filariasis, river blindness, Chagas  
disease, neonatal tetanus, and leprosy. Significant reduction of heavy disease burdens would 
be possible also through the introduction of newly developed vaccines against agents such as 
rotavirus, Haemophilus influenza b, pneumococci, meningococci and possibly influenza 
virus. However, addition of new vaccines is not recommended unless the national programme 
has reached sufficiently high coverage (70-80% of birth cohort).   
 
Another area that heavily depends upon a strengthened health system is the provision and 
correct use of essential drugs. WHO’s Essential Drugs Programme must become known and 
more generally available at district level. Correct use of drugs includes the replacement of 
antimicrobial drugs rendered useless due to resistance and the  introduction of new essential 
drugs, such as artemisin-based suppositoria for treatment of malaria. 
  

Numerous cases of severe illness and death could be avoided through widespread use of 
impregnated bed-nets and correct treatment strategies for malaria, Directly-Observed 
Treatment, Short course (DOTS) for tuberculosis, and the integrated management of 
childhood illnesses, particularly for respiratory and diarrhoeal diseases. The list also includes 
the simple, but widely underestimated regular deworming programme of school children. 
Finally, reduction in the incidence of HIV infections depends heavily on promotion of 
condoms, sex education, and treatment for sexually transmitted infections. HIV-treatment 
should be offered to selected groups, included HIV+ pregnant women. 
 

Improved health systems work: The Tanzanian example 
Recent experience (the TEHIP study) involving 100 000 Tanzanians shows that within 5 
years, strengthening of the health system combined with introduction of the above essential 
health interventions had resulted in 40% reduction of both infant and  <5-mortality.  
Collectively, these interventions addressed about 92% of the total disease burden in the 
population. As communicable diseases such as malaria, HIV/AIDS, tuberculosis, measles, 
diarrhoea and pneumonia together with maternal and perinatal infections accounted for about 
70% of the total disease burden, these interventions were critical for controlling infectious 
diseases in the population. Following modest basic investments on infrastructure, TEHIP was 
implemented at the cost of less than 1 US$ per inhabitant and year.  
 
The experiences made by TEHIB are considered directly applicable on neighbouring coastal 
regions. Apparently, lack of funding is the crucial limiting factor for its expansion. TEHIP 
shows that investments in health systems works, provided the system approach is wide and 
determined by needs felt at the district level.  
 
High priority should be given to extend TEHIP, or equivalents thereof, to a large number of 
areas in in Sub-Saharan Africa.   
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Chapter 4 
 

The role of research 

 
As argued in the preceding two chapters, for emergency initiatives and for health investments 
with a short-term perspective the use of existing tools is the obvious choice, provided 
functional health system platforms are available for their implementation. However, many 
urgent infectious disease problems cannot be managed properly due to lack of remedies, or 
even worse, due to insufficient knowledge of the underlying pathogenetic mechanisms. In 
these areas, further research and development are mandatory. Research is needed in a number 
of fields; sometimes studies of basic biological mechanisms are most appropriate, in other 
cases emphasis should be on social sciences. In principle, no field of research is more 
important the other; what matters is quality. Poor research may do more harm in developing 
countries than anywhere else. 
 
 

The need for basic biological research 

 
Our knowledge of the exact pathogen-host interactions causing human illness is often 
fragmentary. This ignorance translates into suboptimal strategies for the control of infectious 
disease. So far, no - or vastly ineffective - vaccines exist for AIDS, malaria and tuberculosis 
as well as for several other important infectious diseases. In addition, problems of microbial 
drug resistance is increasingly resulting in treatment failures when using antibiotic drugs. 
With the notable exception of HIV/AIDS, basic research serving mainly the health interests 
of developing countries has received relatively little attention both by scientists and 
sponsoring agencies in the industrialized world.  
 
Sweden has many internationally outstanding research groups in basic sciences. However, in 
spite of the considerable intellectual challenges, for successful scientists to turn to the field of 
infectious diseases in developing countries, a range of incentives must be created, one of 
which is generous research funding. Another incentive is the prospects for a future academic 
or industrial career in this area. 

 

 

Product development and testing 

 
There are no strict borderlines between basic and applied research. Both are intimately 
interlinked and interactive. Development of tools such as vaccines, drugs, diagnostics, and 
surveillance systems may contribute equally to the successful fight against infectious 
diseases. About 120 Swedish Biotech companies are registered under the umbrella 
organization Swedenbio. A considerable number of these have products or concepts that are 
directly or indirectly relevant for the control of infections. However, a weak point in the 
development from research to final product is the proper organization and funding of clinical 
trials or field testing (see chapter on funding). 
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Several scientists attending the Research Seminar at Rosenbad Sept 21st 2005 complained of 
little interest for inventions that were perceived as valuable primarily for developing country 
settings. To stimulate scientific interest and further development initiatives in this area, one 
may consider to support the organization of an inventors’ exhibition, for example as part of a 
major technical or medical convention. At such an exhibition, Swedish companies with 
products of relevance for health improvements in developing countries could meet potential 
investors as well as benefit from meeting the scientific community. Promising products or 
concepts may be honoured by special reward.  
 
 

Health systems research 

  
Adequate delivery of health intervention to those who need them most is frequently the 
Achilles heal of public health investments. Numerous studies have analysed the factors 
underlying poorly functioning health service deliveries in different settings. Such studies are 
very important and ought to be a prerequisite for planning of any major health investment in 
the field. However, few scientific analyses have explored the impact at country level of health 
systems investments. A related area much in need of comparative scientific scrutiny is the 
impact at country level of the different structures constituting the health aid architecture. For 
all studies in this area, there is an obvious need to establish internationally agreed markers of 
impact.  
 
To strengthen Swedish and international health systems research it is proposed to establish a 
Health Systems Research Programme that each year offers post-graduate grants for at least 2 
Swedish scientists and a matching number of collaborating scientists from developing 
countries, preferably working at the same field site. Following established selection 
procedures, successful applicants should be supported for 2 x 3 years (subject to satisfactory 
progress reports).  
 
 

Behavioural research 

 
Research on human behaviour is essential for progress in the fight against major infectious 
diseases. Understanding the experiences, beliefs and cultural attitudes that regulate people’s 
perception of risk behaviour, help-seeking attitudes, as well as compliance with long-term 
treatment are crucial for optimal control measures against for example HIV/AIDS and 
tuberculosis. Whereas some aspects of human behaviour are trans-cultural, conclusions drawn 
from studies in one cultural setting may not be applicable in the next. For this reason, social 
scientists, preferably locally recruited, should be members of the scientific teams already 
from the outset of major multidisciplinary studies. 

 

Multidisciplinary research  

 
We have insufficient knowledge of pathogen evolution, transmission and mechanisms of host 
interaction to optimize interventions with antibiotics and vaccines in both outbreak and 
prospective situations. Clearly, antibiotics or vaccines may not always be appropriate for the 
treatment or control of infectious diseases. The fact that 80% of new, emerging diseases are 
zoonoses should stimulate ecological studies and intersectoral collaboration. Also, the 
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increasing importance of mathematical and spatial modelling of infectious diseases should be 
further pursued.  
 
When integrated with research on vaccines, therapeutics, and environmental interventions, 
ecological studies may yield very powerful disease management tools. Current definitions of 
health systems research do not include ecological or ecosystem perspectives. The ecology of 
infectious diseases is fundamentally a multi- or trans-disciplinary science, but few teams 
include medical, veterinary, ecological and social scientists. Consequently, there is a great 
need to promote multidisciplinary team formation, and to support trans-disciplinary science in 
peer reviews and project funding. The complex problems related to the control of infectious 
diseases in developing countries need multidisciplinary approaches that obviously should 
include scientists from the target country. Naturally, the evaluation teams of funding agencies 
need to be composed in an equally multidisciplinary way. 
 
Sweden is a small and transparent country with a tradition for team-work. A number of strong 
research groups are working in fields that are highly relevant for the fight against major 
infectious diseases in the global setting. The potential for successful interdisciplinary research 
in between these groups is excellent and should be followed up by the creation of 
corresponding research programmes. 

 

 

Contributions by Swedish research institutions to the fight against major 

infectious diseases in developing countries. Conclusions from a seminar: 
 
On Sept 21 2005, 70-80 scientists, mainly representing Swedish academic institutions and 
biotech-companies, participated in a research seminar at Rosenbad, Stockholm. The scientists 
were all outstanding representatives for research and development of relevance for the control 
of infectious diseases. The purpose of the seminar was discuss main problems and realistic 
solutions linked to diseases and conditions such as HIV/AIDS, tuberculosis, malaria, measles, 
respiratory tract infections, diarrhoeal diseases, zoonoses, microbial drug resistance as well as 
inadequate hygiene and water supply 
 
The seminar confirmed that an impressing number (> 75) of scientific Swedish groups are 
active in these fields and that the activities include parasite-host interactions, vaccines/drugs 
development, studies on disease burden, intervention assessments, socioeconomic and 
behavioural aspects, interaction between human and animal health, food chain quality, 
hygiene, and environmental problems including water quality and supply. Many of these  
groups are in the scientific forefront internationally and extensively networking with leading 
institutions abroad. Most of the Swedish groups are collaborating with scientists in 
developing countries. However, collaboration is in general characterized by short-term 
projects emanating from Swedish research interests rather than by joint, long-term, 
institutional collaboration on research priorities defined by developing country partners.  
 
 

Centres of excellence and the Gate Foundation 

 
The Gate’s Foundation is planning to establish 10 centres of excellence in Africa and is 
currently seeking financial support for this initiative in the Nordic countries, particularly in 
Sweden and Norway. The advantage of supporting Centres of excellence rather than 

 15



universities is primarily that one avoids the complex and frequently politically driven 
organization of the latter, and that Centres of Excellence by nature are multinational. The 
drawback of such centres is their weak record in terms of formal scientific and professional 
training. For this reason, training programmes will be organized in collaboration between the 
centres and the neighbouring universities, probably on contract basis. 
 
Centres of excellence may be viewed as regional strongholds for advanced technologies. 
Some of these centres are likely to be established in countries that for many years have 
collaborated with Swedish scientists and academic institutions. One candidate for the 
prestigious rank of a Gate Centre of Excellence is Armauer Hansen Research Institute 
(AHRI) in Addis Ababa. AHRI was for many years supported by the Swedish and Norwegian 
Save the Children organizations, and has seen several Swedish directors and senior scientists. 
AHRI as a Gate’s Centre  may be of considerable interest for future Swedish-Ethiopian 
collaboration, particularly in research on tuberculosis. Other candidates for the status of 
Centres of Excellence may exist in others of Sweden’s main collaborating countries.  

 

 

Training of professionals 
 
A crucial barriers to socio-economic progress in low-income countries is the shortage of well-
trained national specialists within health, education, economics, administration and the whole 
range of fields required for development. The rational way of building up a core of local 
experts goes through comprehensive, long-term support for national universities and other 
centres for higher education. This is a formidable task, requiring considerable investments 
both in human resources and in physical facilities. Low and irregular salaries and lack of 
funds for research and post-gradual training render most poor country universities 
unattractive for well-qualified academicians. As a consequence, the best scientists either leave 
the country or they are full-time occupied with relatively well-paid, short-term consultancies 
with external agencies. Unless mechanisms are found to pay decent salaries and provide 
research facilities and academic career plans for promising native academicians, there will be 
no solution to the fatal brain-drain problem of poor countries.  
 
Extensive professional exchange between Swedish institutions and partner institutions in 
developing countries should be encouraged and include physicians, pharmacists, 
physiotherapists, nurses, laboratory technicians, etc. Even though post-graduate training 
should normally take place in the national setting, supervising personnel should be given the 
opportunity to acquire some of their training abroad. Nursing staff is in particular need of 
professional upgrading in recognition of their crucial services to the health system. For 
example, considering the common occurrence of highly infectious diseases in the hospitals of 
low-income countries, better knowledge of principles and practice of infectious disease 
management as executed at modern Swedish wards could be very valuable not only for 
physicians, but also for the clinical supervisors and teaching personnel at nursing schools. 
Excellent international courses in the management of contagious diseases are already well 
established in Sweden. Similar courses should be organized at Swedish infectious disease 
departments for leading nursing personnel. Furthermore, most Swedish universities offer  
programmes at Master’s and PHD level that are directly relevant for in depth studies of 
infectious disease problems in endemic regions. Swedish training and research programmes 
are internationally recognized for their high average quality and should be used more 
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systematically as part of the training programmes designed for young scientists from 
collaborative institutions in developing countries.  
 

 

 

Chapter 5 
 

The role of industry 
 

    
Sweden has a strong tradition as manufacturer of pharmaceuticals, including antimicrobial 
drugs. Whereas in recent years major Swedish companies have become part of multinational 
pharmaceutical organizations, numerous biotech companies have occurred, of which about 
150 are members of Swedenbio. A number of these companies work on antimicrobial drugs, 
diagnostic tools, or vaccines. While many of the Swedish biotech companies consist of a few 
persons working on one single concept others are relatively large and have already developed 
several concepts into successful products. About X % of the listed biotech companies in 
Sweden are working in areas of direct relevance to the control of infectious diseases in the 
developing world. As a group, the Swedish biotech companies represent a highly diversified 
and innovative group that directly or indirectly represents a considerable potential in terms of 
infectious disease control in developing countries. The majority of these companies are 
organized as private-public partnerships.  

 

 

 

 

Private Public Partnerships 

 
Product development Private-Public-Partnerships (PPPs) are an innovative approach to 
addressing the critical need for new interventions to overcome important market failures, such 
as the development of medicines for infectious diseases in developing countries. Some PPPs 
may incorporate several facets of the discovery, development and delivery process of drugs, 
others are mainly concerned with fundraising. Several PPPs focus specifically on diseases of 
poverty. Well known international PPDs include the Medicines for Malaria Venture (MMV), 
the Global TB Vaccine Foundation (Aeras), the International Aids Vaccine Initiative (IAVI) 
and Medecins Sans Frontieres. The latter partnership has provided a 5-year grant to establish 
and fund the new Drugs for neglected Diseases Initiative (DNDi).  
 
Much due to these innovative initiatives, more than 86 drugs (including 15 vaccines) are 
being developed against HIV/AIDS (IFPMA 2004). Also, at least 30 new drugs against 
malaria, and 22 drugs against tuberculosis are currently in the pipe-line (BioVentures for 
Global Health, 2004). However, much financial and technical support is needed to bring 
concepts from the research and development stage to the point of clinical trials.This is a 
considerable challenge that requires new funding structures both internationally and in the 
Swedish setting. 
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Special industrial cases for support: 

 

SBL Vaccines 
SBL Vaccine produces “Dukoral”, the only internationally available oral vaccine that is 
highly efficacious against cholera. In addition, this vaccine provides some protection against 
ETEC, another important cause of diarrhoeal disease worldwide. Both cholera and ETEC are 
spread mainly through contaminated food and drinking water and are prevalent particularly in 
densely populated, poor regions of the world. Highly fatal cholera epidemics occur frequently 
as a consequence of natural or man-made disasters.  
 
As a contribution to the cholera preparedness following the 2005 tsunami, the Swedish 
government made 400 000 doses of  Dukoral available for the WHO. This type of disaster 
preparedness is extremely important, and applies to several vaccine types, e.g. vaccines 
against meningococcal type A- meningitis in Sub-Saharan Africa. It is suggested that Sweden 
should contribute to a WHO administered emergency store for essential drugs and vaccines in 
order to meet particular infectious disease outbreaks in developing countries. As a minimum, 
Sweden should even in future be responsible for storage of 100 000-200 000 doses of Dukoral 
for emergency use in developing countries (shelf-life of Dukoral is 3 years). Provided WHO 
acceptance, it is suggested that SBL is entrusted the continuous maintenance and upgrading 
of this emergency stock. Batches approaching their shelf-lives may at the discretion of the 
WHO, be offered to Ministries of Health in cholera-endemic countries, or used in clinical 
trials.   
 
 
 

AstraZenica 

 
For many years, AstraZeneca has run an institution in Bangalore, India, specializing in  
pharmaceutical drug development, particularly drugs against tuberculosis. This is a highly 
modern research facility that is working closely with public Indian academic institutions as 
well as with Swedish scientists, particularly at the University of Uppsala. AstraZeneca is 
planning to broaden its collaboration with academic milieus in India and Sweden, either 
directly or through EC grants. Being a world leader in the field of TB drug development, 
collaboration with Swedish scientists in the field of tuberculosis, both in research and 
research training, should be of considerable interest.  
 
In collaboration with Professor Mashelkar, head of the Ministry of Science in India,  
AstraZenica is currently drafting a training programme where the suggested partners are  
the Swedish Academy of Sciences in conjunction with the Indian Institute of Sciences. The 
programme would comprise a series of lectures to be given at all of the major centres in India, 
and later possibly extended to China and South Africa. The teaching programme would 
include preclinical as well as clinical and epidemiological aspects of tuberculosis presented 
by outstanding specialists in the respective fields, including speakers from Swedish and 
Indian universities and institutes.  
  
AstraZenica plans to approach Sweden for support for this endeavor. This is an interesting 
example of possible private-public collaboration in the field of university-level teaching in a 
field highly relevant to the fight against one of the major infectious diseases worldwide.  
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The special case of influenza vaccine 

 
Development assistance and the Swedish influenza vaccine initiative 
Each year, about 5-10 % of adults and 20-30% of children worldwide suffer from influenza. 
At intervals averaging 30 years global influenza pandemics cause millions of deaths 
worldwide. In industrialized countries influenza is a major public health problem. In 
developing parts of the world influenza is believed to be even more important, although 
reliable epidemiological data are scarce. Vaccine trials or other studies to assess the true 
burden of influenza have not been conducted in developing countries. 
 
There are only a few major manufacturers of influenza vaccine worldwide, and production 
capacity is far below expected demand in industrialized countries, should a pandemic 
outbreak occur. In developing countries, hardly any pandemic vaccine is expected to be 
available, although poor populations are likely to suffer the most from such outbreaks. No 
influenza vaccine is currently manufactured in Sweden or in other Nordic countries.  
 
Whereas there is an obvious need for Sweden to secure an adequate supply of influenza 
vaccine in time for the next pandemic, there is an equally urgent need for developing 
countries to assess the public health impact of endemic influenza through epidemiological 
studies and major vaccination trials. The poorly defined, but most likely serious situation with 
regard to endemic influenza in developing countries has been emphasized in the most recent 
(2005) WHO Position Paper on Influenza Vaccines.  
 
Some low-income countries in Asia, including Thailand and Viet-Nam, are in the process of 
developing an influenza vaccine production. However, they are in need of considerable 
external 
support in terms both of technology and funding. Furthermore, countries such as Russia and 
Korea are capable of manufacturing modern vaccines against seasonal influenza, and are 
preparing for production of pandemic vaccines. All these countries are suffering from 
financial shortages, particularly to conduct clinical trials, but are in some cases also in need of  
technical support.  
 

 

It is proposed that Sweden (alone or in collaboration with other Nordic countries) should  
consider the establishment of a modern P3 or rather BSL 3 vaccine manufacturing facility, in 
the first place for seasonal influenza vaccines and with a production capacity clearly 
exceeding national/Nordic demands. In case of an avian influenza pandemic, production 
would be switched accordingly. An agreed percentage of the Swedish/Nordic production 
should according to contract be donated to the WHO for clinical vaccine trials and/or for 
vaccination of high-risk groups in selected developing countries. 
 
A research and demonstration site for vaccine development should be associated with the 
Swedish/Nordic facility. This site should permit small-scale production of new vaccine 
candidates and serve as a WHO-associated training facility and a centre for technology 
transfer to low-income countries preparing for national vaccine production. Also, the site 
could serve as a WHO associated, independent quality control laboratory for vaccines that are 
intended for low-income markets. Scientists from Sweden and developing countries should 
work closely with Russian and other influenza vaccine manufacturers to promote testing of 
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promising vaccine candidates that, if successful, could be licensed for large-scale production 
for developing country markets. 
 
 
 

Private-public partnerships and orphan diseases 
A large number of important infectious diseases are receiving relatively little attention 
because they normally do not affect industrialized countries and because in the global 
context, their morbidity and mortality figures cannot compete with the biggest microbial 
killers. Still, in some poor regions millions of people may be affected by diseases such as 
African sleeping sickness, brucellosis, or typhus. In some highly endemic areas such 
neglected diseases may impose a heavier public health burden than do malaria or 
tuberculosis. For major pharmaceutical companies there is no market incentive to enter into 
the costly and risky process of developing vaccines or drugs for orphan diseases. 
Unfortunately, it may be difficult also for scientists working in academic settings to find 
funding for diseases that rarely attract public interest in the industrialized world.  
 
In recent years, however, biotech companies run by highly focused Private Public 
Partnerships have entered the field of neglected diseases. At relatively low costs, several 
vaccine- and drug candidates have been brought to the stage of clinical trials and some have 
subsequently been picked up for further development by major pharmaceutical companies. 
 
In most cases, however, it is very difficult to rise funding for small-scale manufacturing and 
clinical trials of products intended for low-income countries, even when a successful product 
could have a considerable public health impact.  
 
Mechanisms must be created for funding both for scientific studies of  orphan agents and their 
host interactions, but also to support the development of vaccines and drugs in order to attract 
innovative biotech companies into this important field.     
 
 

 

Chapter 6 
Human health, animal health, and a healthy environment 
 
Diseases among domestic animals are very important in the general poverty-perspective of 
infectious diseases. This applies not only to zoonooses like anthrax and tuberculosis that  
attack man and animals alike, but also to a number of diseases that are limited to certain 
species of domestic animals and birds. One aspect is that disease in animals reduce food 
production and thereby survival in rural areas, another is that international trade regulations 
prohibit export of meat and other provisions that not are guaranteed free from pathogens. 
Therefore, like diseases of man, animal diseases are essential components in the vicious circle 
of poverty. Recent developments in the field of zoonoses such as SARS and avian influenza 
are dramatic reminders of the intimate interactions between the ecological systems of man 
and animal. Similar considerations may apply to infections of crops and vegetables.  
 
A number of research and teaching activities at the Swedish University of Agriculture and the 
National Veterinary Institute in Uppsala have a direct bearing on health and survival of 
humans. For decades these institutions are running large international training programmes 
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including post-graduate Masters’ and Diploma programmes on animal pathology and animal 
reproduction aiming at participants from developing countries. Food safety is an important 
aspects of this training, that aims at improving production and availability of high quality 
food in developing countries. Several scientists at these institutes are in the international 
forefront in their respective fields, including the development of advanced diagnostic 
methods as well as robust diagnostic kits for the field. Many research projects are dealing 
with animal infectious in Africa and Asia.  
 
Hygiene and a healthy environment 
Efforts towards environmental protection is an integrated part of Sweden’s general goals for 
development collaboration. In 2004 one billion of Sweden’s increased development 
assistance was devoted to the promotion of environmental aspects in developing countries.  
The negative impact on the environment of more than 6 billion people in terms of over-
exploitation, disturbed ecological balance and pollution is very significant and has numerous 
direct as well as indirect bearings on human health. Direct implications include facilitated 
transmission of communicable diseases in general, through the growing number of crowded 
suburban settlements, wide-spread gastro-intestinal diseases through contaminated food and 
water, reduced personal hygiene due to limited water supply, increasing load of respiratory 
tract diseases through air pollution, as well as reduced food supply due to overexploitation, 
chemical pollution or the dissemination of dangerous pathogens affecting fertile soil, fishing 
waters, and animal food sources.  
 
Among the six areas for concentrated environmental investments that are proposed in the 
recent Sida document  “Miljö för hållbar utveckling – förslag om en ökad satsning på miljö 
inom ramen för Sveriges internationella utvecklingssamarbete (Sida 24 Aug 2005), both Sida 
and collaborating countries have given the highest priority to improving water and sanitation. 
This is due to the growing seriousness of the problem, its direct impact on health, its potential 
reversibility, and the fact that improvements will not compete with activities promoting 
economic growth. African countries are is particular need of support, as this is where 
environmental degradation is most directly influencing the survival of poor people. 
Knowledge as well as technology transfer are considered key issues. 
 
It is estimated that nearly 4000 children a day die as a consequence of contaminated water 
and poor hygiene and the links between improved water and sanitation and improved health 
are therefore very obvious. However, also in other fields are there strong connections between 
environmental factors and health. The Issue Paper “Health and Environment” (Sida’s Health 
Division Document 2001:2) lists a number of these environmental health hazards, and shows 
that the three conditions that would be controlled most efficiently through appropriate 
environmental interventions are diarrhoeal diseases, respiratory tract infections and malaria, 
all of which belonging to the major scourges of poverty.    
 
 

Access to water 
 
In several low-income countries repeated draughts render their populations extremely 
vulnerable to malnutrition, infectious diseases and death. Young children are particularly 
affected by these natural disasters. Access to safe drinking water is mandatory when fighting 
diarrhoeal diseases, but a daily minimum quantity of water is a prerequisite also for hygiene 
and indeed, for survival. The quantity of water that on average is available per person in the 
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Mid-East is about 1% of the Swedish average. Importantly, drinking water is just a fraction of 
the total water requirement per person: To produce sufficient food to reduce under-nutrition 
by 50% by the year 2015, each person put on an improved diet would require a fifty-fold 
increase of his current share of water. Hence, to achieve the millennium goals, about twice 
the current quantities of the total global water supply would be needed. In many areas ground 
water is now sinking dramatically every year. More rational use of this critical commodity as 
well as new technologies for water conservation are mandatory. According to the WHO, 
every dollar paid on improved water supply will give a 3-30 fold return on investment.  
 
Es argued above, multidisciplinary approaches towards sustainable reduction of poverty 
related diseases need to involve different types of experts. With about 40 institutions involved 
in questions concerning national and international water resources Sweden is a world leader 
in the field. This country also has a strong tradition in sanitation technology and has a world-
wide reputation in the fields of microbiology and infectious diseases. In addition, in several 
areas of veterinary pathology Swedish science is in the forefront. The increased Swedish 
contributions to development aid that in particular have been ear-marked for commitments 
towards environmental protection and the control of infectious diseases should be coordinated 
to achieve maximum mutual benefit. As argued below, synergies are most efficiently 
achieved when concentrated to 1-2 selected areas/countries. 

 

 

Chapter 7  
 

The role of non-governmental organizations (NGOs) 
 
A multitude of NGOs are involved in humanitarian assistance to developing countries and 
other poverty ridden areas with high burdens of infectious diseases. Representing all kinds of 
religious, political and humanitarian backgrounds, together the NGOs represent a formidable 
force of practical solidarity. Reviewing the past ten years, a recent evaluation (Masud N and 
Yontcheva B, WP/05/100) conducted at the request of the International Monetary Fund 
concluded that health programmes run by NGOs had a significant impact in terms of reduced 
infant mortality whereas bilateral aid had not. It was assumed that NGOs had been more 
efficient in reaching out to the poor, and one speculated that the expected positive impact of 
bilateral aid had been neutralized by corresponding reduction in governmental efforts.  
 
This is the first empirical study on the effectiveness of NGO aid at the macro level and 
confirms the general legitimacy of supporting well functioning NGOs. Furthermore, it 
underlines the general experience, that on average, services based on persons with strong 
dedication to the cause usually achieve more and at lower cost than do services though public 
servants. Closeness to the target populations and intimate knowledge of local networks and 
attitudes are characteristic features of NGO strategies. This constitutes a resource base that 
may be insufficiently tapped in public strategic planning at country and district level.   
 
Sida supports Swedish NGOs active in health in developing countries through the Department 
for Cooperation with NGOs and Humanitarian Assistance (SEKA). The support is given on a 
yearly basis to a number of large organisations, so called framework organisations. The 
support has been given on a 20/80 principle (from 2005 the ratio between sef-financing and 
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Sida support is 10/90). Altogether Sida’s annual support for health activities carried out by 
NGOs amounts to about 200 MSEK. 
 
In general, utilizing NGOs seem to be an efficient way of investing public money. 
Mechanisms should be found to extend project periods to the more rational average of 5 
years, and to facilitate transition of successful projects from one period to the next. Slowness 
of the evaluation and decision processes and subsequently of the disbursement of public co-
funding have occasionally resulted in discontinuation of important work and loss of 
experienced collaborators both in Sweden and in the target countries. 
 
 

 

Chapter 8 

 

Infectious diseases in East-European countries 
 
HIV/AIDS, tuberculosis, sexually transmitted diseases and increasing prevalence of drug 
resistant bacteria are major public health concerns in Eastern Europe, including North-West 
Russia. Poverty is widespread, and unemployment, poor housing conditions, crime, 
prostitution, crowded jails, and underpowered medical and social resources are key problems. 
Transmission of tuberculosis and HIV infections in miserable penitentiary institutions is an 
important source for wider spread to the outside community. There is also an urgent need to 
support Russian health information systems, particularly information for young people 
regarding the risk of contracting sexually transmitted infections including HIV in connection 
with drugs and sexual risk behaviour. 
 
In spite of the magnitude of the problem there are few microbiological laboratories in the 
region, and notably no reference laboratory for the diagnosis of tuberculosis in major cities 
such as St. Petersburg and Kaliningrad. It is of vital importance for the fight against 
tuberculosis and other important infectious agents that the etiological agents may be 
identified and their respective sensitivity to antimicrobial drugs established promptly. Hence, 
appropriate training of staff and the establishment of modern and safe diagnostic laboratories 
in major cities of the region is a matter of considerable urgency. There is also a need to 
contribute to the running costs of these laboratories for several years to come. 
 
In collaboration with Russian experts, regular post graduate training in the diagnosis, 
treatment and control of infections such as tuberculosis and HIV/AIDS should be offered for 
physicians working in relevant fields, including those working among prisoners. Furthermore, 
facilities for physical and social rehabilitation need to be established. 
 
Several Swedish NGOs have provided outstanding services to the deprived populations in the 
jails, to drug addicts and the homeless. NGOs have also been instrumental in the development 
of information material concerning sexually transmitted and other communicable or 
behavioural health hazards as well as in the provision of training of health personnel in this 
field. Furthermore, support has been given for essential diagnostic laboratory services in St. 
Petersburg.  
 
The NGO-networks with governmental and humanitarian organizations in neighbouring 
Russian regions should be fully utilized and further funding provided to permit continuation 
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and extension of their valuable services, particularly among high risk young people. The 
possibility of selecting one Russian oblast for long-term, extended support and collaboration 
may be considered in discussions with possible interested parties in Russia.   

 

 

 
Chapter 9 

 

Funding mechanisms  
 
Globally, only 4% of all funding for health research go to the field of infectious diseases. Of 
these 4%, only 10% are granted for research on infectious diseases in developing countries. 
The main reason for this disproportion is the inherent egocentricity of the dominating players 
in the field, namely Western scientists and funding institutions. Other limiting factors include 
the well known problems associated with scientific activities in developing countries and, at 
least in the past, a certain derogatory attitude in Western research communities towards 
research conducted on unfamiliar topics and under suboptimal conditions.  
 
Further barriers to research funding for development related problems in developing countries 
include the traditional structure and grant policies of at least Nordic research councils. When 
competing for limited resources, research on national or Western health problems are 
normally perceived as more relevant than research on problems affecting people in remote 
areas. Although scientific quality must be the ultimate guideline for research council policies, 
the often multidisciplinary nature of scientific approaches to for example, poverty-related 
infectious diseases and the unfamiliarity of most scientific boards in terms of evaluating such 
research proposals may have represented an additional disadvantage. Even today, there is no 
comprehensive programme for poverty-related issues in the developing world at the Swedish 
Research Council.   
 
Basic and applied research are partly different, partly overlapping, but strongly 
interdependent. The same pertains to the fields of applied research and product development. 
Traditionally, the sources of funding have differed for these activities. This practice make 
sense in many cases, but is rarely favouring research in the overlapping zones or 
multidisciplinary approaches. Similarly, traditional funding systems are not conducive to the 
development of drugs, vaccines or diagnostics that mostly originate from basic research and 
ends by non-scientific product development. Fragmented funding for this type of scientific 
product development delays the process and may effectively stop some highly interesting and 
relevant concepts from further maturation.  
 
Sida, particularly through Sarec has a considerable research portfolio. In fact, among 
international development agencies, Sida/Sarec is in the forefront in terms of support for 
research and research training. This is highly laudable. One question of principal interest is 
whether development aid may be used for basic research on the reasoning that ultimately, this 
research is aiming at the improvement of living conditions in developing countries. Project-
associated research including intervention/impact studies, socio-economic and behavioural 
investigations as well as scientific programme evaluations are obvious candidates for 
development aid-support. The problem is funding of basic biological research.    
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In spite of the fact that for example basic HIV-research ultimately aiming at the development 
of a vaccine may be considered a global asset, this work is unlikely to be of direct benefit for 
individuals or for the development process in poor countries, at least within the next few 
decades. For this reason, it appears unfair that basic research conducted in the West by 
Western scientists only, should be funded by development aid. On the other hand, if basic 
research is conducted jointly with scientists from a developing country, as part of scientific 
competence building, the use of development aid resources may well be appropriate. 
Considering the sharpened criteria for the definition development assistance, it is important to 
establish viable principles on these issues. Naturally, the relatively subjective definition of the 
terms basic and applied research may invite common sense-decisions concerning the practical 
application of these principles. 
 
 
In spite of  Sida/Sarec’s keen interest in research, a number of Swedish scientists working in 
the field of global infectious diseases consider Sida’s support in this area as clearly 
insufficient. The creation of Världsinfektionsfonden (VIF) is symptomatic in this regard. VIF 
is established as an independent entity to promote research and other activities contributing to 
control of infectious diseases in low-income countries. Emphasis is mainly on clinical and 
applied research, including support for clinical trials. Functioning as a research council, VIF 
intends to generate funds through donations from individuals, the industry as well as public 
sources. In my view, VIF is an interesting and innovative construction and more money for 
the type of activities envisaged by its board is obviously needed. However, it is possible that 
the laudable contributions by prominent scientists to create this institution, once established 
may be perceived as a potential risk to VIF’s scientific and political integrity. Also, the Board 
of VIF may consider mechanisms for how to obtain synergy effects through technical 
collaboration with the Research Council, and/or Sida/Sarec. Although operating as a private 
entity, it appears to be in the interest of all parties to harmonize efforts in order to avoid  
fragmentation of scarce resources. 
 
The high costs of clinical trials represent a formidable problem. Several Swedish vaccine 
candidates that are ready for limited GMP production and phase I trials remain in the freezers 
due to lack of funding. As phase I trials are normally conducted in the country of origin of the 
drug/vaccine candidate, such studies and should be funded by Swedish research grants. 
Whereas phase I studies usually cost several million SEK, phase II-III clinical trials may 
require several hundred million SEK. For grants of this magnitude, international collaboration 
is needed. Swedish support for the reorganized European Developing Countries Clinical Trial 
Programme (EDCTP), the African Malaria Network Trust (AMANET) and the European 
Malaria Vaccine Initiative (EMVI) is strongly recommended.  
 
To improve the financial platform for research on issues of poverty and sustainable 
development in the broad context, it is proposed to convey considerable resources into a 
Programme for Healthy Development at the Research Council. This programme should be 
empowered financially to support studies in a wide range of areas relevant to development, 
not only the areas of human and animal health, but extending also to the health of our 
environment. However, no funds originating from development aid sources should be granted 
unless active participation is ensured of scientists and institutions in developing countries.  
 
At the Programme for Healthy Development support should be available for narrow in depth 
analyses as well as for major multidisciplinary approaches, possibly with timeframes of 5-10 
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